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Who is it for?

SAM is targeted at people considered at
most risk of engaging in harmful drug-taking
behaviour, and those who live or work in an
environment where there is a risk of a drug
and/or alcohol-related emergency occurring.
Past participants of SAM have included the
following categories of people:

• Adult and juvenile prison inmates

• Injecting drug users

• Sex workers

• Nightclub patrons and staff

• Youth workers and drug and alcohol

counsellors

• Concerned members of the community.

How does it work?

Usually organisations or other groups
wishing to participate in SAM contact Red
Cross. Red Cross also actively seeks out
participants for a course, based on
community needs.

The program has two components:

A drug and alcohol seminar, covering..

what is a drug?

classes of drugs

routes of administration and
physiological dangers

rationales behind drug use

addiction, tolerance, overdose and
harm in relation to drug use.

First aid training for drug-related
emergencies, including:

what is first aid?

recognising drug and alcohol
emergencies and dealing with the
“000” telephone service

emergency action principles

universal (standard) precautions

legal considerations

drug and alcohol first aid (CPR –
cardio-pulmonary resuscitation).

Why participate in SAM?

Up to 70% of overdoses are witnessed,
usually by a friend or family member.
Therefore, prompt and appropriate
bystander intervention and the provision of
basic life support (CPR) before the arrival of
ambulance paramedics is an essential
component in reducing the death rates of
those suffering from a drug overdose.

Drug use affects everybody – the user,
family members, children, and the wider
community. The skills taught in the SAM
program could save a life. The program
equips participants with the knowledge and
skills of first aid needed in the vital minutes
before medical assistance arrives.

What does it cost?

SAM costs just $55 per participant. There is
a greatly subsidised rate, however, for
participants considered to be ‘at risk’ of
engaging in immediate alcohol or drug-
related harm.

Where is it?

Groups can elect either to come to a course
being run in Red Cross House, or to make
arrangements for the course facilitator to
conduct the training at a location
convenient for the group.

How to get involved

Do the course - If you live or work with drug
issues, chances are you’re going to
encounter an overdose or ‘drop’ at some
stage. The presence of a SAM-qualified
friend or relative at the time of overdose can
mean the difference between life and death.

Make a donation - If you would like to
support SAM by making a donation, call
1800 811 700.

BECOME A SPONSOR  -  To discuss
sponsorship opportunities and SAM, email
partners@nsw.redcross.org.au or call (02)
9229 4221.

Become a volunteer - Help the SAM
coordinator deliver free courses to groups of
up to twelve people aged 15 years and over.

� To find out more about SAM, please

email  sam@nsw.redcross.org.au or
call 1800 811 700.

Could you save a mate?

It teaches participants to recognize the signs
and symptoms of a drug overdose, and how
to administer life-saving techniques. The
program provides a general orientation to
drug and alcohol issues, challenges myths,
and promotes successful outcomes in drug
and alcohol emergencies.

feature article

Save a Mate (SAM) is a drug education program
and first aid course specifically designed for
alcohol and other drug-related emergencies.
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A public meeting was held in Redfern
(Sunday 31 August) to discuss the need for an
injecting room in the area. Chaired by South
Sydney Mayor Tony Pooley, speakers
included Dr Ingrid van Beek, Rev Ray
Richmond, Rev Bill Crewes and Councillor
Shayne Mallard. Forty-five people attended
the meeting, including representatives of the
local community, Aboriginal Medical
Service, local pharmacy, housing and
residents from Waterloo, Redfern and ‘the
block’.

There appeared to be no opposition to the
concept of an injecting room but some lively
debate occurred on where it might be
located and how the police might react to it
all. Police Service support for the Kings Cross
injecting facility has been instrumental in its
success.

Dr van Beek and other speakers were at
pains to state that the lessons from Kings
Cross did not necessarily translate directly to
other areas where needs may be different.
They had proved that such a service could
operate successfully without disrupting the
local community or business. Local support
had actually risen significantly during the
two years of the Kings Cross trial according
to independent polling (from 68 to 78%
among residents and 58 to 63% for
businesses). Apparently, only 1% of over 200
businesses polled reported adverse effects
due to the injecting centre.

A resident from Eveleigh Street spoke
passionately of the ‘village’ atmosphere
which is potentially poisoned by the constant
visible drug dealing and using. A man from
Wilson Street also supported the injecting
room concept to ‘disconnect’ the ‘normal’
use of needles seen by local children all
around them.

It was stated that there had been over 100
deaths in the Eveleigh-Abercrombie-
Cleveland Street triangle in the past three
years. It was debated just how many of the
users were locals and what proportion were
from Aboriginal backgrounds. Then it was
generally agreed that they were all using
drugs in our area and thus a local facility
stood to help both the users and the local
community, regardless of the backgrounds or
origins of the users involved.

Public discussion since the release of the
independent report into the Kings Cross
Medically Supervised Injection Centre has
been very positive. The trial has been granted
almost permanent status with another four
year licence extension. Some debate has
occurred on just how many deaths were
prevented and at what cost. Such debate
should focus on how to save more lives and
how to be more cost effective in service
delivery, yet some commentators have taken
the consistent stand that it should be closed
forthwith! Gross differences between the
‘average’ Australian drug user and the folk
who use the trial injecting facility would
seem to invalidate simple statistical
comparisons.

I visit the Kings Cross injecting centre each
week and have been struck by the ‘ordinary’
nature of its operation. Despite the rather
brutal and potentially dangerous injecting
behaviour which goes on in private in the
‘middle’ room, the entry assessment and
waiting areas are always pleasant and
business-like with an almost complete lack of
tension, high spirits or confrontation. The staff
are invariably patient and yet firm with the
assessment process which takes between two
and ten minutes. After declaring what drugs
they intend to use and when their last
injection was, clients may inject under
supervision of nursing staff. The staff may give
advice on injecting practices, vein care or
other health matters, but they may NOT
assist with actual injecting. Drug ‘sharing’ in
the facility is not permitted.

feature article

A Redfern injecting centre?

The results speak for themselves and it is to
be hoped that a consensus will be found for
an injecting facility for the many people at
risk as well as the community of Redfern and
adjacent suburbs in the very near future.
There seemed to be a general agreement at
the public meeting on 31 August that such a
medically supervised service should be
within easy walking distance of ‘the block’
but probably not on ‘the block’ itself.

This leaves the streets close to busy Redfern
Station (ten tracks plus subway) as the most
likely contenders. It would be no
coincidence that a successful injecting
facility would again be close to a hub of
transport where it seems to disrupt other
business less than the drug dealing and
public using which is already going on,
almost unchecked. I live one short block
from the Kings Cross facility and it has
improved matters for local residents here
without doubt.

It is no longer possible to argue against the
concept of injecting facilities without
undervaluing the lives of drug users. They
have been used for up to 15 years in several
countries and they constitute one useful
strategy to stem the toll from drug use in our
society. Some of the victims of drug overdose
are occasional or relatively recent users who
may not be amenable to any other
intervention and some may not even be
addicted. Overdose death is the most
recognisable complication of drug use but for
every overdose death, we know that there is
a proportionate number of non-fatal yet
serious complications as well as viral
infections from unclean injecting practices
and the crime, poverty and ill health which
accompanies street drug use.

� Andrew Byrne is a Redfern-based

medical practitioner working in the
Drug and Alcohol field.

Dr Andrew Byrne reports on community debate about a medically supervised injection centre for Redfern.
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Graphics reprinted with
thanks from UBD
Sydney street directory.
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Marsha Rosenbaum

San Francisco Chronicle

For more than 20 years we have carried on a huge experiment
on our teenagers. Beginning in the early 1980s with Nancy
Reagan’s simplistic “just say no” mantra, we have tried
persuasion, encouragement and scare tactics. We started by
subjecting our kids to school-based prevention programs (such
as DARE), and provocative (if ridiculous) commercials (such as
the egg in the frying pan).

Obviously, our teenagers did not stop using drugs. In fact, year
after year, government studies have indicated that by the time
they graduate from high school, half of American teenagers will
have admitted trying an illegal drug and eight out of ten will
have used alcohol.

Frustrated by our inability to get them to stop using drugs, we
added threats and punishment to our repertoire. To show we
meant business we instituted “zero tolerance” policies that
included invasive and offensive procedures such as drug testing,
sniffing dogs and locker searches. When caught, even for the
silliest offence (such as the Maine high school student who
brought Tylenol to school to alleviate menstrual cramps),
students have been stigmatized, barred from extracurricular
activities or expelled from school.

As the mother of a teenager and a young adult, I wish we’d
done the research before instituting these draconian policies.

In April the surprising results from the largest national survey of
student drug testing appeared in the American School Health
Association’s well- respected Journal of School Health. For
educators and others who thought drug testing would be the
panacea that could deter their students’ substance use, and
certainly for the ever-expanding, multi-billion dollar drug testing
industry, the news was crushing.

The study found that drug testing, (costing from $10 to $70 per
student), while humiliating and alienating them in the process,
does nothing to deter drug use. In school districts that tested
students for drugs, 37 percent had used marijuana during the
past year, and 21 percent had used “hard” drugs. In comparable
schools that did not test for drugs, 36 percent of students had
used marijuana and 19 percent had used harder drugs — a
wash at best.

Now that the results are in, I’m hopeful the National School
Boards Association will retreat from its pro-drug testing posture.
And just for the record, I hope the US. Supreme Court justices,
who ruled in a 2002 case that it was constitutional (and clearly
stated that they believed it effective) to test students wanting to
participate in the choir, the chess club and any other
extracurricular activities, will find a way to reverse their
misbegotten decision.

Whereas policymakers may not be looking critically for
evidence before making decisions, the good news is that real
parents dealing with real teenagers in the real world seem to be
paying attention. Recent news from the California Parent-
Teacher Association suggests that parents fed up with zero
tolerance “horror stories” will lead the way in making
pragmatic, science- based decisions.

After deciding last year to partner with the Safety First project of
the Drug Policy Alliance, which advocates honest drug
education and an end to counterproductive scare tactics, in
May, the mom-and-apple-pie institution went even further.

When California PTA Vice President for Community Concerns,
Julie Bauer, reviewed research findings, including those from
the comprehensive National Longitudinal Study of Adolescent
Health, she learned that school connectedness has a direct
relationship to lowered health risk behaviours, such as drug use.

At the annual PTA convention held in early May, she did
something about what she had learned. Noting that “suspension
or expulsion of students that use alcohol and drugs, without
behavioural intervention, mentoring or rehabilitative referral, is
ineffective and unsuccessful in curtailing substance abuse
among students,” she introduced a resolution, urging the
California state PTA to “support in-school suspension, after
school interventions, positive behaviour mentoring, student
assistance and other programs that offer counselling and
education as a preventive disciplinary response to student drug
abuse.”

In other words, rather than throwing students out of school for
making bad decisions, let’s offer help, keep them busy, locate
constructive punishment for rule-breaking within the school
context, and try to increase their connection to teachers,
administrators and other students.

Though there was much discussion and some dissension, in a
show of common sense, pragmatism, and courage, voting
members of the PTA overwhelmingly approved the “Alternatives
to Zero Tolerance” resolution.

With parents taking the lead, we hope that high level educators
(and Supreme Court justices) will follow with evidence-based
policies, and stop using our teenagers as guinea pigs.

� Marsha Rosenbaum directs the Safety First project

<www.safety1st.org> of the Drug Policy Alliance in San
Francisco <www.drugpolicy.org>

This article abridged with thanks from
<www.sfgate.com/cgi-bin/article.cgi?file=/chronicle/
archive/2003/06/02/ED105588.DTL> via the ADCA
Update email list.

The emotionally charged issue of keeping teenagers off drugs has prompted
a variety of programs and policies. The problem is that we don’t know
whether they work.

Keeping kids off drugs?
feature article
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Pregnancy can be good for women
with hepatitis C

Pregnancy and subsequent delivery may help women with chronic
hepatitis C clear the virus from their blood, new research suggests.

The new findings, which are reported in the Journal of Medical
Virology, are based on a study of 22 pregnant and 120 non-pregnant
women with chronic hepatitis C.

In the pregnant group, two women permanently cleared HCV from
their blood after delivery and one woman temporarily cleared the
virus, Dr Masashi Mizokami, from Nagoya City University Graduate
School of Medical Sciences in Japan, and colleagues report.

In contrast, in the non-pregnant group, one woman cleared HCV
permanently and another cleared it intermittently.

Considering the size of both groups, this means that 14 percent of
pregnant women cleared the virus, compared with only 2 percent of
non-pregnant women.

“The mechanism by which pregnancy and delivery influence HCV
(blood levels) is not well understood,” the authors note in their
article in the Journal of Medical Virology. However, it may be
related to differences in how the immune system works during
pregnancy compared with other times.

Taken together, the findings suggest that “pregnancy and (delivery)
may improve the prognosis in women” with chronic hepatitis C.

J Medical Virology 2003;71 205-211

� Abridged with thanks from the HCV Advocate website:

www.hcvadvocate.org

Newly acquired hepatitis C infection
among injecting drug users

The natural history of early hepatitis C virus infection remains
unclear. The objective of this study was to examine, over a period of
time, rates and predictors of HCV-clearance in a group of people
who inject drugs attending a primary care health facility.

A group of people attending the Kirketon Road Centre, Sydney with
newly acquired HCV infection over the period 1992-2002 was
established. Newly acquired HCV infection was defined by anti-
HCV antibody seroconversion within a two-year time frame.
Seroconversion date was estimated as the midpoint between last
negative antibody and first positive antibody result.

Stored frozen blood collected in the context of ongoing clinical care
were retrieved, from date of last negative HCV antibody onwards. A
total of 355 samples were available from 99 newly acquired HCV
cases, and were retrospectively tested for the presence of HCV by
qualitative and quantitative PCR testing. HCV-clearance was defined
as two or more consecutive negative PCR results.

After analysing the results, researchers concluded that an estimated
30-40% of people with newly acquired HCV infection undergo viral
clearance, with clearance continuing for at least 2 years.

Longitudinal study of newly aquirted Hepatitis C infection among
young injecting drug users. Jauncey M., et al, Centre for
Epidemiology and Research, NSW Health Department.

� Abridged with thanks from the Hepatitis C Outreach Project

website: www.hcop.org

Drug hope for hepatitis C

A new drug has been developed to treat those with hepatitis C,
according to research published online in Nature Immunology.

In this study, Dr Daniel Lamarre and colleagues designed a
molecule that stops virus particles being made. The drug, known as
BILN 2061, blocks an enzyme that is needed by the virus for
replication. The team organised the first proof-of-principle study
with human patients.

They assessed eight patients infected with hepatitis C virus (HCV)
who took four doses of the drug over 48 hours. They found that two
days later virus levels had dropped by 100- to 1,000-fold. No side
effects were reported.

“Longer trials are needed to assess how the antiviral activity holds
up over time, and whether drug resistance will occur.”

Nature Immunology 2003; 4(11): 27 October 2003

� Abridged with thanks from the HEPV-L internet email list.

research update

In a previous readership survey, many readers said they
wanted to see more highly detailed information on hepatitis
C. These research update articles attempt to meet this need.
Although at times, individual articles may appear to contradict
current knowledge, such scientific debate is of great benefit,
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Early response to
treatment

People with chronic hepatitis C who fail to
achieve early virologic response will not
clear the virus even if an additional nine
months of therapy is received, find
researchers in the September issue of
Hepatology. The early identification of non-
responding patients is desirable as it allows
treatment to be stopped.

In this study, a team from the United States
examined differing degrees of viral response
during early treatment with pegylated
interferon alpha-2b and ribavirin. The team’s
aim was to identify patients who would not
respond to therapy.

They considered that the best definition of
an early virologic response was a reduction
in hepatitis C virus RNA by at least two
“logs” after the first 12 weeks of treatment.

The team found that up to 76% of patients
achieved this threshold, depending on the
treatment regimen. A post treatment
sustained virologic response was achieved
in 67% to 80% of these patients.

The researchers determined that patients
who did not reach an early virologic
response (EVR) did not respond to further
therapy. Furthermore, they calculated that if
treatment was stopped in patients without
EVR, drug costs would be reduced by more
than 20%.

Hepatology 2003; 38:645-52, 28 August
2003

� Abridged from a GastroHep article

via the HEPV-L internet email list.

NB: It is reported that people who
don’t respond well to treatment
(ie. don’t clear the virus) can still
benefit in the long term with
decreased risk of progression to
serious liver damage.

The big question is “should these
people be excluded from
treatment on economic grounds?”
Ed.

Obesity predicts poor
response to hepatitis C
treatment

Obesity is an independent negative
predictor of response to hepatitis C
treatment according to the results of a
retrospective review published in the
September 2003 issue of Hepatology.

“Although the efficacy of antiviral therapy in
chronic hepatitis C has improved since
standard interferon monotherapy was
introduced, non-response to the current
therapies remains common,” writes Brian
Bressler, from the University of Toronto in
Ontario, Canada, and colleagues.

“Several factors have been shown to
influence response; these include viral
factors (particularly genotype) and host
factors, which may be genetic (eg. gender)
and others such as age, presence of
cirrhosis, and race.”

Researchers hypothesised that obesity, a
modifiable risk factor, may have a
deleterious effect on treatment response to
both pegylated and standard monotherapy.

From 1989 to 2000, 253 patients at a single
centre were treated for chronic HCV with
either monotherapy or combination therapy.

Compared with genotype 1 patients, those
with genotypes 2 or 3 had an odds ratio of
11.7 for treatment success. Cirrhotic patients
had an odds ratio of 0.15 compared with
non-cirrhotic patients. Compared with
normal and overweight patients, obese
patients had an odds ratio of 0.23 for
treatment success. Hepatic steatosis (fatty
liver) was not an independent predictor of
response to antiviral treatment.

Independent of genotype and cirrhosis,
obese patients had approximately an 80%
lower chance of a sustained response to
therapy compared with normal or
overweight patients, the authors reported.

“The mechanism whereby obesity may affect
the antiviral response to treatment is not
completely understood,” they concluded.

Hepatology. 2003;38:557-559, 639-644

� Abridged with thanks from a

Medscape Medical News article via
the HEPV-L internet email list.

Twice-weekly pegylated
interferon best for
genotype 1

Peginterferon-alpha-2b must be given twice
weekly in chronic hepatitis C genotype 1 to
maintain continuous drug exposure and
viral clearance, according to the results of a
study published in the August issue of the
Journal of Viral Hepatitis.

“The blood concentration of the drug
decreases exponentially with almost
undetectable levels on days six and seven
after dosing,” write researchers from the
University of Vienna in Austria.

“Thus, the decrease in interferon
concentration may result in the rebound of
viral levels in blood.”

Ten patients with chronic hepatitis C who
had never received interferon were
randomised to four weeks of treatment with
peginterferon-alpha-2b once or twice
weekly. Blood concentrations of the drug
peaked 24 hours after the first dose then
declined.

Once-weekly dosing was associated with
undetectable levels of peginterferon-alpha-
2b in nine patients on the sixth day after
treatment. With twice-weekly dosing, at any
given time point, the drug was detectable
and higher than with once-weekly dosing.

In all patients, viral load decreased within
two days after the first dose and increased
on day three. With once-weekly dosing, it
increased further until day seven, but with
twice-weekly dosing, it decreased again on
day four and remained lower until study
termination.

The authors reported that to achieve
continuous drug level in the blood and to
improve initial viral clearance,
peginterferon-alpha-2b has to be given at
least two times weekly.

“But whether twice-weekly dosing will
improve the results of combination therapy
in patients with HCV genotype 1 has yet to
be determined,” they added.

J Viral Hepatitis. 2003;10:271-276

� Abridged with thanks from a

Medscape Medical News article via
the HEPV-L internet email list.

research update

leading  to a better long-term understanding of HCV and its
effect on peoples’ health. To clarify any medical 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 803 990 (other NSW callers).
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Do I need to talk to a counsellor?
What can counsellors do for me?

These can be difficult questions to answer. I hope that after you have
read through this you will be better able to make a decision.

For some people, living with a chronic condition can take its toll
emotionally and physically, not only on the person but also on their
family and friends. A chronic condition adds to the other stresses
and strains of daily living and often perspective and clarity about
your life can be lost. Sometimes events in our past resurface or we
go through relationship difficulties that add to our troubles and the
feeling of being overwhelmed is not uncommon. Many people will
feel this from time to time but, with the support of family and
friends, can see themselves through these rough patches. Family and
friends can bolster our self-esteem, help us cope and see our lives
with a better perspective. This support is one reason we live in
family groups within our communities - to provide each other with
mutual support.

When these rough patches become prolonged, occur frequently or
are very complex it may be a good time to consider seeking help
outside your usual support networks. Outside support could include
seeing a religious advisor, your G.P, or social worker. Volunteer
support groups or telephone helplines can also offer the level of
support you require. Another option is face-to-face counselling.
Counselling is offered by a range of people with different titles,
qualifications and techniques:

A Psychiatrist - who has a medical degree plus further
psychological training and can prescribe anti-depressant medication
(most G.Ps can also prescribe these too). They often work with
people who have serious mental health problems.

A Psychologist - who has a degree specialising in the study of
psychology with an understanding of human behaviour. They can
specialise in areas of interest such as addictions, relationships and
personal development.

A Counsellor - who focuses on the skills of human interaction
along with some psychological understanding. Counsellors focus on
a group of people that could be described as the “worried well” –
people who are troubled but have some insight and motivation to
make changes and need someone to guide them through the
process.

What are the main schools of
thought around counselling?

Pyschodynamic:

This was initially a Freudian concept and has been developed over
the past 80 years. This philosophy focuses on childhood and past
unresolved relationships that cause difficulties in the present. The
client is encouraged to re-live and understand their past, and to
bring the unconscious to the conscious so that previous anxiety may
be resolved.

Cognitive Behavioural:

Cognitive Behaviour Therapy (CBT) was developed from behaviourist
ideas that say the way we think, together with our belief system,
controls our lives – so if we have faulty thinking we in turn have
faulty behaviours. Clients are encouraged to question their faulty
thinking and replace it with more realistic thoughts. Subsequently
the way we feel will change thus improving our lives.

Humanist:

This philosophy promotes the concept that all humans want to be
fully functioning and to develop their full potential. Difficulties
occur when there are discrepancies between what a person wants
and what they perceive they have. Clients are encouraged to express
their feelings giving them greater clarity about themselves and what
motivates them to act. Basic counselling skills such as empathy,
reflective listening, are derived from this philosophy as they allow
the interaction between the counsellor and the client to be focused
on the client.

There are many different approaches within these schools of
thought. Some practitioners specialise in one technique but many
others draw from various techniques to best suit the client and their
needs.

life and living with it

Do I need a counDo I need a counDo I need a counsellor?
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What to consider when we are
looking for a counsellor?

Cost:

You can get a Medicare rebate through some psychiatrists. You are
likely to need a referral from your GP. Private psychiatrist services
are likely to cost from $130 for 50 minute session. Psychologists
may charge more than $90 per hour. Counsellors are more likely to
charge between $70-120 per hour. It always pays to check their rates
as some may offer special circumstance fees. Also some community
health centres may provide counselling services either free or at low
cost.

Getting to know them:

Try to phone a counsellor before you go in to see him/her and
briefly outline your concerns. This also gives you an opportunity to
build a rapport. Ask how he/she conducts his/her sessions. If you
don’t have an opportunity to make contact before the first session it
is still important to feel comfortable talking with them as this will
promote effective discussions between you. Building a rapport with
the counsellor is essential in the counselling process. If you feel you
are not being heard or understood it is important to discuss this with
your counsellor, or perhaps look for another counsellor.

When counselling goes well

You can expect to gain clarity and understanding from your
interactions with the counsellor. You should have better self-esteem
and sense of self-worth. Ideally, these new insights should be
transferable to other new situations you will face in the future. These
insights may take some time to happen and may do so as a
revelation or perhaps a steady realisation. Counsellors are not
magicians, part of their training is to encourage you to see yourself,
so don’t expect too many answers from them. Answers must come
from you for your life to change. Counselling is not for everyone but
many people benefit from discussing their deep and heartfelt
problems with someone outside their family who will not judge
them but allow them to see themselves for who they can be.

� Want to find out more?

For a counsellor in your area call the Hep C Helpline

Sydney metropolitan area 02 9332 1599

Regional NSW                  1800 803 990

conference feedback

By Lisa Waller

The Australasian Society for HIV Medicine’s (ASHM) annual
conference held in Cairns in October reflected its strong
commitment to hepatitis C research and education as hep C
researchers and practitioners from around Australia gathered to
share their work on understanding, preventing and treating the virus.

The plenary sessions provided opportunities for leading specialists
such as John Kaldor and Greg Dore of the National Centre in HIV
Epidemiology and Clinical Research and Graeme MacDonald from
the University of Queensland to examine the big picture: the public
health implications of the hep C epidemic; to question the success
of current prevention strategies and call for more people with
chronic hep C to be able to access treatment.

Representatives from Schering Plough and Roche were at the
conference to provide information on their new pegylated
interferon/ribavirin combination therapies which can now be
accessed through the S100 pharmaceutical benefits scheme. There
was much positive discussion among delegates of these treatments,
which have been demonstrated to be more effective and cause fewer
side effects than all previous treatments.

The symposiums on hepatitis C provided forums for medical and
social researchers with very different specialisations to report on
their work, from a progress report by the Macfarlane Burnet Institute
in Melbourne on its research into the development of a vaccine for
hepatitis C, through to a paper on the difficulties in providing HCV
education and treatment to homeless people in Sydney.

There were some great presentations on living with hep C, such as
Andrew Cheng of the special needs unit at Adelaide Dental
Hospital’s research on the links between hepatitis C and periodontal
diseases, which should help dental practitioners recognize the
special oral care needs of patients with HCV and Caroline Lang
from the University of Queensland’s presentation that identified 21
symptoms of hepatitis C and discussed how they occur in clusters,
or “attacks”.

Sessions on injecting drug use were an important strand of the
conference, with a number of symposiums specific to injecting
health. Hepatitis C also featured strongly in sessions on indigenous
health.

ASHM will hold its 2004 conference alongside the 4th Australasian
Hepatitis C Conference in Canberra at the end of August 2004. This
will be great for the hep C community as the program will allow
delegates to catch more sessions on aspects of hepatitis C than they
could at the Cairns conference. There were some very difficult
choices to be made about which sessions to attend with many
delegates hopping in and out to try to catch it all.

� Lisa Waller is president of the Hepatitis C Council of NSW, a

journalist and a member of our Editorial Committee.

ASHM, Cairns,
2003nsellor?nsellor?Do I need a counsellor?
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feature article

Dr Hesham Dabbous, assistant professor of tropical medicine and
liver diseases at Ain-Shams University, says one of the most trying
aspects of his job is witnessing the disease progress in those patients
whom he cannot offer much more than unproven vitamins and
Chinese herbs, or procedures to allay their pain temporarily. But
antivirals — which are not as effective in the genotype most
common in Egypt — cost $20,000 for a course of treatment. They
tend to reach only a small circle of people who can afford to pay or
whose insurance covers it. Beyond that, Egyptian officials say that
perhaps more will be gained if the money is spent on prevention.

“I think everybody in Egypt knows there’s a problem with hepatitis
C,” says Dr Mohamed Zahran, professor of urology at Cairo
University and chairman of the health board of the opposition party,
Al Wafd. “Their relatives or cousins have it. You can’t hide it. [The
government] should face the facts by calling for financial aid. We
need the help of other countries, like the United States and Europe,
to treat our patients.”

Dr Zahran says that Egypt needs the international community’s help
in controlling this disease. He says there should be assistance to pay
for medicine and organ transplants. This would ostensibly reduce
both transmission and morbidity rates. But even officials from the
World Health Organization contend that it’s not that simple. Besides
the huge financial cost to a poor country like Egypt, where antivirals
might work in about 50 percent of the cases where they can be
used, the treatment has severe side effects, such as depression,
personality changes, debilitating fatigue, nausea and weight loss.

And there are cultural and spiritual barriers to the effective
prevention and treatment of HCV in Egypt. Ignorance about its
origins and transmission is rife; fatalism about the chance of
contracting it creates recklessness and a dangerous climate of
resignation. And strict cultural ideas about transplants mean that
survival for the hardest-hit victims is almost impossible, unless the
person can travel abroad for the surgery.

Walking through the corridors of the liver unit of a public hospital
on the outskirts of Cairo, it’s difficult to ignore the men, weak from
the virus, sleeping in foetal position. It’s equally impossible to deny
the virus’s impact while sitting by Talaat Hassan’s bedside and
listening to the toll it’s had on his life.

“I am not in contact with my children because of fear of infecting
them,” says the 54-year-old father of three, his eyes glassy. “I’m
isolated in a different room. I eat alone and live alone while the
family is in the rest of the house.” As he speaks, a tube drains liquid
from his distended belly into a water bottle. Too much fluid in the
abdomen swells the midsection to the curves of a woman nine
months pregnant. The drainage helps alleviate the pain for about
one week.

Doctors have repeatedly informed Hassan that touching won’t
transmit hepatitis — only blood-to-blood contact will — but the
situation at home remains the same. He isolates himself from his
loved ones despite the heartbreak that it causes everyone involved.

“Our communities aren’t very well educated,” says Dr Soraya
Sharaf, head of parasitology at the National Liver Institute and vice
dean for environmental affairs at the Menoufeya University. “So you
need to convey the message that it’s blood. They think it’s only
major procedures that cause it.”

Hamdy’s cousin, Zayed, who couldn’t go to Saudi Arabia, believes
he may have contracted HCV from dental surgery, though, like most
people, he can’t say for sure. “I didn’t have any symptoms before the
blood test,” Zayed says as he sits on a couch, squeezed in between
his male cousins. “And I still don’t have any.”

Zayed is representative of another class of individuals with the virus.
They didn’t contract it from the bilharzia-treatment campaign, but
sometime after, once it took hold in the community and continued
to spread. It’s almost impossible to trace the source of infection for
these people, especially since many patients can go years without
knowing they have it. And because so many practices inherent to
village life involve shared blood, it is extremely difficult for doctors
to identify specific risk factors. The possibilities are endless: Could
families share toothbrushes? Go to the same community barber who
doesn’t sterilize his equipment? Pass around the gouza, a water
pipe, when some may have gingivitis? Have babies circumcised by
nontraditional health practitioners?

“So you have this huge pool of infected people, living, ageing, with
HCV,” says Mahoney of the US Naval Medical Research Unit. “If
you go to the barbershop and people have HCV, and you get a nick.
Things that are low risk in a low-prevalence country become high
risk here.”

But the high potential for contracting the virus doesn’t create much
anxiety; nor does having the virus create much anger or fear. Zayed
is feeling fine, so — like many others who are antibody-positive —
his only complaint is that he missed an economic opportunity by
staying in El Tod. His acceptance is not particularly unusual. Even
those who were most likely infected by their government’s medical
campaign feel this way. “We believe it is all from Allah,” explains
Moawed El Sayeed, Hamdy’s brother. “No one can prevent it.”

Public health officials say this belief makes their job — altering a
population’s behaviour because of a disease’s threat — that much
more challenging.

“Usually Egyptians are fatalistic,” says Sharaf, the parasitology
expert.

“They may think, ‘I may catch this anyway.’ They are very religious
but it makes them a little too fatalistic, so they’re not careful
enough. This concept has to be passed on to them: Do your part,
protect your family, your children, and then be fatalistic.” Protecting
oneself can be as simple as not sharing needles for the
administration of medication and using orally administered drugs as
an alternative.

On the second floor of the National Liver Institute in Shibin El Kom,
which sits in Minufiya at the heart of the delta, Dawood
Faragiskander, a frail man who looks to be in his mid-50s, is slowly
dying. He wears a red jogging suit that almost mocks the state he’s
in, one in which he can barely talk.

“In 1996, I would smoke and it would hurt in my abdomen,” says
Faragiskander in a hushed tone that is more of a whisper. “The
doctors didn’t discover hepatitis C until I started vomiting blood.”

His brother reveals Faragiskander’s ID card — he is pictured wearing
a big cheeky smile, a bow tie and a dinner jacket. Now his skin
looks more like a loose canopy tent, caving in where there are no
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bones to hold it up. The ID also shows how old he really is — only
39. “He’s been here since Sunday,” says his wife, Amal Aziz. “We
came here because we heard this is the best place.”

Faragiskander has end-stage liver failure and has just awoken from a
coma. Like most other people in the hospital here, he is not alone;
his brother, and wife wait by his side.

“Can you do anything to help him?” asks his brother Samir, helpless,
as he and the others start crying. “We are willing to give everything
we have. We just want him cured somehow.”

The family knows that a transplant is the only thing that can possibly
save him. Faragiskander came in too sick for doctors to do much
more. But what the family doesn’t know is that the country’s largest
liver institution doesn’t even perform them at this time. Same with
the National Cancer Institute in Cairo.

Cultural and religious opposition to removing organs from the
deceased has kept Egypt from recovering livers from cadavers. The
only treatment option has been the partial liver transplant, in which
doctors take a lobe from a healthy donor, and then place the
reddish-brown organ into the person in need. But the surgery is
prohibitively expensive — hundreds of thousands of dollars — and
difficult to justify because it jeopardizes the healthy donor’s life.

The partial transplant also doesn’t guarantee that the virus won’t
invade the new liver, leading to failure once more. Nonetheless,
doctors at both the Liver and Cancer Institutes say there are plans to
begin split liver transplants in the near future. And some private
hospitals have recently begun to do so as well.

It’s too late for Faragiskander. He died a few weeks after I visited. He
leaves two little girls, a wife, and a family without their main
breadwinner.

During that time I also visited Hamdy in the hospital, where he
drifted in and out of sleep. He looked tired but happy and talked
about how much he missed his daughter. Asked if he is angry about
contracting the illness, he said nothing but pointed up, to the
heavens. There was no talk of reparations, no demand of the
government, no grievance with anyone. “It’s up to destiny,” Hamdy
said. “It’s up to God if we should find treatment now.”

Soon afterward, he died.

� Dawn MacKeen covers health for Newsday:

www.newsday.com/

The research for this article was underwritten by a Pew
Fellowship in International Journalism.

This is the second installment in a two part series. For part 1,
please see Ed42, p34.
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ABC Radio’s The Health Report

Norman Swan: Hello and welcome to the first of three Health
Report specials on Alternative Medicine. Over the next three
Mondays, Rae Fry and I will investigate the phenomenon of
alternative medicine, complementary medicine, fringe medicine; the
words vary in politeness but they usually mean the same sort of
thing: treatments that aren’t mainstream and not taught to western
health professionals such as doctors, nurses and physiotherapists.

The list is long, from Hellerwork to Homeopathy, from Biochemic
Tissue Salts to Bach Flower Remedies, and from Aromatherapy to
Ayurveda. It’s a huge industry which is growing fast. Professor
Alastair MacLennan is a gynaecologist at the University of Adelaide
who has studied the alternative medicine market in detail.

Alastair MacLennan: About 50% of the population use
alternative medicine, that’s unprescribed over-the-counter medicine,
and about 20% of the population have been to an alternative
practitioner in the last year. The type of products they were using
were certainly large amounts of unprescribed vitamins, often in the
20 to 40 year olds, but one of the main users of alternative
medicines, we found, were menopausal women who often would
want to purchase what they thought was a natural product before
they would go for more conventional therapies such as hormone
replacement therapy.

There was quite a significant cost associated with alternative
medicines, and we found in 1993 that the total cost of alternative
medicine was around about $1-billion which was divided into about
two thirds of a billion for alternative medicines, and one third of a
billion for the practitioners. That represents twice the amount of
money that people spend on prescribed medicine [of course the
government subsidises a lot of prescription cost].

We also had a profile of the people who were using it; women used
it slightly more than men, higher educated people with greater
income used it more. So there’s lots of it around and we’re prepared
to fork out significant sums of money for it.

Norman Swan: But this series is not about systematically picking
each therapy apart in some superior way and telling you whether it
works or not. The messages are that the medical profession should
stop agonising so much about alternative practices; they’ve got their
own houses to clean up; that alternative practitioners have much to
learn from doctors, and doctors certainly can pick up a tip or two
from the complementary people, who funnily enough, don’t usually
have horns.

Today we’re going to put alternative medicine in an historical
context: where has it come from, whether you can generalise the
thinking behind all these therapies, and why do we use them in such
large numbers?

But a question that’s always fascinated me is when did we start
differentiating between orthodox and alternative medicine? Because
presumably, once upon a time, they were one and the same.
Professor Mike Saks is a British historian and sociologist with a
special interest in complementary medicine.

Mike Saks: The watershed was very much in the 19th and early
20th century. This was a time when the medical profession was
actually established, and before this time we had a fairly open field
in which there was quite a lot of competition, there was quite a lot
of overlap in terms of the practices that people might carry out. It
was quite fascinating that say in Britain, for example, leading
members of the Royal College of Physicians in the 17th century
were actually also major exponents of astrological practices, i.e.
they believed that the conjuncture of the planets actually had a
marked effect on the health of humankind.

Norman Swan: But while sociologists love to hate doctors and
the social, political and economic hegemony of the medical
profession, there is another explanation for the differentiation of
alternative from orthodox practices: the emergence of science from
the 17th century onwards which found you could classify groups of
symptoms into diseases which you could confidently diagnose and
find specific, effective treatments. Wasn’t it really scientific
discipline which pushed some practitioners into the alternative
corner?

Mike Saks: Well I think that was quite a major threat, but I do
think that one has to be quite careful in using the term ‘scientific’,
because the term ‘science’ is part of the kind of ideology which is
employed within health care and other arenas. In the mid-19th
century in Britain for example, when medicine won its spurs
through the 1858 Medical Registration Act, if one looks at the
condition of medical practice of that time, it was pretty flaky in
terms of its actual pay-offs for the patient. This was at a time of
course before antiseptics were introduced. It was also the time
before anaesthesia was widely available, yet surgery was being
performed. It was at a time when hospitals were known as Gateways
to Death which quite literally they were for many of the working-
class patients who entered their hallowed portals. And indeed it was
also at a time when purging, bleeding and cupping were widely
used, and heroic medicine, which I think latter-day interpretations
have suggested may not have been too good for you. I believe the
transformation of the profession took place ahead of the scientific
discovery.
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Nancy Beckham: My name’s Nancy Beckham, and I’ve been a
practising herbalist and naturopath for about 25 years. And my main
interest has been on phyto-oestrogens, menopause and osteoporosis.

Rae Fry: How would you say what you do is different from what a
conventional doctor usually does?

Nancy Beckham: Well one of the most important differences is
that I spend an hour with the patient at the first visit, so you get a
really good history. I’m not saying I go into the body, mind and
spirit, but you do get a good chance to get to know the person
better, and you get an overall picture of what the problem is, and
often that will help you find the cause of the problem. And I usually
prescribe some dietary information, I generally use herbs as a first
preference but often it’s not appropriate for a person; I might be
using, say, some supplements or some exercise therapy or lifestyle
things, it really does depend on the patient.

Norman Swan: Alan Bensoussan is head of the Chinese Medicine
Unit at the University of Western Sydney, and he’s actively involved
in clinical research.

Alan Bensoussan: People turn to complementary therapists
largely because they’re seeking help, largely because they actually
have an ailment, a concern, and they’re not making progress and
they want to open up some opportunity for treatment. It’s not
necessarily an enjoyable experience having acupuncture, it’s not
necessarily an enjoyable experience drinking Chinese herbs. But
they do it because they want therapeutic progression, they want to
improve.

Norman Swan: But some of the surveys have suggested that the
reasons that doctors say that we use complementary medicine are
not the reasons people use it which tends to tie in with what you’re
saying, but if you were to ask a doctor they would say, ‘Look, they
go there because they get time, and all I’ve got is six minutes as part
of my standard consultation.’ And it’s that time that makes a
difference, and it’s the placebo effect. And yet surveys which go out
and ask people why they use them say, ‘Well I actually prefer the
explanation for my illness.’ What do you think about that, and what
does research tell us about that?

Alan Bensoussan: Well time is important, there’s no question
about it, but to say that that’s the reason people are using this wide
range of therapies is not quite right. For example, in some of the
largest hospitals in the world, Ayurvedic hospitals, traditional
Chinese medicine hospitals, you don’t get time, you don’t get warm

fuzzies from your practitioner, you get very rough treatment, and
you certainly don’t get counselling and privacy and all those sorts of
things. Part of it is, as you’ve said, the patients like sometimes the
explanation they’re getting from the therapist. It makes sense
sometimes.

Chris: Hallo, my name’s Chris, I’m 46. The reason I came to a
naturopath is that I was finding that I wasn’t getting any answers
from traditional doctors as far as mainly pre-menopausal symptoms.
One of the main reasons I came here, I was just simply feeling flat
in the morning, and one doctor I went to said, ‘Oh dear, we need to
start treating you for depression’, and during my mother’s
menopausal year she was totally hooked, and I think still is, on
valium, and I didn’t want to get into any sort of depression things.

Rae Fry: And what kinds of things were important for you in
choosing a practitioner?

Chris: Basically someone I could relate to. Someone who actually
takes some time to understand what you’re talking about, and
perhaps not dismiss it, because to me the emotional way that I was
feeling in the morning, that was the thing that was really upsetting
me the most, and any other things, even hot flushes and things, I
can probably learn to cope with, but it was this waking up in the
morning and thinking how the hell am I going to get through the
day?

Norman Swan: Chris’s story crystallises an issue which lies at the
heart of why people seek help from different kinds of practitioner. A
doctor, psychologist or psychiatrist would say Chris gives the
classical story of someone who is in fact depressed. But that’s not
what Chris is prepared to hear. She wants her own solution.

We each have our own personal experiences which colour our
attitudes. And we have beliefs which we take with us when we go to
see a doctor, a naturopath like Nancy Beckham, or a traditional
Chinese Medicine practitioner like Alan Bensoussan.

Professor Tony Jorm of the National Health & Medicine Research
Council’s Psychiatric Epidemiology Research Centre at the ANU, did
a huge study of just these beliefs and the difference they can make
to whether we accept certain explanations for our illnesses. He was
looking specifically at beliefs about depression and schizophrenia
among the general population but as you’ll hear, it could well apply
more broadly.

entary medicineiscussing complementary medicineD
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Tony Jorm: What we found was three broad clusters of beliefs, and
we called them belief systems - one of which we labelled a medical
belief system, and that involved beliefs in all sorts of medication,
admission to hospital and having treatment like ECT, electro-
convulsive therapy. And then we found a psychological belief
system; this included people who believed in seeing a psychiatrist or
a psychologist or a social worker, receiving counselling or
psychotherapy or hypnosis. And lastly we found what we call the
lifestyle belief system, and this included people who believed in say,
taking vitamins or seeing a naturopath, becoming more physically
active, having a massage, getting out and about more and taking on
new recreational pursuits.

And what we found was that these same belief systems came out
whether you gave people a description of a person with major
depression, or a description with schizophrenia. And although we
don’t have any evidence on it, I suspect that the same belief systems
would come out even with physical health problems.

Rae Fry: So to what extent did people’s views about what
treatments worked match up with the scientific evidence?

Tony Jorm: Well the interesting thing is that these belief systems
aren’t really rational or irrational in a way; each one of them
incorporates treatments, interventions, that are useful and supported
by evidence, as well as some that aren’t. For example, if you take
the medical belief system and apply it to depression, there’s plenty
of evidence that antidepressant medication is useful for depression,
but there are a whole lot of other drugs that have psychological
effects that aren’t useful for depression. If you take the psychological
belief system, there’s evidence that various types of psychotherapy
are very useful for depression, but there are other things like
hypnosis that aren’t. If you take the lifestyle belief system we know
that physical activity is very useful, there’s a herbal remedy, St John’s
Wort, which is very useful, but there are others that we have no
evidence that they’re any use. So they weren’t a matter of whether
people had knowledge or not, there were general views about
health and they incorporated things, some things that would be
supported by evidence and some things that would not.

Rae Fry: We know from most surveys of alternative treatments that
most people don’t actually give up conventional medicine, they
simply start using complementary therapies as well, hence the term
‘complementary’ rather than ‘alternative treatments’. What’s that
telling you about the way that people are kind of overlapping or
combining their belief systems?

Tony Jorm: Well the three belief systems that we found in the
mental health area aren’t mutually exclusive. People could adhere to
all three, or they could adhere to just one, or they could adhere to
none at all. So they’re really like different dimensions of adherence

to particular views about health, that people have more or less
strongly. The problem is when people confront a health practitioner
who has the sort of scientific view. The person that’s coming to
them, the patient, is going to have these predispositions, these belief
systems and what the health practitioner might recommend may or
may not fit in with that belief system, and that might cause
difficulties.

Norman Swan: Tony Jorm’s hunch that his findings could be true
for more physical illnesses and alternative medicine in general, is
supported by an enormous survey of alternative medicine use in the
United States. The work was performed by Dr John Astin at Stanford
University in California.

John Astin: We found contrary to what conventional wisdom
would say, people who use various forms of alternative medicine are
not in fact any more dissatisfied with their conventional medical
care - that rather than reject the conventional medicine, people
were drawn to these therapies because they were more consistent
and more congruent with their own philosophical orientation - that
orientation being one that you could characterise as holistic, people
who felt that addressing body mind and spirit in health related
matters was very important.

Rae Fry: So it was a positive choice for alternative therapies rather
than a reaction against conventional therapies.

John Astin: Yes, exactly. And the theory is, that for a lot of people,
their health care choices are part of a larger sort of orientation to
life, and one in particular that is looking for meaning and purpose
and spirituality and they want their health care choices to be part of
that broader sort of value orientation.

Norman Swan: Dr John Astin, who’s now at the University of
Maryland in Baltimore.

Dr Mohammad Siahpush of the Anti-Cancer Council of Victoria has
made similar findings in Australia, especially when it comes to
beliefs in so-called natural therapies.

Mohammad Siahpush: One dimension concerns the view that
nature is benevolent, nature is gentle and kind - a belief that natural
remedies are safer and more effective than chemical drugs. Another
dimension is called holism, which refers to the belief that health is
multi-faceted, involving an integration of mind, body and spirit; also
a belief in the natural ability of the body to heal itself is another part
of the holistic view.

Another dimension of this postmodern philosophy of health is belief
in individual responsibility, and that achieving good health requires
working commitment and perhaps a change of lifestyle. And also
that we are what we are because of the choices that we make.

Discussing complementary medicine,  cont. Discussing complementary medicine,  cont. 
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Norman Swan: Which is probably a major reason alternative
medicine use is so middle-class in its focus.

The word ‘holistic’ appears again and again when alternative
therapies of almost any kind are mentioned. Yet while Professor
Mike Saks of the UK believes there’s great value in many of these
treatments, he thinks that the notion of holism is largely a myth.

Mike Saks: When I look at alternative therapies and I look at
everything from reflexology and acupuncture and osteopathy and
chiropractic and so on and so forth, what I see is a very mixed bag.
Osteopaths for example, who treat bad backs, don’t look
particularly holistic to me. Homeopaths actually have a view of the
world which is about treating the whole person.

However I do think that there may be dimensions of the holistic
approach that are not fully encompassed. There are often, for
example, not very good referral networks between complementary
and alternative practitioners, and I’m not just talking about referral
networks with orthodox medicine, I’m talking about internal referral
networks, a more encompassing approach.

Norman Swan: In other words what you’re saying is that if you’re
truly holistic, even if you’re in the alternative mode, and you’re a
homeopath, you might say, ‘Look, I think you might actually be
better off with acupuncture for this condition’ and so on. But they
tend to keep you on the homeopathic road.

Mike Saks: Absolutely, and that certainly would be a case I would
argue. I think the other aspect of this is that when you’re looking at
social and environmental influences on people’s conditions, which
does take you right back to Hippocrates, when you’re looking at
these influences they’re not always very well encompassed by
complementary and alternative practitioners, particularly if we’re
looking at class background, issues to do with unemployment,
issues to do with income levels and impact on health. This is one of
the most fundamental health influences, and yet it’s often something
which is left out of the equation.

Norman Swan: And ironically it’s just the part of the equation that
orthodox medicine has taken on board in recent years. But let’s get
back to the rooms of naturopath, Nancy Beckham, who’s still with
her patient, Chris.

Nancy Beckham: So that’s your day mix, so we’ll just leave off
your day mix for now. Now what’s happening at night? I gave you
that mix to help you sleep, and so are you sleeping a bit better?

Chris: Well I’m getting to sleep fine, but I still have to get up and
go to the toilet once or twice. I have had a few things on my mind
over the last few months that I tend to wake up at 4 o’clock in the
morning and then start thinking about work, but I try and use my
meditation and go to peaceful places and get rid of those sort of
thoughts.

Nancy Beckham: That’s why you need to know what you’re
doing, because you’ve got to know all the secondary things, like I’m
giving her hops, and hops are good for sleep, it’s good for the
digestion, it’s helpful for the liver, and then Crateva which is an
ayurvedic herb, which is really good for the bladder and that’s sort
of the primary herb for her, and I’m using thyme, because it’s a good
anti-spasmotic, and it’s good for nocturia. And I’m using licorice in
the formula because licorice is also a phyto-oestrogen but it’s really
soothing. So that’s all we have to do.

Norman Swan: What are we using though when the surveys say
that 40% or 50% of us use alternative medicine in any one year?

The fact is that the proportion of the community involved in more
way-out therapies like magnetism or iridology, is pretty small. And
as Dr John Astin discovered in the United States, many of the
therapies people are taking up might not be considered alternative
at all.

John Astin: Well the most, and this has been consistent in most of
the alternative medicine surveys in this country, the most frequently
used are chiropractic and various relaxation therapies.

Rae Fry: Now in Australia at least, chiropractic and relaxation
therapies wouldn’t be considered that weird - and after your
research came out some other researchers argued that the main
reason that people are using alternative therapies is simply that it
works. Could you comment on that?

John Astin: Right. Well two things: one is the issue for example
with chiropractic, I actually argued initially with the editors of
JAMA, the journal that eventually published the paper, that
chiropractic should not be considered alternative therapy and I’d
eliminated it from the definition. They disagreed with that, and felt
that it’s still not part of mainstream medicine. Obviously the line is
getting increasingly blurry between what’s alternative and what’s
conventional, particularly as more research comes out suggesting
that some of these less conventional therapies are effective. And I
think to answer your second question, in my particular study, the
No.1 benefit people reported from alternative therapies was relief of
symptoms. A large number of percentages are saying that therapies
are effective for them, and so that would be certainly a motivating
factor for continued use.

Norman Swan: And Alan Bensoussan of the University of Western
Sydney, has found that in Australia, Traditional Chinese Medicine is
more than a $90-million industry, for non-trivial interventions like
acupuncture and herbal mixtures. But the problem for the sceptical
consumer is the apparent lack of discipline amongst alternative
practitioners. They seem to pick and choose between philosophies
and theories to suit themselves rather than relying on hard data.
There doesn’t often appear to be one body of proven knowledge
which you can be sure they have.
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Alan Bensoussan: Let me give you an example in the purest of
sciences, in physics. We look at light, and we describe light as being
wave motion, particularly when we describe diffraction-refraction
effects and so forth, and explain how a rainbow appears. But we
also simultaneously choose another theory for explaining light, the
photon theory, the quantum theory of light, when we want to talk
about the momentum and particles being knocked out of place. So
we choose, even in the purest of sciences, different theoretical tools
to explain our observations.

Now naturopathy may do that in a very eclectic fashion, and I think
naturopaths are probably the most eclectic of the complementary
therapists. But I need to acknowledge that even in Chinese
Medicine, there are different theoretical schools and those schools
are not whimsical. They’re schools that describe, for example, the
sort of thinking and tools one should use in treating and managing
infectious diseases. And then there’s another school that one should
use, another body of theory that one uses in managing chronic
internal illness. So there are theoretical tools that are constructed for
the understanding of particular clinical portraits.

Norman Swan: Give me a practical example of where almost this
dualism, in terms of thinking about somebody and their problem,
can work.

Alan Bensoussan: OK. Take two patients that have both got low
back pain and they come in to see their GP. They’re both chronic
low back pain patients. The first patient has pain that appears first
thing in the morning, has a lot of stiffness, but once they’re up and
moving around for an hour or so, have a hot shower, they improve.
The second patient, also with low back pain says their pain is fine
first thing in the morning, they have no problem when they get up,
but as the day goes on their pain registers more significantly and
they have to actually sit down, lie down and rest, and they’re fine
the next morning when they get up.

Now a GP would examine these two patients and send them off for
various tests and determine whether there’s any pathology involved
at all, whether there’s any arthritis or rheumatism or malalignment
of the vertebra, whatever. If there’s no particular pathology in these
two patients, the question has to be asked what can the GP actually
do? How can the GP actually using medical science, differentiate
between these two patients if there’s no obvious pathology. And I
don’t think this is too contrived a situation, there are many
inexplicable low back patients.

If those two patients went to a Chinese Medicine practitioner, there’s
one theoretical tool that that Chinese Medicine practitioner can use
which will help actually distinguish those two patients. And this
might sound a little bit simplistic because the theory does, but if we
just go along with this for a minute: the concept of circulation of

energy is paramount in Chinese Medicine. The Chinese physicians
have always said there’s more than just blood circulating in the
body, there’s also energy, human energy of some sort circulating in
the body. We don’t know how to measure that yet.

If we accept that as a theoretical tool though, we accept this
concept of circulation of energy, the patient who has pain upon
rising first thing in the morning when they’ve been rested all night
through the coldest part of the day, they get up, they’re stiff, they’re
sore, they move around for a while and when their energy starts
circulating they add warmth as well, their energy starts circulating,
their blood starts moving, the pain dissipates. So that first patient
had a problem that was related to obstruction, stagnation of energy,
a blockage of energy, an accumulation.

The second patient you’ve probably already understood, is quite the
opposite, because they’re fine when they get up in the morning, it’s
as the day goes on when their energy becomes depleted, their area
of greatest vulnerability is exposed, which is their low back. So in
fact for that second patient, they’re suffering a weakness or a
deficiency of energy in the low back.

Now the concept of energy there is only a little tool, but what it’s
done for the Chinese Medicine practitioner is it’s actually allowed a
separation of those two patients, a conceptual separation. The first
patient has too much energy in the low back, an accumulation, a
stagnation, and that needs dispersing. The second patient has a
deficiency of energy in the lower back and that actually needs
strengthening, you actually need to bring in energy, in a sense, to
the lower back. So the treatments are actually at opposite ends of a
spectrum. The first patient would receive acupunctural herbs that
disperse the accumulation of energy, the second patient would
receive acupunctural herbs that strengthen and tonify the low back.
It’s a tool like this concept of circulation of energy, that actually
allows the Chinese Medicine practitioner to distinguish these
patients, and allows the Chinese Medicine practitioner to treat the
patients in a way that the patient themselves may understand better,
and ultimately, hopefully, be more effective.

The alternative with Western medicine would have been simply to
prescribe both of those patients analgesics or anti-inflammatories of
some sort.

� This three-part series Discussing Alternative Medicine was

produced by Norman Swan and Rae Fry with the assistance
of Brigitte Seega. It was broadcast on The Health Report,
(ABC Radio), Monday 18 September, 2000.

The full referenced transcript is at: http://www.abc.net.au/rn/
talks/8.30/helthrpt/stories/s176462.htm

Parts Two and Three of Discussing Alternative Medicine
follow in our Editions 44 & 45.

Discussing complementary medicine,  cont. Discussing complementary medicine,  cont. 
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Hep C Helpline
For free, confidential and non-judgmental
information and emotional support you can
phone the NSW Hep C Helpline. The service
gives you the opportunity to talk with trained
phone workers and discuss those issues
important to you. It also provides referral to
local health care and support services:

• 9332 1599  (Sydney callers)

• 1800 803 990  (NSW regional callers)

Prisons Hep C Helpline
A special phone service, provided through the
NSW Hep C Helpline that can be accessed by
NSW prisoners and prisons staff. You can call
this free and confidential service by using your
Smartcard, or by calling the numbers above.

Community health
centres
Community Health and Neighbourhood
Centres exist in most towns and suburbs. They
provide different services, including
counselling, crisis support and information on
local health and welfare agencies. Some
Neighbourhood Centres run a range of support
and discussion groups and activities that may
range from archery to yoga. Look in your White
Pages under Community Health Centres.
Neighbourhood Centres can be found by
phoning your local town Council.

General Practitioners
It is important that people find a well-informed
GP who can support all long-term health care
needs. Ideally a doctor should be able to
review and monitor a person’s health on a
regular basis and provide psychological and
social support if needed. GPs should also be
able to act as advocates to help with difficulties
in other parts of the health care system. GPs
should be able to advise when it is necessary to
seek specialist advice or further investigations
or about research trial options. The NSW Hep
C Helpline may be able to refer people to
doctors and other health care workers in their
area who have been involved in hepatitis C
health care training.

Alcohol & other drug
services
People who inject drugs and want to access
peer-based information and support should
phone NUAA (the NSW Users and AIDS
Association) on 8354 7300 (Sydney callers) or
1800 644 413 (NSW regional callers).

NSW health services have a number of Drug
and Alcohol clinics set up around the state.
These centres offer confidential advice,
assessment, treatment and referral for people
who have a drug/alcohol problem or who have
concerns about the use of these substances.

The services are free and the staff are experienced in all aspects of drug and alcohol use and
associated conditions. If you are worried about your own or someone else’s drug and alcohol
problem, phone the Alcohol & Drug Information Service (ADIS) on 9361 2111 or 1800 422 599,
or contact your local hospital or community health centre who will also be able to advise you on
your nearest clinic.

Family Drug Support
An organisation that provides assistance to families to deal with drug issues in a way that
strengthens relationships and achieves positive outcomes. Phone FDS on 1300 368 186.

Sexual health clinics
Although hepatitis C is not classified as a sexually transmissible disease, staff at these clinics can
offer a range of services including pre- and post-test discussion and HCV blood tests. They are
listed in your local phone book under ‘sexual health clinics’.

If you are concerned about confidentiality, these clinics do not need your surname or Medicare
card and keep all medical records private.

Other support & counselling
Traids is a statewide counselling, support and advocacy service for people with medically
acquired hepatitis C and HIV. They offer short and long-term counselling, information, support
and advocacy to affected people and their families and/or carers. Traids services are free and
confidential, and on either a face-to-face or telephone basis. They also run support groups and
have a regular newsletter. Current hepatitis C information is available. For more information,
phone 02 9843 3143 (Traids have an immediate call back policy for NSW regional callers).

Family & relationship counselling
If hepatitis C is impacting on your family relationships, it may be wise to seek family or
relationship counselling. To find out more, contact Relationships Australia on 9418 8800 or
1800 801 578.

Advice on food & nutrition
Accredited Practicing Dietitians (APD) are qualified dietitians engaged in a formalised system of
ongoing professional updating. Dietitians work in hospitals and community health centres, where
there is usually no charge for their services. Alternatively, private practitioners are listed in the
Yellow Pages. For information on healthy eating and referal to local dietitians, call the Dietitians
Association of Australia: 6282 9798  or  1300 658 196  or  www.daa.asn.au

Cultural and linguistically diverse communities
The Multicultural HIV/AIDS and Hepatitis C Service (MHAHS) works with culturally and
linguistically diverse individuals and communities to achieve better health and wellbeing in
relation to HIV/AIDS and hepatitis C, and to encourage and support health services working in
these areas to respond appropriately and equitably. MHAHS targets 20 different language groups,
but is also available to other individuals and communities from culturally diverse backgrounds
seeking assistance. For more details, phone 9515 3098  or  1800 108 098.

support / info services

Central Coast 4320 3399

Central Sydney 9515 8643

Far West NSW 08 8080 1511

Greater Murray 6058 1700

Hunter 4924 6477

Illawarra 4223 8341

Macquarie 6841 2256

Mid Nth Coast 6562 6066

Mid West 6339 5283

New England 6766 2288

Nthn Rivers 6620 7505

Nthn Sydney 9976 9860

SE Sydney 9382 7637

Sth West Sydney 9828 5906

Southern 6124 9922

Wentworth area 4734 3877

Western Sydney 9840 4110

Hep C coordinators
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Westmead Support Group

A support group for people living with hepatitis C, including those on
treatment. People from any area are welcome.

From 7pm to 8.30pm, every 1st Thursday of each month (except Dec
& Jan) at Room 2, Level 2, Parramatta Health Service, 158 Marsden
St, Parramatta. Free parking - entry via George Street - or 10 min walk
from Parramatta station.

Please phone if you are thinking about attending and for more info
contact:  Gabrielle: 9843 3143
               Pip:          9843 3183
               Frances:   9840 4110

Northern Rivers Support Groups

Support groups often come and go. For information on possible
groups in the Northern Rivers region, contact Wendi Evans on 6620
7505 or Marilyn Lebeter on 6672 0277.

St George Support Group

Meets 7pm on a Thursday, every 2 months in Waratah Clinic.

Guest speakers are featured. Light refreshments are provided.

For more details, phone Janice or Robyn on 9350 2957.

St Vincent’s Support Group, Darlinghurst

Although no group exists right now, if there is enough interest, this
general hep C support group will meet on a monthly basis.

St Vincent’s Hospital, Darlinghurst

Contact:  John McAllister 8382 2576

Nepean Hepatitis C Support Group

Guest speakers keeping you informed about hep C. Family and
friends are more than welcome. Light refreshments and supper are
provided.

Held in the Nurse Education Dept. Lecture Room (Somerset St
entrance), Nepean Hospital. Contact:  Jo or Vince on 4734 3466

Coonabarabran Hepatitis C Support Group

Meets in the Health Counsellor room, Coonabarabran Community
Health building.

For information on this general hepatitis C support group, please
contact Gary McKernan on 6842 2507.

Hunter Hepatitis C Support Services

A service that is open to all people of the Hunter living with HCV
and is linked to a team of health care professionals specialising in
hepatitis C treatment & care.

Based at John Hunter Hospital, Lookout Rd, New Lambton.

Contact: Hepatitis C Social Worker, Gabrielle Murphy on 4921 4762
HCV Clinical Nurse Consultant, Tracey Jones on 4921 4789.

We try to ensure this information is correct. Please forward any details if you are aware of any
other support groups in NSW. Listings below are subject to change and we suggest that people
phone the contact persons for information before attending groups.

Port Macquarie Hepatitis C Support Group

Peer support available for people living with or affected by hep C.

For information, please contact Lynelle Wood or Alison Mears (both
of Mid North Coast Area Health Service) on 6588 2750 and
0418 207 939 respectively.

HOTS group, Central Coast

HOTS: HCV and Offering Togetherness and Support. We are a
Central Coast hep C support group who meet twice a month on the
1st Wednesday evening of the month from 7.30 to 9.00 pm, and the
3rd Tuesday morning of the month from 10.30 am to 12 midday.

These different times allow people who work or study to also attend.
We meet at the PSN House at North Gosford. We also have guest
speakers, general discussion  and outings - and you will always get a
cuppa. For further details, please call Leslie on 4323 2905.

Westmead Hepatitis C Information Nights

Our Information Nights are aimed for people with hep C, families,
friends and interested others. Our speakers talk about various aspects
of hepatitis C such as: research about the virus, transmission,
treatment and symptom relief. People who have hepatitis C or who
have successfully undergone treatment often speak of their
experiences and we also allow time for questions and answers.

Supper is generally provided as we know this can be an awkward
time for some people. Parking is available at the hospital - you will
need five dollars in coins. Alternatively, it is about a ten minute walk
from Westmead station. Go to the main entrance of the hospital and
ask for directions at Reception, or look for our signs. There is no
charge for the Information Night and people from any area are most
welcome.

For further information on future info nights, please phone Frances on
9840 4110,  Gabrielle on 9843 3143, or Seng Kee on 9845 7706.

support / info groups
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noticeboard

Research volunteers needed
Were you aware of the research project, ‘Treatment for narcotic
addiction – the consumer perspective’, an analysis of the experiences
and opinions of people who have sought information about or access to
treatment for narcotic addiction (for themselves or others).

Consumer involvement is an important element in the provision of
health care in NSW. This research aims to provide valuable consumer
input to the continuing debate on drug treatments.

Participants will be able to offer insight into the accuracy, reliability and
value of the stories / information about drug use and treatment options
that appear in the media. Opinion is sought on the social, political, legal
and medical aspects of access to various treatment options, including
the use of naltrexone.

If you decide to participate in this research, you will be asked to share
your views, opinions and experiences with me during a confidential
interview that will last approximately 45 minutes. I have interviewed 14
people to date and I would like to interview at least another 14 people
between November 2003 and March 2004. Your confidentiality will be
assured and the information obtained will not identify you in any way.

Your opinions are important and need to be heard.

Please contact me if you would like to take part in this research.

� My name is Susie Lang and you may ring me or leave a message
at any time on my mobile phone - 0418 232 700.  I hope to
hear from you!

Library items for loan
Library loans are available for up to 4 weeks. Please call the Hep C
Helpline on (02) 9332 1599 (Sydney callers) or 1800 803 990 (other
NSW callers) to request the item you require. Items are loaned free
of charge however borrowers are required to pay return postage.
Please enquire about postage rates when you call the Helpline.

Videos

The Big Combo (HCCNSW, 2002): Approx 20mins; two people
consider pharmaceutical treatment for hepatitis C in very different
ways; information on current treatment and interviews with
treatment specialists. Available with subtitles for people with
hearing difficulties. English.

Hepatitis C – An update on testing and management (RHEF, 2001):
Approx 90mins; a hepatitis C management video for health care
workers. Covers testing, monitoring, injecting drug use, lifestyle
management and treatments. English.

Everybody’s Business (MHAHS/ANCAHRD, 1999): Approx 30mins
HIV and 10mins hepatitis C; suitable for health workers working
with groups. Comes with a facilitator’s workbook. Available in
English, Bosnian, Arabic, Chinese, Vietnamese, Spanish, and East
Timorese.

Look Back Look Forward (Kathy Sport/Ronin Films, 1998): Approx
30mins; real life stories of peoples’ experiences with hepatitis C and
interviews with health specialists. Suitable for individuals and health
workers. English. (Council members only)

Books

Hepatitis C: An Australian Perspective (Crofts, Dore, Locarnini,
2001): Covers all aspects of hepatitis C clinical management,
treatment and prognosis. Suitable for health workers. (Council
members only)

Hepatitis C, other liver disorders and liver health: A Practical Guide
(Farrell, 2002): Covers all aspects of hepatitis C management,
treatment and lifestyle issues, as well as other liver disorders.
Suitable for individuals and health workers. (Members only)

Cassette Tapes

Hepatitis C: A Brief Introduction (HCCNSW, 2000): The Council’s
comprehensive brochure (4th ed March 2000) on audiotape for
people with reading difficulties. Note: treatment info has changed
slightly since 2000. English.

� HCCNSW

Margaret
MacDonald
15 June 1956 -
29 Sept 2003

Margaret was well known in the
hepatitis C sector for her research
work carried out through the
National Centre in HIV Epidem-
iology and Clinical Research. She
was a key researcher in the
nationwide NSP BBV Sentinal
surveillance project and this work
has helped guide many estimates
and predictions about the Australian HCV epidemic.

Margaret was a great friend of the Council. Her warmth and
concern for others whatever their background or position added
much to our sector. Her sudden passing is a tragic loss for her
partner, Kate, her wider family and friends, and for colleagues at
the NCHECR, our Council and within the wider hepatitis C sector.

� HCCNSW

Conference update
• 15 International Conference on the Reduction of Drug

Related Harm: Melbourne, 20-24 April 2004.
www.ihra.net/

• 4th Australasian Hepatitis C Conference: Canberra, ACT, 31
Aug - 4 September 2004.   www.ashm.org.au/
conference2004

Complaints?
If you wish to make a complaint concerning our products and
services, please visit our website for more information:
www.hepatitisc.org.au/documents/ComplaintsPolicy.pdf
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Hepatitis C Council of NSW
PO Box 432
DARLINGHURST   NSW   1300

Or fax: 02 9332 1730

About the Council

We are a community-based, non-government,
membership organisation. Our role is to represent and
provide services to people affected by hepatitis C
throughout NSW. The Council is overseen by a
voluntary Management Committee, primarily made up
of people elected by the membership. Although
primarily funded by NSW Health, we rely heavily on
the involvement and support of our members.

Privacy policy

The Hepatitis C Council of NSW respects and upholds
your rights to privacy protection. In accordance with
National Privacy Principles, we have a detailed policy
and set of procedures regulating how we collect, use,
disclose and hold your personal information. For a
copy of the policy, please contact the Council office on
02 9332 1853 (Sydney and non-NSW callers), or
1800 803 990 (NSW regional callers), or visit our
website: www.hepatitisc.org.au

Membership

Our membership year begins on 1 March and runs to
the end of February the following year. Like all
sporting, social and political clubs, all members
(including Zero Fee members) must renew their
memberships on an annual basis.

We urge members to renew their memberships as this
income assists the Council greatly in its work
throughout the year.

For NSW health care workers

One of our services is the Hep C Helpline, an
information and support phone line that is able to refer
callers to a range of services and health care workers
in their local area (within NSW only).

If you want to be listed on our database as a referral
option, please indicate on this form and return to us by
fax or post. We will provide posted regular HCV
update information. Please note that we encourage
services on our referral database to become members
of the Council.

As the most widely-read hepatitis C publication in
NSW, targeting both people affected by hepatitis C and
health care workers, The Hep C Review is provided
free to all members of the Council.

If your service has clients/patients who may be
interested in The Hep C Review, please indicate the
number of extra copies you would like to receive on
this form.

An invitation
to join / rejoin
the Council

membership form / renewal form / tax invoice
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