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Introduction
The Commission of Deaf, DeafBlind and Hard of Hearing Minnesotans authorized formation of a task force to examine and make recommendations addressing age-related hearing loss and its impact on healthy aging for Minnesotans. The Task Force was chaired by former Representative Tom Huntley and John Wodele, and included health care professionals, consumers, care providers, state agencies, and insurers. Members were representatives from:
· University of Minnesota, 
· Minnesota Medical Association, 
· Hearing Loss Association of America,
· Loop Minnesota,
· [bookmark: _GoBack]Leading Age,
· Deaf and Hard of Hearing Services Division Regional Advisory Board, 
· Minnesota Department of Veterans Affairs, 
· Minnesota Council of Health Plans, 
· Office of the Ombudsman for Long Term Care,
· Minnesota Department of Health
· Minnesota Department of Human Services Deaf and Hard of Hearing Services Division,
· Minnesota Board on Aging,
· Commission of Deaf, DeafBlind and Hard of Hearing Minnesotans.
The Task Force was formed in late fall 2014, and conducted monthly meetings from November 2014 through May 2015. This document is a summary of the key issues discussed and the resulting recommendations made by this group.
Issues and Context 
The prevalence of hearing loss doubles with every decade, and nearly two-thirds of Americans older than 70 years have a clinically significant hearing loss.  (Dr. Frank Lin, 2011 Archives of American Medicine).  In addition to aging, noise exposure – including loud concerts, percussive exposure in battle, work related noise pollution, and everyday experiences like traffic noise – contribute to hearing loss.  Perhaps because it is viewed as a normal progression of aging, hearing loss has not been addressed as a health issue for the aging.  However, recent research shows that hearing loss can have significant psychophysical, cognitive, and psychosocial impacts.  A person with hearing loss may experience isolation, loss of relationships, and depression.  Quality of life suffers when hearing loss progresses and is left unaddressed.  For those still of working age, hearing loss can affect job performance and retention, as well as limit avocational activities.  Because hearing loss is insidious and many with hearing loss are unaware it is happening or are in denial, treatment is delayed or not pursued at all.  All of these factors in turn can results in increased debilitation, such as an increased risk of falls due to impacts on postural balance.  This debilitation in turn results in increased medical costs and long term care costs.
Hearing aids are expensive. Individual financial constraints and limitations of insurance coverage, including Medicare coverage, mean that many who would experience significant benefit from interventions including hearing aids, cochlear implants, loops, and other assistive technology are unable to do so. Traditional hearing aids can cost thousands of dollars, putting them out of range for many Minnesotans. To date, there have been few effective, low-cost options to address hearing loss.
Among those who do seek treatment, many do not continue to utilize the technology. This can be due to receiving the wrong technology (for example, an ill-fitting hearing aid), misunderstanding the capability of the technology (such as the range adjustments possible for a hearing device), or the stigma associated with using hearing devices. Unlike medication, which generally is understood by patients as essential to maintaining health, hearing aids and other technology are sometimes viewed as optional by the individual users. In addition, aging Minnesotans in care facilities may not be receiving the care and support needed to address their hearing loss issues. 
As a public policy issue, age-related hearing loss is not as well recognized as other disabilities, nor is it recognized as the public health issue that it is. For example, while disabilities that affect mobility are addressed in building design and public infrastructure amenities (accessibility requirements for buildings, curb cuts, ramps, etc.), universal design requirements to address hearing loss, such as hearing loop installations, do not exist in current universal design codes. Similarly, there is minimal public awareness about the issues of age-related hearing loss. Those with hearing loss and the general public are unaware of the extent of the issue, the need for intervention, and options available. There is a need for better data on demographics and age-related hearing loss consequences (e.g., percent of people with hearing loss at different ages, the link between hearing loss and cognitive decline) to enable better public policy decision making.
Finally, development of new technologies opens avenues of exploration for treatment. Specifically, new applications of Bluetooth technology for use in low cost amplification devices are very promising. Consideration of new and emerging technology will continue to raise questions about both traditional hearing assistance technologies and the ways in which they are delivered.
Desired population outcomes and indicators
The Task Force defined the target population for this effort as Minnesotans aged 50 and older who have age-related hearing loss. For this population, the Task Force defined positive outcomes (and indicators that would show the outcomes being achieved) as:
· Knowledge that “there’s help and there’s hope”. This means that Minnesotans would know what options (technology and resources) are available to them, and have choices in the treatment and care they would receive. It also means that there would be awareness among professionals, people with age-related hearing loss, their families, and the general public about hearing loss and its consequences. (Indicators: number of Minnesotans with a clear understanding about hearing loss; number of Minnesotans who have changed their view about hearing loss stigma; percent of professionals aware of best practice screening and treatment protocols and technology options; number of DHS programs that include information on hearing services; ongoing MDH tracking of age-related hearing loss as part of tracking on healthy aging.)
· Affordable, accessible and effective health care, including screening, which supports healthy aging for people with age-related hearing loss. Minnesotans and health care providers would know what they need to know related to hearing loss screening and identification. Policy makers would allocate money for screening and devices. (Indicators: number and percent of people over 55 screened for hearing loss; number and percent of those identified as having hearing loss who receive an assistive hearing device that they can afford; hearing loss and cognitive losses tracked on mandatory checklist for health care providers; number of physicians using screening tool once developed, and conducting appropriate follow up; number of Minnesota health plans offering coverage for hearing aids, interventions, and hearing loss care.)
· The environment supports people with age-related hearing loss. (Indicators: number of public building incorporating good acoustic design and visual signage.)
This issue will require effort from all sectors. Key partners in achieving these outcomes would include: Minnesotans with hearing loss and their families; the public sector (public health workers, policy makers, politicians, state agencies, state councils and boards, aging networks such as the Area Agencies on Aging); Healthcare research and media agencies (e.g., National Institute of Medicine, health care media, University of Minnesota, Mayo Clinic, Johns Hopkins); health care providers (doctors, nurses, physician assistants, audiologists,  direct service workers); health care facilities (small rural and other hospitals, nursing facilities, assisted living facilities, and many others); professional associations (for health care, hearing care, aging, etc.); hearing care providers and hearing aid industry; public and private insurers; and professional and occupational groups. 
To achieve the desired outcomes, the Task Force crafted recommendations for Minnesota State Government agencies, and for the broader community affected by and serving the age-related hearing loss population. 
Recommendations
1. Collecting and analyzing data to better understand the needs of the aging population experiencing hearing loss, and to better understand what does and does not work regarding treatment, technology, protocols, and policy. Specific actions include:
· Participate in the Baltimore Hearing Equality through Accessible Research and Solutions (HEARS) project, headed by Dr. Frank Lin, Johns Hopkins University. This study will test the use of low cost hearing devices in a pilot setting, and test and review protocols for screening and distribution of the devices. Minnesota would be the second pilot site. Results would indicate if the low cost hearing devices are effective, and the project would results in a replicable protocol for application beyond the pilot population. Participation in the project has been approved by MNCDHH. (See item 1a on Strategic Steps document, found in Appendix A.)
· On a pilot basis, distribute low cost hearing aid solutions through the Division of Deaf and Hard of Hearing Services, and measure the effectiveness of the devices.
· Create a data development agenda (DDA) examining information from the pilot project and from other sources, including demographic data on Minnesotans and the possible impacts of various treatment approaches. Collect and analyze existing data or create a pilot study to collect new data. Collaborate across agency lines and sectors to create a comprehensive view of the hearing loss implications to Minnesotans, and the efficacy of approaches to address the issue. (See 1b and 1c.)
2. Educate consumers and stakeholders about hearing loss and its implications. Broad based screening of the aging population is needed so that those who need testing are identified, proper diagnoses are made, and appropriate interventions are identified. Specific actions include:
· Review and revise existing public sector consumer materials to incorporate key messages. Provide training for key staff such as Senior Linkage Line specialists, and track information on hearing loss related questions received. (See 2d)
· Partner with TPT to create an age-related hearing loss awareness campaign, including a video production to air on TPT and for use in subsequent showings. The TPT effort will result in a set of materials for use in communicating to the broader community, including policy makers, as a part of a communications and education campaign. Participation in the TPT effort has been approved by MNCDHH. (See 2b and 2c.)
· Develop key messages and data points for use in presentations and other communications, and make this available to all stakeholders (public, private, non-profit, providers) for use. Have targeted messages for people 50–65 years old; 65–80 years old; and 80 and beyond. Also target messages towards work situations with higher likelihood for hearing loss (e.g. farmers, baristas, and construction workers). (See 2 b and 2c.)
3. Improve professional hearing loss care and standards of care, by developing protocols that lead to best practices and improved standards of care. Specific actions include:
· Develop implementation plans for hearing screening protocols for people 55 and older in accordance with MN Statutes 256C.233, subd. 3. (See 3a.)  The Age-Related Hearing Loss task force on screening standards recommends use of an audiometer screener with 40 dB threshold for screening.  If an audiometer is not available, the next preferred screen is the global question, i.e., “Do you have a hard time hearing?”. 
· Research and create best practices to assure all hearing aid dispensers and physicians are highly qualified, and consider legislation in the future if appropriate. The best practice should include increasing consumer awareness about all options available, including hearing aids, other hearing devices, and environmental access options such as T coils. In addition, best practice should include early identification, early treatment, and combined hearing/vision loss standards. As a part of this research, investigate what insurance covers and best practices regarding coverage of follow-up visits. Communicate best practices to stakeholders. (See 3b.)
· Encourage service providers to include information about age-related hearing loss within their training curriculum.  Service providers include nursing homes, hospitals, home care, adult day programs and adult foster homes, and mental health professionals. (See 3e and 3f.)
· Encourage providers to utilize the DHS performance-based incentive payment program grants for the purpose of providing financial incentives to improve care. 
· In addition, explore development of a pilot project with the Minnesota Department of Veterans Affairs (MDVA) to build on existing MDVA protocols and screening. Use this pilot to study low cost solutions and evaluate efficacy compared to higher cost options. In particular, examine if the use of the low cost solutions is a viable alternative for veterans whose hearing loss is not service related.  (See 3c.)
4. Establish partnerships to bring about change.
· Establish partnerships and coalitions to set priorities, develop and disseminate messages, and develop and implement strategies to build capacity of the existing organizations that advocate in this area. The key message for dissemination is that hearing loss is a public health issue with personal, social, economic, and health care costs implications. DHS Deaf and Hard of Hearing Services Division should lead in the development of standardized messages regarding age-related hearing loss. (See 4a and 4b.)
5. Improve financial and other access to age-related hearing loss care.
· Engage Minnesota’s congressional delegation to address Medicare coverage of hearing aid tests and hearing aids. (See 5c.)
· Improve insurance coverage for hearing care. Compile data that supports expansion of coverage, including: medical research data tying hearing loss to physical and cognitive issues; cost data; estimates of people who would benefit from proper hearing loss care; and a cost benefit analysis examining if increased costs for coverage would be offset by lowered costs for other avoided health issues. Develop a standard of care with input from consumers. (See 5e.)
· Examine Medicare coverage pertaining to cochlear implants.  Research the return on investment for these implants compared to hearing aids, which are not covered by Medicare.  Consider what legislative policy or health plan reimbursement coverage changes might be necessary to provide access to less invasive and costly treatment. 
· Examine Medicaid and Medicare dual eligibility, and communicate to consumers in plain language when these programs might cover hearing aid costs.
· Compile information on low cost solutions and their effectiveness for various applications. Educate audiologists, physicians, other providers, and the general public about low cost solutions. Possibly review the hearing loss industry and engage device manufacturers in offering or finding solutions to make hearing devices affordable. (See 5d)
· Enact legislation or use bonding requirements to improve hearing access, especially in public buildings, including: requirements that public places have provide Hearing Assistive Technology (HAT) such as loops, FM systems, infrared or other emerging technology installed; universal design elements such as visual alarms are required in new home construction; visual indicators are in use at rail stations; and acoustic standards are required in public buildings. (See 5b)
· Pursue legislative funding for untreated age-related hearing loss. (see 5f.)
· Provide transportation to medical appointments or develop alternative approaches, such as in-home assistance with hearing screening and hearing aid adjustments, to address the needs of Minnesotans who lack transportation OPTIONS. (See 5a)
In closing
The impact of unaddressed age-related hearing loss on individuals and on the broader community is costly and can be mitigated.  The task force strongly urges screening of the aging population beginning at age 55.  Proper screening, followed by medical diagnosis and appropriate treatment, can maintain or increase quality of life and health for the individual, and avoid health care and societal costs.  While the task force encourages exploration of new, low cost options, the emphasis for treatment always should be providing the individual with the most effective and appropriate treatment for his or her particular need.
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Appendix A
Strategic Steps to Address ARHL
Step 1: Collect and analyze data to better understand needs, what works/doesn’t work (etc.)
	Strategies
	Ideas for implementation & other comments
	Timing
	Indicators 
	Who is or should be involved?

	1a.Consider or support Minnesota’s participation in the HEARS study 
(The Baltimore Hearing Equality through Accessible Research and Solutions (HEARS) project).[footnoteRef:1] [1:  Its purpose is to develop and pilot community-based intervention “to minority and low income older adults and their communication partners” (low cost personal listening devices).] 

	· More information is required about what Johns Hopkins needs from us.
· This opportunity gives a broader view and uses expert research resources.
· We can use data from the HEARS project to influence devices that might be available in MN
	2015: Done
· TF obtained more information about hearing devices used in the study
2015–2017: 
· Timing depends on the study’s timeline, grant approval, and what is needed from us.
	Pre- and post- evaluations of research subjects

	· DHS, DHHS, MDH, MNCDHH
· DHHS and Area Agencies on Aging to help identify research subjects

Study investigator: Dr. Lin, Johns Hopkins

	1b.Develop data development agenda (DDA)
(A list of needed data and a plan for obtaining it; the concept is from Results-Based Accountability (RBA)).
	· Determine DDA after cataloging available data.
· After screening standards are set, get data from the screenings (see Strategy 3a). 
· Have data that helps demonstrate savings associated with HL identification and treatment.
· Look at percent of population over 55; estimate % with HL based on VA’s data (extrapolate VA numbers to general population)
	2015: Create base 
	
	MDH
MDVA
AARP
Mayo Clinic
University of Minnesota

	1c.Collect and analyze data using existing data and/or implementing a pilot study
	· Use existing sources (e.g., VA);
· Influence, persuade, or require agencies to collect, centralize, and analyze results
· Implement pilot study to collect data and test new strategies for intervention (e.g., rural and urban study; conduct intervention and report results to larger medical community; work with legislature to explore long term solutions)
· Develop a spreadsheet or other system for gathering and tracking information about existing data (who has it, what is collected, etc.). Catalog data types ARHL task force members currently know/use. Include national research data within the catalog; identify other useful data and key players in collecting it. 
· Use data from VA study to drive our decisions and charter
	2015: This could be done immediately: 
· Gather data from other sources 
· Assign subcommittee to work with VA

2015-1016:
Assuming cooperation, data collection and analysis
	
	· Each task force member is a resource for who to contact in each agency
· DEED (for data on people over 55 still working or looking for work.)
· Organizations that advocate for or provide services to older people.
----------
· An ARHL task force subcommittee should determine necessary data; Dr. Lin could be paid to offer support.
· MDH; VA officials
· Research participants (with Dr. Lin identify group in rural area)
· Identify project leader for the research who works with staff and volunteers for training and data collection


Step 2: Educate and persuade a large range of stakeholders about HL, its implications, and HL identification and treatment
	Strategies
	Ideas for implementation and other comments
	Timing
	Indicators
	Who should be involved?

	2a. Give presentations on ARHL loss at conferences
	· For Step 2 in general, identify key messages and data to be used by all for consistency (see footnote; also, add targeted message for adult children or care partners and caregivers).[footnoteRef:2] [2:  “Healthy aging includes addressing hearing loss;” “Hearing loss diminishes the quality of life for the person with hearing loss; cascading consequences if untreated; also affects family, caregivers;” “Impact on costs to society (financial, quality of life) of untreated hearing loss;” “Early identification and early intervention important;” “At age 50 (or 55), ask your health care provider for a baseline hearing test; there’s treatment for hearing loss beyond hearing aids”] 

· Work on this after the TPT materials are completed; pull key messages from those materials
· Have a universal PowerPoint for all to use
· Have targeted messages to 50 year olds, 65 year olds, 80 year olds, families, professions with a higher likelihood for hearing loss (e.g., farmers, baristas).
· Among the 50+ population, prioritize the middle-age to younger group, to help people get services early on.
	2015: In progress
· Each task force member identifies one conference within the next year to make a presentation
· Host a statewide hearing loss conference/ summit similar to the NIH conference from last year; bring in Dr. Lin to present
· Complete conference in next year
	· Develop several key evaluation questions each presenter will use
	· Each task force member or designated staff
· Organizations, agencies that advocate for and/or provide services to older people

	2b. Partner with TPT in ARHL awareness campaign 
	· Issue an RFP for a grant (get some people involved who want to do this and would commit time to it; it is more complicated than it looks b/c different agencies need different information) 
· Make sure people understand the other health related issues that are connected to neglecting HL. 
· Show that hearing loss is related to accelerated cognitive and physical decline, and that interventions are available. 
· Have willing volunteers who also present, but they need some kind of title that shows they are representing this group—not a product or their own practice. That seems to be a barrier.
· Task force members should give input to TPT for content development to Identify key messages and data to include (per 2a)
· Investigate whether Dr. Mike Evans would do a ‘whiteboard talk’ on hearing loss; possibly include that as part of TPT’s product
· Pull from TPT materials for presentations (2a).
	2015: Done
TF approves concept 
2015: Start immediately 
· with development of resources and training within 12 months from inception and/or
· each task force member identifies 3 ways the TPT materials can be used within their agency/ organization/ etc. in the next 6 months 

	· Group needs to spend more time on indicators (pre-post surveys?)
· Can TPT track # of times videos shown? Hits on a URL? (these don’t tell us about engagement with material, however)
· Determine # of agencies committing to the plan.
· Identify key take-aways we want from the TPT materials
· Build in an evaluation component in the TPT materials
	· TPT
· ARHL taskforce (all members)
· HL education and planning committee (volunteer experts to develop content)
· Other state agencies (MMB, VR, MDH, DHHS)
· Organizations that advocate for and/or provide services to older people
· Need more information about TPT plan to determine who could help with implementation

	2c. Develop broader ARHL Education and Communication plan
Tailor message for various groups.
	· After this Commission ends, engage ARHL TF members who directly work with ARHL to continue implementation of practical or achievable methods for this educational focus. Using TPT’s (upcoming) awareness campaign may be a starting point.
------------------
· Develop a plan that targets each identified segment of the population. Is this something TPT would help us develop? 
· Include age 55+ housing sites to receive training
· Identify key messages and data to be used consistently by al 
	Generally, work on this after the TPT materials are completed; pull key messages from those materials

2015: Start – perhaps an ongoing (3, 4 or more) years effort
	· Increased use of hearing tests, diagnosis, and use of hearing aid tools.
· Number of population-specific training plans
	· Many state of MN stakeholders with perhaps DHHS, MDH as leads.
----------------
· Task force subcommittee could work on this 
· MDH (it has experience educating the public on health-related topics)
· DEED (to target older adults still employed)
· Organizations that advocate for or provide services to older people

	2d. Implement broad ARHL Education/ Communication plan
	For state agencies: 
· Minnesota Board on Aging (MBA) will revise consumer materials and outreach materials to incorporate HL as an issue affecting older adults
· MBA will develop online training for its Senior LinkAge Line® specialists to increase their awareness of HL resources available to consumers
· MBA will review its client tracking tool for appropriate HL related questions
· Develop a marketing plan that targets each identified segment of the population
· Identify key messages and data to be used by all for consistency
· Educate legislators as a target population about the needs and possible solutions; emphasize the possible budget savings by addressing hearing loss
· Make sure state agencies look at their own materials (e.g., the state’s “Own Your Future” booklets about retirement planning could add information about hearing loss).
· DHS-DHHS regional offices will add low cost Personal Sound Amplification Products (PSAPs) to their technology demonstration labs
	2015: Start
	· # of people getting screened
· # of providers using screening tools 
· Create population-specific training evaluations; compare effectiveness of training within each population 
Also: 
· 2d could be a possible indicator of effectiveness of education, communication, and messaging plan.
· How is the effectiveness of other public health awareness campaigns measured? 
	· MDH to lead (it has experience educating the general population on health-related topics)
· DHS-DHHS, DHS-Aging, Minnesota Board on Aging -long term care ombudsman 
· DEED
· Organizations that advocate for or provide services to older people




Step 3: Improve professional HL care and standards of care (including identification, screening, treatment, follow-up, etc.) 
	Strategies
	Ideas for implementation and other comments
	Timing
	Indicators
	Who should be involved?

	3a. Develop hearing screening protocols for people 65+ per legislative mandate
	· Review the data on prevalence at different ages to determine if other protocols are needed for age 50, 55, 60
· How are new protocols typically rolled out?
· Incorporate screening protocol information into training & education activities
	2015: Started
MNCDHH approved funding and MDH work begins 
2015: Groups could meet and provide input ASAP: review current standards of care that exist on a national level as a starting point
	· Percent of people 65+ who have hearing screening; compare to current rates if that data is available
	· MDH, MNCDHH 
· Task force role: review
· MN Speech-Language-Hearing Association, MN Academy of Audiology, Loop Am, MN Sight and Hearing, physician groups 
· National players could be engaged as well
· Champions 
· Institute for Clinical Systems Improvement

	3b. Research and create best practices to assure all dispensers are highly qualified. Consider legislation in the future if appropriate. 
	· Best practice should include that audiologists tell consumers about all options available with hearing aids for environmental communication access such as T-coils 
· Investigate what insurance covers; be sure that follow-up visits are covered by insurance so consumers can get all the support they need from audiologists after they get their hearing aids
	2015: Start 
Begin developing best practices and consider legislation as needed 
	· Consumer satisfaction and understanding of the use of hearing aids; quality of aids in the marketplace and cost of aids.
· Measure whether hearing aid usage increases (how to measure this is the question …)
	· Legislature (or key legislators)
· TF role: develop, advocate or support legislation
· Governor’s initiative or seek legislative authors
· MDH, MNCDHH (discuss and give recommendations)


	3c. Generate interest in PIPP grants so that providers have financial incentives to improve care, leading to higher and more consistent device usage. (PIPP refers to the performance-based incentive payment program).
AND/OR
	· Get more information about PIPP grant cycles and how financial incentives might be added related to HL (for nursing homes and for home and community based services); focus first on home and community based services
· Meet with DHS managers responsible for PIPP grants to discuss this idea
	2016: PIPP grants and RFP could roll out
2016: Data collection
	· # of grants awarded;
· proposed # of patients who would be seen/impacted
· PIPP grantees are responsible to measure whether their action plans result in the outcomes they are expecting
· Customer satisfaction
	· Lead: Board of Aging & DHS-DHHS
· DHS Nursing Facilities and Policy Division

	Develop a pilot project with Veterans to pair with existing protocols and screening. Study low cost solutions to see if results are as effective as high cost plans.
	· Meet with DVA to explore and develop pilot project.
	2015: Pilot design and started.
	For DVA pilot:
· Effectiveness of low cost options
	· DVA

	3d. Develop best practices and improved standards of care 
	· Include best practices or improved standards for combined hearing/vision loss, early identification and treatment and, possibly, required screening at age 50
· A lot of input that will be incorporated into best practices will come from the presentations given. 
· Determine interested stakeholders; set up a communications plan to keep stakeholders informed and to get feedback from them
· Establish a best practices work group whose purpose is to develop best practices and new standards of care
	2016: Start
· This should be the third step (after partnerships (step 4) and after education/communication plan (step 2c) and coincide with giving presentations (step 2a)).
	· Once best practices and new standards are implemented, measure whether incidence of dementia/depression/ etc. changes for people with HL when the HL is treated
	· Providers who are targeted for the best practices should be part of the discussion on how these places would best be implemented. Getting provider input and those of their respective professional associations and organizations is important.
· U of M Audiology, U of M Gerontology, MN Medical Association, Audiology association
· DHS-DHHS, MDH, Johns Hopkins
· Organizations, agencies that advocate for and/or provide services to older people
· Institute for Clinical Systems Improvement

	3e. Add information about ARHL to service providers’ training curriculum 
	Providers include mental health professionals, nurses, and certified nursing assistants (CNAs)
	2016: Start
	· Percent of curricula that include information about HL
	· Representatives from training institutions and boards that certify these workers

	3f. Encourage increased training for service providers
	· Providers include mental health professionals, nurses, and certified nursing assistants (CNAs)
· Providers include nursing homes, hospitals, adult day programs: 
· Investigate how training is currently done in these places and how new requirements can be added to training curriculum
· Devise a plan based on what is learned from the investigation
	
	· Measure outcomes of the training to be sure it is effective
· After training is included for nursing facility employees, compare before and after Quality of Life measures for nursing facilities
	· MDH, DHS divisions responsible for employee qualifications in these settings 
· MN Medical Association




Step 4: Develop cohesive partnerships to bring about change 
	Strategies
	Ideas for implementation and other comments
	Timing
	Indicators
	Who should be involved?

	4a. Establish partnerships and coalitions to set priorities, develop message, develop strategies, and implement strategies to build capacity of existing organizations that advocate
	· Determine what needs to be accomplished; form partnerships/coalitions for each need area, form a steering committee with a representative from each partnership/coalition to coordinate/synthesize the work of each group
	· 2015: immediately – find high-level person as champion
· 2015-2016: build relationships
	· # of agencies committing to plan
· We need help here to keep this measurable
-----------
· Number of partnerships created; number of entities involved in partnerships and coalitions
	· ARHL Task force; MDH, DHHS. Governor’s office, MNCDHH, Minnesota Board on Aging
· MN Academy of Audiology; MN Speech-Language-Hearing Association
· MN Medical Association, MMA-ENTs, Gerontologists, Family Practitioners 
· MAFP, nurses, physician assistants, HLAA-TC, AARP, non-traditional practitioners such as chiropractors.[footnoteRef:3] [3:  Acronyms: MN Academy of Family Physicians (MAFP); Hearing Loss Association of America—Twin Cities (HLAA-TC)] 

· National players
· We need a champion here—some high-level person with hearing loss[footnoteRef:4] [4:  For example, Sandra Day O’Connor, Vincent Surf, Tom Hawkins (Deaf brother of Iowa legislator), Representative Huntley and Tom Wodele ] 

· Organizations such as HLAA, Agencies that serve this population such as Wilder, DEED

	4b. Make hearing loss a state public health issue and major condition with personal, social, economic, and health care costs 
	· Find out how other health conditions became designated as public health issues / major conditions
	· Start? Timing depends what data we now have available (what data could we use as a baseline where we would expect to see a change)
· 2016: Start
	
	· Partner with MDH




Step 5: Improve financial and other access to ARHL care
	Strategies
	Ideas for implementation and other comments
	Timing
	Indicators
	Who should be involved?

	Comments for Step 5 in general
	Look at the model used by VA (counties? civic groups?)
	Initially (perhaps 2015): 
· Engage payers and relevant state agencies to initiate a discussion of coverage 
· Engage those who can influence legislation 
	
	· ARHL Task Force
· Insurance industry representatives
· Champion to engage Congressional leaders
· Loop MN

	5a. Provide information about transportation options to medical appointments
	· Find out transportation service mandates and options available now
· Check out options for in-home assistance with hearing screening, hearing aids (similar to the new in-home approach for vision care advertised on TV )
· In messaging, emphasize resources (such as transportation resources) such as SLL, DLL, VLL, and minnesotaHelp.org information
	2015: Start
	
	· DHHS to lead
· MDH, DHS-Health Care, DHS-Aging Services
· Organizations, agencies that advocate for and/or provide services to older people
· Senior Linkage Line (SLL), Disability Linkage Line (DLL), Veterans Linkage Line (VLL), and resources for transportation

	5b. Enact legislation or use bonding requirements to improve access 
	E.g., (so public places have Hearing Assistive Technology [HAT]); universal design in home (visual alarms), light rail visual indicators, acoustic standards in public buildings
	
· 2016: Start
	# of spaces with HAT
	· MNCDHH
· How to identify gaps where access is needed? Symposium? Focus groups?

	5c. Engage a congressional delegation to address Medicare coverage of hearing screening, tests and hearing aids
	· Use all the information gathered for the Minnesota model and incorporate that into Medicare.
--------------
· Understand what’s currently included or not included in Medicare
· Determine what needs to change
· Develop a plan for how to approach the congressional delegation
· 5c provides improved & increased access to HL services
	· 2016: Start midterm 2016 building a team. Meetings and correspondence should be well under way by the 3rd quarter of 2016. 
· 2017: There should be substantial completion by midterm 2017 with implementation no later than 1st quarter of 2018.
	Medicare coverage changes to include HL care (e.g., periodic hearing screening, tests, hearing aids, assistive devices, etc.)
	· Governor via DHS and MDH in meeting with our congressional members to discuss Medicare policy changes & eventual congressional action, if necessary.
· MNCDHH, legislators, audiology groups, U of M researchers.
· Board on Aging, Advocacy organizations, Consumer organizations

	5d: Provide information on low cost solutions

	· Compile information on low-cost solutions and their effectiveness, comparison with hearing aids and what might be best in which situations
· Educate audiologists, physicians, general public about low-cost solutions
	
	
	· DHS-DHHS to lead; how to get the information out needs to be determined.
· MNCDHH, MDH, DEED
· U of M Audiology
· Organizations that advocate for and/or provide services to older people

	5e. Address hearing aid industry issue to develop low cost solutions: 
· hold legislative inquiry of industry 
· engage device manufacturers in offering or finding solutions for affordable hearing devices
	· There are also concerns predatory sellers (e.g., device sellers than come in for one day and promise perfect hearing). This might be addressed by strengthening the qualifications for hearing aid dispensers. 
	2015: Adopt a “wait and see” approach—will action be necessary considering the movement to PSAPs (personal sounds amplifiers)?
2016 and beyond: Start if necessary
	· Percent reduction in the cost of hearing aids
	· MNCDHH, MDH, DHS-Health Care, DEED, U of M Audiology
· Organizations that advocate for and/or provide services to older people
· Hearing aid industry representatives
· Hearing aid users; people who need aids and can’t afford them; people with HL
· Insurance industry representatives

	5f. Address insurance issues to develop low-cost solutions
· Improve insurance coverage for hearing care

	For insurance issue: 
· Collect and present medical research data that ties HL to physical and cognitive issues. 
· Collect data on costs incurred by public and private insurance on physical and cognitive disabilities/diseases; calculate or approximate how much is tied to HL. 
· Approximate the amount of people who would benefit from proper HL care with an average cost per person for care (including devices and services)
· Develop standard of care with input from consumers to identify what insurance needs to cover
· Conduct a cost-benefit analysis of what would happen if insurance coverage were improved
	· 2017: Start 
	· # plans offering coverage
· Percent of Minnesotans who have hearing loss care coverage in their insurance plans
	· MCDHH to lead 
· MNCare, Coalition of Health Care Insurers
· Legislators, Audiology groups, U of M researchers
· MDH, DHHS
· Dept. of Commerce

	5g. Address other funding issues for low-cost solutions –
· Legislature should target money for untreated ARHL
	· Determine what’s needed from the work done in Steps 2, 3 and 4 to address untreated HL
· Estimate cost of what’s needed; determine funding sources; DHS and MDH try to get funding in the governor’s budget; work with legislators to get state funding 
	
	· Percent of people diagnosed with HL who receive treatment
	· MNCDHH  to lead
· DHS & MDH (if a Governor’s initiative)



