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ABSTRACT
Guide to Pediatric Audiology in Georgia
By
Kelly Anne Hermanns, Au.D.

November 30, 2015

Audiologists are essential health care providers that need ongoing training in order to accurately
identify and manage newborns, infants, and children with hearing impairment. In Georgia,
although there is a large audiology workforce, many lack the proper knowledge and skills in
providing audiological care for children. In order to improve care and understating, this guide
was developed to be an all-inclusive resource for audiologists who assist in monitoring hospital
screening programs, conduct follow-up screening and diagnostic evaluations, as well as
audiological habilitation for children identified with hearing impairment. Additionally, information
on mandated reporting of audiological results and resources post identification, hearing aids and
intervention resources, has been included. The intended use of this guide is to disseminate
through Georgia's Department of Public Health and Georgia Academy of Audiology through
email, website posting, and community and professional meetings.
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Author's Statement Page

In presenting this capstone as a partial fulfillment of the requirements for an advanced
degree from Georgia State University, | agree that the Library of the University shall make it
available for inspection and circulation in accordance with its regulations governing materials of
this type. | agree that permission to quote from, to copy from, or to publish this capstone may be
granted by the author or, in his/her absence, by the professor under whose direction it was
written, or in his/her absence, by the Associate Dean, School of Public Health. Such quoting,
copying, or publishing must be solely for scholarly purposes and will not involve potential
financial gain. It is understood that any copying from or publication of this capstone which
involves potential financial gain will not be allowed without written permission of the author.

Kelly Anné Hermanns, Au.D.



TABLE OF CONTENTS

LIST OF FIGURES
EXECUTIVE SUMMARY

INTRODUCTION
1.1 Background and Rational

NEWBORN HEARING SCREENING PROTOCOL
2.1 Equipment
2.2 Protocol
2.3 Information Counseling
2.4 Reporting

FOLLOW-UP SCREENING PROTOCOL
3.1 Protocol
3.2 Information Counseling
3.3 Reporting

AUDIOLOGICAL MANAGEMENT OF INFANTS WITH RISK FACTORS
4.1 Rational
4.2 Risk Factors for Late Onset Hearing Impairment
4.4 Audiological Management
4.4 Reporting

DIAGNOSTIC AUDIOLOGICAL TESTING ON INFANTS
5.1 Rational
5.2 Auditory Brainstem Response Procedures
5.3 Latency Intensity Functions with Interpretation
5.3 Information Counseling and Reporting
5.4 Billing
5.6 Vivosonic Bluetooth Troubleshooting

AUDIOLOGICAL MANAGEMENT OF CHILDREN WITH HEARING IMPAIRMENT

RESOURCES FOR AMPLIFICATION
INTERVENTION RESOURCES
REFERENCES

APPENDICES

vi

vii

(o2 N4 I BN NN - -

@~~~

10
15
19
20
20
22
24
26
29

31



LIST OF FIGURES

Figure 1. Latency intensity function example: normal hearing
Figure 2. Latency intensity function example: conductive hearing loss
Figure 3. Latency intensity function example: sensorineural hearing loss

16
17

vi



EXECUTIVE SUMMARY
Guide to Pediatric Audiology in Georgia
By

Kelly Anne Hermanns, Au.D.

Opportunity

Audiology is a healthcare field that is continually advancing with new technaologies and
an expanding scope. The field of pediatric audiology offers a specific example. Newborn infant
hearing screening became a recommended practice more than 20 years ago, and was
endorsed by the American Academy of Pediatrics as a required practice in 1999. As such, there
is an increased awareness of the importance of infant hearing and greater emphasis on the role
of pediatric audiologists in fulfilling this mandate. Because of the mandate for early screening
and identification, there has also been an evolution in testing procedures and technologies. It is
difficult for audiologists who do not specialize in pediatric audiology to maintain expertize in
emerging testing procedures, new approaches to intervention resources for financial assistance
for amplification, and strategies for family support. Additionally, formal audiology training does
not generally include an in-depth public health perspective on population-based surveillance
and mandatory reporting screening procedures that may be conducted by non-audiclogist
hospital personnsl.

With mandated screening for hearing impairment at birth and diagnostic testing
completed on those infants not passing the newborn hearing screening, it is essential that
audiologists who see these children have the essential skills to properly identify hearing
impairments. The guality and completeness of the diagnostic audiological assessment is
imperative as a child that is incorrectly diagnosed can have significant consequences on the

infant's language development and learning.
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Solution

The following “"Guide to Pediatric Audiclogy in Gecrgia” was created as a quick
reference guide for all audiologists in Georgia. The guide includes the most current information
on the audiclogical care of children birth to five. This guide is an all-inclusive resource for
audiologists who assist in monitoring hospital screening programs, conduct follow-up screening
and diagnostic evaluations, and provide audiclogical habilitation for children identified with
hearing impairment. The guide also includes information on mandated reporting of audiological
results and resources post identification, hearing aids, and intervention resources.
Method

The “Guide to Pediatric Audiology in Georgia” is a compendium of best practices drawn
from documents published by the Georgia Department of Public Health, the Joint Committee on
Infant Hearing, the American Academy of Audiology, and several other federal agencies. The
guide includes four technical and procedural sections; newborn hearing screening protocol,
follow-up screening protocol, audiological management of infants with risk factors, and
diagnostic audiological testing on infants. All four of these sections include protocol guidelines,
testing procedures, information counseling recommendations, and reporting requirements. The
final two sections of the guide are resource listings for finical assistance for amplification and
intervention opportunities including family support and state and private intervention providers.
Dissemination Plan

The “Guide to Pediatric Audiology in Georgia” will be published by the Georgia
Department of Public Health, posted on their website, and distributed to all known pediatric
audiologists through email. Additionally, the guide will be shared with the Georgia Academy of
Audiology to distribute at community and professional meetings. As new recommendations and
resources become available, personnel from the Georgia Department of Public Heath will

update the guide and share those updates with Georgia audiologists.
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INTRODUCTION
1.1 Background and Rational

Audiologists have a important role in identifying hearing impairment in infants and children and
teaching families about the impact of the hearing loss on language acquisition and later literacy
development. The scope of the audiologist working with families through the newborn screening
process and subsequent habilitation needs to evolve such that there is improved consistency in
care, improved reporting to the Georgia Department of Public Health (DPH) with linkage to
appropriate birth-to-five programs and other local and state resources. Although Georgia has
been able to improve screening and identification performance of screening by one month and
diagnosis by three months, often families report continual screening outside of newborn
screening protocol, instances of incomplete diagnostic testing delaying diagnosis, and
inconsistent diagnoses and recommendations between audiologists. Additionally, inspection of
mandated reporting reveals many audiologists are not completing the entire test battery when
performing diagnostic audiological evaluation on those infants who failed newborn hearing
screening.

In Georgia, there are over one hundred audiologists involved in the care of infants and children
under the age of five. Of the existing practices, only two facilities, Children's Healthcare of
Atlanta and Pediatric Ear Nose and Throat of Atlanta are strictly pediatric providers with
expertise in pediatric audiology. The remaining providers serve all ages, which makes it more
difficult for the provider to be up to date with the most current testing procedures and
recommendations for the pediatric population. Additionally, not all audiologists have had the
hands-on training or education in pediatric audiology as some educational programs do not
have access to a large enough pediatric practice to train students and audiologists. Likewise,
audiologists who graduated before the implementation of newborn screening in the late 1990's
are not likely to have been trained in-depth in newborn screening and follow-up practices as
children with congenital hearing loss might not have encountered mandatory screening until
they reached school age.

This guide has been created to be a resource for all audiologists in Georgia as a quick
reference guide for the most up to date information on the audiological care of children birth to
five. Audiologists who provide assessment and management of infants and children with
hearing loss must have the commensurate knowledge, skill, and instrumentation necessary for
use with current pediatric hearing assessment methods and evaluation procedures (The
Pediatric Working Group, 1996). The guide also contains information on Georgia mandates that
audiologists need to have knowledge of and practice within those regulations. Finally,
audiologists performing audiological evaluations must hold a valid and current Georgia
audiology license.



NEWBORN HEARING SCREENING PROTOCOL

Birthing hospitals in Georgia must have an audiologist oversee their newborn hearing screening
program per the Official Code of Georgia, Section 43-44-7 (h). The audiologist should be
involved in developing screening protocol and training of staff that perform hearing screenings.
Additionally, the audiologist can support the hospital as a resource to families who have
questions about screening rational, results, and follow-up.

2.1 Equipment

There are two technologies available for automated physiologic screening of hearing in
newborns. Automated physiologic hearing screening equipment;

+ does not reguire interpretation by the screener

* is noninvasive, and

* has a history of success in newborn hearing screening programs.

Birthing hospitals and facilities must conduct newborn hearing screening using at least one of
the following physiological hearing screening methods. Both technologies are appropriate for
screening newborns in the well-baby nursery, however there are differences between the two
methods.

- Automated Auditory Brainstem Response (aABR) —The screening level may not

exceed 35dB HL.

= Automated Otoacoustic Emissions (aOAE)

Newborns spending greater than five days in the necnatal intensive care unit must be screened
using aABR technology (Georgia Rule 511-5-5 and JCIH, 2007)

Despite both technologies being appropriate in detecting cochlear hearing loss, some infants
who pass newborn hearing screening will later demonstrate permanent hearing loss. Although
this loss may reflect delayed-onset hearing loss, both aABR and aOAE screening technologies
will miss some hearing loss (e.g., mild or isolated frequency region losses) (Cone, Wesson et
al., 2000: Johnson et al., 2005). Other requirements intended to ensure accuracy in screening
include:

* Hearing screening equipment shall be calibrated in accordance with manufacturer's
recommendation and should be monitored with monthly equipment checks to ensure
equipment is functioning properly
Calibration certificates should be kept on record (annually)

Log must be maintained to show monthly equipment checks and any equipment
issues with dates and explanations

* Hospitals must develop an alternate plan for newborn hearing screening in the event
of equipment malfunction

» Equipment should be cleaned with disinfectant wipes before and after every hearing
screen

2.2 Protocol

Perform no more than two completed hearing screens prior to discharge. When statistical
probability is used to make pass/refer decisions, as is the case for (aOAE) and (aABR)



screening technologies, the likelihood of obtaining a pass outcome by chance alone is
increased when screening is performed repeatedly (Benjamini & Yekutieli, 2005; JCIH, 2007).

Hospitals are required to document the final hearing screen result on the Newborn Screening
Card, which is collected at 24 hours of life. In order to complete a maximum of two hearing
screenings if needed, it is recommended the first screen occur between 16-18 hours after birth
and then waiting at least 4 hours between screens if a second screen is needed. Newborns not
passing the newborn hearing screen in one ear must have both ears rescreened. Rescreening
both ears primarily eliminates possible clinical errors, but may also catch a rare false negative
screen. Other considerations as to the timing of the hearing screen include:

Make sure baby is medically eligible and stable for a hearing screening

* The hearing screen is recommended only after the infant reaches 34 weeks
gestational age

= |t is advisable to screen after an infant has completed nursing or feeding, to increase
the chance of the infant sleeping during the screening

o Newborn hearing screening is more efficient and accurate when the newborn
is quiet and content

+ Swaddling a baby is often helpful so the baby feels secure
Newborns receiving antibiotic therapy should have a hearing screen prior to
discharge

» Antibiotic therapy should not be a reason for a “missed” screen

» Newborns receiving phototherapy for hyperbilirubinemia should have a hearing
screen prior to discharge. Phototherapy should not be a reason for a "missed” screen
Test time will depend on technology used and cooperation of baby

= |f a baby “refers” on the initial hearing screening it is recommended that the hearing
screen be repeated prior to discharge with at least four hours between screenings if
possible

2.3 Information Counseling

When screening results are shared with families, the use of scripts is encouraged to ensure
consistent messaging. It is important not to downplay the results of a referred screen by
informing families of possible reasons for failure such as water (virnex) in the ear canal or fussy
newborn. Nationally approved scripts can be found at

http://www.infanthearing org/nhstc/docs/nhstc-web-scripts-for-parents pdf (Appendix A). Results
and follow-up steps are to be provided in their native language, with an interpreter when
necessary. Families should also be informed of the following:

e The first 18 months of life are the most critical for speech and language development;
therefore it is extremely important to identify hearing loss as soon as possible

» Hearing loss is one of the most common birth defects and most babies who are born
with hearing loss are born te hearing parents; in fact, 92% of children with permanent
hearing loss are born to two hearing parents (Mithchell & Karchmer, 2004)

= Inform parents on the type of hearing screening technology that will be used to screen
baby

» Explain the hearing screening process and how the screening technology works,
clarifying that the hearing screening will not cause the baby any pain or discomfort, in
fact it is best if the baby sleeps during the hearing screening



» Parents should be given a copy of Georgia DPH's “"Have You Heard?"
(hitp://dph.georgia.gov/sites/dph.georqia.gov/files/related files/site page/NbHearingScrn
FINAL . pdf) brochure and informed of the importance of monitoring hearing
developmental milestones

o The “Have You Heard?" brochure has a section to document hearing screen
results

= Results of the hearing screen are reported to the state DPH.Newborns not passing the
newborn hearing screening will be contacted from someone from the DPH to assist with
scheduling a follow-up screening

2.4 Reporting

Hospitals are mandated to report all final hearing screen results (Georgia Rule 511-5-5) through
the Newborn Screening Card. Audiologists working with the birthing facility may assist in
developing a process for ensuring the final hearing screening results are documented in the
newborn'’s chart and on the Newborn Screening Card. Final screens completed after the
Newborn Screening Card is submitted can be submitted on either the DPH'’s Delayed Screening
Form (Appendix B) or the electronic birth certificate.



FOLLOW-UP SCREENING PROTOCOL

Each year, approximately 4,500 newborns born in Georgia, do not pass their final hearing
screening before leaving the birthing facility. Although most newborns have their follow-up
screening at the hospital where the infant was born or at the local health department,
occasionally children needing a secondary screening will be referred to an audiologist.
Depending on the birthing facility, newborns in the well-baby nursery may have had an
automated otoacoustic emission (aOAE) screening, an automated auditory brainstem response
(aABR) screening, or a combination of both aOAE and aABR. Newborns who are cared for in
the neonatal intensive care unit for greater than five days must have at minimum an aABR
screening per Georgia Rule 51-1-5.

The audiologist must be knowledgeable of the initial screen results as well as the screening
technology before providing follow-up screening. If the caregiver does not have a copy of the
hearing screen results with the technology when they arrive for the appointment, the audiclogist
can search for the child in the State Electronic Notifiable Disease Surveillance System
(SendSS) to locate the screening information.

3.1 Protocol

Before the Appointment

¢ Call the family to confirm appointment

* Provide pre-appointment instructions including
o Having infant sleep-deprived and hungry
o Bring blankets to swaddle infant

= Answer questions the family might have

During the Appointment

Obtain case history
Verify previous screening resuits
Explain procedure to family
Screen baby with appropriate technology
o Arefer” on aABR MUST be followed up with an aABR; patients who received
an aABR screening as an inpatient, should not be followed up solely with an
aOAE and “passed”. Infants "referring” on aABR screening and “passing” a
subsequent aOAE screening are assumed to be at risk for a diagnosis of
neural hearing loss
o Both ears should be screened at out-patient hearing screening; even if infant
only did not pass on one ear at the final hearing screening before hospital
discharge
o Provide written and verbal results to family

Automated ABR and Screenings:

ABR diagnostic equipment should not be used to conduct a “rescreen” on infants referring from
newborn hearing screening. Screening (ABR) should be limited to equipment with automated
“Pass” and “Refer” resuits with no interpretation



3.2 Informational Counseling

Infant “Passes” Screen: Family needs to be counseled on typical speech and
language development and audiological monitoring if risk factor for late onset hearing
loss is identified. Despite both technologies being appropriate in detecting cochlear
hearing loss, some infants who pass newborn hearing screening will later
demonstrate permanent hearing loss. Although this loss may reflect delayed-onset
hearing loss, both aABR and aOAE screening technologies will miss some hearing
loss {e.g., mild or isolated frequency region losses) {Cone, Wesson et al., 2000:
Johnsen et al., 2005)

Infant “Refers” Screen: Families need detailed information on how and where to
schedule diagnostic testing and what diagnostic testing involves. It is extremely
important not to downplay the significance of the referred screen and inform the
family that not passing the screen suggests there could possibly be a hearing loss.

In addition to screening results and recommendations, families need to know that their
screening information is reported to the DPH. This information is shared to help them through
the newborn screening follow-up process and so that all families have information and access to
programs and resources to help their child succeed.

3.3 Reporting

Audiologists are mandated to report back follow-up screen results to the DPH within seven (7)
days of screening. Audiologists are encouraged to electronically report through SendSS.
Alternatively, if the audiologist cannot locate the infant in SendSS, a Children 1* Screening and
Referral form can be sent to the health district that the child resides (Appendix C).



AUDIOLOGICAL MANAGEMENT OF INFANTS WITH RISK FACTORS
4.1 Rational

Many newborns that pass the newborn hearing screening have risk factors for late onset or
progressive hearing loss. Georgia's Early Hearing Detection and Intervention {(EHDI) program
has a policy to notify caregivers and physicians of these risk factors and recommended timeline
for audiological follow-up. The goal is to detect the hearing impairment as early as possible to
minimize delays and access to language. Depending on the risk factor, the timing of the follow-
up and subsequent testing is individualized. However, regardless of recommended protocol,
parental concern for hearing impairment and speech delay warrants the need for an audiological
evaluation immediately.

4.2 Risk Factors for Late Onset Hearing Impairment*

Cranio-facial anomalies

Exchange transfusion for elevated bilirubin

Herpes infection confirmed in infant

NICU stay longer than five days (included extreme prematurity and/or low birth weight
<1500 grams)

Other congenital infection

Ototoxic medications administered

Rubella infection confirmed in infant

Syphilis infection confirmed in infant

Toxoplasmosis infection confirmed in infant

Cytomegalovirus (CMV) infection,

Syndromes associated with progressive hearing loss,

Neurodegenerative disorders,

Head trauma

Culture-positive postnatal infections associated with sensorineural hearing loss (i.e.
bacterial meningitis);

Extracorporeal membrane oxygenation (ECMO)

Persistent Pulmonary Hypertension (PPHN) associated with mechanical ventilation
Chemotherapy;

Caregiver concern

o Family history of hearing loss
* List may miss some causes of late onset hearing impairment such as genetic mutations that
cannot be identified without genetic testing

4.3 Audiological Management

As a general recommendation, follow-up testing should be performed starting before six (6)
months of age and as frequently as medically recommended thereafter for infants with CMV/,
syndromes associated with progressive hearing loss, neurodegenerative disorders, bacterial
meningitis, ECMO, PPHN, chemotherapy, and family history of hearing loss. The remaining risk
factors can be less aggressively followed with the first assessment occurring at 24-30 months or
sooner if caregiver concern.

The recommended audiclogical test battery for monitoring children with risk factors for late
onset will depend on the child’s age and developmental abilities. At minimum, testing should



include tympanometry, acoustic refiex testing, and otoacoustic emissions. Ideally, if the child is
old enough and is developmentally appropriate, behavioral testing will also be completed to
determine hearing status.

4.4 Reporting

If permanent hearing impairment is identified through the audiological monitoring, audiologists
are mandated to report the hearing impairment to DPH within seven (7) days of evaluation.
Audiologists are encouraged to electronically report through SendSS. Alternatively, if the
audiologist cannot locate the infant in SendSS, a Surveillance of Hearing Impairment form can
be sent to the health district that the child resides {Appendix D).



Diagnostic Audiometric Testing on Infants
5.1 Rational

The goal of the audiclogical evaluation is to determine degree and type of hearing loss. Hearing
loss can be categorized into four types of hearing loss: conductive, sensory, neural, and mixed.
Conductive hearing loss occurs when there is an issue between the external and inner ear,
which can be transient in nature and may be medically treated (e.g., middle ear effusion or
perforated tympanic membrane). Sensory hearing loss is generally permanent and indicates a
problem with the inner ear. A neural hearing impairment can be due to a failure in the neural
pertion of the auditory pathway. A mixed hearing loss is a combination of conductive and
sensory hearing loss at the same frequency.

All infants who “refer” the initial hearing screening and the subsequent rescreening should have
appropriate audiological and medical evaluations to confirm the presence of hearing loss at no
later than 3 months of age (JCIH, 2007). Confirmation of an infant's hearing status requires a
battery of audiological procedures to assess the integrity of the auditory system in each ear, to
estimate hearing sensitivity across the speech frequency range, to determine the type of
hearing loss, to establish a baseline for further monitoring, and to provide information needed to
initiate amplification-device fitting if appropriate (JCIH, 2007). The quality and completeness of
the diagnostic audiological assessment is imperative as a child that is incorrectly diagnosed can
have significant consequences on the infant's language development and learning.
Furthermore, if hearing impairment is identified, the results of the evaluation need to be
comprehensive enough so that amplification can be fit as early as possible.

Diagnosis of hearing loss or audiological evaluation should not be delayed due to suspicion of
middle ear dysfunction. Presence of middle ear dysfunction as identified with tympanometry
does not necessarily result in a hearing loss. Vice versa, the presence of middle ear dysfunction
with hearing loss may prompt more aggressive treatment by a medical physician to minimize
delays in language exposure.

An appointment confirmation call to parents/caregivers of infants who are scheduled for a
diagnostic audiological evaluation is recommended. When confirming the appointment, convey
the importance of follow up and evaluation, recommend an immediate family member to be
present at appointment (emotional support), provide pre-test instructions (hungry, sleep-
deprived, etc), and address any parental concerns. An audiologist on staff should be made
available to talk with scheduled families if requested.

Immediately after assessment for infants referred from newborn hearing screening, the foliowing
should be completed:

¢ Review results of the audiologic assessment, implications of the audiologic diagnosis,
and recommendations for intervention with the parents/caregivers verbally, including:
o Information about typical speech, language, and listening developmental
milestones
o Information about risk indicators for progressive and delayed-onset hearing loss
and
o Document in chart or on report if the results were provided verbally
» Provide any relevant educational brochures or handouts on diagnosis and other
appropriate subject matters to parents and/or immediate caregivers



s Provide a written report to the family/caregiver, to the infant's primary care provider, and
to the referral source with consent. Chart should contain documentation for all
persons/facilities receiving report

s Report to Public Health by documenting in SendSS

o Document in SendSS audiological evaluation results, testing, notes, and

recommendations
o If child cannot be located in SendSS, complete Georgia's Surveillance of Hearing

Impairment form {Appendix D) and submit to the public health district in which

child resides
o Patient medical record/chart should contain documentation that referral reported

to public health
5.2 Auditory Brainstem Response {ABR) Pracedures

For natural sleep testing: Patient must be under 4 months of age (corrected) or mature enough
to lie completely still with his/her eyes closed for an extended period of time. Parent is informed
that infant needs to be tired enough upon arrival to remain sleeping for approximately one hour.
Suggestions include depriving the child of sleep prior to testing (including time in transit) and
bringing child to the appointment hungry, asking parent to feed the child after electrode
preparation.

For sedated testing: Parent is informed of testing procedures and pre-test instructions verbally
and in writing per facility to facilitate patient readiness and minimize risk of rescheduling and

delaying testing.
ABR Equipment Set Up

Room Arrangement

ABR equipment should be set in a private and enclosed room with comfortable seating for the
mother and baby to feed and sleep. Room location should be off a lightly or minimally used
hallway where environmental noise is minimal. Lighting in the room should allow for dimming of
lights or supported by small lamp.

Eguipment Specifications

« Ensure ABR equipment is calibrated per manufacturer
o Equipment is calibrated at minimum annually
» Collection of normative data for air and bone conduction is recommended to determine if
correction factors are necessary
o Do not use a power strip as it allows electrical interference. If the equipment is only
plugged into the wall while testing, power surge isn't as much of an issue and plugging
into a power strip is actually more likely to introduce electrical artifact than plugging into
the wall directly
o There is a piece of equipment called an “isolation transformer box" that is highly
recommended. It is very heavy and not portable. A ferrite box is a more portabie,
cost-effective way to minimize electrical artifact
+ Disable wireless internet function on your laptop or desktop
Remove unnecessary software from the computer
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* Do not use jump drives or memory sticks as they can actually carry a virus that can be
introduced to the computer

» Turn off all unnecessary external computer monitors/ electrical equipment in the same
room as the system

o Ifturning off extra equipment is unsuccessful at eliminating electrical noise,
unplug the unused equipment in the room

Do not use cellular phones when operating equipment
Separate test box from laptop
Arrange cables so that the electrode and insert cables aren't touching each other or the
floor

» Use Velcro strips to wrap electrode and insert cables so they are not touching the
ground

= Braid electrodes wires when possible

Test parameters

Test stimuli parameters and calibration values are derived from British Columbia Early Hearing
Program (BC EHP) Diagnostic Audiology Protocols. The following stimulus parameters are used
as default, however they may be changed for optimal waveform detection at the audiologist's
discretion.
* Rate:
o Click: rate of 29.1 clicks/second
o Tone burst: rate of 39.1 bursts/second
= Stimulus Polarity:
o Tone burst: alternating (air and bone conduction)
o Click: rarefaction (air and bone conduction)
» Visual Display Scale: 0.25-0.3 microvolts
o Only increase the display number higher than 0.3 when the waves are too big to
fit on the page and always keep visual displays consistent between ears
« Filter setting:
o Low frequency 30 Hz; High frequency 1500 Hz
o Gain setting: 100,000-150,000
o Notch Filter: optional for air conduction

Listening Check

A listening check on both earphones at one frequency should be completed to ensure
equipment is working. Additionally, if bone conduction testing will be needed, a listening check
should be completed with the bone oscillator.

If listening check reveals inadequate (reduced intensity or distorted) stimuius, ensure transducer
cord is properly plugged into equipment and tubing in good condition. If problem persists,
reschedule patient and contact equipment manufacturer.

Infection Control

Infection contral is an important part of direct patient care. It is essential that audiologists wash
their hands between each baby and after handling the cart and supplies. This is to protect from
baby-to-baby infection, baby-to-equipment infection, and equipment-to-baby infection, as well as
to protect the audiologist from infection. The following techniques should prove helpful in

11



providing a healthy environment for babies and clinic personnel. Consult with your facility’s Risk
Manager (Infection Control person) to obtain specific procedures required for your
hospital/clinic.

Hand washing technique can be found at:
http.//mwww who.int/gpsc/5may/How To HandWash Poster.pdf

Establish a daily cleaning routine including anything that will come in direct contact with the
baby, or the assessment materials, such as cart or tables. Clean equipment and work surfaces
by:

» Use cleaning materials recommended by your facility

» Discard individual baby disposable supplies in an approved receptacle after the
assessment of each baby

* Wipe cables and electrode leads with alcohol or disinfectant wipes between babies

Patient Set-up/ Introduction:

1. Audiologist confirms physician order and appropriateness of order prior to testing, especially
in case of sedation.

2. Case history is obtained by the audiologist.

3. Otoscopy is completed to evaluate external auditory canal and tympanic membrane status.

4. Tympanometry is conducted. For infants under 6 months of age, a probe fone of 1000 Hz is
the most reliable to determine the presence or absence of middle ear pathology. For infants

and children older than 6 months of age, a 226 Hz probe tone is most appropriate.

5. Otoacoustic Emissions are completed and repeated.

[o)]

. Prepare for ABR testing:
« Skin is prepared using an appropriate electrode prep material prior to baby sleeping in
case of non-sedated ABR, or following initiation of sedation
s For single channel ABR recording, three disposable electrodes are placed. vertex or
high forehead and behind both ears high on the mastoid
o If conducting 2-Channel ABR, four disposable electrodes are placed: midline
high forehead, midline low forehead above nasal bridge, one on right and left
mastoids
Insert earphones are placed in the test ear(s) and verified in the correct ear(s)
« |f possible, avoid clipping the transducer stimulus boxes to the patient. Clip to a
pillowcase instead. Do not let the tubing of the transducers touch the electrode
» All wires should be kept from touching and overlapping when possible. Bring the
electrodes from the back of the baby and the earphones from the front if wires overlap or
touch
* Impedance is checked and should be less than 5 chms and within 3 ohms of the other
electrodes
o Ifimpedance cannot be obtained as described after troubleshooting, the
audiologist will use hisfher discretion whether to proceed with testing

12



Strategies to improve (reduce) impedance:

» Avoid placement of electrode on hair

If debris or oils are visible on skin, wipe site with alcohol pad prior to prepping skin

Rescrub the area

Replace electrode for which impedance is too high

Replace other electrodes

Place saline drop or conducting paste on electrode pad

Utilize tape if necessary to ensure placement

Use battery contact cleaner or an alcohol prep pad to clean the metal snap on the

electrode if you are measuring high impedances despite having good contact with the

skin

« Verify electrode leads are functioning- place all leads in a glass of water or saline
solution. If impedance measure as open there is a problem with the electrode or box,
change electrode leads and retry water test. If problem persists there is an equipment
problem with either your test cord or test box

» Keep loose electrodes in an air tight zip-lock bag after the package has been opened.
This will help keep the "wet gel” from drying

Testing:

1.

2.

Basic Protocol

When evaluating a newborn who did not pass the newborn hearing screening, an evaluation

on both ears must be conducted, even if only one ear did not pass repeated screens.

Air conduction click to at a high intensity (70-90dB nHL). /f the ABR response to high

intensity click by air conduction is absent or significantly abnormal, an assessment for ANSD

should be initiated.

Tone bursts: 500Hz, 1000Hz, 2000Hz, 4000Hz, and 250Hz are available. Pricritize order

based on importance for each patient.
= To ensure not missing a cookie bite hearing loss, order tone burst frequency testing

so that there is not a separation of more than 1 frequency octave (e.g. 4000, 1000,
2000, 500 Hz or 2000, 500, 4000, 1000 Hz)_

If tone burst thresholds are greater than 20 dB nHL for one or more frequencies, a bone

conduction click, masked if needed, should be conducted. Depending on air conduction

thresholds, and if available, tone burst bone conduction should be conducted if time permits
to best evaluate hearing and formulate recommendations.

s Typically we do not test below 15-20dBnHL as this is considered normal hearing by ABR
without correction factors.

e A minimum of 1000 sweeps is recommended to ensure a stable response. Reliability is
increased by repeating an average at least once. If under time limitations, response
repetition may be skipped at supra-threshold levels (at least 30 dB greater than
suspected threshold). At a minimum, response repetition should be recorded at
threshold and when getting no response (ghost run).

o Standard threshold search procedures include a higher intensity of at least 70 dB nHL. If
a clear response is seen, decrease intensity in a time efficient manner (no greater than
30 dB nHL steps) to determine threshold within 5 dB nHL. Threshold determination
below 15-20 dB HL is generally not necessary

* Unless otherwise indicated, tone burst testing should start in one ear, and then repeat
same stimulus in the opposite ear. Alternating ears when possible allows ability to obtain
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bilateral information if child wakes up or test session needs to be discontinued. If all
results are normal test can be called complete at this point

» |f click, 4000, or 500 Hz is abnormal continue to assess 1000 and 2000 Hz stimuli time
permitting and Bone conduction assessment should be attempted at a low and high
frequency, with contralateral masking as necessary. Masked click at a minimum as not
all units have tone burst bone conduction capability

Troubleshooting Electrical Noise:

1. 1f 60 or 50Hz electrical noise is present, turn on notch filter and evaluate if electrical
noise is interfering.

2. Click on View EEG button on the collection screen. Place electrodes into a cup of water
and walk the cup of water around the room to identify the noise source. Watch the EEG
window, as you approach the noise source(s}, the EEG will become noisier.

3. Try increasing low frequency filter slightly to reduce noise (not to exceed 100 Hz), but
caution as this may diminish threshold responses until electrical noise is reduced.
Document filter changes in report.

4. Move system to a different room if electrical noise cannot be resolved.

Suspected ANSD protocol and Interpretation

If the ABR response to high intensity click by air conduction is absent or significantly abnormal,
an assessment for ANSD should be initiated.

Complete recording at high-level (290 dB nHL) click stimulus in each of the three polarities
options (rarefaction, condensation, and alternating) and inspect waveform for cochlear
microphonic (CM). Repeat in opposite ear. If CM is present, and the ABR waveform is poorly
developed or absent, results may indicate Auditory Neuropathy Spectrum Disorder (ANSD).

To distinguish CM from stimulus artifact, use two tools:

» The CM should reduce in amplitude when altemating click polarity is used compared to
rarefaction and condensation polarities

+ Conduct one additional average with the earphone tubing clamped or disconnected.
With the earphone tubing clamped or disconnected, the CM should disappear as there
no stimulus present. If it does not disappear, it is probably stimulus artifact

» |f presence of a CM continues to be debated, the rate of the click stimulus is increased
to 71.1 clicks/second. If the waveform amplitude remains the same and latency does not
shift, the response is a cochlear microphonic. If the waveform becomes smaller or the
latency increases, the response is neural and this is not likely ANSD

In addition, if wave V is suspected, but no latency shift is observed with decreased intensity then
that provides evidence that the waveform does not reflect appropriate neural synchrony. If
ANSD is evident from CM, yet wave V is observed with no latency shift, then some evidence of
neural synchrony is suspected. (Note: When reporting these findings, DO NOT document them
as threshold, as they do not correlate with estimated behavioral thresholds).

If tympanometry is abnormal and the ABR is grossly abnormal with no CM, ANSD is not ruled

out yet. The CM is not always observable with a conductive component. Therefore, if a child has
abnormal tympanograms (Type B) and the ABR shows a significant hearing loss, the ABR will
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need to be repeated to rule out ANSD and hearing aids should not be fit until a repeat has been
done when ears are clear of middle ear dysfunction and tympanometry is normal (Type A)

In a rare population, a Wave | might be present with no CM. This pattern is not associated with
ANSD. The underlying mechanism of this pattern is not understood and follow up care may vary
depending on the child and medical history. Document pattern in findings in the report and
monitor child closely through behavioral testing and parental report.

If acoustic reflex thresholds are not obtained at the time of the ABR, they should be obtained
during follow-up testing. For ANSD patients, 1000 and 2000 Hz ipsilateral acoustic reflexes are
performed at minimum. For ANSD patient reflexes should be elevated or absent.

5.3 Latency Intensity Functions with Interpretation
Marking ABR Waves:

= Routinely use 0.3 scale to mark waves so a typical wave V is appropriately large on the
screen, and so small amplitude wave Vs can be detected; only increase the display
number higher than 0.3 when the wave are too big to fit on the page

s Always keep visual displays consistent between ears

s Mark V down to threshold

» Mark | and Il when possible and on high intensity runs so interpeak and absolute
latencies can be measures and analyzed
Label thresholds in dBnHL/ or dBeHL depending on your equipment.
Always label No Response runs and threshold runs with dBnHL

= Always label print outs with ear and stimulus. If stimulus varies throughout the page
mark each individual wave

Normative Values:

Use and print age and intensity appropriate norms when possible
Always calculate and analyze interpeak and absolute latencies to verify normal neural
and lower brainstem function

» The use of a latency intensity (L/1) function can be helpful in verifying latencies and type
of hearing loss. An example can be found at the end of this page

The following four pages have sample L/l functions with interpretations for various types of
hearing impairment that are useful when reviewing ABR waveforms and report writing.



NORMAL L/l FUNCTION:

ABR REPORT
NAME CoB EVAL DATE
[Examgpla normal lo Jo |
REFERRAL SOURCE AUDIGLOGIST

[o Jo ]

LATENCY-INTENSITY FUNCTION (WAVE V)
1310 24 MONTHS and Adult

Wave V Latency (ms)

> ~—g—— Roghl Ear
—N—LshEw
. ~—d—— Unmasked Bore
)\ N“‘-.ﬁ___‘ =emesrars nywhomid nlent upper norme
. e, :\ I ===rr=n-= newhormdniant lower noms
5
4
10 20 30 40 50 &0 70 14 80
Intensity {dBnHL)
Absolute Latencies Interpeak Latencies
dB nHL 1 n v I-1ll n-v -V
Right Earr 70 [ 180 | 38 | 600 | 200 | 220 I 420 |
Left Ear| 70 | 190 | 380 [ 600 | 190 | 220 | 4.10 |}
NTREPRETATION:

ABR wawe V |-l function shows appropriate latencies and slope, indicaling normal hearing bilaterally. ABR absolute

and interpeak latencies are all within nommal limits, consistent with nomal lower auditory brainstem function

and maturation.

Figure | Latency intensity function cxample: normal hearing



CONDUCTIVE HEARING LOSS L/l FUNCTION:

ABR REPORT
NAME ooB EVAL DATE
[Demo Conductive fo Jo |
REFERRAL SOURCE AUCIOLOGIST
lo lo |

LATENCY-INTENSITY FUNCTION{WAVE V)
TERM TO 2 MONTHS

]
10
._\-"
]
» B
g
=
3
> —8— Right Ear
; 7 —— LefiEar
——i— Linmeskwd Borw
aasmases iy wbaMAnten | Lppet haima
==se=s=e= nawbomintan| lower nomma
]
5
4
10 20 30 40 50 80 70 80 80
Intensity {dBnHL)
Absolute Latencies Interpeak Latencies
dB nHL I 1] v - nv -V
Right Ear| 70 | 264 | 529 [ 7.50 | 2.65 |2.21 ] 4.Bﬁj
LeftEar[ 70 | 259 | 524 | 745 | 265 | 2.21 | 4.86 |
NTREPRETATION:

ABR wawe V L-] function shows delayed talencies with appropriate slope, indicating a mild conduclive hearing loss bilaterally,

ABR absolute latencies are delayed owerall due to the coductive hearing loss bu! interpeak latencies are all within nommal limits,

consistent with normal iower brainstem auditory pathway function and development.

IMFRE 5 510N: Miid Conductive Hearing Loss Bilaterally.

Figure 2 Latency intensity function example: conductive hearing loss



SENSORINEURAL HEARING LOSS L/l FUNCTION:

ABR REPORT
NAME 0oB EVAL DATE
[SNHL demo o jo I
REFERRAL SOURCE AUDIGLOGIST
[o Jo ]
LATENCY-INTENSITY FUNCTION {WAVEV)
TERM TO 2 MONTHS
R
10
'] =
‘5 [] =
3
> —8— Right Ear
§ a — s LenEw
——— Linmesked Bane
=== DG MANTEAT UPPeT NSNS
G --—=---= newbamintant lower noms
5
4
10 20 a0 40 50 80 70 BD a0
Intansiy {dBnHL})
Absoluta Latencies Interpeak Latencles
dB nHL I 1]} Vv Hil n-v v
RightBar[ 80 | 165 | 425 | 650 [ 280 [ 225 [ 485
LeftEar] 80 [ 170 | 440 | 661 | 270 | 221 | 491 |
NTREPRETATION:

ABR wawe V LA function shows abnonmal latencies and slope, indicating a mederrate sensonneural hearing loss bilaterally.

ABR absolute and interpeak latencies show some abnomnalities including delayed absolute latencies of wave V, consistent

with a sensorineural type hearing loss. ABR interpeak latencias are with normal limits, consistent with normal

fower brainstem auditory pathway function and devalopment.

IMPRESSION: Moderate Sensorineural Hearing Loss Bilaterally.

Figure 3 Latency intensity function example: sensorincural hearing less
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Tips & Tricks:

* Younger infants will have longer latencies than adults or older children

» Fast click rates will slightly delay latencies; slower rates will have slightly shorter
latencies

s A wave |atency will shift approximately 0.2 ms every 10 dB decreased in intensity

o Lower frequencies will shift more than higher frequencies

» Symmetrical hearing should have symmetrical latencies

+ If bone conduction artifact is high try moving the oscillator further away from the
electrodes

+ 4000Hz tone burst should have very similar latencies to click stimulus

= 500 Hz tone burst latencies should fall between 10-15 ms from higher intensities to
threshold

» Toidentify a response, look for a baseline shift then a recovery back tc baseline

Baseline shift

Recovery to Baseline

5.4 Information Counseling and Reporting

Immediately after assessment for infants referred from newborn hearing screening, the following
should be completed:

« Review results of the audiologic assessment, implications of the audiologic diagnosis,
and recommendations for intervention with the parents/caregivers verbally, including:
o Information about typical speech, language, and listening developmental
milestones
o Information about risk indicators for progressive and delayed-onset hearing loss
and
o Document in chart or on report if the results were provided verbally
o Provide any relevant educational brochures or handouts on diagnosis and other
appropriate subject matters to parents and/or immediate caregivers (Appendix E)
= Provide a written report to the family/caregiver, to the infant's primary care provider, and
to the referral source with consent. Chart should contain documentation for all
persons/facilities receiving report
= Report should include:
o Significant birth and medical history, including hearing loss risk factors
o ABR interpretation with thresholds listed
* Waves should be printed out whenever possible, marked with stimulus,
threshold, and ear
Test findings: tympanograms, OAEs, reflexes etc.
Impressions of overall findings
Recommendations for follow-up and intervention
o Listing of educational materials and referrals provided
« Report to Public Health by documenting in SendSS

O 00
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o Documentin SendSS audiological evaluation results, testing, notes, and
recommendations

o If child cannot be located in SendSS, complete Georgia's Surveillance of Hearing
Impairment form (Appendix B) and submit to the health district in which child
resides

o Patient medical record/chart should contain documentation that referral reported
to Public Health

Parent Support and Education Following Diagnosis of Permanent Hearing Loss

Of the children with permanent congenital hearing loss, 92% are born to two hearing
parents and 96% of children with permanent hearing loss are born to two hearing parents or one
hearing parent and one parent with hearing loss (Mitchell & Karchmer, 2004). Research
suggests that parents experience very powerful emotions at the time of diagnosis including
denial, shock and upset, with a great need for emotional support (Russ et. al., 2004). Similarly,
communication difficulties between parents and providers exist (Russ et. al., 2004). Research
also suggests that parents prefer to have parent to parent support after diagnosis (Fitzpatrick et.
al., 2007) for emotional support and information gathering. Furthermore, parents share a desire
to connect with other parents who have children diagnosed with a hearing loss for support and
information (Jackson, 2011).

Counseling parents of children identified with hearing loss is an ongoing process
Guidelines and information on counseling parents can be found through the NCHAM EHDI E-
Book at http:/linfanthearing.ora/ehdi-
ebook/2013 ebook/13Chapter12ParentCounseling2013.pdf and through American-Speech-
Language-Hearing Association (ASHS) at hitp://www.asha.org/policy/GL2008-00289.htm.
Parents are to be encouraged to reach out to parent and family support networks through
Parent to Parent of Georgia and/or Hands & Voices.

Billing

e aABR: CPT 92586A is the code for Automated ABR testing to be used ONLY when
completing testing in which the equipment interprets the results

« ABR: CPT 92585 is the diagnostic ABR code to be used diagnostic testing, which
depends on interpretation from the audiologist

o Diagnostic OAE code (CPT 92587) defined as limited OAE of 3-6 frequencies with
interpretation and report. This will likely continue to be the most commonly used OAE
code

» OAE code 92588 is defined as a comprehensive diagnostic evaluation minimum of 12
frequencies with interpretation and report

Vivosonic Bluetooth troubleshooting

If the Bluetooth comes unpaired from the vivosonic (and it's not asking you to enter the
authorization code which is 0000), here is how to connect it:

go to the Bluetooth icon on the desktop

go to search devices

click on the VO device

click "Bluetooth authorization" from the dropdown menu and make sure that the box for
"authorize Bluetooth" is selected
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back to the original dropdown menu, click "connect to Bluetooth®
make sure there are two green arrows at the bottom left of the VO icon. This indicates
connectivity
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Audiological Management of Children with Hearing Impairment

The process for hearing aid selection and fitting, if recommended, should begin as close to
diagnosis as possible and after medical clearance from an otolaryngologist. The purpose of
amplification is to ensure that the infant or child with impaired hearing has access to as much of
the auditory environment, and in particular speech, as possible (American Academy of
Audiology, 2013). Infants and children with hearing impairment need access to the full range of
speech sounds in order to develop speech and language -- if listening and spoken language are
families’ goal for the children. Additionally, infants and children with unilateral, minimal, and
permanent conductive hearing loss should automatically be considered candidates for hearing
aids because of the language learning that occurs during early childhood.

Children needing temporary hearing aids can obtain hearing aids through DPH. Any child, birth
through 36 months of age, can obtain temporary hearing aids at no cost through DPH. For more
information call 404-657-4143. Additional funding resources for permanent hearing aids can be
found in the following chapter.

The minimal audiological information needed to fit a hearing aid includes a low and high
frequency air and bone conduction threshold. Threshold information can be from behavioral
and/or objective testing depending on the child's age. Unless the external ear is malformed or
the child has chronic drainage, a traditional air conduction hearing aid is recommended. For
infants and children under age five, a behind-the-ear (BTE) style hearing aid is the most
appropriate. Because the child’s ear is growing, the BTE offers the most features for coupling
with assistive listening devices and multiple programs for different environments. The earmold
coupled with the BTE hearing aid should be closely monitored and remade as frequently as
needed to ensure the earmold sits snug within the ear canal. The earmold material should be of
a soft material such as silicone.

For infants and children with an external ear malformation or chronic drainage, a bone
conduction hearing aid is recommended. A bone conduction hearing aid may be worn as a
completely external device with a band creating the pressure needed to transmit the vibrated
signal or it may be coupled with an implanted abutment (i.e., osseointegrated device) (American
Academy of Audiology, 2013). Currently, bone anchored hearing aids are not FDA approved
until the age of five (5), but families should be made aware of this option for future consideration
if appropriate.

A cochlear implant is another option for children with a bilateral severe to profound hearing
impairment. Cochlear implants are not FDA approved until one year of age and families
considering a cochlear implant need to be under the care of a team of professionals to
determine candidacy, selection, and post-surgical fitting and maintenance. Degree and type of
hearing loss do not guarantee whether a child is a candidate for cochlear implant. And, even for
those children who are cochlear implant candidates, a trial period with hearing aids is
recommended.

For complete clinical practice guidelines on hearing aid and assistive listing device selection,
fitting, and menitaring can be found through the American Academy of Audiology at
http:#/audiologyweb s3 . amazonaws.com/miqrated/PediatricAmplificationGuidelines.pdf 539975
b3e7e9f1.74471798.pdf.

Children with confirmed hearing loss should be closely monitored for progressive hearing loss
and otitis media with effusion. Audiological testing every six (6) months is recommended, and
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even sooner if there are caregiver concerns. Additionally, it is important for the audiologist and
other specialists (interventionists, physicians, etc.) working with the family to provide a
comprehensive system of care. Providers working with the child should communicate regularly
on child development and language goals and other factors impacting the child's care and

outcomes.

23



Resources for Amplification

20/20 Hearing

hitp://iwww.2020hearing.org/

20/20 Hearing's mission to raise awareness about hearing loss, provide financial support to
those unable to afford hearing care and participate in missions to bring hearing care to those
without access to it.

AG Bell

www.agbell.org
AG Bell offers scholarships that can assist families.

AUDIENT

http.//www.audientalliance.org/

AUDIENT helps low income people nationwide access quality hearing aids and related care at a
significantly lower cost.

First Hand Foundation

http.//www.cerner.com/firsthand

First Hand Foundation is a nonprofit organization that helps children with health-related needs
when insurance and other financial resources have been exhausted. Their mission is to directly
impact the health status of a young life.

Foundation for Sight and Sound - Help America Hear Program
hitp.'www.foundationforsightandsound.org/help _america _hear programi.ohp

The Foundation for Sight and Sound through it's Help America Hear Program provides hearing
aids for men, women, and children with limited financial resources.

Georgia Hearing Aid Loaner Bank (GA HALB)

htto://dph.georgia.qov/ehdi-audiologists

GA HALB provides temporary hearing aids for children, birth through 36 months, who are in
need of temporary hearing aids. The hearing aid(s) will be loaned on a one time basis per child
and includes one earmold per hearing aid. There are no financial eligibility requirements of the
family and the term of the loan is for 6 months.

Georgia Lions Lighthouse Foundation- Children’s Hearing Program
hitps:/Mionslighthouse.org/childrens-hearing-programs/

The Lighthouse Foundation Pediatric Hearing Program includes all children from birth through
19 years old who are not covered by Georgia PeachCare, Right from the Start Medicaid, or
private insurance and whose families make less than 400% of the Federal Poverty Guidelines.
The program covers up to two (2) new digital hearing aids or Ponto Soft Band processor, nine
(9) appointments with a partner audiologist, and either six (6) or twelve (12) earmolds
depending on hearing loss.

The Hearing Impaired Kids Endowment (HIKE) Fund, Inc.
http.//iwww.thehikefund.org/Application/ApplicationFormsPortal html

Supported by Job's Daughters International, the HIKE Fund provides hearing devices for
children with hearing loss between the ages of newborn and twenty years whose parents are
unable to meet this special need financially. Approximately 100 children are provided with
hearing devices each year through this fund.
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Miracle-Ear® Foundation

http://www.miracle-ear.com/en-us/miracle-ear-foundation/eligibility

Miracle-Ear helps under-served children and adults with hearing loss and giving them the gift of
sound.

Starkey Hearing Foundation - Hear Now Program
http://www.starkeyhearingfoundation.org/programs/

Hear Now is a national non-profit program committed to assisting low income individuals
permanently residing the in the U.S. who are deaf or hard of hearing and have no other
resources to acquire hearing aids.

Travelers Protective Association (TPA) Scholarship Trust for the Hearing Impaired
http:iwww.tpahg.org/scholarshiptrust. htmi

The Travelers Protective Association of America established the TPA Scholarship Trust for the
Hearing Impaired to provide financial aid to children and adults who suffer deafness or hearing
impairment and who need assistance in obtaining mechanical devices, medical or specialized
treatment or specialized education as well as speech classes, note takers, interpreters, etc. and
in other areas of need that are directly related to hearing impairment.

UnitedHealthcare Children's Foundation, Inc. (UHCCF)

hitp://www.uhccf.org/apply/

UHCCF grants provide financial help/fassistance for families with children that have medical
needs not covered or not fully covered by their commercial health insurance plan. The
Foundation aims to fill the gap between what medical services/items a child needs and what
their commercial health benefit plan will pay for.




Intervention Resources

Georgia Department of Public Health

Georgia's child health programs for children birth to five are located within the Department of
Public Health (DPH) Maternal and Child Health Section. Referrals for services from audiologists
and other providers are processed by Children 1%, which is the single point of entry for all of
Georgia's birth to five programs. Children 1% links referrals to programs, public and private, in
the community and throughout the state. A statewide contact list for the Children 1st District
Coordinator can be found on the Children 1st webpage: hitp://dph.georgia.gov/children-first.

Babies Can't Wait (BCW) is an intervention program for infants and toddlers, birth to three years
old, who are experiencing or who are to experience developmental delays. All children with
bilateral hearing loss, regardless of degree, are automatically eligible for BCW. Through an
evaluation, eligibility will be determined for children with unilateral hearing loss. There is no
income eligibility for this program but services are provided on a sliding fee scale. BCW can
offer a variety of resources for families of infants and children with hearing loss, including
assistance with hearing aids, other assistive technology devices and setvices, service
coordination, speech and language therapy, and family support and training. For more
information or to view a program contact list, visit the BCW webpage:
http://dph.gecrgia.gov/Babies-Cant-Wait.

Parent to Parent of Georgia is a central resource and parent directory linked with BCW. Other
parents can be a great resource of information based on their own experiences. They can
discuss their feelings related to parenting a child with hearing loss and listen to you and your
challenges. They can share achievements and setbacks of your child, and relate to the feelings
you are having. In the state of Georgia, you can talk with other parents who have experienced
the same things you are going through right now so that you can begin sharing information.

Children's Medical Services (CMS) is a medical program for children and young adults, birth to
age 21, with chronic medical conditions. Eligibility is based on income and diagnosis. Services
available through this program include programs for children with hearing loss. For more
information or to view a program contact list, visit the CMS webpage:
http://dph.gecrgia.qov/CMS.

Georgia Department of Education (DOE)

Within the Department of Education is the Georgia Parent Infant Network for Educational
Services (PINES) and Georgia Hands & Voices™ Guide By Your Side™ (GBYS) program.
Georgia PINES is a free, statewide, home intervention program available to families of children
birth to five years who have hearing or vision impairments. Georgia PINES mission is to
support, educate, and empower families of young children with sensory loss to positively impact
their quality of life through collaborative efforts in natural environments. Georgia PINES provides
weekly home visits to train the family using the SKI-HI, INSITE, VIISA, or Deaf Mentor Model
depending on the child and family. Georgia PINES offers services to all families of children with
permanent hearing loss, regardless of degree or laterality.

GBYS is a family support program that provides support and resources in an unbiased manner
to families with children who are deaf or hard of hearing (DHH). GBYS has specially trained
parents of children with deafness or hearing loss who work as "guides” directly with families who
have just learned their child cannot hear, or who have older children and are in need of the
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unique support that comes from someone else who has walked this path him/herself and can
share from direct experience and wisdom. This is a free program far all families in Georgia with
a DHH child and is supported by the Georgia Department of Education. Requests for a Parent
Guide may be obtained through an electronic form on the Georgia Hands & Voices website
(gahandsandvoices.org) by parent self-referral, by a service provider with parent consent, and is
offered to all families after an initial diagnosis of hearing loss in confirmed following newborn
hearing screening.

Private Interventionists

Atlanta Speech School
www.atlantaspeechschool.org
(404) 233-5332

Established in 1938, the Atlanta Speech School is a comprehensive center for language and
literacy. Our four schools, five clinics, summer programs and professional development center
all share one common mission: to work within each program and collaborate across all
programs to help each person develop his or her full potential through language and literacy.

Auditory Verbal Center (AVC)
www.avchears.org
{(404) 633-8911

AVC is a nonprofit organization that offers comprehensive Auditory-Verbal therapy and a full-
service Audiology & Hearing Aid Clinic. AVC focuses on listening and spoken language, with
locations in Atlanta and Macon and for those families who can't make the drive, they offer
teletherapy. AVC teaches all children with any degree of hearing loss how to listen and speak
without the use of sign language or lip reading.

Children’s Healthcare of Atlanta (CHOA)

www.choa.org
{404)785-7100

CHOA offers auditory verbal therapy for children with hearing loss. Through auditory-verbal
therapy, children with mild through profound hearing loss may become independent,
contributing citizens in a regular learning and living environment. The approach uses a guiding
set of principles to maximize the use of hearing devices and residual sound.

Columbus Speech & Hearing Center
http:/fwww.columbusspeechandhearingcenter.com/
(706) 324-6112

Columbus Speech & Hearing Center provides diagnostic and rehabilitative audiology, speech-
language pathology and neuro-psychological services. Their dedicated staff works together to
provide the highest quality care in a professional, comfortable, nurturing environment.

Savannah Speech and Hearing Center
www.speechandhearingsav.org
(912) 355-4601
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The Savannah Speech and Hearing Center provides comprehensive services to people of all
ages with speech, language and/or hearing problems without regard to financial status. The
center offers a program, specific for children with hearing impairment, Sound Start. The Sound
Start program provides an option for families and their child(ren) with hearing loss to develop
the ability to learn to listen, speak and understand spoken language in order to be successful in
a mainstreamed educational setting. Any child with a hearing loss affecting speech and
language development is eligible for the school.
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Appendix A

Passing Script for Babies:

"Congratulations on the birth of your baby. We just finished your baby’s hearing screening and
your baby passed the screen today. Here's a brochure that talks about development of speech
and language. It's always important to monitor the progress of your baby’'s development,
because your baby's hearing can change at any time. If you're ever worried that your baby can’t
hear, talk to your baby's doctor right away and ask for a referral to an audiologist that's skilled at
testing infants and young children.”

Passing Script for Babies at High Risk for Hearing Loss:

“Congratulations on the birth of your baby. We just finished screening your baby's hearing and
your baby passed the screen today. However, because your baby's had some medical
problems at birth, there is a chance that your baby can develop hearing loss after you leave the
hospital. Your baby’s hearing is critical in order for normal “on time" development to occur.
Your doctor ¢can help you to monitor your baby's hearing development and tell you when your
baby should have further tests with an audiologist that's skilled at testing infants and young
children.”

Not Passing Script:

“Congratulations on the birth of your baby. We just finished screening your baby's hearing and
your baby did not pass the screen today. This doesn’t necessarily mean that your baby has a
permanent hearing loss, but without additional testing we can't be sure. We'll provide the
screening results to your baby’s doctor. Please be sure you make or keep the appointment for
further hearing testing.”

Not Passing Script for Babies at High Risk for Hearing Loss:

“Congratulations on the birth of your baby. We just finished screening your baby's hearing and
your baby did not pass the screen today. There can be simple reasons for this, but without
further testing with an audiologist | can't tell you what your baby hears. Because your baby has
had some medical problems at birth, your baby is at greater risk for hearing loss. Talk to

your baby's doctor about the results and ask for help to schedule an audiologica! diagnostic test
as soon as possible. Finding out about hearing issues early is going to help to make sure your
baby has the best chance of normal “on time” development.”

Incomplete or Missed Results Script:

“Although we attempt to provide newborn hearing screening to all babies born at our hospital,
we were unable to complete the screening on your baby. It is important that your baby be
screened while he or she is a newborn to identify a possible hearing loss as soon as possible
Let's schedule a time for the screening to be completed within the next week.”

Not Passing Outpatient Rescreen:

Your baby did not pass the second screen. The screening does not tell us whether your baby
has a hearing loss; it just tells us that further testing should be done as soon as possible. The
next step is to get a diagnostic ABR as soon as possible. This should be discussed immediately
with your baby's doctor who may need to help you with obtaining a referral to a pediatric
audiclogist.
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Bowopin Dryass beupnt of Pubblas Hoalth

Maternal Child Heaith | Newborn Screening

2 Peachtree 5t., Atlanta, Georgia | 11th Floor
Phone: 404-657-4143 | Fax: 404-657-2773

Delayed Screening Report

When an infant is screened for hearing loss and CCHD, and the resulls were not
documented on the NBS card, the hospital or birthing facility must complele this form
and fax lo the NBS program.

Complete a separale form lor gach screaning repord

Date

Place Hospital Label Here

Submitting Facility (print)

Hearing Screening Resuits

Hearing Screen Date: / /

Right Ear Left Ear Screen Method
(] Pass {1 Refer £ Pass [ Refer L] aABR [ aDAE [ aABR and aOAE
CCHD Screening Resuits

Initial Screening: (If rescreen is required
proceed to second screening):

Second Screening: (1 hour fallowing
initial screening if rescreen is required):

Third Screening: (1 hour following
second screening if rescreen is
required):

Time and Date:

Time and Date:

Time and Date:

Puise Ox Saturation of Foot:

Puise Ox Saturation of Foot:

Pulse Ox Saturation of Foot:

Pulse Ox Saturation of Right Hand:

Puilse Ox Saturation of Right Hand:

Pulse Ox Saturation of Right Hand:

Difference (right hand - foot}):

1 Fail 7 Pass [] Rescreen

Difference (right hand - foot}):

] Fait ] Pass ] Rescreen

Difference {right hand — foot):
{J Fail [1 Pass

Referred To (Physician or Hospital):

CCHD Screener’s First Initial/Last Name:

Please fax this form to the Georgia Newborn Screening Program at 404-657-2773.

MCH.CH,1208
Revised: March2015




Appendix C

Surveillance of Hearing Impairment in Infants and Young Children
Georgia's Early Hearing Detection and intervention (EHDI) Program
Confirmation of hearing loss for children, birth to five (OCGA 31-12-2)

Reportable hearing impairment as measured and described by an audiologist or physician as a permanent (or suspecled fo be

permanent) hearing loss, averaging 15 dB HL or greater in either or both ears, in the frequency region 500 Hz — 4000 Hz.
Cases of hearing loss in newborns and children through 5 years, must be reported to Public Health within 7 days of diagnosis.

Child: Last: First: Sex:['M [F DOB: / /
Address: City: Zip.

Parent; Last First; Relationship:

Phone: Alt. Phone: Language:

PCP: Clinic: Phone:

Complete the soctlon{s) approprlate for your evaluation. If performing re-screening due to referral from newborn hearing screening, please
complete the Children 1st Screening and Referral Form, Do NOT delay complete diagnosis solely due to middle ear dysfunction

Diagnostic Hearing Results Date of Evaluation: / /
Tympanometry: 0 226 Hz O 1000 Hz ABR Click 0 VRA
Right Ear: | Normal ‘Abnormal Freq. Specific ABR [JPure Tone Threshcld
Left Ear: Normal JAbnormal Bone Conduction ABR
Other:
OAE:
Right Ear. [[Present Absent
Left Ear: Present Absent
Degree of Hearing Impairment is based on a four frequency pure tone average, if available
Left Ear Right Ear
Degree {in dB HL) Type Degree {in dB HL) Type
Normal Normal Normal Normal
Slight (15-25) Conductive Shight (15-25) Conductive
Mild (26-40) Transient Conductive Mild (26-40) Transient Condtctive
Moderate (41-55) Mixed Moderate (41-55) Mixed
Moderately-Severe (56-70) Sensorineural Moderately Severe (56-70) Sensorineural
Severe (71-90) Auditory Neuropathy Severe (71-90) Auditory Neuropathy
Profound (>90) Profound (>90)
Recommended Follow Up:
Refer to ENT, name if known: Refer to Part C Program (BCW) and GA PINES
Repeat Audiological Testing, Date: Refer for Speech and Language Evaluation
Hearing Aid Evaluation, Date: Other:
Audiologist: Clinic; Phone:

Additional Comments:




Appendix C

Case Definitlon of Confirmed Hearing Impairment In Newborns and Chlildren through Age 5 Years:

Reportable hearing impairment is defined as hearing impairment measured and described by an audiologist or physician
as a permanent {(or suspected to be permanent) hearing loss, averaging 15 dB HL. or greater in either or both ears
{(unilateral or bilateral), in the frequency region important for speech recognition (500 Hz — 4000 Hz). Severity of the
hearing impairment shall be defined on the basis of the following measured or described hearing threshold levels:

Slight Hearing Loss: 15t0 25dB  Moderate Hearing Loss: 41 to 55 dB Severe Hearing Loss: 71 to 90 dB
Miid Hearing Loss. 26 o 40 dB Moderately Severe Hearing Loss: 56 to 70 dB Profound Hearing Loss: > 90 dB

Case Status:

Conflrmed: A diagnosis of hearing impairment confirmed by a licensed audiologist or physician according to the case
definition above is reportable.

Suspected: A 'refer’ result on an initial newborn hearing screening or a follow-up hearing screening with a newhorn (by
either aABR or aOAE) in either ear or both ears is reportable. Screening test results should be reporting using the
Chlidren 1* Screening and Referral Form.

Reporting Procedures: The initial diagnosis of hearing loss that is determined or suspected to be permanent and/for
progressive in nature in children up to age 5 is reportable by law (OCGA 31-12-2) to Public Health. Suspected and
confirmed cases of hearing loss in newborns must be reported to Public Health within 7 days of screening or confirmatory
diagnosis. Initial diagnosis of hearing loss that is determined or suspected to be permanent and/or progressive in nature in
children through age 5 years is also reportable within the 7-day time frame. The Surveillance of Hearing Impairment in
Infants and Young Children Form should be completed for each diagnosed case of hearing loss in children through age 5
years and mailed or faxed directly to the District EHDI Coordinator within 7 days of confirmatory diagnosis. If the county
of rasidence of the child is unknown, the form should be mailed or faxed to the state EHDI program office.

Forms may be reproduced or downioaded from the web at hitp://health.state.ga.us/programs/unhs/.

Form Definltlons and Completion Guidelines:
Child Information: Complete all fields and demographic information for the child. If an alternative phone number is
known, please list to assist in follow up.

PCP: Please provide the name of the current Primary Care Physician (PCP) for the child, including clinic name and
phone number.

Diagnostic Hearing Results: Diagnostic hearing results must contain a threshold search, either by ABR or behavioral. If
partial testing completed, which indicates a permanent hearing impairment, report degree of hearing impairment based on
threshoid testing completed. Piease complete the entire diagnostic section and include test results to assist in appropriate
follow up and referrals to state programs.

Degree of Hearlng Impairment: Degree of hearing impairment is based on a four frequency pure tone average (500,
1000, 2000, and 4000 Hz), if available. If partial testing completed that indicates a permanent hearing impairment, report
hearing impairment based on threshold testing completed. Exampile, if click threshoid obtained for both ears at 50 dB with
absent OAEs and normal tympanometry; report degree of hearing impairment as Moderate. if type of hearing loss is
"Auditory Neuropathy”, a degree of hearing impairment does not have to be selected.

Type of Hearing Impalrment: Select type of hearing impairment, normal, conductive, transient conductive, mixed,
sensorineural, or auditory neuropathy, based on comprehensive audiometric testing.

Recommended Follow Up: Please indicate all necessary follow up, based on comprehensive audiometric findings and
child/family needs. if dates of future service known, either appaintment date and/for time frame (i.e. 4-6 weeks), please
report.

Audicicgist: Provide the name of the Audiologist submitter, clinic name, and clinic phone number.

Comments Sectlon: Provide any necessary comments not addressed on the form that are essential for adequate follow
up by Public Heaith.



APPENDIX D



1 I1 | 3 DIRECTIONS: Please complete form on every child, birth to
‘ .J - Children 1st

age 5, having any of the condltions listed on 1st or 2nd page.
Seorpie Doportment of Pubdi Hoolth g Check or fill in as much information as possible. Send form to
local Chiidren 1st Coordinator.

Referral Source: Date Received:
SECTION A CHILD AND FAMILY INFORMATION
‘ CHILD'S INFORMATION MOTHER'S INFORMATION
Child: ) _ Mother: ] -
Last Name First Mi Last Name First M Maiden
Date of Birih; Birth weight: Age: L Date of Birth; _
Sex: O Male O Female O Unknown GestalionalAge: __ | Education: {last grade completed)
Select race: (Mark all that apply) Marilal Status: O M ONM OSEP QD aw
0 White O Black or Alrican American Livein Partner: O Yes O No
L Asian O American Indian or Alaska Native PrenatalCare: O1st 0O2nd QO3d C None
O Unknown (O Hawaiian/ Other Pacific Islander Parity G:____ P.____ Pre-Term:____ AB: Elective/Spontaneous /
LatinoHispanic. CYes CINo [ Unknown Parent's Medicaid #
Hospital: Discharge Dale: . FATHER’S INFORMATION
Transfer Hospital: Discharge Date: B
Type of Insurance: O Medicaid 0O PeachCare O Private Last Name First M
U WellGare CMO O Tri-Care GUARDIANIFOSTER CARE REFERRALS
01 Amerigroup CMO 0 None o - RN <.
. i O PeachState CMO O Unknown o o
Child's tnsurance #: (if known) ____ Guardian/Foster Parant Last Name Firsl Phane Number
LANGUAGE NEEDS o
Primary Language: Translatorfinterpreter Needed: QY QN | DFCS Case Worker Last Name ERBERN s ctionia Hambaf & 8 s Numbar
CHILD'S PRIMARY MEDICAL/HEALTH CARE PROVIDER CONTACT INFORMATION
el . Sl e Child Lives with: £ Mother O Father 0O Guardian QO Fosler Parent
Name Child's Address:
— ——— e ————— Street /Route Apt Complex # / Mobile Hm Park#
Sireel or Roule
Cily_' [ . _._M_“_ISlalem_h i i Zip . City Gounly ap
_ ! = - Phone #: Emergency Contact #: L
Phone Fa Caregiver email address: T _ S -
SECTIONB HOSPITAL INFORMATION
Newborn Hearing Screening: O Not Screened 0 Family Refused Screening |Equipment: Vaccines Given During Hospital Stay:

Inpatlent: Date: ___/___/  Left: 0 PassU Refer Right: O Pass O Refer OAQAE CJAABR QO Other | Hepatitis B Vaccine: (date)
Quitpatient: Date: [ Left: 1 PassU Refer Right: O Pass O Refer OJAOAE TJAABR U Other |pgig: (date)

Newborn Bloodspot Metabolic Screening: Q Not Screened O Family Refused Screening
‘SECTIONC LEVEL 2 RISK CONDITIONS (3 OR MORE MUST BE PRESENT FOR ELIGIBILITY)
Conditions Identified at Birth Child Abuse Prevention Treatment Act (CAPTA)

655.4 O Suspected damage to fetus {Mother Smoked and/or All CAPTA referrals are automatic referral (Child age birth to 3 years)
Drank, > 7 drinks/week, during Pregnancy) v60.81 O Foster Care

765.16-765.18 O Disorders rit other preterm infants <2500 Grams 935.5 O Child Mattreatment Syndrome (Subslantiated Case)
(51bs. 8 0z.) and > 1500 Grams DFCS Referrals (no CAPTA)

V2i7 QO tnsufficient Prenatal Care (Little or no prenatal care) V60.81 O Foster Care {over age 3)

V23.83-v23.84 01 Young Prima-/Multi-gravida {Maternal Age <18 years) 995.5 O Child Maltreatment {Substantiated Case) (over age J)

V2.3 QO Education Circumstances V61.05 O Unsubstantiated or sibling of victim of substantiated case (birth to 5)
{Maternal Education <12 Years) CIMD.1 Q Child under age 5 exhibiting physical or developmental delay

Socio-Environmental Conditions Present in the Family

vi7.0 O Psychiatric condition (Parental Mental llness, Depression) V164 [ Mental Retardation (Parental Mental Retardation)

v60.0 O Lack of Housing {(Homelessness) Vv60.2 I Inadequate Material Resources (Affecting Care of Child)

V61.05 O Family disruption due fo child in welfare custody Vv61.2 0 Parent-Child Problems (Questionable Mother/Child Attach)

V615 O Mulfiparity - in Mother (<20 Years of age, >3 pregnancies) V620 0 Parental Unemployment

V625 O Legal Circumstances (Parental Incarceration) v62.8 0 Other Psych. or Physical Stress, (History of Family Violence)

V16-V19 O Family Mistoryof (Specify)_~_ {lliness/disability affecting care of child)
C1SEC.1 QO Child Injuries (>3 in 1 Year) Requiring Medical Atlention Specify:

SECTION D SIGNATURES

Name of Person ¢ @maletﬁil?&% Aga"cy_ Email Address Phone Date
Parant Signature {Encouraged but not required for refemal) Parentinformed of Referral? Tl Yes [ Ne Form #3267 Page tof 2




Child’'s Name: | Mother's Nama:

SECTION E (check all that apply) LEVEL 1 RISK CONDITIONS
(MedicaliBlological Conditlons Prasant.in Child indicating Referral to Public or Private Sector Care)
Infectious and Parasitic Diseases Conditions Originating in the Perinatal Period
042 a Hv 760.71 U Fetal Aicohol Syndrome
030 U Syphilis 764.00 01 Light-for-dates intani without fetal malnutriion
unspecified (birth weight < 10% for gestational age)
Mental Disorders 764.9 O Fetal Growth Retardation {Intraulerine Growth
299.00-299.01 O Autistic disorder Reduction-IUGR}
3153 L1 Developmental speech or language disorder 76501-76503 O Disorders rA exireme immaturity of infant (BW < 999 gms)
3159 O Unspecilied delay in development 765.14-765.15 [ Disorders i other preterm infants (BW 1000-1500 gms)
CIMD.1 Q Suspected Developmental Delay 767.0 QO Subdural and cerebral hemorrhage due to birth frauma
Endocrine, Nutritional & Mgtabol‘lc Disefi,?es. and Immunity Disorders ;gg ? g gﬁ:’g;?cbéﬂ;fglgﬁ'g&zgs :31 ;giﬁgmgﬂﬁ)
243 a Cpngemlal hypolhyymdmm , (Broncho-pulmonary Dysplasia)
27XXX U Disturbances of amine-acid metabalism 770810r770.62 [ Primary apnea or other apnea in newborn
(Metabolic disease) _ 7709 {3 Unspec. Respir. Condition of felus/newborn {vent > 48hrs)
Specify(code, diagnosis): 7710 O Congenital Rutella
77111 0O Cangenital cytomegalovirus infection (CMV)
Diseases of the Blood and Blocd-Forming Organs 712 O Other congenital intecton i perinatal period
282.X B Heredilary hemolytic — {Herpes Simplex-congenital, Toxoplasmosis)
Specify(code, diagnosis): _ - 772.130r 77214 O inlraventricular Hemorhage {IVH), Grade Ill or IV
774 4 0 Perinatal jaundice dit hepatocellular damage
Diseases of the Nervous Systam and Sense Organs (NB Hepatitis)
320 O Meningitis, Bacterial 7746 O Neonatal jaundice (requiring exchange transfusion)
321 0 Meningitis, All Other 777.53 O Stage Il necrolizing enterocolilis in newborn
3239 O Encephalits 779.0 Q1 Convulsions in newhomn
343.1-3439 O Infantile cerebral palsy 779.3 [ Feeding Problems in newborn
345 Q1 Epilepsy/Setzure Disorder {severe reflux/feeding tube)
348.3 01 Encephalopathy 7795 Q Drug Withdrawal Syndrome in Newhom
356-359 QO Neuromuscular Disorder 7797 Q1 PenventricularfPreventricular Leukomalacia (FVL)
362.26 or 362.27 Q Relinopathy of Prematurily (Grades 4 or 5) C1COoP1 O NICU Stay > 5 days
369.XX O Blindness and low vision
Specify (code, diagnosis).___ Symptoms, Signs and lil-Defined Conditions
3629 Q) Unspecified ofitis media — chronic 783.4 Q Failure to Thive/Growth Deficiency
(recurrent or persistent) {growth below 5th %)
389.XX O Hearing Loss 796.4 Q Other abnormal cfinical findings
Specify(code, diagnosis): Specify{code, diagnosls):
C1DNS.1 O Suspecied Hearing Imparment
Injury and Poisoning
Serious Problems or Abnormalities of Body Systems 959.01 0 Other and unspecified injury to head
390 - 458 QO Heart/Circulatory System 984 .0-984.9 O Toxic effect of lead and its compounds, including fumes
460 - 519 O Respiratory System Lead Level > 20 pg/dl (Venous)
493 a Asthma Speclfy.
520 - 579 QO Digestve System Lead Level > 10 <20 pa/dl {Venous)
580 -623 O Genito-tUrinary System Specify,_
T0-739 O Musculoskeletal System and Connective Tissue C1iNg.1 [ Ototoxic medications including chemotherapy
740 -759 O Congenital anomalies
749 QO Cleft Palate/lip Other Significant Conditions
Speclfy Conditions for All Above (include Diagnosis Code): | V026 Q fﬁégegﬁﬁsﬂgﬁsd carrier of viral hepatitis
V19.2 O Family history of deafness or hearing loss

V61.410r V6142 O Alcoholism or Substance Abuse in Family
(Maternal use of street, prescription or OTC drugs via
self-report, drug screen or court record)
237.70-237.79 0O Neurofibromatosis

SECTION F REFERRAL CRITERIA LEGEND

Health Department Staff: Please see eliglbllity lists for Bables Can't Wait, Chlldren’s Medical Services, 1st Care, Universal Newborn
Hearing Screening, Genetics, and Lead Programs in order to appropriately refer children.

SECTION G COMMENTS
Has child received a recent developmental screening 2. O Notscreened [ Yes, screened by {Please attach results)
Measure used: i Date screening completed . Scores

www.heallh slate ga.us/programsichidrandirst {Rev 6/2012) Form #3267 Page 2ol 2




Appendix E

Your child has a hearing loss, what's next?

1 Talk or sign to your baby at least 35 hours a week

o

Talk about what you are doing. Talk about getting ready for work, putting on
clothes, washing the dishes. Whatever you are doing, there is a story you can
tell your child

Read books with your child. Books with large pictures are great because you
can describe what is in the pictures (the color of pictures or counting). OR, you
can make up your own story to go along with the pictures

Take turns with your child. Allow your child to respond to your story telling and
descriptions. Even though your child might not talk back, they are listening and
responding by body language or facial expressions

Be responsive to your child’s communication. If he or she looks at you, smile
and make eye contact. If he or she touches you, respond by touching and
looking at him or her. If he or she makes vocal sounds, respond positively

11 Get referral from baby's doctor to see an Ear, Nose and Throat (ENT)

doctor
o The ENT will do an evaluation to determine the cause of hearing loss and

provides medical clearance for hearing aids if recommended

1 Enroll in intervention

o

An Early Hearing Orientation Specialist will call you to schedule a free an in-
home lesson where a specialist will talk to you about hearing loss and early
intervention

Babies Can’t Wait (BCW) (Georgia's Part C Program) will call you to schedule a
home visit to do an evaluation on your child’s overall development and work
with your family to establish learning and developmental goals for your child.
BCW offers service coordination to develop a plan to help your child reach their
full potential

Georgia Parent Infant Network Educational Services (PINES) offers free parent
education and in home lessons on building communication and language

1 Talk with other families
o Georgia Hands & Voices at 678-310-5886, which are specifically parents of

O

children with hearing loss
Parent to Parent at 1-800-229-2038



