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stop press

The Hepatitis C Council of NSW is currently reviewing
the way that we deliver services, with a  view to
improving what we do and how we do it. We would
really like your feedback, which can be given
completely anonymously, in one or more of the
following ways:

• You can complete the survey enclosed in this
edition of The Hep C Review (if you can’t find a
survey, call Catriona Elek on 02 9332 1599 to
have one sent to you)

• Or you can participate in a focus group in
Sydney in July, where you will have a chance to
join in a small group discussion about the work
of the Hepatitis C Council (participants will
receive a small payment for their time).

• Or you can be interviewed by telephone and
give your views directly to a researcher
(participants will receive a small payment for
their time).

The focus groups and telephone interviews will be
conducted by a consultant engaged to conduct the
evaluation for us. If you are interested in being part of
either a focus group or a telephone interview, please
contact Catriona on 02 9332 1853.

Whichever way you want to contribute to the study,
please be assured that we really want to hear what you
have to say and your views will be anonymous. No-
one at the Hepatitis C Council will ever know which
particular person said what!

Please note that all the processes involved in this
review are subject to the privacy policy of the Hepatitis
C Council and that of the researchers, RPR Consulting.
More information about confidentiality and other
issues will be made available to people before they
participate.

The  Council  is  
reviewing  its  services 
and  we’d  really  like 
to  hear  from  you
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From PAC to Pammy and PAC again
feature article

By Stuart Loveday

March 2000 saw the launch of the world’s first publicly funded
mass media hepatitis C public awareness campaign (PAC) in
NSW. Costing around $1m, and lasting one month, it raised
awareness of hep C, and helped dispel myths about its
transmission routes and relationship with other kinds of viral
hepatitis.

Since then there has been some reluctance to run a similar
campaign at a national level, largely because of its potential cost
and thus competition with other crucial needs and priorities.

But the NSW campaign, Understanding is the Answer, had a
major impact on the levels of the NSW public’s awareness about
hepatitis C, and on individual people with hepatitis C.

Apart from the positive formal evaluation, the NSW Hep C
Helpline received many calls in which people expressed
absolute relief and revelation.

One woman said through tears: “At last I can see the government
is taking hep C seriously”.

The value of formal public awareness campaigns cannot be
underestimated, and further work must be done in this regard,
especially given the findings of the Enquiry into hepatitis C
related discrimination carried out in 2001 by the NSW Anti-
Discrimination Board of NSW.

But what of the educative power and influence of opportunistic
media stories and news items? After all, these have the distinct
advantage of being free. Apart from the time and effort, of course,

Media campaigns are highly effective tools for educating people about hepatitis C.
But when a major celebrity like Pamela Anderson declares her positive status to the world,
it really puts the issue under the spotlight.



The Hep C Review          Edition 37          June 2002          25

spent working with journalists and producers ensuring appropriate
referrals are made, affected community representatives are trained
and supported and the right slant and language is used in the
eventual product.

Enter Pammy stage left. Pamela Anderson, of Baywatch, Penthouse
and Hollywood fame, contracted hepatitis C from sharing a tattoo
needle with ex-partner Tommy Lee, drummer in a rock band.

Who doesn’t know Pammy? Apart from the tit-for-tat counter
argument that Tommy had never had hepatitis C (we can leave that
debate for later) a substantial section of the world sat up and took
notice. What followed was an amazing media frenzy.

Newsweek in the USA ran its cover story on 22 April on hepatitis C
(and did an excellent job of it). NW and New Idea magazines in
Australia had rather less accurate attempts at describing hepatitis C,
but did a great job in letting everyone know that doctors told
Pammy: “You could die!” Fortunately New Idea followed up with a
cover quote from Pammy ‘Hep C can’t beat me’. (Go Pammy!)

Channel 9’s Today on Saturday current affairs program ran a
segment on 11 May with terrific community, health professional
and government involvement. The New York Times carried an
article on improving hepatitis C treatments.

Sydney’s Daily Telegraph and Sun Herald, Melbourne’s The Age
and ABC National Radio Health Matters program all picked up the
Pammy angle while covering hepatitis C news and features.

There’s no argument that Pammy’s disclosure has had a significant
impact on media interest in hepatitis C, and, consequently, on
public education and awareness.

Debate will continue of course about the value of sensationalist
headlines. Some maintain that as long as the facts in the story
below are accurate, then Pam’s HEP C SHOCK – Doctors tell her
‘You could die’ type headlines are acceptable. Others say
everything about the story must be accurate and measured. My
money’s on hooking the reader or viewer into the article, then
hitting them with the right facts.

So where does this leave us? Well clearly we need to continue to
explore planned and proactive campaigns to raise public
awareness. But we also need famous and fabulous and frankly bold
Australian celebrities who have hepatitis C to stand up and say
“Yes, I have hepatitis C and I want to help.”

An Australian celebrity’s disclosure of their positive hepatitis C
status would have the power to bring about effective, meaningful
and above all, wide-reaching education and public awareness.

� Stuart Loveday is the executive officer of the Hepatitis C

Council of NSW, and president of the Australian Hepatitis
Council.
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new resources

The Big Combo
We’re pleased to introduce our latest resource, The Big Combo, a video on hepatitis C pharmaceutical
treatment.

The Big Combo is a 20-minute engaging documentary-drama, which personalises the process of considering
pharmaceutical treatment for hepatitis C. The video is suitable for individual or group viewing and discussion
for those who want to learn about, or are considering, pharmaceutical treatment for hepatitis C. It is also
suitable for training purposes and support groups.

The video follows the lives of two people, Matthew and Lily, both of whom have hep C but who are
approaching treatment choices in different ways. While Lily contemplates another day at home on the couch
trying to make sense of her life and living with hep C, Matthew thinks about the effect on his family.

The Big Combo features in-depth interviews with Ms Melissa Bagatella of Liverpool Hospital, Prof Geoffrey
Farrell of Westmead Hospital and Dr Greg Dore of St. Vincent’s Hospital.

Copies of the video will be sent, free of charge to a wide range of health agencies in NSW. Copies are also
available for sale or loan from the Hepatitis C Council. To buy a copy of the video, or to borrow it (you only
need to pay for return postage), call us on 02 9332 1599 (Sydney callers) or 1800 803 990 (other NSW callers).

Dental Health and
Hepatitis C
This resource, recently developed by the Australasian Society
for HIV Medicine, will be useful to people with hepatitis C and
all members of their dental health team. As well as covering
basic facts of the virus and infection control procedure, it
provides specific information on managing the dental health of
people with hepatitis C, covering issues such as xerostomia
and drug interactions.

People can download a PDF copy of the supplement from the
ASHM website:  www.ashm.org.au

Copies of the supplement are available free of charge from
ASHM by phoning 02 9368 2700, or placing an email order
on:  ashm@ashm.org.au

Single copies are also available, free of charge, from the
Hepatitis C Council of NSW - 02 9332 1599 (Sydney callers)
or 1800 803 990 (other NSW callers).

Explaining NSP
Since their introduction in 1987, needle and syringe programs have made a significant
contribution to the prevention of the spread of HIV, HCV and other blood borne infections.

Needle and syringe programs also provide an important point of contact for injecting drug
users in terms of the provision of information, education, referral to drug treatment
programs and other health care services.

This position paper was prepared by the Prime Minister’s Australian National Council on
Drugs and is valuable reading for all those interested in harm minimisation and preventing
transmission of hepatitis C.

Single copies are available, free of charge, from the Hepatitis C Council of NSW - 02 9332
1599 (Sydney callers) or 1800 803 990 (other NSW callers). It can be downloaded from the
Council’s website:  www.hepatitisc.org.au
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expert comment conference update

A recent study from the United States has suggested that people
who have been previously infected with HCV but have cleared
infection may be partially protected from HCV reinfection.
Approximately 30% of people who have been infected with HCV
clear virus in the initial two years following infection. People in
this category test positive on HCV antibody testing, but on tests
that directly detect virus (such as the PCR test) they test negative.
Clearance of HCV infection indicates no risk of either HCV-related
chronic liver damage or virus spread. However, education and
counselling messages for this group have highlighted the risk of
reinfection following further exposure to HCV. Does this study
change these education messages?

The study was undertaken in Baltimore among a large group of
injecting drug users. The researchers compared the rate of HCV
infection among individuals with no evidence of prior infection
(HCV antibody negative) with the group who had previously been
infected but cleared HCV (HCV antibody positive, PCR negative).
The rate of HCV infection was relatively high in both groups, but
almost twice as high in those with no previous infection (21%
versus 12% per year risk). Furthermore, those individuals in the
previously infected group who were reinfected had a much lower
rate of chronic infection compared to those not previously
infected (33% versus 84%). Thus, the previously infected group
were thought to have acquired some protective immunity from
reinfection and possibly less severe outcomes if reinfected.

As with most studies there are certain limitations in their study
methodology. The two groups that they compared had several
important differences on baseline demographic and behavioural
characteristics. The previously infected group were approximately
10 years older, less likely to have injected during follow up (65%
versus 79%), less likely to have shared needles (19% versus 44%),
but had a higher rate of heavy drug use (>=1/day)(33% versus
21%). Although they adjusted their analyses to take into account
some of these factors, it is possible that the differences in rates of
infection were due to differences in exposure to HCV, and not
indicative of partial protection from infection. For example,
younger age has been shown to increase the risk of exposure to
HCV, but they did not adjust for the significant age difference
between the groups. Even if there is some development of
protection against reinfection among previously infected
individuals, it is certainly only partial. The rate of new infection in this group was still high (12% risk over one year).

Thus, education messages should definitely continue to outline the risk of reinfection for people who have been fortunate enough to clear
HCV infection. Other studies indicate that reinfection can even occur with the same strain of virus.

What about the other issue of an increased chance of HCV clearance if someone has previously cleared infection. Does first time lucky
indicate second time lucky? Clearance of HCV infection is probably determined by a combination of host (the individual) and viral (the
virus) characteristics. For example, some studies have suggested an association between HCV clearance and age, ethnicity and gender.
People who develop acute hepatitis (jaundice) at the time of initial infection also appear to be more likely to clear virus. The higher rate of
clearance among people in the previously infected group (who had to have cleared infection to be included in the study) probably
indicates the presence of host characteristics that favour eradication of HCV. However, clearance is certainly not guaranteed, as
demonstrated by the development of chronic infection in one in three of the cases of reinfection in this group.

Although the study’s findings should not change our current education and counselling messages, it may provide insights into development
of effective HCV vaccines. If there are characteristics that can be identified that help protect from initial infection or development of
chronic infection, these could certainly facilitate vaccine development.

� Prof John Kaldor and Dr Greg Dore are Deputy Director and Senior Lecturer (respectively) at the National Centre in HIV

Epidemiology and Clinical Research.

Expert comment on our page 8 news
item, Prior HCV infection may offer
immunity, provided by Dr Greg Dore and
Prof John Kaldor

By Brian Francis

Even after months trawling the net, it would be difficult to attain the
range and depth of information an event such as this provides.

The organisers for the conference promised a plethora of expertise
and experience in research, health promotion and treatment. The
program lived up to its promise by including workshops and
plenaries on topics, such as: Community Responses (Doin’ it
Kingswood style); Epidemiology and Social Research; (Unmet
needs of people living with Hepatitis C); and, Basic Sciences
(Biochemical characteristics of cynocobalamin HCV IRES
interaction: implications for a novel translation control).

There was a whole lot more, too much to mention here but if
readers wish to peruse the program and list of papers presented,
they may contact their local Hepatitis C Council.

Whether it came to discussing relevant areas of expertise or topics
of further interest, I found the presenters to be open to questions
and even criticism. The presenters: scientists, epidemiologists,
medical and health professionals, were well versed and focussed in
their fields. The surprising aspect for me was how keen the
presenters were to discuss how people might be affected by various
aspects of the virus and treatments and how best we might
minimise negative responses.

I came away reassured that we have the best minds and spirits and
that we are all working towards similar goals.

� Brian Francis is a health care worker specialising in the field

of Alcohol & Other Drugs and was sponsored by the
Council to attend the Third Australasian Conference on
Hepatitis C, held in Melbourne, 25-27 March 2002.

My reflections on the Third Australasian 
Conference on Hepatitis C
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research update

Citalopram safely relieves
hepatitis C depression

Citalopram appears to be a safe, effective,
and well-tolerated agent for the treatment
of major depression in people with
hepatitis C, according to results of an open-
label trial.

Dr Ondria Gleason and colleagues, of the
University of Oklahoma College of
Medicine, Tulsa, chose to evaluate
citalopram for this purpose because of “its
favourable side effect profile and its limited
interaction with cytochrome P450
enzymes,” they note in The Journal of
Clinical Psychiatry for March.

The trial involved ten men and five women
with hepatitis C but no evidence of
cirrhosis or liver failure. Dosage was
initiated at 20 mg/day then adjusted as
necessary. At week 4, doses ranged from 10
to 40 mg/day.

Mean scores on the Hamilton Rating Scale
for Depression decreased significantly from
19.2 at baseline to 7.7 at the end of 8
weeks. Thirteen subjects, including all four
concurrently treated with interferon
exhibited at least a 50% reduction in their
depression score.

Psychiatric symptoms, as measured by the
Hopkins Symptom Checklist-90-Revised,
and quality of life, assessed by the Medical
Outcomes Study Short Form Health Survey,
also improved significantly.

Interferon treatment itself is associated with
increased depression. Previous studies of
people with chronic hepatitis C
documented rates of depressive disorders
ranging from 22.4% to 28%, about twice
the lifetime prevalence reported in the
general population.

Thus, Dr. Gleason’s group concludes,
“management of depression in the setting
of hepatitis C...may also improve a person’s
candidacy for and possible successful
completion of interferon therapy for
hepatitis C, which otherwise may be
contraindicated.”

J Clin Psychiatry 2002;63:194-198.

� Abridged and reprinted with thanks

from Reuters Health via
www.medscape.com

Out of the frying pan, into the
fire: fatigue levels in the
general population

Two surveys of men and women residing in
Newcastle, NSW, have shed light on
people’s perceived health needs.

In 1987 and 1994 cross-sectional surveys of
women and men (respectively) were
carried out. The initial study aimed to elicit
people’s concerns about health and their
perceived health needs. The second study
used similar demographic catchment and
survey questions to allow for cross-
comparison of findings.

Common health concerns - to women and
men - included tiredness, stress,
overweight, lack of exercise and disturbed
sleep. Tiredness and stress featured in the
three top issues for both genders.

Actual health problems experienced by
women and men included tiredness, stress,
anxiety, overweight and disturbed sleep,
with tiredness and stress again featuring in
the top three health problems for both
genders.

In regard to experienced problems where
people would have liked more assistance,
stress, cost of medical care, money
problems and disturbed sleep were
common to both genders.

When comparing the results on a gender
basis, and in comparing these to other
relevant Australian studies, the authors of
the second survey suggested that both
women and men share a broad concept of
health that includes social and economic
factors.

Of great relevance to readers of this
magazine and people with hepatitis C is the
apparent high incidence of fatigue and
stress among the general population. This
residual fatigue could either exacerbate the
symptoms that a person with hepatitis C
might already experience, or it could be the
actual cause of someone’s tiredness, rather
than their HCV infection.

Fletcher, R. Men’s perceived health needs,
NSW Public Health Bulletin. Vol12, No12,
Dec 2001.

� HCCNSW

[For further information on
undiagnosed medical need, see
HCR, Ed36, p20. Ed.]

In a previous readership survey, many readers said they wanted to see more highly detailed information on hepatitis C. The above  articles attempt to meet t
sometimes appear to contradict current HCV beliefs, such scientific debate is of great benefit, leading  to a better long term understanding of HCV and its ef
terminology, or for further information, please speak to your doctor or specialist, or phone the NSW Hep C Helpline on 9332 1599 (Sydney callers) or 1800

The presence or absence of hepatitis C
virus RNA in the semen remains
controversial, mainly due to technical
difficulties associated with nucleic acid
detection.

The aims of this study were to assess the
presence of HCV RNA in spermatozoa and
in seminal fluid using different PCR and
non-PCR methods and, in the case of HCV
presence, to correlate this detection with
the viraemia.

Serum and semen samples from 25
hepatitis C RNA positive men were studied.
The semen was separated into spermatozoa
and seminal fluid and HCV RNA was
analysed in each using RT-PCR and
branched DNA.

All three approaches failed to demonstrate
HCV RNA in semen. The presence of an
inhibitor of the PCR was demonstrated in
seminal fluid but not in spermatozoa.

The results confirmed the lack of detection
of HCV RNA in semen by PCR- and non-
PCR techniques and support the view that
viral contamination in semen remains, if
present, at a very low level. Nevertheless,
epidemiological studies are required to
definitively assess the absence of sexual
transmission of HCV.

Debono E, Halfon P, el at. Absence of
hepatitis C genome in semen of infected
men by polymerase chain reaction,
branched DNA and in situ hybridization.
Liver 2000 Jun;20(3):257-61

PubMed: go to  www.ncbi.nlm.nih.gov/
entrez/query.fcgi  and search for
‘10902978’

� Abridged and reprinted with thanks

from the internet email list, HEPV-L

Absence of hepatitis C virus
in semen
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research update

Interferon and Amantadine treatment
for hepatitis C

The medical management of people with chronic hepatitis C has
evolved significantly over the last several years, but even improved
regimens combining pegylated interferons with ribavirin fail to
eliminate virus in 20% to 50% of cases. Additionally, current drug
therapies are often associated with serious side effects necessitating
dose reductions or discontinuation of treatment. As a result,
clinicians are now focused on the potential utility of additional
therapeutic options.

In this setting, amantadine, a tricyclic amine demonstrating
antiviral activity against influenza A and other viruses, including
some flaviviridae (to which hepatitis C virus belongs), may offer
therapeutic promise. However, the results of recent controlled trials
on the efficacy of this agent combined with interferon-based
regimens in HCV infection have been conflicting.

Therefore, Helbling and associates conducted a large, double-
blind, randomised, placebo-controlled, multi-center trial to clarify
the efficacy, safety/tolerability, and cost-effectiveness of amantadine
plus interferon alfa for treatment of people (previously untreated for
their chronic hepatitis C).

This study involved 246 patients who were randomised to receive
interferon alfa-2a and either amantadine sulphate or a placebo
(harmless look-alike pill). Treatment continued for a total of 52
weeks if HCV viral load had fallen below detection limit at week
10. Therapy was terminated if after treatment week 10 serum HCV
RNA remained detectable by PCR. Subjects were followed for 24
weeks off therapy.

Overall, results showed that the addition of amantadine to
interferon alfa therapy was only marginally effective (at best) in the
management of previously untreated people with chronic hepatitis
C. That is, after 10 weeks of treatment 55% of people treated with
amantadine and 62% of people treated with placebo had lost HCV
RNA. Moreover, after 24 weeks of follow-up, 21% of those in the
amantadine arm and 14% in the placebo arm remained HCV RNA-
negative; virologic breakthroughs occurred less frequently in the
amantadine group than in the placebo group (12% vs 22%).

Although amantadine was well tolerated and generally more cost-
effective than interferon monotherapy, combined interferon/
amantadine is less effective than the current standard of care:
interferon-based regimens in combination with ribavirin.

Therefore, based on these findings, the study authors suggest that
the routine clinical use of amantadine (in place of ribavirin) is not
justified in the management of people with chronic hepatitis C,
previously untreated.

Helbling B, Stamenic I, Viani F, et al. Interferon and Amantadine in
Naive Chronic Hepatitis C: A Double-Blind, Randomised, Placebo-
Controlled Trial, Hepatology. 2002;35(2):447-454

� Abridged and reprinted with thanks from

www.medscape.com

this need. Although individual research articles may
ffect on peoples’ health. To clarify any medical

0 803 990 (NSW callers).

Transplanted stem cells transform into
hepatocytes

For the first time, donor stem cells injected into adult human beings
have been observed to differentiate into mature cells of liver, gut,
and skin, reports The New England Journal of Medicine.

“There are great data available since 1999, but our study is the first
to show similar findings on a clinical level using circulating stem
cells,” lead author Dr Martin Korbling told Reuters Health.

Dr Korbling and colleagues, of the University of Texas M.D.
Anderson Cancer Center in Houston, evaluated biopsy specimens
from five women after they had received peripheral blood stem cell
transplants from their brothers, and from one who had received a
bone marrow transplant from her brother.

“Tissue specimens, taken at different time points, demonstrated that
donor-derived cells that show up in liver, skin, and the gut show up
very early, 2 to 3 weeks after transplantation, for up to 1 year after
transplantation, and they stay for couple months, if not years,” Dr
Korbling said.

Dr Zeev Estrov, senior author of the paper, speculated that by
concentrating stem cells and treating them with cytokines to
promote differentiation into the tissue type desired, they can then
be used to repair damaged tissue in solid organs.

Dr Janis Abkowitz, of the University of Washington in Seattle,
expressed reservations in an accompanying editorial. He told
Reuters Health that the hope behind such research is to develop
ways in which an individual’s own circulating stem cells can be
used to repair diseased tissue.

“However, there is much more work required before this hope
becomes a clinical reality,” he pointed out. “It is likely that a
transplanted stem cell very infrequently becomes a cell of another
tissue, and I suspect that the experimental approach of Korbling
overestimated the efficiency of plasticity.”

Even if the number of differentiated cells was not overestimated
and the differentiated cells bear the cell surface phenotype of the
desired tissue, Dr Abkowitz is concerned that they may not
function appropriately, effectively, or durably.

N Engl J Med 2002;346:738-746,770-772.

� Abridged and reprinted with thanks from Reuters Health via

www.medscape.com



30          The Hep C Review          Edition 37          June 2002

research update

Introduction

The Strategic Research Development Committee
(SRDC) is a Principal Committee of the National
Health and Medical Research Council (NHMRC).
Its objective is to develop strategic research
capacity in areas where current research does not
match the magnitude of its importance to health
care in Australia. The SRDC provides a
mechanism through which the NHMRC can
target research funding, and SRDC has a
discretionary budget to commission such work.

In 1998, the SRDC felt that social and
behavioural research into hepatitis C warranted a
strategic focus and made Aust $1 million dollars
available for research that would:

• identify strategies that will slow the

spread of hepatitis C, and

• improve the quality of life of people with

the disease.

Twelve projects were funded under the program.
These covered a range of issues from looking at
why young people start injecting drugs, to
identifying those ‘at risk’, to harm minimisation
and examining the quality of life, social and
health needs of people living with hepatitis C.

Living with hepatitis C

The Program was ground-breaking because it is
the first time that the psychosocial aspects of
living with hepatitis C have been targeted.
Previous studies of the quality of life of people
living with hepatitis C have tended to reflect the
clinician’s perspective on hepatitis C issues.
Symptoms such as fatigue, nausea and muscle/
joint pain are well known in association with
hepatitis C infection. What has not been
identified before, however, is the occurrence of
‘hep C attacks’ – clusters or ‘episodes’ of multiple
symptoms, typically comprising overwhelming
fatigue, hypersensitivity, irritability, pain and
depression/mood swings.

Exploring the experiences of people living with
chronic hepatitis C infection, Michael Dunne
(Queensland University of Technology) found that
over half the people he interviewed for his study
experienced ‘hep C attacks’. They varied widely
in the time of onset and duration.

However, apart from fatty foods and alcohol
(which induce nausea and abdominal pain) no
triggers were identified. These ‘hep C attacks’ had
a major effect on the quality of life for people
living with hepatitis C because of the uncertainty
caused by not being able to predict their onset or
severity. Other factors contributing to this feeling
of uncertainty were heightened by doubt about
the origin of symptoms, fear that the illness is a
long-term disability or will shorten life, and lack
of social acceptance.

Pyschosocial factors such as these feelings of
uncertainty and depression experienced by many
people living with hepatitis C need to be taken
into account by health professionals working
with people who have hepatitis C.

“Although general practitioners are confident
about the clinical management of hepatitis C,
they are somewhat less confident about the
psychosocial aspects of care,” said Leena Gupta
(Central Sydney Area Health Service).

Dr Gupta conducted a national survey of the
needs, outcomes and patterns of care for general
practitioners in diagnosing and managing
hepatitis C. Almost one-third of general
practitioners reported that they would like to
acquire better skills in pre- and post-test
discussion for hepatitis C.

Sadly, despite its importance where the test result
is positive and although testing services report
that they offer pre- and post-test discussion, many
people living with hepatitis C report that they do
not receive pre- or post-test discussion.  A study
conducted by Wendy Loxley (Curtin University of
Technology) found that three-quarters of injecting
drug users attending a testing service in Western
Australia said they had not received any pre-test
discussion and less than twenty percent had post-
test discussion. This was despite the testing
services stating that they provide pre- and post-
discussion. A similar picture was found among
Victorian women living with hepatitis C where
Sandy Gifford (Deakin University) found that
77% of women did not receive any pre-test
discussion and 51% of women did not receive
any post-test discussion at time of diagnosis.
Almost one quarter of women participating in the
study did not know that there is treatment
available for hepatitis C.

Interestingly, the same study found that levels of
satisfaction with the way they were told about
their diagnosis were strongly associated with the
length of consultation time rather than the
person, place or way that the results were given.
Pre- and post-test discussion is vitally important
for people living with hepatitis C.

Professor Gifford’s study also found that current
injecting drug users were more likely to report
negative treatment by health professionals. In
many cases this led to confusion about hepatitis
C and issues around pregnancy/breast feeding
and, in some cases, women were advised not to
go ahead with pregnancy because of their
diagnosis. In other cases, sharing their positive
hepatitis C status threatened custody or access to
their children. The study concluded that the
physical, mental, emotional and social impact of
living with hepatitis C has been underestimated
and, in keeping with Wendy Loxley’s findings,
there is a need to improve information, support
and referral before and after testing and at the
time of diagnosis. Stigmatisation, relating to both
the infectiousness of hepatitis C infection and its
association with injecting drug use, was also the
most enduring aspect of living with hepatitis C
infection found in Michael Dunne’s study.

Stopping the spread of
hepatitis C

Access to hepatitis C testing and discussion
services is essential to reduce the social and
economic costs of hepatitis C infection. A study
conducted by Nick Crofts and Michael Kerger
(Centre for Harm Reduction, Macfarlane Burnet
Institute for Medical Research) showed that
injecting drug users are comfortable being tested
and counselled by a peer in a familiar and
convenient environment. Educational counselling
received from a credible and empathetic peer
was highly likely to be acted upon.

“Needle Exchange Programs need to be
resourced to employ and train an extra staff
member to deliver testing and counselling for
hepatitis C and other blood-borne viruses and to
deal with overdoses,” said Michael Kerger.

“Such a development would be a useful initial
step towards improved primary health care for
drug users, and generate further information
about modes of delivering service to this
marginalised population.”

Although most people injecting drugs are aware
of the danger of contracting hepatitis C through
shared needles and most actively avoided doing
so, the Australian blood borne virus and injecting
drug use study conducted by Craig Fry (Turning
Point Drug and Alcohol Centre, Melbourne)
found that more than one-third of participants
regularly engage in practices, such as being
assisted with injecting by someone who had just
injected themselves. Such practices provide
opportunities for contact with another person’s
blood.

Hepatitis C research and the NHMRC
Everything you wanted to know about hepatitis C research but were too afraid to ask.
Penny Main reports on the national research game plan.
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Mr Fry found that injecting in a public place was
a key determinant of higher risk practices
because access to necessary facilities is limited
and the injection itself occurs in hurried
conditions. Other determinants included buying
and using drugs in a group and being in a
relationship where injection equipment was
shared as an expression of trust.

The study conducted by Erica Southgate
(University of New South Wales) found that
injecting drug users who knew their hepatitis C
status had a better knowledge of the risk factors
involved in hepatitis C transmission compared to
those who did not know their hepatitis C status or
are untested. However, those who knew their
status also have higher levels of sharing fits and
other equipment than those who did not know
their status or were untested. It was suggested
that this could be because they did not think that
the messages applied to them as a group.

The Southgate study also found that ‘speed’ users
have riskier injecting practices than heroin users.
Heroin use has been extensively studied and a
shift to other injecting drugs due to the heroin
drought has been noted. A profile for speed users
compared to heroin is currently being developed
by the research team.

A common theme emerging from the research
was that there is a lack of culturally and
contextually appropriate information available for
injecting drug users.

“Injecting drug users access different sources of
health information to other people in the
community,” Sandy Gifford said.

Lack of creative, culturally informed resources for
injecting drug users of Vietnamese ethnicity led a
team headed by Nick Crofts and Peter Higgs
(Centre for Harm Reduction, Macfarlane Burnet
Centre) to develop resources for harm reduction
in collaboration with Vietnamese injecting drug
users. These resources included the development
of activities including role-plays, discussions,
agency visits, videos and guest facilitators.

Similarly, lack of appropriate information about
the transmission of blood borne viruses for high
risk young people, led Susan Sawyer (Royal
Children’s Hospital Research Institute, Victoria) to
design and pilot a peer education strategy about
hepatitis C for young injecting drug users aged 15
to 22 years, using a dynamic approach to
recruitment. Young people attending a needle
exchange program over a 12-week period were
given one-to-one education focusing on areas of
knowledge of risk minimisation that are often
misconstrued. Participants were invited to attend
a follow up session during which they were
invited to recruit and educate peers. Interested
people were briefed on how to do this.

On the other hand, a study of injecting drug use
in Melbourne’s gay male community conducted
by Gary Dowsett (Australian Research Centre in
Sex, Health and Society, LaTrobe University)
found that injecting drugs is not regarded by
many in the gay community as an approved
pastime. As a result, gay men in the community
who inject drugs recreationally tend to do so in
private or with a small circle of friends.

Many gay men who inject have developed
techniques to maintain safety in their injecting
practices in relation to HIV but their knowledge
of hepatitis C transmission is patchy. No single
pattern of injecting drug use was observed. It is
important that gay men be included in the
development of educational materials about
hepatitis C prevention.

A different approach was taken by Alex Wodax
and his team from the National Drug and
Alcohol Research Centre at the University of
New South Wales. This study aimed to minimise
risk of spreading hepatitis C and improve the
quality of life of injecting drug users by shifting
from injecting to non-injecting routes of
administration (smoking, snorting, oral ingestion
and shafting) using cognitive behaviour therapy.
Although only small numbers were followed up,
these participants showed a shift in route of
administration with some participants no longer
using heroin or amphetamines.

Of course injecting drug use is not the only way
that hepatitis C spreads. Any practice that
involves contact with blood can transfer the
hepatitis C virus. For this reason, each State has
developed guidelines for use by operators
involved in skin penetration. One of the projects
funded under the Program looked at the
knowledge and attitudes about safe skin
penetration practices among tattooists,
beauticians and hairdressers in New South
Wales.

A team from the University of Newcastle led by
John Wiggers interviewed tattooists, beauticians
and hairdressers to find out whether they had a
copy of the guidelines and, if so, what their
knowledge of the guidelines was. A second
strand to the project was to assess the knowledge
of the environmental health officers employed by
local councils and public health units in
administering the New South Wales guidelines.

The study found that only 82% of tattooists, 56%
of beauty therapists and 32% of hairdressers had
received them. Although all environmental health
officers had a copy of the guidelines, they had
only a moderate knowledge of their contents. Of
the three groups of operators, tattooists had the
best overall knowledge of safe practices to
prevent spreading hepatitis C and were more
likely to comply with the guidelines.

Conclusion

The Program covered a wide range of topic areas
relating to living with hepatitis C and stopping
the spread of hepatitis C. One objective of
strategic research is to inform policy and
practice, although in reality policy and practice
are not always informed by research evidence.
Similarly, much research endeavour is completely
unrelated to the policy or practice environments,
either as a means of creating a policy agenda or
validating an existing policy or practice strategy -
although it may be good science!

One objective of the SRDC is to close this gap.

In developing the Program, the SRDC sought to
ensure that there was interaction between the
researchers and the policy and practice
environment. However, for research to
successfully influence the policy and/or practice
environments, the research outcomes must be
sustainable outside a research setting and
perhaps ideally transferable to other settings and
conditions.

The challenge before you, as consumers and
service providers, is to implement the findings of
this research program into policy and practice.

� Penny Main is the project officer for

social and behavioural research into
hepatitis C at the NHMRC.
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Paul Harvey reports on the Third Australasian
Conference on Hepatitis C, held in Melbourne,
25-27 March 2002.

Preface
What struck us in summarising Community
Responses, was the powerful confounding impact
of discrimination and stigmatisation around
injecting drug use.

Speakers argued that this discrimination was a
social construct, the result in most part, of almost
a century of illegality. This illegal nature of
injecting, the primary HCV transmission risk
behaviour, greatly complicates our HCV
community response. It impinges on the political
and community-wide support necessary for a
successful HCV response and it alienates those
people most at risk.

Prevention: why do people
still get hep C?
• Risk of contracting HCV is not a major issue

for many people who inject.

• Different drugs involve different injecting

patterns and behaviours – a confounding
issue when developing prevention initiatives.

• There’s the old “when people gotta share,

they gotta share” dynamic.

• There is wide variation of HCV awareness

among the wide range of people who inject.

• Many people with HCV, or at risk of

contracting the virus, feel they will
inevitability contract it.

• HCV infections are quite benign, for many

years, for most people. This does not help
promote a sense of urgency.

• Distrust and dislike around HCV and

injecting drug use exists within the wider
community.

• In many local government areas, there is a

lack of support for NSPs, represented most
dramatically by the closing of successful
program outlets due to political pressures.

• There are varying levels in quality of service

provision among NSPs. Some are in close
proximity to police stations, others have
quite a clinical appearance.

• The withdrawal of equipment suitable for

injecting methadone – an action that has led
directly to riskier injecting practices.

• Need for expanded role and enhancement of

NSPs – they’ve never achieved full potential
in addressing HCV.

• Need to resolve issues arising from HCV’s

politicial siting within an HIV framework –
HIV lobbyists urging IDU groups to become
more mainstream and ‘acceptable’ highlights
their poor understanding of the IDU sector &
communities.

• Better research is required into patterns of

injecting and how these may inform
interventions, peer education and
community development.

• Need to make general community &

politicians want to prevent further HCV
transmissions.

• Need to make people who inject want to

avoid contracting HCV.

• We can’t assume that education &

information resources will change behaviour.

• Although peer education (word of mouth) is

a successful approach to behaviour change, it
remains under resourced and under utilised.
There is a need for more complex and better
resourced peer education strategies.

• To address the high levels of isolation and

stigmatisation among many people who
inject, a need exists for community
development among injecting communities.

Treatments & management:
what do we want?
• We need to remember that HCV diagnosis

has a profound psychosocial impact on many
people, represented in the extreme with the
reflection, “Am I going to die?”

• There is a need for better counselling at an

individual level, and greater education and
awareness at both individual and community
levels.

• Speakers highlighted the effect of people’s

negative self labelling (self esteem), due to
perceived social stigma, fear of social loss,
fear of illness and death, and negative
responses of health care workers (HCWs).

• It was noted that many people felt more

isolated from the wider community and more
dependant on the health care system,
following diagnosis.

• People reshaped their self image relative to

their knowledge of HCV – which was
sometimes very poor.

• A “Wellness” model of health care was

suggested for hep C services. Such a model
would encompass a ‘whole of life’ rather
than a ‘response to illness’ approach.

• Some speakers promoted their positive

attitudes to living with HCV – maintaining all
their social relationships and living in the
world, rather than withdrawing.

• They promoted taking responsibility and

ownership of personal health care, in part, by
being more involved in decision making.

• It was suggested that many people perceive

whole groups of health care workers to have
inadequate knowledge around HCV and
hepatitis C management.

• We heard about people from culturally &

linguistically diverse backgrounds having
various special needs relating to: language
difficulties, a lack of choice  when accessing
health care services and cultural friction
around hepatitis C, infectiousness, injecting
drug use and stigma.

• One speaker reported on a mentor-type

model whereby a worker assists a client
through the health care system.

• Another speaker highlighted that

complementary and alternative medicine was
being utilised by increasing numbers of the
wider community, and that many more
allopathic practitioners were interfacing with
their complementary and alternative
medicine (CAM) counterparts.

• Current health care arrangements do not

generally support CAM practitioners (eg. 15
min consultations).

• A recommended integrated approach to

allopathic/CAM health care was the Hepatitis
C Choices Manual, found at  http://
www.hepcchallenge.org/manual/index.htm
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• Hepatitis C/injecting drug discrimination

often has a enormous impact on many
people: within social and family
relationships, in access to health care
services, in the workplace and within other
areas such as insurance. It also impacts on
the success of prevention initiatives.

• Why is injecting drug use so reviled by wider

community? One speaker suggested differing
possibilities: it’s seen as a moral failing of the
individual (deviancy), or as a disease of the
individual (sickness) or as a social/legal
construct of the 20th century.

• Drug injecting has become a law

enforcement issue and heavily structuralised
within modern society. Individuals who
inject expect to be vilified and discriminated
against.

• Even where people with hepatitis C or people

who inject choose anonymity, the ‘burden of
silence’ can be great.

• It was reported that in the UK, hepatitis C

was not covered under their Disability or
Employment Acts.

• It was noted that New Zealand’s Public

Health legislation decrees that people with
HCV cannot work in the food handling
industry and that GP’s have a legal duty of
care to inform employers should a person
under their care not do so themselves.

• HCWs and related service providers should

work in closer geographical and social
proximity to injecting communities.

• There is a strong need for Drug Law Reform.

• There was a question about how ANCAHRD

can better respond to all these challenges. It
was suggested that the current review of
ANCAHRD within the National Hepatitis C
Strategy review provided good opportunity
for comment.

• A multifaceted approach under stewardship

of committed leadership was lacking.

• It was noted that too often, departmental

committees work in comparative isolation
from each other.

• There is a need for high profile hepatitis C

and injecting personalities and ambassadors.

• Frontline workers in NGO sector and allied

health need skilling in helping address/
resolve discrimination situations, rather than
simply referring on.

Developing community
responses
• There was acknowledgement that community

responses had evolved organically – whether
in Australia, the UK or in New Zealand.

• It was heard that, due to local dynamics,

community responses had taken different
directions: Australia adopting a partnership
model, similar to the preceding HIV
response; UK community adopted a more
independent approach building up a
structure that can better lobby and engage in
political activism; NZ approach led to
divergent streams of medically acquired
versus injecting acquired, although moves
are afoot to bring these groups together.

• Common thread is that there is much to be

done to reduce transmission and
discrimination, and to improve access to
health care and health maintenance.

• It was suggested that there’s a great need for

peer education and community development
among communities of people who inject.

• Speakers from other streams suggested the

need for political activist groups.

• User organisations need to remain and,

indeed, increase their connection to using
communities, rather than become
‘mainstream’ and ‘more acceptable’ .

• There were calls to expand ‘peer education’

and to introduce activist models of
community development.

• Organisations could enhance community

development by: providing supportive
environments and the resources and
opportunities by which people can realise
their potential, and by nurturing and
supporting these ambassadors in their efforts
to achieve change.

• It was emphasised that any community

response must address IDU discrimination.

Conclusion
Overall, the stream encompassed and discussed
several major issues. It provided good
opportunity for clinicians, researchers, health
workers and individuals with HCV to reflect on
past achievements, future challenges and
necessary strategies.

� Paul Harvey is coordinator: information

& resources at the Hepatitis C Council of
NSW.

Identifying barriers to health
maintenance
• Isolation of many people with hepatitis C or

who inject, from mainstream medical
services.

• Fears around possible breaches of

confidentiality.

• Dislike of the way that medical profession

disempowers “patients”.

• People’s personal attitude to their own

illness.

• Need for better education & counselling,

involving longer consultations.

• HAV/HBV vaccinations should be freely

available.

• Lack of certainty around complementary &

alternative medicine.

• HCV genotype testing should be freely

available.

• Need for more personalised prognosis

advice.

• Need for more sophisticated advice around

alcohol intake – rather than simple, “Just say
no” approach.

• Better access to pegylated combination

therapy.

• Powerful emotional dynamics of HCV

infection around blood, menstruation and
infectiousness.

• Current disease model of hepatitis C health

care services.

• Problematic attitudes and values of many

HCWs.

• Limited capacity of many service providers to

adequately improve their planning and
service delivery.

Discrimination
• Several speakers stressed that hepatitis C

discrimination was based on two issues:
misconceptions around transmission, and
HCV’s inextricable links to injecting drug
use.

• It was acknowledged that injecting drug use

isolates people from wider community.
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The story of 
Bloodbanks are institutions that didn’t
exist 100 years ago but the ability to
transfuse blood radically transformed
medicine as we know it, paving the
way for major surgery and medical
treatments, and saving literally millions
of lives.

The ABC’c Natasha Mitchell reports on
the story of blood.

In this century blood has made a truly epic
journey. According to Professor Douglas Starr of
Boston University and the author of Blood: An
Epic History of Medicine and Commerce, one
hundred years ago people had no idea what was
in store for this precious fluid, though they had
an inkling of its potential as a commodity, as well
as a life giver.

Douglas Starr: I think 100 years ago people were
realising blood’s role in medicine - it had been a
long process, probably 2500 years out of
mysticism. The old theory of the bodily humours
was gone, it was replaced with germ theory,
people were keeping medical statistics for the
first time, and the whole approach was much
more modern and practical.

Previous work had been done a couple of
hundred years earlier when - with tragic results -
blood was transfused from animals into people
for the mystical reason of transferring some of
their characteristics. In the 19th century, some
English scientists got the idea that it would be
better to use human blood, and James Blundell,
for example, in England, transfused ten people
over a period of years and only killed about half
of them. And that was pretty much the state of
the art at the turn of the 20th century.

At the dawn of the 20th century, one discovery
about blood changed the world. It had long been
noticed that blood from different people,
sometimes clumped when mixed. This was put
down to some inherent difference between sick
and healthy people. But one researcher observed
the blood of healthy people didn’t always mix
either. His name was Karl Landsteiner.

From mysticism to modern science, the Australian Broadcasting Commission’s Health Report traces
an important medical resource - part one of a three part series.

He was the person quietly working in Vienna
who by an elegantly simple experiment,
discovered that there were three, and later four,
main blood groups, and if you combined the
right ones with the right ones, the person
wouldn’t have a terrible reaction. This was a
pivotal discovery but it really wasn’t until maybe
a dozen or 15 years later that anybody else used
it.

Natasha Mitchell: It seems extraordinary that
Landsteiner’s discovery of blood groups went
unnoticed for so long. Although he published it
in a scientific journal, the word just didn’t
spread. It took until the 1930s before he finally
received a Nobel Prize for Medicine for what was
to become a phenomenal breakthrough.

What this 1900’s discovery eventually allowed
was the cross-matching of compatible blood to
be carried out between blood donors and
recipients. It heralded the modern era of
transfusion.

Douglas Starr: There were several things that
happened in New York within about ten years,
that I mark as the birthplace of modern
transfusion. One thing was Alexis Korel, the
famous French surgeon who moved to New York,
developed this incredibly complicated technique
of stitching blood vessels together.

He actually developed his manual dexterity in his
native Lyon by studying with a famous
seamstress, but in one case, a father who was a
colleague, asked him to come to their apartment
because they had given birth to a terribly
anaemic baby girl who would have died. And Dr
Korel stitched an artery in the father’s arm to a
vein in the baby’s leg, and directly transfused
blood - it was simple luck that they were of
compatible blood types.

And then Richard Lewison, also in New York,
developed sodium citrate which delayed the
clotting of blood, which really made it a
manageable resource. I should say it was another
30 years until they had blood banks, but finally,
by 1915 or so, transfusions could be done
reliably and they didn’t have to hurry, they didn’t
have to slice the people open, and they’d
changed from being a traumatic operation to a
relatively manageable procedure.

Natasha Mitchell: Once transfusions were up and
working, hospitals worldwide leapt at the
opportunity to save lives. Blood was emerging as
a biological resource. But how did they get
enough of it? Blood banks weren’t around to
build the stockpiles, yet.

Douglas Starr: The little known truth about how
blood banks began was the Soviets, who had
their own tradition of medicine, started taking
blood out of cadavers in the 1930s. This was
something that I didn’t believe until a famous
transfusionist in London, actually, showed me an
old film of this. Soviet doctors figured that there
was a point, after someone died, before rigor
mortis, and before the bacteria spread throughout
the blood, where you could actually take the
blood and use it to revive people who needed it.
And since you can’t keep the dead bodies lying
around, they figured out that you could store this
stuff in bottles.

In 1937 an American doctor in Chicago saw this
and he thought, “You know, cadavers are
ghoulish, and besides, you can’t get a cadaver to
come in and donate blood, at least not more than
once, so why not just have people do this, and
walk in?” And he had a catchy name for this
system of refrigerated bottles, and he called it a
blood bank. And so to the massive mobilisation
of blood.

Natasha Mitchell: But then the 1940s came onto
the scene, and I guess that was the biggest
bloodbath of all. What impact did World War II
have on the way we used, and even saw blood?

Douglas Starr: World War II saw the
transformation of blood to a strategic material.
The Americans and the British, and to some
degree the French, really harvested blood,
divided it into plasma which is the clear portion
that’s useable by soldiers at the battlefront, into
albumen and into disease fighting antibodies
called gammaglobulins, and it really saw the
industrialisation of blood.

Blood and blood products were shipped all over
the world to soldiers. The Australians used blood
and plasma, they supplied blood to Americans
fighting in the South Pacific, the Free French set it
up, the British set it up, the Americans, to a great
degree; the exiled Polish community set up a
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es the history of what has become

blood bank in Edinburgh to parachute plasma
into the Warsaw ghetto; the Dutch, even though
Holland was occupied by the Germans, set up a
clandestine blood collection and plasma
processing network, they bicycled the plasma
out.

And all the time this was going on, the Nazis had
absolutely none, because they were so stuck in
Nazi theology, they drove out all their best
doctors and did almost nothing to develop the
resource.

Natasha Mitchell: Here was a gift people on the
home front could give for free, to save the lives of
their fighting boys. Dr Mark Cortuila, from the
University of Sydney, is writing a history of blood
banking in Australia.

Mark Cortuila: During the war, it became quite
evident to military planners that Australia ran the
risk of not having enough blood supplies to
furnish the needs of its military personnel both
overseas as well as on the home front. So they
began a concerted effort to develop a national
emergency blood transfusion service that would
essentially enlist the support of volunteers who
would be willing to go to recruitment centres to
donate a sample. The blood would be typed and
checked for venereal disease, and then in a case
of emergency, these individuals would be called
upon to come to these centres and actually
donate blood.

Natasha Mitchell: People turned up in droves.
Blood became a strong symbol of wartime
patriotism. In the first month after the call for
donors, the Red Cross signed over 12,000 people
to their books.

Mark Cortuila: If you look at some of the
propaganda associated with war, you can see the
image of the dying soldier on the field, with a
bottle of blood sort of being held over him as
some mystical liquid that was sort of
miraculously reviving these individuals, which in
many instances in effect did. But the imagery of
blood during the Second World War was really
quite strong and it was used by these
organisations as a means of encouraging
individuals to come forth and become blood
donors.

Douglas Starr: I would say that
the face of war was changing in
World War II, it went from static
lines and trenches to blitzkrieg
lightning strikes, and medicine
had to change with it. So you
started seeing highly mobile
medical units, advance medical units,
and blood as well had to be mobilised.
So dried plasma, for example, could
travel all over, it didn’t need to be
refrigerated. Later in the war, portable
refrigerators were developed and
blood started going to the front as
well. But everything started moving
faster.

Natasha Mitchell: But what were the
problems with blood at this time?
Was it considered clean? Were
blood borne viruses or other
contaminants an issue?

Douglas Starr: Less so than now.
People worried about malaria and
syphilis and that was about it. Late in
the war, doctors started seeing blood
borne hepatitis, they didn’t know it
was a virus, they just knew it was
this disease where people turned
yellow and got very sick. But it was
much simpler, it was more rough
hewn. When a soldier is bleeding to
death on a battlefield, they weren’t
going to stop and say, “Could this guy
eventually get hepatitis?” they just
gave him the plasma or blood and
tried to get him out of there.

� Abridged with thanks from a

transcript of the ABC radio
show, The Health Report,
Monday 31 May, 1999.

Part two can be found in
the next edition of
The Hep C Review.
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Highlights from the First Canadian Conference on 

Injecting drug use and infection: legal and ethical issues

By Dr Jenny Heathcote

Dr Heathcote began her plenary talk by defining
the goals of therapy, which include:
1) eradication of the infection; 2) alleviation of
symptoms; and 3) prevention of progression to
cirrhosis.

She defined eradication as a negative HCV RNA
test six months after therapy, as negative results at
this time tend to remain negative for years, if not
decades thereafter, unless reinfection occurs.

She pointed out that alleviation of symptoms
often occurs with sustained responses, but the
symptoms that improve tend to be physical more
often than psychosocial. In terms of preventing
progression, she provided data indicating that in
sustained responders, inflammation on liver
biopsy is absent, and the extent of fibrosis is
decreased when analysed 10 years after
treatment.

Non responders on the other hand, have no
changes in the extent of their inflammation and
no change or a slight increase in the extent of
their fibrosis, the latter finding highlighting the
relatively slow progression of this disease.

Regarding treatment, Dr Heathcote emphasised
the importance of either abstaining or limiting
alcohol consumption to one drink per day. She
also pointed out that obesity increases the risk of
progression to scar formation. In patients with
mild disease or those with contra-indications to
presently available therapy, she emphasised that
waiting for new, more effective antiviral agents
was a reasonable option. She reviewed the
Canadian Association for the Study of the Liver
(CASL) guidelines for treatment, which include
sustained elevations in liver enzymes tests, a
biopsy showing progressive disease, and no
contraindications to therapy.

Treatment options and issues

She then pointed out that new agents designed to
prevent viral assembly and replication, as well as
those designed to stimulate the body’s immune
responses to viruses, will not be available for at
least three years.

The final segment of her talk dealt with issues
associated with current therapy. Highlighting the
results from studies not supported by the
pharmaceutical industry, she pointed out that
response rates with presently available agents
(standard interferon plus Ribavirin) ranged from
approximately 15% in patients with cirrhosis and
HCV genotype 1 to greater than 60% in those
without cirrhosis and with genotypes 2 or 3.
More encouraging were preliminary data with a
longer-acting form of interferon called pegylated
interferon (given weekly rather than every 2-3
days) which, together with Ribavirin, increases
sustained response rates to approximately 55%

By Dr Ralph Jurgens

Dr Jurgens reviewed the legal and ethical issues related to injection drug use
and HCV infection. The focus for of his presentation was a three year project
undertaken between 1997 and 1999 by the Canadian HIV/AIDS Legal
Network, designed to address these issues as they relate to HIV infection,
but which eventually encompassed HCV.

He began by stressing that rather than being helpful, present laws contribute
to the illnesses and problems associated with injection drug use. In support
of that opinion he offered the following: (1) Because drugs can only be
purchased on the underground market, they are of unknown strength and
composition, which may result in overdoses or other harm to the drug user;
(2) Fear of criminal penalties and the high price of drugs cause users to
consume drugs in more efficient ways, such as by injection, that contribute
to the transmission of HIV; (3) Because sterile injection equipment is not
always available, drug users may have to share needles and equipment; (4)
Significant resources are spent on law enforcement, money that could
instead be spent on prevention and the expansion of treatment facilities for
drug users; and (5) The most pronounced effect is to push drug users to the
margins of society. This makes it difficult to reach them with educational
messages; makes users afraid to go to health or social services; may make
service providers shy away from providing education on safer use of drugs,
for fear of being seen to condone use; and fosters anti-drug attitudes toward
the user.

Dr Jurgens then discussed whether injection drug use should continue to be
considered illegal. He pointed out that other, less intrusive and less harmful
means are available to respond to the use of drugs in a fashion that still
maintains (and in fact, may encourage) social order and protection of the
public. He continued by saying that alternatives to the current approach to
drug use and drug users are possible, and that from an ethical perspective,

considering alternatives to the current approach is not just possible, but
required. He argued that some aspects of current drug policy must be
reversed because of their intolerable social consequences, and that ethical
principles demand a more coherent and integrated drug policy that can
withstand rational inquiry and scrutiny, is responsive to the complexity of
the current situation, and allows for public and critical discussion.

The next section of his talk dealt with the frustration experienced by
individuals involved in providing care for people who use injection drugs.
He pointed out that health care providers are clear in terms of what needs to
be done, but uncertain as to how to achieve their goals within the current
legal system. The example he gave was: how can care providers manage the
drug dependency of injection drug users who are hospitalised for unrelated
health problems without violating existing laws and regulations? Other
points he touched upon were the paradox of needle exchange programs,
where society provides clean needles but not the clean environment for
injection.

He dismissed the argument that supervised injection sites send the “wrong
message” by pointing to the message presently being sent by not providing
such sites (ie. we are not concerned about the health and societal needs of
injection drug users). He then moved to the issue of treating HCV (or HIV)
in active injection drug users. Here he outlined the dangers of “assuming”
that an active injection drug user would be non-compliant with treatment.
Finally, he emphasized that the educational material provided to the public
and health care providers on injection drug use is often inaccurate and
incomplete. It is also often not relevant to those high risk groups
who have the greatest need for such information.



The Hep C Review          Edition 37          June 2002          37

conference update

n Hepatitis C

with the same frequency and profile of side
effects as occurs with standard Interferon plus
Ribavirin.

Another issue associated with treatment that she
touched upon was selecting patients unlikely to
respond to treatment. This category included
those with HCV genotypes 1, high levels of the
virus in the circulation, males, Afro Americans,
patients with fibrosis on liver biopsy, obese
individuals, and those with certain genetic
profiles. Later in her talk, she pointed out that
once on treatment with interferon plus Ribavirin,
if HCV RNA levels were still detectable at six
months, treatment should be discontinued. On
the other hand, if HCV RNA levels were
undetectable, treatment should be continued for
a full 12 months if the patient has genotype 1,

whereas the six months of therapy would suffice
for those with genotypes 2 and 3. She also
pointed out that in the near future, we will be
able to predict a response earlier in patients on
treatment by monitoring the amount of virus
present pre-treatment and then again one week
or one month after the start of therapy.

Cost is another factor associated with treatment
that she discussed. Here the major costs
identified were those for the drug itself ($15,000
US), one full-time nurse per 50-70 patients/year,
laboratory tests, lost income due to absence from
work, decreased work productivity, and
disharmony at the home.

The side effects of both interferon and ribavirin
were reviewed in detail, which helped explain
why these agents are contraindicated in certain
conditions.

Finally, Dr Heathcote reviewed from a historical
perspective the ten year history of treating HCV.
She noted that response rates have significantly
improved from figures as low as 6-10% with six
months of standard interferon in the early 1990’s
to 55% with pegylated interferon plus Ribavirin
in 2001. Her take home message was that HCV is
a slowly progressive disease where a cautious
approach to treatment is warranted. Non antiviral
therapies such as limiting alcohol consumption,
weight reduction where appropriate, and
immunophrophylaxis (vaccinations) against other
forms of viral hepatitis are often the only
therapeutic interventions required.

� From the proceedings (report) of the First

Canadian Conference on Hepatitis C,
Montreal, May 2001.

He concluded his talk with the following: 1) we (society) are obligated to do
move for injection drug users; 2) we have to facilitate rather than impede the
access of injection drug users to treatment and support services; 3) we have
to increase preventive efforts to limit the further spread of HCV and HIV
among people who use injection drugs; 4) we have to review our present
laws and policies and change them where necessary to render them more
flexible, relevant, and humane; and 5) we must be cognisant of the fact that
injection drug users are deserving of the same dignity we ascribe to others,
and they (the injection drug users themselves) should be invited
to play a more active role in policy development
and application.

� From the proceedings (report) of the First Canadian Conference on

Hepatitis C, Montreal, May 2001.
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Graphic, below, by Robin Moyer, taken and adapted with
thanks from A Day in the Life of Canada, Collins, 1984.


