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If crime rates suddenly rose by 45 per cent, police ministers
would hold crisis meetings and task forces would be

convened to address the situation.

We’ve seen hepatitis C cases rise by 45 per cent and we ask,
what will it take for our community to arrest this epidemic.



2          The Hep C Review          Edition 37          June 2002

editorial

The identification of the hepatitis C virus (HCV)
in 1989 delineated a disease previously
masquerading under the title of “non-A, non-B
hepatitis”. In the ensuing years, hepatitis C has
become a national epidemic, with more than
150 000 Australians known to be infected. It is
estimated that an additional 11 000 new
infections occurred each year during the 1990s.
Escalating rates of HCV infection will have
enormous consequences, as 10-15% of people
infected have the potential to progress to end-
stage liver disease, with all the implications that
has for health care services in the years ahead.

Australia has taken many unique steps in its
handling of the hepatitis C epidemic. In 1994
and 1997, the National Health and Medical
Research Council published two major reports
from working parties comprised of specialists,
general practitioners and community
representatives. These were seminal in directing
approaches to the diagnosis, treatment and
management of HCV-infected people and, to a
lesser extent, prevention of further spread.
Indeed, Australia was the first country to develop
a National Strategy for HCV. NSW Health has
held successful Hepatitis C Awareness Weeks in
2000 and 2002, which have increased public
awareness of many issues relating to HCV. NSW
Health has recently released a Treatment and
Care Plan for HCV, which, among other things,
emphasises the importance of GPs in the
evaluation and management of HCV-infected
people. The possibility of accrediting
appropriately trained GPs to prescribe antiviral
therapy for HCV is also discussed.

So, where are we going?

The recent report by the Anti-Discrimination
Board of NSW on hepatitis-C-related
discrimination presents compelling evidence that
there is still much to be done if we as a society
are to be seen to be dealing caringly and
rationally with this disease. The report highlights
the disturbing reality that most discriminatory
actions against people infected with HCV are
perpetrated in health care settings.

The HCV Projections Working Group of the
Australian National Council on AIDS, Hepatitis C
and Related Diseases, which advises the federal
Minister for Health on these diseases, will report
later this year on the increasing rate of HCV
acquisition, highlighting the imperative of
improving our prevention strategies. The rate of
infection is increasing, in large part, because an
increasing number of young people are choosing
to commence injecting drug use.

While public messages on safe injecting practices
are promoted widely, many young people ignore
these messages in their early phase of drug use.
The HCV antibody prevalence rate in those
injecting for less than three years fell from 22%
in 1995 to 13% in 1997, but, despite enormous
efforts to increase the availability of clean
needles to users, the rate has not dropped any
further.

Treatment availability and efficacy
also remain problematic.

Australia offers, through the “highly specialised
drugs” program, combination therapy with alpha
interferon and ribavirin, providing a sustained
viral response rate of 40% overall (ie, in 40% of
treated patients, HCV RNA remains undetectable
by polymerase chain reaction. Patients with HCV
genotype 2 or 3 can expect a 60%–70%
sustained response rate).

By limiting treatment to patients with fibrosis on
liver biopsy, the Pharmaceutical Benefits
Advisory Committee led, rather than followed, a
trend to downplay the need for treatment of all
patients. This has highlighted the need for
management strategies for those not eligible for,
or choosing not to have, treatment. Many major
centres now offer support services and education
programs, allowing individuals to defer
treatment, awaiting better options in the future.

Progress is being made in providing better
services for prison inmates, among whom there is
a high prevalence of HCV infection. In the past,
access to therapy has been limited, but the
appointment of specialists to Corrections Health
Services and the funding of a health study of the
Tasmanian corrections system is changing that.
Prevention strategies are harder to implement.
Bleach is made available in most prisons, and
methadone programs are expanding, but needle/
syringe programs are not available.

HCV-infected people from non-English-speaking
backgrounds have the added problem of a
language barrier.

Treatment facilities have become increasingly
aware of the need to provide special support for
these patients. This is particularly important if
antiviral therapy is to be commenced.

What needs to be done better?

Greater attention must be directed to reducing
spread within the most at-risk community,
namely our population of injecting drug users.
This group remains marginalised for reasons that
are easy to explicate but difficult to overcome.
Debate must continue on optimal ways to reduce
the risk of young people contracting HCV
infection. Needle/syringe programs, while
unpopular with many people in our society, have
the potential to reduce the risk and must be
supported by those who are in a position to
influence policy.

We need to increase public awareness of the
improved efficacy of treatments. We also need to
direct more effort towards improving the
evaluation and assessment of patients by GPs
before referral to busy liver clinics, so that only
those who are eligible for and wanting treatment
are referred.

The HCV research effort requires further support
from major funding bodies, and relevant groups
are pursuing this actively. A greater
understanding of the virus, the mechanisms of
viral clearance and the immunopathogenesis of
the disease is required urgently. Research is under
way to develop a vaccine.

In summary, we are some of the way there, and
making progress, but there is still a long way to
go!

� Robert G Batey
Clinical Chair, Division of Medicine,
John Hunter Hospital, Newcastle, NSW.

Batey RG. Hepatitis C: where are we at
and where are we going?. MJA 2002;
176: 361-362.  ©Copyright 2002. The
Medical Journal of Australia -
reproduced with permission.

Fully referenced version of above article
available in MJA.

[NB: The estimated number of new cases
has been revised from 11,000 per year,
up to an alarming 16,000 cases per year.
See page 11 - ED.]

We are making progress in our understanding of the hepatitis C virus,
but there is still a long way to go.

Hepatitis C
where are we?
where are we going?
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Begging to
differ
I cannot agree with your editorial writer
Damon Brogan about the plan for better
services and more options for users seeking
treatment for dependence related problems.
Opinions from elsewhere including
Scandinavia would support the opposite
point of view.

I would consider Damon’s suggestions for
controls one to five unrealistic,
unacceptable and in some ways a
restriction on civil liberties. I of course
agree with his option number six, but I am
unconvinced of the outcome of
“educational programs aimed at improving
participation in community life.”

At the Australian Drug Foundation, NSW,
we have been running residential programs
for users seeking treatment for all
dependence related problems for the last
40 years, under great financial difficulties.

I was also involved with detox programs in
the Public Hospital System, including one
residential program which is now closed, I
assume for financial reasons, although the
amounts of money involved were relatively
small.

I am enclosing two articles from the
Spectator presenting a layman’s point of
view, and the user role.

� F Harding Burns

[See pages 16-19 for articles
discussing drug law reform,
including the two articles
mentioned above. Ed.]

Prisons,  hep
C and MACH
I noticed in the December Hep C Review
(Ed 35, p 8) that MACH - the Ministerial
Advisory Committee on Hepatitis - had
focused its attention on NSW correctional
centres.

In wanting to address ways of preventing
transmission and decrease numbers of HCV
positive people, the Department needs to
realise HIV and HCV are not just problems
that inmates have. They are community
problems.

Inmates are released into society and some
of them who are HIV or HCV positive will
pass on viruses to others. We need more
access to the things that matter to achieve
the goals MACH speaks of.

We need to teach inmates to act as mentors
who can educate, assess, conduct
workshops, etc. It’s a problem that requires
an inside approach with outside help.

Thanks for the opportunity to provide my
feedback.

� Name supplied
NSW

Talking
methadone
In the March edition of the magazine, there
is a letter titled: “Methadone statistics”

I can imagine that any evidence coming
from Odyssey House would be anti-
methadone.

I did Odyssey back in 1982 and am
currently on methadone and have not
injected for many years due to my meth
maintenance.

In reducing injecting, methadone allows
people time out from rorting and stealing,
or whatever they do to get their shot.

While on methadone most people do not
inject as often as they did before.

If a person injected 6-8 times a day before
and while on methadone, only injects once
a day, isn’t that a success? - if injecting is
reduced?

I believe everyone is entitled to their view
but Dr Jago’s view is counterproductive and
very negative. I suggest he/she go and
speak to those on m/done maintenance. I
know at least 30 people including myself,
who don’t inject anymore.

Methadone has allowed me the time
required to address my addiction
behaviours and to finish school and then
get into a uni degree.

� Name supplied
NSW

letters
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In reply to ‘Just one drink’ (Smith, The Hep
C Review, Ed. 36, p. 5)

From my understanding, the principle
argument in Mr Smith’s letter is that
because people with hepatitis C tend to be
‘addiction prone’ and that controlled
drinking programs are ineffective for
‘addictive persons’, it follows that
abstinence is the only treatment solution for
those who are drinking at potentially
harmful levels.

There are multiple aspects of this argument
that can be disputed.

Firstly, I would disagree with, and perhaps
many readers may take issue with the
statement that an HCV population tends to
be ‘an addiction prone population’. In fact,
the notion that there exists an ‘addiction
prone’ personality is highly contentious in
current psychiatric and psychological
theory (see reference 2 for a review). There
does not exist conclusive empirical
evidence that a person who has an
addiction to a particular opiate for example
will also be an alcoholic. Neither does it
follow that someone who may have
experimented with intravenous drug use in
their youth would also be at a higher risk of
alcoholism.

Secondly, I am very clear in my article “A
Claytons thanks” (Ed. 35, p. 24), that
controlled drinking programs ‘tend to be
inappropriate or inadequate for the person
with entrenched alcohol dependence or
disability’. There is a great deal of evidence
supporting the efficacy of controlled
drinking type interventions for problem
drinkers in reducing alcohol consumption
(eg. references 1 & 3). I do not make claims
about the efficacy of controlled drinking as
a treatment for alcoholism.

In passing, I find Mr Smith’s advice to say,
‘No, thank you’ to alcohol to be at the very
least more polite than Nancy Reagan’s
infamous ‘Just say NO!’. However as a
clinician, I have found the harm minimising
option of controlled drinking to be an
appropriate and appealing alternative to
abstinence for some people who may be
drinking at potentially harmful levels.

� Katherine Coote,
Hepatitis C Liaison
Clinical Psychologist,
Albion Street Centre /
Prince of Wales Hospital

(1) Fleming, M F et al (1997). Brief
physician advice for problem
drinkers: A randomised controlled
trail in community-based primary
care practices. Journal of American
Medical Association, 227, 1039-
1045.

(2) Kerr, J S (1996). Two myths of
addiction: the addictive personality
and the issues of free choice.
Human Psychopharmacology, 11
(suppl.1), S9-S13.

(3) WHO Brief Intervention Study
Group (1996). A cross-national trial
of brief interventions with heavy
drinkers. American Journal of Public
Health, 86, 948-955.

An inside
insight
I do education work with other prisoners
and the information that I’ve received from
the Council has been extremely useful. The
factsheets have been used when I run small
groups.

Diet is extremely important, however, I’m
afraid the correctional diet cannot do much
to help those of us on the inside.

Our overall diet leaves a lot to be desired.
We get a small serve of breakfast cereal
(three varieties only) each day plus one
piece of fruit (pear, apple or bananas only).
Vegetables include beans, carrots, peas,
cauliflower and broccoli - that’s it. We get
two varieties of pasta and we get rice.

We get meat but usually it’s pretty fatty.
Each day we get 300ml of milk, seven
slices of white bread.

Diets need to be dramatically changed. We
need more milk, cereals and low-fat cheese
and yoghurt.

The razors we are given are single bladed
diposables and cut up your face pretty
badly. We used to be issued with twin
bladed ones which were a lot safer but
these were seen as too expensive. It’s the
old song of “cost over health”.

Many inmates are hep C positive and also
on methadone programs. HCV is so bad
among the prison population and the razors
are so dangerous. When I handed one to a
female officer to exchange it, she nicked
herself and spent three months worrying
she might have hep C.

My blood counts are perfect and I’m very
lucky with my health and I’ve maintained
my fitness. My primary focus in regards to
HCV is to stop the increase of it and to help
others with it maintain their health and
quality of life.

Thank you for taking time to read my letters
and thanks also to the Inmate Development
Committee (IDC).

� Name supplied
NSW

letters

Just one drink?
- a reply
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letters

Hello to the Australian readers. I’ve examined the milestone results
(see page 7) on Pegasys and Ribavirin (peg combo treatment) from
the 37th European Association for the Study of the Liver conference
and feel they are truly significant. The striking thing to me was that
ribavirin dosage made quite a difference in the SVR (sustained
virological response rate or clearing the virus) for people with
genotype one while it made no difference at all in those with other
genotypes.

Pegasys was a huge study and the numbers can be trusted. It
included as many or more than the representative share of difficult-
to-treat people: those with genotype one and/or cirrhosis and who
other studies sometimes avoid because they lower the overall
results. Eliminate those with cirrhosis from the results and you have
an overall sustained viral response rate of 65% - even with large
numbers of people with genotype one or high viral loads included.

Also, for purposes of statistical research, people were not always
placed in their optimal treatment groups. Many genotype one folks
with high and low viral loads were placed in the 24 week arms, as
were those with cirrhosis, which would further lower expected
results. All these people would normally be treated for 48 weeks,
according to most current information.

Yet, these outstanding results could be improved even further with
early and frequent viral load monitoring early in treatment until
viral clearance is attained, and gauging length of treatment on time
beyond viral clearance. For example, this would mean five months
further treatment after viral clearance for people with other than
genotype one with low viral loads - or 12 months of treatment after
viral clearance for those with genotype one and high viral loads.

This kind of ‘intelligent dosing’ based on monitoring viral clearance
and applying valid known predictive models could further improve
what are already remarkable results.

Worrying side effects could be lowered or avoided by highlighting
earlier, those people who wouldn’t respond or those who get worse
on treatment, as happens in those with auto-immune hepatitis or
other auto-immune disease.

Although still a ways to go, prospects for treating those with
hepatitis C are looking brighter indeed, even much brighter than
they might appear at first glance.

� Jere L. Hough
Sth Florida, USA
(via the internet email list, HEPV-L)

An introduction
My name is Rod Titovs and I am the methadone case manager for
Wellington, NSW.

I come to working in Methadone with a background in social work.
Wellington is a small rural town of approximately 4500 people. It is
situated 50 km east of the larger town of Dubbo. About 80-90% of
clients at the Wellington methadone clinic are Aboriginal and
about the same amount are living with HCV. My role is to help
clients to find stability in their lives and get to a point where they
are no longer controlled by their drug use. I am a strong advocate
for harm minimisation and work accordingly.

Rod Titovs
Drug and Alcohol Case Manager
Macquarie Area Health Service
rtito@doh.health.nsw.gov.au

Treating with Pegasys
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NZ Hepatitis C
Action Plan
The New Zealand Ministry of Health has
released a discussion document which aims
to open discussion on how to prevent the
future spread of hepatitis C.

Action on Hepatitis C Prevention: A
discussion document was developed by the
Ministry in consultation with a group of
experts and involves the development of an
action plan to prevent the spread of
hepatitis C in New Zealand.

“The transmission of Hepatitis C, a viral
infection of the liver, is a global health
concern,” said Ministry spokesman Dr
Doug Lush.

“In New Zealand it has been estimated that
approximately 25,000 people are currently
living with the virus and this number is
predicted to increase by 50 percent in the
next ten years.”

Public submissions received by the Ministry
of Health will also guide development of
the action plan.

The  Hepatitis C Prevention Action Plan
will be a step-by-step layout of actions to
reduce both the transmission and the
personal and social impacts of hepatitis C.

“With  today’s  high safety standards
associated with our blood and blood
products, the risks of transfusion-
transmitted infections in New Zealand are
extremely low and the greatest risk for
transmission is through blood-to-blood
contact involved with injecting drug use.”

Dr Lush said the use of injecting drugs has
become the single most important risk
factor for acquiring hepatitis C and
accounts for around 80 percent of
infections. Reducing hepatitis C
transmission in injecting drug users will be
a high priority for the action plan.

The discussion document is available on
the Ministry of Health web site:
www.moh.govt.nz

� NZ Health press release

news

A combination of pegylated interferon and
ribavirin significantly reduces the rate of
fibrosis progression in patients with
hepatitis C, according to research published
in the May issue of Gastroenterology.

A group of international researchers
evaluated the effect of pegylated (PEG)
interferon alfa-2b and ribavirin on liver
fibrosis in patients with chronic hepatitis C.

Individual data from 3010 people,
previously untreated, with pre-treatment
and post-treatment biopsies from 4
randomised trials, were pooled.

Ten different regimens combining standard
interferon, PEG interferon, and ribavirin
were compared. The impact of each
regimen was estimated by the percentage
of patients with at least one grade
improvement in the necrosis (serious cell
damage) and inflammation score, and by
the fibrosis progression rate per year.

Necrosis and inflammation improvement
ranged from 39% (interferon, 24 weeks) to
73% (optimised PEG interferon and
ribavirin).

Fibrosis worsening ranged from 23%
(interferon, 24 weeks) to 8% (optimised
PEG interferon and ribavirin).

The team found that all regimens
significantly reduced the fibrosis
progression rates in comparison to rates

before treatment. Furthermore, the reversal
of cirrhosis was observed in 49% of 153
patients with baseline cirrhosis.

Professor Thierry Poynard, of the University
of Paris VI, Paris, France, concluded on
behalf of the group, “PEG-interferon and
ribavirin combination significantly reduces
the rate of fibrosis progression in patients
with hepatitis C.”

In an accompanying editorial, Professor
Michael Arthur, of Southampton General
Hospital, England, comments, “The study of
Poynard et al. challenges all of us to accept
that the traditional view of cirrhosis as a
progressive, irreversible disease is no longer
correct.

“This augurs well for the future of our
patients with chronic HCV infection,
particularly if they clear the virus with
treatment,” he adds.

“The study also encourages further
scientific investigation of the key cell and
molecular mechanisms of liver fibrosis.

“It raises the prospect that an antifibrotic
agent, aimed at promoting regression of
disease, may be an important therapeutic
strategy for the future,” he concludes.

Gastroenterology 2002; 122(5): 1303-13,
03 May 2002

� Abridged and reprinted with thanks

from www.gastrohep.com/news/
news.asp?id=1281
via the internet email list, HEPV-L.

Peg combo reduces liver
fibrosis

New study on HCV health care
Researchers at the National Centre in HIV Social Research, now also taking on hepatitis C
research, are starting work on a new research project: Hepatitis C and the Clinical
Encounter.

This qualitative study (one focusing on individual experiences rather than statistical
numbers) will investigate communicative behaviour and strategies in consultations
between people with hepatitis C, general practitioners, hepatitis specialists and nurses.

The focus will be on interactional strategies for sharing and negotiating health related
information in medical settings.

The study will also examine the impact of injecting status on health care interactions.

� HCCNSW
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A key to
extending life:
the liver
An Australian expert argues that the liver is
a neglected key in anti-ageing research.

Professor Le Couteur, a geriatrician at the
Centre for Education and Research in
Ageing at Concord Hospital, said that many
age-related illnesses were caused by toxins
and fats and that this is where his interest in
the liver came from.

The liver’s role is to process blood coming
from the gut by absorbing nutrients,
metabolising fats, and processing toxins.

Professor Le Couteur and colleagues at the
National Ageing Research Institute in
Melbourne have discovered that as the liver
ages, its blood vessels also change.

The blood vessels in a healthy liver have
tiny holes in their walls to allow blood
going from the gut into the liver to be
processed. In rats, baboons, and humans
these tiny holes seem to clog up or
disappear as the liver ages.

“This means that fats and toxins can’t get
processed properly,” he said. “And it
explains a lot of problems. For example, the
fats involved in atherosclerosis - the build-
up on blood vessel walls - float around in
the blood because they are unable to be
processed properly in the liver.”

In an article due to appear in medical
journal The Lancet, Professor Le Couteur
argues that the age-related increase in
atherosclerosis is due to these age-related
changes in the liver.

Previous research has shown that toxins
such as alcohol and bacteria-derived toxins
damage the holes in the blood vessels, but
this is the first time this type of process has
been related to diseases of ageing.

“Rather than simply using drugs to treat
Alzheimer’s and heart disease, we could be
using a broader range of interventions
targeted at the liver instead,” Professor Le
Couteur said.

His team is exploring avenues such as
reducing food intake, using antioxidants
designed to work specifically in the liver at
time of digestion, improving blood flow to
the liver, and using substances that return
the healthy holes in liver blood vessels.

� http://www.abc.net.au/science/

news/stories/s505524.htm

Pegasys
combo set for
approval in
Europe
The European Union’s Committee for
Proprietary Medicinal Products (CPMP)
issued a unanimous recommendation that
Pegasys, a new generation pegylated
interferon therapy, be approved for the
treatment of hepatitis C infection - as
monotherapy or in combination with
ribavirin.

Data has demonstrated that Pegasys in
combination with ribavirin achieves a
sustained virological response (SVR) of
65% in patients who achieve an early
virological response. It is the first hepatitis
treatment that induces a response in,
remarkably, 86% of people by week 12,
providing physicians and patients with
confidence that the medication is
effectively eradicating the virus.

Trials of the newly developed treatment
involved more than 17,000 people ranging
from those with the difficult-to-treat
genotype 1 and those with cirrhosis, to
other special populations such as in
individuals co-infected with HIV and
people with end-stage renal disease.

European Commission regulatory approval
is typically issued within three months
following a positive CPMP
recommendation. This will make Pegasys
available throughout the European Union.

Roche has submitted Pegasys for review by
regulatory authorities in the United States
and expects approval later this year. The
treatment has already been approved in 18
countries including Argentina, Brazil,
Bahrain, Belarus, Cambodia, Chile,
Columbia, Costa Rica, Dominican
Republic, Egypt, Guatemala, Kuwait,
Mexico, Morocco, Peru, Russia,
Switzerland and Venezuela.

� Abridged and reprinted with thanks

from the HEPV-L internet email list.

Prior HCV
infection may
offer immunity
Immunity against hepatitis C viral
persistence can be acquired, according to a
study reported in the latest issue of The
Lancet.

In a study among injecting drug users,
investigators assessed whether past hepatitis
C virus infection can protect against new
viral persistence.

They identified 164 people who had no
evidence of previous HCV infection and 98
individuals who had been previously, but
were not currently, infected with HCV.

The incidence and persistence of HCV
viremia in these groups was compared over
four consecutive 6-month periods.

Of participants without previous infection,
the incidence of HCV infection was 21%.

By contrast, people previously infected
were half as likely to develop new viremia
(12%), even after accounting for risk
behaviour.

The researchers led by Shruti Mehta, of the
Johns Hopkins School of Public Health,
Baltimore, USA, suggested that immunity
against hepatitis C viral persistence can be
acquired by some people.

They suggested this was of considerable
interest in regard to development of
possible vaccines for hepatitis C.

Lancet 2002; 359: 1478-83, 30 April 2002

� Abridged and reprinted with thanks

from www.gastrohep.com via the
internet email list, HEPV-L

Please see comment by
Prof John Kaldor and Dr
Greg Dore, page 27.
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news

You’re invited
to join a
research study
on hepatitis C
With funding from the National Institute of
Health, USA, the Department of Medicine
at Sydney University is conducting a large
research study on the natural course of
chronic hepatitis C. This is being
undertaken at the Storr Liver Unit at
Westmead Hospital and the A.W. Morrow
Gastroenterology & Liver Centre at Royal
Prince Alfred Hospital under the
supervision of Profs. Geoff Farrell and Geoff
McCaughan respectively.

The main aim of this study is to identify the
key markers and pathways involved in
hepatitis C progression. Investigators are
keen to determine what biochemical/
genetic factors predispose some people to
develop progressive liver disease.
Investigators intend to monitor several
hundred people with chronic hepatitis C
over the next few years.

Participation is voluntary and recruitment
usually happens when someone requires a
liver biopsy to assess the severity of their
disease. Researchers intend to obtain a very
small sample of the biopsy specimen in
order to perform tests additional to the
routine analyses. People will be asked to
give a blood sample (about 12 ml) for
research once a year.

We are particularly interested in recruiting
those who are not on antiviral treatment.
Those who do not need or wish to have
treatment at present will find the study most
useful to monitor their disease over the next
few years.

If you are someone with hepatitis C
interested in joining this study, please
contact the investigators for further
information. GPs are kindly invited to
inform suitable patients about this study.

If you have already had a liver biopsy, but
are not currently on therapy, we would be
keen to enrol you on the study. Follow up is
organised either at Royal Prince Alfred
Hospital or Westmead Hospital.

� Please direct all the inquiries to the

project officer Dr Priyanka Bandara
at the Storr Liver Unit (Westmead
Hospital) on 9845 7419.

Some liver
illness may
result from
celiac disease
People with severe liver disease should be
evaluated for the possible presence of
celiac disease, Finnish investigators
recommend in the April issue of
Gastroenterology.

Dr Pekka Collin, of the University of
Tampere, and colleagues describe the
occurrence of celiac disease in four
patients with severe liver disease, and its
prevalence in 185 adults who had
undergone liver transplantation.

“Of the four patients with severe liver
disease and celiac disease, one had
congenital liver fibrosis, one had massive
hepatic steatosis, and two had progressive
hepatitis without apparent origin,” the team
notes.

Three of these patients were considered for
liver transplantation. A prescribed gluten-
free diet reversed hepatic dysfunction in all
cases.

Among the 185 liver transplant patients,
eight (4.3%) had celiac disease.

“Not all of our patients with severe liver
failure and celiac disease had apparent
symptoms compatible with celiac disease,”
Dr Collin and colleagues explained.

“Dietary treatment may prevent progression
to hepatic failure, even in cases in which
liver  transplantation is considered,” they
add.

Gastroenterology 2002;122:881-888.

� Abridged and reprinted with thanks

from Reuters Health via
www.medscape.com

Complementary
medicine
taken
seriously
The Australian Medical Association has
recently adopted a formal policy on
complementary medicine, advocating
registration of complementary therapists,
further education for general practitioners,
and more funding for research.

The policy recognises the widespread and
increasing use of complementary therapies,
and their acceptance by many general
practitioners.

“It’s our responsibility as doctors to realise
and understand that our patients are
accessing complementary medicines and
therapy, and we need to be involved in
what our patients are doing,” stated Dr
Rosanna Capolingua, Chair of the Federal
AMA’s advisory committee on
complementary medicine.

According to the position statement, only
one third of patients inform their medical
practitioner of their use of complementary
medicines.

Complementary medicine includes non-
prescription products with health claims
and therapies including acupuncture,
chiropractic, osteopathy, reflexology, crystal
therapy and others. The AMA is calling on
the Australian Government to provide
$1million in research funding to evaluate
potential benefits and adverse effects of
complementary medicines and therapies.
One of the primary issues is patient safety,
said the Association. Simply because a
product is natural does not mean it is safe.

The AMA is calling for regulation of
complementary therapists, a system that
would first require registration.

“That would mean they would have to have
some sort of training,” Dr Capolingua
argued.

The Therapeutic Goods Administration has
an Office of Complementary Medicine. This
has resulted in greater regulation of the
safety and quality of manufactured
complementary medicines and control over
claims about efficacy, according to the
position statement.

� ABC Science Online
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Fostering HCV
awareness
Following a request by the NSW Foster
Carers Support Network, Wentworth AHS
Sexual Health, HIV and HCV Services
recently conducted a hepatitis C workshop
for foster carers. The session attracted
around thirty carers from across western
Sydney and the Blue Mountains regions
and two DOCs foster care workers.

In addition to providing a broad hep C
education and myth-busting session, the
workshop addressed the specific concerns
the carers had around household
transmission, transmission from mother to
child during pregnancy and issues around
disclosure of a child’s (or foster child’s
parent’s) hepatitis C status. Carer’s attitudes
to hepatitis C were also explored.

A group for the general public was a new
undertaking for us and many thanks to the
Hepatitis C Council staff for their generous
and speedy help with information on
running discussion groups and issues
around children with hep C.

� Felicity Sheaves & Trish Preston,

Young Injectors Project
Alison Motherwell, Sexual Health
Promotion Unit, Wentworth Area
Health Service

NSP-free city
The Minister for Health, Craig Knowles, has
suddenly closed an 11-year-old needle and
syringe program and drug facility in the
marginal ALP seat of Ryde.

The issue emerged publicly after a local
parent of an eight-year-old boy alleged the
child had found a syringe pack under the
school and put it in his pocket.

The incident was reported on the front page
of the local newspaper, the Northern
District Times.

The order was implemented by Mr Knowles
without any formal paperwork or
investigation. There was no consultation
with the chief executive officer of the
Northern Suburbs Area Health Service or
other drug specialists.

No formal complaint about the facility was
made in writing. The needle program and
drug counselling service had operated
discreetly for more than a decade without
incident.

� Abridged and reprinted with thanks

from a news article by Paola Totaro
in the Sydney Morning Herald, 24
April.

Australian
Hepatitis
Council hits
the net
Web surfers will now be able to access
HCV information from the Australian
Hepatitis Council via their recently
launched website.

Visitors can access information on the
different forms of hepatitis, hepatitis C
resources and links to other organisations.

� www.hepatitisaustralia.com

Pill to stop
alcohol liver
damage
US-Swedish biotech company Maxim
Pharmaceuticals reported that findings from
an animal study indicate that its drug
Ceplene can completely reverse damage to
the liver caused by alcohol.

Pre-clinical testing showed that rats
injected with ethanol and the company’s
drug Ceplene sustained no liver damage,
while rats given only ethanol developed
symptoms related to alcohol abuse, the
company said.

“We’ve shown we could completely
reverse the damage made by the alcohol,”
Maxim Chief Scientific Officer Kurt
Gehlsen told analysts at a meeting in
Stockholm.

Ceplene, with the scientific name histamine
dihydrochloride, is also in clinical trials for
use against hepatitis C and different forms
of cancer.

� Abridged and reprinted with thanks

from a Maxim Pharmaceuticals
press release via Reuters Health, via
www.medscape.com

NB: We do not normally reprint
from company press releases. It’s
important to note that favourable
results in animal trials do not
necessarily mean favourable results
when used with humans - Ed.


