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Presenter
Presentation Notes
Welcome everyone. I am glad you could join us this afternoon as I review the results from my capstone project on “Examining the WA State PHBPP CM model.”
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Presenter
Presentation Notes
I will start by:Discussing the background on this issue and highlight main points that support the purpose of this project.I’ll touch briefly on the methods of this project. I will report the WA LHJ results as well as results from other programs outside of WA that I will refer to as the Non-WA Sample. Then I will wrap up with the discussion, implications for practice, and conclusion. 



Background 

 Hepatitis B one of the most common infectious 
diseases in the world1,2  

 Estimated 25,000 infants born to HBsAg-positive 
mothers in United States each year3 

 Women of Asian or Pacific Islander (API) descent 
represent 75% of HBsAg-positive mothers in the 
United States4 

 Washington State has the fifth highest API 
population in the United States4  
 
 

 

Presenter
Presentation Notes
To begin, here is some background information on this issue. What I want to point out on this slide are the last two bullet points. Women at particular high risk of chronic HB are those who have emigrated from high-endemic areas. Women of Asian or Pacific Islander (API) descent represent 75% of these women. Washington State has the fifth highest API population in the US and estimates suggest they will make up 10% of the total state population over the next 20 years with King, Pierce, and Snohomish counties representing the largest populations. So you can see with this data, the need for an effective and efficient CM model in WA state is critical. 



Washington State 

2009 Annual Assessment of Progress Toward Goals to 
Prevent Perinatal HBV Transmission5  
 Maternal screening 95% for HBsAg 

 Identified 45% of the expected HBsAg+ births 
 Total case managed 330 infants 

 Ninth highest of the 64 PHBPPs  
 330 (100%) received HBIG and first HB dose 
 246 (75%) completed HB series by 8 months 
 235 (71%) received PVST 

 

Presenter
Presentation Notes
In 2009 the CDC released this report  (Annual Assessment of Progress Toward Goals to Prevent Perinatal HBV Transmission), which provides national data for the trends and practices of each PHBPP. This was the data collected for Washington State and this data was reviewed and taken into consideration during this project. Washington state did well with maternal screening rates at 95%, however identified births were almost less than half that.  Washington State case managed 330 infants, ninth highest of the 64 PHBPPs.100% received PEP75% completed all three HB doses, slightly better than the national average (73%).  71% received PVST, which is better than national average (58%), but still requires further addressing as you will see presented later on. 



Purpose 

 Examine the Washington State DOH, Office of 
Immunization and Child Profile PHBPP case 
management model 

 Evaluate the PHBPP model to improve efficiency, 
effectiveness and sustainability 

 Develop recommendations relevant to the changing 
healthcare system and evaluate where changes are 
needed in the model of care 
 

Presenter
Presentation Notes
Looking at the data from the previous slide, along with an extensive review of the literature, the project’s purpose was developed. First was to examine Washington’s PHBPP case management model while focusing on ways to make it more efficient, effective, and sustainable, then developing recommendations and evaluating where changes are needed in the model of care. 



Methods 

 Literature review 
 Interview questions 
 Key informants identified and contacted between 

December 2014 and March 2015 
 Interviews performed between January and March 

2015 
 Three in-person, 11 telephone 
 Time range 25 minutes to 1 hour and 25 minutes 

(average 43 minutes) 
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Presentation Notes
Methods. A comprehensive review of the literature was performed. 2. Interview questions were generated from this literature search along with input from Shana Johnny, the Perinatal HB Coordinator and Pat deHart, the Immunization Epidemiologist from the Washington State DOH. 3. A list was compiled of perinatal HB coordinators from Washington State’s LHJs and coordinators from other states, cities, and provinces, which were selected based on high caseloads and/or similar demographics to Washington. An email with an attached letter providing details of the project was sent to the selected coordinators asking for their participation in an interview. The letters were emailed between December 2014 and March 2015. Interviews were performed earlier this year with most occurring over the phone, with a few in person. 



Results: LHJ Sample 

Washington State LHJs 
 Eight selected as key informants 

 Clark   Grays Harbor    King    Kitsap   Pierce* 
Snohomish    Spokane    Yakima 
 

 

 

     

       

 

 

* Two staff interviewed separately  
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Presentation Notes
Of the LHJs that were contacted, ultimately eight were selected to interview, which you can see listed. A total of nine key informants were interviewed as two staff from Pierce County were chosen to interview since they shared caseload responsibilities. 



Results: Non-Washington Sample 

 Seven key informants selected from three states, one 
city, and one Canadian province 
 California 
 Minnesota (two key informants) 
 Michigan 
 New York City 
 Canada British Columbia (two key informants) 

Presenter
Presentation Notes
Moving onto other PHBPPs. The final sample included three states, one city, and one Canadian province were selected. A total of seven key informants were interviewed from this group, which you can see listed. And a couple of the programs had two key informants that were interviewed together. (California, Minnesota (two key informants interviewed together), Michigan, New York City, and Canada British Columbia (two key informants interviewed together).  



Results: LHJ Sample 
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Presentation Notes
The results from the LHJs.Of the 9 key informants, this was their professional training and background. Seven were Registered Nurses and of those, four stated they were Public Health Registered Nurses. One coordinator was an Epidemiologist while the other was a Disease Investigation Specialist. 



Results: Non-Washington Sample 

Professional Backgrounds 
 Medical Record Administration 
 Family Life Education 
 Public Health in Epidemiology 
 Public Health Administration and Policy 
 Nursing 
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Presentation Notes
Professional backgrounds for the Non-WA sample varied, but similar and relevant to the PHB. 



Results: LHJ Sample 

Caseloads 

Grays Harbor (1-2)
Yakima (4-5)
Spokane (5)
Kitsap (5)
Clark (40)
Pierce (35-60)
Snohomish (85)
King (400-500)

Presenter
Presentation Notes
Caseloads at any given time for the LHJs ranged from one to five cases for smaller counties (Grays Harbor, Kitsap, Spokane, Yakima) and 35 to 85 cases for larger counties (Clark, Snohomish, Pierce) with King County reporting the largest number at 400-500.



Results: Non-Washington Sample 
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Only three of the other programs reported the average number of cases at any given time and ranged from 200 to 1800 cases/year. Canada BC and California couldn’t come up with specific numbers, but looking at national data from 2009 California had over 2000 infants that were case managed. 



Results: LHJ & Non-Washington Sample  
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Here you can see English is not the primary language of most case managed families with Snohomish, Yakima, and Kitsap county reporting the highest %. The non-WA Sample ranged from 40-50%. Later on you will see where this was a factor that added to complexity of the cases. 



Results: LHJ & Non-Washington Sample 

0

5

10

15

20

25

30
Average Time to Manage Case (months) 

*Data not available 
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The average time to manage a case, from the time the women was identified to the time the case was closed, was fairly consistent across LHJs. It ranged anywhere from 12-24 months. You can see Spokane is missing data as she was newer to the perinatal HB coordinator position and had yet to manage a case from start to finish, so she couldn’t provide me with that data. Then the Non-WA Sample reported 12-18 months as the average time to manage a case. 



Results: LHJ & Non-Washington Sample 

Agencies Involved with Case Manager  
 to Complete Case 

Hospital
OBGYN
Pediatrician
Laboratory
Other Healthcare Provider
Other Health Department
Interpreters*
WA State DOH*

*Specific to WA State 
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Presentation Notes
This is looking at the practices and agencies a coordinator would work with during a case and shows just how much coordination and involvement with other systems has to occur to complete a case. This graph includes both LHJ and the Non-WA Sample results. Hospitals, OBGYNs, and Pediatricians were most commonly mentioned. Interpreters and the WA State DOH were only mentioned by the WA State LHJs. (LHJ results: Hospital 8, OBGYN 7, Pediatrician 7, Other Healthcare Provider 3, Laboratory 4, Other Health Department 2, Interpreters 1, WA State DOH 1.)(Non-WA Sample results: Lab 3, OBGYN 3, Hospital 3, Other Health Departments 1, Pediatrician 1, Other Healthcare Provider 1.)



Results: Complex Cases 

WA State LHJs 
 Family moved without 

notification 
 Non-compliance by parent(s) 
 Language barriers 
 
 
 
 
 
 
 
Non-WA Sample 

 Transient families 
 Non-compliance by 

providers/parent(s) 
 Language barriers 
 Cultural beliefs 
 Prematurity 
 New cases 
 Discrepant lab results 
 Infants without immunity after HB 

series 
 Women whose HB status 

changed during pregnancy 
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Presentation Notes
These are the top 3 reasons cases tended to be more complex. These are cases that didn’t follow the expected pathway and contributed to delays in closing cases. The top 3 responses for both the WA State LHJs and the Non-WA Sample were the same. 



Results: LHJ Sample 
PHB Case Management Model 

What Works Well 
 Electronic capability 
 Clear guidelines 
 Flexibility 
 Close provider and family 

involvement 
 
 
 

 

Challenges 
 Other work obligations 
 Lack of provider education 
 Difficulty tracking families 
 Time consuming 
 Lack of face-to-face contact 
 System unsustainable if 

increased caseload  
 Uncontrollable factors 

Presenter
Presentation Notes
This is addressing the PHB CM model for the LHJ sample and examining what worked well and what were challenges. Electronic capability and clear, easy to follow guidelines were the two most frequently reported. Responses to challenges varied greatly, the only one mentioned by two different coordinators was other work obligations in addition to PHB case management responsibilities, otherwise responses were diverse and sometimes specific to each program. 



Results: Non-Washington Sample 
PHB Case Management Model 

What Works Well 
 Electronic case 

management systems 
 Centralized systems 
 Extra surveillance 

activities 
 
 

Challenges 
 Transient clients  
 Lack of reporting 
 Lack of electronic 

systems 
 Lack of incentives  
 Redundant steps 

Presenter
Presentation Notes
These are the responses for the Non-WA sample. I would like to point out that the programs that mentioned extra surveillance activities as an area that worked well, are part of the CDC enhanced surveillance project and receive additional funding for this. For responses to challenges every interviewee had their own thoughts, transient clients was the only one mentioned by more than one coordinator and was also mentioned by WA LHJs. 



Results: LHJ Sample 
Areas for Improvement 

 Increased provider and/or hospital staff education 
 Pregnancy status reported from laboratories  
 Dedicated PHB forms 
 Checklist system 
 Written materials in other languages 
 Education on cultural norms 
 Resources for home visits  
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This was an area I was eager to hear coordinators responses to. The most commonly reported was increased provider and/or hospital staff education. The second bullet caught my attention because another program outside of WA has found a way to assist with this issue, that I will talk about later. I also thought education on cultural norms was a good point because knowing how to approach a family with a culture different from our own and knowing if HB is even ok to talk about in a public setting or if mailing information about HB to their household is even acceptable as other family members might see it. So, all good ideas listed here. 



Results: Non-Washington Sample 
Areas for Improvement 

 Entirely online and electronic case management 
system 

 Earlier contact with state coordinators by LHJ 
 Outreach to those involved with pregnant women 
 Self-contained system 
 Balancing responsibilities between Public Health 

Nurses 
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These are responses for areas for improvement from the Non-WA sample. Again all coordinators had their own ideas. But the theme around electronic capability was apparent. 



Results: LHJ Sample 
Barriers to Care 

 Lack of provider knowledge and education 
 Lack of time 
 Poor communication  
 Lack of finances 
 Lack of resources 
 Cultural and language barriers  

 

Presenter
Presentation Notes
This question was regarding barriers to providing best practice/standards of care as recommended by the CDC and these are the responses from the LHJs. Lack of provider knowledge and education was reported most frequently. So as you can see we are starting to see repeated issues surfacing with different questions. 



Results: Non-Washington Sample 
Barriers to Care 

 Lack of provider and hospital staff knowledge and 
education 

 Cultural and language barriers 
 High hospital staff turnover 
 Vaccine resistant families  
 Inconsistent reporting methods by hospitals 
 CDC behind in current practice guidelines 

 
 

Presenter
Presentation Notes
These are the results for the same question, but from the Non-WA sample. As you can see, the top two bullets were also reported by WA LHJs. * (if questions arises about this)Comvax not approved for infants born to HB positive moms, it is actually no longer manufactured. When recommending PVST, the CDC still takes into account Comvax so their recommendations for PVST are between 12-18 months of age, but this particular PHB program prefers testing is done at 9-12 months of age. Treatment of HB for mom’s in their third trimester is approved and shown to be safe, but the CDC has not put forth any strong language about treating moms, so providers and GI specialists sometimes show hesitancy in treating the moms because they say there is not enough support coming from the CDC.This puts this program in an awkward position of being in conflict with what the CDC has out there.  



Results: Reimbursement of  
Case Management Services 

 Increasing funding with grants 
 Code case management under different programs  

 Children with Special Health Care Needs (CSHCN) 

 Billing insurance for case management services  
 Relying on CDC for reimbursement solution 
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Presentation Notes
Two additional questions were asked regarding reimbursement of case management services and these are the responses from the LHJ and Non-WA Sample. None of the eight LHJs or five other PHBPPs had billing or contract relationships with any managed care plans, which some coordinators suggested this as a solution along with relying on the CDC to find a reimbursement strategy. 



Results: LHJ Sample 
PHB Module 

What Works Well 
 Adding multiple 

pregnancies 
 Simple, intuitive, flows well 
 Search field function 
 Data entered 

automatically reported to 
DOH 

 

Challenges 
 Lack of real-times lists and 

reminder system 
 Lack of space for multiple 

lab results 
 Poor flow 
 Unreliable 
 Not intuitive 
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Questions were asked about the PHB module and here are the responses from the LHJs. Most commonly reported on what worked well was the ability to add multiple pregnancies and infants under the same mother. Then you can see some of the aspects of the module that worked well for some coordinators, were challenges for others, like poor flow and not intuitive. I liked what one coordinator said which was, “I look at the module as more of a database rather than a CM system.”



Results: Non-Washington Sample 
Information Systems 

Minnesota and New York City 
 Maven 

 Electronic surveillance and case management system 
California 
 Access Database 
Michigan 
 Access Database and Contact Plus 
Canada BC 
 No specific PHB system 
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For the Non-WA sample, they of course did not use the PHB module, but instead had their own type of information system that I want to quickly touch on. MN and NYC used Maven. CA used a Microsoft Access database that was NOT an online reporting system. MI was involved with a supplemental evaluation project and therefore, entered data twice, once in an Access database for the project and then again in their own computer system database called Contact Plus. Then Canada BC had an electronic system for managing immunizations, but nothing in place specific for perinatal HB. 



Results: Non-Washington Sample 
Information Systems 

What Works Well 
 Supportive IT staff 
 Ability to make changes 
 Tickler system 
 Electronic reporting for 

providers 
 
 
 

Challenges 

 Initial set-up/training 
 More manual steps 
 Lack of integration with 

immunization registry 
 Lack of workflows 
 Lack of interfacing of 

electronic systems for 
vaccine administration 
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Of the information systems used for the Non-WA Sample, this is what works well and what were the challenges. I know some of the challenges listed here are also issues WA state has been struggling with, like lack of integration with the immunization registry and interfacing of electronic programs, and just having those systems and programs communicate with one another.



Discussion 

What Works Well 
 Case management guidelines 
 DOH supportive, available  
 Open communication between state and local level 
 High (95%) screening rates 
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Presentation Notes
Moving forward to the Discussion. Washington’s PHBPP had several areas that worked well. Coordinators consistently reported the model had clear, easy to follow guidelines and the components of the model that were electronic worked well. This suggests the actual steps of the case management model may not need changing rather the case management process needs to be more electronic.LHJs agreed the DOH was supportive in their efforts to provide case management services and stated the DOH was available when assistance was needed at the local level. This proposes open communication exists between the state and local levels. Good communication and close contact between the state and local public health was also mentioned by other PHBPPs as elements that led to a well-designed program. National data on PHBPPs has shown screening and reporting to be a major gap. Currently, Washington has a reporting law, but does not have a screening law. Interestingly, Washington has high screening rates (95%), but poor identification rates (45%) as seen previously. Therefore recommendations enacting a screening law may not be the best use of resources for Washington and efforts should be focused on improving reporting/identification.  



Discussion 

Challenges 
 Need more comprehensive electronic systems 

 Integrated system between PHB module, Washington 
Disease Reporting System, and Washington Electronic 
Laboratory Reporting System 

 Re-build PHB module for improved functionality 
 New York City’s Maven surveillance system 
 Health Information Technology support from CDC 

Presenter
Presentation Notes
Then, challenges.A consistent theme that emerged was the need for more comprehensive electronic systems for PHB. Electronic systems that interface with laboratories, providers, clinics, hospitals, immunization registries, and local public health as well as electronic case management systems providing real-time data that can share information between the LHJs and Washington DOH. Current work (phase one) with integration of these systems, the PHB module, the Washington Disease Reporting System [WDRS], and the Washington Electronic Laboratory Reporting System is underway. The WDRS is in the early stages of moving to a new disease reporting system, which will include case reporting functionality, linkage to care, with a possible case management component in phase two, due to roll out July of 2016. (feedback from Shana citation) However, connecting PHBPP with these systems would be an additional financial responsibility and a component that will need to be considered. (feedback from Shana citation)Discussion is also underway to re-build the current perinatal HB module to improve functionality, but there are workforce and capacity barriers hindering the work from both the vendor and the DOH. Currently, there are functionalities within the module that may be underutilized by the LHJ coordinators such as the Reminder and Recall System.Washington State could learn from New York City about the functionality of their Maven surveillance system, which has linked PHBPP case management and birth certificate databases to Maven. (First bullet clarification: Integrated system between PHB module, Washington Disease Reporting System (which will replace PHIM’s) and WELRS (which will replace the electronic lab reporting, PHRED system). 



Discussion 

Challenges 
 Lack of provider education, knowledge, and 

compliance 
 Reporting and PVST 
 New York City laboratory reporting law 
 Changes to Washington Administrative Code (WAC) 
 Sustained educational efforts around PVST 

Presenter
Presentation Notes
1. Another challenge was lack of provider education, knowledge, and compliance, specifically around reporting and ordering appropriate PVST.2. As mentioned previously, Washington only identified 45% of births in 2009. While laboratories are mandatory reporters of HBsAg-positive women, only serology, not pregnancy status is included on the report. This requires local health coordinators to sort through these reports to identify perinatal HB cases. A solution to this may be found in New York Cities program, which requires pregnancy status to be reported if known by laboratories. When a laboratory does a prenatal panel, a pregnancy related ICD-9 code is used, or the lab order was received from the labor and delivery unit, labs are required by law to report these probable pregnancies to the health department. 3. Currently, for WA state, work is underway to open the WAC for adding language for labs to report HBsAg-positive results, including test code/name indicative of pregnancy status. The PHBPP realizes this will have direct implications to local health, decreasing administrative time to sort out all women of childbearing age and contacting providers for pregnancy status. This is especially important with those labs that report large volumes of surface antigen reports4. To address PVST by providers: In 2009, WA DOH did a deliberate push to remind providers to complete PVST and rates increased from 48% to 68%. Perhaps, deliberate and sustained educational efforts need to continue at the state and local level. 



Discussion 

Challenges 
 Funding sources for case management services 

 Bill for PHB case management 
 Review billable clinical services 
 Develop template for billing codes and/or provider 

guide  

 Support and technical assistance needed from CDC 

Presenter
Presentation Notes
An increased funding source was an area most coordinators agreed was key for sustainability. For the last three years the DOH has been exploring potential new models of care for payment, specifically the perinatal HB case management portion as federal funding is shrinking. You can see 3 recommended solutions listed here such as including options to bill for perinatal HB case management. In January 2014, Washington DOH provided a draft integrating the PHBPP into the Health Care Authority’s (HCAs) Apple Health Contract (health coverage for Medicaid clients) and unfortunately was denied. (feedback from Shana citation) Additional conversations in this area would need to start with support and technical assistance from the CDC, and while the CDC has explored it, their discussions about coverage with case management services halted about three years ago. (feedback from Shana citation)



Implications  

Provider level 
 Stay current with PHB recommendations 
 Identify high risk populations  
 Educate support staff 
 
System level 
 Incorporating electronic systems   
 Annual reference materials and summaries 
 Use every opportunity to educate 
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Implications (what are we going to do with the findings).At the provider level:Staying current with the recommendations to prevent transmission of perinatal HB is vital.It’s going to be critical for providers to identify high risk populations (STD and drug treatment patients, inmates of correctional facilities, immigrants from countries with high HBsAg prevalence) for hepatitis in general, and especially if it’s a woman of child-bearing age. A key lesson learned is to train your team/support staff on the importance of PHB. Provide constant reminders about who to screen, when and how to report, and what type of f/u is needed and have this information readily available in written format as well. Systems level: Providers need an efficient way to communicate with the PHBPP staff and coordinate care for their patients. Incorporating electronic systems that synchronize with each other to exchange information is essential for improved surveillance and follow up.  Annual reference materials for providers about PHB that are high-quality and to the point could be valuable. (These materials could include the pertinent information, like who needs to be tested, how to report cases, and what are the specific labs needed for PVST). Annual summaries for each specific provider involved with PHB cases may also be useful as this would allow each provider to see their specific contribution to PHB. Additionally, newsletters or bulletins providing data and recommendations to providers, clinic staff, and hospitals. This means anyone who has contact with the provider, i.e., through a VFC visit, health educator visit, WIC, First Steps, ICM. It’s about using every opportunity to educate those involved with PHB prevention. Know your resources and familiarize yourself with the materials that are provided (include link or site)



Conclusion 

 Provider and system level issues 
 Education for providers 
 Electronic systems 
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In conclusion, we can see that implications for effective case management arise at both the provider and larger system level. Education for providers regarding reporting and appropriate PVST is critical. Incorporating electronic systems that synchronize with each other to exchange information between providers, delivery hospitals, laboratories, immunization registries, and PHBPP coordinators is essential for improved surveillance and follow up.  That concludes this presentation and we can now open it up for questions and comments. One question I would like to ask of the coordinators is if you have the same consensus about the implications or are there further thoughts on this area? 



Contacts 

 Shana Johnny, MN, RN 
 Shana.Johnny@DOH.WA.GOV 

 M. Patricia deHart, Sc.D. 
 Pat.deHart@DOH.WA.GOV 

 Andrea Eiseman, DNP, ARNP, FNP-BC 
 aeiseman@uw.edu 
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