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Abstract 

 

Hepatitis C Prevalence in a Native American Reservation Clinic: Impact of a Screening 

and Monitoring Program 

Lindsey Dutler DNP, NP-C and Ann Laughlin PhD, RN 

Creighton University School of Nursing, Omaha, Nebraska 

 

Purpose:  The purpose of this project was to develop a comprehensive hepatitis C program in a 

rural Native American clinic in which no concrete screening or monitoring protocol exists.  

Background:  In the United States, approximately 3.9 million individuals are living with a 

hepatitis C virus (HCV) infection that causes chronic liver disease.  Most infected individuals are 

unaware they are infected and therefore do not participate in monitoring or follow up care.  The 

Native-American is a high-risk population that has a four times greater proportion of deaths 

caused by chronic liver disease than the overall United States population.   

Methods:  On a rural Native American reservation clinic, an increased screening protocol was 

implemented.  Once identified, HCV positive individuals were enrolled in the monitoring 

program which provided education and evaluated alcohol abuse, depression, liver disease 

progression, and screening for hepatocellular carcinoma (HCC).   

Results:  A total of 46 individuals were screened with the HCV antibody testing, compared to 33 

screenings completed three months prior to the project initiation.  There were two new HCV 

diagnoses discovered during this screening period.  There were a total of thirty HCV individuals 

out of 2016 (1.4%) active adult patients in the clinical system were identified as HCV positive.  

The most prominent age cohort with the HCV infection was ages 29-39 (3.0%).  There was a 

50% (15/30) compliance rate with completing the HCV monitoring portion of the project.  Of 

those individuals monitored, alcohol abuse screening was positive in 53% (8/15), depression 

screening was positive in 33% (5/15), liver disease screening demonstrated 26% (4/15) had 

significantly elevated serum liver function tests and HCC screening was positive in 13% (2/15) 

which warranted liver ultrasound testing.   

Conclusions:  Increased HCV screening is appropriate in this high risk population to facilitate 

early detection, subsequent education, and medical monitoring of these individuals.  Efforts to 

increase compliance of monitoring in HCV positive individuals are valuable to their health 

outcomes.   
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Introduction 

 

 In the United States, approximately 3.9 million individuals are living with a hepatitis C 

virus (HCV) infection that causes chronic liver disease and other various health manifestations.  

Most infected individuals are unaware they are infected and therefore do not participate in 

monitoring or follow up care.
1  

 This fact is even more alarming for the Native-American 

populations, who have four times greater proportion of deaths caused by chronic liver disease 

than the overall United States population.
2
  Hepatitis C had an increase of 241% in the Native 

American population from 1995-2004.
3
  The Centers for Disease Control and Prevention (CDC)

1
 

now recommend all individuals born during 1945-1965 undergo a one-time routine HCV 

screening.  Native American clinics, particularly on rural reservations, should implement a 

specific screening and monitoring program due to increased prevalence and risk factors for 

hepatitis C compared to the overall United States population.   

The purpose of this project was to develop a comprehensive hepatitis C program in a 

rural Native American clinic in which no concrete screening or monitoring protocol exists.  The 

program aimed to determine the prevalence of HCV in a rural Native American population.  

Prevalence was identified through screening parameters and monitoring that was specific to the 

cultural needs of the population.  Monitoring was defined as the care received after the individual 

tested positive for HCV, which consisted of education, counseling, and medical testing.  The 

study questions are as follows: 

1.  Was there an increase in HCV screening in this rural Native American clinic? 

2. Among persons identified, was there significant compliance in the monitoring portion 

of the HCV program?   

3. Does HCV testing improve health outcomes for persons infected with HCV? 
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4. Was there improved monitoring, documentation, and follow up for patients diagnosed 

with chronic HCV?  

Problem Significance 

 According to the CDC,
1
 HCV is causing an increase in morbidity and mortality in the 

United States with an estimated 17,000 newly diagnosed individuals in 2010.  HCV is a chronic 

infection that can lead to cirrhosis, hepatocellular carcinoma (HCC), and other non-liver related 

health complications that develop over time.  Furthermore, those born during 1945-1965 account 

for 75% of all adult chronic HCV infections.  This age cohort is now considered an additional 

risk factor, indicating a need for HCV testing.   

The Native American population is at an even higher risk for HCV due to recent health 

trends and disproportional risk factors.  The CDC 
1
 considers intravenous drug use and intranasal 

cocaine use to be significant risk factors for prompting HCV testing.  According to data collected 

from the Indian Health Service,
4
 chronic liver disease and cirrhosis was the cause of mortality in 

84 per 100,000 deaths compared to 18 per 100,000 deaths for all other U.S. races.  Native 

Americans also have a high drug related death rate of 237 compared to 9.9 per 100,000, as well 

as a high alcohol related death rate which is over six times the rate for all U.S. races.   

Furthermore, these high rates of substance abuse predispose this population to a greater 

risk for the development of depression.
5
 Depression is the third most common adverse effect of 

the HCV infection reported by 70% of HCV infected patients, preceded by physical fatigue and 

irritability.  The prevalence of depression is reported to be much higher in HCV infected 

individuals when compared to the general population.
6
 Native Americans experience higher rates 

than all races in psychological distress as well as feelings of sadness, hopelessness, 

worthlessness, nervousness, restlessness, and suicide.
7
 These substance abuse and depression 
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health trends place Native Americans at a higher risk for HCV transmission, poorer health 

outcomes, and an increased need for HCV screening and monitoring.  Therefore, it is imperative 

that substance abuse and depression screening play a major role in any HCV program. 

The area under study for this project was an Indian reservation in the United States, with 

a population of approximately 1,810.
8
 Data from the county where the reservation is located 

indicates Native Americans have a 50% higher death rate that the state average, with 84% of 

these deaths related to substance abuse.  

The Native American population on this reservation demonstrates alarming risk factors 

that require a comprehensive HCV program.  According to the local primary care clinic’s 

electronic health record, the original active patient list consisted of 2,016 individuals over 17 

years of age.  Furthermore, only 16 individuals on the entire active patient list had a diagnosis of 

HCV positive.  Based on the substance abuse statistics, it was determined that a significant 

amount of individuals were being missed and were unaware of a positive HCV infection.   

The fiscal ramifications of undetected and unmonitored HCV infection can become 

monumental.  It is estimated that antiviral medication costs for one individual infected with HCV 

can be up to $12,799 per month.
9
 These costs increase dramatically with the onset of 

complications.  Furthermore, HCV is the leading cause of HCC and liver transplantation, which 

are extraordinarily expensive conditions.
1
 Proper awareness, education, counseling, and medical 

monitoring could improve the outcomes for the patients and prevent unneeded expense to the 

tribe.  Currently, the tribe does not pay for hepatitis C antiviral treatment for individuals without 

insurance, which is the majority.  However, antiviral therapy is not always recommended for all 

patients due to the expense, difficult side effects, and patient compliance with treatment and 
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alcohol reduction.  Monitoring can assess disease progression, direct medical care, and guide 

education without the extreme expense that is involved in antiviral treatment.
10

   

Conceptual Framework 

The framework for this project was Younger’s
 
theory, mastery of stress.

11
 The ultimate 

goal of the theory is to demonstrate how individuals who experience a stressful health condition 

may emerge stronger, instead of feeling demoralized and discouraged.  The defining 

characteristics of this theory of mastery involve a sense of control over a vulnerable situation, 

prevention of the situation recurring, recovering self-esteem, and finding alternate forms of 

satisfaction.  These characteristics enable the individual to gain competency and control over the 

experience.  Conversely, the absence of mastery of a stressful health condition can result in fear, 

passive behavior, low self esteem, and alienation.  For this project, the theory mastery of stress 

can assist individuals to take control of their diagnosis.  Through screening, educating, and 

medical monitoring, the individual can gain a sense of mastery over HCV.  Based upon the 

principles of this theory, future events may be viewed as less threatening, and this change of 

mind is advantageous for this population.     

Literature Review 

According to the CDC,
1 

Hepatitis C is a growing cause of morbidity and mortality with 

an estimated 3.9 million persons living with the virus in the United States.  HCV is a bloodborne 

virus that causes a chronic infection in 75%-85% of infected persons.  This places them at risk 

for liver cirrhosis, hepatocellular carcinoma (HCC), and extrahepatic conditions which typically 

develop over many years following the onset of the infection.   Because the disease can exist for 

several years before signs and symptoms are present, a majority of individuals are unaware they 

are infected until later in the disease process.  HCV is the leading indicator for liver 
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transplantation and the primary cause of HCC with 15,106 HCV reported deaths in 2007.  

Approximately 17,000 individuals were newly diagnosed in 2010, with the highest overall 

prevalence among those born during 1945-1965.     

The CDC recommends all individuals undergo a one time routine HCV screening 

(through HCV antibody blood testing) if any of the following risk factors apply:  Individuals 

born during 1945-1965, past or present intravenous drug use, recipients of clotting factor 

concentrates produced before 1987,  on long-term hemodialysis, intranasal cocaine use, tattooing 

and body piercing,  persistently abnormal alanine aminotransferase levels (ALT), recipients of 

transfusions or organ transplants who were notified they received blood from a donor who later 

tested positive for HCV infection, and those who received a transfusion of blood, blood 

components, or an organ transplant before July, 1992.  

A comprehensive literature review reveals there is limited current information regarding 

nationwide comprehensive HCV programs existing at Native American clinics.  It remains clear 

that a concrete screening protocol is extremely pertinent due to the common lack of knowledge 

of the disease for decades prior to experiencing the detrimental health effects.  This ignorance 

can lead to a worsening of HCV associated liver disease through poor lifestyle choices.  Regular 

alcohol consumption can accelerate the progression of HCV related diseases and complications.
1
   

Neumeister
12

 conducted a screening study in an urban Native American clinic to determine the 

prevalence of HCV in a local Native American population.  The authors concluded that HCV 

prevalence is higher in a Native American clinic population than in the general United States 

population, with intravenous drug abuse being the most prominent risk factor.  As previously 

discussed, the Native American population has disproportional alcohol and substance abuse 
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rates.  Therefore, it is imperative that HCV infection awareness and lifestyle education are 

essential aspects of any program.
1
      

Other complications associated with chronic HCV infection include insulin resistance and 

an elevated Body Mass Index (BMI) of greater than 25.
13

  This is concerning considering the 

prevalence of obesity in the Native American population has increased dramatically over the past 

30 years. According to the Indian Health Service Clinical Reporting System,
 14

 over 80% of 

Native American adults ages 20 to 74 are overweight or obese.  Native Americans also have the 

highest rates of type 2 diabetes in the United States.
15

 It is crucial that health education and 

lifestyle changes address these issues. 

Education regarding behavior changes, counseling, and regular medical monitoring can 

improve health outcomes for HCV infected individuals.
1
  Patients who are not undergoing 

antiviral treatment of HCV should be regularly followed.  A monitoring program should include 

the administration of the Hepatitis A and B vaccinations.  The disadvantages of invasive 

methods, such as a liver biopsy, have been noted in the literature in recent years by the European 

Association for the Study of the Liver
13

 due to the invasiveness, expense, and risk factors of this 

procedure.  As an alternative, the extent of liver disease can be assessed by non-invasive 

methods including a combination of blood testing, clinical assessment, and imaging.  Current 

evidence in the literature supports the notion that screening and follow up care of HCV is not 

only needed in the general population, but is pertinent to improved patient centered outcomes in 

the Native American population.   
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Materials and Methods 

Design  

 The HCV program began with staff and public education.  A meeting with all 

clinical staff was held to introduce the proposed HCV framework (Appendix A).  The clinical 

staff was educated on CDC educational materials, monitoring checklists, and alpha fetoprotein 

(AFP) guidelines and protocols (Appendices B, C, & D). The AFP blood test is a marker used to 

screen for the development of HCC.  The HCV framework, checklists, and AFP guidelines were 

created utilizing the information available from the Alaska Native Tribal Health Consortium
16

   

(ANTHC) hepatitis program and the CDC.  The alcohol abuse (Appendix E) and depression 

screening (Appendix F) tools were utilized as integral aspects of the HCV monitoring portion.  

Educational posters, pamphlets, and fact sheets obtained from the CDC were displayed in the 

clinic and waiting room.  These materials highlighted the need for screening and identification of 

risk factors.   

 The HCV antibody screening blood testing was incorporated into the patients’ 

routine laboratory blood tests if they were born during 1945-1965.  The patients were notified of 

the CDC recommendations for this one time HCV antibody screening and they were provided 

the opportunity to decline this test.  The remaining screening tests were at the discretion of the 

clinical provider who determined if the patient had other remaining HCV risk factors.   

 The monitoring portion of the program included newly diagnosed individuals as well 

as previously diagnosed HCV positive individuals.  Newly diagnosed individuals began the 

protocol specified in the HCV framework.  Individuals with a current diagnosis, as indicated by 

the clinic’s electronic health record report, were contacted to begin the monitoring portion of the 

program.  A current list of all screened and monitored patients was maintained.  Finally, an 
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institutional policy (Appendix G), approved by the clinical providers, Director of nursing and 

medical director was developed.  

Sample 

 This project utilized a convenience sample and data were collected for three months.  

Eligible participants were age 18 or older, able to read and communicate in the English language, 

not under the influence of alcohol or illicit drugs during clinic visits, and eligible for health 

services at this tribal facility.  All participants were protected through strict confidentiality 

measures, utilizing HIPAA laws and regulations.   

Measures 

 Outcomes associated with the implementation of the HCV program included the 

following: 1) increased screening and identification of HCV in the community, 2) compliance 

with HCV monitoring, 3) earlier identification or worsening of alcohol abuse, depression, liver 

disease and HCC, 4) improved follow up documentation of patients with a HCV infection.  

Achievement of outcomes was evaluated using specific tools and processes. 

 The clinic’s electronic health record (EHR) reporting system was utilized to determine if 

there was an increase in screening in the community.  Compliance with monitoring and 

improved follow up documentation was measured utilizing the checklists.  The checklists served 

to identify which aspects of the monitoring program were completed, displaying compliance and 

noncompliance with follow up care.   

 Health outcomes were measured utilizing screening tools, lab values, and clinical 

guidelines.   Alcohol abuse was measured using the CAGE questionnaire.  The CAGE 

questionnaire consists of four questions and is a widely used screening instrument for detecting 

alcohol abuse and dependence in clinical practice.
17

 The answers to the questions are scored 0 for 
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“no” and 1 for “yes.” A total score of 2 or greater is indicative of alcohol dependence or abuse 

and indicates the need for further assessment.  The CAGE screening demonstrates high test-retest 

reliability (0.80-0.95) and sufficient correlations (0.48-0.70) with other alcohol abuse screening 

instruments.
18

 Scores from the CAGE questionnaire were used to identify alcohol dependence 

and guided the need for referrals. 

 Depression was measured using the PHQ-9 depression scale.  The PHQ-9 is a reliable 

and valid instrument utilized to measure depression severity.
19

 The PHQ-9 has 9 questions which 

are based on the diagnostic criteria for depressive disorders in the DSM-IV.  The PHQ-9 score 

ranges from 0 to 27, with cutoff points of 5, 10, 15, and 20 denoting mild, moderate, moderately 

severe, and severe depression.
20

 The clinic under study had been previously utilizing this 

depression scale by screening patients once a year during their routine clinic visit appointments.  

The prior PHQ-9 scores were compared to the HCV program depression scores when possible.  

If no previous results were available, the depression screening was used as a baseline.  Scores 

from the PHQ-9 were utilized to identify depression, plan and initiate treatment, and generate 

referrals.   

 Liver disease severity and HCC screening were measured based on laboratory testing.  

Depending on the results, the AFP and liver ultrasound guidelines were initiated.  The protocol 

checklists and EHR reporting system provided documentation and reports to track these 

outcomes. 
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Results 

During the 3 month project, outcome data revealed an increase in screening and improved 

identification of HCV.  A total of 46 individuals were screened with the HCV antibody testing, 

compared to 33 screenings completed three months prior to the project time frame.  Two new 

HCV diagnoses were identified during this screening period.  The accurate prevalence of HCV in 

the community was also clarified.  An outdated list of individuals thought to possibly have the 

chronic HCV infection was reviewed.  No concrete evidence to verify the diagnosis of these 

individuals existed.  This original HCV list consisted of 52 individuals with an unconfirmed 

diagnosis.  Sixteen (30%) of these individuals were HCV negative through a review of 

laboratory data.  There were 8 patients (15%) with questionable lab results and these patients 

verbalized uncertainty of their HCV status.  Repeat HCV blood testing revealed all eight patients 

were negative for chronic HCV infection.  A final total of 30 individuals tested positive for HCV 

out of 2016 (1.4%) active adult patients in the clinical electronic health record system.  The most 

prominent age cohort with the HCV infection was ages 29-39 (3,0%), followed by ages 40-50 

years old (2.7%). Table 1 reveals the prevalent age distribution of active patients in the 

community with the HCV infection.   
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Table 1

 

 

 

 Outcome data also revealed a 50% (15/30) compliance rate with completing the HCV 

monitoring portion of the project.  These individuals had never received a formal education and 

medical monitoring session related specifically to their HCV condition.  Two individuals 

admitted they were unaware their HCV testing demonstrated a positive result.  All individuals 

who participated in the monitoring had IV drug abuse as their primary risk factor for HCV 

transmission. 

 Earlier identification or worsening of alcohol abuse, depression, liver disease and HCC 

was achieved.  CAGE screening, indicating alcohol dependence, was positive in 53% (8/15) of 

the individuals that were monitored.  Of these positive CAGE screenings, two individuals did 

achieve sobriety for the last two months of the three month period.  One individual was referred 

for alcohol rehabilitation and was admitted to a program.  The remaining five individuals were 

able to verbalize understanding of the relationship between alcohol abuse and disease 

progression.  The PHQ-9 screening identified depression in 33% (5/15) of the HCV positive 
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individuals.  Two were started on antidepressant medication therapy and were never treated prior 

to this screening.  Two individuals agreed to a mental health counseling referral and the one 

remaining individual was already attending counseling and declined medication treatment. 

Finally, 26% (4/15) of individuals had significantly elevated serum liver function tests.  These 

patients received lifestyle modification education.  Hepatocellular carcinoma screening was 

positive in 13% (2/15) of the HCV positive patients.  Of these two individuals, one had an AFP 

of 10 requiring a liver ultrasound which was normal and will receive serial AFP levels every 3 

months until this level normalizes.  The second individual had an AFP level of 18 and a liver 

ultrasound referral was made, however, this patient has not had testing completed.   

 Final outcome data revealed that improved HCV follow up documentation was 

accomplished.  The HCV framework and AFP screening algorithms were developed and utilized 

by all clinical staff throughout the project process.  A 100% completion rate was attained in the 

documentation of the HCV monitoring, in a setting where previously, no standardized 

documentation existed.  All education, care, results, and follow up plans were documented on the 

specific patient checklists and in the electronic health record.  A current and accurate HCV 

patient list was created and provided to all clinical staff members.  A finalized hepatitis C 

program policy was developed and approved by clinical administration.  

Discussion 

 As previously discussed, HCV may exist for many years without symptoms.  Increased 

HCV screening is appropriate in this high risk population to facilitate early detection, subsequent 

education and medical monitoring of these individuals.  Efforts to increase compliance of 

monitoring in HCV positive individuals are critical to positive health outcomes.  Knowledge 

regarding lifestyle modification, transmission, depression, alcohol abuse, HCC and progression 
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of the disease can provide a pathway for change as well as empower patients to take control over 

their own personal health goals and maintenance.  A standardized documentation and follow up 

system ensures HCV positive individuals will be properly assessed for changes in their 

conditions and continually educated regarding their disease.         

 HCV screening and monitoring programs in Native American communities are scarce.  

Primary care providers in these communities can improve their care through concrete screening 

and regular monitoring.  Through organized and methodical efforts, providers in Native 

American Reservation communities can improve the health outcomes for HCV positive 

individuals through unique and individualized plans of care.  This project provided opportunities 

for early interventions in the care of HCV infected patients.  This could be modified to address 

specific needs in other communities beyond Native Americans. With the CDC now 

recommending all individuals undergo a one time HCV screening, an increased public awareness 

of HCV may be on the horizon. Programs such as this could be tailored to monitor a variety of 

individuals on many different levels.    

 Project limitations included a small number of individuals participating in the program 

and a short duration of three months.  However, the findings do imply that there is a true clinical 

need for refined HCV care in Native American communities, regardless of size.  Furthermore, 

nursing education has an opportunity to recognize the current HCV disparity and prevalence in 

certain populations.  Educators should provide ample education to students regarding screening, 

monitoring and treatment options for all individuals.  It is recommended that these findings serve 

as the foundation for future studies by following a larger population of HCV individuals with 

specific age group comparisons for an extended length of time.  This could provide abundant 

data to accurately determine the extent of the program impact on their health outcomes.   
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 The prevalence of chronic hepatitis C in an adult Native American community is highest 

among 29-39 year old adults, with IV drug abuse being the primary risk factor.  A hepatitis C 

screening and monitoring program can have a positive effect on health outcomes with this 

population.  Depression, alcohol dependence, liver disease progression, and HCC screening are 

identifiable through this program.  Individuals with HCV in this community have high rates of 

depression and alcohol dependence.  Early interventions and lifestyle education are critical to 

improve the quality of life and care of HCV positive Native Americans. 
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Appendix A 

 

Hepatitis C Virus (HCV) Framework 

 
PRESENCE OR HISTORY OF ANY OF THE FOLLOWING: 

 

 

 

 

 

 

 

 
   YES        NO 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

6. Tattooing and body piercing 

7. Persistently abnormal alanine aminotransferase levels (ALT) 

8. Recipients of transfusions or organ transplants from positive HCV donor 

9. Received blood transfusion, blood components, organ transplant before 1992  

10. Unexplained liver disease 

 

1. Born during 1945-1965 

2. Intravenous drug injection, past or present 

3. Received clotting factor concentrates before 1987  

4. On long-term hemodialysis 

5. Intranasal cocaine use 

 

Screen for HCV Antibody 

Counsel on high risk behaviors 

Low priority for HCV antibody screening, not 

recommended unless at patient’s request 

HCV Antibody (+) HCV Antibody (-) 

HCV RNA Quantitative with genotype No further workup needed 

Counsel patient on high risk behaviors 

HCV RNA (+) 

Initiate HCV Initial Evaluation Check List 

Continue monitoring with HCV Follow up Check List 

HCV RNA (-): Patient does not have an active HCV infection.   

No follow up testing necessary. Counsel on high risk behaviors. 

Source: 
Alaska Native Tribal Health Cosortium (ANTHC).  (2013). Recommendations for the 

diagnosis and treatment of patients with hepatitis C virus (HCV) infection.  

Retrieved from http://www.anthc.org/chs/crs/hep/rec_hep_c.cfm. 
 

Centers for Disease Control and Prevention.  (2012). Recommendations for the identification 

of chronic hepatitis C virus infection among persons born during 1945-1965.  
MMWR, 61(4), 1-32. 
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Appendix B 

 

 

HCV Initial Evaluation Check List 

 

 

 
*If AFP elevated, see AFP/Ultrasound guidelines 

**PT/INR if cirrhosis suspected 

 

 

 
Source:  Checklists developed utilizing recommendations from: 

Alaska Native Tribal Health Cosortium (ANTHC).  (2013). Recommendations for the diagnosis and treatment of patients with hepatitis C virus 

(HCV) infection.  Retrieved from http://www.anthc.org/chs/crs/hep/rec_hep_c.cfm. 

 

 

Evaluation Completed Staff Signature Comments

Yes No

Labs (if not done in past 6 months):                                           

Date _______

Alcohol Abuse Screening: CAGE 

questionnaire
Date _______

Referral drug/alcohol treatment

Date _______

Depression Screening: PHQ-9

Date _______

Referral to Mental Health Counseling

Date _______

BMI >25

Date _______

Physical Exam 

Date _______

Education on Hepatitis C infection, 

healthy lifestyle, transmission
Date _______

Hepatitis A Vaccination Started 

Date _______

Hepatitis B Vaccination Started
Date _______

Request to scheduler to make f/u in 2 

months Date _______

CMP

CBC

HBsAg

*AFP

UA

HIV

**PT/INR

http://www.anthc.org/chs/crs/hep/rec_hep_c.cfm
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Appendix C 

 

HCV Monitoring Follow Up Check List 

Evaluation Completed
Staff 

Signature
Comments

2 MONTH FOLLOW UP APPOINTMENT:

1. Discuss the following:

Date:__________

2. Second Dose of  Hepatitis B Vaccination Date:__________

3. Request to scheduler to make f/u in 4 months Date:__________

6 MONTH FOLLOW UP APPOINTMENT:

1. Repeat LFTs & *AFP labs Date:__________

2.  Further education on liver health/lifestyle/weight Date:__________

3. Repeat CAGE Alcohol Abuse Screening Date:__________

4. Repeat PHQ-9 Depression Screening Date:__________

5. Second dose Hepatitis A Vaccination Date:__________

6.  Third dose Hepatitis B Vaccination Date:__________

6.  Request to scheduler to make f/u in 6 months Date:__________

YEARLY FOLLOW UP APPOINTMENTS:

1. Repeat LFTs & *AFP labs

2. History & Physical: Assess for liver disease 

progression

2.  Further education on liver health/lifestyle/weight

a. Changes in lifestyle

b. Answered referrals

c. Further education liver health/lifestyle/weight

Year 1 Date:__________

Year 2 Date:__________

Year 3 Date:__________

Year 1 Date:__________

Year 2 Date:__________

Year 3 Date:__________

Year 1 Date:__________

Year 2 Date:__________

Year 3 Date:__________

 
*If AFP elevated, see AFP/Ultrasound guidelines 

 

 

Source: Checklists developed utilizing recommendations from: 

Alaska Native Tribal Health Cosortium (ANTHC).  (2013). Recommendations for the diagnosis and treatment of patients with hepatitis C virus 

(HCV) infection.  Retrieved from http://www.anthc.org/chs/crs/hep/rec_hep_c.cfm. 

 

 

 

http://www.anthc.org/chs/crs/hep/rec_hep_c.cfm
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Appendix D 

 

Alpha-fetoprotein (AFP) and Liver Ultrasound Guidelines 

 

AFP: All persons with HCV infection should be considered for AFP testing every 6 months to screen for the 

development of hepatocellular carcinoma (HCC). 

If AFP: 

1)  Is elevated > 10, do a liver ultrasound then repeat AFP and ultrasound every 3 months as long as the 

AFP continues to rise. Consider triphasic CT scan if ultrasound is negative and AFP is rising. 

 

2) Remains > 10 but stable (no longer rising) with normal ultrasound, continue AFP with ultrasound every 

6 months. 

 

3) Was elevated (with normal ultrasound) but then drops to < 10, return to 6 month monitoring of AFP. 

 

4) Is elevated and person is pregnant, high levels may be due to the pregnancy but AFP still needs 

repeating at the 6 week post partum check-up (AFP should fall to normal by 6 weeks after birth). 

 

A hepatologist consult is recommended with any AFP elevation > 10, especially if a new finding. Even when 

the ultrasound is normal, the patient is at high risk for HCC or may have cirrhosis and may need further studies. 

If patient has cirrhosis or if advanced fibrosis exists on biopsy, a liver ultrasound is recommended every 6 

months along with AFP as the risk of HCC is high in these patients. 

 

 

 

 

 

 
 

 

 
 

 

Source: 

Alaska Native Tribal Health Cosortium (ANTHC).  (2013). Recommendations for the diagnosis and treatment of patients with hepatitis C virus 

(HCV) infection.  Retrieved from http://www.anthc.org/chs/crs/hep/rec_hep_c.cfm. 

 

 

 

 

 

 

 

 

http://www.anthc.org/chs/crs/hep/rec_hep_c.cfm
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Appendix E 

 

Hepatitis C Monitoring 

 

 

CAGE Screening 

 

1. Have you ever felt you ought to cut down on your drinking? 

 

 

 

2. Have people annoyed you by criticizing your drinking? 

 

 

 

3. Have you ever felt bad or guilty about your drinking? 

 

 

 

4. Have you ever had a drink first thing in the morning to steady your nerves or get rid of a hangover  

(eye-opener)? 

 

 

 

Total Score:___________ 

 

 

 
 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

Source: 

Ewing, J.A.  (1984).  Detecting alcoholism: The CAGE questionnaire.  JAMA, 252(14), 1905-1907. 

 

Yes 

Yes 

Yes 

Yes 

No 

No 

No 

No 
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Appendix G 

 

Hepatitis C Program Policy 

 

1. PURPOSE 

a. Determine the prevalence of hepatitis C virus (HCV) through screening 

parameters and implement a monitoring program. 

b. Provide education to HCV infected individuals regarding the hepatitis C virus, 

transmission and lifestyle modification aimed at improving health outcomes.  

c. Ensure necessary clinical follow up and documentation of patient condition for 

early detection of worsening liver disease and/or hepatocellular carcinoma. 

 

2. POLICY 

a. All patients will receive HCV education prior to testing, at the time of testing and 

during all follow up visits. 

b. All staff will follow the Carl T. Curtis Hepatitis C Framework algorithm. 

c. The Centers for Disease Control and Prevention (CDC) educational materials will 

be utilized for educational handouts during all phases of the HCV process. 

d. The Carl T. Curtis HCV initial and follow up checklists will be implemented for 

every HCV positive patient.   

e. According to checklist criteria, the following will be completed based on the 

individual patient circumstance: lab testing, mental health referral, substance 

abuse treatment referral, Hepatitis A&B vaccination status, physical exam and 

education. 

 

3. PROCEDURE 

a. Screening 

i. With their permission, all patients born during 1945-1965 will complete a 

one time HCV antibody testing during their routine appointments.  HCV 

antibody testing will not be completed during same day/walk-in visits 

unless deemed medically necessary by the medical provider. 

ii. Prenatal HCV antibody screening will remain unchanged. 

iii. At the discretion of the medical provider, HCV antibody screening testing 

should be ordered for any of the following risk factors:  Past or present 

intravenous drug injection, received clotting factor concentrates produced 

before 1987,  on long-term hemodialysis, intranasal cocaine use, 

unprofessional tattooing and body piercing,  persistently abnormal alanine 

aminotransferase levels (ALT), recipients of transfusions or organ 

transplants who were notified that they received blood from a donor who 

later tested positive for HCV infection and those who received a 

transfusion of blood, blood components or an organ transplant before July 

1992.  

iv. Any patient that requests screening should receive HCV antibody testing. 

 

 

 



HCV Program  25 

b. Diagnosis 
i. Negative HCV antibody result: provide education on risk factors and 

healthy lifestyle 

ii. Positive HCV antibody result:  Follow HCV Framework algorithm. 

Contact patient to schedule an appointment to notify of diagnosis, provide 

education and initiate the HCV monitoring checklists.   

 

c. Monitoring 

i. Checklists will be initiated at the time of diagnosis and completed along 

with routine EHR documentation of clinical visits. 

ii. Hepatocellular carcinoma screening through Carl T. Curtis AFP and Liver 

ultrasound guidelines will be followed. 

iii. If a patient is non-compliant with HCV monitoring, document the non-

compliance in the “comments” section of the checklist and in EHR. 

iv. Ensure referrals have been answered. 

v. Education will be completed during all follow up visits and when 

requested by the patient. 

 

4. RESPONSIBILITIES 

a. Clinician: 

i. Provide HCV infection, medication and lifestyle education. 

ii. Provide follow up care, document on checklists and in EHR. 

iii. Monitor liver function, disease progression and hepatocellular carcinoma 

risk. 

iv. Order referrals as necessary. 

v. Consult specialist with concerns and recommendations as needed. 

 

b. Clinic Nurse: 

i. Provide HCV infection and lifestyle education through CDC educational 

materials. 

ii. Document where appropriate on checklist: Provide CAGE and PHQ-9 

screening tools and document score on “comments” section of checklist, 

document vaccination status. 

iii. Assist in following up on answered referrals. 

iv. Assist in calling patients regarding appointments and follow up testing 

results. 

 

c. Mental Health Department 

i. Answer clinician referrals and schedule appointments as requested. 

ii. Address mental health illness, symptoms and concerns. 

 

d. Alcohol Treatment Program 

i. Answer clinician referrals and schedule appointments as requested. 

ii. Assist patient with alcohol/drug treatment. 

 

 


