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Injecting drug use in Australia:
needle & syringe programs prove their worth
but hepatitis C still on the increase

Needle/syringe programs have
resulted in enormous savings in both
lives and dollars claim Bob Batey
and Matthew Law.

Sixteen years after needle/syringe programs (NSPs) were first
introduced in Australia, after a period of civil disobedience and
amid intense controversy, the recent report Return on investment in
needle and syringe programs in Australia has convincingly
confirmed the effectiveness of NSPs in reducing HIV and hepatitis C
virus (HCV) infection among injecting drug users. The report also
draws attention to the program’s low cost and high cost-
effectiveness.

Commissioned by the Commonwealth Department of Health and
Ageing, the report summarises 778 years of data from 103 cities
around the world. In cities that had ever had NSPs, there had been
an average annual decrease in HIV prevalence of 18.6%, compared
with an average annual increase of 8.1% in cities without such
programs.

Australia’s NSPs were estimated to have cost Commonwealth and
State governments $122 million by 2000, but the return on this
investment was the prevention of an estimated 25 000 HIV and 21
000 HCV infections. By 2010, our NSPs will have prevented an
estimated 4500 deaths from AIDS and 90 deaths from HCV. The
savings to governments for HIV and HCV were estimated to be at
least $2.4 billion (allowing for conventional government 5% annual
discounting of future costs) or as much as $7.7 billion (without
discounting). By any reckoning, this represents an enormous saving
in both lives and dollars. In light of these outcomes, opposition to
NSPs amounts to public health vandalism and financial recklessness
with taxpayers’ dollars.

However, in spite of these gratifying health outcomes for
investments in NSPs, the annual incidence of HCV in Australia
continues to rise.

Hepatitis C is a very common chronic infection in Australia. At least
80% of infected people have acquired HCV through injecting drug
use. A recent report estimated that in Australia in 2001 there were
about 210 000 people with HCV antibodies, of whom 53 000 had
cleared their HCV infection, 151 000 were living with chronic HCV
infection and 6500 were living with HCV cirrhosis.

Furthermore, according to the report, despite the effectiveness of
NSPs in reducing HCV incidence among injecting drug users
(IDUs), there were 16 000 people exposed to HCV during 2001,
representing a 45% increase on the estimated 11 000 incident HCV
infections in 1997. The report also projected that the long-term
sequelae of HCV infection, such as cirrhosis, liver failure and
hepatocellular carcinoma, would all treble by 2020.

These two reports raise several important questions. First, why have
NSPs been so successful at limiting HIV infection among IDUs, but
less effective in reducing HCV infection? One important reason for
the apparent discrepancy is the greater infectiousness of HCV by
blood-blood spread compared with HIV, and consequently its
heightened transmission among IDUs.
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Another factor is the higher baseline HCV levels (of the order of 50-
70%) prevalent among IDUs when NSPs were introduced in
Australia in the late 1980s. At that time, only one in 200 IDUs
undergoing treatment in Sydney were infected with HIV. HIV
appears to have entered IDU populations in Australia in the early
1980s, about 20 years after HCV.

Second, why has HCV incidence continued to increase so rapidly in
Australia throughout the 1980s and 1990s, despite early and
vigorous implementation of NSPs? The answer appears to be a
combination of the increase in the number of young people who
inject drugs and the continued high incidence of HCV infection
among IDUs, and in particular among young people who have
recently started injecting drugs (around 20% of IDUs are infected
with HCV within three years of commencing injecting). The heroin
shortage in Australia beginning in 2000 may have interrupted the
increase in the number of IDUs, but whether a shortage will persist
is uncertain. It is too early to estimate the net costs and benefits of
the heroin shortage, but one benefit has been the 25% drop in
deaths from drug overdose between 1999 and 2000.

Finally, what should be done? Alternative strategies that need to be
considered (in combination with NSPs) include medically
supervised injecting centres, drug law reform, a trial of medically
supervised prescription of illicit drugs for treating refractory drug
users, introduction of harm-minimisation strategies into prisons, and
education programs to encourage people who do or might inject
drugs to consider non-injecting routes of administration. Such
strategies must be debated in the community and properly
evaluated. As each new HCV infection is estimated to cost
healthcare systems more than $10,000, such strategies make sound
health and financial sense. Many IDUs ultimately abandon injecting
illicit drugs — it is in everyone’s interests that they are still healthy
when they do so, to maximise the likelihood that they will lead
normal and useful lives.

With the recent confirmation of the effectiveness of NSPs in
preventing HIV transmission, it is important that society continues to
support these programs. This may appear self-evident, but closing
down NSP centres is often politically popular, especially in marginal
electorates in tight elections. We must not become complacent just
because a feared epidemic of HIV among IDUs has not eventuated.
There is no guarantee that it will not happen in the future, as has
been seen in some other countries. Any loss of resolve in the
commitment to NSPs increases the likelihood of an HIV epidemic
among IDUs, with potentially disastrous consequences for other at-
risk populations (such as female sex workers or Indigenous
Australians) and thence for the wider community.

| Matthew G Law - Statistician, National Centre in HIV

Epidemiology and Clinical Research, University of New
South Wales, Darlinghurst, NSW, Australia.

Robert G Batey - Director, Gastroenterology Department,
John Hunter Hospital, Newcastle, NSW, Australia.

Law MG and Batey. Injecting drug use in Australia:
needle/syringe programs prove their worth, but
hepatitis C still on the increase. MJA 2003; 178: 197-198
©Copyright 2003. The Medical Journal of Australia -
reproduced with permission.
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Canadian
developments

| read with interest your news article Crusading Mayor wins on
safe injecting sites (Ed40, p6).

Years of ever increasing reliance on supply-control achieved for
Canadians the worst HIV epidemic among IDUs in the
developed world but like many other countries, Canada is
starting to adopt a reality-based approach to drug policy.

The recently elected mayor of Vancouver, Larry Campbell, stood
on a platform of starting a Medically Supervised Injection
Centre (MSIC) and won. It’s a sign of the new drug policy
politics where evidence based policy is starting to win not lose
votes. But this story goes back some years and there is much
more to it than appears in the press.

I’'m from Vancouver and am familiar with the city’s downtown
East side. Quite some time ago, people were undertaking and
lobbying for progressive change in the Eastside with their
opponents being a cadre of self-serving city councillors who
impeded safe injection venues and other such initiatives.

In the recent elections, all but one of seven sitting right-wing
councillors lost their seats, and Vancouver now has social
democratic majorities on city council, as well as the parks and
school boards. Larry Campbell committed to putting Needle
and Syringe Programs and MSICs in the affluent
neighbourhoods in Vancouver, if they were needed. And he still
won in a landslide, even among those voters who usually are
NIMBYs.

There has been support for a more complex four pillar approach
(prevention, treatment, harm reduction, enforcement) for a
number of years. This is largely due to a group of savvy and
tenacious activists (including the Portland Hotel folks) working
these issues at a number of levels. Health Canada has pushed
for a multi-city piloting of MSICs, and while a dozen Canadian
municipalities have assented, their provincial governments have
not. And in the Canadian confederation, municipalities are
100% under the thumb of the provincial governments. That no
other city has the same horrific rates of HIV in Canada
(Montréal and Toronto each have sizable IDU communities, as
do many smaller towns in the natural resource sector) makes
their reluctance unsurprising.

What is different about Vancouver is the consolidation of
poverty in the early 80s, in the run-up to Expo 86. Many single
room occupancy hotels were razed, and the urban poor
migrated to the downtown East side, with nowhere else to go.
Stacking these folks quite literally on top of one another was the
first problem. The introduction of cocaine to the users in the
early 90s was the other. And the housing question is still a
critical one for the downtown East side.

Anyhow, anyone who wants to know more can contact me. I'm
happy to share whatever insights/experiences | have. | must say |
am quite impressed with Australian and NSW policy around
IDUs and service provision. Feel free to contact me at

j.egan @unsw.edu .au.

John Egan
Visting Research Fellow,
National Centre in HIV Social Research, UNSW
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Negate the negative

I was surprised to read Alana’s letter (Pina colada, ED38, p4) in
which she reported using Panadol. | wonder whether her relief
from fatigue was as much because she stopped taking Panadol
which in my eyes is poison for everybody.

My own experience of symptoms became a long and wearying
process of elimination, as one after another | identified
substances in my food that my bowels or liver didn't like, or
were associated with eczema or seemed to cause fatigue. |
came to these conclusions by keeping a diary of everything | ate
and all my symptoms. It seemed to me that symptoms were not
immediate following eating something questionable, but could
appear anytime up to a week later. | had to get to a baseline of
no symptoms, then test foods one at a time, over at least a week
and preferably two.

Over a couple of years, heaps of stuff ended up getting ditched
but | can now remain completely symptom free if | avoid
specific things. Now my bowel habits are back the way | like it.
Going once a day in the morning and barely even noticing. No
more agonising; will | have to go again in twenty minutes, will |
go at all, am | going to have awful flatulence for the rest of the
day, when will my stomach be flat again, is it possible to
actually wear out your sphincter? | never thought ordinary
bowel activity would make my heart sing, but it sure does.

I'd like to add a note on alcohol consumption here for the
benefit of those who still have a drink now and then. About ten
years ago, | started to notice upper right abdominal pain in the
days after | drank alcohol. | began putting soda water in my
wine but after a year or two the pain became quite sharp and
after drinking | would look so aged. Then | noticed small cysts
on my face a week or so after that occasional drink. That was
the end of it for me. Last year when | had a single drink on three
separate occasions (after three years complete abstinence) the
cysts appeared again.

In my experience, there’s a level of symptoms that one is
prepared to live with, and indulgence in particular foods comes
at a price. The main thing is to have a real clear idea of what
that price is going to be before the bargaining starts and the best
way to accomplish that is to go on one’s own personal
exploration of the food and symptom diary, to find out what
gives you the craps (or the aches, or the fatigue, or the
haggardness).

My theory is that attempting to process particular substances
makes me unwell. | just don’t need it, and I've decided | don’t
need the substances that seem to me to cause it.

Total absence of pain and physical discomfort is a wonderful
thing. Good luck to anyone who thinks this is worth giving a go.

Helen, NT

NB: In regard to any signs of illness, it is advisable to
seek medical advice. Feeling ill or experiencing
symptoms could possibly point to serious underlying
health conditions which may or may not be hepatitis C
related.

Although many pain relief medications have warnings
for people with hepatic impairment, most people with
hepatitis C can take most medications if they stick to the
dosage and duration instructions. Ed



Straight
again

| have survived. That's something |
reckon; surviving all this time. My story
isn’t unusual. Started using at 15, finished
at 50. Diagnosed hep C positive in 1991
when | started on the methadone
programme. It saved my life, gave me
hope. | had the best doctor who was
supportive and caring and treated me as
if | was human. Was not used to being
treated humanely.

Then things got worse. | had trouble
keeping it all together. It seems that the
more you try the harder they make it.

I now live in a small country town. That
can make life difficult, with small-town
doctors’ attitudes the worst. Having a bit
of a battle with my doc at the moment.
She betrayed my confidence. Finally |
told her my drug history. Zippo there goes
any sort of privacy even though I'm
straight. Just can’t live down that
labelling.

Anyway positive can come from negative.
I’'m now at Uni and enjoying Pysch 101.
Hope it will give me some insight into
why we do what we do.

| just wanted to say that it does get better.
Just keep on trying. Life can be great
sometimes.

Elizabeth, NSW

Dear friends

I've learned a lot from your Hep C Review
of which I found two back issues at the
prison library.

Because you take an approach of proactive
advocacy, your articles are often powerful.
Although I don’t have hep C, I find your
analysis of the Drug War very important.

What sort of society are we creating by
unparalleled police powers, a legal
machine monster and a snowballing
corrections industry? What will happen to
future generations, riddled with convicts
having served huge sentences? Back to the
future, eye?

Corrections does everything possible to
break relationships with family and the
community — and ultimately, society.

The Greens are right to have a policy of
drugs legalisation; demand certainly has
never been higher. Unfortunately we face
a brainwashed public whose thinking has
to be turned away from the lie that
draconian sentences protect them. Thank
you for your writings about prison and fine
illustrations.

| do take issue with Anne Sefton’s article in
The Hep C Review about Corrections
Health Service (Ed33, p36). There are good
doctors and nurses in Corrections Health
but for the great majority, us prisoners are
just crims and deserve minimum care.

Rarely can a prisoner see a nurse on first
request, doctors and psychiatrists are
nearly unattainable and prisoners could be
gumming their slop and swimming in the
dark before they see a dentist or
optometrist. The bottom line is budget, not
treatment. How can we hope to stay
healthy in here?

Name, withheld

Pan-free products

Good news

I’'m writing this letter for The Hep C Review
as there may still be some “oldies” out
there who may remember me — the old
sheila would wouldn't take no for an
answer and was the first President of the
Australian Hep C Support Group and
relinquished the job when we had the
funding to set up the NSW Hep C Support
Group.

In 1991, | was offered a place as a guinea
pig in one of the first studies on interferon
treatment for HCV. At that time, we didn’t
know much about genotypes, treatment, or
in fact HCV. I was put on a six month
course of injecting myself three times a
week and | had a dreadful reaction. They
are not joking when they warn about
becoming suicidal.

Because | was at every meeting of the
Support Group, | learnt a lot about natural
therapies and things that had helped
others. | embarked on antioxidants,
selenium methionate (thanks Rob Buist),
vitamin C and the fish oil, Max EPA (thanks
to a rheumatologist).

About 1996, no virus was found in my
blood (on PCR) and again the next and
following year, but Prof Farrell smiled and
quietly said “l wouldn’t be surprised if
HCV was hiding somewhere in some other
organ” (because back then no-one was
sure that you could be cured).

I have just had a nasty episode where my
LFT’s went through the roof, and of course,
everyone thought it was back again.
However, today | bear a piece of paper
stating “Hepatitis C virus RNA Negative”.

It is a wonderful world. Keep on trying and
pray for others still battling - it can be done
and the dream can come truel!

Audrey Lamb, Jamberoo
Ph 02 4236 0712

Amid the media attention and public uncertainty occasioned by
the suspension of Pan Pharmaceutical’s TGA license and the
massive product recall due to their questionable manufacturing
and quality control practices, one fact is certain: Consumers are
demanding answers! Who can they trust?

Herbalife has issued a Press Statement and website message that
clearly states that Herbalife has no connection whatsoever to
Pan Pharmaceuticals. Herbalife has never purchased any raw
materials or finished products from Pan.

Over 22 years Herbalife has built a reputation on producing a
wide range of supplements in full compliance with the world’s
best standards. People may visit http:/www.tga.gov.au/recalls/
pan.htm for further information from the TGA on companies
that do NOT use Pan Pharmaceuticals Ltd as a manufacturer for
any of their products.

Kirsty Erasmus
Independent Herbalife distributor

In printing Kirsty’s unsolicited letter, the Council does not seek
to endorse Herbalife products. Ed.
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Boost to heroin
supply project

Switzerland’s pioneering programme to provide heroin to users
who are drug dependant has received a boost after lawmakers
moved to extend it for five more years.

The National Council, the lower house of parliament, rejected
an attempt by right-of-centre parties to stop the programme and
voted to prolong it until the end of 2009.

The move comes in spite of criticism last month from the United
Nations’ International Narcotics Control Board, which
denounced such programmes in its annual report.

Switzerland’s experiment with drug distribution began in 1994
with the first government-authorised distribution of heroin,
morphine and methadone in the world.

The promising results of the Swiss trials have led to ongoing
pilot projects in Germany, Spain and the Netherlands. Similar
projects have been proposed in Canada and Australia.

u Abridged from an article via ADCA Update and a press
release from www.indro-online.de

Aust drugs adviser
In policy time warp

Proposals by the Prime Minister’s chief drugs adviser to arrest
drug users and force them into mandatory treatment are
counterproductive and would threaten the hard-won gains in
Australian public health.

Major Brian Watters, chair of the Australian National Council on
Drugs, made the suggestion in a recent interview on ABC Radio.

“Major Watters’ call for drug users to be imprisoned and forced
into treatment is a backward step,” said the Shadow Minister for
Justice and Customs, Daryl Melham.

“The idea of locking up drug users and forcing them into
treatment might sound attractive to some people. But arresting
drug users for forced treatment will only serve to drive the
problem underground and in turn make it impossible to control
diseases such as HIV and hepatitis C, with serious implications
for public health generally.”

Acknowledging public concern about drug use, Mr Melham
championed the current multifaceted approach that recognises
that drugs are both a law enforcement issue and a public health
problem. He specifically praised innovative and realistic
policies including the introduction of needle and syringe
exchange programs and setting up drug courts.

u Abridged from press release, via ADCA Update email
list.
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Liver research award

Westmead Hospital has been recognised for its major
contribution to research into liver disease.

Federal Member of Parliament, Ross Cameron, presented a
plaque to the Storr Liver Unit’s Professor Geoffrey Farrell,
emphasising that Australia owed a great debt to those who spent
their time peering down microscopes.

Accepting the award on behalf of the centre, Prof Farrell said
the Storr Liver Unit's research program covered the whole
spectrum of liver disease.

At the mild end, he said that obesity in Australians has led to 10
per cent of people having abnormal liver tests. Another
common problem was sclerosis, a hardening of liver tissue, he
said.

More worrying, Prof Farrell reported that liver cancer looked set
to double or treble in the next 20 years because of the
prevalence of hepatitis C.

u Abridged from Parramatta Advertiser, 2 April 2003.

Malaysia adopts
methadone to treat
heroin users

The Malaysian association for reformed users (Pengasih) is
planning to use methadone to treat users, said its president
Yunus Pathi Mohd.

He said the use of methadone was believed to reduce the
spread of HIV and hepatitis among users who were sharing
syringe needles.

“Methadone is an alternative to the drugs used by users. It can
reduce the use of syringe needles and subsequently assist them
to rehabilitate and work like before,” he told a media
conference.

He said as Malaysia had about 42,000 chronic injecting drug
users who were infected with HIV, and the use of methadone
was felt crucial in efforts to reduce these numbers.

He said methadone had long been used in countries like Laos,
Vietnam, Nepal, Cambodia and Indonesia, and was said to be
very effective in treating opiate addiction.

u Abridged from Global News Wire, via ADCA Update
email list.

NB: Other harm reduction initiatives are occurring in SE
Asia - see page 13. Methadone treatment became
available in Australia in 1970 - Ed.



Killer seeks
lifesaving liver
transplant

Calvin Stock’s life was saved by a liver transplant three years
ago and he would hate to see anyone else lose their chance at
survival because a convicted killer was ahead of them on the
transplant list. But that’s exactly what could happen because of
Carolyn Joy’s approval to be included on the list of 17,300
people across the USA waiting for new livers.

Joy, convicted of murdering another sex worker in Omaha in
1983, admits her liver was ruined by almost daily heroin and
alcohol abuse over nine years.

She has been the focus of a medical ethics debate since a local
television station reported that she had been evaluated by
doctors for a possible liver transplant.

One of the biggest complaints is that the state would have to
pay for it. But Dr Alan Langnas, head of transplant surgery at the
University of Nebraska Medical Centre, said doctors are only
considering the transplant from the standpoint of whether Joy is
medically a good candidate.

“Whether she’s a prisoner or not doesn’t enter the equation,”
Lagnas said. “Ethically as a physician, it’s our responsibility to
be advocates for whoever we are treating.”

Dr. Lainie Friedman Ross with the MacLean Centre for Clinical
Medical Ethics at the University of Chicago, said people should
receive transplants based on need, not social standards.

u Abridged with thanks from an Associated Press
article, via the HEPV-L internet email list.

Aust HCV blood report

The Expert Advisory Group on Hepatitis C and Plasma in 1990
report was recently tabled in the Senate. The report examines

claims that in 1990 blood plasma known to be HCV antibody
positive was used to make blood products.

Heading the inquiry, Professor Bruce Barraclough found that
decisions taken in 1990 were made in order to provide a safe
and secure blood and blood products supply system for the
Australian people. Crucially, the main recommendation of the
Report is to establish the National Blood Authority as soon as
possible.

Launching the report, Health Minister, Senator Kay Patterson
confirmed that legislation to establish the National Blood

HCV-free organs pass
on HCV

An organ donor in the United States whose blood passed the
standard antibody screening test apparently passed HCV on to
eight recipients, reported the US Centres for Disease Control
(CDC). Organs and tissues from the infected donor were
transplanted into 40 recipients between October, 2000 and July,
2002.

Tests of stored samples of the donor’s blood detected genetic
material from the hepatitis C virus, which matched the viral
genetic material found in the newly-infected recipients of the
donor’s tissues and organs.

The standard method used to screen organ donors for hepatitis
C involves testing the blood for the presence of antibodies
directed against the virus, indicating the body’s immune system
was attacking its invader.

Once infection occurs, however, the body typically takes eight
to ten weeks to develop antibodies that target the virus. The
donor most likely contracted hepatitis C then died within this
window of time, Tugwell and her colleagues concluded.

Although PCR tests can detect the presence of hepatitis C more
quickly than those that rely on antibodies, not every health
centre has easy access to PCR tests, and a delay in getting the
results could jeopardize the success of the transplant, the CDC
writes.

Tugwell and her colleagues recommend that researchers
continue to investigate how often organ donors present with
viral RNA and no antibodies against hepatitis C before changing
current policies regarding how transplantable organs are
screened for the virus.

SOURCE: Morbidity and Mortality Weekly Report 2003;52:273-
276.

u Abridged with thanks from a Reuters Health news item,
via the HEPV-L internet email list.

tabled

Authority has been passed by Parliament, and all but one State
had agreed to its establishment.

“The Authority will start on 1 July this year”, Senator Patterson
said.

“The new arrangements under the National Blood Authority will
ensure that Australia’s blood supply continues to be as safe as
possible. For the first time, Australia will have national
arrangements for managing the supply of blood and blood
products across the country on behalf of all governments.”

u Abridged from a ministerial press release, May 14 2003,
http://www.health.gov.au/mediarel/yr2003/kp/
kp03063.htm
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Italian hep C linked
to vaccination
program

Unsterile glass syringes used to administer the polio vaccine in
the 1950s and 60s could have spread the hepatitis C virus from
person to person in southern ltaly, Dr. Maurizio Montella and
colleagues from lItaly’s National Cancer Institute have suggested.

In the mid 1950s and 1960s, an injected vaccine known as the
Salk vaccine was used to protect against the crippling disease
polio. In southern Italy, reusable glass syringes were used to
deliver the vaccine until the new oral version, known as the
Sabin vaccine, was introduced in 1965. The authors’ theory is
that the syringes, if not properly sterilized, may have spread the
hepatitis C virus.

“The phenomenon is circumscribed to certain areas — where
glass syringes were widely used, there is an increase of hepatitis
C cases,” he said.

To look closer at the link, he and others drew on a previous
investigation that included a sample of 1,908 people aged 30 to
60 years.

Tests showed that people born between the 1940s and early
1960s were nearly three times as likely as younger subjects to
have come into contact with HCV, they reported. Overall, about
six percent of older adults had been infected with the virus (ie.
were HCV antibody positive) compared with about two percent
of those aged 30 to 39.

The prevalence of hepatitis C antibodies in Australia is around
1.2 percent. In the USA it is about 1.8 percent, and it ranges
from 0.5 percent to nine percent in Western Europe.

“This is indisputable data, and it is linked to the years when the
Salk polio vaccination was administered,” Montella said. “The
high rate of HCV is most likely attributable to a misuse and
reuse of needles and glass syringes being inadequately
sterilized.”

Source: Journal of Medical Virology 2003;70:49-50.

| Abridged with thanks from a Reuters article, via HEPV-L

Technicality is
holding up lower
priced ribavirin

This article relates to the United States health care situation but
would have a direct relevance to us if the US pharmaceutical
industry were able to manipulate our health care system (see

right).

When the patent on Rebetol, a drug used to treat hepatitis C,
expired in June 2003, people in the United States hoped that
they would be able to buy a generic form of the medicine to
help lower the USD$20,000 cost of treatment.

They are still waiting. The company that wants to sell a lower-
price generic version of Rebetol says that US government
approval is being held up by a technicality that is proving to be
quicksand for many generic medicines — a dispute about the
drug’s product information sheet.

A spokesperson for Three Rivers Pharmaceuticals, the
manufacturer of generic ribavirin, said the US Food and Drug
Administration is focused on the pages of information that
physicians rely on. This information includes detailed
instructions on how the medicine should be used, as well as
information on its adverse side effects and results from clinical
trials.

Under US federal law, information on generic drugs must be
nearly identical to those of the brand name product they
replicate. It appears that the Food and Drug Administration fears
the original manufacturer will sue them if they let Three Rivers
copy the sentence that refers readers to the label of the original
manufacturer’s interferon, a drug that is prescribed in
combination with ribavirin.

The labelling issues have become a minefield, said Mr.
Lieberman, who represents the makers of both generic and
brand name drugs. Regulators feel, he said, “whatever move
they make, they are likely to be sued by one side or the other.”

u Abridged with thanks from a New York Times article, 3
January 2003, via HEPV-L.

US gets its first national strategy

US Senators Kay Hutchison and Edward
Kennedy have filed The Hepatitis C
Epidemic Control and Prevention Act (S-
1143), the first federal response to the
hepatitis C epidemic, the most common
blood-borne viral infection in the United
States.

and research.
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The Act will establish a comprehensive
program for HCV public awareness

campaigns, screening and counselling,
early detection, professional education,

It will be administered by the Department
of Health and Human Services with State
and local hepatitis C agencies being
supported to implement local program
activities.

u Abridged with thanks from
Business Wire, via the HEPV-L
email list.



US wants Aust to
modify PBS as
part of trade deal

US government negotiators are pressing the Australian
government to modify our pharmaceutical benefits scheme in
exchange for allowing Australian farmers better access to US
markets, as part of a free trade agreement.

Under the scheme, the Australian government subsidises the
cost of approved drugs and negotiates heavily discounted prices
from drug manufacturers. Consumers are then able to receive
them far more cheaply than they otherwise would.

The 50 year old scheme guarantees drug companies a larger
market—mostly poorer consumers—while allowing the
government to negotiate “price for volume” discounts. To
qualify for inclusion under the scheme, applications for new
drugs are assessed for whether they deliver health advantages
and are cost effective compared with drugs that are already
listed.

US trade representatives confirmed that negotiations were on
the agenda at the behest of the Pharmaceutical Research and
Manufacturers of America (see right) who want the Australian
government to “refrain from trade distorting, abusive, or
discriminatory price controls.”

Martyn Goddard, senior policy officer with the Australian
Consumers’ Association believes that part of the US hostility to
our scheme is its impact as a global role-model for other
governments.

“Other countries look to the Australian scheme as a model of
how to control the high cost of new medicines, and the big
companies don't like that.”

| Abridged with thanks from BMJ 2003;326:680 via ADCA
Update email list.

How the US drug
Industry distorts
medicine and politics

The pharmaceutical industry has been fighting effectively
against all efforts to control prices or to limit the markets for its
expensive new brand-name drugs. It channels these efforts and
most of its public relations and lobbying activities through its
trade association, the Pharmaceutical Research and
Manufacturers of America (PhARMA).

PhRMA's membership includes virtually all American
manufacturers of brand name drugs, and many foreign
manufacturers as well. With a full-time staff of 120 in its
Washington offices and hundreds of lobbyists working the halls
of federal and state government, and with a core budget of
some $60 million and large additional subsidies from the
industry for special projects, PARMA conducts an extensive,
virtually nonstop campaign on behalf of its clients. This is in
addition to the millions spent in Washington by individual
pharmaceutical firms promoting their own business objectives.
PhRMA adamantly opposes any regulation of expenditures for
brand-name drugs.

u An excerpt from America’s Other Drug Problem, a paper
by Arnold Relman and Marcia Angell; professor emeritus
of medicine and social medicine at Harvard Medical
School, and senior lecturer in social medicine at
Harvard Medical School (respectively). Both served as
editor-in-chief of The New England Journal of Medicine.

America’s Other Drug Problem can be accessed at
www.drugawareness.org/pdf/tnrdrugpiece.pdf

Abridged with thanks from an original article via ADCA
Update

UK team transplants liver cells in babies

Doctors at a London hospital said on Monday three babies were
doing well after receiving pioneering liver cell transplants.

The technique, called hepatocyte injection, avoids the difficulty
of finding enough organs for whole-liver transplantation as well
as the trauma of surgery.

It involves taking healthy cells from donor livers and injecting
them into the livers of patients with life-threatening diseases.
The patients” own cells then regenerate and are eventually
replaced by new healthy ones.

Dr Anil Dhawan of Kings College Hospital, the research leader,
told Reuters it was the first time the technique had been used to
correct rare paediatric disorders.

King’s said there were huge implications for the future.

“If the technique does provide long-term success, then 20 to 40
children could avoid liver transplantation each year in the UK,”
Dhawan said.

u Abridged with thanks from Reuters Health via the
HEPV-L email list
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Lawyers get
donor identities

Lawyers for three people who contracted hepatitis C through
blood transfusions have been granted access to the identities of
the donors responsible.

The three hepatitis C recipients are seeking compensation from
the Red Cross after they were infected by blood products it had
supplied to hospitals more than 15 years ago.

They claim the Red Cross failed in its duty of care by not using a
“surrogate” testing method as a marker to high risk donors.

A NSW Supreme Court judge yesterday granted lawyers for the
three recipients access to the identities of the donors provided
they gave undertakings to the court.

These include agreeing not to take legal action against the
donors and to contact them only through a social worker or
counsellor.

The recipients’ lawyers would only be able to gain access to the
donors’ identities 21 days after giving the undertaking, allowing
the Red Cross sufficient time to lodge an appeal if desired.

Last year the Red Cross provided the group with “edited”
versions of records on donors discovered to be carrying the
disease after they gave blood.

But counsel for the victims, Dean Letcher, QC, last week sought
a full release. He argued the edited version was deficient and
littered with inconsistencies that raised more questions than
answers and would need to be cleared by interviewing donors
about the specific events.

The blood donor connected to one recipient had been carrying
the disease since 1980 but did not find out until 2000, Mr
Letcher told the court.

In handing down his judgement, Justice Jeff Shaw said contact
with the donor was necessary to ascertain whether the Red
Cross asked relevant questions and if answers were followed up.

“The evidence given points out the [recipients’] allegation that
relevant questions should have been asked of the donors and
answers should have been followed up,” he said. “Proof of that
allegation would require contact with the donor.”

u Abridged with thanks from The Sydney Morning Herald,
11/04/03 (author not stated).

Readership survey

The sharp end of
Redfern drug use

By Ruth Pollard

The issue of illicit drug use in Redfern, not surprisingly, is
steeped in controversy from the furore that erupted over the
photo of a teenage boy using drugs in Caroline Lane in 1999 to
the split of the Aboriginal community over what came first: the
drugs or the needle bus.

Despite the controversy, evidence from both the Federal
Government's National Drug Strategy and the recently released
Return On Investment in Needle & Syringe Programs Report
shows that needle programs do not encourage drug use.

Services like the needle bus in Redfern were shown in the
reports to have a positive effect in minimising the negative
impacts associated with injecting drug use.

It appears the area health service and other proponents of harm
minimisation have won out over fierce opposition from sections
within the NSW Government. The needle bus stays for now but
with reduced hours and an enhanced needle collection role.

The premier, Bob Carr, recently announced that the government
had implemented a policing strategy in Redfern already
successful in reducing drug use. But public health experts
caution that when countries such as Canada downgraded harm
minimisation programs, the transmission of blood borne
diseases such as hepatitis C and HIV increased substantially.
They fear that Redfern could go the same way.

Some people living around the Block say that while they would
ultimately like a drug-free community, they understand the need
for a needle bus. One resident backed this up, “I'd like to see
the bus stay. My son’s a drug addict, my daughter’s a drug
addict. | don’t want them having to go up into Kings Cross to get
clean needles. You don’t know what other kind of trouble they
might get into.”

The head of the Aboriginal Medical Service, Naomi Mayers,
says she supports harm minimisation but believes a 24 hour
service from a fixed site near Redfern railway station would be
more appropriate than the needle bus, “Drug users would be
able to access safe injecting equipment continuously and our
children would not be exposed to the tragedy of drug using
adults on a daily basis.”

u Abridged with thanks from The Sydney Morning Herald,
28/11/2002.

We've had a great response to last edition’s readership survey with over 130 forms already posted back. This puts us well on our
way to the target of 200 forms (achieved with the 1998 readership survey).

So if you haven't yet filled in the survey form, please use the centrefold copy in Edition 40 - or contact the office and we’ll send you
a separate one. The survey is anonymous and you’ll be having a direct say in how your magazine looks.

| HCCNSW
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Budgeting for
prevention — but
what about hep C?

The federal government has continued its budget allocation for
hepatitis C - an initiative that is worth $15.9 million over four
years.

“Although this allows for the continuation of existing measures,
it allows for no real increase,” claimed Jack Wallace, Executive
Officer of the Australian Hepatitis Council.

“It is remarkable that in a budget the Health Minister states is
prevention-orientated, no additional funding has been allocated
to Australia’s most frequently reported notifiable disease,” he
said.

The detail of the budget papers also reveal that the government
has broadened the brief of the hepatitis C sector to include
targeted education to young people, Indigenous populations
and culturally and linguistically diverse communities, without
any particular resources to achieve these goals.

Mr Wallace said, “As a community we need to look at what we
risk by NOT better funding Australia’s HCV research,
prevention, treatment and care programmes”.

u Abridged from an Australian Hepatitis Council press
release, 13 May 2003.

Probe into UK testing

A number of doctors are being investigated after complaints that
they broke medical guidelines by testing people for hepatitis C
without consent. Some of those involved also claim that they
were not told the result for four years or more.

Dr Charles Saunders, the chairman of the British Medical
Association’s public health committee in Scotland, said it was a
“very disturbing” story.

He said that “many doctors in the past would have done things
that they felt were perhaps in the best interest of their patients.”

“But one would hope that with the training doctors have
received and the different behaviour that patients expect these
days that this sort of thing should hopefully be a thing of the
past.”

u Abridged with thanks from BBC News,
http://news.bbc.co.uk/go/pr/fr/-/2/hi/
uk_news/scotland/3002495.stm via
the internet email list, HEPV-L

Budget continues
funds for needle &
syringe program

In its recently announced budget, the Government will provide
$16.3 million over four years for the distribution of injecting
equipment to illicit drug users through Needle and Syringe
Programmes in an increased number of pharmacies and other
outlets.

This measure will involve funding of $3.9 million in 2003-04,
$4.0 million in 2004-05, $4.1 million in 2005-06 and $4.2
million in 2006-07.

The Government will also maintain funding for education,
counselling and referral services through community-based
Needle and Syringe Programmes. Funding of $22.4 million over
four years will help illicit drug users access advice about referral
to treatment, advice regarding available health services, and
information about Needle and Syringe Programmes, safe
disposal of needles and syringes, and bloodborne virus
transmission.

This measure will involve funding of $5.4 million in 2003-04,
$5.5 million in 2004-05, $5.7 million in 2005-06 and $5.8
million in 2006-07.

u Abridged from an ANCD media release, via the ADCA
Update email list.
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Sexual transmission of hepatitis C -

IS It a concern?

“By the way, | have hepatitis C” can quickly put the brakes on a new relationship.
Dr Greg Dore reports on whether sexual transmission is an issue with the hepatitis C virus.

Hepatitis C education has improved markedly in recent years,
particularly in Australia, although fear and anxiety continue to
be driven by misinformation in many areas. The spread of
hepatitis C through sexual contact is certainly one of these
areas.

Although many aspects of hepatitis C require further research,
counselling for people with hepatitis C and their partners
around sexual transmission should be informed by current
knowledge of risks.

What we know

Although semen and vaginal secretions contain none or very
little hepatitis C virus, sexual contact can involve blood contact.
Thus, if sex takes place during a woman’s menstruation or
involves breaks in the skin or some degree of trauma, it would
be possible on biological grounds for hepatitis C to be
transmitted during sex.

There is little doubt that some people have acquired hepatitis C
through sexual contact, and debate exists more around the level
of HCV risk associated with sexual contact.

Several types of studies have been used to investigate this risk
although many have been limited by their inability to exclude
other potential means of hepatitis C transmission which can cast
doubts on their findings.

Long term studies of couples (where one person is HCV
positive) provide the most valid information on risk of sexual
transmission of hepatitis C. In these studies one member of the
couple is known to have hepatitis C at the start, the other is not
infected, and forms of blood contact not involving sex can be
excluded.

Although relatively few studies of this type have been published,
they estimate the risk of sexual transmission of hepatitis C in the
order of 0.1 - 0.2% per year. Thus, for a person in a regular
sexual relationship with an HCV positive partner for 10-20
years, the overall risk would be 1 - 4%. This level of risk
assumes that the person with hepatitis C has circulating virus
(viraemia).

People who are hepatitis C antibody positive, but who are
negative for HCV (on a PCR test) through either natural
clearance or treatment, are unable to transmit hepatitis C.
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Are there circumstances in which sexual
transmission may be more likely?

The answer to this question is based on plausibility rather than
direct evidence. Circumstances in which blood contact is more
likely, such as sexual contact during menstruation, traumatic
sexual practices and the presence of genital ulcers or other
breaks in the skin may introduce a higher risk of sexual
transmission.

There is also less evidence about the level of risk through male
homosexual contact. Factors such as type of sexual practice
may be important in this context (although they are probably
also important in a heterosexual context), with practices that
increase the risk of microtrauma and subsequent blood contact
associated with an increased risk.

Giving advice

What advice should be given to people with hepatitis C and
their sexual partners? My advice for people in stable and
exclusive sexual relationships is that condoms are not necessary.
Although I believe menstruation to be a low risk setting for
sexual transmission (whether the female or male partner has
hepatitis C), use of condoms or abstinence from vaginal sex is
probably a good policy at these times.

With regard to sexual contact with multiple or casual partners,
my advice would be that, yes, condom use is sensible — but
more for protection from truly sexually transmissible infections
than to do with hepatitis C.

n Dr Greg Dore is senior lecturer at the National Centre in

HIV Epidemiology and Clinical Research, Sydney,
Australia.

Abridged with thanks from an original article in The C
Files, 1ssue 90, Oct 2002 - the magazine of the Hepatitis
Council of WA.



Strict Indonesia backs free
needles for drug users

While some Asian countries mount futile wars on drugs, Indonesia takes the
initial steps towards an evidence-based response to hepatitis and HIV.

The atmosphere at the Denpasar clinic seems jovial. But Budi is
in no mood to linger. Having gotten what he needed, he slips
out onto the busy street, on the move again. His immediate
plan: find a safe place to shoot up with his new syringe.

Budi’s heroin drug habit make him a prime target for needle-
exchange projects like this one, run out of a nondescript house
in Bali’s capital. Using donor funds with a quiet nod from local
authorities, Yayasan Hati-Hati (Take Care Foundation) hands out
hundreds of needles a month to local drug users.

For Indonesia, whose strict drug laws include penalties for
carrying a needle without a doctor’s prescription, helping

addicts to inject safely would have been unthinkable in the past.

What has forced a sea change in attitudes, at least in some
government circles, is an alarming rise in needle-borne
infections from hepatitis and HIV.

“There’s no ambiguity. Indonesia’s youth are injecting in large
numbers,” says Jane Wilson, country director of the United
Nations program for HIV/AIDS in Jakarta. “If we want to do
something about infections in the drug community, we only
have a limited window open to act.”

A similar shift is under way in other countries in Asia, where
traditional law-and-order responses to illegal drugs are mixing,
often uneasily, with efforts to reach out to drug users. In doing
so, they are following a lead set by European countries that
have long recognized the limits of law enforcement efforts
against drug addiction.

China recently approved needle exchanges in six provinces,
while India already has similar projects running in Manipur
state, a prime heroin-smuggling route. In the Middle East, state-
sanctioned needle exchanges and methadone projects are up
and running in Iran, with support from the World Health
Organisation.

Harm reduction

Advocates of “harm reduction” say Asian leaders must be
pragmatic if they want to stem the transmission of HIV both
among drug users who share needles, and into the wider
population through unsafe sex.

“What we're doing is protecting young people who use drugs,
and ultimately that helps everyone,” says Patrick O’Hare,
executive director of the International Harm Reduction
Association, a campaign group in Melbourne, Australia.

That includes Budi, who so far has escaped HIV. But 24 of 35
drug users at the same centre have tested positive, an infection
rate mirrored at other drug clinics. It is estimated that Indonesia
has up to one million injecting drug users (IDU).

Experts say high-risk groups like Bali’s needle users, who are
young and sexually active, often act as a reservoir for hepatitis C
and HIV.

Budi says he knows the dangers of using dirty equipment.
“Clean needles don’t help me to stop [using drugs], but at least
it’s less risky,” he says.

The Bali project is one of two needle exchanges in Indonesia
that, while already quietly operating, has received government
backing, if not explicit legal approval. Six more plan to open
around the country by year’s end using Australian and US funds.

Staff workers in Bali say that police are so far taking a hands-off
approach and have recently issued identity cards for workers
who distribute needles. But the notion that drug addicts should
be helped, not hindered, remains controversial here, as it does
in many countries.

“Harm reduction is a new approach in Asia, so of course it can
be hard for police to accept ... because in the meantime the
drug laws haven’t been changed, so it requires some
pragmatism,” says Dr Sandro Calvani, regional director of the
UN’s Office on Drugs and Crime.

Sending the wrong message?

Across Asia, police and narcotics officials worry that harm
reduction sends the wrong message to young people,
undermining years of stern antidrug campaigns. Many continue
to insist that medical treatment and abstinence is the answer to
addiction.

“A lot of police grow to hate and despise drug users. They don't
understand why they don't just give up the drugs,” says Drew
Morgan, an Australian policeman based in Hanoi for an HIV/
AIDS awareness training program for Asian security officials.

The result is often a clash between public health officials, who
tend to support harm reduction - even if it breaks the law - and
security officials who dislike bending rules. Advocates of harm
reduction insist that they aren’t promoting drug use, rather
accepting that, until users can break their habit, safer behaviour
is paramount.

u Abridged with thanks from the Christian Science
Monitor, 8 May, 2003, via the ADCA Update email list.

Other harm reduction initiatives are occurring in SE Asia
- see pg 6.
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Trish Worth, MP, speaks in Federal Parliament about the need for rehabilitation in prisons

| believe far more needs to be done
regarding drug rehabilitation and
treatment opportunities within the prison
system. | am informed that at any one
time there are approximately 20,000
people in our prisons.

A significant number of them are
addicted to drugs. It surprises me that
there are opportunities missed within our
corrective services system to educate,
rehabilitate and treat these offenders.

The emphasis has been on keeping
inmates there, with opportunities lost to
explore the cause of their being there and
how they can be helped to not re-offend.

f
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It has been put to me that there are real
opportunities for non-government
organisations that provide treatment
services to provide rehabilitation and
treatment for people in prison, and to
continue this treatment after these people
have served their time behind bars.

As one treatment service provider put to
me last year, one of the hardest things
about trying to rehabilitate drug users is
to get them fed, clothed, housed and
turning up for appointments. He pointed
out that all this could be achieved within
the prison system.

Adequate attention to drug use in prisons
could also benefit the wider community
by reducing the spread of hepatitis B and
C and HIV.

June 2003

There are emerging issues that we, as a
government, are working on. One of
these issues is the co-morbidity that exists
between drug abuse and mental health.

We need a greater coordination of
services, greater involvement by GPs and,
where necessary, links to teaching
hospitals.

| Ms Trish Worth, MP, is the Federal
Member for Adelaide,
Parliamentary Secretary to the
Minister for Health and Ageing,
and a member of the Liberal Party.

From Parliamentary Hansard, 3
March 2003, via ADCA Update
email list.




