


[bookmark: _GoBack]Acute Hepatitis C Virus (HCV) Investigation:
Checklist for Hemodialysis Clinic
· Index case/Recent seroconversions:

  Confirm HCV Status: Provide lab records of dates of last HCV Ab negative tests, dates of HCV Ab+, RNA+., records of HCV genotype if available.
 Provide records of monthly liver function tests (ALT, AST and or Bili total) from last negative HCV Ab through the date of HCV seroconversion.
  Provide basic information on patient in clinic setting:
· Date began dialysis in the clinic: _____________________________
· Usual days and shift: _____________________________________________________________
· Usual “chair” or station assigned: ___________________________________________________
· Dialyzed via:   fistula or  catheter/central line (specify catheter type):___________________

  For exposure period of interest: ____________ (Local Health Department to specify):
1. Were any of the following procedures performed at the dialysis clinic?
· Fingersticks for blood glucose monitoring:   Yes or  No
· Injections (performed under a different route other than routine dialysis administered route):  Yes or  No
Any comments: 




2. Were there any unusual event/blood spills or accidents in past 6-12 months that might have put patient at risk of exposure to blood of others in the clinic?
 Yes or  No
If yes, please describe event, location, and date:


3. Has dialysis clinic informed the patient of the diagnosis and the patient has been referred to a specialist for further evaluation/management of the patient’s acute hepatitis?
 Yes or  No

· Dialysis clinic information:

· Number of patients being dialyzed in the clinic: _______________
· Usual days of operation: ____________________________
· Number of  shifts per day: _______________
· Number of chairs: ___________ and stations per shift: _____________________
· Were there any other seroconversions in the last two years?
 Yes or  No
If yes, please describe: 


· What is the policy for HCV Ab routine screening in the dialysis clinic? Select which option applies to your clinic:  
 Upon admission and then every 6 months
 Upon admission and then annually
 Other routine, please describe: _______________________________________


  Please provide the following:  
Contact information - Dialysis clinic: 
· Nursing director: ______________________________________
· Clinic administrator: _______________________________________________
· Medical director: ______________________________________
· A map of the clinic layout.

· Notification of L&C District Office:
Has facility notified their L&C district office? 
 Yes. If so, what is the date of notification: _____________ or  No
Notification of L&C District Office is required under title 22. Title 22 - Unusual occurrence seroconversion in dialysis clinic. 

· Additional instructions for the dialysis clinic:
 Screen all susceptible patients (i.e, HCV Ab negative) (The clinic may have initiated screening, per their own protocols).
· Monthly screening tests for ALT and HCV Ab with reflex to HCV RNA if HCV Ab positive. Monthly screening should continue until 6 months after last documented seroconversion.
· LHD should be notified promptly if a HCV seroconversion is detected.
· Report results of screening tests to LHD (reporting interval to be specified by LHD):  every: ___________month(s) or  at the end of the screening period (6 months after last documented seroconversion).

 Provide a line list of all HCV Ab + patients who received routine care at the clinic for the exposure period of interest (within the 6 months prior to last known negative Ab test for index patient): _____________ (period to be specified by LHD). 
 (Include those HCV Ab positive patients who transferred to another clinic or who died during that time period of interest).
           Line List template is provided (excel spreadsheet format).
· Provide copies of positive labs results to LHD.

 Provide a list of any short-term dialysis patients: For the exposure period of interest, provide a list of patients who received dialysis at the clinic for a short-period of time (e.g. while visiting the area) but received routine dialysis elsewhere.
Information should include first and last name, DOB, address (city, state), date(s) of dialysis, HBsAg (Yes/No), and HCV Ab (if known).
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