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editorial

We all want better services and more
options for users seeking treatment for
dependence-related problems. We also
want the whole community to get involved
in discussing the way our society manages
its drug related issues. We need to really
listen to and consider the fears and worries
people have and discuss things openly with
them. Most of all, we need to put solid,
concrete ideas up on the table, because if
we don’t we’ll hear arguments like
“Opponents of prohibition must be trying to
legalise drugs.”

We need to debate models of the way
reform could look, and how it would work.
To simply criticise the status quo is to
abandon the field of ideas to the opponents
of change.

My view on ending prohibition is NOT
about removing all controls from drugs.
What I would like to see is a different set of
controls, and a two-stage process that will
carry society forward over thirty to forty
years.

1 A total ban would be placed on the
advertising of all psychotropic
substances, including wine and
beer, other than simple statements
of price and the location of sales
points. A good product sells itself,
and if that isn’t good enough for the
wine lobby, tough.

2 The Government would license the
sale of cannabis products to adults,
at a reasonable price and with
health advice available. All
proceeds would go towards public
health.

3 The Government would have a
monopoly on drugs with high
addictive potential, such as heroin,
cocaine, and tobacco. Tobacco
would be sold by prescription to
dependent users, as would heroin
and cocaine.

4 Tobacco would be supplied in plain
cardboard boxes, and the
Government would stop the
unethical levies on tobacco
products - a hypocritical way of
raising taxes.

5 All persons who are able to
demonstrate to a panel (consisting
of medical and community drug use
experts, perhaps) that they are
habitual users of heroin,
amphetamines or cocaine would be
offered the opportunity to register
for a prescription-only supply of
their drug(s) in injectable,
smokeable or orally ingestible
forms, and at reasonable prices. This
register system would be kept open
for three years only. Persons not
registering within this time would be
unable to do so afterwards, except
under exceptional circumstances.

I believe that this measure would
utterly destroy the black market,
because the criminal manipulators
would lose both their captive sales
force and their prime market. They
would not be able to compete with
the controlled-supply system on
price or quality.

Provided the system is attractive
enough to encourage most regular
users to register, the unregistered
and occasional users of these drugs
would be too few in number to
sustain a viable illegal market
(except, perhaps, a very limited
‘boutique’ market at millionaire
prices) and so most ‘chippers’ will
find themselves unable to procure
drugs. Admittedly, some
controlled-supply drugs would
inevitably be diverted and a number
of people could become dependent
through this means in the early days
of the scheme. However, with
careful management these would be
a far fewer number than the
thousands of people currently
recruited into the illicit drug markets
every day of the week under
prohibition.

It must be explained to all registered
recipients that the idea is to get as
many users as possible into the
controlled-supply system. For this
reason, the system should be as free
from punitive restrictions as
possible. These freedoms would be
temporarily suspended when users
divert their drugs. After a time, with
most regular users opting to join the
system, the pressure on individuals
to divert would diminish rapidly.

Escaping from under the shadow of proh
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6 All dependent people would be
offered high quality counselling and
a range of supports and treatment
options, including
abstinence-oriented programs.
Supports would include retraining
for employment, as well as
educational programs aimed at
improving participation in
community life, not just short-term
job readiness.

Under such a model, the dependent and
habitual users of drugs would be no worse
off than they are now, but would have an
increased level of support to assist them in
reducing their reliance on drugs and to
help them become better, more together
human beings. If some of these individuals
were to remain drug dependent for life, so
be it. They would at least be free from
drug-related poverty, ill health and a
criminalised lifestyle. And if they died
dependent, the drug black market would
die with them. Actually, common sense and
the evidence from Switzerland tend to
suggest that a great many would eventually
opt for coming off, once the Pavlovian
response to scarcity is worn away by the
mundane reality of having one’s drug of
choice constantly available. The Holy Grail
might get to be a bit tarnished after a while.

I have to be quite clear and up front about
this. What I’m proposing is not a harm
reduction model. Harm reduction is a
zillion times better in every sense than zero
tolerance, but as critics from both sides
point out, it doesn’t really address the
fundamental issues underlying the “drug
problem”. However, if we can agree that
one of the biggest contributors to the harms
that we associate with drugs is the

ohibition

operation of the black market in drugs, this
model deserves investigation. Remember,
illegal drugs are the number two most
traded commodity in the world, just behind
arms. An enemy as powerful as the market
forces at work here could not be defeated
head on by any ‘war’ measures, short of
turning society into a prison camp. But
given the failure to keep even current
maximum security prisons drug-free, it is
doubtful that even this would work. Surely
we don’t want to live in such a world? The
cure would be worse than the disease.

The approach suggested in the model I
support, with its three essential components
of controlled-supply, treatment and
training, and a wide open (but time-limited)
gateway, would undermine the power of
the black market through economic means,
not by declaring war on our own families.
Is this really such a hard pill to swallow?
We have been trained, each one of us, to
view drugs through the prism of
prohibition. The way we use the currently
illegal drugs, as well as the way non-users
treat drug users, is influenced to a huge
extent by this frame of reference. The
phenomenon of prohibition was itself a
religio-political response to a set of
conditions that applied at the turn of the
century. Although the concept started life
flawed with the moral and logical
imperfections of its time and place, it has
steadily increased in power, respectability
and inertia over the succeeding
generations. Because no one has spoken for
the victims of prohibition, it has become
unchallengeable and is now thoroughly
insinuated into the foundation principles of
political orthodoxy.

As it took so long to get to this point, it will
probably take us at least a generation to
escape from prohibition’s influence.
Perhaps then, we as a community can look
calmly and objectively at the role
psychoactive substances should have in our
lives. Perhaps then we can devise (a) a
more logically sustainable and ethically
sound means of distinguishing between the
various commonly available drugs: alcohol,
tobacco, cocaine etc; and (b) a more
appropriate means of control over their use,
distribution and place in the economy.

The system of open access and control
led-supply, such as the one I have outlined,
may be a humane, practical and effective
means of freeing us from the grip of the
black market and escaping from under the
shadow of prohibition.

� Damon Brogan is manager of the

South Australian Voice for IV
Education (SAVIVE).

This editorial abridged from Pure S,
No 12, Dec 2001. Pure S is
published by SAVIVE.

Views expressed in this guest
editorial are not necessarily those of
the Hepatitis C Council of NSW or
our funders.
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letters

Just one
drink?
I haven’t posted a personal note like this for
ages but the “controlled drinking” post that
came from The Hep C Review (Ed35, p24)
urges me to it.

I’ve promoted and done research on folks who
quit without any treatment whatsoever and I
don’t think most addicts can stop without help
and I wouldn’t recommend it for all but a few.

When you’re dealing with a HCV affected
population, you tend, these days, to be dealing
with an addiction prone population. The joke,
in the recovering community, about how a
drinker determines who is an alcoholic is:
“Someone who drinks more than me.” People
with addictive problems, particularly with
alcohol, often tend to understate the amount
and circumstances of their use.

I no longer work in substance abuse treatment,
though I still do some work with an addicted
population. I’m presently in court with a
woman who has failed treatment eight times
in fifteen years or so, and some of those
programs have been excellent. I’m working on
taking away the last of her eight children.

Let me suggest that the body of research
promoting the utility of “controlled drinking”
for addicted persons was largely hogwash.
We’ve all seen nonsense labelled as research:
Miriam Alter’s huge estimation of people who
have supposedly contracted HCV through sex
is an obvious example.

If a client is in a high-risk situation, they
shouldn’t be drinking at all, and they should
avoid these situations. If they’re not an
addictive personality, and not an alchoholic,
no situation should be “high-risk”.

My advice. If you’ve had problems with
drinking, QUIT DRINKING. It’s not that great
a loss. Learn to say, “No thank you.”

Frank Smith
USA

Trained
therapists
I wish to highlight that your list of
recommended complementary medicine
practitioners currently omits two important
medical organisations of doctors who have
undergone post graduate complementary
medicine training:

• Australian College of Nutritional &

Environmental Medicine

• Australian Medical Acupuncture

Association.

I believe that, where possible, practitioners
with medical training in addition to training in
complementary medicine would be people’s
best choice.

Yours faithfully
Dr R Cosford

Methadone
statistics
In Kate Dolan’s editorial (June 2001), she says,
“there is abundant evidence that community-
based methadone treatment reduces
injecting.”

Perhaps she should have said there is
abundant evidence that the program does not
reduce injecting.

Evidence from Odyssey House, Melbourne,
suggested that methadone was “creating more
addiction than it was curing.” Of methadone
users interviewed, not one had stopped using
heroin (Herald Sun, 24 Jan 1996).

Of 63 admissions to the Newcastle Hospital
methadone clinic, 13 lasted less than two
weeks on the program and half the remaining
50 abused intravenous drugs at least
fortnightly (The Australian, 18 Sept 1988).

The harm minimisation policy of the Western
Australia methadone program was said to be
“partly responsible for the increased use of
illicit drugs among patients on the program.”
(Australian Doctor, 15 Oct 1993)

Police surgeons in London said that
“prescribing of methadone syrup by London
doctors is ineffective in stopping illicit drug
use and worse, methadone is sold on [the
black market]” (The Lancet, 16 April 1994).

Sincerely
Dr A Jago, Mildura
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I do not consider the four items listed above as ‘abundant evidence that the (methadone) program
does not reduce injecting’. Three of the items are newspaper reports which do not have the same
scientific standard as peer reviewed journal articles.

For a comprehensive review of the scientific literature, readers are directed to Methadone
Maintenance Treatment and Other Opioid Replacement Therapies by Jeff Ward, Richard Mattick
and Wayne Hall. Hardwood Academic Publishers, Amsterdam, 1998.

Sincerely
Kate Dolan, National Drug and Alcohol Research Centre

Methadone: a reply



news

Mt Sinai
tops US in
living liver
transplants
The Mount Sinai Hospital in New York City,
performed the first living-donor liver transplant
in New York State in 1993, grafting a left lobe
from an adult into a child.

Adult patients, however, usually require a right
lobe graft. Mount Sinai surgeons were among
the first in the country to perform the
controversial right lobe transplants, starting in
1998, and have now performed more than 60.
The controversy stems from the increased risk
to the donor associated with a right lobe
hepatectomy.

More than 2500 living-donor liver transplants
have been performed in adults and children
worldwide. Living donors must be healthy
individuals, generally between the ages of 18
and 60 years. Donor deaths have been rare.
There is no official tally, but based on reports
in the media and discussions at conferences,
many transplant surgeons believe there have
been 4 or 5 deaths.

“There’s a real risk to these procedures but
until we can increase cadaveric organ
donations, there will continue to be families
asking for living donor surgeries. Living donor
surgery saves a lot of lives,” Dr. Patricia
Sheiner - former Chief of Adult Liver
Transplantation Surgery at Mount Sinai -
pointed out.

� Abridged from a Reuters Health

article, taken with thanks from the
internet email list, HEPV-L.

Brazil’s war
on Peg
pricing
Brazil’s Health Ministry, emboldened by its
successful fight for cheaper AIDS medicines, is
telling makers of interferon to slash prices or
face having their patents broken.

Brazil wants pharmaceutical giants Schering-
Plough Corp. and Roche Holding AG to reduce
the price of the hepatitis C drug pegylated
interferon, allowing Latin America’s largest
country to cure more people with the disease
at a much lower cost.

The drug, sold by Schering-Plough as PegIntron
and by Roche as Pegasys, is up to 27.5 times
more expensive than the standard interferon
now used by Brazil’s public health service.

The ministry will be looking to tap the
international clout it won when it strong-
armed drug firms to lower AIDS drug prices. Its
tough stance on AIDS drugs won acclaim for
Brazil and for Health Minister Jose Serra,
expected to run for president in October
elections.

The ministry took up talks with the companies
in December and negotiations are expected to
continue through January.

Last year, Brazil pressured Switzerland’s Roche
and the United States’ Merck & Co. Inc. to cut
prices on their AIDS drugs by 40 percent to 65
percent after threatening to copy them locally.

A 1999 Brazilian decree allows the country to
issue a compulsory license to produce
medicines locally in cases of a national
emergency or out of public interest.

� Reuters. Taken with thanks from the

internet email list, HEPV-L

Canadian
experts
urge new
approach
to drugs
It’s time to stop talking and do something to
stem the devastation of illegal drug use,
experts appearing before a Commons special
committee on the issue said Monday.

“There’s been enough reports and enough talk
about what we should be doing and what
intervention should be taking place,” Dr. Mark
Tyndall told reporters after his bleak report to
the committee.

The committee was established in May with a
mandate to study the factors underlying the
non-medical use of drugs in Canada and
recommend ways to try to reduce the
problem.

Tyndall, from the British Columbia Center for
Excellence in HIV/AIDS, has been the director
for the last two years of the Vancouver
Injection Drug Users Study that follows 1,400
injection drug users who live in Vancouver.

He said 35 per cent of the participants are
HIV positive and more than 90 per cent are
infected with hepatitis C.

Tyndall and several other experts urged the
committee to consider “harm-reduction
strategies” such as safe-injection sites that are
already in use in several European countries,
as well as needle-exchange sites, which have
become commonplace in Vancouver’s
notorious Downtown Eastside.

He rejected the notion by some who believe
harm-reduction strategies encourage drug use
and entice others to start.

� Associated Press. Taken with thanks

from the internet email list, HEPV-L

NB: Adoption of harm minimisation
measures in Australia have led to
lower prevalence of HCV and HIV
among people who inject: less than
60% (HCV) and around 2% (HIV).

New directions in
treatment
Roche has recently announced that they will be pursuing a new combination treatment for
hepatitis C that will consist of their pegylated version of interferon alpha 2a and Levovirin. This
represents an exciting advancement in the treatment of hepatitis C because Levovirin has shown
immuno-modulatory activity similar to the current standard treatment, but with less side effects.

� Taken with thanks from the Hepatitis Foundation International website

(http://www.hepfi.org)

6          The Hep C Review          Edition 36          March 2002



news

Lilly, Vertex
to develop
protease
inhibitor
Eli Lilly and Vertex Pharmaceuticals
announced development of a potential
treatment for the hepatitis C virus that attacks
the virus.

The drug works by blocking an enzyme
known as a protease, which is essential for the
virus to replicate. The companies said they
expect to begin Phase I clinical trials of the
compound early next year.

This is believed to be the first time drug
companies have announced that they have
selected a protease inhibitor for use in
hepatitis C, according to Lilly spokeswoman
Terra Fox.

� Associated Press. Taken with thanks

from the internet email list, HEPV-L.

Vaccine
stimulation
trial
In a world first trial, the Women’s and
Children’s Hospital, Adelaide, is utilising a
heat-killed Mycobacterium Vaccae to
stimulate a response that may convert people
with chronic hepatitis C to a non-infective
state.

Dr Paul Goldwater, Senior Clinical
Microbiologist at the Hospital said, “This
particular bacterium - M.vaccae, occurs in
regions of Africa that have extremely low rates
of diseases like HIV and tuberculosis.”

“It is thought that M.vaccae is an
environmental agent that helps the body
mount an immune response and this is why
people living in those areas of Africa are better
able to cope with some highly contagious
diseases.”

The aim of the trial is to establish whether
immunisation of people with chronic hepatitis
C given heat-killed M. vaccae, will help them
rid themselves of the hepatitis virus. Previous
studies have shown that M. vaccae helps raise
a good immune response in a wide range of
other diseases – rheumatoid arthritis, leprosy,
melanoma and cancers of the cervix, ovary,
lung, kidney and prostate.

� Taken with thanks from Hep C

Community News, Ed 19, magazine of
the Hepatitis C Council of South
Australia.

On-line
medical
library
The World Health Organization (WHO) and
six of the world’s largest publishers of medical
journals have launched a project to enable
medical experts in developing countries to
gain access, via the Internet, to medical
literature which they could previously obtain
only by paying high subscription fees.

The ‘Health InterNetwork Access to Research
Initiative’ will allow thousands of doctors,
researchers, health policy-makers and others
to have access for free or at significantly
reduced charges to “one of the world’s largest
collections of biomedical literature”, WHO
said in a news release last Thursday. During
the project’s first stage, more than 1,000
journals will be available to people in 70
countries. The project’s second stage will
target other developing countries.

� WHO media release.
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Education  &
development
services
The Hepatitis C Council staff team has
recently expanded to include an education
and development unit. This means that in
addition to the continuing work of the Council
in advocacy, support, information and referral,
we have an increased ability to offer
education and capacity building support to
services throughout NSW, as well as to
represent the Council and communities
affected by hepatitis C.

The Education and Development team
includes:

Coordinator - Education and Development
(Catriona Elek)

Project Officer - Area Health Services (Sallie
Cairnduff)

Project Officer - Education (Joan Silk)

Sallie and Joan started at the HCC NSW in
early January 2002. Catriona has been in her
role since August 2001.

For those working in the field in NSW, there
are a number of ways we may be able to
support you in your work. We can:

• Provide education and in-service

training

• Work with you to develop tailored

education programs for your staff,
management, stakeholders, etc.

• Provide planning support on issues or

projects relating to hepatitis C

• Represent people affected by hepatitis

C in meetings or forums

• Organise for a person living with

hepatitis C to speak to a group about
their experiences (as part of a service
to be developed in 2002)

• Refer you to other services or

resources to support your work in the
area

• Support the development of local

networks and partnerships between
services

Please contact the Education and
Development team at any time about any of
the above (02 9332 1853).

� HCCNSW
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Tamworth
HCV clinic
The NSW Minister for Health, Craig Knowles,
recently announced funding for three major
projects in the New England Area Health Service.

One of these involved $400,000 for a clinic to be
established in Tamworth. The building will
accommodate a new hepatitis C clinic, and
expand the existing oncology, mental health and
neurology services.

“The increase in services will mean more people
will access treatment locally and will not have to
leave New England and travel to other centres,”
said Mr Knowles.

� Ministerial press release, 22/01/02

Care &
treatment
services
plan
Responding to the growing number of new
hepatitis C cases and the increasing needs of
those already affected by the condition, the NSW
Health has released the NSW Hepatitis C Care
and Treatment Services Plan.

The plan supplements the NSW Hepatitis C
Strategy 2000-2003, released in November 2000.

A central thrust of the plan is the need to expand
the number of people able to effectively deal
with care and treatment needs of people with
hepatitis C and to enhance the role of many of
the existing players.

For more information, see feature on page 35.

� HCCNSW
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Norfolk
HCV ban
By Linda Motram and Rachel Mealy

Norfolk Island is marketed as a sub-tropical
paradise but the Island’s government doesn’t
want just anyone to share its delights.

Norfolk’s politicians are facing accusations of
discrimination and there are calls for Federal
Government intervention as the Island’s Assembly
debates legislation that would specifically
prevent people with hepatitis or HIV/AIDS from
moving to live there.

Two thousand people currently live on Norfolk
Island. The legislation put forward recently
suggests that any new additions to that number
would be prohibited from moving to the Island if
a blood test revealed a positive result for any
strain of hepatitis or HIV.

John Brown, a member of Norfolk Island’s
legislature, defended the bill, “Norfolk Island is
not a place that discriminates against someone
who has those difficulties if they are one of our
citizens. We just don’t want extra people moving
here.”

“We do not have the facilities and we do not
have the funds to provide the treatment that those
people require and it’s simply inappropriate for
someone to expect to just move to Norfolk Island
and become a burden on the Norfolk Island
health scheme if they have one of those
difficulties.”

Brown claims the legislation mirrors Australian
immigration law which he says prevents those
with HIV/AIDS and hepatitis from migrating to
Australia.

Phlebotomy
may delay
fibrosis
Reuters Health

 The use of phlebotomy (opening of a vein for
blood letting) to reduce iron levels in patients
with chronic hepatitis C appears to delay the
progression of liver fibrosis, according to a recent
report by Japanese investigators.

The accumulation of iron in the liver that is
observed in patients with chronic hepatitis C has
been associated with elevated serum
aminotransferase (ALT) levels and liver fibrosis.
Although phlebotomy to reduce iron levels in
these patients leads to decreased serum ALT, it is
unclear if phlebotomy produces long-term
beneficial effects.

Dr Motoyoshi Yano, from Nagoya University, and
colleagues assessed the outcomes of 25 chronic
hepatitis C patients who underwent phlebotomy
to achieve and maintain iron levels of 10 ng/mL
or less over a five year period. Thirteen additional
patients who were nonresponders to interferon
therapy alone and had underwent liver biopsies
served as a control group.

The initial phlebotomy session produced a
significant reduction in serum ALT levels and
these levels were maintained with subsequent
sessions, the investigators note in the January
issue of The American Journal of
Gastroenterology.

At 5-year follow-up, liver inflammation grading
scores had improved significantly in the
phlebotomy group, but were unchanged in the
control group.

Staging scores worsened in the control group, but
remained stable in the phlebotomy group.
Furthermore, disease progression was
significantly slower in the phlebotomy group.

The current findings suggest that “maintenance of
the iron-deficient state has beneficial effects in
preventing disease progression in chronic
hepatitis C patients,” the authors state.

However, a prospective controlled study is
needed to confirm the present results.

� Abridged with thanks from the internet

email list, HEPV-L

But a spokeswoman for the Department of
Immigration takes issue with Mr Brown’s
interpretation of Australia’s immigration laws. She
says while those intending to migrate to Australia
are subject to health tests, the information forms
part of that person’s application. She says a
positive test doesn’t preclude that person from
moving here.

The legislation has raised the ire of the Australian
Federation of AIDS Organisations, the Chief
Executive Don Baxter says it’s prejudice,
disguised as a public health issue.

“The Norfolk Island’s public health system is
funded by the Commonwealth including all its
care for people with HIV and AIDS and the
Commonwealth would meet the bill under its
Medicare obligations as it does in every other
state. One can’t help suspecting that they don’t
want these sort of people on the Island.”

The Federal Government has the power to veto
the legislation because the Federal Minister for
Territories can advise Norfolk Island’s
administrator not to sign the Bill. If that doesn’t
happen, the legislation can still be knocked back
by Australia’s Governor General, Peter
Hollingworth, whose signature is required for
final ratification.

� Abridged from a transcript of the radio

current affairs program, AM, January  17,
2002.
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Marrickville mural
The Marrickville hepatitis C mural is an initiative of the Hepatitis C Health
Promotion Project, Central Sydney Area Health Service.

 The 60 metre mural piece aims to visually portray young people’s ideas
around hepatitis C transmission and prevention. Young people described
their understanding to graffiti artists in a series of facilitated sessions at the
Marrickville Youth Resource Centre.

The objectives of the mural project are to;

Create an awareness of hepatitis C issues amongst young people
and the general public in the Marrickville area

Promote the NSW Hep C Helpline to young people

Enhance the capacity of youth workers to continue hepatitis C
education with their clients

Utilise local graffiti artists to promote better health in the
Marrickville area.

A challenge for mural development was ensuring that the young people
consulted felt their ideas were being accurately represented, without losing
the artists’ integrity to the piece. It was also important to make sure that the
artwork was considered appropriate to the Marrickville Council and wider
community.

Ultimately, the piece has a storybook feel with a colourful representation of
hepatitis C.  The process of developing the mural, and the artwork itself,
reinforces the idea that information about hepatitis C needs to be accessible,
meaningful and useful to young people’s lives and lifestyles.

See photos of the mural on pages 22 & 23.

� HCCNSW

Injecting centre
turns nine
Australia’s only supervised injecting facility recently passed the halfway
mark in its 18-month lifespan as a trial facility. To mark the occasion, the
centre’s medical director, Dr Ingrid Van Beek, and leading drug law reform
advocate, Dr Alex Wodak, both travelled to Canberra to present a series of
briefings to local, interstate and federal parliamentarians.

The visit concluded with a public forum which presented a detailed range of
findings to the audience of academics, health planners, drug and alcohol
organisations and interested community members.

Careful not to promote the centre at this stage as anything other than a
solution to a local problem (ie. preventing fatal drug overdoses in Kings
Cross), Dr Van Beek presented compelling evidence that in its first nine
months, the centre has saved more than 100 lives. Early intervention has
meant that potentially fatal overdoses which would otherwise have occurred
in the surrounding streets and laneways were successfully treated on-site.

Not only have lives been saved, but the rigorous research program attached
to the centre will draw a detailed picture of one of the world’s largest ever
cohorts of injecting drugs users – almost 2000 users in total.

In spite of the findings so far, opinions were mixed on the future of such
projects in Australia. When asked from the floor how confident he was that
the centre would continue after its 18-month trial period, given the
compelling evidence already collected, Dr Wodak was not entirely
optimistic.

“For a variety of reasons, some people are unfortunately data-proof” he said.

� Australian Hepatitis Council

Interferon via GPs
one step closer
The Australasian Society for HIV Medicine (ASHM) has a proposal with the
Highly Specialised Drugs Working Party which, outlines the training and
support proposed to be offered to general practitioners to enable them to be
accredited to prescribe interferon and ribavirin for the treatment of hepatitis
C.

It is anticipated that the program will be piloted in NSW at the request of
NSW Health. The program would be overseen by a Steering Committee
made up of various representatives including the Hepatitis C Council of
NSW. The training standards, assessment criteria and service model would
be devised by a Clinical Sub-Committee, having representatives from the
Australian Liver Association, general practice and including a representative
with expertise in psychosocial and psychological management. It is hoped
to be able to run the first training course in the first half of 2002.

NSW based Medical Practitioners who are interested in participating in the
training or just want to find out more should contact Larissa Trompf or
Edward Reis at ASHM

(02 9368 2700). At this stage we are proposing a two day course, the first
day of which may be studied as a distance learning package or waived for
doctors who have already undertaken appropriate training.

� Australasian Society for HIV Medicine (ASHM)
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W
hen I wake up in the morning, I sometimes am so tired
that I don’t want to get up, but I do. I have breakfast,
read the paper, keep yawning and think again “I want to

go back to bed, but I don’t. There are things to do and I want to do
them that day. I gradually feel much better. Why is it so?

After lunch I have a rest, I read a while and most of the time I fall
asleep. I’m lucky I can do that. Quite often I wake up still tired and
activity seems to lessen that. After dinner same thing happens, very
tired. No I don’t drink alcohol, well only once a week 2 glasses of
wine. Again I don’t want to go to bed, I go and do some gardening
or go for a walk. Of course that is only possible during
summertime.

I have just received the report of the enquiry into hep C related
discrimination. I was very sad to read the bad experiences some
people have had. Of course many doctors were ignorant, still one
does not expect a doctor to ignore his or her patient. In the
workforce it is different, because no one knew much about it and if
one is not interested in medical reports when reading the paper,
then those people stay ignorant.

Why is it so?

Fortunately it is different now with more publicity and discussion.
When I found out I had hep C, my doctor said he did not know
much about it. I thought that was very honest. The only thing at the
time was blood testing. I’ve stopped that now, there is never much
difference and I don’t expect that will change as long as I stick to
my diet. At that time I was the doctor’s only hep C patient, now he
has some more and gave him the Hep C Helpline cards in case
those patients did not know about the Hep C Council. I hope you’ll
find this letter worth printing. In the meantime I wish you all a
Happy New Year.

With kind regards
Margaret, NSW

Above graphic, unknown source.


