Kathleen Watts, Program Manager

Early Hearing Detection & Intervention
North Carolina Division of Public Health







CHSLC

Program
Manager







Program started in 2000

In the beginning of 2007, | was the 5" Program
Manager

None of the staff came into the program with
experience in EHDI

All the staff were doing what they felt was best, but
with little direction




Just testing the water. . .




“Don’t make waves, just go along.”




“Just doing my job!”




“Just doing my job”







Manage an effective & efficient
EHDI Program

Herding “my cats”







NICHQ

Presentation by Richard Scoville
“Delivering Reliable Care”

Concepts adapted from industry,
safety, and highly reliable systems




“Failure free performance over time”

Over the course of a clinical encounter or patient
relationship, did we do all of the things that we were
supposed to do for this patient, and at the proper time?

Over time, for the population of patients for whom we
have responsibility, is the system delivering appropriate
care to every patient?




Driving to work =

5,000 trips to work (approximately 20 years)

2 delays/absent

Airline flights resulting in crashes =

17,999,975 tlights/ year
26 crashes/year




Mountaineering
Road safety

Routine Acute &
Preventive Health Care

Commercial aviation
Chartered flight s

European railways
Nuclear Power Plants
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Levels of Process Reliability

Characteristics % of time

the
system
works

Chaos < 80%
No standardized system of care

A process but not everyone 80 - 95%
understands or follows it

Almost all understand process & 95 -99%
attempt to follow it

System change has occurred — > 99%
things are standardized, regulated




Strategy
Analyze failures to redesign the system

Change Concepts:
Prevent failures
Standardize the system to prevent failures

Detect errors before they become process
failures

Inspection
Make incipient failures visible
Mitigate
Eliminate or reduce the harm from failures
that do occur




The EHDI Process

*Hospital screeners
*Family
*Medical Home

Rescreen

*Screeners
*Family
*Medical Home
*EHDI Program

* Early Intervention
+Family

*Medical Home
*EHDI Program

Early
Interven-
tion

Diagnosis

+ Audiologist
+Family
*Medical Home
*EHDI Program




Lack of standardization

Complicated

Many hand-offs (steps)




Number of steps
1 90% 90%
90% x 90% 81%
90% x 90% x 90% 73%
90% x 90% x 90% x 90% 65%

Overall reliability of an EHDI process =




Percentage of children lost to follow-up

Number of physicians receiving education about EHDI
Packets of information when a child is identified
Grand rounds

Systems changes
Better definition of roles for consultants
Number of hospitals rescreening
Hospital education / Initial refer rates
More support to families throughout the system
Referral to Intervention

Improvements in data management system







“Coming together is a beginning

Keeping together is progress
Working together is success.”

~Henry Ford










