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welcome letter
Dear Delegate,
The Conference Partners including, the Australasian Society for HIV Medicine, Australasian Society for Infectious
Diseases, Australian Centre for HIV and Hepatitis Virology Research, Gastroenterological Society of Australia, Hepatitis
Australia, National Centre in HIV Social Research, National Hepatitis B Alliance and the New Zealand Hepatitis
Foundation are delighted to welcome you to Melbourne, Australia for the the 7th Australasian Viral Hepatitis
Conference, at the Sebel Albert Park from 6 to 8 September 2010.
The theme of the conference is Looking Back, Moving Forward: Challenges for the Next Decade. There will be four
major streams in the conference: Basic Science; Clinical Medicine; Community and Social Research; and Epidemiology,
Public Health and Prevention. As well as having world leading expertise in each of the streams, the conference will
endeavour to engage participants with different sectoral interests in dialogue and the cross-fertilisation of ideas. The
plenary sessions include input from multiple streams on a common theme within the one session, and there will be
parallel sessions for individual streams.
Each theme area will run symposia and proffered paper sessions that focus on key areas of the particular discipline
highlighted by the individual stream chairs.
Basic Science
Hepatitis B and C infections are two of the most prevalent health issues facing virologists, hepatologists and
infectious disease specialists around the world today. Understanding the mechanisms by which hepatitis viruses
cause damage to the liver and ultimately lead to cirrhosis, liver failure and liver cancer is paramount to the future
development of more effective treatment strategies for both hepatitis B and C infections. This Conference brings
together leading international and regional scientific experts in viral hepatitis to share their knowledge and research
in exploring the liver’s response to hepatitis viruses and the significant role this plays in the pathogenesis of hepatitis
B and C associated liver disease. Through the structured basic science plenary talks, symposia, free paper and poster
sessions, you will enjoy a rewarding experience that will undoubtedly enrich their understanding of viral hepatitis.
Chair: Joseph Torresi (representing the Australasian Society for Infectious Diseases)
Clinical Medicine
The conference will highlight major new therapies directed at HCV and HBV infection. A strong focus will be on the
emerging data on how host genetics are able to predict different treatment outcomes. The conference program will also
address difficult management decisions in the issues of HCV retreatment and treatment of advanced liver disease. In
addition the major emerging issue of Hepatocellular carcinoma will be analysed and treatment options will be discussed.
Chair: Geoff McCaughan (representing the Gastroenterological Society of Australia)
Community and Social Research
The Community and Social Research theme brings together eminent thinkers, researchers, community
members and practitioners to engage with current key issues in hepatitis prevention, treatment and care.
Speakers will address issues such as human rights, complexities in the social and political dimensions of
viral hepatitis, models of care and working within challenging environments to address viral hepatitis.
Chairs: Carla Treloar (representing the National Centre in HIV Social Research) and Helen Tyrrell (representing Hepatitis
Australia)
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Epidemiology, Public Health and Prevention
Hepatitis C and hepatitis B have a major impact on human health both globally and locally. It is vital that we
understand the epidemiology of these diseases to properly inform public health policies and programs that prevent
disease transmission and improve the management of people already infected with these viruses. The Conference
will highlight the recent changes in our understanding of hepatitis C epidemiology, most notably in the area of
HCV reinfection, superinfection and clearance. The implications of these findings are of considerable relevance to
everyone working in the sector, from government to community organisations and researchers. The epidemiology
of hepatitis B in Australia is complex, with notable diversity in the modes of transmission and populations who are
acutely and chronically infected with the virus. A discussion of the optimal public health strategies to address this
diversity is particularly relevant at this Conference, in the year of release of Australia’s first National Hepatitis B Strategy.
Chairs: Margaret Hellard (Burnet Institute) and Mark Stoove (Burnet Institute)
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Amany Zekry

Gastroenterological Society of Australia

Organising Committee

Margaret Hellard, Burnet Institute
Mark Stoove, Burnet Institute
Pollyanna Strauss and Nicole Robertson,
Professional Conference Organisers,
ASHM Conference & Events Division

CONFERENCE PARTNERS OVERVIEW
The Australasian Society for HIV Medicine (ASHM) is the peak organisation of health professionals in Australia and
New Zealand who work in those areas of health concerned with HIV. ASHM draws on its experience and expertise
to contribute in the related areas of viral hepatitis and sexual health. Further information can be obtained from the
website at www.ashm.org.au.
The Australasian Society for Infectious Diseases (ASID) is a Special Society of the Royal Australasian College of
Physicians. It was founded in 1976 and is dedicated to education, research and the advancement of the practice of
Infectious Diseases. Further information is available at www.asid.net.au.
Australian Centre for HIV and Hepatitis Virology Research (ACH2) is a collaborative national virology research
organization focused on HIV and Hepatitis C. Further information is available at www.hiv.edu.au.
The Gastroenterological Society of Australia is Australia’s peak body for the disciplines of gastroenterology and
hepatology. Further information is available at www.gesa.org.au.
Hepatitis Australia is the peak national community organisation for viral hepatitis. It was incorporated in 1997 and
provides national leadership and advocacy on viral hepatitis and supports partnerships for action, to ensure the needs
of Australians affected by or at risk of viral hepatitis are met. Further information is available at www.hepatitisaustralia.
com
The National Centre in HIV Social Research conducts a range of research projects in Australia and the Asia-Pacific
region related to HIV, viral hepatitis, injecting drug use, sexual health and Aboriginal health. Further information is
available at http://nchsr.arts.unsw.edu.au/
The National Hepatitis B Alliance (NHBA) represents a broad range of organisations in Australia working in the area
of chronic hepatitis B and functions to exchange information and work collectively in improving the response to
hepatitis B in Australia. Further information is available at http://alliance.hepatitis.org.au.
The New Zealand Hepatitis Foundation exists to promote positive health outcomes to the people of New Zealand
through education and research into viral hepatitis, and early detection and long-term follow-up of chronic hepatitis
B and C. Further information is available at www.hepfoundation.org.nz.
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University
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One liver.

One life. One VIREAD.

Why Viread
for your CHB
patients?
Established potency and
durability at 3 years1–3

0% HBV resistance at 3 years4
Increasing HBsAg loss to
8% at 3 years3
Convenient for patients
– no fasting or mealtime
planning required5
Recommended as 1st line
therapy option in CHB
treatment guidelines6,7
PBS Information: Viread is PBS listed for the treatment of CHB and HiV: Section 100. Private Hospital authority required.
Viread is listed for the treatment of CHB and HiV in Section B of the pharmaceutical schedule.
Please refer to www.pharmac.govt.nz for full Special authority criteria.
Minimum Product Information – VIREAD®
VIREAD (tenofovir disoproxil fumarate) 300 mg tablets. INDICATIONS – HIV infection (in combination with other antiretrovirals) and chronic hepatitis B in adults (>18
years). DOSAGE AND ADMINISTRATION - One tablet daily, orally, recommended with food. Dose adjustments: renal impairment (CrCl <50 mL/min). CONTRAINDICATIONS
– Hypersensitivity. Children or adolescents. Concomitant therapy with ATRIPLA® (tenofovir disoproxil fumarate/emtricitabine/efavirenz), TRUVADA® (tenofovir disoproxil fumarate/
emtricitabine), HEPSERA® (adefovir dipivoxil). PRECAUTIONS – Renal impairment. CrCl calculations. Lactic acidosis and severe hepatomegaly with steatosis. Post treatment
exacerbations of hepatitis in HBV and co-infected patients (HIV/HBV). Triple nucleoside regimens. Immune reconstitution syndrome. Pregnancy (Category B3) and lactation. Bone
effects. HIV antibody testing should be offered before commencing CHB therapy. DRUG INTERACTIONS – nephrotoxic agents, unboosted atazanavir, drugs that may increase
serum concentrations of tenofovir, reduce renal function or compete for active tubular secretion; didanosine (monitor closely for didanosine-associated adverse events). ADVERSE
REACTIONS – dizziness, diarrhoea, nausea, vomiting, flatulence, increased creatinine, renal failure, Fanconi syndrome. This is not a full list – for more details/complete list of
adverse events refer to full Product Information.

Before prescribing VIREAD, please review full prescribing information available from Gilead.
References: 1. Marcellin P, Heathcote EJ, Buti M et al. Tenofovir disoproxil fumarate versus adefovir dipivoxil for chronic hepatitis B. New Engl J Med 2008; 359:2442–55.
2. Marcellin P et al. AASLD 2009; Poster Presentation #481. 3. Heathcote EJ et al. AASLD 2009; Poster Presentation #483. 4. Snow-Lampart A et al. AASLD 2009; Poster
Presentation #480. 5.(a) Viread Australian Product Information (21 June 2010) (b) Viread Data Sheet (24 June 2010). 6. European Association for the Study of the Liver (EASL)
Clinical Practice Guidelines: Management of chronic hepatitis B. J Hepatol 2009; 50:227–42. 7. The Australian and New Zealand CHB Recommendations 2nd Edition 2009/2010.
Viread is a registered trademark of Gilead Sciences Inc. Gilead Sciences Pty. Ltd. Level 1, 128 Jolimont Road,
East Melbourne VIC 3002 Australia. Phone: 61 3 9272 4400 Call Toll Free: 1800 806 112 Fax: 61 3 9272 4411
Gilead Sciences (NZ). PO Box 62-027, Mount Wellington Auckland, New Zealand. Call Toll Free: 0800 443 933
HBV/AU/V0075 Version 2 GIL-ME-063 07/10
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Welcome Reception and Poster Viewing Evening, Grand Foyer
Supported by Roche Products

Grand 1 - 4

The Shifting Focus of Hepatitis B
Supported by the Australian Government
Department of Health and Ageing

Afternoon Tea in Exhibition and Poster Area, Grand Foyer

3.30pm 5.00pm
Grand 5 & 6

HCC: The Problem is Now

MONDAY 6 SEPTEMBER 2010											

5.00pm 6.30pm

3.30pm 5.00pm

3.00pm 3.30pm

Opening Ceremony & Plenary: Innovations and Challenging Orthodoxy

1.00pm 3.00pm

Grand 1 - 4

Registration, Exhibition and Poster Area opens, Grand Foyer

11.00am

MONDAY 6 SEPTEMBER

PROGRAM AT A GLANCE
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7.00pm

3.30pm 5.00pm

3.00pm 3.30pm

1.30pm 3.00pm

12.30pm 1.30pm

11.00am 12.30pm

11.00am 12.30pm

Grand 3 & 4

Clinical Medicine:
Prediction of Hepatitis C
Treatment Response

1.30pm 3.00pm
Grand 3 & 4

Moving forward with
Hepatitis B Policy and
Practice

3.30pm 5.00pm
Grand 3 & 4

Epidemiology, Public
Health & Prevention:
Hepatitis B and Hepatitis
C Transmission and
Clearance – What’s New

Conference Dinner, The Carousel, Albert Park

Grand 1 & 2

Community & Social
Research: Cultures,
Communities and
Hepatitis C Treatment

Afternoon Tea in Exhibition and Poster Area, Grand Foyer

Grand 1 & 2

Management and
Treatment of Injecting
Drug Users

Lunch in Exhibition and Poster Area, Grand Foyer

Grand 1 & 2

Community & Social
Research: Understanding
Community

Morning Tea in Exhibition and Poster Area, Grand Foyer

3.30pm 5.00pm

1.30pm 3.00pm

11.00am 12.30pm

Grand 6

Clinical Medicine: Across
the Spectrum, Post
Populations

Grand 6

Current Challenges in HCV
Therapies

Grand 6

3.30pm 5.00pm

1.30pm 3.00pm

Epidemiology, Public
Health & Prevention:
Models, Mortality and
11.00am Money - The “Big Picture” of
12.30pm
Hepatitis C and Hepatitis B

Maximising Our Current Knowledge

9.00am 10.30am

Grand 1 - 4

Gilead Satellite Symposium, CHB treatment, endpoints and stopping rules. New agents, better outcomes…
Grand 5 & 6

7.30am 9.00am

10.30am 11.00am

Registration

7.30am

TUESDAY 7 SEPTEMBER

tuesday 7 SEPTEMBER 2010											

Grand 5

Basic Science: Immunology
of Hepatitis Viruses

Grand 5

Hepatitis C, Immunity and
Pathogenesis

Grand 5

Basic Science: Hepatitis
Pathogenesis and Virology

PROGRAM AT A GLANCE
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9.00am 10.30am

11.00am 12.30pm

Grand 3 & 4

Living with, Support and
Treatment of Hepatitis C

Grand 3 & 4

Epidemiology, Public
Health & Prevention:
Prevention, Prison &
Patient Models of Care

Conference Close

11.00am 12.30pm

9.00am 10.30am

Grand 6

Viral Hepatitis and HIV
Co-Infection

Grand 6

Clinical Medicine:
Enhancing Hepatitis C
Treatment and Care

wednesday 8 SEPTEMBER 2010											

Grand 1 - 4

3.30pm

Closing Session: Moving Forward - Challenges for the Next Decade

Lunch in Exhibition and Poster Area

Grand 1 & 2

Tackling Hepatitis C in
Challenging Environments

Morning Tea in Exhibition and Poster Area

Grand 1 & 2

Community & Social
Research: The Cutting Edge
of Social Research

Registration

1.30pm 3.30pm

12.30pm 1.30pm

11.00am 12.30pm

10.30am 11.00am

9.00am 10.30am

7.30am

WEDNESDAY 8 SEPTEMBER

11.00am 12.30pm

9.00am 10.30am

PROGRAM AT A GLANCE

Grand 5

Host Metabolism, Genetics
and Viral Pathogenesis

Grand 5

Basic Science: Host Genetics
and Cell Biology

Give your patients

a second chance

The first and only pegylated interferon
reimbursed for chronic hepatitis C retreatment1
PBS Information: S100 listed. Authority required for the treatment of
chronic hepatitis C. Refer to PBS schedule for full Authority listing.

PLEASE REVIEW PRODUCT INFORMATION BEFORE PRESCRIBING. Full Product Information is available on
request from Schering-Plough Pty Limited.
PEGATRON (Peginterferon alfa-2b; ribavirin). Indication: Treatment of adult chronic hepatitis C patients: who are either naïve or who had failed previous
therapy with interferon alfa (pegylated or nonpegylated) with or without ribavirin; with stable HIV co-infection who have not previously received interferon
treatment. Contraindications: Severe cardiac disease (< 6 months prior); haemoglobinopathies; creatinine clearance < 50 mL/min; decompensated liver
cirrhosis; recent, current immunosuppressive therapy (except short-term steroid); autoimmune disease; immunosuppressed transplant patients; uncontrolled
thyroid disease; pregnancy, male partners of pregnant women (use contraception including at least 6 months after treatment conclusion), lactation. Precautions:
Cardiac, renal disease (monitor); ensure hydration; severe hepatic dysfunction; initial, ongoing lab test monitoring; hypertension (monitor visual function); severe
psychiatric conditions; psoriasis; sarcoidosis; ocular changes; pulmonary changes; dental and periodontal disorders; elderly; children < 18 yrs; concomitant
nucleoside analogues, monitor lipid levels and thyroid function; organ transplantation. Adverse Reactions: Serious: Possible teratogenic; bone marrow
suppression; haemolysis; ocular, pulmonary, cardiovascular effects; psychiatric, CNS disturbance; kidney, possible liver graft rejection; hypertriglyceridaemia;
thyroid dysfunction; autoantibody development; autoimmune, idiopathic and thrombotic thrombocytopenic purpura; gout; Vogt-Koyanagi-Harada syndrome; fungal
infection; bacterial infection; Common: fever; local reactions; fatigue; flu-like symptoms; headache; rigors; GI upset; anorexia; arthralgia; myalgia; alopecia; dry
skin; pruritus; others, see full PI. Dose: PEG-Intron: 1.5 mcg/kg injection once weekly, in combination with ribavirin capsules in 2 divided doses: < 65 kg: 800
mg/day, 65-85 kg: 1000 mg/day, 86-105 kg: 1200 mg/day, >105 kg: 1400 mg/day; for up to 1 year.
Reference: 1. Pharmaceutical Benefits Schedule, www.pbs.gov.au accessed 01.07.10.
® Registered Trademark.
Schering-Plough Pty Limited ABN 57 000 235 245.
A subsidiary of Merck & Co Inc.
Level 4, 66 Waterloo Road, North Ryde NSW 2113 Australia.
SPHEP3155

keynote
speakers

A/Prof Edward Gane, New Zealand
Aukland, New Zealand
Supported by Roche Products
Ed Gane is Associate Professor of Medicine at the
University of Auckland, New Zealand and Deputy
Director of the New Zealand Liver Transplant Unit at
Auckland City Hospital. Ed trained in hepatology at
the Institute of Liver Studies, King’s College School of
Medicine, London, where he completed a thesis on the
pathogenesis of hepatitis C-related liver injury. On his
return to New Zealand in 1996, Ed was appointed Chief
Transplant Physician for the first New Zealand Liver
Transplant programme. In addition, he runs the National
Hepatoma Clinic as well as hepatitis clinics at both
Auckland and Greenlane Hospitals. Ed has been the
Government Clinical Advisor to the National Hepatitis B
Screening Programme since its inception in 1998. Since
2007, Ed has chaired the Ministry of Health Hepatitis C
Treatment Advisory Board and this year was appointed
MoH Champion for HCV. Ed is Principal Investigator for
many international clinical trials of therapies for chronic
HBV, HCV, and hepatocellular carcinoma and runs a
phase I research centre focusing on new molecular
agents targeted against viral hepatitis. Ed has published
over 100 papers in peer-reviewed journals including
The Lancet and The New England Journal of Medicine

Dr Robert Gish
San Francisco, United States of America
Supported by Gilead
An internationally recognised liver specialist, Dr Robert
Gish has been widely acknowledged for both his
clinical and research efforts. His scholarly and clinical
work primarily focuses on the diagnosis and treatment
of chronic hepatitis. Since completing his fellowship,
he has been a key contributor to the evolving field
of hepatitis B virus (HBV) and hepatitis C virus (HCV)
research and treatment. Dr Gish is the recipient of 100
research grant awards, most of which have been to
develop and conduct clinical trials. These studies have
led to the licensure of at least six different clinically
effective antiviral therapies for HCV and HBV, including
interferon, ribavirin, pegylated interferon, lamivudine,
entecavir, and tenofovir.
Dr Gish, is Medical Director
of the Liver Transplant Program and Chief of the
Division of Hepatology and Complex Gastroenterology
at California Pacific Medical Center in San Francisco,
California. He is Associate Clinical Professor of Medicine
at the University of California in San Francisco and
Clinical Professor at both University of Nevada Reno
and Las Vegas. He completed a 4 year program in
Pharmaceutical Science and his MD from University
of Kansas School of Medicine. After completing
his residency in Internal Medicine at the University
of California, San Diego, he went on to complete a
fellowship in Gastroenterology and Hepatology at the
University of California, Los Angeles.

Professor Jacob George
NSW, Australia
Jacob George holds the Robert W. Storr Chair of
Hepatic Medicine at the University of Sydney and is
the Head of the Storr Liver Unit and the Department
of Gastroenterology and Hepatology, Westmead
Hospital and Sydney West Area Health Service. He has
completed extensive research including hepatitis C
and treatment response, metabolic effects of chronic
hepatitis C infection, liver cancer, fatty liver disease and
clinical research.

6-8 september 2010 @ The Sebel Albert Park, Melbourne, Victoria, Australia

19

keynote speakers

Dr. Scott L. Friedman
New York, United States of America
Dr. Scott L. Friedman is the Chief of Liver Diseases,
Division of Medicine and has performed pioneering
research into the underlying causes of scarring, or
fibrosis associated with chronic liver disease, which
affects millions worldwide. Dr. Friedman was the first to
isolate and characterize the hepatic stellate cell, which
is the key cell type responsible for scar production in
liver. Liver fibrosis has assumed major importance as a
potential treatment target for the millions of patients
infected with Hepatitis C, and much of this excitement
can be traced to Dr. Friedman’s contributions. Most
recently, Dr. Friedman discovered that a gene he initially
identified in liver, KLF6, is novel tumor suppressor gene
mutated in the majority of sporadic prostate cancers,
and his group is actively exploring the biology and
clinical correlates in collaboration with other Mount
Sinai investigators. Dr. Friedman is a senior Attending
Physician in Liver Diseases at Mount Sinai. He is
senior Editor of the textbook “Current Diagnosis and
Treatment in Gastroenterology”. He is on the Scientific
Advisory Board of the US-Israel Binational Science
Foundation and is a member of the Advisory Council for
the National Institute of Alcohol Abuse and Alcoholism.
He is currently President of the American Assn for the
Study of Liver Diseases.

keynote speakers

Professor Michael Kidd
SA, Australia
Professor Michael Kidd AM is Executive Dean of Health
Sciences (including the School of Medicine and the
School of Nursing and Midwifery) at Flinders University.
He also works as a general practitioner with a special
interest in the care of people with HIV and indigenous
health. He was President of the Royal Australian
College of General Practitioners from 2002-2006. He
is the chair of the Australian Government’s Ministerial
Advisory Committee on Blood Borne Viruses and
Sexually Transmissible Infections which is responsible
for the development of the new national strategies for
hepatitis C and hepatitis B.

Dr Maria Prins
Amsterdam, The Netherlands
Supported by Australian Government
Department of Health & Ageing
Maria Prins is the Head of the Department of Research,
Cluster Infectious Disease at the Amsterdam Public
Health Service, and Principal Investigator at the
Academic Medical Centre in Amsterdam. She graduated
in science of human movement at the Free University
in Amsterdam, followed by an MSc in epidemiology in
1991. Maria is internationally acknowledged as a leading
researcher on the epidemiology of sexually transmitted
and bloodborne viruses among high risk populations.
Maria is the epidemiological PI of the internationally
wellknown and multidisciplinary Amsterdam Cohort
Studies on HIV among homosexual men and drug
users. These studies have reached 25 years of follow-up
and since 2000 research has been extended to hepatitis
C focusing on prevention, (molecular) epidemiology,
clinical outcomes and the interaction with HIV. She has
published more than 95 international peer-reviewed
articles. She is PI or co-applicant on multiple grants.
Maria has an active role in several collaborative (inter-)
national studies. These international studies include
the European HIV Seroconverter Study among IDU,
CASCADE study (Concerted action on seroconversion
to Aids and Death in Europe), the European study for
mathematical modelling and epidemiological analysis
of drug related infectious diseases and INC 3, a recently
initiated international collaboration to evaluate acute
HCV in drug users cohorts. She serves on the editorial
board of the journal AIDS and is a member of several
scientific steering/programme committees.
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A/Prof Carla Treloar
NSW, Australia
Associate Professor Carla Treloar is Deputy Director
and Head of the Hepatitis Research group at the
National Centre in HIV Social Research at The University
of New South Wales. Carla is also a member of the
NSW Ministerial Advisory Committee on Hepatitis
and the Australian Ministerial Advisory Committee
on blood borne viruses and STIs and a member of
numerous advisory committees for government,
health agencies and non-government organisations.
She has a background in multidisciplinary research
across social and health psychology, and public health.
Her work covers risk and prevention, chronic illness
and treatment and the use of mixed and innovative
methods. Carla is committed to the effective translation
of research into policy and practice and to ethical and
respectful conduct of research in close collaboration
with affected communities.

Dr Helen Watchirs
ACT, Australia
Dr Helen Watchirs, OAM was appointed as the ACT
Human Rights and Discrimination Commissioner in
2004 and her work has focussed on Human Rights
Audits of ACT detention facilities. She has 28 years
experience as a human rights lawyer working for Federal
Government agencies, and as an employee, consultant
and/or expert to several United Nations agencies in
Geneva, including UNAIDS, WHO, ILO, UNDP and the
Office of the High Commissioner for Human Rights. Her
PhD in human rights and Masters in Public Law focus on
HIV/AIDS issues. Dr Watchirs is a member of the Federal
Ministerial Advisory Council on Blood Borne Viruses
& Sexually Transmissible Infections. She performed
consultancy work for the former ANCHARD, and the
Australian Health Ministers' Advisory Council. She has
been awarded several scholarships by organisations
including WHO (Harvard/WHO Collaborating Centre
on Health Legislation), the NH&MRC, and the AIDS Trust
(Jonathan Mann Health & Human Rights Fellowship).
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general
information

Poster Displays
Posters will be displayed, grouped in their disciplines,
for the duration of the conference in the Grand Foyer.
There are dedicated poster viewing times for each
theme area.
Tuesday 7 September at 12.30pm – 1.30pm:
Basic Science & Translation and
Epidemiology, Public Health & Prevention
Wednesday 8 September at 12.30pm – 1.30pm:
Clinical Medicine and Community & Social Research

Venue
Sebel Albert Park Melbourne, Victoria, Australia.
Address:
65 Queens Road
		
Melbourne VIC 3004
		
Australia
The venue will host the conference sessions, poster
presentations, the breakfast session, conference day
catering and the trade exhibition.

Registration Desk
All enquiries should be directed to the registration desk
which will be open at the following times:
Monday
6 September 2010: 8.00am – 6.00pm
Tuesday
7 September 2010: 7.00am to 5.30pm
Wednesday 8 September 2010: 7.30am to 4:00pm

Speaker Preparation Room
A speaker preparation room will be located in Meeting
Room 10, Level One. This room will be open at the
following times:
Monday
6 September 2010: 11.00am to 6.00pm
Tuesday
7 September 2010: 7.30am to 5.30pm
Wednesday 8 September 2010: 7.30am to 2.00pm
All speakers must take their presentation to the speaker
preparation room a minimum of four hours prior to
their presentation or the day before if presenting at a
breakfast or morning session.

Internet Café
An Internet café, proudly supported by the Conference
Partners is located on the Ground Floor. (directly under
the exhibition area). The computers will allow delegates
to:
 Access sites chosen by the delegate
 Complete an online conference evaluation survey
 Print a certificate of attendance
 View the abstract search database which allows you
to view abstracts and Poster PDFs
 View the delegate list

RACGP Points
Application has been made to have attendance
recognised for Quality Assurance & Continuing
Professional Development. If you wish to claim these
points please ensure you have completed the activity
number during the registration process, complete the
survey and sign the attendance sheet at the registration
desk.

HCV Prescriber CME Points

Exhibition

HCV prescribers who are accredited in NSW/ACT/VIC
will receive one (1) Prescriber CME points per day at the
conference.

The exhibition will be located in the Grand Ballroom
Foyer which also contains the posters and some
catering.

This conference has a no smoking policy.

The exhibition will be open during the following hours:
Monday
6 September 2010: 11.00am to 6.30pm
Tuesday
7 September 2010: 8.00am to 5.30pm
Wednesday 8 September 2010: 8.00am to 3.30pm

As a courtesy to all delegates and speakers, please
switch off, or set to silent, your mobile phones and
beepers during all sessions.

Smoking
Mobile Phones /Beepers
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general information

Disclaimer
The information in this handbook is correct at the time
of printing. The secretariat reserves the right to change
any aspect of the program without notice.

general information

Name Badges
For security purposes, all attendees must wear their
name badge at all times while in the conference venue.
Entrance to the exhibition will be limited to badgeholders only. If you misplace your name badge, please
advise staff at the registration desk.

Personal Mail
The conference organisers do not accept responsibility
for personal mail. Please have all mail sent to your
accommodation address.

Evaluation surveys
Evaluation Surveys will be available on-line at the
Internet Café. All delegates will be emailed after
the conference with the online survey link. In order
to improve the conference we kindly request your
feedback.

Delegate List
A Delegate list will be viewable at the Internet Cafe.

Liability/Insurance
In the event of industrial disruptions or natural disasters
the conference secretariat cannot accept responsibility
for any financial or other losses incurred by delegates.
Nor can the Secretariat take responsibility for injury or
damage to property or persons occurring during the
conference or associated activities. Insurance is the
responsibility of the individual delegate.
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LOCATION MAP – MELBOURNE

Sebel & Citigate Albert Park

Carousel

Melbourne CBD 

Park Regis, Griffith Suites

Bayview on the Park

location map
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Speaker Prep

EXHIBITION AREA

venue floor plan

Internet hubs and
catering located
on the ground
floor

VENUE FLOOR PLAN: SEBEL ALBERT PARK

REGISTRATION
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ASSOCIATED EVENTS
Welcome Reception & Poster Viewing Evening

Gilead Satelitte Symposium Breakfast
CHB treatment, endpoints and stopping rules.
New agents, better outcomes...
7.30am, Tuesday 7 September - Sebel Albert Park, Grand 5&6
In 2010, CHB treatment options include potent oral antivirals and PegIFN. Increasing patient numbers, with diverse
backgrounds, are being diagnosed with CHB and require long term management and treatment. Various treatment
guidelines offer guidance on managing and treating CHB patients – are these enough? Do we need to re-think
treatment, with new agents offering the potential of better outcomes…?
Presented by Dr Robert Gish
Ticket cost: Inclusive

Viral Hepatitis Conference Dinner
7.00pm, Tuesday 7 September Carousel, 22 Aughtie Drive, Albert Park Lake
Carousel is one of Melbourne’s most prestigious and iconic venues. It is located on Albert Park Lake with
uninterrupted views of Melbourne’s city skyline. Please book early as places are limited. The conference dinner is
optional and is not included in the registration fees.
Ticket cost for delegates: AUS$88.00
Ticket cost for guests: AUS$110.00
Please confirm by 1pm on Monday 6 September if you require any function tickets. Tickets are limited and
may not be available.
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associated events

Supported by Roche Products
5.00pm, Monday 6 September
Sebel Albert Park, Grand Foyer
Inclusive for full conference delegates
Additional ticket cost for day registrants: AUS$44.00

scholarship program

CONFERENCE SCHOLARSHIP PROGRAM
The Conference Partners are proud to support the following participants through the Conference Scholarship
Program to attend the conference:

Title
Dr
Miss
Miss

First Name
Anne
Sophie
Kay

Mrs

Helen

Dr
Dr
Mr
Miss
Miss
Miss
Miss
Mr
Miss
Miss
Miss
Dr
Miss
Mr
Mrs
Miss

Craig
Megan
William
Jenny
Hope
Jacqueline
Khadra
Jake
Sharon
Nicole
Dana
Emilia
Janice
Glenn
Simone
Angee

Last Name
Balcomb
Bannar-Martin
Bazley

Organisation
Clinic 96
Hepatitis Council of Queensland
Hepatitis NSW
Northern Sydney Central Coast Health NSW Australia
Blacklaws
& James Cook University
Connelly
Next Step Drug and Alcohol Services
Crane
Monash University
D’Avigdor
Centenary Institute
Douglas
Justice Health
Everingham
NSW Users & AIDS Association
Flynn
Burnet Institute
Jama-Alol
Centre for Health Services Research
Lewis
Hepatitis Council of Queensland
Murphy
Hepatitis NSW (Sponsoring Organisation)
Newley
Hepatitis Council of Queensland
Paquette
National Centre in HIV Social Research
Prakoso
Centenary Institute Sydney
Pritchard-Jones Sydney South West Area Health Service
Smith
Tynan
Greater Southern Area Health Service
Webb
Rodger Wright Centre

Thank you to the Scholarship Supporters
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Australian Government Department of Health & Ageing
NSW Health
Queensland Government
Department of Health WA
Gilead
MSD
Roche Products
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exhibition
directory

BOOTH NAME

NUMBER
1

MSD

2

Bristol Myers Squibb

3

AIVL

4

Hepatitis Organisations (Roche Products)

5

Hepatitis Organisations (Hepatitis Australia)

6

National Centre in HIV Social Research

7

Hepatitis Community Organisations (Hepatitis NSW)

8

ASHM Viral Hepatitis Program (Australasian Society for HIV Medicine)

9
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exhibitor booth listing

Gilead

31

32

6-8 september 2010 @ The Sebel Albert Park, Melbourne, Victoria, Australia

M7

M8

M9

M10

Grand 2

Grand 4

Grand 6

Grand 1

Grand 3

Grand 5

Internet hubs
located on the
ground floor

exhibition floor plan

1. Gilead

4. AIVL

Company name: Gilead Sciences Pty Ltd
Address: Level 1, 128 Jolimont Road, East Melbourne, Victoria, 3002, Australia
Phone: +61 (0)3 9272 4400
Fax:
+61 (0)3 9272 4411

2		 MSD
Today's MSD is a global healthcare leader working
to help the world be well. MSD is a tradename of
Merck & Co., Inc., with headquarters in Whitehouse
Station, N.J., U.S.A. Through our prescription medicines, vaccines, biologic therapies, and consumer
care and animal health products, we work with
customers and operate in more than 140 countries to deliver innovative health solutions. We also
demonstrate our commitment to increasing access to healthcare through far-reaching policies,
programs and partnerships. MSD. Be well. For more
information, visit www.msd-australia.com.au.

The Australian Injecting & Illicit Drug Users League
(AIVL) is the national peak body for the state and
territory drug user organisations and represents
issues of national significance for people who inject drugs and those on opioid pharmacotherapy
treatment. AIVL and its member organisations are
peer-based and therefore represent those most affected by hepatitis C and significantly affected by
hepatitis B, that is people with a history of injecting
drug use.”
AIVL’s members include:
NSW – NUAA: www.nuaa.org.au
ACT – CAHMA: cahma@aivl.org.au
QLD – QuIVVA: www.quivva.org.au
		
QuIHN: www.quihn.org
SA – 	SAVIVE: www.acsa.org.au/savive/html
VIC – Harm Reduction Victoria: www.hrvic.org.au
NT – TUF: PO box 701, Parap NT
TAS – TasCHARD: www.tascahrd.org.au
WA – WASUA: www.wasua.com.au
Contact:
Australian Injecting & Illicit Drug Users League
(AIVL)
Tel:
61 2 6279 1600
Fax:
61 2 6279 1610
Email: info@aivl.org.au
Web: www.aivl.org.au
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exhibitor booth listing

Gilead’s mission is to advance patient care by developing therapeutics to treat life-threatening diseases. We apply biopharmaceutical science to create medicines to treat conditions including chronic
hepatitis B (Viread® [tenofovir disoproxil fumarate],
Hepsera® [adefovir dipivoxil]), HIV/AIDS (ATRIPLA®
[efavirenz & emtricitabine & tenofovir disoproxil
fumarate], Truvada® [emtricitabine & tenofovir
disoproxil fumarate], Emtriva® [emtricitabine], Viread® [tenofovir disoproxil fumarate]) and systemic
fungal infections (AmBisome® [liposomal amphotericin B])

5. Roche Products
(HEPATITIS ORGANISATIONS)

6. Hepatitis Australia
		 (hepatitis organisations)

exhibitor directory

Roche Products Pty Limited (Australia) is part of
the International F. Hoffmann-La Roche Group
worldwide that was founded in 1896 in Basel,
Switzerland. Roche is a world leader in in-vitro
diagnostics and medicines in the field of virology
and are active in other major therapeutic areas
including oncology and autoimmune diseases.
Roche is committed to advances in hepatitis. Pegylated interferon is the backbone of current and
future treatment regimens in hepatitis. PEGASYS®
(peginterferon alfa-2a) is the only pegylated interferon registered in Australia for the treatment of
both hepatitis B and C. Since its launch, PEGASYS®
has improved the lives of thousands of Australians
living with these diseases.
The Roche commitment extends beyond simply
providing PEGASYS® therapy. Roche also provides
patient support (such as PegAssist), and education
programmes for healthcare professionals. Through
initiatives such as these, Roche aims to help you
optimise outcomes with PEGASYS® and support
patients through their disease and treatment.

Hepatitis Australia and State & Territory Hepatitis
Councils
The mission of Hepatitis Australia is to provide national leadership and advocacy on viral hepatitis
and support partnerships for action to ensure the
needs of Australians affected by, or at risk of viral
hepatitis are met.
Our key goals in relation to addressing viral hepatitis include:
• Alerting the nation to the urgency for action
•		 Influencing decision makers to ensure effective
policy and action
•		 Connecting with affected communities
•		 Linking people to quality information
•		 Building national partnerships and cooperative
action
In addition to providing policy and advocacy leadership within their jurisdictions, the State and Territory Councils also provide information and expertise direct to people affected by viral hepatitis and
to the hepatitis workforce through information &
training sessions, telephone help lines, media work,
print resources and support groups.
Contacts:
Hepatitis Australia
02 6232 4257
PO Box 716 Woden ACT 2606
admin@hepatitisaustralia.com
www.hepatitisaustralia.com
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7. National Centre in HIV Social
Research

8. Hepatitis NSW
		 (HEPATITIS COMMUNITY
ORGANISATIONS)
Hepatitis NSW is the community based, not-forprofit, NGO funded by NSW Health to provide information, support, education, referral, prevention
and advocacy services for all people in NSW affected by hepatitis C.

The Australasian Society for HIV Medicine (ASHM)
is the peak organisation of health professionals
in Australia and New Zealand who work in those
areas of health concerned with HIV. ASHM works
collaboratively and in partnership to prevent HIV,
viral hepatitis and sexually transmissible infections
(STIs), and to preserve and protect the health and
choices of those infected. It is a key partner in the
development of public policies related to continuing medical education, community prescribing
and national treatment guidelines for HIV and viral
hepatitis. ASHM provides services to members
and a range of other individuals and organisations
working in HIV, viral hepatitis and sexual health
sector.
Australasian Society for HIV Medicine (ASHM)
LMB 5057, DARLINGHURST
NSW 1300 Australia
Ph:
61 2 8204 0700
Fax:
61 2 9212 2382
Email: ashm@ashm.org.au
Web: www.ashm.org.au

We deliver a number of specific projects. We publish The Hep Review and Transmission Magazine,
and the www.hep.org.au website. We also publish
information resources including Hepatitis C: a brief
introduction, What You Need To Know: a guide to
hepatitis C, I Have Hepatitis C: what could happen
to me?, hep C treatment promotional posters and a
growing set of harm reduction posters. We operate
the Hepatitis Helpline, Prison’s Hepatitis Helpline,
HepConnect peer support service, and education
and development services including the Ceen
& Heard positive speakers service, Picnic In The
Park, HepLink healthcare workers network and the
StreetShot youth photojournalism project.
We strive to be representative, supportive and accessible to people affected by viral hepatitis, especially hepatitis C. We integrate principles of quality
improvement within all aspects of our operations
and are accredited by the Quality Improvement
Council of Australia.
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exhibitor directory

The National Centre in HIV Social Research (NCHSR)
was established in 1990 with funding from the
Australian Government Department of Health and
Ageing. NCHSR is located within the Faculty of Arts
and Social Sciences at The University of New South
Wales, Sydney. NCHSR is internationally recognized
for its contribution to the Australian response to
HIV and hepatitis C. While the core of its work has
been in social aspects of HIV, particularly in regard
to sexual practice, in recent years the NCHSR research program has expanded to include social
research related to hepatitis C, injecting and illicit
drug use, sexual health, Aboriginal health and the
Asia-Pacific region. NCHSR is currently celebrating
its 20th year of excellence in research.

9. Australasian Society for HIV
Medicine
		 (ASHM Viral HEPATITIS PRORAM)

Roche is a PRoud suPPoRteR
of hePatitis education
Roche is proud to offer its continuing support to hepatitis
australia, including support for their booth at the viral
hepatitis meeting 2010
In addition to the sponsorship of a keynote speaker at this conference, it’s just
another way Roche is proud to show its commitment to advances in hepatitis.

Committed to advanCes in hepatitis
Roche Products Pty Ltd ABN 70 000 132 865 4-10 Inman Road Dee Why NSW 2099 AUSTRALIA. Customer enquiries 1800 233 950. 08/10 S&H ROCPE2426.

full conference
program
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Opening address; The Hon Mark Butler MP, Parliamentary Secretary for Health

1.15pm 1.20pm

Afternoon Tea in Exhibition and Poster Area, Grand Foyer

New hepatitis B treatments: Long-term therapy: balancing the risk and benefits as we pursue sustained viral clearance

full conference program

Robert Gish, Gastroenterologist, Medical Director, Liver Disease Management and Transplant Program, California Pacific Medical Center, California,
United States of America

Human rights and discrimination issues related to blood borne viruses

Helen Watchirs, ACT Human Rights and Discrimination Commissioner, ACT, Australia

New directions in hepatitis C therapy

Edward Gane, Hepatologist, New Zealand Liver Transplant Unit, New Zealand

monday 6 SEPTEMBER 2010										

3.00pm 3.30pm

2.35pm 3.00pm

2.10pm 2.35pm

1.45pm 2.10pm

Changing times in hepatitis C epidemiology

Maria Prins, Senior Epidemiologist, Head Department of Research, Cluster Infectious Diseases, Health Service of Amsterdam, The Netherlands

Introduction by Geoff McCaughan, Representative of the 2010 Viral Hepatitis Conference Partners

1.10pm 1.15pm

1.20pm 1.45pm

Welcome to the Land Speaker

Chairs: Geoff McCaughan & Helen Tyrrell

Grand 1 - 4

Opening Ceremony & Plenary: Innovations and Challenging Orthodoxy

Registration and Exhibition and Poster Area opens

1.05pm 1.10pm

1.00pm 3.00pm

11.00am

MONDAY 6 SEPTEMBER
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Discussion

Welcome Reception & Poster Viewing Evening, Grand Foyer
Supported by Roche Products

5.00pm 6.30pm

Pathogenesis of hepatitis B infection

4.30pm 5.00pm

Discussion

Current treatment paradigms

Paul Gow, Deputy Director, Gastroenterology Unit, Austin Hospital,
VIC, Australia

Kumar Visvanathan, Infectious Disease Physician, Monash
Medical Centre, VIC, Australia
4.10pm 4.30pm

Epidemiological overview of hepatocellular carcinoma

Screening hepatitis B in the community: Effect on therapy
uptake

Rosie Thien, Lecturer, Viral Hepatitis Clinical Research Program,
National Centre in HIV Epidemiology and Clinical Research, NSW,
Australia

Edward Gane, Hepatologist, New Zealand Liver Transplant
Unit, New Zealand
3.50pm 4.10pm

Genomics is necessary to maximise treatment outcomes

Something old, something new: The epidemiology of hepatitis
B in Australia

3.30pm 3.50pm

Nick Shackel, Senior Lecturer, Medicine, Central Clinical School,
Centenary Institute of Cancer Medicine & Cell Biology, University of
Sydney, NSW, Australia

Benjamin Cowie, Epidemiologist, Victorian Infectious
Diseases Service, Royal Melbourne Hospital, VIC, Australia

Grand 5 & 6

HCC: The Problem is Now

Chairs: Monica Robotin

3.30pm 5.00pm

full conference program

Chairs: Robert Gish & Nghi Phung

Grand 1 - 4

4.30pm 5.00pm

4.10pm 4.30pm

3.50pm 4.10pm

3.30pm 3.50pm

3.30pm 5.00pm

The Shifting Focus of Hepatitis B
Supported by Australian Government
Department of Health & Ageing

monday 6 SEPTEMBER 2010										
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Morning Tea in Exhibition and Poster Area, Grand Foyer

Current approaches to anti-fibrotic therapies

full conference program

Scott L. Friedman, President, American Association for the Study of Liver Diseases, Fishberg and Professor of Medicine, Chief, Division of Liver Diseases,
Mount Sinai School of Medicine, New York, United States of America

Tackling the fundamentals: Social inclusion and hepatitis C

Carla Treloar, Head, Hepatitis C Program, Deputy Director, National Centre in HIV Social Research, NSW, Australia

Host genetics and treatment responses in chronic hepatitis C infection

Jacob George, Director, Storr Liver Unit, Westmead Millennium Institute of Medical Research, NSW, Australia

Chairs: Joe Torresi & Margaret Hellard

Grand 1 - 4

Maximising Our Current Knowledge

Grand 5 & 6

Gilead Satellite Symposium, CHB treatment, endpoints and stopping rules. New agents, better outcomes…
Presented by Prof Robert Gish

Registration

Tuesday 7 SEPTEMBER 2010										

10.30am 11.00am

10.00am 10.30am

9.30am 10.00am

9.00am 9.30am

9.00am 10.30am

7.30am 9.00am

7.30am

TUESDAY 7 SEPTEMBER
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11.30am 11.45am

11.30am 11.45am

Thein R - Epidemiological
and economic impact
of potential increased
hepatitis C treatment
uptake in Australia

11.30am 11.45am

Torresi J - Differential
modulation of stat/socs
signaling in HBV/HCVcoinfection

Walsh R - Novel ignar
intrabody targeting the
hepatitis B virus precore/
core antigen

11.30am 11.45pm

Roberts S - Predicting
SVR by combining early
measurements of viral load
with baseline characteristics
including fibrosis score:
Enhanced potential to
individualise HCV treatment
decisions.

11.15am 11.30am

Cairnduff S - Engaging
young Aboriginal people
in hepatitis C health
promotion

11.15am 11.30am

11.15am 11.30am

Lauzon C - Change for the
better: HIV and hepatitis
C seroprevalence among
attendees of New Zealand
needle exchanges 20042009

11.15am 11.30am

Thompson A - IL28b
polymorphism determines
treatment response of
patients with hepatitis C
genotypes 2 or 3 who do
not achieve a rapid virologic
response

Crawford S - Ensuring
research meets
community expectation
– The development of a
community ratification
process of research
involving people who use
drugs in NSW.

11.00am 11.15am

Prakoso E - Ductular
reaction in hepatitis C
recurrence post liver
transplantation

11.00am 11.15am

11.00am 11.15am

11.00am 11.15am

Grand 5

Wilson D - Evaluating the
cost-effectiveness of needle
and syringe programs in
Australia for preventing
hepatitis C infection among
people who inject drugs

11.00am 12.30pm

Grebely J - Potential role
for IL28b genotype in
treatment decision-making
in recent hepatitis C virus
infection

Grand 6

McNeill H - Hep C: Take
control - A chronic
disease self management
intervention for people
with hepatitis C

11.00am 12.30pm

Chairs: David Anderson &
Silvana Gaudieri

Grand 3 & 4

Basic Science: Hepatitis
Pathogenesis and
Virology

Chairs: Mark Stoove &
Emma McBryde

11.00am 12.30pm

Epidemiology, Public
Health & Prevention:
Models, Mortality and
Money - the “Big Picture” of
Hepatitis C and Hepatitis B

Chairs: Jacob George &
Simone Strasser

Grand 1 & 2

Clinical Medicine: Prediction
of Hepatitis C Treatment
Response

full conference program

Chairs: Annie Madden &
Frank Farmer

11.00am 12.30pm

Community & Social
Research: Understanding
Community

Tuesday 7 SEPTEMBER 2010										
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Walter S - Causes of death
after diagnosis with
hepatitis B or C: 1992-2006

Gidding H - Trends in all
cause and liver-related
hospital admissions in
people notified with
hepatitis B and C in New
South Wales, Australia

Matser A - The effect of
HCV treatment and HIV
coinfection on the future
disease burden of hepatitis
C among injecting drug
users in Amsterdam

Tuesday 7 SEPTEMBER 2010										

Lunch in Exhibition and Poster Area, Grand Foyer

12.30pm 1.30pm

12.15pm 12.30pm

12.15pm 12.30pm

12.15pm 12.30pm

Dore G - Low virological
response and high relapse
rates in hepatitis C genotype
1 patient’s with advanced
fibrosis despite adequate
therapeutic dosing

Wang J - Knowledge &
prevention: A hepatitis
B survey in the Chinese
community

12.00pm 12.15pm

12.00pm 12.15pm

12.00pm 12.15pm

Sievert B - Significant
hemoglobin (HB) decline
during pegylated interferon
and ribavirin therapy in HCV
genotype 1 is associated
with sustained virological
response (SVR): An analysis
from the chariot study

Horwtiz R - Sydney
Egyptian communitys
understanding of HCV,
their knowledge of virus
transmission, attitudes
towards HCVand
treatment.

11.45am 12.00pm

11.45am 12.00pm

11.45am 12.00pm

Baleriola C - Impact of
low level HCV viremia at
week 24 on HCV treatment
response in genotype 1
patients

O’Callaghan S - The
wellbeing weekend: A
holistic approach to living
well with hepatitis C

Littlejohn M - Evolution
of HBV during HBV-active
HAART

Crane M - LPS: Immune
activation and liver
disease in HIV-HBV coinfection

full conference program

12.15pm 12.30pm

12.00pm 12.15pm

11.45am 12.00am

Ratnam D - Toll like
receptor agonist induced
IFN - Responses by
natural killer cells in
chronic hepatitis B
infection
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1.50pm 2.10pm

1.30pm 1.50pm

1.30pm 3.00pm

Hepatitis C treatment and
injecting drug users: On a
tightrope without a safety
net?

Implementation of the first
national hepatitis B strategy:
A NSW perspective

Treating advanced disease

1.50pm 2.10pm

Basic mechanisms of
fibrosis

Simone Strasser,
Royal Prince Alfred
Hospital, A W Morrow
Gastroenterology and
Liver Centre, NSW,
Australia

Lisa Ryan, Manager,
Harm Minimisation, NSW
Department of Health,
NSW, Australia

Annie Madden, Executive
Officer, Australian
Injecting & Illicit Drug
Users League
1.50pm 2.10pm

Scott L. Friedman,
President, American
Assn. for the Study of
Liver Diseases, Fishberg
and Professor of
Medicine, Chief, Division
of Liver Diseases,
Mount Sinai School
of Medicine, New
York, United States of
America

1.50pm 2.10pm

Immunological
determinants of HCV
control and clearance

Is retreatment worthwhile

David Bowen, Senior
Lecturer, Medicine,
Central Clinical School,
Centenary Institute,
University of Sydney,
NSW, Australia

Chairs: Peter Angus &
Andrew Llloyd

Grand 5

Myths and reality:
Managing IDUs with
hepatitis C

1.30pm 1.50pm

1.30pm 3.00pm

Hepatitis C, Immunity
and Pathogenesis

full conference program

Setting the scene: A social
and community perspective
and
Setting the scene: An
epidemiology and public
health perspective

1.30pm 1.50pm

Margaret Hellard, Head,
Centre for Population
Health, Burnet Institute,
VIC, Australia

1.30pm 1.50pm

William Sievert, Director,
Gastrointestinal and Liver
Unit, Monash Medical
Centre and Dandenong
Hospital, VIC, Australia

Grand 6

Jack Wallace, Research
Fellow, Australian Research
Centre in Sex, Health
and Society, Latrobe
University, VIC, Australia
and Benjamin Cowie,
Epidemiologist, Victorian
Infectious Diseases Service,
Royal Melbourne Hospital,
VIC, Australia

1.30pm 3.00pm
Chairs: Amany Zekry &
Stuart Roberts

Grand 3 & 4

Current Challenges in HCV
Therapies

Chairs: Benjamin Cowie &
Jack Wallace

1.30pm 3.00pm

Moving forward with
Hepatitis B Policy and
Practice

Chairs: Maria Prins & Jacqui
Richmond

Grand 1 & 2

Management and
Treatment of Injecting
Drug Users

Tuesday 7 SEPTEMBER 2010										
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Discussion

Partnerships to enhance
hepatitis C treatment
uptake and outcomes
among injecting drug users

2.50pm 3.00pm

2.30pm 2.50pm

2.10pm 2.30pm

Discussion

The B positive project:
challenges in CALD
community engagement
and GP education

Steven Tipper, Manager,
Scientific Development,
Research Strategy &
Scientific Development
Unit, The Cancer Council
NSW, NSW, Australia

Hepatitis B and people
who inject drugs:
challenges, innovations and
opportunities

Lisa Maher, Professor
and Head, Viral Hepatitis
Epidemiology and
Prevention Program,
National Centre in HIV
Epidemiology
and Clinical Research, The
University of New South
Wales, NSW, Australia

2.30pm 3.00pm

2.10pm 2.30pm

Discussion

Pesonalising therapy

Paul Desmond,
Director, Department
of Gastroenterology, St.
Vincent’s Hospital, VIC,
Australia
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2.30pm 3.00pm

2.10pm 2.30pm

Greg Dore, Professor
and Head, Viral Hepatitis
Clinical Research Program,
National Centre in HIV
Epidemiology and Clinical
Research, The University
of New South Wales, NSW,
Australia

Discussion

Vaccine prospects for
HCV

full conference program

2.30pm 3.00pm

2.10pm 2.30pm

Eric Gowans, Executive
Director, Women’s
and Children’s Health
Research Institute, SA,
Australia
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4.00pm 4.15pm

Manoharan S - Lamivudine
in the last trimester of
pregnancy for prevention
of HBV transmission: Postpartum hepatic flares and
development of genotypic
nucleos(t)ide resistance

3.45pm 4.00pm

Aitken C - Elispot testing
shows very few people who
inject drugs avoid hepatitis
C virus exposure

3.45pm 4.00pm

4.00pm 4.15pm

McNally S - Share care: Do
we need a model?

Brener L - Evaluation of
a hepatitis C community
clinic in Christchurch, New
Zealand

3.45pm 4.00pm

4.00pm 4.15pm

4.00pm 4.15pm

3.45pm 4.00pm

Matthews G - Differences in
early virological decline in
individuals treated within
the Australian trial in acute
HCV suggest a potential
benefit for the use of
ribavirin

3.30pm 3.45pm

3.30pm 3.45pm

Lloyd A - HCV incidence
and infection outcome in a
follow-up study of high-risk
IDU prison inmates

3.30pm 3.45pm

3.30pm 3.45pm

Winter R - Prevalence and
incidence of hepatitis B virus
exposure and vaccination
in a Melbourne cohort of
people who inject drugs

Honey C - The changing
arrangements for access to
hepatitis C treatment and
care services across NSW

Flynn J - Altered cytokine
responses in HCVinfected subjects treated
with interferon-alpha

Grant E - Novel measures
for induction of effective
hepatitis C virus-specific
T cell immunity

Johnson D - Novel
adjuvants to increase
humoral neutralising
antibody and cellular
immune responses to
recombinant mammalian
cell derived hepatitis C
virus-like-particles

Grand 5

Thompson A - IL28b
polymorphism, jaundice
during acute HCV infection,
and spontaneous clearance
in the German anti-d
cohort

Grand 6

3.30pm 5.00pm

Basic Science:
Immunology of Hepatitis
Viruses

Chairs: Eric Gowans &
Mandvi Bharadwaj

Grand 3 & 4

3.30pm 5.00pm

Clinical Medicine: Across
the Spectrum, Post
Populations

Chairs: Paul Desmond & Bill
Sievert

3.30pm 5.00pm

Epidemiology, Public
Health & Prevention:
Hepatitis B and Hepatitis C
Transmission and Clearance
– What’s New
Chairs: Lisa Maher & Jason
Grebely

Grand 1 & 2

Community & Social
Research: Cultures,
Communities and Hepatitis
C Treatment

Afternoon Tea in Exhibition and Poster Area, Grand Foyer

full conference program

Chairs: Jim Hyde

3.30pm 5.00pm

3.00pm 3.30pm
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4.30pm 4.45pm

Everingham H - Enhanced
treatment for hepatitis
C in opioid substitution
settings (ethos) - exploring
the role of peer support in
the delivery of hepatitis C
treatment

Rance J - The politics of
place(ment): Treating
hepatitis C within opiate
substitution

Conference Dinner, The Carousel, Albert Park

4.15pm 4.30pm

4.30pm 4.45pm

4.45pm 5.00pm

7.00pm

Pham S - Infection with
multiple HCV strains
in a prison cohort of
seronegative injecting drug
users

Hellard M - Hepatitis C
transmission and clearance
in a cohort of injecting drug
users – A highly dynamic
process

4.45pm 5.00pm

4.30pm 4.45pm

4.15pm 4.30pm

Shadur B - The changing
epidemiology of hepatitis
D in Australia: Challenging
our clinical response

Carville K - Does hepbhelp
help? An evaluation of a
web-based resource for the
care of patients with newly
diagnosed chronic hepatitis
B in Victoria

Hajarizadeh B - Comparing
the cost-effectiveness of
three- versus two- dose
vaccination schedule
against hepatitis b in
adolescents. Experience of
a developing country
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4.45pm 5.00pm

4.15pm 4.30pm

Te Au H - Hepatitis C
resource centre Otago,
New Zealand

Grebely J - Hepatitis C
virus genotype and female
sex are independently
associated with
spontaneous clearance
during acute infection
- findings from an
international collaboration
(INC3)

Bharadwaj M - CTL
escape by evasion of
T cell recognition in
hepatitis c virus infection

Llyod A - Evaluation of
potentially protective
immunity in highly
exposed, but uninfected
prison inmates in the hits
study

full conference program

4.45pm 5.00pm

4.30pm 4.45pm

4.15pm 4.30pm

Wilson R - Genotypespecific suppression of
TIR-mediated innate
immunity by the
hepatitis B E antigen
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9.15am 9.30am

9.30am 9.45am

Deacon R - Correlates of
hepatitis B vaccination
status among injecting
drug users: A comparison
of eligible and ineligible
participants in the havit trial

9.15am 9.30am

9.30am 9.45am

Wallace J - Health and
security - Mixing oil and
water? Regulating hepatitis C
prevention in prisons

9.15am 9.30am

9.30am 9.45am

9.30am 9.45am

9.15am 9.30am

Blacklaws H - Irritability:
An under-appreciated
side effect of interferon
treatment for chronic
hepatitis C?

Huber C - Maximising
hepatitis C prevention in
hard to reach populations
utilising the pharmacy
sector

Seear K -The sneaky virus:
Constituting hepatitis C
through health promotions
literature

9.00am 9.15am

Ferguson L - Providing an
HCV service in a busy drug
and alcohol service, without
additional resources

9.00am 9.15am

9.00am 9.15am

9.00am 9.15am

Fry M - Rising to the challenge
of self-managing hepatits C:
The mixed impact of disclosure

D’Avigdor W - Correlation
of miRNA and mRNA
expression profiles
differentiating hepatitis C
(HCV) genotypes 1 and 3
liver injury

Suppiah V - Host genetics
and treatment response
in chronic hepatitis C
interferon and ribavirin
therapy

Thompson A - IL28B
polymorphism is associated
with intrahepatic ISG
expression in patients with
chronic HCV infection

Salehi Alavi M - New onset
major depression during
pegylated interferon ALFA2A treatment for recent HCV
infection is associated with
recent injecting drug use
and heavy alcohol intake

Grand 5

Stoove M - Intraprison
injecting risk practices and
post-release blood borne
virus transmission: Results
from a post-prison release
cohort study of people who
inject drugs

Grand 6

9.00am 10.30am

Basic Science: Host Genetics
and Cell Biology

Chairs: Joe Toressi & Alex
Thompson

Grand 3 & 4

9.00am 10.30am

Clinical Medicine: Enhancing
Hepatitis C Treatment and
Care

Chairs: Fran Bramwell

9.00am 10.30am

Epidemiology, Public Health
& Prevention: Prevention,
Prison & Patient Models of
Care
Chairs: Sally Bell & Michael
Levy

Grand 1 & 2

Community & Social Research:
The Cutting Edge of Social
Research

Registration

full conference program

Chairs:

9.00am 10.30am

7.30am

WEDNESDAY 8 SEPTEMBER

wednesday 8 SEPTEMBER 2010										
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Morning Tea in Exhibition and Poster Area, Grand Foyer

10.30am 11.00am

Baker D - Hepatitis C
treatment initiation in
primary care

Lewis R - Equitable
access to hepatitis C
treatment: Establishing and
maintaining an HCV clinic in
a correctional facility

Tenison F - Onsite access to
specialist hepatitis C medical
clinics - Outcomes in
outreach hepatitis C services
in community based clinics
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10.15am 10.30am

10.15am 10.30am

10.15am 10.30am

Douglas J - Development
and evaluation of a nurseled model of care for
treatment of prisoners with
chronic hepatitis C

Paquette D - Who doesn’t get
captured by a respondentdriven sampling survey of
people who inject drugs?

10.00am 10.15am

10.00am 10.15am

10.00am 10.15am

Gillman A - Aassessment
and treatment of chronic
hepatitis C virus (HCV)
infection in a prospective,
observational cohort of
injection drug users (IDUS):
the ethos cohort

Newland J - Peer distribution:
A pre-existing, effective and
illegal model of sterile injection
equipment distribution in NSW

9.45am 10.00am

9.45am 10.00am

9.45am 10.00am

Newley N - Promotion and
information with respect
(pair) project

Wilson H - Perception of
hepatitis C risk among
injecting drug users who
obtain injecting equipment
from pharmacies in Western
Australia

Discussion

Parsian H - Comparison of
five liver fibrosis indexes
with serum levels of laminin
and n-terminal peptide
of procollagen type III in
chronic hepatitis patients

Chin R - Hepatitis B virus
inhibits ciap1 and increases
sensitivity to TNF-alpha in
primary hepatocytes

full conference program

10.15am 10.30am

10.00am 10.15am

9.45am 10.00am
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11.20am 11.40am

11.00am 11.20am

11.00am 12.30pm

Recognising and responding
to hepatitis C in Indigenous
communities

Stephen McNally, Senior
Research Fellow, Australian
Research Centre in Sex,
Health and Society, La Trobe
University, VIC, Australia

Human rights, prison
and injecting drug use;
Commissioning the health
service in a human rights
compliant prison.

11.20am 11.40am

11.00am 11.20am

Social constructions

HIV/HCV co infection –
transmission to treatment

11.20am 11.40am

Host genetics and HCV
disease progression

Silvana Gaudieri, Associate
Professor, School of
Anatomy & Human Biology
& Centre for Forensics,
University of Western
Australia, WA, Australia

Gail Matthews, Senior
Lecturer, Viral Hepatitis
Clinical Research Program,
National Centre in HIV
Epidemiology and Clinical
Research, The University
of New South Wales, NSW,
Australia

Suzanne Fraser, Centre
for Women’s Studies and
Gender Research, School of
Political and Social Inquiry,
Monash University, VIC,
Australia
11.20am 11.40am

The effect of obesity on
inflammatory response in
hepatitis C

HIV and viral hepatitis
coinfection: burden of
disease

11.00am 11.20am

Support for people with
hepatitis C: What is it, where
do you get it and does it
make any difference?

11.00am 11.20am

Amany Zekry, Senior
Lecturer, St George
Clinical School, Faculty
of Medicine, UNSW, NSW,
Australia

Janaki Amin, National
Centre in HIV Epidemiology
and Clinical Research, The
University of New South
Wales, NSW, Australia

Grand 5

Max Hopwood, Research
Fellow, National Centre in
HIV Social Research, NSW,
Australia

11.00am 12.30pm

Michael Levy, Director,
Corrections Health Program,
ACT, Australia

Grand 6
Chairs: Scott Friedman &
Nick Shackel

11.00am 12.30pm

Host Metabolism, Genetics
and Viral Pathogenesis

Chairs: David Iser & Greg
Dore

Grand 3 & 4

Viral Hepatitis and HIV CoInfection

Chairs: Nadia Gavin & Tracey
Jones

11.00am 12.30pm

Living with, Support and
Treatment of Hepatitis C

full conference program

Chairs: Mark Saunders &
Sonam Paljor

Grand 1 & 2

Tackling Hepatitis C in
Challenging Environments
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Panellists:
Michael Levy; Stephen
McNally; Fiona Poeder;
Jenny Kelsall, Team Leader, BBV
Education & Support, Harm
Reduction Victoria;
Sione Crawford, Community
Programs Worker, NSW Users
and AIDS Association
Ross Morgan, Hepatitis Victoria

Panel Discussion: Facilitator,
Helen McNeill, CEO, Hepatitis
Victoria, VIC, Australia

Peers in mainstream
organisations ‘how can you be
a ‘peer’ if you’re not allowed to
identify as a drug user?’

12.00pm 12.30pm

11.40am 12.00pm

Discussion

Treating HCV in out of the
way places; Who is doing
what and do they need to?

12.00pm 12.30pm

11.40am 12.00pm

Discussion

Pathogenesis of HIV-HBV
co-infection: Implications for
treatment strategies

Sharon Lewin, Director,
Infectious Diseases Unit,
Alfred Hospital; Professor
of Medicine, Monash
University; Co-head,
Centre for Virology, Burnet
Institute, Melbourne, VIC,
Australia

wednesday 8 SEPTEMBER 2010										

12.00pm 12.30pm

11.40am 12.00pm

Fiona Poeder, Hepatitis C
Program Manager, Australian
Injecting and Illicit Drug
Users’ League, ACT, Australia

Robert Batey, Clinical
Professor of Medicine,
Sydney University, Senior
Staff Specialist, Drug
Health Services, RPAH
Sydney, NSW, Australia

Discussion

Disease progression in
HCV - Role of impaired
hepatocyte replication,
progenitor cells and host
metabolic factors

full conference program

12.00pm 12.30pm

11.40am 12.00pm

Elizabeth Powell, Associate
Professor, University
of Queensland and
the Princess Alexandra
Hospital, QLD, Australia
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full conference program

Closing Remarks: Greg Dore, Representative of the 2010 Viral Hepatitis Conference Partners

Presentation of the next conference: 8th Australasian Viral Hepatitis Conference 2012

Conference Close

3.20pm 3.30pm

3.30pm

Hepatitis B, policy into program

Chris Cunningham, Director, Research Centre for Māori Health & Development, College of Humanities and Social Sciences, Massey University, New Zealand

Drug resistance in hepatitis B has been defeated only to be replaced with hepatitis C

Stephen Locarnini, Professor, Research and Molecular Development, Victorian Infectious Diseases Reference Laboratory, VIC, Australia

Solving the key public health challenges in hepatitis C

Maria Prins, Senior Epidemiologist, Head Department of Research, Cluster Infectious Diseases, Health Service of Amsterdam, The Netherlands

Moving forward, policy into program

Michael Kidd, Executive Dean of Health, Flinders University, South Australia and Chair of the Australian Government’s Ministerial Advisory Committee on Blood
Borne Viruses and Sexually Transmissible Infections, South Australia, Australia

Chairs: Carla Treloar & John Hornell

Grand 1 - 4

Closing Session: Moving Forward - Challenges for the Next Decade

Lunch in Exhibition and Poster Area, Grand Foyer

3.10pm 3.20pm

2.45pm 3.10pm

2.20pm 2.45pm

1.55pm 2.20pm

1.30pm 1.55pm

1.30pm 3.30pm

wford
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Oral Presentation
abstracts
monday 6 september 2010

CHANGING TIMES IN HEPATITIS C
EPIDEMIOLOGY
Prins M
Department of Research, Cluster
Infectious Diseases, Health Service
of Amsterdam, The Netherlands

NEW DIRECTIONS IN HEPATITIS C
THERAPY
Gane E
New Zealand Liver Transplant Unit,
New Zealand

HUMAN RIGHTS AND
DISCRIMINATION ISSUES
RELATED TO BLOOD BORNE
VIRUSES
Watchirs H
ACT Human Rights and
Discrimination Commissioner, ACT,
Australia

NEW HEPATITIS B TREATMENTS:
LONG-TERM THERAPY:
BALANCING THE RISK AND
BENEFITS AS WE PURSUE
SUSTAINED VIRAL CLEARANCE
Gish R
Liver Disease Management and
Transplant Program, California
Pacific Medical Center, California,
United States of America
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monday 6 September
1.00pm – 3.00pm

Opening Ceremony & Plenary: Innovations and Challenging Orthodoxy: 1.00pm – 3.00pm:

monday 6 September
1.00pm – 3.00pm

The Shifting Focus of Hepatitis B: 1.00pm – 3.00pm
SOMETHING OLD, SOMETHING
NEW: THE EPIDEMIOLOGY OF
HEPATITIS B IN AUSTRALIA
Cowie BC1-3
Epidemiology Unit, Victorian
Infectious Diseases Reference
Laboratory; 2Victorian Infectious
Diseases Service, The Royal
Melbourne Hospital; 3Department
of Medicine, The University of
Melbourne, Victoria,
Australia

1

SCREENING HEPATITIS B IN
THE COMMUNITY: EFFECT ON
THERAPY UPTAKE
Gane E
New Zealand Liver Transplant Unit,
New Zealand

Despite having discovered the hepatitis B virus 45 years ago, many questions remain regarding the
fundamentals of how this virus affects individuals and communities worldwide. Finding answers to
these questions will pose challenges to those working across the broad span of hepatitis B related
research, policy and service delivery over the next decade and beyond.
The epidemiology of hepatitis B in Australia is complex, with notable diversity in the modes of
transmission and populations who are acutely and chronically infected with the virus. A discussion of
the optimal public health strategies to address this diversity is particularly relevant at this Conference,
in the year of release of Australia's first National Hepatitis B Strategy.
It is our collective responsibility to ensure that this new Strategy is the catalyst for meaningful
improvements in our understanding of hepatitis B, and in reducing the impact of this highly prevalent
virus on affected individuals, their families and communities, and on society as a whole.

There are an estimated 400 million people with chronic HBV infection, most of whom were infected
in early childhood through either vertical or early horizontal transmission. The widespread adoption of
the universal neonatal vaccination has dramatically decreased the incidence of new HBV infection but
has little impact of those adults already infected, who remain at life-long risk of complications of liver
failure and liver cancer (hepatocellular carcinoma). In the Asia-Pacific region, HBV causes an estimated
million deaths annually and is the indication for more than 80% of liver transplants.
The natural history of chronic hepatitis B is now well understood. Following early childhood
infection, there is an “immunotolerant” phase where despite high levels of HBV replication, there is
no biochemical or histological evidence of active liver injury, reflecting lack of host immune response
against the virus. However, in adulthood, persistent viral replication drives host immune-mediated
necroinflammation, resulting in progressive fibrosis, cirrhosis, followed by decompensation and death.
This interval between onset of active chronic hepatitis B and death may be as short as 10-15 years.
The introduction of lamivudine in 1995 demonstrated that effective viral suppression will halt liver
necroinflammation and prevent fibrosis progression. In fact, even in those patients with established
cirrhosis, viral suppression may prevent complications of liver failure and hepatocellular carcinoma and
prolong survival. However, this benefit was lost following the emergence of lamivudine resistance. The
new, more potent nucleosides with high genetic barriers to resistance are now able to achieve and
maintain potent viral suppression, associated with improved long-term outcomes and prevention and
even regression of cirrhosis. Life-long suppression to PCR nondetectability is now the accepted goal
of therapy.
The widespread use of antiviral therapy has had a dramatic impact on HBV mortality, because of the
ability to rescue most patients with decompensated CHB. Liver transplantation for HBV-related liver
failure is limited to urgent cases with acute liver failure from either adult acute HBV infection or acuteon-chronic flare in chronic HBV infection. HBV-related HCC has overtaken HBV-related liver failure as an
indication for liver transplantation.
The success of universal neonatal vaccination has shifted the emphasis of HBV management towards
the current cohort of adults with childhood-acquired chronic HBV infection. Earlier detection and
management of chronic hepatitis B through targeted screening and follow-up programmes. Long-term
entecavir and tenofovir should prevent liver failure and reduce the risk of hepatocellular carcinoma in
these patients.

PATHOGENESIS OF HEPATITIS B
INFECTION
Visvanathan K
Monash Medical Centre, VIC,
Australia
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monday 6 September
3.30pm – 5.00pm

HCC: The Problem is Now: 3.30pm – 5.00pm
GENOMICS IS NECESSARY
TO MAXIMISE TREATMENT
OUTCOMES
Shackel N
Central Clinical School, Centenary
Institute of Cancer Medicine & Cell
Biology, University of Sydney, NSW,
Australia

Hepatocellular carcinoma (HCC) is the fifth most common cancer globally and is the third most
common cause of cancer mortality. Estimates using population-based registries have shown an
increase in HCC incidence in many countries, with considerable variations between geographic
regions, age groups, sex, and ethnicity. There are also variations in the prevalence and acquisition time
of risk factors for HCC. In almost all populations, HCC incidence is between two and four times higher in
males than in females. High age-standardised HCC incidence rates (>20/100 000 population) are found
in Eastern Asia and Middle Africa, while low incidence rates (<5/100 000 population) are found in
Northern Africa, Americas, Australia and New Zealand, Central Asia, and Northern Europe. This regional
variation is also observed for HCC mortality. Over 80% of HCC worldwide is attributable to liver injury
caused by hepatitis B virus (HBV) or hepatitis C virus (HCV) infection, with the vast majority of HCC
cases developing in the presence of underlying cirrhosis. HBV/HCV co-infection and co-infection with
HIV further increases the risk of HCC. Greater understanding of the epidemiology of HCC could increase
our ability to plan and deliver effective HCC surveillance and prevention and treatment programs.

EPIDEMIOLOGICAL OVERVIEW OF
HEPATOCELLULAR CARCINOMA
Thein HH1,2
National Centre in HIV
Epidemiology and Clinical Research,
University of New South Wales,
Sydney, Australia; 2Toronto Health
Economics and Technology
Assessment Collaborative (THETA),
University of Toronto, Toronto,
Ontario, Canada

1

CURRENT TREATMENT
PARADIGMS
Gow P
Gastroenterology Unit, Austin
Hospital, VIC, Australia
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Oral Presentation
abstracts
tuesday 7 september 2010

Tuesday 7 September
9.00am – 10.30am

Maximising Our Current Knowledge: 9.00am – 10.30am
HOST GENETICS AND
TREATMENT RESPONSES
IN CHRONIC HEPATITIS C
INFECTION
George J
Storr Liver Unit, Westmead
Millennium Institute of Medical
Research, NSW, Australia

TACKLING THE
FUNDAMENTALS: SOCIAL
INCLUSION AND HEPATITIS C
Treloar C
Hepatitis C Program, Deputy
Director, National Centre in HIV
Social Research, NSW, Australia

CURRENT APPROACHES TO
ANTI-FIBROTIC THERAPIES
Friedman S
American Assn. for the Study
of Liver Diseases, Fishberg and
Professor of Medicine, Chief,
Division of Liver Diseases, Mount
Sinai School of Medicine, New York,
United States of America
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Tuesday 7 September
11.00am – 12.30pm

Community & Social Research: Understanding Community: 11.00am – 12.30pm
PAPER NUMBER: 83
HEP C: TAKE CONTROL - A
CHRONIC DISEASE SELF
MANAGEMENT INTERVENTION
FOR PEOPLE WITH HEPATITIS C.
Walsh L1, McNeill H1, Osborne R2,
Livingston J2, Hawkins M2
Hepatitis C Victoria
Deakin University

1
2

Organised education programs that support people with hepatitis C have been a neglected area. The
aims of the Hep C: Take Control project were to design and pilot a chronic disease self management
program specifically tailored for the needs of people with hepatitis C; to begin to build an evidence
base around self management models that can be utilized by hepatitis organisations across Australia;
to build the capacity of nursing staff to apply/use self management education in the participating liver
clinics; and to design a self management program that is transferable to other marginalized groups.
Program content was determined through international literature and a series of concept mapping
workshops held with people with hepatitis C (N=13) and workers from this sector (N=10). A six
module program was generated and the program featured hepatitis C-specific health education and
developed health-related problem solving skills in a supportive group environment. Participants were
recruited from three Victorian hospital liver clinics and the membership database at Hepatitis C Victoria.
A comprehensive evaluation was undertaken and this will inform future directions of chronic disease
self management in hepatitis C. Participant evaluation consisted of pre- and post assessment with
the Health Education Impact Questionnaire (heiQ) and assessment of hepatitis C-specific knowledge.
Broader evaluation questions examined the extent to which participants’ needs were met, impact
of chronic disease self management education sessions on health professionals at the participating
clinics, and the transferability of the information presented in the course to other hepatitis organisations
across Australia.
The project was funded under the Chronic Disease Self Management and Lifestyle Risk Modification
Grants from the Commonwealth Department of Health and Ageing.

PAPER NUMBER: 32
ENSURING RESEARCH MEETS
COMMUNITY EXPECTATION
– THE DEVELOPMENT OF A
COMMUNITY RATIFICATION
PROCESS OF RESEARCH
INVOLVING PEOPLE WHO USE
DRUGS IN NSW.

The involvement of people who inject drugs in research can involve potential risks to the individual
participant and to the wider group of people who inject drugs. However, there are currently no
community-determined processes to involve the views of people who inject drugs in reviewing
research protocols at the stage of ethical clearances.
In 2009, the NSW Users and AIDS Association the NSW drug user organisation, established an Advisory
Committee with membership from the National Centre in HIV Social Research and National Centre
in HIV Epidemiology and Clinical Research, to oversee the establishment of a process to ensure that
research in NSW that involves people who use drugs remains ethical and community endorsed.

Crawford S
New South Wales Users & AIDS
Association Sydney Australia

To date the committee has developed a discussion paper, policy and procedures to encourage
researchers to work in partnership with NUAA and participate in a process of assessment and
endorsement.
This paper will describe the process to date, share with delegates the tools that have been developed
and describe a project that NUAA and the Australian Injecting and Illicit Drug Users’ League will be
undertaking with the two Human Ethics Committees from the University of NSW. In this project NUAA
has sought to act as the bridge between researchers and people who use drugs to work towards better
research outcomes for all involved.
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Tuesday 7 September
11.00am – 12.30pm

Community & Social Research: Understanding Community: 11.00am – 12.30pm
This presentation will examine the factors needed to engage young Aboriginal people in hepatitis C
health promotion projects.
Although there is limited data in NSW, other states and territories report that hepatitis C rates are up to
twice that compared to the non Aboriginal population. In the last 5 years, there has been a focus on
Aboriginal people’s access to hepatitis C testing, treatment and support services in NSW, as well as a
welcome investment into specialist Aboriginal hepatitis C treatment positions.
Less attention has been directed at programs aimed at preventing hepatitis C among Aboriginal
communities, particularly young people. The challenge for the next decade for Aboriginal communities
and service providers in NSW, is reducing transmission of hepatitis C in a funding environment that is
focused on management, care and treatment.
The AH&MRC has been involved in a range of local and state wide projects aimed at young Aboriginal
people. These will include:
 Deadly shots – a photo exhibition by young Aboriginal people about hepatitis C
 Dr BBV – an interactive game for young people about blood borne viruses 2009 Chopped Liver tour
– a play written, performed and directed by Aboriginal people from the Ilbijerri Aboriginal and Torres
Strait Islander Theatre Cooperative.

PAPER NUMBER: 130
ENGAGING YOUNG
ABORIGINAL PEOPLE
IN HEPATITIS C HEALTH
PROMOTION
Cairnduff, S
Aboriginal Health and Medical
Research Council of NSW Australia
The Aboriginal Health and Medical
Research Council of NSW (AH&MRC)
is the peak Aboriginal health
organisation in NSW.

Some of the lessons learned that will be discussed include:
Style of delivery: importance of using appropriate language and humour in engaging young
Aboriginal people Engagement of the audience: using activity based education methods for young
Aboriginal people to develop messages for their communities Project Implementation: importance
of involvement of Elders, key members of the community and Aboriginal Health Workers in project
implementation.

For people with bleeding disorders and hepatitis C, living with the complex health outcomes of
comorbidities has been an ongoing challenge. Most acquired hepatitis C from treatment products
before viral inactivation processes and HCV testing were introduced in 1990; some are HIV co-infected.
Haemophilia Foundation Australia (HFA)’s recent needs assessment highlighted issues relating to long
term infection, unsuccessful treatment, lack of up-to-date knowledge about hepatitis C, overload with
health conditions, concerns about disclosure, financial hardship, social isolation and need for support. One
response to this was a community recommendation to develop an education program for people with
bleeding disorders and hepatitis C and their partner/support person with a holistic focus on wellbeing.
HFA developed the program with members of the affected community, haemophilia organisation
representatives, hepatitis C community educators and health professionals. Community members
requested a program that acknowledged the complexity of their health needs and provided a
practical and positive approach to wellbeing. The resulting program included activities exploring
strategies to improve wellbeing, including meditation, relaxation, exercise, complementary therapies,
mental health care, self-advocacy, an update on hepatitis C and fun and creative approaches.
The “Wellbeing Weekend” was piloted in a rural retreat with 17 participants (11 men with bleeding
disorders; 6 partners/support people). It included time for a massage, talking together informally,
resting and taking medications. Participant evaluations rated sessions highly. They felt the Weekend
gave them “tools” to make a difference to their health. In a second evaluation three months later
participants had continued strategies related to relaxation, exercise, diet and managing emotional
health. Most highly valued were the opportunity to meet and share experiences with their
peers in a safe and confidential environment and the positive and enjoyable focus on wellbeing.
This pilot suggests that a holistic and positive approach to managing co-morbidities may have longterm benefit.
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Egypt contains the highest prevalence of hepatitis C (HCV) in the world, with up to 15 to 20 percent of
the Egyptian population testing positive for HCV antibodies. This high prevalence is largely due to an
unsterile mass vaccination program for schistomasis that was conducted prior to 1980. In Australia, 57%
of the Egyptian born population migrated to Australia before 1976. As such, the Australian Egyptian born
adult community represents a population at high risk of HCV infection and -related liver disease. Little is
known about the level of knowledge of HCV among this Egyptian born community living in Australia.
The limited data available suggests that HCV knowledge is poor among both the general population
and among particular groups at risk of acquiring HCV (e.g. injecting drug users), with many holding
fundamental misconceptions about HCV transmission, symptoms and treatment. This study examined
the level of hepatitis C knowledge of the Egyptian born community living in Sydney. One hundred and
ten participants were recruited through Coptic Churches and other Egyptian community organisations
in inner city and suburban sites of Sydney. Knowledge of HCV and of HCV treatment among this group
was found to be low with a large portion of the sample answering “don’t know”. The HCV knowledge
and attitude scales which were translated into Arabic were found to have good reliability and showed
predictive validity. Hence these scales can be seen to be a useful tool in assessing knowledge and
attitudes of HCV in different languages and different cultures. The findings of this exploratory study
point to the importance of increasing HCV knowledge and awareness amongst this at risk population
through the development of culturally sensitive education and information materials and increasing
access to appropriate support and treatment.

PAPER NUMBER: 103
KNOWLEDGE & PREVENTION:
A HEPATITIS B SURVEY IN THE
CHINESE COMMUNITY

It is estimated 160,000 Australians have chronic hepatitis B virus infection (CHB). The Australian Chinese
community has one of the highest prevalence of CHB (5-20%). It is vital this community has timely access to prevent or manage CHB and slow the progression of hepatic cirrhosis and cancer. This project
examined the understanding of CHB in the Melbourne Chinese community.

Wang JYH1,2, Hellard ME2 and
Schattner P1

We conducted a cross-sectional survey of the Chinese community in English and Chinese. A convenience sample of participants were recruited from six Eastern Melbourne community organisations in
2009. We asked participants about their knowledge and attitudes of hepatitis B (HBV) and preventive
practice, including routes of transmission, risk factors and complications of infection, HBV testing and
vaccination status and the HBV status of family members.

1. Department of General Practice,
Monash University, Victoria, Australia.
2. Centre for Population Health, Burnet Institute, Melbourne, Australia.

Three hundred and fifty seven participants were invited to participate; 95 completed the survey of
which 30% were male with a mean age of 58 years. The self reported prevalence of CHB was 4%. Of
82 participants that reported no previous or current HBV infection, 53 (65%) reported having had HBV
screening, 33 (40%) reported having had HBV vaccination and 26 (32%) had never been vaccinated nor
screened. More than a third identified the main reasons for not undergoing HBV testing or vaccination
was being asymptomatic or not being previously advised by doctors. Participants who had better
knowledge of HBV were more likely to have had screening for HBV (p=0.003), vaccination against HBV
(p=0.001) or family affected by HBV (p=0.04).
In view of the high morbidity and mortality associated with HBV and the large number of migrants
from the Asia-Pacific and other regions where prevalence of CHB is high, CHB will become an increasingly important health issue in Australia. This project highlights the need to improve screening and
management of CHB in the Australian Chinese community.
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Recent studies have shown the importance of host polymorphisms in the IL28B gene in predicting
the outcome of therapy for chronic hepatitis C virus (HCV) infection. We evaluated the role of host
genotype in spontaneous and treatment-induced viral clearance following recent HCV infection.
The Australian Trial in Acute Hepatitis C was a study of the natural history and treatment of recent HCV
infection, as defined by positive anti-HCV antibody preceded by either acute clinical HCV infection
within the prior 12 months or documented seroconversion within the prior 24 months. Factors
associated with spontaneous and treatment-induced HCV clearance, including variations in the IL28B
gene, were assessed using multivariate survival analysis.
Among 163 participants, 132 were untreated (n=52) or had persistent infection (estimated duration of
infection >26 weeks) at treatment initiation (n=80). Spontaneous HCV clearance was observed in 23%
(30 of 132). In Cox proportional hazards analysis (without IL28B genotype), acute HCV seroconversion
illness with jaundice was the only factor predicting spontaneous clearance [hazard ratio (HR) 2.86, 95%
CI, 1.24, 6.59, P=0.014]. Among participants with IL28B genotyping (n=102/163 overall population
and 79/132 for spontaneous clearance population), rs8099917 TT homozygosity (vs GT/GG) was the
only factor independently predicting time to spontaneous clearance [adjusted HR 3.78, 95% CI, 1.04,
13.76, P=0.044]. Participants with acute HCV seroconversion illness with jaundice were more frequently
rs8099917 TT homozygotes than other (GG or GT) genotypes (32% versus 5%, P=0.047). Among
participants who were adherent to HCV treatment and had IL28B genotyping (n=54), SVR was similar
among TT homozygotes (18/29, 62%) and those with GG/GT genotype (16/25, 64%, P=0.884).
During recent HCV infection, genetic variations in IL28B were associated with spontaneous but not
treatment-induced clearance. Early therapeutic intervention could be recommended for individuals
with unfavorable IL28B genotypes.

Polymorphisms in the region of the interleukin (IL)28B gene on chromosome 19 have been associated
with peginterferon-α (pegIFN)-induced clearance of genotype 1 hepatitis C virus (HCV); there are no
data for patients with genotypes 2 or 3 (G2/3) HCV. We evaluated the effects of IL28B polymorphisms
on response to treatment with pegIFN and ribavirin in a well-characterized cohort of G2/3 patients.
DNA was analyzed from 268 patients (Caucasian, G2=213, G3=55). Patients were randomly assigned
to groups that received standard (24 weeks, SD24, n=68) or variable durations of therapy. Patients that
received variable durations and had a rapid virological response (RVR) were treated for 12 weeks (VD12,
n = 122); those without a RVR were treated for 24 weeks (VD24, n=78). IL28B genotypes (rs12979860)
were analyzed for association with treatment response.
The frequencies of the IL28B genotypes were: CC=37%, CT=48%, TT=15% ; 82% of patients with the
CC genotype achieved a SVR, compared to 75% with the CT and 58% with the TT genotypes (P =
0.0046). Differences between IL28B genotypes were greatest among patients who failed to attain RVR
(VD24 SVR rates: CC=87%, CT=67%, and TT=29%, P=0.0002). Among patients with RVRs (61%), the
IL28B genotype was not associated with SVR (>70% for all IL28B genotypes). In a multi-variable logistic
regression model, IL28B genotype predicted SVR (odds ratio=1.76; 95% confidence interval=1.16 – 2.7).
An IL28B polymorphism was associated with a SVR in patients infected with genotypes 2 or 3 HCV who
did not achieve a RVR. Analysis of IL28B genotype might be used to guide treatment for these patients.
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Rapid and early virological responses (RVR, EVR) predict the likelihood of sustained virological response
(SVR) in HCV treatment. However, many studies investigating virological responses utilised assays with
relatively high detection limits, reported qualitative data only, or did not adjust for baseline variables
that influence SVR such as hepatic fibrosis.
To determine the probability of SVR in different fibrosis stages in relation to quantitative measurements
of HCV RNA at week 4 (VL4), week 8 (VL8) and week 12 (VL12).
309 HCV genotype 1 subjects with prior liver biopsy were treated with peginterferon alfa-2a 180 mg/
week and ribavirin 1000-1200 mg/day for 48 weeks in the CHARIOT study. VL4,8,12 were assessed using
TaqManTM (detection limit 15 IU/mL). Multiple linear regression (MLR) models were developed with
significant baseline factors (race, Metavir score) and either VL4, VL8 or VL12. The probability of SVR was
estimated from these models for different levels of VL4, VL8 and VL12 for Caucasians in different fibrosis
stages.
Relationships among SVR, VL4, VL8, VL12, and fibrosis stage are illustrated. Patients with F3/4 had lower
probability of achieving SVR for each value of VL4, VL8 and VL12. For all fibrosis groups, probability of SVR
was generally higher for VL4 and lower for VL 8 and VL12.
Combining Metavir score with viral load measurements at weeks 4, 8, and 12 can predict SVR in patients
undergoing HCV treatment. Viral load combined with stage of liver fibrosis may influence treatment
decisions.

We examined the detection of low-level viraemia at week 24 as a predictor of SVR and viral relapse/
breakthrough, and the agreement between the Roche TaqMan and Amplicor HCV RNA assays for
detection of low-level viraemia.
871 treatment naïve HCV genotype 1 patients participating in an induction-dose peginterferon
therapy study had virological responses assessed using TaqMan. 151 patients with HCV RNA levels ≤
500 IU/mL had samples tested in parallel using the Amplicor and TaqMan assays.
SVR was significantly lower and relapse/breakthrough significantly higher in subjects with low-level
residual viraemia at week 24 compared to undetectable: SVR was 72%, 29% and 14% (p<0.0001) and
relapse/breakthrough 28%, 71% and 86% (p<0.0001) in subjects with undetectable, detectable <
15 IU/mL, and 15 - < 50 IU/mL respectively at week 24. The NPVfor a week 24 virological response
for SVR was 86%, 90%, and 90% using cut-offs of TaqMan undetectable, <15 IU/mL, and <50 IU/mL
respectively. Percentage agreement between Amplicor and TaqMan was similarly high for cut-offs of
TaqMan 50 IU/mL and 15 IU/mL but lower for undetectable (83%, 83% and 70% respectively).
These data emphasise the importance of achieving undetectable HCV RNA during peginterferon
therapy to maximize SVR. However the current 24-week stopping rule of HCV RNA undetectable
appears too stringent when using sensitive PCR assays given the observed lower NPV for SVR for cutoff TaqMan undetectable. Our data also suggest that a TaqMan < 15 IU/mL result is comparable to
Amplicor negative when monitoring viral response.
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The magnitude of Hb decline during therapy with pegylated interferon (pegIFN) and ribavirin (RBV)
was associated with SVR in HCV genotype 1 patients (pts) in the IDEAL study, however, 50% of pts with
protocol-defined anemia received erythropoietin (EPO). We explored possible associations between
end of treatment response (ETR) and SVR with maximal Hb decline and lowest Hb value during
treatment in 871 HCV gt 1 pts from the Chariot study, which examined induction versus standard
pegIFN dosing during the first 12 weeks of antiviral therapy with all pts received weight-based RBV.
Multiple logistic regression analysis was performed with SVR as the outcome variable. Explanatory
variables included baseline demographics, treatment group, viral and liver disease characteristics and
laboratory parameters as well as lowest Hb during treatment (<100 g/L, ≥100 g/L) and maximum
Hb decline (≤30 g/L, >30 g/L). Lowest Hb and maximum Hb decline during treatment were fitted in
separate multiple logistic regressions because of their high negative correlation. Data were analysed
with SAS v8.2.
During treatment a maximum Hb decline >30g/L occurred in 661 pts (76%). Protocol defined anemia
(Hb value during treatment <100 g/L) occurred in 137 pts (16%). Both ETR and SVR were significantly
higher in pts with Hb<100 g/L at any time during treatment compared to those with Hb≥100 g/L (ETR:
80% vs 65% respectively; p=0.003) (SVR: 61% vs 50% respectively; p=0.02). Similarly, ETR and SVR rates
were significantly higher in pts with Hb decline >30 g/L at any time during treatment compared to
those with Hb decline ≤30 g/L (ETR: 72% vs 52% respectively; p<0.001) (SVR: 54% vs 46% respectively;
p=0.049). There was no significant relationship between time to maximum Hb decline >30 g/L and SVR.
In separate multiple logistic regression analyses, both lowest Hb <100 g/L and maximum Hb decline
>30 g/L during treatment were significantly associated with SVR rate. The odds ratio (OR) estimate
for SVR for lowest Hb value was 1.97 (95% CI 1.08, 3.62, p = 0.028). The OR estimate for maximum Hb
decline was 2.17 (95% CI 1.31, 3.62, p = 0.003).
In a large population of HCV gt 1 pts treated with pegIFN and weight based RBV, pts whose lowest
Hb was <100 g/L or whose maximum Hb decline was >30 g/L were twice as likely to achieve a SVR
than those whose maximum Hb decline was ≤30 g/L or whose lowest Hb during treatment was ≥100
g/L. These outcomes were not influenced by EPO use and may represent individual pharmacokinetic
responses to the treatment regimen.
The impact of fibrosis stage on chronic hepatitis C virus (HCV) treatment response was explored in
CHARIOT, a study of high dose peginterferon alfa-2a (PEG-IFNα-2a) induction therapy in treatment
naïve genotype 1 infection.
Eight hundred ninety-six patients were randomised 1:1 to 360 µg (n=448) or 180 µg (n=448) PEG-IFNα2a weekly with RBV 1000–1200 mg/day for 12 weeks followed by 36 weeks of 180 µg PEG-IFNα-2a
weekly plus RBV 1000–1200 mg/day. Virological responses were assessed at week 4, 8, 12, 24, 48 (end of
therapy), and 24 weeks following therapy (sustained virological response, SVR). As previously reported,
there was no significant difference in SVR in the induction (53%) and standard (50%) arms, therefore the
pooled study population was used for analysis of SVR and relapse.
A marked step-wise decline in SVR was evident by fibrosis stage: F0 (70%); F1 (60%); F2 (51%); F3 (31%);
F4 (10%). Virological relapse rates were similar in early disease stages (F0, 16%; F1, 23%; F2, 26%), but
increased markedly in advanced fibrosis (F3, 50%; F4, 80%). Cumulative PEG-IFNα-2a and ribavirin
doses were similar among patients with F3/4 and F0-2 within treatment arms through week 4, 8, 12,
and week 24. Early virological responses were lower among F3/4 patients, including rapid virological
response (RVR) (21% vs 34%), and the RVR positive predictive value was also lower (63% vs 80%).
Low virological response in hepatitis C genotype 1 patients with advanced fibrosis is not explained by
inadequate cumulative PEG-IFN and ribavirin doses.
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Needle and syringe programs (NSPs) distribute sterile injecting equipment in order to reduce risk of
transmission of HIV and hepatitis C among people who inject drugs (PWID). This project aimed to
estimate the epidemiological impact and cost-effectiveness of NSPs in Australia over the last 10 years.
A mathematical epidemic model was developed to simulate HIV and HCV transmission among PWID
in Australia. The model was informed by detailed biological data, Australian IDUs behavioural data, and
the number of injecting equipment units distributed by NSPs each year. The model simulated epidemic
trends with and without NSPs. An economic analysis used the epidemic model results and detailed
data on costs. Discounting was applied at 3% and 5%. The investment of ~AUD$243million and annual
distribution of ~30 million needles and syringes have directly averted an estimated 32,050 new HIV
infections and 96,667 new HCV infections. The cumulative benefits of NSPs are further pronounced if
long-term projections are considered. The investment has yielded healthcare costs saved of AUD$1.28
billion, ~140,000 DALYs gained, and net financial cost-savings of AUD$1.03 billion. For every one dollar
invested in NSPs, more than four dollars were returned (additional to the investment) in healthcare
cost-savings in the short-term (ten years) if only direct costs are included; greater returns are expected
over longer time horizons. The majority of the cost savings were found to be associated with hepatitis
C related outcomes, despite the high prevalence of infection. NSPs are very cost-effective compared to
other common public health interventions.

The 2009 Needle Exchange Blood Borne Virus Serosurvey (BBVNEX2009) aimed to estimate the
prevalence of HIV and hepatitis C (HCV), and the frequency of behaviours associated with the
transmission of blood borne viruses (BBVs) in injecting drug users (IDUs) attending needle exchanges
(NEXs). New Zealand’s NEX outlets have taken part in previous surveys of risk behaviours and prevalence
of BBVs among IDUs. A replicated methodology allowed for comparisons and identification of trends
in seroprevalence and risk behaviours.
Complete data from 480 respondents were obtained. The majority were male (67%), of European
ethnicity (79%) and aged between 35 and 49 years. Average duration of injecting drugs was 17
years. Overall, seroprevalence of HIV in this population has remained very low (<1%) but there has
been a significant (p<0.0001) decline in the seroprevalence of HCV from 70% in 2004 to 52% in 2009.
This is in contrast to previous surveys that found no evidence of change in seroprevalence of HCV in
IDUs between 1997 and 2004. Prevalence of HCV continues to be associated with older age, longer
duration of injecting, a history of imprisonment, methadone treatment and tattooing. There has been
a significant increase (20%; p<0.001) in reported use of new needles and syringes for every injection.
Introduction of a free one-for-one distribution scheme in 2004 has resulted in substantial growth in the
volume of injection equipment distribution through all NEX outlets. The combination of removal of
economic barriers and improved access to sterile injecting equipment appears to have had a positive
impact on injecting practices and may help explain the decline in HCV seroprevalence among IDUs
who use NEXs in New Zealand.
The findings of BBVNEX2009 contribute to the evidence base supporting the effectiveness of needle
exchange programmes in reducing injecting risk and limiting the spread of BBVs among IDUs.
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Despite advances in antiviral therapy for hepatitis C and broad eligibility criteria, treatment uptake
has remained very low in Australia. We evaluated the potential epidemiological impact and expected
cost-effectiveness of increased hepatitis C treatment uptake in Australia from a societal perspective
over the next 30 years.
A dynamic mathematical transmission model was developed to simulate hepatitis C virus transmission
among injecting drug users (IDUs) and non-IDUs and to track the natural history of disease progression
of infected people. A cost-effectiveness and cost-utility analysis was performed to compare the lifetime
costs (2008 Australian dollars), life expectancy, quality-adjusted life years (QALYs), and incremental costeffectiveness ratios (ICERs) associated with five alternative hepatitis C treatment scenarios. Benefits and
costs were discounted at 5% annually. Sensitivity and uncertainty analyses were performed.
Results suggest that if hepatitis C treatment is increased by 70% (from current levels of ~3,500 or 1-2%
of chronic cases to ~6,000/year), there would be a modest decline in the number of new cases of liver
failure (7%) and hepatocellular carcinoma (6%), the number of people receiving a liver transplant (4%),
and the number of liver-related deaths (3%) over the next 30 years. If treatment rates are increased
by 250% (to ~12,000 per year), these numbers are expected to decrease by ~20%, with substantial
long-term total cost savings ($274m, 5% discount) and gains in life years (20,353) and QALYs (80,614)
(undiscounted). A decline in the treatment uptake from 3,500 to 2,000 cases/year is associated with a
substantial increase in the long-term liver-related consequences (41-43%) and total costs (55%). ICERs
for increased treatment scenarios ranged between $16,000-$17,000/QALY, and were most sensitive to
assumptions about treatment-related drug costs.
Increased hepatitis C treatment up to 3-4-fold the current levels, is cost-effective. Strategies to improve
treatment uptake is critical to mitigate the future burden of hepatitis C.

The Hepatitis C (HCV) prevalence among injecting drug users (IDUs) is high. Predicting
the HCV-related disease burden is difficult, due to a long latency period and competing
mortality. A Markov model was developed, incorporating HCV and HIV, to estimate the future
HCV impact among IDUs in Amsterdam and to evaluate scenarios for treatment uptake.
The HCV infection course was simulated through the stages of acute, cleared, chronic infection,
cirrhosis, and HCV-related disease. The Amsterdam Cohort Studies and surveillance studies provided
demographics and incidence data for HCV and HIV, HCV progression rates were obtained from the
literature. Parameter uncertainty was examined by sensitivity analysis.
In the 1980s >70% of the estimated 5500 IDUs in Amsterdam had acquired HCV. Since 1990 the IDU
population size decreased. By the year 2040, the cumulative HCV-related disease burden is estimated
to be 511 (95% range 411–625); of whom 314 individuals develop decompensated cirrhosis and 197
hepatocellular carcinoma. HCV-related disease will rise from 34 (95% range 20–59) prevalent cases in
2010 to maximally 37 (95% range 21–74) in 2018. HIV-related mortality has attenuated the HCV-related
disease burden. The cumulative HCV-related disease burden would have increased to 675 (95% range
494-848) when HIV had been absent.
Successful HCV treatment of 25% of HIV-negative individuals, as implemented in Amsterdam,
can reduce the total HCV-related disease burden by 12%. Treating HIV coinfected individuals
for HCV with equal probabilities leads to a reduction of 15%. A maximum reduction of 30% can
be reached by successfully treating 55% of the HCV infected individuals regardless HIV status.
The high competing mortality in the past, caused by HIV, reduced the HCV-related disease burden.
Because HIV treatment has lowered the competing mortality we expect to see an increase in HCVrelated diseases. Therefore, improvement of HCV treatment uptake and success rate are needed.
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Tuesday 7 September
11.00am – 12.30pm

Epidemiology, Public Health & Prevention: Models, Mortality and Money - The “Big Picture” of Hepatitis C and Hepatitis B:
11.00am – 12.30pm
PAPER NUMBER: 72
Trends in all cause and
liver-related hospital
admissions in people
notified with hepatitis B
and C in New South Wales,
Australia
Gidding HF,1 Dore GJ,1 Amin J,1 Law
MG1
National Centre in HIV
Epidemiology and Clinical Research,
The University of New South Wales,
Sydney, Australia
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Previous studies have reported an excess mortality in populations with chronic hepatitis B (HBV) or C
(HCV), but there is limited data comparing hospitalisation rates. The aim of this study was to compare
the overall burden and trends in all cause and liver-related hospitalisation rates in people notified with
HBV or HCV in New South Wales (NSW), Australia.
HBV and HCV notifications were linked to their hospital (July 2000 to June 2006), HIV and death records.
We calculated hospitalisation rates by person-years of observation, and standardised hospitalisation
ratios (SHRs) using rates for the NSW population. A random effects Poisson regression model was used
to estimate the mean change in admission rates over time.
The SHR for all cause and non alcoholic liver disease was two fold higher in the HCV cohort compared
with the HBV cohort (SHRs 1.4 (95%CI: 1.4-1.4) v 0.6 (95%CI: 0.6-0.6) and 14.0 (95%CI: 12.7-15.4) v 5.4
(95%CI: 4.5-6.4), respectively), whilst the opposite was seen for primary liver cancer (SHRs 16.2 (95%CI:
13.8-19.1) v 29.1 (95%CI: 24.7-34.2)). Between 2000 and 2006, hospitalisation rates for non alcoholic liver
disease increased in the HCV cohort (+9.4% mean annual change, p<0.001) but decreased in the HBV
cohort (-14.2% mean annual change, p<0.001). A trend that was accentuated in the HIV co-infection
cohorts. In addition, compared with the HBV cohort, the rate of increase in primary liver cancer was
greater (p=0.028), and the rate of decrease in overall morbidity less (p<0.001), in the HCV cohort.
In conclusion, hospital-related morbidity overall and for non alcoholic liver disease is considerably
higher in notified cases with HCV than in those with chronic HBV. We believe the gap in morbidity
associated with these conditions is widening due to improved treatment of advanced HBV-related
liver disease.

PAPER NUMBER: 172
CAUSES OF DEATH AFTER
DIAGNOSIS WITH HEPATITS B
OR C: 1992-2006

Chronic hepatitis B (HBV) or C (HCV) virus infection has been associated with increased risk of death,
particularly from liver and drug-related causes. We examined specific causes of death among a
community-based cohort of people infected with HBV or HCV to identify key areas of excess risk and to
examine changing trends in mortality among hepatitis infected people.

Walter SR1,2, Thein HH1, Amin J1,
Gidding HF1, Ward K2, Law MG1,
Dore GJ1

Hepatitis B (n=42,480) and C (n=82,034) cases notified to the New South Wales (NSW) Health Department
between 1992 and 2006 were linked to cause of death data and HIV/AIDS notifications. Mortality rates
and standardised mortality ratios (SMRs) were calculated using person time methodology with NSW
population rates used as a comparison.

National Centre in HIV
Epidemiology and Clinical Research,
The University of New South Wales,
Sydney, Australia; 2NSW Health, New
South Wales, Australia
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HBV mono-infected individuals had a slightly elevated overall risk of death (SMR 1.1 95%CI 1.0-1.2),
those with HCV mono-infection had more than double the risk of death (SMR 2.6 95%CI 2.6-2.7) and
those co-infected with both had four times the risk (SMR 4.0 95%CI 3.5-4.6) compared to the rest of
the NSW population. Of the 0.7% of people (n=889) co-infected with HIV, both rates and SMRs were
dramatically higher than in mono-infected groups (HBV/HIV SMR 14.5; HCV/HIV SMR 13.0). A decrease
in rates of liver-related mortality was observed among HBV infected people between 1997 and 2006,
but not among HCV infected people. Those infected with HCV had a high excess risk of drug-related
death (SMR 15.4 95%CI 14.5-16.3), however we found that after a sharp decrease between 1999 and
2002, drug-related mortality rates have since remained low.
Improvements in HBV treatment and uptake have most likely reduced liver-related mortality. Also, it is
likely that changes to opiate supply, and maintenance or improvement in harm reduction strategies
have resulted in HCV drug-related mortality remaining encouragingly low compared to pre-2002 levels.
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is a reaction of ductular phenotype associated with liver injury and fibrosis. The appearance of DR in
the setting of hepatocellular/cholangiocyte injury suggests there are regenerating hepatic progenitor
cells (HPCs). In HCV recurrence post-liver transplantation (LTx), the pathogenesis of progressive fibrosis
is unclear and the role of DR in this setting is unknown. We aimed to characterise DR, HPC, replicative
arrest and intrahepatic proliferation in patients with HCV recurrence post-LTx and to correlate these
changes with liver fibrosis and steatosis.
Methods: Immunohistochemistry was performed on liver biopsies with HCV recurrence post-LTx. Donor
livers (n=15) served as controls. DR (ck7) and α-SMA (activated stellate cells and myofibroblasts) were
quantified by image analysis. HPC was calculated by counting isolated ck7-positive cells periportally.
Hepatocellular proliferation (Ki-67) and replicative arrest (p21) were assessed by counting positive
hepatocyte nuclei. Fibrosis was staged (F0-4) according to Scheuer.
Results: There were 105 patients with 194 liver biopsies. DR, HPC, α-SMA, replicative arrest, proliferative
index and replicative arrest ratio were higher in HCV recurrence patients vs control donors (p≤0.020).
There was significant positive correlation between DR and HPC (rs=0.629, p<0.001). There were also
significant positive correlations (p<0.001) between DR and HPC with α-SMA, fibrosis, portal and total
Scheuer’s scores. DR also positively correlated to proliferative index (p<0.001). Steatosis (p=0.018) and
lobular score (p=0.003) only correlated to HPC, but not DR. DR plateaud and HPC peaked at F3.

PAPER NUMBER: 30
DUCTULAR REACTION
IN HEPATITIS C
RECURRENCE POST LIVER
TRANSPLANTATION
Prakoso E1,2, Kench J3, Clouston
A4, Bowen D1,2, McCaughan G1,2,
Shackel A1,2
Liver Immunobiology
Laboratory, Centenary Institute,
Camperdown, NSW; 2AW Morrow
Gastroenterology & Liver Centre,
Royal Prince Alfred Hospital (RPAH),
Camperdown, NSW; 3Department
of Anatomical Pathology, RPAH,
Camperdown, NSW; 4Envoi
Pathology, Brisbane – Queensland.
Background: Ductular reaction (DR)
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Conclusions: The DR and HPC responses correlate with the extent of fibrosis in early stage liver injury.
The lack of correlations in the latter stages of injury is probably related to the diminished liver regeneration in advanced fibrosis. Further studies are warranted to investigate the role of the DR in liver injury
and regenerative responses in HCV recurrence post-LTx.

The Hepatitis B virus (HBV) precore precursor protein is processed in the ER into the secreted hepatitis
B e antigen (HBeAg), which shares over 90% protein sequence homology with nucleocapsid (core)
protein. HBeAg is a key viral protein that regulates host immune tolerance, viral persistence, is essential
for the establishment of chronic hepatitis B (CHB), and downregulates the innate immune response.
This study has isolated, characterised, and validated a novel reagent targeting the HBeAg, based on
the shark immunoglobulin new antigen receptor (IgNAR) antibody variable domains (VNARs). VNARs
display advantages of protein stability, size (~13kDa) and cryptic epitope recognition in comparison
to traditional antibodies. The isolated VNAR domain, designated H6, displayed biologically useful
affinity for HBeAg, was validated for both recombinant and native protein, and recognised a unique
conformational epitope. The H6 VNAR exhibited cross-reactivity to HBcAg, but dominant affinity
for HBeAg. We engineered the VNAR for ER-targeted intracellular delivery in vitro, to function as an
intracellular antibody (intrabody) targeting intracellular precore protein, with the aim of reducing
secreted HBeAg levels. In vitro data from several HBV/precore hepatocyte cell lines has shown
effective intrabody regulation of precore/HBeAg, with no effect on core protein. Intracellular precore
protein is retained, whilst extracellular HBeAg levels are reduced, with the scale of effect being cell
line dependant. Furthermore, the intrabody alleviates/prevents precore aggregation, potentially
enhancing intracellular precore degradation to reduce secretion.

PAPER NUMBER: 160
Novel IgNAR intrabody
targeting the hepatitis
B virus precore/core
antigen
Walsh R1, Nuttall S2, Revill P1,
Colledge D1, Cabuang L1, Soppe
S1, Dolezal O2, Bartholomeusz A1,
Locarnini S1
Victorian Infectious Diseases
Reference Laboratories, Melbourne,
Australia; 2 CSIRO Molecular and
Health Technologies, Melbourne,
Australia.
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Regulation of precore protein is expected to improve clinical outcome. Patients who respond to current
treatments, such as IFN-α, have significantly lower levels of circulating precore or HBeAg. Reducing
HBeAg secretion is predicted to reduce the HBeAg tolerogenic effect, resulting in up-regulation of the
immune response, increased effectiveness of current antiviral treatments, and potentially preventing
chronic infection and the development of CHB.
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Tuesday 7 September
11.00am – 12.30pm

Basic Science: Hepatitis Pathogenesis and Virology: 11.00am – 12.30pm

Tuesday 7 September
11.00am – 12.30pm

Basic Science: Hepatitis Pathogenesis and Virology: 11.00am – 12.30pm
PAPER NUMBER: 119
DIFFERENTIAL MODULATION
OF STAT/SOCS SIGNALING IN
HBV/HCV-COINFECTION
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HBV/HCV co-infection is associated with more severe liver disease compared to HBV or HCV monoinfection. Here, we investigated modulation of STAT/SOCS signaling using inducible HCV-core-protein
expressing cell lines and replication competent recombinant HBV adenovius.
An infectious HBV clone was used to transfect stable inducible HCV-core (HCV genotype 1b, Teton) Huh7 cells. Coinfections were preformed with recombinant adenoviral constructs expressing
full-length HBV-genome (rAd-HBV, genotype A), HCV coreE1E2 and HCV NS3 to NS5B. Mono- and
coinfection were analysed for expression of HCV-core, HBV-core, SOCS-1 and -3, STAT-1 and -3 using
immunofluorescence and immunoblot. Southern blot was performed to analyse HBV DNA production
and real time PCR to quantitate mRNA-expression of HBV-core, SOCS-1 and -3.
After Tet-induction of the stable HuH7 cells HCV-core protein could be detected in cytoplasmic and
perinuclear regions by confocal microscopy with colocalisation of HBV and HCV core proteins. HCV
core increased intracellular HBV DNA and intranuclear HBV cccDNA levels while reducing extracellular
HBV DNA levels. Southern blot analysis of Huh7 cells coinfected with rAdHBV and rAdHCVcoreE1E2
or rAdHCVNS3-NS5B confirmed increased intracellular HBV DNA, greater in cells coinfected with
rAdHCVNS3-NS5B compared to rAdHCVcoreE1E2. Superinfection of HCV core with rAd-HBV resulted in
a time dependent suppression of pSTAT-1 and pSTAT-3 at 24h and 96h while SOCS-1 mRNA expression
was increased after 48 hours. In contrast, SOCS1 expression was undetectable in cells expressing HBV
and HCV-core alone. SOCS3 expression was suppressed by HBV-superinfection whereas HBV and HCVcore alone showed an increase of SOCS3 after 48h.
Our findings demonstrate that HBV/HCV-core superinfection differentially regulates STAT/SOCS
signaling by suppression of STAT-1/STAT-3 phosphorylation and SOCS3 expression in contrast to
cells expressing HCV-core and HBV proteins alone. In addition, HBV/HCV coinfection results in the
intracellular accumulation of HBV DNA. Dysregulation of STAT/SOCS-signaling may contribute to
worse clinical outcome and higher oncogenic potential in HBV/HCV-coinfection.

PAPER NUMBER: 194
TOLL LIKE RECEPTOR AGONIST
INDUCED IFN- RESPONSES
BY NATURAL KILLER CELLS
IN CHRONIC HEPATITIS B
INFECTION
Ratnam D, Visvanathan K, Sievert W
Deptartment of Medicine, Monash
University, Victoria Australia

Toll like receptors (TLR) are key mediators of innate immunity, and we have previously demonstrated
TLR mediated dysfunction of monocytes and plasmacytoid Dendritic cells(pDC) in chronic hepatitis B
infection(CHB). NK cells express a number of TLRs, however their functional significance, particularly in
CHB is not clear.
Our initial aim was to determine whether TLR mediated dysfunction of NK cells contributes to the
immune dysfunction associated with CHB
Peripheral blood was collected from patients in different clinical phases of CHB as well as healthy
volunteers. PBMCs were isolated and cultured with ligands to TLR 3(Poly I:C), TLR4(pLPS), TLR7/8(R848)
and TLR9(CpG2216). The cells were then stained with flurochrome conjugated antibodies to CD3, CD56,
CD69 and IFN-γ. Flow cytometry was then used to identify NK cells and determine intracellular IFN-γ.
22 CHB patients and 8 controls were analysed. The NK IFN-γ responses to TLRs 4 & 9 were significantly
impaired in individuals with CHB compared to controls (ratio of geometric mean[GEM] IFN-γ production
1.0 v 1.4, p=0.04, and 1.04 v 1.91, p=0.02 respectively).
Given the interaction between DCs and NK cells, and the known pDC hyporesponsiveness in CHB, we
hypothesized that the CpG mediated NK dysfunction demonstrated is a consequence of impaired pDC
IFN-α production.
To demonstrate this we added (i) recombinant human IFN-α(rIFN-α), and (ii) anti-IFN-α neutralizing Ab
to CpG stimulated PBMCs as described above.
rIFN-α restores CpG induced NK cell IFN-γ production in CHB (mean pre-rIFN 1.2, post-rIFN 2.0, p=0.05)
with no increase seen in controls. The addition of anti-IFN-α neutralizing Ab resulted in a significant
reduction in IFN-γ production in response to CpG (pre Ab IFN-γ GEM 3.3, post Ab 1.3, p=0.005)
CHB is associated with an impaired NK cell capacity to produce IFN- γ in response to TLRs 4 and 9, with
the latter being partly mediated by IFN-α
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Liver disease progression is accelerated in HIV-HBV co-infection although the mechanism fro this
remains unclear. HIV infection leads to increased levels of circulating lipopolysaccharide (LPS) and in
alcohol related liver disease LPS is involved in hepatic fibrogenesis. We aimed to determine if LPS was
elevated in HIV-HBV co-infection and whether this was associated with liver disease severity.

PAPER NUMBER: 104
LPS, immune activation
and liver disease in HIVHBV co-infection

HIV-HBV co-infected patients were recruited as part of two randomized controlled trials of HBV-active
HAART in Bangkok, Thailand (TICO, n=35 and HIVNAT023, n=14). Treatment naïve HBV mono-infected
patients (n=50) and uninfected controls (n=12) were recruited in Melbourne, Australia. Patient liver
biopsies (n=26; co-infected and n=41; mono-infected) were scored using the metavir histological
score. LPS was measured in all patient plasma pre-therapy. LPS and immune activation markers (sCD14,
IL-10, IL-6, IL-17, IFN-g, TNF-a, CXCL-10 and CCL-2) were also quantified in co-infected patient plasma
following 1 year of HBV-active HAART.
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LPS was significantly elevated in co-infection compared to mono-infection (p<0.001) and both groups
had elevated LPS compared to uninfected controls (p<0.01). Following 48 weeks of effective HBV-active
HAART there was no change in LPS, which remained significantly higher than uninfected controls
(p<0.001). sCD14 and IL-10 both significantly decreased (p<0.01 and p=0.04 respectively) while IL-17
significantly increased (p=0.02). IFN-g and TNF-a remained unchanged. CXCL-10 decreased (p=0.0003)
and CCL-2 remained unchanged, however, both remained elevated compared with uninfected
controls (p<0.0001 and p=0.0025 respectively). We found no significant correlation between LPS and
liver disease severity assessed on biopsy in either HIV-HBV co-infection or HBV mono-infection (p=0.42
and p=0.290 respectively).
LPS and inflammatory markers IL-17, CXCL10 and CCL2 remain significantly elevated in co-infected
patients despite suppressive HBV-active HAART. However, we were unable to demonstrate a significant
association between LPS and liver disease severity. Further studies are required to determine if
persistent immune activation may contribute to liver disease progression.

In the HAART era, liver disease is more severe and progresses more rapidly in HIV/HBV co-infected
persons than mono-infected individuals. An international multi-centred cohort of co-infected
individuals has been established to enable studies of the HBV in this setting. Despite being on HBVactive HAART, a subset of individuals demonstrated an incomplete response to therapy. To determine
if viral mutations may explain the failure to respond to therapy, we have examined the evolution of the
predominant HBV sequence in these individuals over time.
Samples were collected over several years including prior to initiation of HBV-active HAART. Where the
HBV viral load was sufficiently high, the complete genome of the HBV isolated was sequenced. At least
two HBV full genome sequences were obtained from a total of 13 individuals. We have clinical data for
eight of these individuals.
In two individuals, detectable HBV DNA levels are possibly due to non-compliance/drug holiday
(noted by patients). In one individual, the HIV RNA level is unknown, although the patient has indicated
compliance. In five individuals, the HIV RNA levels are controlled/undetectable, consistent with patient
indicated compliance. In three of these, the predominant HBV undergoes minimal changes over time,
two have no known HBV drug resistance mutations. The HBV isolated from the other two individuals
display more variation between the later sequences compared to pre-treatment sequences. Differences
detected include numerous nucleotide/amino acid changes, as well as changes in the presence of (i)
deletions, (ii) insertions, and (iii) stop codons in the HBV genes. HBV from both these individuals are
wild type for known HBV drug resistant mutations.
Antiviral non-compliance can explain elevated HBV viral load levels in some patients. However, there
appear to be other virological and clinical factors which may explain incomplete response to HBV
antiviral therapy in compliant HIV/HBV co-infected individuals.
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Tuesday 7 September
11.00am – 12.30pm

Basic Science: Hepatitis Pathogenesis and Virology: 11.00am – 12.30pm

Tuesday 7 September
1.30pm – 3.00pm

Management and Treatment of Injecting Drug Uses: 1.30pm – 3.00pm
MYTHS AND REALITY:
MANAGING IDUS WITH
HEPATITIS C
Hellard M
Centre for Population Health, Burnet
Institute, VIC, Australia

HEPATITIS C TREATMENT AND
INJECTING DRUG USERS: ON
A TIGHTROPE WITHOUT A
SAFETY NET?
Madden A
Australian Injecting & Illicit Drug
Users League, ACT, Australia

PARTNERSHIPS TO ENHANCE
HEPATITIS C TREATMENT
UPTAKE AND OUTCOMES
AMONG INJECTING DRUG
USERS

The burden of hepatitis C virus (HCV)-related liver disease is growing among injecting drug users (IDUs)
due to high HCV prevalence and an ageing cohort. Although many active IDU living with HCV are
young, an increasing proportion has been infected for more than 10 years and therefore at greater
risk of progressive liver disease. This is particularly true for those on opiate pharmacotherapy, many of
whom have been infected for more than 20 years.

Dore G

Despite this disease burden, the majority of IDUs have not been assessed for HCV treatment and a
small minority have received current standard of care therapy, pegylated interferon and ribavirin.
There are several major reasons for the low level of HCV treatment uptake: treatment-related toxicity,
particularly psychological adverse effects; lack of treatment delivery services in primary care and opiate
pharmacotherapy settings; practitioner discrimination; and competing health and life priorities.

Viral Hepatitis Clinical Research
Program, National Centre in HIV
Epidemiology and Clinical Research,
The University of New South Wales,
NSW, Australia

HCV treatment outcomes among active IDU and people on opiate pharmacotherapy have been
favourable, with sustained virological response (SVR) rates generally comparable to broader HCVinfected populations. The major factor associated with SVR has been frequency of injecting with those
injecting daily having poorer outcomes.
The delivery of HCV treatment to IDU populations is optimized by development of partnerships at
several levels: 1) relationships built on respect and trust between patient and health care professionals;
2) involvement of peer-based support workers who can provide unique input and support to patients
and health care professionals; 3) close collaboration between HCV clinical and opiate pharmacotherapy
staff; and 4) partnerships between clinical, research, government and community-based organizations.
The Enhancing Treatment of Hepatitis c in Opioid Substitution settings (ETHOS) is an example of a
strong partnership that aims to advocate for improved HCV treatment for IDU and evaluate models of
HCV treatment delivery in the opiate pharmacotherapy and primary care settings.
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Moving forward with Hepatitis B Policy and Practice: 1.30pm – 3.00pm
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SETTING THE SCENE: AN
EPIDEMIOLOGY AND PUBLIC
HEALTH PERSPECTIVE
Cowie BC1-3
Epidemiology Unit, Victorian
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IMPLEMENTATION OF THE
FIRST NATIONAL HEPATITIS
B STRATEGY: A NSW
PERSPECTIVE
Ryan L
Harm Minimisation,
NSW Department of Health, NSW,
Australia
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Tuesday 7 September
1.30pm – 3.00pm

SETTING THE SCENE: A
SOCIAL AND COMMUNITY
PERSPECTIVE

Tuesday 7 September
1.30pm – 3.00pm

Moving forward with Hepatitis B Policy and Practice: 1.30pm – 3.00pm
HEPATITIS B AND PEOPLE
WHO INJECT DRUGS:
CHALLENGES, INNOVATIONS
AND OPPORTUNITIES
Maher L
National Centre in HIV
Epidemiology and Clinical Research,
University of New South Wales,
Sydney, Australia

In Australia an estimated 160,000 people (0.8%) are chronically infected with hepatitis B virus (HBV).
The rate of new infections is highest among people aged between 20 and 29 years and approximately
half of all new infections occur in people who inject drugs (PWID). Previous studies suggest that
approximately half this group (28-57%) have markers of previous infection and approximately one
quarter (7-26%) have evidence of vaccine-induced immunity.
This presentation draws on ongoing research, including a study of susceptibility and immunity in a
prospective cohort of anti-HCV negative injectors and a randomised controlled trial (HAVIT) examining
the efficacy of incentive payments in increasing completion of an accelerated schedule.
Despite high rates of vaccine acceptability and perceived safety, 52% of HITS-c participants were
susceptible to HBV at baseline. Vaccine-induced immunity was significantly associated with recent
NSP attendance suggesting that NSPs provide an important opportunity for engagement and referral.
Preliminary results from the first 100 participants enrolled in HAVIT indicate most were aged in their
thirties (median 33 years), Australian born (82%) and male (77%), with 15% identifying as Indigenous.
Main reasons for not being previously vaccinated included never being offered immunisation, not
getting around to it, low perceived risk of infection and concerns about cost. The presentation will also
report results from a recent trial using the accelerated schedule in an outreach setting as part of the
HITS-c study.
While rates of vaccine-induced immunity in HITS-c (43%) are higher than in previous studies, results
suggest that younger PWID remain at risk of infection. The use of incentive payments has the potential
to increase vaccine completion and immunity in this group. Results indicate a need for innovative
interventions, supported by changes in policy and practice, in order to ensure immunisation coverage
in this group.

THE B POSITIVE PROJECT:
CHALLENGES IN CALD
COMMUNITY ENGAGEMENT
AND GP EDUCATION ABOUT
HEPATITIS B AND LIVER CANCER

The Cancer Council NSW ‘B Positive’ Project in south-western Sydney is based on evidence that
clustering of liver cancer cases in NSW is along geographical and ethnic lines. Our research aims to
devise public health interventions to reduce the future burden of liver cancer caused by Chronic
Hepatitis B (CHB) infection. General Practitioner (GP) and community engagement are key elements
of the Project.

Tipper SW1, Robotin MC2,3, Putha V4
on behalf of the ‘B Positive’ Project
Investigators

This presentation details the challenges and results of the Project in respect to community and GP
engagement and education from 2007 to 2010.
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Working with Divisions of General Practice, 330 GPs in the project area were offered RACGP accredited
education in the diagnosis and management of CHB with evening information sessions and decision
support resources.
Over 30 community education sessions engaged community organisations with translated written
and oral material, supported by a media strategy using ethnic and local print and radio media and
partner organisations.
The ‘B Positive’ Project finding that antiviral therapy for hepatitis B-related liver cancer prevention
is more cost-effective than cancer screening implies a future primary healthcare focus. The GP and
community education sub-projects provide insights for the future management of viral hepatitis to
underpin policy and practice in implementation of the first National Hepatitis B Strategy.
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Current Challenges in HCV Therapies: 1.30pm – 3.00pm

Sievert W
Gastrointestinal and Liver Unit,
Monash Medical Centre and
Dandenong Hospital, VIC, Australia

The numbers of patients with cirrhosis due to chronic hepatitis C (HCV) is expected to continue to
rise over the next few decades. Patients with compensated HCV have the most to gain from antiviral
treatment, although this benefit is limited to those that achieve a sustained virologic response (SVR).
Maintenance therapy in cirrhotic patients has been shown to have no impact on progression to
liver failure, hepatocellular carcinoma (HCC) or overall survival. Multiple benefits of viral eradication
in HCV cirrhosis have been demonstrated, including reversal of fibrosis, reduced progression to liver
failure, reduced portal pressure and complications of portal hypertension, reduced incidence of HCC
and improved survival. Antiviral therapy can precipitate hepatic decompensation, and in general,
treatment should be limited to patients with compensated disease (Child’s A).

TREATING ADVANCED DISEASE
Strasser S
A W Morrow Gastroenterology and
Liver Centre, Royal Prince Alfred
Hospital, NSW, Australia

Prior to embarking on antiviral therapy, patients should be fully evaluated for complications of cirrhosis
and portal hypertension. Assessment should include liver imaging, endoscopy, nutritional evaluation,
25 (OH) vitamin D levels and diabetes review.
Antiviral therapy in patients with advanced disease can be complex. Response rates in cirrhosis are
lower than in patients with less advanced disease, and may be as low as 10% in genotype 1 infection.
Cytopaenias are common and dose reductions of both peginterferon and ribavirin are frequently
required. Dose reductions in cirrhotic patients are associated with reduced rates of SVR. Growth factor
support is commonly used to support cell counts during therapy. The most commonly used growth
factor is granulocyte colony stimulating factor (Filgrastim), administered subcutaneously 1-3 times
weekly, which corrects neutropaenia allowing full dosing of peginterferon. There are however no
controlled trials demonstrating its effectiveness, nor its impact on SVR. Common side effects include
bone pain, rashes, fevers, and gastrointestinal symptoms. Erythropoiesis stimulating agents (ESAs)
have been used to support patients who develop anaemia, and these agents have been shown to
lead to maintenance of haemoglobin levels, higher ribavirin doses, and symptomatic improvement,
however their impact on SVR is unclear. It should be noted that the FDA has issued a communication,
highlighting an impact of ESAs on tumour growth and reduced survival in cancer patients, and
increased risk of cardiovascular complications and thrombosis. Clinical trials are underway of an oral
thrombopoietin receptor agonist, eltrombopag, which appears very effective in supporting platelet
counts in cirrhotic patients with marked thrombocytopaenia.
Following antiviral therapy, patients with cirrhosis (even those with SVR) require life-long follow-up,
including surveillance for HCC.

Over the last 10 years an enormous amount of data has been accumulated to allow us to better
understand the factors determining the success of treatment of patients with chronic hepatitis C. Host
factors include race, body mass index, degree of liver disease and now polymorphisms of IL 28. Viral
factors including genotype and viral load are important. On treatment response will also determine
the success of treatment. All these factors can be now used in determining the appropriate patient’s
to treat, and duration of treatment to allow a better outcome.

PERSONALISING THERAPY IN
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Although a majority of HCV-infected individuals develop persistent infection, approximately
25% of individuals experience an acute, self-limited infection that is accompanied by a sustained
cell mediated immune response directed against several HCV proteins. These individuals can be
reinfected resulting in a truncated period of viraemia and reduced viral loads, consistent with some
protection provided by the primary infection. This offers hope that it may be possible to develop
an effective vaccine, although given our current understanding of the virus, the development of a
vaccine to elicit sterilising immunity will be challenging. A vaccine capable of preventing persistent
infection is likely to be developed more readily but will nevertheless be clinically useful because
acute hepatitis C infection is not a serious disease.
However, there is no recognised marker of convalescence or immunity in patients who do
eliminate the virus, information that might be used to make an informed choice of which viral
protein(s) should be incorporated into a vaccine. In the absence of this information, experimental
vaccines have been designed in an attempt to duplicate the immune responses in patients who
recover from infection viz. generate a cell-mediated response to a range of HCV antigens. However,
it is likely that the most effective vaccine is likely to elicit neutralising antibody as well as cellular
immune responses and the challenge is how to devise the optimum way to deliver and generate
such responses.
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If the commitment by the Australian government to double the number of people on anti viral
treatment is to be realised then closer consideration to programs such as the Queensland shared care
initiative must be made. Queensland has been the only state in Australia to fund increasing access to
hepatitis C anti-viral treatment through additional nursing staff, and psychological and administrative
support. After trialling a pilot project in 2000-2001, the initiative commenced in ten liver clinics across
Queensland in 2006, and continues to evolve with the diversity of clinics providing insight into a range
of challenges and responses.
This paper draws on an evaluation conducted over a 12 month period of the Queensland Shared Care
Initiative. Interviews were held with 53 health professionals and 10 key informants. Seventy eight
questionnaires were completed by patients with 25 follow up interviews. The evaluation explored
professional roles, administration of the program, relationships between the different disciplines
involved in the program, perspectives on the quality of care provided to patients, communication
patterns and issues between specialist and general or supporting practitioner, and advantages,
disadvantages and barriers in the implementation of the shared care initiative.
The initiative challenges current treatment models by moving treatment from specialist centres to
sharing care with a supporting practitioner. The program is unique given the breadth of the program
in 10 centres, with autonomy to address local needs. Insights gained from the initiative provide us with
a range of experiences and understandings of different ways to manage patients with diverse needs.
While not one model has evolved in Queensland there are significant lessons to be learned, adapted
and ultimately used throughout Australia.
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In NSW there are approximately 85,000 people with chronic hepatitis C. Although there have been
significant improvements in the efficacy and tolerability of anti-viral therapy, in NSW less than 2% of
people with hepatitis C access treatment. Increasing treatment uptake will to lead to better health
outcomes for individuals with hepatitis C, as well as reducing the long term financial burden on health
services.
The NSW Hepatitis C Strategy 2007-2009 identified the provision of equitable access to treatment, care
and support services and increasing treatment uptake as a major goal and recommended a review be
undertaken of existing arrangements for the funding and delivery of hepatitis C treatment and care
services. NSW Department of Health commissioned an independent Review of Hepatitis C Treatment
and Care Services (2008) which made eleven recommendations to improve access to and the uptake
of treatment. A key recommendation being that NSW Department of Health establishes a target to
double the number of people with chronic hepatitis C in receipt of antiviral treatment by 2012.
This paper will discuss the range of state-wide mechanisms that have been adopted to work towards
achieving this target including: increasing the capacity of existing public services through a significant
investment in dedicated funds; reconfiguring the model of care for hepatitis C to include the role of
general practitioners, alcohol and other drug services, and Aboriginal Community Controlled Health
Services; strengthening Area wide and state-wide infrastructure including workforce development
initiatives; and the development of robust data collection systems. Furthermore this paper will
draw attention to implementation initiatives currently under way, and conclude by highlighting the
significant achievements in strengthening the response to hepatitis C in NSW since the commissioning
of the Review.
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The Hepatitis C Community Clinic established in Christchurch, New Zealand, proposes a model of
shared care service delivery, in collaboration with primary health care services and treatment providers,
to provide a continuum of care that enhances health outcomes of those with hepatitis C (HCV). The
specialist nurse-led clinic, based opposite a large Needle and Syringe Exchange Program (NEP), acts
as a point of entry for people unwilling to access conventional health care with the aim of increasing
access and entry into HCV treatment. The National Centre in HIV Social Research, UNSW, is engaged
in an evaluation of this clinic to determine the nature of the clinic client group, pathways to the
clinic, including analysis of barriers and facilitators to access, shared care arrangements of clients and
finally to determine the impacts of the project in relation to participation in HCV or other treatment
programmes and success of these HCV treatment programmes. One hundred and twenty surveys will
be administered to clients attending the Hepatitis C community clinic at two time points six months
apart to assess experiences with treatment and care at the clinic and to establish whether attendance at
the clinic enhances positive health outcomes for clients and increases entry into hepatitis C treatment.
To assess reasons for non attendance of the hepatitis C clinic, a short survey will also be administered
to clients attending the NEP addressing issues around clinic attendance and the perceived value of the
clinic. Additionally interviews with 25 stakeholders and 25 clients at these services will be conducted to
establish a more in-depth assessment of their perceptions of benefits of this model of service delivery.
Findings from this data based on the first round of surveys and on the interviews with clients, staff and
stakeholders will be discussed in this presentation.

A free doctors clinic is held one afternoon a week at the premises of the dunedin intravenous
organisation. This clinic was put in place to cater for at risk groups including intravenous drug users
and low income earners in our community.
One issue brought up by the doctor was the low number of clients having blood tests completed.
The majority of the clients are intravenous drug users and on the methadone programme. Many
were concerned that track marks on their arms would be noted and get them into trouble with the
methadone clinic. Many clients simply forgot about getting the tests done.
It was decided that having the ability to get the tests completed on site by someone the clients trusted
would be a positive step. As the hepatitis c resource centre was situated on the same floor and the
educator for the resource centre was an ex drug user known by many of the clients the job was given
to us to organise.
The educator was trained as a phlebotomist in 2006 and the first blood test was completed on site in
january 2007. 85 blood tests were completed in 2007. 30 completed in 2008. 40 completed in 2009
and 26 so far this year.
Before the testing was being offered on site our doctor said about 10% were having their tests
completed. Now she estimates around 90% of tests are being completed. With many of these clients
at high risk of hepatitis b and c infection and some having since undergone treatment for hepatitis c
this project has become an asset to the local community.
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From September 2009 to March 2010, the peer-support worker had 284 contacts. Of these, 67 clients
(154 contacts, mean: 2.3 contacts per client) were interested in HCV assessment and were referred to a
nurse. From the perspective of the peer-support worker, lessons learned included: 1) engaging peers
requires finding a common interest and developing a friendship before approaching HCV in a clinical
way; 2) peers are not the same and one size does not fit all; 3) trust is important and if the peer-support
worker is not trusted, relationships are compromised; 4) communication is key and literacy is often an
important issue; 5) how to work as part of the clinic team, given different rules to follow.
The peer-support worker has been successful in educating, engaging and supporting people through
HCV assessment. Even for people who are not undergoing HCV assessment, an important part of
the peer-support workers role is to keep people educated, engaged and conscious about good liver
health.

Although treatment for hepatitis C (HCV) is available for those with chronic infection, uptake is low and
there is a policy imperative to double the numbers of people undertaking treatment. A number of
initiatives are underway to expand access to HCV treatment with significant interest and investment in
the provision of HCV care and treatment in opiate substitution treatment (OST) settings.
To explore the critical questions raised by the possibility of integrating OST and HCV treatment, we
draw on data collected in a qualitative study involving both clients and health professionals of OST.
This paper argues that despite the apparent logic and advantages of providing two treatment
modalities within the one service, their relationship is a complex and uneasy one. Foucault’s power/
knowledge formulation — the materiality of knowledge as ‘discourse’ — and its intrinsic relationship to
institutional sites, networks and supports, provides us with the conceptual means with which to frame
our argument. We contend that conceiving of OST clinics as medical services primarily concerned
with technocratic questions of dosage titration, administration and treatment outcomes elides the
myriad of power relations that both shape and reflect drug treatment. We investigate the OST clinic
as a particular social and discursive space, drawing attention to the critical but overlooked questions
of workplace culture and power operating within opiate substitution, and asking just where might the
appropriate provision of HCV treatment and care be placed?
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Peer-support is an important strategy which can enhance HCV knowledge and assessment. This
presentation describes a newly established peer-support model and the experiences of the peersupport worker as part of the ETHOS project.
One objective of ETHOS is to assess peer-support when offered as part of an HCV treatment model
within opiate pharmacotherapy settings. The development of the peer-support models has been led
by NUAA. The first model was established at Hunter Pharmacotherapy Services. The responsibilities
of the peer-support worker are: 1) to approach people in the waiting room, build trust and provide
HCV education; 2) accompany and support people during blood testing; 3) provide peer-support and
discuss issues that peers may not want to discuss with clinic staff; 4) contribute to clinic meetings; 5)
assist with research; 6) support and refer people for nursing assessment; 7) ensure confidentiality.

Epidemiology, Public Health & Prevention: Hepatitis B and Hepatitis C Transmission and Clearance – What’s New: 3.30pm - 5.00pm

Tuesday 7 September
3.30pm – 5.00pm

PAPER NUMBER: 42
PREVALENCE AND INCIDENCE
OF HEPATITIS B VIRUS
EXPOSURE AND VACCINATION
IN A MELBOURNE COHORT OF
PEOPLE WHO INJECT DRUGS.
Winter RJ1,2, Dietze PM1, Hellard ME1,
Robinson P2, Aitken CK1
Macfarlane Burnet Institute for
Medical Research and Public Health,
Melbourne,Victoria, Australia.
2
Latrobe University, School of
Public Health, Melbourne, Victoria,
Australia.
1

In a prospective study of Melbourne injectors, we tested for hepatitis B virus (HBV) core antibody,
surface antibody, and surface antigen at regular intervals over three years. Participants without
serological evidence of immunity were followed and tested repeatedly for HBV markers.
At baseline, 91 of 344 participants (26.5%) had no evidence of HBV exposure. Approximately a third
(33.1%, n=114) showed serological evidence of HBV immunity through vaccination and 40.4% (n=139)
had been exposed to the virus. Of the 139 exposed, 14 participants (overall 4.1%) were currently
infected.
Of the 40 unexposed participants who were available for follow up, ten (25%) showed evidence of
complete or partial immunisation course (at an incidence rate of 26.2 person-years; 95%CI 12.8, 44.4).
Six (15%) contracted HBV during the follow-up period (15.7 per 100py; 95% CI 7.1, 35.1), and 24 (60%)
remained unexposed and susceptible to infection.
In multivariable logistic regression analyses, being female, of south-east Asian ethnicity, having
unstable housing, currently undergoing drug treatment with buprenorphine/buprenorphinenaloxone combination, injecting for longer than two years, ever having been in prison, and ever having
been exposed to the hepatitis C virus (HCV) were independently associated with HBV exposure.
Fifty per cent of participants who reported a prior HBV vaccination were in fact not immune.
Participants who accurately reported their vaccination status were more likely to be female, aged over
25 years, have no prison history, and to have started injecting and having sex at a later age. Participants
who were aged under 26 years, had ever been on methadone and had not been exposed to HCV were
more likely to have been vaccinated.
The high proportion of HBV susceptible but high-risk individuals in this study demonstrates a need
for targeted HBV immunisation. Outreach and incentive-based vaccination strategies have also been
shown to be effective elsewhere.
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Many epidemiological studies have measured hepatitis C virus (HCV) prevalence and incidence in
people who inject drugs (PWIDs) using anti-HCV antibody and/or HCV RNA. We used Elispot testing to
identify T cell memory of HCV exposure in PWID lacking anti-HCV antibody and detectable HCV RNA.
PWID were recruited in Melbourne, Australia between July 2005 and August 2007, and 50ml blood
samples were collected at approximately three-month intervals. Incidences (in PWID without anti-HCV
antibody and detectable HCV RNA at first test, and tested at least twice) of progression from HCV
Elispot-negative to Elispot-positive, HCV Elispot-negative to HCV RNA positive (etc) were calculated
using the person-years method. Blood samples were screened for anti-HCV antibody and tested for
HCV RNA using standard methods. An HCV-specific Elispot test was applied to the baseline and most
recent blood sample.
Fifty-four participants were anti-HCV-antibody negative and RNA-negative (RNA-) at first test; 20 (37%
- 95% CI, 24.2, 49.9) were HCV Elispot-positive (E+). No significant associations were detected between
HCV Elispot status and any risk behaviours or characteristics. Incidence of Elispot - to Elispot + was
23.0 per 100py (95% 10.3, 51.2), and of Elispot + to HCV RNA+ 55.0 per 100py (95% CI 22.9, 132.2)
Confidence intervals on all incidence rates overlapped.
Elispot testing showed over a third of participants lacking anti-HCV antibody and HCV RNA had been
exposed to HCV. Our data show that epidemiological studies of HCV exposure that do not consider
Elispot status will result in misclassification, and attempts to quantify relationships between behaviours
and HCV exposure will be flawed. The behaviour of the persistently HCV Elispot-negative participants
was no different to that of participants who became HCV Elispot or RNA-positive, leaving open
the possibility that these few participants have superior immune function that protects them from
infection.
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We report follow-up of 225 inmates. Follow-up intervals ranged between 6 to 42 months, and inmates
had between one and four follow-ups. Forty HCV incident cases were identified (26 male, 14 female),
from a total of 325.4 person years, giving an overall incidence rate of 12.3% per annum. Further followup of the incident cases for infection outcome has so far identified 17 who have become chronically
infected and 11 who have cleared (39%).
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Predictors of HCV incidence during the HCV testing interval, and infection outcome, are being
determined using Cox proportional hazard regression and survival analyses. The frequency of HCV
incidence during follow-up of the HITS-p cohort, while lower than in our baseline study, is comparable
to published studies, reflecting the high-risk status of IDU prison inmates.

We evaluated spontaneous clearance and associated factors during acute infection in injection drug
users (IDUs).
The International Collaboration of Incident hepatitis C in Injecting Cohorts (InC3) is a collaboration
including pooled data of incident HCV from eight cohorts from Australia, Europe and North America
collected between 1986 and 2009. Inclusion criteria were: history of IDU, documented anti-HCV
seroconversion within a two-year period and minimum of two therapy-naïve HCV RNA assessments
following the estimated date of seroconversion. Participants with detectable HCV RNA had genotyping.
We estimated the proportion with spontaneous clearance during the first two years following infection
and identified factors independently associated with clearance using logistic regression.
Among 539 seroconverters, 64% were male, 78% Caucasian and 7% HIV infected. Genotype distribution
was: G1 (48%, n=259); G2 (5%, n=28); G3 (26%, n=143); other genotypes (2%, n=11); and unknown
genotype (18%, n=98). Overall, 25% [95% CI:21%-29%] demonstrated spontaneous clearance. In
bivariate analyses, factors significantly associated with spontaneous clearance included female sex
(OR 2.27; 95% CI:1.51,3.39; P< 0.001), no recent injecting (OR 2.04; 95% CI:1.20,3.57; P=0.008), recent
incarceration (OR 1.68; 95% CI:1.00,2.83; P=0.050), HBsAg positive status (OR 3.25; 95% CI:1.04,10.17;
P=0.043) and HCV genotype [G2/3 vs. G1: OR 0.59; 95% CI:0.35,1.00; P=0.049; unknown genotype vs.
G1: OR 4.45; 95% CI:2.71,7.31; P< 0.001]. HIV was not associated with clearance. In multivariate logistic
regression controlling for age, HCV seroconversion, HIV infection and HBV infection, HCV genotype
[G2/3 vs. G1: AOR 0.58; 95% CI:0.34,0.98; P=0.041; unknown genotype vs. G1 OR 4.22; 95% CI:2.54,7.03;
P< 0.001] and female sex (AOR 2.00; 95% CI:1.30,3.08; P=0.002) were independently associated with
clearance.
In this analysis of IDUs with well-defined HCV seroconversion, female sex and unknown genotype
(indicative of low/undetectable HCV RNA) were associated with increased odds of spontaneous
clearance, while those with G2/3 infection had decreased odds of clearance.
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High rates of HCV incidence have been reported in injecting drug user (IDU) prison populations.
Previously, we observed an HCV incidence rate of 32% per annum in 488 high-risk seronegative
IDU prison inmates enrolled in the Hepatitis C Incidence and Transmission in Prisons Study study,
when pre-enrolment to enrolment testing was compared. Independent associations were observed
between HCV incident infection and previous imprisonment and tattooing, and also surprisingly, with
methadone maintenance treatment. The aim of the present study is to expand upon these initial
findings by determining HCV incidence in seronegative inmates in the same cohort and to correlate
HCV incidence and infection outcome with detailed risk behaviour data collected prospectively.
Adult IDU prison inmates were recruited at correctional centres in NSW. Participating subjects were
asked to complete a structured follow-up interview, which recorded risk factors for transmission of
HCV, including details of injecting behaviours, physical assaults or injuries, tattooing and piercing since
the previous interview. A blood sample was collected at each follow-up visit to screen for HCV viraemia
and HCV antibodies.
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The traditional model of HCV infection was an individual becomes infected with HCV after which they
then either cleared their infection, with most spontaneous clearance occurring in the first 12 months
or they developed a chronic infection. Re-infection was thought to be an uncommon but more recent
research suggests that spontaneous clearance of HCV followed by re-infection is a far more common
event than previously recognised.
This paper reports on the natural history of HCV infection focusing on a subgroup of participants who
become infected with HCV, clear their infection and become re-infected on multiple occasions.
Between July 2005 and 2007, current IDUs were recruited from three major street drug markets located
across metropolitan Melbourne; participants were bled and interviewed about their risk behaviour at
approximately three-month intervals.
Of 207 IDUs with multiple blood samples collected, 64 were anti-HCV negative and HCV PCR negative,
36 were anti-HCV positive and HCV PCR negative, seven were anti-HCV negative and HCV PCR positive,
and 100 were anti-HCV positive and HCV PCR positive at the baseline visit.
The overall incidence of naïve HCV infection was 6.3% per annum and the overall incidence of
reinfection was 16.3% per annum which was statistically significantly higher (p=0.025). Some
participants had multiple episodes of HCV reinfection. Four (22%) of 18 naïve infectious spontaneously
resolved their infection compared with eight (33%) of 24 HCV re-infections which was not statistically
significantly different (p=0.310).
Our results show that HCV infection is a highly dynamic process. Our findings suggest that previous
HCV infection provides only limited protection from HCV reinfection and that spontaneous clearance of
HCV infection on one occasion does not always lead to a high proportion of successful HCV clearance
following reinfection. This has important implications for future vaccine development.

Recent data suggests that multiple hepatitis C virus (HCV) infections within one individual can occur
and maybe common. In the present study, we sought to identify and characterise multiple HCV infection episodes among injecting drug users in a prison setting.
HCV seronegative, injecting drug user (IDU) inmates (n=488) enrolled into the Hepatitis C Incidence
and Transmission Study (HITS) cohort were followed for incident infection based on HCV RNA positivity. Incident HCV infection was identified in 89 subjects, of whom 48 completed additional follow-up.
Multiple infections by two distinct viruses at a single timepoint were detected by subtype-specific
nested reverse transcription - polymerase chain reaction (RT-PCR) assays (G1a, G1b, G2a and G3a) targeting the core region. Superinfections and reinfections were detected by amplification and sequencing of the envelope glycoprotein-1 and the hyper-variable region-1 (E1/HVR1).
Among 84 subjects whose sequences were available, 21 subjects (21/84, 25.0%) were identified with
infection by two or more viruses. Nine subjects were designated as incident cases of mixed infection (9/84, 10.7%), as two distinct strains were detected at the first viraemic timepoint. Of the 48
subjects with subsequent follow-up, 13 cases of multiple HCV infection were identified, two of whom
had demonstrated incident mixed infections. Of these 13, multiple infections by intra-subtype viruses
(G3a-G3a, n=2); inter-subtype viruses (G1a-G1b, n=1); and inter-genotype viruses (G1a-G3a, n=7; G3a1b, n=1; G3a-G2a, n=1; G2b-G1a, n=1) were detected. Spontaneous clearance of virus(es) from one
subtype and persistence of the other subtype was observed in 6/13 cases. In all six cases, the virus
with higher viral load out-competed the other, suggesting that viral load plays an important role in
viral competition.
This study provides the first comprehensive investigation of multiple HCV infections in a high risk cohort, and confirms that such infections are common at the initial exposure to HCV.
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A single nucleotide-polymorphism upstream of the IL28B gene was recently identified to be strongly
associated with peg-IFN/Ribavirin response in chronic hepatitis C patients. It was also shown to be
associated with spontaneous clearance of acute hepatitis C in a heterogeneous population.

We analyzed IL28B polymorphism in 190 women from the unique German anti-D cohort, all infected
with HCV-genotype-1b via contaminated rhesus-prophylaxis. We evaluated IL28B genotype in relation
to both spontaneous clearance, and clinical presentation at the time of the acute hepatitis C virus
infection. Based on the TaqMan assay used, there are two possible results per allele at the respective
SNP, rs12979860, and thus each sample was defined as C/C, C/T or T/T.

Tillmann H1,2,Thompson
A1,3,4,Patel K1,Shianna K1,Goldstein
D1,McHutchison J1, Timm
J2,Nattermann J2
Duke Clinical Research Institute,
Duke University, Durham, United
States of America
2
German anti-D Study Group
3
ST. Vincent’s Hospital, Melbourne
Australia
4
Victorian Infectious Diseases
Reference Laboratory Australia
1

Spontaneous clearance was more common in patients with the C/C genotype (43/67; 64%) compared
to C/T 22/90 (24%) or T/T 2/33 (6%), respectively (p<0.001). Likewise, jaundice during acute infection
was more common among “C/C patients” (16/49; 32.7%) compared to “non-C/C patients” (14/87; 16.1%;
p=0.032). Jaundice during acute infection was not associated with an increased chance of spontaneous
clearance in ”C/C patients” (56.3 vs. 60.6%). In contrast, jaundice was associated with a higher likelihood
of spontaneous clearance in non-C/C patients (42.9% vs. 13.7%; p=0.02).
We confirm that IL28B genotype is strongly associated with spontaneous clearance and with the
clinical presentation. Women with the “non-C/C” genotype without jaundice had a lower chance of
spontaneous viral clearance.

Patients treated for acute hepatitis C virus (HCV) have high SVR rates, although in individuals who
are injecting drug users, HIV positive or later treatment commencement, treatment efficacy is
more variable and the ideal regimen unclear. We aimed to examine early HCV RNA decline, and the
potential impact of ribavirin (RBV), in subjects within the Australian Trial in Acute Hepatitis C (ATAHC).
ATAHC was a prospective study of patients with recent (acute and early chronic) HCV infection including
HIV positive and negative individuals. Treated HIV negative participants received pegylated interferon alfa2a (PEG-IFN); those with HCV/HIV co-infection received PEG-IFN with RBV for 24 weeks. HCV RNA decline
over the first 12 weeks of therapy was assessed among adherent participants (received >80% of PEG-IFN).
109 participants (75% injected drugs ever) were treated in ATAHC (74 HIV negative, 35 HIV positive).
Median duration of HCV infection at screening and treatment commencement were 25 and 32 weeks.
Among adherent participants (n=89), the mean baseline HCV RNA level (5.04 log10IU/ml HCV vs 5.33
log10IU/ml HIV/HCV, p=0.23) and mean HCV RNA log10IU/ml decline to week 4 (2.48 vs 2.94,p=0.21) were
similar between groups. RVR (HCV RNA < 10 IU/ml) was achieved in 50% of HIV negative and 41% of HIV
positive adherent participants (p=0.57). However, mean log10IU/ml HCV RNA reduction was greater in
HIV/HCV than HCV subjects at week 8 (3.91 vs 3.11, p=0.041) and week 12 (3.95 vs 3.10, p=0.025). SVR
in the adherent population was achieved by 72% of HIV negative and 74% of HIV positive individuals.
Despite being generally reported to have lower rates of response to therapy than HCV monoinfected
patients, adherent HIV/HCV patients in ATAHC achieved RVR at a similar rate to HIV negative participants
and experienced greater HCV RNA reductions between week 4 and week 12 of therapy. These findings
would be consistent with an effect of RBV on third phase viral kinetics and suggest a potential benefit
for combination therapy in maximizing early virological responses in this setting
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We extended this data by analyzing a homogeneous population and evaluate IL28B’s association with
the clinical presentation of acute hepatitis C virus infection.
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Background; Perinatal transmission of HBV despite passive active immune prophylaxis still occurs.
We have reported that the risk of transmission from mothers with viral loads above HBV DNA log8
copies/ml (equiv 7 IU/ml) approaches 10%. Lamivudine in the last trimester might reduce this risk.
Little information is available about the impact of these drugs on the mother.
Aim; We investigated the safety of Lamivudine used in this setting by determining post-partum hepatic
flares rates and development of genotypic nucleos(t)ide resistance
Methods; Pregnant women with HBsAg with high viral load ( log 7 IU/ml equ log 8 copies /ml)
are offered Lamivudine for 8 weeks. LFTs were monitored post partum. HBV sequence analysis for
detection of known Lamivudine resistance mutations was performed on a subset.
Results; 33 out of 43 women with high viral load received Lamivudine, of whom 31 were available
for follow-up. 10 did not take Lamivudine, of whom 8 were available for follow-up. All 41 women
were asymptomatic in follow-up. In the first three months post-partum a flare (ALT 3×ULN of 19)
was present in 11 treated women, severe (ALT 10×ULN of 19) in 4 out of 19 women with laboratory
tests performed in this period . In the non-treated women a flare was present in 3/4 ( severe in 1/4)
tested women . A mild flare or severe flare was present in 2/12 and 0/12 tested at six months or
greater months post-partum. One out of 17 patients tested developed a mutation associated with
Lamivudine resistance.
Conclusions; Hepatitis flares are common in the early post-partum period, seen equally in treated
and untreated women. Hepatic flares are usually not severe, asymptomatic and settle after 6 months.
Genotypic resistance is occasionally seen, although interrogation of HBV DNA using more sensitive
assays may be required.

A three-dose regimen is the usual protocol for hepatitis B virus (HBV) vaccination. An alternate twodose vaccination schedule was approved by FDA in 1999 for adolescents affecting the compliance,
effectiveness and the costs of implementing the campaign. This study compared the costeffectiveness of the three- versus two-dose HBV vaccination regimen in adolescents in Iran as a model
of a developing country with established primary health care (PHC) network.
We attempted to estimate the costs from the perspective of the health care providers. A decision
analysis model was developed to compare effectiveness between the two schedules. In terms of
cost and compliance we used data from a national HBV mass vaccination campaign for adolescents
implemented in 2007. The cost variables considered in this study were recurrent costs, personnel costs,
publicity costs, transportation costs and overhead with administrative data to estimate vaccination
coverage. Vaccine Immunogenicity rates were derived from literature. Sensitivity analysis was applied
assuming different scenarios.
Total cost of a three-dose campaign in the best scenario was estimated as US$ 6.5 per person
seroprotected ranging from US$ 5.5 to US$ 9.4 in alternative scenarios, while the cost for a two-dose
campaign was estimated as US$ 4.5 per person seroprotected in the best scenario ranging from
US$ 3.6 to US$ 8.7 in alternative scenarios. To immunize one more person in a three-dose protocol
compared to a two-dose protocol US$ 58.6 would be spent by health system ranging from US$ 9.6
to US$ 155.4. In some scenarios a two-dose protocol had definite priority to the three-dose protocol
given both higher effectiveness and lower cost.
In the context of developing countries, where vaccine costs are low, a two-dose HBV vaccination
campaign in adolescents compared to a three-dose protocol is cost saving accompanied by higher
compliance and without any significant reduction on vaccine efficacy.
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Although hepatitis D virus (HDV) infection is commonly regarded as having amongst the most severe
outcomes of any viral hepatitis, little is known about the current epidemiology of this infection in
Australia.
Following a systematic review of the available literature notified cases of HDV infection in Victoria over
the last decade were analysed, specifically addressing risk factors for acquisition of infection, and the
delay between the diagnosis of hepatitis B virus (HBV) infection and that of HDV infection. Available
diagnostic technologies in Australia were reviewed and compared with the recommendations of
international guidelines.
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In common with other countries with significant migration from HBV/HDV endemic areas, the
epidemiology of HDV infection in Australia is in a state of flux, with a reduction in the proportion
attributable to injecting drug use and an increase in that related to acquisition in endemic areas prior
to migration. It is likely that domestic vaccination against HBV is contributing to this trend. An evidence
based diagnostic algorithm for the assessment of HDV infection will be presented.
Many important aspects of the epidemiology of HDV infection in Australia remain unknown – perhaps
most importantly, the burden of this enigmatic viral hepatitis amongst Indigenous Australians. Priority
should be given to answering these questions. However it is clear that all people living with chronic
HBV infection should be tested for HDV infection at baseline, and those with serologic evidence of past
infection should be assessed for the presence of active hepatitis with consideration of therapy where
appropriate.
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An estimated 45,000 Victorians live with chronic hepatitis B (CHB) infection. Around 1/3 of people with
CHB are unaware of their infection, facilitating poor outcomes and ongoing transmission, and those
diagnosed are often not appropriately assessed or referred. A recent survey of general practitioners
(GPs) in northern Melbourne found 70% identified a need to strengthen their skills in managing
CHB, and demonstrated significant deficits in the basic knowledge of many responding GPs, such as
distinguishing between chronic infection and vaccine derived immunity on pathology reports. Less
than 1/3 of laboratory diagnoses of CHB are notified by the treating doctor as required by legislation.
We developed HepBHelp (www.hepbhelp.org.au) to bridge the evidence gap between best practice
and current practice for the diagnosis and care of CHB by GPs. HepBHelp assists with interpreting
serology results and ordering further investigations; links to DHS notification forms, evidence-based
Australian guidelines for management of HBV, a public hepatitis clinic finder for Victoria, and patient
information in multiple languages for printing at point of care; and provides information including
appropriate and ethical pre and post-test counselling, who to screen, and free vaccination. The project
required the collaboration of diagnosing pathology laboratories to include links to HepBHelp in
pathology reports.
We used Google Analytics to evaluate use of the webpage during the pilot phase. We assessed which
pages were visited, how long people stayed on each page, how deep into the site they navigated,
where visits ended, and where they went from there. In the first two weeks alone, 191 people had
accessed the site 276 times. Average time on site was 2min 14 sec, higher than initially expected
given a bounce rate of 35%. Supplementary data for the evaluation included uptake of the system by
laboratories, user feedback, and notifications.
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Clearance of Hepatitis C virus (HCV) requires strong CD4+, CD8+ and neutralising antibody (NAb)
responses. Virus like particles (VLPs) resemble mature parent virus inducing protective humoral and
cellular immune responses against HCV.
HCV VLPs were isolated from Huh7 (hepatoma) cells infected with recombinant adenoviruses
expressing HCV genotype 1a core-E1-E2 proteins. Mice were immunised with HCV VLPs alone, with
alum or two novel adjuvants (A & B). Mice were assessed for; (1) humoral responses against VLPs and a
recombinant HCV E2 protein, (2) production of mouse Ab secreting cells in splenocytes (B cell ELISPOT
assays) (3) Neutralising antibody (NAb) in a Huh 7 cell entry assay (4) core specific CD8 T cell responses
(IFN γ ELISPOT assay).
HCV VLPs in adjuvants A or B stimulated the maturation of dendritic cells to levels comparable to
lipopolysaccharide (LPS). Strong humoral responses were produced to E2 and VLP in immunised mice.
A single dose of vaccine produced high ab titres (VLP/PBS, 3.5Log10; VLP/Alum, 4.1 Log10; VLP/A, 4.4
Log10 and VLP/B, 4.8Log10).
Strong B cell responses were detected in mice immunized with HCV VLPs in adjuvants A and B (VLP/
PBS, 22; VLP/Alum, 72; VLP/A, 307; and VLP/B, 413 Antibody Secreting Cells (ASC)/million splenocytes).
Mouse anti-HCV VLP serum neutralized VLP entry into Huh7 cells. The highest NAb responses were
mice immunized with HCV VLPs in adjuvants A and B (80% and 84%). Finally, MHC Class I transgenic
mice (produce human HLA class I responses) immunized with HCV VLPs in adjuvants A and B produced
strong HCV Core specific IFN γ responses.
Mammalian cell derived HCV VLPs stimulate DC maturation, produce strong humoral and cellular
immune responses and neutralising antibodies. The immunogenicity of the HCV VLPs was significantly
improved by the addition of novel adjuvants A and B. HCV VLPs are a viable vaccine strategy for HCV.

The frequency of Hepatitis C virus (HCV)-specific T cells in circulation is extremely low in HCV infected
individuals. Current measures of HCV immunity are mainly based on ex vivo Elispot or on HCV-specific
T cells amplified in in vitro cultures. None of these assays provide a real quantitative or qualitative
assessment of the anti-HCV immunity. We are developing a new and sensitive analytical system for
measuring and characterising HCV-specific T cells ex vivo, by applying combinatorial tetramer staining,
tetramer enrichment, high and low avidity tetramers, and single-cell RT-PCR to freshly isolated T cells.
Using tetramer enrichment, we have successfully enriched the antigen-specific CD8+ T cell population
ex vivo. Efforts to enrich and characterise the HCV-specific CD8+ T cells in patients with chronic HCV
infection are now underway and recent data will be discussed.
Our work will provide significant advances in the way that anti-HCV T cell immunity can be measured
directly ex vivo post infection/vaccination. The use of direct ex vivo, cellular and molecular assays to
dissect and compare the immune correlates of anti-HCV T cell immunity in subjects that are HCVexposed but uninfected, HCV cleared and chronically infected will facilitate the development of
vaccines/ diagnostic tools. Furthermore, the assessment of the magnitude, peptide-MHC (pMHC)
avidity and cross-reactivity of the CD8+ T cell responses will provide insights into the role of particular T
cell receptor (TCR) clones of defined avidity in mediating anti-HCV immunity. In addition to providing
a novel diagnostic tool, our work has implications for vaccine design as the nature of the responding
TCRs and pMHC avidity is critical for finding the optimal vaccine target. Initially, we are focussing on
HLA-A2+ patients, but the combinatorial tetramer approach provides the opportunity to test up to 63
different T cell-specificities covering the different HLA types over a large population.
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The natural history of Hepatitis B infection is influenced, in part, by the genotype of the infecting
virus. Genotype B and C are associated with earlier age of infection, and more severe disease sequelae,
compared to genotypes A and D. In addition, genotype-specific mutations have been identified
in the hepatitis B e antigen (HBeAg). The role of the HBeAg in chronic hepatitis B (CHB) has not yet
been elucidated. Previous work by our group has indicated that Toll-like receptor 2 expression is
downregulated in HBeAg-positive CHB and upregulated in HBeAg-negative CHB. The HBV precore
protein (p25) undergoes intracellular cleavage to produce a cytosolic form (p22) and, following
further processing, the secreted HBeAg (p17). The HBV core protein (p21) shares significant C-terminal
homology with the precore proteins; however, the HBeAg has a unique N-terminus.
The Toll-like receptor/Interleukin-1 superfamily mediates NF-κB activity in response to microbial
infection. Members of this superfamily share conserved features such as an extracellular pattern
recognition domain and an intracellular Toll/Interleukin-1 (TIR) domain. Following recognition of
a pathogen the TIR domain associates with adapters to induce the NF-κB-mediated production of
cytokines which contribute to microbial clearance. This study examined the role of the HBeAg in the
downregulation of TIR-dependent innate immunity, and the role of genotype on this downregulation.
Following stimulation with TIR agonists, the cytosolic form of the HBeAg downregulated TIR-mediated
NF-κB activity in a genotype-specific manner. Conversely, the core protein (p21), which shares a
common C-terminus with the HBeAg, had no effect on TIR-mediated NF-κB activity.
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This is the first study to examine the effect of genotype on the downregulation of TIR signalling by
the HBeAg. The data suggests that the HBeAg subverts TIR-mediated innate immunity in a genotypespecific manner, perhaps explaining the role of HBV genotype in the natural history of infection.
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Studies on the effect of treatment on HCV-specific cytokine responses have been conflicting, some
showing IFN therapy can rescue long-lived HCV-specific cytokine producing T cells, whereas others
showed treatment induced clearance does not necessarily correlate with preserved T cell responses.
Th1 and Th2 cytokine production was assessed in 22 treated (24 wks PEG-IFN) and 12 untreated
participants enrolled in the Australian Trial in Acute Hepatitis C (ATAHC). Cytokine profiles were
examined longitudinally (baseline, wk12, wk24, wk48) by HCV peptide ELISpot and multiplex in vitro
cytokine production assays, using overlapping pools of HCV peptides. The effect of treatment on HCVspecific cytokine responses was assessed in those with treatment-induced clearance and those with
natural clearance, and in treatment non-responders and untreated subjects with viral persistence.
The magnitude and breadth of HCV-specific Th1ELISpot responses were significantly lower in treated
clearers (baseline IFN-γ magnitude p<0.016 and breadth p<0.042, IL-2 wk24 magnitude p<0.037
and breadth p<0.044) compared to untreated clearers. In the multi-array assay treated clearers had a
significant reduction in their IFN-γ production from baseline to wk48 following viral clearance (baseline
to wk48 treated p<0.043, untreated p<0.354).
Treatment non-responders had higher magnitude IFN-γ responses at baseline (multiarray p<0.078)
compared to untreated persisters. Both IFN-γ and IL-2 ELISpot responses were broader in treated
persisters at wk48 (IFN-γ p<0.078, IL-2 p<0.032) with a significant increase in the breadth of the IL-2
responses from baseline to wk48 (p<0.048). The other cytokine responses were similar from baseline
to wk48 between treated and untreated persisters.
This study suggests that treatment can increase the breadth of Th1 responses in particular in viral
persistence, however in viral clearance the magnitude of HCV-specific responses decreased after viral
clearance. Whether the increased breadth of Th1 responses will provide a mechanism for protection
against reinfection is not yet clear.
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Cross-sectional HCV prevalence surveys in injecting drug users indicate a small proportion will remain
seronegative despite decades of IDU. We have previously reported HCV-specific cellular immunity,
detected by HCV-specific interferon-gamma (IFN-g) ELISpot, in seronegative uninfected IDUs. It is not
known whether this ‘seronegative immune’ phenotype is indicative of naturally occurring protective
immunity, which may prevent established infection or facilitate efficient viral clearance. The aim of
the present study is to expand upon these initial findings to determine whether this cellular immunity
provides protective immunity, and to correlate it’s occurrence with detailed risk behaviour data.
Adult IDU prison inmates who were recruited at correctional centres across metropolitan Sydney and
regional NSW as part of the prospective Hepatitis C Incidence and Transmission in Prisons Study-II
(HITS-p) study, and who were HCV seronegative at enrolment, were followed up either in prison or in
the community at least 6 months after enrolment nad thereafter. All participating inmates were asked
to complete a structured follow-up interview, which recorded detailed risk factors for transmission of
HCV. A blood sample was collected at enrolment and at the later timepoints to screen for HCV viraemia
by PCR (Taqman, Roche), and HCV antibodies by ELISA (Innogenetics EIA).
Incident subjects were selected for a nested case-control study: PBMC from subjects who became
infected at pre-incident timepoint (cases), and late follow-up timepoint from those who remain
uninfected (risk behaviour matched controls), were assayed using IFN-g ELISpot using 3 pools of
overlapping peptides covering the entire HCV genome, as well as in vitro culture followed by FACS for
HCV-specific CD4 T cells.
Testing of HITS-p follow-up blood samples from 182 inmates (133 male, 49 female) found 31 HCV
incident cases (18 male, 11 female). These cases include 12 who cleared the virus, 11 with persistent
infection, and 8 with unknown outcome. Rates of ongoing high risk events were substantial.
Immunological testing of the pre-incident and follow-up samples of these subjects is under way and
will be presented.
The HCV incidence during follow-up of the HITS-p cohort is comparable to published studies, reflecting
the high-risk status of IDU prison inmates. The ‘seronegative immune’ phenotype as defined by IFN-g
ELISpot assay results and protective immunity is currently being investigated.
The HITS investigators include: Paul Haber, Kate Dolan, Rose Ffrench, Bill Rawlinson, Peter White, Kate
Dolan, Michael Levy, John Kaldor, Greg Dore, Lisa Maher.
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Hepatitis C virus (HCV) infection is a major public health problem, since the virus persists in 70%-80%
of HCV-infected individuals and persistent HCV infection can lead to liver cirrhosis and hepatocellular
carcinoma. Anti-viral functions of CD8+ T cells are profoundly impaired in individuals with persistent
HCV infection. Mutations in human leukocyte antigen (HLA) class I-restricted epitopes targeted by
CD8+ T cells can abrogate T cell recognition and function (also termed as CTL escape) and such
mutations have been strongly implicated in HCV persistence. However, mechanistic evidence of this
CTL-escape requires detailed studies on the T cell receptors (TCR) in human HCV infection and their
interaction with the peptide-MHC complex corresponding to these variant antigenic peptides. To gain
a better understanding of CTL-escape in human HCV infection, we assessed the structure-function
relationship of the T cells targeted at an immunodominant HCV antigen known to be associated with
HCV persistence. We also studied the variants of this antigen, commonly reported in chronic HCV
infection.
Our data revealed that, variants of this HCV-epitope, isolated from HCV quasispecies circulating in
individuals with chronic HCV infection, have mutations at residues crucial for peptide-MHC binding
and for TCR recognition, thus affecting anti-HCV T cell activity. Interestingly though, significant crossreactivity was observed against the inter-genotypic variants of this epitope. The findings highlight a
dynamic, host pathogen interplay and have implications for vaccine design.
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Given the low uptake of pharmaceutical treatment by those who are hepatitis C positive, the vast
majority live with it as a chronic condition, perhaps the most relevant question in moving forward
may be how to maximise quality of life and health outcomes while living with the virus. The selfmanagement tasks of medical, emotional and life role management have been identified as critical
in adjusting to a range of chronic conditions. However there is surprisingly little research on selfmanagement related to living hepatitis C.
The current study adopted a qualitative approach to explore the lived experience of people with
hepatitis C. Semi-structured interviews were used to identify those tasks of self-management important
to individuals’ adjustment to hepatitis C and to determine how disclosure of hepatitis C status impacts
on self-management.
Qualitative analysis of interviews with 15 people with hepatitis C identified specific self-management
tasks in adjusting to life with hep C. Self-management was found to be both positively and negatively
influenced by the person’s experience of disclosing their condition.
The findings revealed both the unique challenges hepatitis C brings to self-management, as well as
the relevance for an established self-management model for chronic illness encompassing medical,
emotional and life role facets. It was concluded that self-management may be compromised by
barriers other than patient’s lack of skills including interactions with others. Self-management was
found to be both positively and negatively influenced by the person’s often complex experience of
disclosing their condition, particularly to healthcare workers, colleagues and in their social networks.
The findings contribute to understanding the areas that would be beneficial for inclusion in support
services and for referrals or interventions to assist those with hepatitis C to feel in control of their
condition and possibly increase their readiness to contemplate treatment options.

PAPER NUMBER: 123
RISING TO THE CHALLENGE
OF SELF-MANAGING HEPATITS
C: THE MIXED IMPACT OF
DISCLOSURE

This paper examines hepatitis C health promotion and safe injecting materials collected in Australia
from 1990-2009. Although the literature frequently lists the many ways hepatitis C is thought to be
transmitted (including via the sharing of razors and toothbrushes), most is aimed at people who inject
drugs (PWID). Critical analyses of such literature have drawn our attention to the way in which such
materials, through describing routes of transmission and recommending forms of behaviour, constitute
particular kinds of injecting subjects (Fraser, 2004) and particular understandings of hepatitis C (Treloar
& Fraser, 2004; Fraser & Treloar, 2006). In addition, as Harris (2005) has suggested, injecting drug use and
transmission of hepatitis C are virtually ‘conflated’ in this literature.

PAPER NUMBER: 151
THE SNEAKY VIRUS:
CONSTITUTING HEPATITIS C
THROUGH HEALTH PROMOTIONS
LITERATURE

This paper extends these observations through an examination of how the hepatitis C virus (HCV) is
constituted in health promotion and safe injecting literature. The paper’s central arguments are advanced
through analysis of the ways in which the HCV is said to ‘operate’, modes of transmission, injunctions to
safer injecting, other risk minimisation strategies and practices, explanations of the role and function
of the liver and depictions of the impact of the HCV upon the liver. Although there is considerable
evidence of the ‘conflation’ of hepatitis C with IDU (see Harris 2005), we can identify multiple hepatitis C
viruses circulating through the health promotions and safe injecting literature. These viruses resemble
Duffin’s (2005: 122) ‘two diseases’ and reflect assumptions about guilt, innocence and responsibility
associated with hepatitis C that have been documented elsewhere (Fraser 2004; Fraser and Treloar 2006).
We argue for the existence of a morphological connection between the ways in which one of these
forms of HCV (that associated with IDU) is portrayed – as simultaneously hidden, sneaky, duplicitous,
cunning, inconveniently persistent and unpredictable – and the broader conceptualisation of PWID as
similarly cunning, duplicitous, sneaky and unpredictable. Such connections are significant for several
reasons, including their impact on individuals living with HCV, but also for the material constitution of
the disease. Harm reduction strategies reproduce understandings of how the virus is constituted in
practice and in so doing, contribute to the materiality of the disease.

Fry MH¹ & Bates, GW¹
¹Faculty of Life and Social
Sciences, Swinburne University of
Technology, Hawthorn, Victoria
Australia

Seear K, Fraser S
Centre for Women’s Studies and
Gender Research, Monash University

The paper also examines the close association between understandings of one of these viruses (that
associated with IDU) and drug ‘addiction’, and, in a further, related sense, gender. Using examples from
the literature, we argue that substances – and, by extension, the HCV itself – figure symbolically (and,
at times, literally) as objects of temptation and desire, as sources of danger, and as constituted by
irrationality and chaos, features which are all traditionally associated with the feminine (Fraser 2008) and
with addiction. In so doing, we argue that hepatitis C simultaneously figures as a metaphor for injecting
drug use (IDU), people who inject drugs (PWID), addiction and femininity. The paper concludes with
a consideration of the implications of these representations of the virus for harm reduction strategies
and educational efforts associated with hepatitis C, and suggestions for ways in which these materials
can be improved.
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PAPER NUMBER: 41
PERCEPTION OF HEPATITIS C
RISK AMONG INJECTING DRUG
USERS WHO OBTAIN INJECTING
EQUIPMENT FROM PHARMACIES
IN WESTERN AUSTRALIA
Wilson HE¹ and Bryant J¹
¹National Centre in HIV Social
Research University of New South
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Hepatitis C and prisons are intrinsically linked through the number of people entering these settings for
drug related offences; hepatitis C prevalence, and the lack of regulated needle and syringe distribution.
Correctional services claim an equivalent level of health care should be available within prison as is
available in the community. This claim is compromised by security which fundamentally affects health
service delivery, including hepatitis C prevention interventions. The cultural and legislative imperative
for correctional settings is to maintain security with health being an addendum rather than core
business.
The Regulating Hepatitis C: Rights and Duties project, funded by the Australian Health Ministers
Advisory Council examined the regulations affecting hepatitis C transmission within adult prisons
across Australia. We sought to indentify a regulatory environment in which hepatitis C prevention
initiatives could be successfully implemented within correctional settings.
Over 220 pieces of regulation were audited to Jan 2010. It included primary and secondary legislation;
operational guidelines, and policy and procedures, and correctional reviews where health service
implementation was highlighted. Interviews were held with 45 key informants across Australia.
This paper explores essential elements of a regulatory model supporting an environment within
correctional settings in which hepatitis C prevention interventions are successfully embedded. This
requires that:
• Inmates access to health services is recognised as an entitlement, and enforced as a human right
• correctional authorities accept that hepatitis C transmission occurs within prisons and this
transmission must be avoided
• prevention activities are most effectively undertaken by health authorities

Previous studies in Western Australia (WA) have found that 28% of WA pharmacy clients had used a
needle after someone else in the past month, compared to 19% of West Australian needle and syringe
program (NSP) survey respondents. The goal of this study was to explore the perception of Hepatitis C
(HCV) risk and the correlation of risk perception to injecting equipment sharing among injecting drug
users (IDUs) in WA who use pharmacies. In total, 145 valid surveys were collected from 30 metropolitan
and non-metropolitan pharmacies in WA. Pharmacy clients reported injecting relatively infrequently
and injecting for an average of 12 years. The majority of respondents reported amphetamine as their
last drug injected (57.2%) and half reported being tested for hepatitis C in the last 12 months. Two
fifths (43.4%) of respondents reported sharing injecting equipment in the previous month (needle and
syringes and/or ancillary equipment). Respondents who shared any injecting equipment reported a
significantly lower self efficacy for the use of sterile equipment, and a significantly higher motivation
to comply with peer norms, than those respondents who did not share. Furthermore, respondents
who reported sharing, scored significantly higher on perceived severity of hepatitis C, compared to
those who did not share. In multivariate analysis, sharing injecting equipment was associated with
lower self efficacy for sterile equipment use (aOR=.795, 95%CI=0.640-0.987), being unemployed
(aOR=2.550, 95%CI=0.985-6.344) and male (aOR=2.660, 95%CI=0.998-7.095), but was not associated
with perceived severity of hepatitis C (aOR=1.067, 95%CI=0.936-1.216) or susceptibility to hepatitis
C (aOR=1.002, 95%CI=0.825-1.217), among others. This suggests that self efficacy was protective of
sharing any injecting equipment which is promising in light of individual based counselling and
hepatitis C prevention activities such as network based peer intervention.
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Improving and scaling up access to sterile injection equipment for people who inject drugs (PWID) is
necessary to prevent transmission of hepatitis C. One alternative model is peer distribution, which is
the term used for peer-based distribution of sterile injection equipment. However, in New South Wales
this form of distribution is illegal and there has been little research in Australia into its application and
effectiveness.
The aim of this study was to assess the extent of peer distribution in an attempt to understand the
reasons why PWID participate in peer distribution and to document the strengths and weaknesses
of this form of distribution. Using a qualitative methodology, 34 in-depth interviews were conducted
with PWID in New South Wales in four metropolitan and regional study sites.

PAPER NUMBER: 44
PEER DISTRIBUTION: A PREEXISTING, EFFECTIVE AND
ILLEGAL MODEL OF STERILE
INJECTION EQUIPMENT
DISTRIBUTION IN NSW
Newland J 1
National Centre in HIV Social
Research Sydney Australia

The results from this study highlighted that peer distribution is a common and effective model of
sterile injection equipment distribution. It is an organic process located in the social networks and
relationships of PWID. Peer distribution takes on many forms. In some cases, it was an ad-hoc and
informal activity. In other cases peer distribution involved large scale distribution, was highly organised
and, although unregulated, was managed by a moral economy of people wanting to make sure their
peers are healthy and not exposed to blood-borne viruses.
Improving access to meet the demand for sterile injection equipment requires alternative models
of distribution that are appropriate to the needs and preferences of PWID. Peer distribution is one
alternative. It is a pre-existing model of sterile injection equipment distribution and one that is able to
remove the barriers associated with accessing equipment from existing services. It is cost-effective and
has extensive outreach. However, until peer distribution is legitimised and legalised, it will continue to
go unnoticed, uncounted and unattributed.

Respondent-driven sampling (RDS) has been used extensively in a number of countries to sample
hard-to-reach populations, including people who inject drugs (PWID). RDS is only effective among
populations where the members are in contact with each other. PWID is assumed to be one such
group, as the activities involved create connections amongst its members (e.g., when drugs are
purchased or shared).

PAPER NUMBER: 154
WHO DOESN’T GET CAPTURED
BY A RESPONDENT-DRIVEN
SAMPLING SURVEY OF PEOPLE
WHO INJECT DRUGS?

This study looks at a sample of PWID who were not recruited via RDS - the 2009 NSW Pharmacy Survey
- to describe the participants’ social networks and to determine whether there are certain segments
that would be less likely to be captured by an RDS survey. Pharmacy users are an especially relevant
group for such an analysis as they have been found to engage in higher levels of bloodborne virus
(BBV) associated risk behaviours than those who use needle and syringe programs.

Paquette D1, Bryant J1, de Wit J 1
National Centre in HIV Social
Research, University of New South
Wales, Sydney, New South Wales,
Australia

1

This analysis is based on the 371 PWID who completed the 2009 NSW Pharmacy Survey. Pharmacy
users’ injecting networks ranged from 1 to 200 people. 39.3% of the sample had fewer than five
individuals in their injecting networks. Those with injecting networks of less than five individuals were
significantly less likely to identify as Aboriginal or Torres Strait Islanders, to inject on a daily basis, to have
shared needles and syringes in the previous month and to have been tested for hepatitis C in the past
year (p<0.05).
There is a sizeable proportion of PWID who have a small number of people in their injecting networks
(i.e., less than five), who would likely not get captured by an RDS survey. However, this group is less
likely to engage in BBV-associated risk behaviours. Given the increasing popularity of RDS, this bias
towards a more risky population should be considered when conducting such a survey.
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High rates of injecting drug use (IDU) and blood borne virus (BBV) prevalence characterises the
Australian prison population. A recent Australian study showed in-prison hepatitis C (HCV) incidence
of 34 per 100 PY; approximately twice that observed in the community. Given reported high rates of
post-prison release injecting risk behaviours, intraprison HCV transmission may play an important role
in sustaining the epidemic.
We undertook 141 baseline interviews with people with a recent history of IDU within one month of
their release from a Victorian prison (median 21 days). Subsequent interviews were conducted at three
months (n=97) and six months (n=96; data collection ongoing) to examine BBV risk practices in the
immediate post-release period.
Most participants (81%) were male with a median age of 30 years and most reported extensive
incarceration histories (64% with at least three previous incarcerations). More than one-quarter
(n=40) reported IDU during their most recent incarceration with one third (n=13) reporting at least
weekly IDU. Most of those that injected in prison (n=24) reported sharing injecting equipment.
Pharmacotherapy treatment was protective of in-prison IDU (OR=0.32, 95%CI= 0.11-0.93). At baseline
interviews an overwhelming majority of participants (84%) reported post-release IDU. Although 14%
(n=16) of these participants reported lending their used injecting equipment to others after release,
only two also reported sharing injecting equipment in prison. At three-month interviews, 28% (n=22)
reported lending their used injecting equipment to others since last interview, with five reporting
sharing injecting equipment in prison.
Intraprison IDU and injecting equipment sharing among our participants was common and a
substantial majority returned in injecting drugs soon after prison release. Although some participants
reported lending their injecting equipment to others relatively few also reported sharing equipment
in prison.

PAPER NUMBER: 186
MAXIMISING HEPATITIS C
PREVENTION IN HARD TO REACH
POPULATIONS UTILIZING THE
PHARMACY SECTOR

The challenge of reducing the incidence of hepatitis c infection in NSW will require an estimated
doubling of the amount of injecting equipment distributed. This substantial increase can be achieved
in part by expanding the number and range of outlets where equipment is available.

Pharmacy NSP is an important provider of injecting equipment: one-quarter of needles and syringes
distributed in NSW are through pharmacies. In addition, pharmacies service populations of people
Huber C, Gahan G
who don’t access public NSPs.
Emerging knowledge shows that compared to NSP clients, people visiting pharmacies have higher
South Eastern Sydney & Illawarra Area rates of sharing needles and syringes and ancillary equipment with higher rates of daily injecting. We
Health, New South Wales Australia
also see that compared to NSP clients, pharmacy clients show higher rates of never having been tested
for hepatitis C or never having been in treatment for drug use.
This paper will examine how South Eastern Sydney & Illawarra Area Health (SESIH) has developed a
Pharmacy Liaison framework to support NSP workers to develop relationships with local pharmacies
to increase referrals to blood borne virus testing and treatment.
Working in partnership with the Pharmacy Guild of Australia (NSW Branch), the process included a
geographical mapping of publicly funded NSPs and Pharmacy Fitpack outlets to identify areas of low
coverage and the identification and targeting of pharmacies to support.
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Injecting drug use is Australia’s leading exposure for notifications of newly acquired hepatitis B virus
(HBV) infection. Despite the existence of a safe and efficacious vaccine, vaccination coverage remains
low among injecting drug users (IDUs).
The Hepatitis B Acceptability and Vaccine Incentive Trial (HAVIT), a randomised controlled trial
investigating the efficacy of financial incentives in increasing completion of accelerated HBV
immunisation among IDUs, is being conducted at two inner-Sydney primary healthcare services.
Potential participants are screened at baseline for HBV immunity. Participants found to be ineligible
due to past vaccination (HBsAb≥10 mIU/ml) or previous infection (HBcAb+ve) are withdrawn from the
study at visit 2.
This preliminary analysis examines demographics, drug use and risk behaviours of the 139 IDUs
enrolled in HAVIT to date, comparing those (i) eligible for the trial (n=83; 60%); and those discontinued
due to (ii) previous exposure to HBV (n=33; 24%); or (iii) previous vaccination (n=23; 17%).
Individuals excluded due to past exposure were significantly older than both the eligible and vaccinated
groups (40.5 versus 34.7 and 33.9 years, respectively) and reported significantly longer injecting
histories (20.7 versus 12.9 and 12.6 years), but were less likely to report recent unprotected sex (52%
versus 65% and 61%). Eligible individuals were less likely than both exposed and vaccinated groups
to report daily injecting (40% versus 70% and 65%). Although not significantly different, vaccinated
individuals were more likely than exposed and eligible individuals to be female (35% versus 21% and
22%) and to report heroin as the drug most often injected (78% versus 67% and 66%).
Recruitment is ongoing, but these preliminary data suggest that IDUs eligible for vaccination tend to
be less entrenched drug users, being younger and injecting less frequently, emphasising the need to
ensure this group is targeted in future programs.

Estimates indicate that 16,000 Indigenous people have chronic hepatitis C; 26,000 have chronic hepatitis
B. Looking back on Indigenous blood borne virus health issues the scene is bleak and unattractive. In
seeking to move forward, Hepatitis Council of Queensland identified the critical aspects of story and
art for Indigenous people in facilitating communication and acceptance of the sometimes difficult
subject of blood borne viruses and the liver.

PAPER NUMBER: 138
Correlates of hepatitis B
vaccination status among
injecting drug users: a
comparison of eligible and
ineligible participants in
the HAVIT trial
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PAPER NUMBER: 59
PROMOTION AND
INFORMATION WITH RESPECT
(PAIR) PROJECT
Newley NG1

The Promotion And Information with Respect project (PAIR) has covered Indigenous communities
from Cape York to the Gold Coast, and west to Cherbourg. Art workshops and personal story have
been used to introduce health promotion on viral hepatitis, reaching more than 190 individuals - men
and women, elders and children, community members and healthcare workers – who have taken this
experience into their communities. A key reason for PAIR success is the role of the Indigenous project
officer.

Hepatitis Council of Queensland
Australia

PAIR art workshops have been delivered by Nicky Newley-Guivarra, a trained, experienced and
acknowledged Indigenous artist from a well-known Queensland family. This project, the first of its
kind to work at grass-roots level with people most at risk of viral hepatitis, connected with the young,
the homeless and others at risk. The innovative combination of hep C and art in delivering this unique
project has been made possible by the courage of Nicky in being willing and able to utilise her personal
experience of successful treatment for hep C, with her skills in art. PAIR won a Queensland ‘Innovation
in Practice’ health promotion award in 2010.
The next decade needs to see a focus on grass-roots story and art to continue this meaningful cultural
communication in Indigenous communities, raising awareness, and facilitating access to treatment
and management of viral hepatitis in this vulnerable part of the Australian population.
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Despite 60-90% of IDUs being infected with HCV, few have been assessed and treated.
The ETHOS Cohort is a prospective observational study of people with a history of injection drug
use and chronic HCV infection recruited from a network of clinics (primarily opiate pharmacotherapy
clinics) in Australia. Participants are followed prospectively every six months. Data collected include
demographics, medical/psychiatric history, drug/alcohol use and data on HCV assessment, willingness
to undergo therapy and treatment uptake. We evaluated baseline characteristics, specialist referral
and HCV treatment uptake among participants enrolled between February 2009 and March 2010.
Sixty-six participants have been enrolled. The median age is 39 years (range: 19-67 years), 79% are
male, 20% had completed 13 years of schooling, 85% were receiving social security benefits and 21%
resided in unstable housing. A history of previously treated psychiatric illness was reported in 48% (50%
depression, 31% manic-depression/bipolar disorder, 13% schizophrenia, 3% drug induced psychosis
and 3% anxiety). Seventy percent of participants were currently receiving opiate pharmacotherapy
(67% methadone, 17% buprenorphine and 15% buprenorphine/naloxone). One participant was
HIV co-infected. The vast majority of participants were willing to receive HCV treatment (91%) and
83% planned to initiate treatment in the next 12 months. Following clinician-based HCV treatment
assessment, 45% were considered suitable, 44% were not considered currently suitable but possibly
later, practitioners were unsure in 6% and 3% were not considered suitable for treatment. Overall, 61%
were referred to an HCV specialist and 83% attended the specialist appointment. HCV treatment was
initiated in 20 participants (30%).
Among IDUs assessed for chronic HCV infection at opiate pharmacotherapy clinics, the majority
were willing to receive HCV treatment and the majority of those referred to a specialist attended the
appointment. Further research will be undertaken within this cohort to understand factors associated
with uptake and response to therapy.

The multi-site, specialist-led Hepatitis Service in the NSW prisons is one of very few prison jurisdictions
offering hepatitis C (HCV) treatment worldwide. Considerable barriers to uptake remain, including the
disincentive of transfers to attend specialist clinics.
In 2008, a pilot of a nurse-led model of care (NLMC) was established in three prisons. The aims were:
i) to establish the feasibility and safety of Clinical Nurse Consultant (CNC)-led assessment and antiviral
treatment; and ii) to evaluate barriers to uptake and implementation.
The Model features: hepatitis-focused training of selected CNCs; protocol-driven investigation and
independent triage for treatment; and CNC-management of antiviral treatment.
Over the first 12 months, 166 patients were enrolled, including 162 males (98%). There was a high level
of adherence to the clinical pathway, with discontinuations (n=74; 45% of the total.
Of the 77 patients triaged, 62 (81%) were designated to commence treatment without face-to-face
specialist assessment. These patients were typical of the prisoner population, including: 16 (21%)
Indigenous Australians, 25 (35%) with a history of alcohol abuse or major depression (38; 49%), and 39
(51%) receiving methadone.
At 12 months, 40 patients had commenced treatment (24%), while 96 were still in progress in the
clinical pathway (56%). A total of 165 typical adverse events had been recorded in treated patients, of
which 11 were category 3-4/4 in severity events (i.e. marked limitation, medical intervention required).
All events were managed without treatment discontinuation.
Qualitative interviews of key informants (n=75) were conducted. Several areas of limitation in
knowledge and some organisational factors were identified as barriers, and are now the focus of
targeted education programs and organisational modifications. This safe, effective, and decentralised
health service model is now being expanded across additional NSW correctional centres.

6-8 september 2010 @ The Sebel Albert Park, Melbourne, Victoria, Australia

The aim of this study was to evaluate the impact of PEG-IFN-based treatment for recent HCV infection
on rate of depression in the Australian Trial in Acute Hepatitis C (ATAHC).
ATAHC was a prospective study of the natural history and treatment of recent HCV infection.
Participants were eligible if they were within 6 months of their first anti-HCV antibody positive result
and had a documented anti-HCV seroconversion within 24 months, or acute clinical HCV within the
past 12 months. HCV participants received PEG-IFN α-2a (180 µg/week, n=74) and HCV/HIV co-infected
participants received PEG-IFN α-2a (180 µg/week) with ribavirin (n=35) for 24 weeks. Depression
(current major depressive episode) was evaluated using the Mini International Neuropsychiatric
Interview (MINI).
Between June 2004 and February 2008, 163 participants with recent HCV infection were enrolled
(77% had ever injected drugs). At screening, 15% (n=25) had depression. Among treated participants
(n=111), those with depression at screening (n=10) were similar to those without (n=99) with respect
to age, gender, education, housing, injection over the past six months and HIV status, but a lesser
proportion were Caucasian (70% vs. 91%, P=0.044) and a larger proportion had injected in the past
month (60% vs. 24%, P=0.049). Among treated and untreated participants without depression at
screening and longitudinal follow-up (n=118), new-onset depression was more common among
treated participants (36%, 32/90 vs. 14%, 4/28; P=0.033). Factors predicting new onset depression
during treatment included injecting drug use over the past six months (AOR 2.72; 95% CI 1.02- 7.25;
P=0.045) and alcohol use (>4 drinks/day) over the past month (AOR 3.94; 95% CI 1.33-11.59; P=0.013).
In ATAHC, PEG-IFN treatment was associated with new onset depression, with the risk higher in patients
with recent injecting and heavy alcohol intake. Prophylactic antidepressant therapy and enhanced
mental health monitoring should be considered in such patients.

Hepatitis C is unusual among chronic infections in that treatment is available and cure is possible.
Treatment is of prolonged duration and associated with multiple physiological and psychological side
effects.
The majority of hepatitis C treatment information, both patient and professional, identifies depression
as the predominant psychological side effect of interferon therapy. However, clinical observation
and patient report suggests that irritability, and not depression, is the main presenting side effect. To
further explore this apparent contradiction, a review of the literature regarding the psychological side
effects of interferon was conducted, with the intent to source material investigating irritability.
The review revealed a gap in the literature regarding interferon related irritability. Whereas depression
was well researched and described, irritability was afforded little research time. However, where
irritability was assessed it was found to occur to a significant degree. Issues identified were: difficulty
defining and categorising irritability; lack of irritability specific assessment tools, and failure of depression
rating scales to adequately discern irritable mood; and the confounding effect of physiological side
effects on mood alteration.

PAPER NUMBER: 121
NEW ONSET MAJOR DEPRESSION
DURING PEGYLATED
INTERFERON ALFA-2A
TREATMENT FOR RECENT HCV
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RECENT INJECTING DRUG USE
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PAPER NUMBER: 24
Irritability: An
underappreciated side
effect of interferon
treatment for chronic
hepatitis C?
Blacklaws H (1,2) Gardner A (2) Usher K (2).
Northern Sydney Central Coast
Health NSW Australia1
James Cook University Queensland
Australia2

The review concludes that irritability is an under-appreciated psychological side effect of interferon
therapy. Although irritability is recognised as a side effect of interferon, there is considerable
discordance between observational and anecdotal evidence and research evidence as reported in
the literature. Under-appreciation and recognition of irritability has implications for clinical practice.
Research is the basis for evidence based practice, therefore the possibility exists that, based on current
evidence, patients may not be receiving standards of care that adequately reflect the entirety of the
side effect spectrum.
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PAPER NUMBER: 27
PROVIDING AN HCV SERVICE IN
A BUSY DRUG AND ALCOHOL
SERVICE, WITHOUT ADDITIONAL
RESOURCES
R Batey, L Ferguson
Goulburn Mental Health Drug and
Alcohol Service, Greater Southern
Area Health Service, Australia.

Treatment for hepatitis C infection leads to a sustained viral response in between 50 and 85% of
patients completing the course. Treatment uptake in Australia has been poor and treatment of patients
with active drug and alcohol problems has seen even lower levels of service provision and treatment
uptake. There is a concern that treatment should be more available for patients with D&A problems
and yet resources have not been forthcoming to expand treatment opportunities in Liver clinics. Often
where treatment has been offered patients fail to attend the liver clinics.
We report a two year HCV clinical service offered in a Community Health Centre in a regional city
in NSW. The clinic was established to see complex drug and alcohol patients, funded by the Federal
Government MSOAP program. As the clinic evolved it became apparent that HCV was an issue for
some of the patients and thus discussions were had with management and it was agreed that 3
patients at any time could be treated for HCV through this clinic. Previously patients had to travel
100km to Canberra for treatment.
The Drug and Alcohol C/L nurse (LF) expressed interest in working with this group and managing their
HCV treatment. She was allowed but not fully funded to attend HCV training courses by GSAHS and
encouraged to form links with relevant HCV clinics in NSW. The specialist, (RB) had treated patients with
HCV since 1991 at Westmead and John Hunter Hospitals.
Staff at the hospital were informed of the intention to commence a small number of patients on
treatment and were advised of possible adverse events that might require hospital intervention.
Pharmacy and laboratory staff were advised of the extra demand that may be placed on them for HCV
related activities.
Screening for treatment commenced on 29/2/2008 and since that time 27 patients have been fully
assessed for HCV infection and possible treatment. 4 patients have been treated for their HCV 3 G1, 1
G3, 2 await treatment commencement and a total of 44 (RB) / 61 (LF) visits for treatment have been
attended over the past 19 months.
SVR was achieved in 1 patient, 2 patients have had ETR and await SVR testing, and currently 1 is still on
treatment. 10 patients are awaiting assessment. The treatment uptake rate of 5/27 is lower than some
series where 30% of assessed patients commence treatment but this series included patients with
major mental health comorbidity.
Side effects have included anaemia, leucopaenia requiring dosage modification and one patient
experienced an ischaemic retinopathy, which responded to dose reduction but treatment continuation.
We report this experience as no additional resources were sought or provided for this exercise showing
that where an interest exists and expertise can be provided a service can be safely offered to HCV
infected patients.

ON SITE ACCESS TO SPECIALIST
HEPATITIS C MEDICAL CLINICS
- OUTCOMES IN OUTREACH
HEPATITIS C SERVICES IN
COMMUNITY BASED CLINICS
F Tenison1, S Sheils1, J Pritchard
Jones1, P Haber1,2, A Taylor,1 C Day2.
A W Morrow Gastroenterology and
Liver Centre, Royal Prince Alfred
Hospital, Sydney, NSW, Australia
\
Discipline of Addiction Medicine,
Sydney Medical School, University of
Sydney NSW, Australia
1
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In 2005, A W Morrow Gastroenterology and Liver Centre commenced outreach hepatitis C services in
partnership with local, private, community based opioid pharmacotherapy clinics. Five clinics are now
operational and all have been well received by clinic staff and clients.
Uptake from clients and support from on site staff has been positive, but clinic outcomes have varied.
We aim to outline the clinic model, present occasions of service data and explore barriers to service
provision.
Four private and one public opioid pharmacotherapy services are included, and vary in size with
approximately 250 clients each. Referrals are also accepted from GPs and NSP services.
Weekly hepatitis nursing clinics are managed by clinical nurse consultants (CNCs). Services include
viral hepatitis testing including pre- and post-testing information; hepatitis B vaccinations; lifestyle
education; liver disease monitoring, including advanced liver disease and comorbidities. Treatment
information, assessment and work-up are also available, including referral for pre-treatment medical
review. Two NUAA-trained peer educators have recently commenced at one private setting and
evaluation has commenced
Due to factors such as funding, access to clinic space and availability of specialist doctors, a monthly
on-site specialist clinic operates at only 1 site. The remaining 4 clinics refer to the closest liver clinic.
Many clients referred to Liver Clinic, specialist blood collection or other external services did not
attend. On-site access to specialist medical support has resulted in more clients completing treatment
assessment and proceeding onto antiviral therapy. Compliance and completion of treatment has
been enhanced due to weekly access to HCV CNCs.
Onsite hepatitis services in the OPT setting is clearly achievable and acceptable to both clients and OTP
staff. Further work is ongoing.
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The World Health Organisation has stated that people who are in prison have the same right to health
care as everyone else, and this has been reflected in the Hepatitis C Prevention, Treatment and Care
Guidelines for Australian Custodial Settings. Due to high rates of Hepatitis C (HCV) in prison and the
associated costs of the disease, access to HCV treatment is indicated. There are a range of diverse models
of care for the provision of hepatitis C treatment and management in custodial settings in Australia.
Given the geographical separation between many correctional sites and their nearest medical facilities,
providing treatment can be challenging. In Far North Queensland (FNQ), we have integrated service
delivery into the prison setting itself to create an accessible, sustainable, and successful model of care.
For the past three years, an outreach program has been running at the Lotus Glen Correctional Centre
in FNQ. This includes nursing education and support, specialist medical consultation, and clinical
psychological services. In this presentation, we will discuss program development, sustainability, and
outcomes. More specifically, attention will be paid to how a collaborative approach was developed
between stakeholders, the emergence of an informal support network amongst inmates, and capacity
building in offender health services staff. Finally, we will discuss our virological responses rates at
various times during and after treatment.

PAPER NUMBER: 129
EQUITABLE ACCESS TO HEPATITIS
C TREATMENT: ESTABLISHING
AND MAINTAINING AN HCV
CLINIC IN A CORRECTIONAL
FACILITY

Primary care doctors have been providing shared-care for people undergoing treatment for hepatitis
C for several years. The shared-care program has included assessment, monitoring and prescribing of
repeat prescriptions for interferon and ribavirin. In 2009 doctors in five sites (3 in Sydney, 2 in rural NSW)
trained to initiate combination interferon / ribavirin therapy in courses conducted by The Australasian
Society for HIV Medicine (ASHM).
Criteria for primary care treatment were defined as patients requiring no greater than 6 months
therapy (i.e. patients with genotype 2 or 3), patients without evidence of cirrhosis, or major, active
mental health co-morbidities or significant medical co-morbidities.
Formal approval to initiate treatment was granted in early 2010. Currently approximately 20 patients
are in the assessment phase prior to treatment initiation with 2 patients having initiated treatment. The
program is being externally evaluated via quantitative and qualitative studies.
In this presentation we will provide data on current treatment uptake and limited data on treatment
outcomes.

PAPER NUMBER: 39
HEPATITIS C TREATMENT
INITIATION IN PRIMARY CARE

Ronlund KA1, Lewis RM2, Sendall CS1,
Russell DB2
Department of Medicine, Cairns
Base Hospital, Queensland Health,
Cairns, Queensland, Australia
2
Sexual Health Service, Cairns Base
Hospital, Queensland Health, Cairns,
Queensland, Australia
1

Baker D1,2, Balcomb A3, Hallinan R4,
Richmond D5, Smart J6, Hill S2, Dore
G7
East Sydney Doctors, Darlinghurst,
NSW; 2ASHM; 3Kite St Community
Health Centre, Orange, NSW;
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The Byrne Surgery, Redfern,
NSW ;5Cowra Medical Associates,
Cowra, NSW; 6Asquith Medical
Centre, Asquith, NSW; 7National
Centre in HIV Epidemiology
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PAPER NUMBER: 152
IL28B polymorphism
is associated with
intrahepatic ISG expression
chronic HCV infection
Thompson A1, Schuppan D1,Urban
T1,Fellay J1, Shianna K1, McHutchison
J1, Goldstein D1, Afdhal N2
Duke University Durham United
States of America; 2Beth Israel
Deaconess Medical Centre New
York United States of America

1

Genetic variation of the IL28B gene region has been associated with a 2-fold increase in SVR rate
in chronic hepatitis C (CHC) patients treated with peginterferon-α (pegIFN) and ribavirin (RBV). The
underlying mechanism remains unclear. We hypothesized that IL28B polymorphism is associated with
intrahepatic expression levels of IFN-stimulated genes (ISGs), known to influence treatment outcome.
74 CHC patients with consent for genetic testing and stored liver tissue were identified. 48 were
treatment-naïve, 26 were non-responders (NR) to prior IFN therapy (off-treatment for ≥ 6 months prior
to biopsy). “IL28B-type” (rs12979860: CC, CT, TT) was tested using the ABI TaqMan allelic discrimination
kit. Whole-genome expression data was measured using the Illumina HumanHT-12 Expression
BeadChip and differences in gene expression by IL28B-type (CC vs non-CC) were analyzed using Partek
and Ingenuity Pathway Analysis, adjusting for HCV genotype, gender, age and ethnicity. To declare
significance, we used a false discovery rate (FDR) threshold of 0.1.
Data from 61 patients were suitable for analysis: HCV-1 = 90%; male = 67%; median age = 52 yrs;
ethnicity = 62% Caucasian, 20% African American,18% other; 70% were METAVIR F0-2, none cirrhotic.
In the comparison of differential intrahepatic mRNA expression, 164 genes were significant. ISGs were
heavily over-represented and showed lower expression levels in CC livers (OAS 1/2/3, MX1, IFIT 1/2/3
and ISG15 all had >3 fold lower expression). IL28B and IL28A gene expression were detectable at
low levels; there was no difference by IL28B-type. The IFN signaling pathway was the most enriched
canonical pathway differentially expressed by IL28B-type (P-value <10-5). In 25 patients PEG/RBV
response data was available (17 were NR prior to biopsy; 5/8 treated post-biopsy attained SVR). IL28Btype was strongly associated with SVR (P-value = 0.004). SVR was associated with lower intrahepatic
ISG expression levels.
The CC IL28B-type was strongly associated with reduced expression of intrahepatic ISGs. In a subset,
SVR was associated with both CC IL28B-type and reduced ISG expression. This suggests that genetic
variation in IL28B regulates the innate immune response to HCV in the liver, priming patients for a
stronger ISG response to exogenous IFN-α therapy.
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Hepatitis C virus (HCV) infects 3% of the world’s population. Treatment of chronic HCV consists of
a combination of pegylated interferon-α (PEG-IFN-α) and ribavirin (RBV). To identify genetic variants
associated with HCV treatment response, we conducted a genome-wide association study of sustained
virological response (SVR) to PEG-IFN-α/RBV combination therapy in 293 Australian individuals with
genotype 1 chronic hepatitis C, with validation in an independent replication cohort consisting of 555
individuals. We report an association to SVR within the gene region encoding interleukin 28B (IL28B,
also called IFNλ3; rs8099917 combined P = 9.25 x 10-9, OR = 1.98, 95% CI = 1.57 – 2.52). IL28B contributes
to viral resistance and is known to be upregulated by interferons and by RNA virus infection. These data
suggest that host genetics may be useful for the prediction of drug response, and they also support
the investigation of the role of IL28B in the treatment of HCV and in other diseases treated with IFN-α.

PAPER NUMBER: 141
HOST GENETICS AND
TREATMENT RESPONSE
IN CHRONIC HEPATITIS C
INTERFERON-Α AND RIBAVIRIN
THERAPY
Suppiah V1,2, Moldovan M3,
Ahlenstiel G4, Berg T5, Weltman
M6, Abate ML7, Bassendine M8,
Spengler U4, Dore GJ9,10,Powell E11,12,
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PAPER NUMBER: 175
CORRELATION OF miRNA AND
mRNA EXPRESSION PROFILES
DIFFERENTIATING HEPATITIS C
(HCV) GENOTYPES 1 AND 3 LIVER
INJURY
d’Avigdor WMH2, Stapelberg M2,
McCaughan GW1,2,3, Lee M2, Warner
FJ2 and Shackel NA1,2,3.
A.W. Morrow Gastroenterology and
Liver Centre, Royal Prince Alfred
Hospital, Sydney, NSW, Australia;
2
Liver Cell Biology, Centenary
Institute, Sydney, NSW, Australia;
3
Medicine Faculty, University of
Sydney, NSW, Australia.
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HCV genotypes 1 and 3 (G1, G3) are characterized by poor interferon responsiveness and increased
steatosis/insulin resistance. Previous work showed distinct mRNA transcript and miRNA expression in
G1 and G3 liver injury. We aimed to correlate mRNA and miRNA expression and identify pathways
involved.
HCV G1, G3 and control liver groups were compared using Illumina Human Sentrix 6v2 microarrays
for mRNA transcript expression; and Applied Biosystems’ TLDA miRNA arrays for miRNA expression.
Potential mRNA targets were determined using TargetScan. MetacoreTM (GeneGo) was used for
pathways analysis.
The mRNA transcript expression of HCV G1 (n=16) and G3 (n=23) biopsies with varying fibrosis scores
(F0-F4) were compared to donor liver controls (n=6). Irrespective of genotype, miRNA expression was
compared to donor liver (n=4); fibrosis score F0-F2 (n=8); fibrosis score F3-F4 or having HCC (n=22); and
alcoholic liver disease (n=4). miR-148a was significantly down-regulated; and miR-200b and miR-429, a
miRNA cluster, were both up-regulated. In the case of miR-148a, 137 and 90 of TargetScan’s predicted
targets overlapped with mRNA transcripts significantly up-regulated in G1 and G3, respectively. In G3,
‘DNA damage BRCA1 as a transcription regulator’ and Estrogen Receptor 1 signalling were identified.
Additionally, in G1, lipid and fatty acid metabolism, PDGF signalling, TGF-β receptor signalling and
cytoskeleton remodelling were observed. In the case of miR-200b and miR-429, 174 and 154 of
TargetScan’s predicted targets overlapped with those mRNA transcripts significantly down-regulated
in G1 and G3, respectively. Of the top 50 pathways, 18 were common to both G1 and G3. There were a
large number of pathways associated with cytoskeletal remodelling specifically in G1.
Distinct mRNA and miRNA expressions are associated with HCV infection and distinguish G1 from
G3 liver injuries. The identified pathways may regulate important aspects of intrahepatic HCV
pathogenesis, determining disease progression and treatment outcomes.

PAPER NUMBER: 65
HEPATITIS B VIRUS INHIBITS
CIAP1 AND INCREASES
SENSITIVITY TO TNF-ALPHA IN
PRIMARY HEPATOCYTES
Nachbur U1, Chin R2, Nguyen MK1,
Torresi J2,3, and Silke J1.
Dept for Biochemistry, La Trobe
University, Melbourne, Australia;
2
Dept of Medicine, Austin Hospital,
University of Melbourne, Australia
3
Dept Infectious Diseases, Austin
Hospital, Melbourne, Australia.
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The ability of the Hepatitis B virus (HBV) to interfere with the cellular apoptotic pathway is pivotal in
promoting its survival, particularly during hepatocarcinogenesis, where resistance to apoptosis and
persistence of HBV-induced mutational changes is necessary to ensure tumour progression. In HBV
infection, liver damage accompanying HBV infection is largely a host-mediated inflammatory response
with activation of apoptosis via the extrinsic pathway by members of the TNF family of cytokines
released from infiltrating lymphocytes. Cellular Inhibitor of Apoptosis proteins (cIAPs) are integral in
regulating cell death and can determine cellular responses to inflammatory cytokines such as TNFalpha. Viral proteins such as the X protein and the preS large envelope protein have been shown
to both induce and inhibit apoptosis by modulating sensitivity to TNF-alpha, FasL and TRAIL. In this
study, we showed that cIAPs were involved in the regulation of HBV infection and replication. We used
the recombinant adenovirus system to deliver a replication competent HBV genome (rAdHBV) into
primary hepatocytes obtained from knock out (ko) mice deficient in intermediates of the apoptosis
pathways, cIAP1, cIAP2 and cIAP1/2 double ko mice. Recombinant AdHBV infected murine hepatocyes
demonstrated increased caspase-3 cleavage as early as 36h pi and this was blocked by treatment with
QVD, a pan-caspase inhibitor. Increased caspase-3 cleavage was preceded by a decline in cIAP-1 levels
at 24h and the loss of cIAP-1 levels also coincided with sensitization to the cytotoxic action of TNFalpha, FasL and Etoposide. Induction of NFkB was modest and no changes were seen in other cell
death regulation proteins such as TWEAK receptor Fn14, XIAP, TRAF-2 or RIP1.
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Various liver fibrosis indexes were developed and now are used by researches for evaluation of
liver fibrosis in hepatitis disease. The aim of this study was identify the efficiency of some popular
noninvasive fibrosis models and to recognize the most important model for the prediction of liver
fibrosis in chronic hepatitis B, C and auto immune hepatitis (AIH) patients.
A total of sixty-two patients with chronic hepatitis diseases (HBV; n=35, HCV; n=14 and AIH; n=13)
were enrolled in this study and underwent a liver biopsy. Liver biopsies were staged according to the
modified Knodell scoring system. Serum was obtained from the patients and healthy control (n=20).
Serum markers such as aspartate aminotransferase (AST)/alanine aminotransferase (ALT) ratio (AAR),
age-platelet (AP) index, AST/platelet ratio index (APRI), FIB-4 (age, platelets, AST and ALT) , FibroQ
(age, platelets INR, AST and ALT), laminin (LN), and N terminal peptide of procollagen type III (PIIINP)
were evaluated. To compare the accuracies of these tests, the areas under the receivers operating
characteristic curves (AUCROC) were calculated.
There were 10, 19, 11, 9, 8, 4 and 1 patient at stages 0, 1, 2, 3, 4, 5 and 6 of liver fibrosis, respectively.
The AUCROC (p-value) of serum markers for discrimination of patients with liver fibrosis than the
healthy control were: AAR=0.907 (0.001), AP=0.632 (0.179), APRI=0.818 (0.001), FIB-4=0.754 (0.011),
FibroQ=0.957 (0.001), LN=0.974 (0.001), PIIINP=0.873 (0.001). The AUCROC (p-value) of serum markers
for discrimination of sever liver fibrosis (stage≥3) than mild liver fibrosis (stage≥2) revealed a different
pattern as follows: AAR=0.491 (0.947), AP=0.518 (0.137), APRI=0.268 (0.107), FIB-4=0.232 (0.110),
FibroQ=0.491 (0.997), LN=0.879 (0.005), PIIINP =0.911 (0.002).

PAPER NUMBER: 78
COMPARISON OF FIVE LIVER
FIBROSIS INDEXES WITH
SERUM LEVELS OF LAMININ
AND N TERMINAL PEPTIDE
OF PROCOLLAGEN TYPE III IN
CHRONIC HEPATITIS PATIENTS
Parsian H1, Nouri M2, Rahimipour A3,
Somi MH2,Qujeq D1
Department of Biochemistry
and Biophysics, Babol University
of Medical Sciences, Babol,
Iran; 2Liver and Gastrointestinal
Diseases Research Centre, Tabriz
University of Medical Sciences,
Tabriz, Iran' 3Department of Clinical
Biochemistry, Shahid Beheshti
University of Medical Sciences,
Tehran, Iran.
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All serum markers assessed in this study were useful for predicting liver fibrosis in chronic hepatitis
patients compared with the healthy control. But it seems only the extracellular matrix components
i.e. LN and PIIINP performed better at excluding advanced fibrosis than mild fibrosis and patients with
liver fibrosis than healthy individuals. Therefore serum LN and PIIINP measurement together with the
other tests could be used for predicting of liver fibrosis as alternate to liver biopsy, when liver biopsy
is damaging.
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HUMAN RIGHTS, PRISON
AND INJECTING DRUG USE;
COMMISSIONING THE HEALTH
SERVICE IN A HUMAN RIGHTS
COMPLIANT PRISON

The Alexander Maconochie Centre and the Bimberi Youth Justice Centres were the only detention
centres conceived, constructed and commissioned in a human rights framework. Certainly in Australia;
possibly in the world.
The relevant legislation is the ACT Human Rights Act 2004. Section. 19 Humane treatment when
deprived of liberty states: (1) Anyone deprived of liberty must be treated with humanity and
with respect for the inherent dignity of the human person.

Levy M
Corrections Health Program, ACT,
Australia

RECOGNISING AND RESPONDING
TO HEPATITIS C IN INDIGENOUS
COMMUNITIES
McNally S

How has this legislation guided the development of the ACT Corrections Health Program, what has
not yet been achieved and what difference has the human rights framework actually made to the
220+ inmates and young people in detention in the ACT?

This paper is based on a recent study completed in 2008 and conducted in Victoria in partnership
by the Victorian Aboriginal Community Controlled Health Organisation and the Australian Research
Centre in Sex, Health and Society at La Trobe University. Nineteen indigenous people with hepatitis C
were interviewed about a range of hepatitis C related issues and their experience. An additional 31
interviews were conducted with service providers, both indigenous and non-indigenous.

Australian Research Centre in
Sex, Health and Society, La Trobe
University, VIC, Australia

This research began with the question: How to improve access to hepatitis C treatment services for
Indigenous people in Victoria. In retrospect this is the wrong question to ask. Focusing on identifying
and understanding barriers and challenges associated with accessing treatment makes sense given
the recent improvements in treatment success experienced in Australia. However, findings from this
study show that there are other important issues relating to hepatitis C for Indigenous communities
which must be addressed. These issues are in stark contrast to the issues facing the broader Australian
community. For example, very few Indigenous people access medical services that in turn provide
access to information about hepatitis C treatment. The results confirm this assumption. Low treatment
uptake and low awareness about the virus is a result of having to compete with a range of other
health and social issues. To focus solely on treatment is not the sole answer to the challenges facing
indigenous communities with hepatitis C.

PEERS IN MAINSTREAM
ORGANISATIONS ‘HOW CAN
YOU BE A ‘PEER’ IF YOU’RE NOT
ALLOWED TO IDENTIFY AS A
DRUG USER?’

It is becoming increasingly recognised that peer education is a powerful tool in reaching people who
inject drugs (PWIDS) in relation to hepatitis C education. However, employment for ‘peers’ is largely
limited to drug user organisations and some pilot projects in the hepatitis C/blood borne virus area.
Many mainstream services have (implicit or explicit) policies concerning the employment of current
injecting drug users. This means that the experiential knowledge around drug use and drug treatment
and related issues cannot legitimately be utilised and is subsequently under- valued – by PWIDs and
service providers alike.
This presentation examines these issues by discussing some of the challenges and the benefits of
employing peer workers using current and proposed practice and models as examples. This paper
will also provide a critique of some existing models and develops recommendations on what AIVL
considers “good practice”.

Poeder, F
Injecting and Illicit Drug Users’
League, ACT, Australia
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Previous research has highlighted the integral role that support has in protecting people, or acting as
a buffer, against the development and onset of psychiatric problems like depression across a variety of
social, geographic and demographic contexts. In the context of hepatitis C, support is considered an
important social variable for maintaining quality of life following a positive diagnosis and for coming
to terms with having a chronic infection. Social support can influence people’s decision to commence
hepatitis C treatments and clinical support is understood by health professionals as necessary for the
effective management of side effects during treatment.
But what precisely is support? What does support mean for people with hepatitis C? How do affected
people go about obtaining support and how does support help them to cope? This presentation will
attempt to answers these questions, in part by drawing on several studies conducted by the author
over the past decade. It will highlight a complex dynamic between support from family, friends,
non-government organisations, internet sites, healthcare workers and support groups and reported
experiences of living with hepatitis C and undergoing hepatitis C treatments. The presentation will
discuss the role of support in ameliorating stigma and the fear of discrimination, in facilitating disclosure
of a discreditable identity, in treatment uptake and adherence, and in managing work obligations,
family dynamics and social commitments while living with hepatitis C. The presentation concludes by
identifying a potential area of support-need and by recommending ways to address this gap.

SUPPORT FOR PEOPLE WITH
HEPATITIS C: WHAT IS IT, WHERE
DO YOU GET IT AND DOES IT
MAKE ANY DIFFERENCE?

consensus about illness is usually reached as a result of negotiations among the different parties with
a stake in the outcome’. This process of negotiation is, he emphasises, primarily social. These social
processes can take in a range of agents, operate through a variety of media, and create contradictory
effects. This is especially true for the blood-borne virus hepatitis C, the medical, social and political
features of which – associations with injecting drug use, ‘tainted blood’ scandals and HIV – render it a
controversial disease involving a range of highly motivated stakeholders. In this presentation I analyse
one set of agents in the process Aronowitz identifies: self-help books on hepatitis C. I consider the
ways 10 top-selling self-help books construct hepatitis C and those who have it, asking how the books
reflect and reproduce assumptions about the disease, about injecting drug use and about ideas of
guilt and innocence. How do they contribute to debates about how best to deal with the disease? I
focus on self-help books here because they offer useful insights into everyday public representations
of hepatitis C, and the perspectives and misconceptions that can shape social, health and policy
responses to the disease.

BEYOND THE DUMMIES’ GUIDE?
HEPATITIS C AND INJECTING
DRUG USE IN SELF-HELP
LITERATURE

Hopwood MN1
National Centre in HIV Social
Research, the University of New
South Wales

1

Fraser S
Centre for Women’s Studies and
Gender Research, School of
Political and Social Inquiry, Monash
University, VIC, Australia
As Robert Aronowitz argues, ‘new

TREATING HCV IN OUT OF THE
WAY PLACES; WHO IS DOING
WHAT AND DO THEY NEED TO?
Batey, R
Sydney University, Drug Health
Services, RPAH, Sydney, Australia
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PAPER NUMBER: 250
HIV AND VIRAL HEPATITIS
COINFECTION: BURDEN OF
DISEASE
Amin J,
National Centre in HIV
Epidemiology and Clinical Research,
The University of New South Wales,
NSW, Australia

Co-infection with HIV considerably increases morbidity and mortality among people with hepatitis C
or B infection (HCV, HBV) but estimates of additional burden largely depend on extrapolations from
clinic based studies. Causes and rates of hospitalisation and death in people with HCV or HBV coinfected with HIV are now available from data linkage studies we have conducted. These show that
in comparison to HCV or HBV mono-infection, the HIV co-infected population has a two or four fold
increased risk of hospitalization, and six or ten fold increased risk of death, respectively. Over time
however, patterns of HCV/HIV and HBV/HIV morbidity differ. Between 2000/03 and 2004/06 the mean
percent change in rates of all cause and non-alcoholic liver disease hospitalisation increased for HCV/
HIV (0.3%, 255.2%) and decreased for those with HBV/HIV (-15.1%, -91.7%). The declining trend in HBV/
HIV liver disease burden may be due to improved antiviral therapy, including therapy that can “rescue”
patients from liver failure. The increasing trend in HCV/HIV liver disease burden may be due to poor
HCV treatment uptake and outcomes in those with advanced liver disease.

HIV/HCV CO INFECTION
-TRANSMISSION TO TREATMENT
Matthews G
National Centre in HIV Epidemiology
and Clinical Research, The University
of New South Wales, NSW, Australia

PATHOGENESIS OF HIV-HBV COINFECTION: IMPLICATIONS FOR
TREATMENT STRATEGIES
Lewin S
Alfred Hospital, Monash University,
Burnet Institute, VIC, Australia
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THE EFFECT OF OBESITY ON
INFLAMMATORY RESPONSE IN
HEPATITIS C
Zekry A
St George Clinical School, Faculty of
Medicine

Hepatitis C Virus (HCV) infection is a major cause of liver cirrhosis and hepatocellular carcinoma
worldwide. About 30% of acutely HCV-infected individuals permanently control the virus, while the
infection progresses to chronic Hepatitis C in the majority of cases. Acute HCV infection induces a wide
range of innate and adaptive immune responses and accordingly numerous studies have identified
host genetic determinants of HCV infection outcome that include genes involved in the host’s immune
response to HCV such as the human leukocyte antigens (HLA), killer immunoglobulin-like receptors,
interleukins and interferon-stimulated genes. The HLA genes are highly polymorphic at the population
level and determine the specificity of the host’s immune response to antigens. Our group has been
examining the interaction between the host’s HLA-restricted immune responses and the ability of
HCV to evade these responses (viral adaptation) and how this complex interplay affects infection
outcome and disease progression. The host’s HLA-restricted immune response affects HCV evolution
in that we find statistical associations between specific HLA types in chronic infected individuals and
HCV polymorphisms (adaptations) reflecting viral immune escape. The level of viral adaptation in the
incoming virus (relevant to the host’s HLA type) is likely to be an important determinant of infection
outcome. However how viral adaptation may affect HCV disease progression is not yet clear but in
other pathogens such as HIV and HBV, the amount of adaptation in the circulating viruses is associated
with clinical predictors of disease progression.

The mechanisms for progressive portal fibrosis in patients with chronic hepatitis C remain unclear.
Recent studies have shown an association between impaired replication of HCV-infected hepatocytes
and activation of hepatic progenitor cells. These cells can differentiate into both hepatocytes and
cholangiocytes, and typically form a complex of proliferating ductules at the portal tract interface.
The ductular epithelial cells may secrete profibrogenic cytokines and growth factors or may undergo
direct cellular transitioning to myofibroblasts. In chronic HCV, a close correlation is seen between the
degree of hepatocellular injury, expansion of progenitor cells and the extent of portal fibrosis. Host
metabolic factors may contribute to increased fibrosis via an effect on this alternative regenerative
pathway. The percentage of hepatocytes with impaired replication is increased in overweight and
obese patients with chronic HCV. In addition, hepatic steatosis is correlated with greater progenitor
cell proliferation and ductular reaction. Accumulating data suggest that this is a common stereotyped
response of importance in other chronic liver diseases. Identification of the mediators and modifiers of
this pathway may lead to novel therapeutic approaches to limit disease progression in patients with
chronic HCV.
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wednesday 8 September
11.00am – 12.30pm

Host Metabolism, Genetics and Viral Pathogenesis: 11.00am – 12.30pm

wednesday 8 September
1.30pm – 3.000pm

Closing Session: Moving Forward - Challenges for the Next Decade: 1.30pm – 3.00pm
MOVING FORWARD, POLICY INTO
PROGRAM
Kidd, M
Flinders University, South Australia,
Australia
Chair of the Australian Government’s
Ministerial Advisory Committee on
Blood Borne Viruses and Sexually
Transmissible Infections

SOLVING THE KEY PUBLIC HEALTH
CHALLENGES IN HEPATITIS C
Prins, M
Cluster Infectious Diseases,
Health Service of Amsterdam, The
Netherlands

DRUG RESISTANCE IN HBV HAS
BEEN DEFEATED ONLY TO BE
REPLACED WITH HCV
Locarnini, S
Research and Molecular
Development, Victorian Infectious
Diseases Reference Laboratory, VIC,
Australia

HEPATITIS B, POLICY INTO
PROGRAM
Cunningham, C
Research Centre for Māori Health
& Development, College of
Humanities and Social Sciences,
Massey University, New Zealand
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Immune restoration following combination anti-retroviral therapy (cART) in individuals with coinfection of HIV and HCV can be associated with serious morbidity and mortality. HCV disease
progression is more rapid in people with HIV co-infection. It is uncertain if the HCV specific immune
response is augmented after the commencement of antiretroviral therapy.
This pilot study aimed to describe HCV-specific cellular immune responses as well as clinical and
laboratory changes during antiretroviral therapy. Better understanding of this antigen-specific
immunity will allow a better understanding of the pathogenesis of immune restoration disease and
identify predictors of the morbidity.

POSTER NUMBER: 1
PAPER NUMBER: 179
HCV-SPECIFIC IMMUNE
RESPONSES DURING ART IN
INDIVIDUALS CO-INFECTED WITH
HIV AND HCV
Cameron BA1, Post J1,2, Lloyd AR1,2
Infection and Inflammation
Research Centre, University of New
South Wales, Sydney, Australia;
2
Department of Infectious Diseases,
Prince of Wales Hospital, Sydney,
Australia
1

A multi-centre longitudinal cohort of twelve individuals with HIV-HCV was enroled with blood samples
collected at 0, 2, 4, 8, 12 and 24 weeks after cART treatment commenced. These timepoints were
selected as they cover the period where HIV replication drops, and over the weeks-months where HCVrelated immune restoration typically occurs. Clinical data were also collected.
HCV-specific immune responses were assessed in PBMC stimulated by peptide pools covering the HCV
genome in three assays: IFNγ ELISpot, in vitro culture followed by FACS for CD4 T cells, in vitro culture for
cytokine production (IFNγ, TNFα, IL-10, IL-2, IL-13). Plasma levels of cytokines/chemokines implicated or
reported in immune restoration disease were measured by ELISA (sCD30, sCD26, neopterin, ITAC, IL-2,
IL-6, IL-8, IL-10, IL12-p70, TNFα, TNFΒ, IL-18, IFNγ, IP-10, MCP-1 RANTES, MIP-1α, MIG, TRAIL).
Pre-treatment values for the whole group were (median and (range)): ALT 47 (15-115),
CD4 281
(90-440), HIV VL 4.9 (3.7-6.0), HCV VL 4.3 (1.2-6.5). Five subjects showed liver flare defined as doubling
of pre-treatment ALT levels. Nine subjects had ALT above the ULN at any time. In the longitudinal
samples, differences were observed between the groups with and without ALT flare, in IFNγ ELISpot
magnitude (largest difference against NS3 peptides, beginning at 12 weeks), and in anti-HCV antibody
levels. The HCV-specific CD4 studies revealed differences between the subject groups pre-therapy but
not over the period of therapy.
Further investigation with a larger subject group is planned, in particular including subjects with
hepatitis and/or low CD4 count before commencement of therapy, as the subject group enrolled here
were relatively immune competent at baseline.

Hepatitis C proteins dysregulates the JAK/STAT, ERK and AKT pathways and may thereby promote liver
fibrosis. In this study, we aimed to establish an in vitro model to determine the effects of HCV viral
proteins on JAK/SAT signalling in hepatocytes and their contribution to liver pathogenesis.
To investigate the effects on JAK/STAT, ERK and AKT signaling pathways, Huh7 cells were infected with
recombinant adenovirus. rAdHCV-CoreE1E2, rAdHCV-NS35b, or both and harvested at 24, 48, 72, 96,
and 120 hours post-infection. Western immunoblots were performed to determine the expression of
total and phosphorylated STAT1, STAT3, AKT and ERK and total SOCS3. Experiments were performed in
triplicate, analyzed by densitometry and expressed relative to rAdGFP-infected cells (control).
Infection with rAdHCV-CoreE1E2-infected cells reduced expression of pSTAT3 by 29% at 24h pi and
by 99% at 120h pi compared to rAdGFP-infected cells. In contrast, in rAdHCV-NS3-5b infected cells
and rAdHCV-CE1E2/rAdHCV-NS3-5b co-infected cells, pSTAT3 levels were increased 119% and 211%
at 24h pi respectively and then gradually fell to baseline levels over the following 72 hours. There
were no differences in the levels of pSTAT1 in rAdHCVCoreE1E2-infected, rAdHCVNS35b-infected or
co-infected cells. Total STAT1 and STAT3 levels were also unchanged. In rAdHCV-CoreE1E2, rAdHCVNS35b, and co-infected cells SOCS3 expression was increased up to 72h pi followed by decline to basal
level. Phospho-ERK expression was markedly increased in the first 96h pi for rAdHCVCoreE1E2-infected,
rAdHCVNS35b-infected and co-infected cells (62%, 220% and 54%). The expression of phospho-AKT in
rAdHCV-CoreE1E2-infected cells was highest at 24h pi (46%) while in rAdHCV-NS35b- and co-infection,
the pAKT expression was highest at 48h pi (78% and 30%) followed by a decline to basal level.

POSTER NUMBER: 2
PAPER NUMBER: 120
DYSREGULATION OF
INTRACELLULAR SIGNAL
TRANSDUCTION IN HEPATITIS
C AND ITS IMPLICATION IN HCV
FIBROSIS
K ElKhobar1, L Earnest-Silveira1, D
Johnson1,2, R Chin1, CT Bock3, P
Angus1,4 and J Torresi1,2
Dept Medicine, Austin Hospital,
University of Melbourne,
Heidelberg, Australia; 2Dept
Infectious Diseases, Austin Hospital,
Heidelberg, Australia; 3Dept
Virology, Robert Koch Institute,
Berlin, Germany; 4Dept Hepatology
and Gastroenterology, Austin
Hospital, Heidelberg, Australia.
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The changes in Jak/Stat signalling together with pERK and pAkt activation, are likely to contribute to
persistent infection, cell survival and contribute to liver pathogenesis.
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MNAZYME qPCR USED TO
QUANTIFY MULTIPLE GENOTYPES
IN HEPATITIS C INFECTION.

Research into optimization of current and future therapeutic strategies for HCV is presently hindered
by limitations in the sensitivity and accuracy of available assays. In particular, the prevalence and
significance of mixed HCV infection in high risk populations are poorly understood. Assays that are
better able to characterise the true prevalence, dynamics and impact of mixed HCV infection will
enhance research into viral clearance, cross-protection and vaccine development.

Jacka BJ1, Mokany E2, Pham ST3,
Carrera A4, Kelleher AD5, Matthews
GV1, Dore GJ1, Applegate TL1

This project aims to develop a method to quantify and detect mixed HCV infection using MNAzyme
quantitative PCR (qPCR). MNAzymes are multi-component nucleic acid enzymes composed of two
DNA “partzymes” which come together to create catalytically active non-protein enzymes, in the
presence of specific nucleic acid target. The catalytically active MNAzyme then binds and cleaves a
universal probe. MNAzymes and fluorescently labelled universal probes can be adapted to quantify
any nucleic acid target during qPCR. The well characterized probes facilitate the ability to multiplex and
quantify several targets simultaneously.

National Centre in HIV
Epidemiology and Clinical Research,
University of
New South Wales, Sydney, NSW,
Australia; 2SpeeDx Pty Ltd, Eveleigh,
New South Wales, Australia 2015;
3
School of Biotechnology and
Biomolecular Sciences, University
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5
Immunolgoy Laboratory, St
Vincent’s Centre for Applied
Medical Research, Darlinghurst,
NSW 2010, Australia.
1

Consensus primers targeting the Core region were designed to amplify four HCV genotypes (1a, 1b,
2a & 3a). Partzymes were designed to specifically target each of the four genotypes, each designed to
recognize and cleave a different fluorescently labelled universal probe. Viral RNA from HCV+ patient
serum was extracted, transcribed and amplified by nested RT-PCR.
MNAzyme qPCR demonstrated high specificity and effectively discriminated between each genotype.
MNAzyme qPCR demonstrated a linear range over a minimum of 4 orders of magnitude (r2=0.9988).
The MNAzyme qPCR method will be further developed and validated and used to determine the true
prevalence and kinetics of mixed HCV in early infection.

POSTER NUMBER: 4
PAPER NUMBER: 215
COMBINATION TREATMENT
WITH INSULIN SENSITISER
IMPROVES ANTIVIRAL EFFECT OF
INTERFERON AGAINST HEPATITIS
C VIRUS

Pegylated interferon (IFN) in combination with ribavirin is currently the gold standard treatment for
HCV but achieves sustained viral response in only 50-60% of patients. Genotype-specific protein
interactions appear to play a role in IFN resistance, with genotypes 1 and 4 proving the most difficult
to treat. Interestingly, genotypes 1 and 4 are also more likely to cause insulin resistance, an effect
that is reversed following successful IFN treatment. Our research examines the effects of improving
insulin sensitivity on interferon response in cell culture methods, as well as the mechanism behind any
observed synergism.

Read SA1,2, George J1,2, Douglas
MW1,2

To examine the effects of insulin sensitisers on HCV replication, a hepatocellular carcinoma cell
line (Huh7) was infected with HCV (JFH-1 strain). Variants of JFH-1 containing a luciferase reporter
were also used, including both a sub-genomic replicon and a full genomic JFH-1 virus. Prior to IFN
treatment, insulin sensitisers were added to determine whether increased insulin sensitivity affected
viral replication and sensitivity to IFN. Drugs that activate the MAPK pathway (metformin), PPARα (WY14643) and PPARγ (pioglitazone) were tested.

Storr Liver Unit, Westmead
Millennium Institute, Westmead
Australia; 2Sydney Medial School,
University of Sydney and Westmead
Hospital Australia

1

122

Pre-treatment with the PPARα agonist and to a lesser extent the PPARγ agonist acted synergistically
with IFN to suppress HCV replication in all models studied. Metformin was the least effective, with no
significant extra effect on viral replication when combined with IFN. Because the PPARα agonist was
the most potent, it was chosen for further mechanistic studies. JFH-1 infected Huh7 cells were treated
with IFN and interferon stimulated gene (ISG) expression measured by qPCR. Pre-treatment with WY14643 had no short-term effects on IFN-induced expression of ISGs or SOCS1/3, but the long-term
effects are still being investigated.
We have demonstrated that insulin sensitisers, particularly PPARα agonists, enhance the antiviral efficacy
of IFN against HCV. Experiments are continuing to better understand the mechanism(s) involved.

6-8 september 2010 @ The Sebel Albert Park, Melbourne, Victoria, Australia

BASIC SCIENCE AND
TRANSLATION

BASIC SCIENCE AND TRANSLATION
Liver disease progresses more rapidly in persons co-infected with HBV and HIV than in mono-infected
individuals and the reasons for this are unclear We have previously identified a novel HBV precore/core
mutant that is significantly more prevalent in HIV/HBV co-infected persons than HBV mono-infected
individuals. This “-1G mutant” encodes a single nucleotide deletion in the HBV precore and overlapping
core genes, that results in their premature termination. Determining the replication phenotype of this
mutant and its effect on hepatocyte biology will help us determine if it contributes to the increased
liver pathology observed in HIV/HBV co-infected persons.
The single nucleotide deletion was introduced into an infectious HBV cDNA by site directed
mutagenesis. In addition, genes encoding truncated and wild type precore and core proteins were
cloned into mammalian expression vectors. Permissive Huh7 hepatoma cells were transfected with
mutant and/or wt HBV constructs to determine (i) the replication phenotype of the mutant and (ii)
its effect on wt HBV replication. Intracellular localisation of novel viral proteins was confirmed by
confocal microscopy. The effect of the mutant virus and truncated proteins on protein secretion was
investigated in co-transfection experiments using a secreted alkaline phosphatase (SEAP) assay2.
The -1G mutant virus was incapable of autonomous replication and replication was restored to wt
levels by supplying HBV core protein in trans. The mutant had no deleterious effect on HBV replication
when present in equal amounts with wild type HBV, although high amounts of mutant relative to wt
HBV decreased viral replication. The
-1G mutant had an HBeAg-negative and HBcAg-negative phenotype and caused intracellular retention
of aberrant viral precore protein in the endoplasmic reticulum. This in turn reduced SEAP secretion in
co-transfection experiments, indicative of ER stress.
It is possible that this mutant is contributing to the increased liver pathology observed in HIV/HBV coinfected persons.
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Translational research incorporating basic and clinical research is important for better understanding
the natural history and treatment of hepatitis C virus (HCV) infection. The aim of this project was to
develop a sample repository from two large clinical trials of acute and chronic hepatitis to facilitate
research of viral hepatitis.
The sample repository (HepBank) was established in 2009 and contains samples collected from two
large HCV studies: CHARIOT (a randomized trial of induction dosing of pegylated interferon alfa-2a
in participants with chronic HCV genotype 1 infection) and ATAHC (a study of the natural history
and treatment of recent HCV infection). Samples were collected and shipped from the study central
laboratory to the National Centre in HIV Epidemiology and Clinical Research. Ethical approval and
consent is obtained from all study participants for the use of their stored samples for future hepatitis
research. HepBank contains serum, plasma, PBMC, cell pellets, semen samples as well as corresponding
clinical data. Samples are available for researchers to apply to use. A concept sheet outlining the study
design, rationale and sample criteria should be submitted to the HepBank Coordinator for review and
approval by the relevant study protocol steering committee.
HepBank currently holds 17064 samples from 774 participants. Samples were taken between 2006 to
2009 from 197 acute HCV subjects and 577 chronic HCV subjects. The clinical data available includes,
but is not limited to, demographic, HCV treatment, study adherence, laboratory results, adverse events
and concomitant medications data. HepBank samples have been used for genetic, immunological
and virological studies of HCV infection (e.g. HLA typing, Proteomics, T cell responses, PBMC gene
expression and IL28 genetics).
This project has demonstrated the feasibility of developing a large sample repository which will be
important for future studies of HCV infection.
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Current drug treatments for HBV include the use of nucleos(t)ide analogues (NAs). NA resistance is very
common and widespread for HBV, characterised by point mutations in the polymerase gene, which
can cause changes in the overlapping surface gene. In some cases, the selection of resistant mutations
in the polymerase results in the concomitant selection of stop codons at the C-terminal end of the
surface proteins. We hypothesise that some of these NA-selected variants encoding surface changes
have altered replication, resulting in increased pathogenicity.

Warner N, Soppe S, Locarnini S.

The viral lifecycle and host cell effects of 14 different HBV polymerase/surface variants associated with
drug resistance was analysed. Several of the constructs tested had dominant negative defects in viral
particle secretion. The most dramatic secretion defects were in variants encoding stop codons in their
surface genes, including rtV191I/sW182*, rtM204I/sW196* and rtA181T/sW172*. In addition to having
secretion defects, these variants had adverse effects on the host cell, promoting apoptosis.

Victorian Infectious Disease
Reference Laboratories, North
Melbourne, VIC, AUSTRALIA.

HBV treatment is complicated by the development of resistance, which can have far-reaching effects
on the virus life-cycle. There are several mechanisms by which NA-resistant HBV variants may have
a detrimental effect on the host cell. Hence, whilst NA therapy decreases viral load and improves
patient survival in the short-term, it may also select for variants that are more pathogenic in the longterm. These observations highlight the need for better treatment strategies for HBV to minimize the
selection of resistance.
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HCV treatments for prisoners should be smooth and uncomplicated from work up to patient
monitoring during the treatment program, especially given the availability of onsite prison nursing
and medical backup. However, appointments are missed and patients may be lost to follow up due
to long clinic waiting lists, patient movements between prisons and releases and transport problems.
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ENHANCING HCV TREATMENT
UPTAKE IN PRISONS

At Fremantle Hospital Hepatitis Services, we examined the attendance figures and reasons for missed
appointments. In our commitment to increasing access to treatment for prisoners, we identified prison
nursing staff for liaison purposes between the referring prison and the treating centre. Although this
improved the process of referral, the problems already identified such as long waiting lists, patient
movements between prisons and transport problems were not improved.

Andrews G, Booth L, Connelly C,
Totten L, Mollison L, Gaffney,L

In order to resolve these problems, two telehealth clinics were trialled between Fremantle Hospital
and a local prison. These clinics were conducted in conjunction with dedicated prison staff and agreed
protocols between the clinic and the prison. A total of nine inmates commenced treatment and
six inmates who had commenced treatment previously, were followed up. The number of patients
undertaking treatment doubled.
The reduced cost and improved operative and security efficiencies identified by the trial telehealth
clinics have shown that this is an effective method of managing patients. As a result, fortnightly
telehealth clinics have been implemented. It is expected that the number of patients accessing
treatment will increase and that patient management will be further streamlined and improved.

Background: Although cirrhosis is a risk factor of gallstones; various recently published data also
suggested that Chronic Hepatitis “C” (CHC) infection is associated with gallstone (USA (Hepatology
May 2005), Taiwanese study (sept, 2005) ,Journal of viral Hepatitis (Vol 14, Feb 2007)). We determined
the association between Chronic liver disease (CLD) (due to hepatitis B and C), and Gallstones (GS) in a
representative sample of adults in Pakistan.
The aim of this study was to evaluate whether etiology for chronic liver is associated with the prevalence
of gall stones
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Methods: We included all the consecutive adults with HCV antibody positive and HBsAg positive, who
visited our hepatology clinic from Jan 2009 to March 2009. We noted the status and duration of disease,
weight, BMI, associated DM (Diabetes Mellitus), smoking, ethnicity and number of children in case of
women. After taking verbal consent, Ultrasound abdomen was also done. They were labeled as group
I if positive for HCV antibody and group II if positive for HBsAg. Patients who had cholecystectomy in
past or patients having both HCV antibody and HBsAg positive were excluded.

Department of Medicine, Isra
University Hospital Hyderabad.

Results: There were 344 participants, out of them 289 (84%) were HCV antibody positive and 55 (16%)
were HBsAg positive. Overall prevalence of gallstones was 14.8%. 84.3% of gallstones were among HCV
antibody positive and 15.7% among HBsAg positive individuals. Gallstones prevalence increased with
age with a predominance in patients of more than 40 years of age (P value= 0.003). The frequency of
gallstones increased with the duration of liver disease (P value= 0.05), peak was seen in patients who
had chronic liver disease for 2-4 years. Although association between gallstone and severity of liver
disease was not significant as serum total bilirubin levels, serum albumin levels, platelets counts and
the AST/ALT ratio, was not significant, but gallstones was found in 41% of Ascites positive patients (P
value=0.02). Though prevalence of gallstones were more in females (56.8%) than males (43.13%) but
the crude prevalence was almost same in HCV antibody positive and HBsAg positive individuals in
both genders. As we had majority of females who were illiterate and were from Sindhi (languge spoken
in Part of Pakistan) ethnicity, so these two parameters were significant in females. (P value = 0.007 and
0.008 respectively). Prevalence of gallstones increased with age (51.4 ± 13.32 years) among men (P
value= 0.02). Also among males, increased platelet count was significantly related with absence of
gallstones (P value= 0.01).
Conclusion: Chronic liver disease was strongly associated with gallstones among men but not in
women in our study in Pakistan and gallstone was more common in adults with increasing age and
severity of liver disease.

6-8 september 2010 @ The Sebel Albert Park, Melbourne, Victoria, Australia

125

CLINICAL MEDICINE

CLINICAL MEDICINE

CLINICAL MEDICINE

CLINICAL MEDICINE
POSTER NUMBER: 10
PAPER nUMBER: 100
The Nature of Patients
presenting to An Addiction
Medicine Clinic who have
HCV identified, optimising
treatment pathways.
R Batey, L Ferguson.
Mental Health and Drug and
Alcohol Services, Goulburn Australia

126

In 2008, without additional funding, Goulburn Community Health Service commenced a service
for Drug and Alcohol affected patients who had been identified as having active HCV infection and
who expressed interest in being treated for their disease. We discuss the experience of this clinic to
highlight the need for comprehensive assessment of these patients prior to any active discussion of
the treatment protocol for HCV itself.
Comorbid Mental Health conditions are common in Drug and Alcohol patient groups and some of
these conditions render the use of interferon in particular, more risky than in the general population.
Depression, significant mood swings, aggressive behaviour and poor decision making are features of
interferon therapy that can interfere with completion of treatment.
Over 2 years in one clinic which committed a fraction of the monthly day long clinic to HCV patients
we have assessed 27 patients. Of these 4 have commenced on therapy for HCV, a relatively small
proportion. Part of the explanation for the small number treated was the GSAHS limit of three patients
on treatment at a time, designed to keep costs contained and to avoid overloading the Drug and
Alcohol Consultation Liaison Nurse (LF). Part of the explanation is that a number of the patients had
complex medical and mental health problems that made treatment of their relatively mild HCV liver
disease a risky enterprise.
Of the 27 patients, 3 had co-infection with HBV and one with HIV. A further 10 had significant Mental
Health diagnoses that included Schizophrenia (4), schizoaffective disorder (2), psychosis (1), major
depression (2) and antisocial personality disorder (1).
7 were on regular anti psychotic medication when assessed for HCV status and treatment options
while another 3 were placed on this after consultation requested by the HCV team of the Mental Health
team.
Routine assessment by MH staff linked to the HCV service suggested that 3 patients should not be
placed on therapy for the HCV infection if the liver disease was not serious or progressive.
Where this avoidance of treatment was recommended, patients were seen again by the HCV team and
further care planning was discussed with each of these patients accepting the need to defer current
therapy. Of these 3 patients, a flare in their MH condition occurred in 2 over the ensuing 6 – 18 months
despite no interferon being administered.
Our experience suggests that collaboration between MH and D&A staff can optimise care of patients
with several complex co-morbid conditions and that treatment for HCV can be deferred while MH
conditions are stabilised as much as possible. Where treatment is commenced prematurely, early
termination of treatment may become necessary and this impairs success of future treatment episodes.
The alternative of managing the MH diagnosed condition optimally and starting HCV therapy when it
is most likely to be completed is a better outcome.
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The treatment of hepatitis C viral (HCV) infection with interferon and ribavirin is known to be associated
with a wide range of side effects of varying severity and long term seriousness. We report a patient,
treated in a regional Drug and Alcohol service who developed a serious complication of treatment
which resolved with continuation of therapy.
A patient with genotype 1 infection was commenced on therapy after standard work up pre treatment.
The patient experienced the more common side effects of low mood, lethargy, irritability, insomnia,
headaches, weight loss of 6 kg and dry skin and expressed thoughts of discontinuing treatment at
times but persevered with the program as liver tests had normalised and the week 12 HCV RNA was
negative. Mirtazepine 15 mg nocte was prescribed for sleep and mood symptoms, with improvement.
At week 15 of treatment he called the Drug and Alcohol consultation liaison nurse (LF) who coordinated
the HCV clinic to report that he had some visual symptoms of blurring of vision in one eye of 24
hours duration. An ophthalmological consultation was arranged within 24 hours in a nearby centre
and fundal photography revealed a cotton wool exudate in the superior (R) posterior pole due to an
ischaemic retinopathy. In the absence of other aetiological factors it was suggested that interferon
was the likely cause of this finding. The interferon was ceased for one week and ribavirin continued. A
literature review and discussion with the ophthalmologist provided no absolute management pathway
as the literature reports the appearance of ischaemic retinopathy in asymptomatic patients if routine
opthalmoscopy is carried out when patients are on interferon therapy. In discussion with the patient
it was agreed that interferon treatment would recommence at full dose after one week. Symptoms
were monitored 2nd daily by LF and fundal photography was repeated at one month. This revealed
the Ist exudate had gone, but a new, smaller spot temporal to the optic nerve head had developed.
The interferon dose was reduced to 135 ug weekly after discussion with the ophthalmologist. Weekly
opthalmoscopy was carried out with no new lesions appearing. Two HCV RNA assays on the lower dose
were negative. Visual symptoms improved and at week 44, interferon dosing was increased to 180ug
weekly. Follow up fundal photography revealed resolution of all changes. The patient completed the
course of therapy on 24/12/09 and HCV was undetectable at the end of treatment a sustained viral
response has yet to be documented.
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An outcome of this has been that routine ophthalmoscopy is now conducted on all patients at each
visit to the HCV treatment clinic. No additional lesions have been identified to date in any patients.
The frequency of this event remains uncertain for HCV treated patients and optimal clinical guidelines
have yet to be defined. We report this case to stimulate discussion.

Hepatitis C (HCV) infection is an important cause of mortality and morbidity among injecting drug
users (IDUs). Despite increases in the safety and efficacy of HCV treatment, assessment and uptake
has remained low, warranting improved integration between drug health and hepatitis services. We
describe the HCV treatment assessment model used at the site and report referrals and uptake among
HCV-positive IDUs attending a Needle and Syringe Program based nurse-run primary healthcare (PHC)
service with direct links to a IDUs experienced tertiary liver clinic. A clinic audit of the 94 HCV positive
clients was undertaken. Data were extracted from client files and entered into an SPSS database for
descriptive analysis. Sixty-three clients were tested for genotype, of whom 27 (43%) were genotype
1 positive. Fifty-three clients were referred to a tertiary liver clinic for HCV treatment assessment and
25 (47%) clients presented for assessment at the tertiary site. Treatment outcomes are also reported.
Factors likely to have facilitated referral compliance included: (1) client readiness; (2) extensive
support provided by PHC clinic nurses i.e. comprehensive client reminder system; (3) close networks
between the PHC and the tertiary Liver Clinic nurses; (4) follow-up of failed attendance by PHC nurses.
Referral pathways developed by the PHC service yielded good rates of referral uptake. Uptake may be
partially explained by the high proportion of clients undergoing rehabilitation who were concurrently
supported by the PHC clinic and the close networks with the Liver Clinic nurses, suggesting that this
combination could optimise conditions for IDUs to undergo HCV treatment assessment.
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Shift in Hepatitis C Genotype
Referrals in a Liver
Transplant Centre over 6
Years: the British Columbia
Experience.

Up to 40% of all liver transplantations are performed because of hepatitis C (HCV). Antiviral therapy
with the current standard of peginterferon (pegIFN) and ribavirin, associated with viral clearance in
70-80% of genotype (G) 2/3 patients and 42-46% of G1 patients, has been available in British Columbia
since 2004. We reviewed our experience to determine the effect of antiviral therapy on the genotype
distribution of HCV patients referred for liver transplantation over the last six years. Specifically we
surmised that the availability of effective therapy would alter the genotype distribution of referrals
over time.

Haque M1, Hashim A1, Krajden M2,
Steinbrecher UP1, Yoshida EM1, Erb
SR1

The genotypes of HCV patients referred to British Columbia Liver Transplant (BCT) between January 1
2004 and July 31 2009 for liver transplantation were reviewed. Statistical analysis consisted of simple
linear regression and contingency table analysis using Yates corrected Chi-square tests was performed
to compare the proportion of genotypes between two defined three years time periods; 2004-2006
vs. 2007-2009.

University of British Columbia,
Division of Gastroenterology
Vancouver BC, Canada; 2British
Columbia Centre for Disease
Control (BCCDC) Vancouver BC,
Canada2
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360 patients were referred, of which n=225 had an identified genotype (G1=165; G 2=18; G3=42).
Linear regression is significant for G2 with a decreasing trend of 2.6% per year (p=0.029). The 2 by
2 table analysis found 2004-2006 12.7% [14/110] vs. 2007-2009 3.5% [4/115] was found statistically
significantly p=0.021. For G1 there was no significant trend seen using linear regression p=.404). The
2 by 2 table analysis had p=0.802; 2004-2006 74.5% [82/110] vs. 2007-2009 72.2% [83/115. For G3 The
2 by 2 table- p=0.039 Sig; 2004-2006 12.7% [14/110] vs. 2007-2009 24.3% [28/115] 12.7% was found
statistically significantly lower than 24.3%. , But No significant trend could be identified.
The distribution of genotypes referred for transplantation has shifted toward G 1 and away from
the easily treated G 2. Whereas G3 referrals have not decreased. This temporal change in genotype
distribution may reflect differential genotype responses to antiviral therapy in the community.
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In 2009, the Highly Specialised Drugs Program approved a proposal submitted by NSW Health to allow
accredited community based medical practitioners to initiate antiviral therapy for chronic hepatitis C.
The Australian Society for HIV Medicine was funded to develop, pilot and deliver the training,
assessment and accreditation program and the subsequent roll out, and monitoring, of the
Hepatitis C Treatment Initiation Pilot. The aim of the pilot is to enhance access to hepatitis C
treatment and assess the feasibility and appropriateness of treatment initiation in the community.

Hill SM1, Baker DA2

Five hepatitis C community prescribers experienced in prescribing and managing patients on treatment
under the hepatitis C shared care program are initially participating in this 36-month pilot.The pilot officially
began in March 2010 when the first patient was initiated on antiviral therapy in a primary care setting.
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This paper examines the pilot methodology, the additional training and assessment process undertaken
by the participating prescribers, the patient selection criteria, site selection criteria and the support
mechanisms in place for patients and prescribers.
The pilot evaluation criteria will be discussed and mechanisms employed to ensure patient safety, such
as the development of the Pilot Patient Record Form, Pilot Treatment Care and Review Algorithm and
the Pilot Schedule of Visits. This paper also details the scope of the qualitative and quantitative data
collection undertaken which includes evaluating the quality of clinical support services provided by
the initiation prescribers, patient health outcomes, extent of other services utilised, to what degree
treatment access and uptake is increased and patient satisfaction. A brief overview of the quantitative
data collection, using study specific case record forms, managed by the National Centre in HIV
and Epidemiology Clinical Research and the qualitative research component, using study specific
interviews, conducted by the National Centre in HIV Social Research will be provided.
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Hepatitis C (HCV) and excessive alcohol intake are leading causes of liver disease. Excessive alcohol
consumption in patients with HCV has been shown to accelerate progression of liver disease and
increase risk of premature death.
A study conducted in 2008 concluded that patients with HCV tended to decrease alcohol intake rapidly
in preparation for PEG-IFN/RBV therapy and maintain this during therapy. However a small cohort of
patients who resumed risky to heavy drinking habits 6 months post therapy may have put them at an
increased risk of liver disease progression. Further research in long-term alcohol intake and risk factors
for relapse was recommended.
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This retrospective cohort study was designed to analyse the original patients (n=78) from the 2008
study in regards to their long-term alcohol history > 2 years post PEG-IFN/RBV treatment
The same alcohol categories were used with alcohol intake converted to standard drinks (10gms)
per week (STD/wk) and grouped into five risk categories. These categories were also summarised
into two groups: low intake (≤14 STD/wk) and risky intake (>14 STD/wk). Changes in consumption
were analysed for significance using the Wilcoxon signed-rank test. Both men and women showed a
statistically significant reduction in alcohol intake (p=0.03) pre-therapy to 24 weeks post therapy.
A simple questionnaire designed to assess alcohol intake was developed. This was sent to 73 patients
(5 pts excluded) >2 years post cessation of treatment for HCV. Changes in consumption were again
analysed for significance using the Wilcoxon signed-rank test. There was no significant change
in alcohol consumption between pre-test and >2 years post cessation of treatment. Mean alcohol
consumption at pre-test was = 3.92 and at > 2 years post cessation was = 3.89.
Patients tend to decrease their alcohol intake whilst involved with treatment, however by >2 years post
treatment alcohol intake was not significantly different to the historical intake. Further research into
drinking relapse factors is recommended.

Background and aims
Lamivudine (LAM) has long been the main treatment for chronic hepatitis B (CHB); therefore, many
patients with CHB are being or have been treated with LAM. We describe the treatment and virological
status of patients who received LAM for CHB.
Methods
We performed a cross-sectional observational study of patients treated for CHB. We selected
patients who had collected medication at least once between May and September 2009
and who had current or previous experience with LAM. Patients with cancer, HCV, and/or
HIV who received LAM as prophylaxis were excluded. Viral load (VL) at the last medical visit
was recorded. Prophylaxis was defined as treatment administered to patients without viral
replication but at risk of HBV reactivation after liver transplantation or immunosuppressive
therapy. Data were obtained from computerized medical records and pharmacy records.
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Results
Of the 183 patients who received treatment for CHB, 103 (56%) were included (42 liver recipients). On
initiation of their current treatment, 34% had cirrhosis. Fifty-six patients took LAM as first-line treatment
(29% prophylaxis), 4 in combination with adefovir, 24 as second-line treatment (4% prophylaxis), and
1 as monotherapy. In 23 patients, only previous treatment included LAM (4% prophylaxis), which
was administered as monotherapy in all except one. After a median of 988 days with their current
treatment, 96% of patients had an undetectable VL at the most recent determination. Two of the 4
patients with viral replication switched treatment <1 month ago, and the other 2 had <2,000 IU/ml.
Conclusions
In clinical practice, apart from prophylaxis, a high percentage of patients do not have viral replication
after many years on LAM. Moreover, all LAM-experienced patients achieved control of replication with
current regimens.
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Current estimates suggest that 90,000-160,000 people are living with chronic hepatitis B viral (HBV)
infection in Australia. HBV treatments are limited to 3-4 anti-viral drugs, either as monotherapy or in
combination, and treatment duration is uncertain. Adherence to anti-viral therapy is imperative to
prevent hepatic flares, liver decompensation, liver sequelae and possible drug resistance. Few studies
describe HBV treatment adherence or factors contributing to non adherence. The current study aimed
to explore treatment adherence, identify factors influencing adherence, and describe knowledge of
adherence, drug resistance and treatment outcomes, as well as participants’ perceptions of the risks
associated with missed doses.

1

In-depth semi-structured interviews (n=13) were conducted with people living with chronic HBV,
including participants from culturally and linguistically diverse (CALD) backgrounds, undergoing antiviral monotherapy or combination therapy. Consenting participants agreed to a digitally recorded
interview. Interviews were transcribed verbatim. Data were analysed using the constant comparative
method to identify key themes and analytical categories. Self-reported adherence was also compared
with pharmacy refill logs and HBV DNA.
Preliminary results suggest more than half of the participants reported non adherence to HBV
medications. All participants reporting non adherence had a detectable HBV DNA viral load. Health
risks and the development of drug resistance was not well understood by patients who reported non
adherence. Factors relating to non adherence were intentional and non intentional. Adherence was
associated with knowledge of HBV treatments and having a relative diagnosed with hepatocellular
carcinoma or end stage liver disease.
Study findings reported more than 50% of patients were non adherent to HBV medications. Further
exploration of factors impacting on patient adherence to HBV medications is warranted. Future
quantitative studies will investigate adherence and develop a monitoring tool.
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PEGYLATED INTERFERON-2
A FOR CHRONIC HEPATITIS
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EXPERIENCE

Pegylated Interferon-α (Peg-IFN) provides potential advantages over nucleos(t)ide analogues in
the treatment of chronic Hepatitis B (CHB) given its finite treatment course, durable response and
lack of drug resistance. Much of the evidence has been derived from controlled trials. Whether
these results can be replicated in a day to day, non controlled setting is unclear, particularly
given the questions surrounding the potency and tolerability of the drug. The aim of this study
was to examine the efficacy and tolerability of PEG-IFN-α2a in CHB patients in a clinical setting.

Ratnam D1, Dev A1, Rusli F1, Sievert
W1, Nguyen T2, Chen R2, Desmond
P2, Harley H3, Cheng W4, Lee A5

CHB patients treated with Peg-IFN-α2a (180mcg/week for 48 weeks) at 5 tertiary hospitals
were retrospectively identified. Baseline demographic data, histology and genotype, ontreatment virological and serological response were recorded. Treatment outcomes
were defined as ALT normalization, HBV DNA suppression and HBeAg seroconversion.
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HBeAg positive: 63 patients (65% male; median age
Median ALT 123, 82% had a viral load > 6 log IU/ml
HBeAg negative: 29 patients (80% male; median age
Median ALT 68, 48% had a viral load > 6log IU/ml
6.5% of patients discontinued therapy due to adverse events.

6-8 september 2010 @ The Sebel Albert Park, Melbourne, Victoria, Australia

33
and
42
and

years, 81% born in Asia).
8.5% had advanced fibrosis.
years, 80% born in Asia).
32% had advanced fibrosis

Hepatology nurses are advanced clinical specialists who have expert knowledge of liver health and
disease. In order to promote the specialty, the Australasian Hepatology Association (AHA) commissioned
the development of competency standards. The document covers five domains:
• Provision and management of nursing care of people with or affected by liver disease.
• Interdisciplinary coordination and care.
• Non-discriminatory practice.
• Professional self-care and development.
• Clinical and community leadership.
Each domain is supported by a series of competency standards and performance criteria, which
illustrate the elements of competent practice.
The AHA Competency Standards were developed in consultation with hepatology nurses and
key stakeholders in Australia and New Zealand, and were launched in April 2008. A pilot test was
conducted to validate the competency standards in clinical practice in 2007. Evaluation of the use
of the competency standards by AHA members was conduced in March 2009, through an online
questionnaire.
The pilot test collected in three stages: written feedback on the applicability of the competency
standards to the participants’ role; a self-assessment tool which required utilisation of the standards
to evaluate professional performance; and a semi-structured interview. Twenty two participants
were involved in the pilot test; 21 had used the competency standards during the study to assess
professional performance and develop position descriptions. Fourteen participants believed the
document described their role and responsibilities.

POSTER NUMBER: 19
PAPER NUMBER 92
DEVELOPMENT OF COMPETECY
STANDARDS FOR THE
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Hospital, Brisbane, Queensland,
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The evaluation questionnaire was distributed to 114 AHA members; 87 responded (76% response rate).
Respondents most commonly used the standards to identify professional development needs (74%),
guide their performance review (68%) and inform their position descriptions (61%).
The AHA Competency Standards is a validated document that guides the clinical practice of hepatology
nurses in Australia and New Zealand. The document is a valuable tool in describing the hepatology
nurses’ role to the community.

A recent study1 in NSW identified that during 2000-2007 930 children with Hepatitis B Virus (HBV) and
777 with Hepatitis C Virus (HCV) were reported to NSW Health. During the same period 79 children
with HBV and 29 with HCV were referred to specialist clinics at 3 tertiary referral children’s hospitals
in NSW (Children’s Hospital at Westmead [CHW], John Hunter Children’s Hospital [JHH] and Sydney
Children’s Hospital [SCH]). This highlighted the need to develop tertiary services for children with
chronic viral hepatitis.
The aim was to establish a state wide service to capture and manage children with chronic viral
hepatitis.
The aim was to establish a state wide service to capture and manage children with chronic viral
hepatitis.
A business case was submitted to NSW Health for a nurse coordinator to run this project. The NSW
Agency for Clinical Innovation (ACI) facilitated meetings involving input from the above collaborating
centres and from adult liver centres, general paediatricians, Neonatology, Drug and Alcohol, Hepatitis
C Council, Refugee Clinic and General Practitioners.
Seed funding for a dedicated nurse was obtained from NSW Health to coordinate this project. A series
of meetings were organised which established a collaborative network across NSW; children identified
with chronic HBV or HCV would be referred to an appropriate centre for management. A guideline
for screening at risk children was developed based on published international practice and expert
consensus. This included testing at risk infants with HCV PCR at the first baby check (8 weeks) and other
at risk children by standard techniques. In principal agreement was reached for treatment of children
with chronic HCV (protocol pending). Several patients have commenced treatment in one centre.
Links with industry were established to enable “compassionate supply” of drugs for children, as well as
enhancing consideration of PBS listing of HCV therapy for patients under 18 years of age Education to
raise awareness of HCV in children have commenced in adult facilities.
Successful establishment of the Paediatric Viral Hepatitis Network was undertaken with NSW Health.
Health professionals demonstrated enthusiasm for establishing a multidisciplinary state wide service
for chronic viral hepatitis.
1
Nightingale et. al. 2009 MJA;190:670-73 hepatitis.

POSTER NUMBER: 20
PAPER NUMBER 102
CHRONIC VIRAL HEPATITIS IN
CHILDREN – DEVELOPMENT OF A
STATE-WIDE SERVICE IN NSW
Sawyer JM1, Stormon MO1,
O’Loughlin T1, Jermyn V1, Smith C2
The Children’s Hospital Westmead,
Sydney, Australia; 2New South Wales
Agency for Clinical Innovation
Sydney, Australia

1

6-8 september 2010 @ The Sebel Albert Park, Melbourne, Victoria, Australia

131

CLINICAL MEDICINE

CLINICAL MEDICINE

CLINICAL MEDICINE

CLINICAL MEDICINE
POSTER NUMBER: 21
PAPER NUMBER 106
EVALUATION OF A NEW MODEL
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MANAGING CIRRHOTIC PATIENTS
ON HCV ANTIVIRAL THERAPIES
S Sheils, S Mason, Corney A, Tenison
F, Gleeson M, Pritchard-Jones J,
Strasser S
The A W Morrow Gastroenterology
and Liver Centre, Royal Prince Alfred
Hospital (RPAH), Sydney, NSW,
Australia

Hepatitis C management has for many years included shared care with general practitioners. Treatment
is commenced by a specialist, and ongoing care is shared between general practitioners (GP’s) and the
specialist. This has allowed Hepatitis C treatment to be decentralised and available to a greater number
of people.
Hepatitis B care has not enjoyed this model of care.
Many public hospitals have extended waiting lists and there is minimal availability of specialists outside
the public sector.
Many patients with chronic Hepatitis B do not have access to assessment for treatment, and are not
receiving appropriate screening for hepatocellular carcinoma.
This poster outlines the preliminary evaluation of a pilot of a new model of care for Hepatitis B.
A specialist is providing treatment within a Community Health centre and is employed on a sessional
basis by the Community Health centre.
The two Community Health centres involved have a large number of patients born in countries that
have high hepatitis B prevalence.
Initial assessment is by a GP with review as required by the specialist. Treatment is commenced by the
specialist who is the ongoing prescriber. Screening for hepatocellular carcinoma is shared with the GP.
The patient’s receive care at a location that they are familiar with and that is more accessible.
Investigations are not duplicated and evaluation shows failure to attend rates are low.
Many of the patients are from refugee backgrounds and do not speak English. On site interpreters are
available for a number of languages and telephone interpreters are also used.
We discuss the barriers that have been overcome to implement this care model and offer preliminary
evaluation of benefit.
With improvements in therapies, we have seen an increase in numbers of patients with HCV cirrhosis
seeking treatment. Referrals to this treatment centre are from GPs and other treatment centres. In
2009, 24% of HCV patients who commenced AVT at RPAH had liver cirrhosis and were treated within
a nurse-led model of care.
This model involves additional screening of all cirrhotic patients prior to AVT. They undergo endoscopy,
ultrasound/CT scan, AFP, CTP/MELD scoring, dietary assessment in addition to routine screening
processes for non-cirrhotic patients. They proceed onto treatment with their HCV nurse coordinating
their care among the multidisciplinary team.
On treatment, patients are reviewed 2-4 weekly in clinic. Monthly clinic review includes CTP/MELD
score, HCC surveillance and GP updates in addition to routine procedures for non-cirrhotic patients.
Between clinic visits, many patients require 1-2 weekly blood testing with team consultation and
phone contact to discuss dose modifications due to thrombocytopaenia, neutropaenia or other
adverse events (AEs). Documentation of all care is entered to electronic medical records in addition to
a specific department ‘flow’ sheet. Pre-approved protocols with pharmacy department have allowed
for ease of access to EPO and Filgastrim (accessed in approximately 20-25% of these patients).
Management within this model, which is under constant review, has resulted in 81% of this 2009
cirrhotic patient group completing treatment. End of treatment response was achieved in 50% of
patients with genotype 3 and 15% with genotype 1. 19% (four patients) were discontinued early due
to significant AEs including thrombocytopaenia and decompensation requiring hospital admission.
Up to date outcomes will be presented in this poster.
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The NSW Agency for Clinical Innovation (ACI) is a board-governed statutory health corporation
that reports to the NSW Minister for Health and the Director-General of NSW Health. The ACI’s
Gastroenterology Network established the Hepatitis Working Group (HWG) to assist with the
implementation of recommendations outlined in the Review of Treatment and Care Services in NSW
2008.
The HWG’s membership comprises doctors, nurses and allied health professionals. The clinical and
operational expertise of the group is used to advise on:
• Target setting i.e. to double the number of people with chronic HCV on antiviral therapy
• The implementation of workforce strategies to meet existing needs and future demand
• Defining an optimal service delivery framework development for HCV treatment and care including
the enhancement of services at an AHS level
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SUPPORTING CLINICAL
LEADERSHIP IN HEPATITIS C
TREATMENT AND CARE
Smith C, McCaughan G, Watt H
Agency for Clinical Innovation, New
South Wales, Australia

The optimal funding requirements for public patients
The group provides clinical advocacy for its members and through strong collaboration with NSW
Health, it has achieved a number of positive outcomes including:
• Clinical input on the optimal distribution of hepaitits C funding and Increased transparency on the
amount and distribution $4 million increase in hepatitis C funding for prevention and treatment
Coordinated clinician involvement in hepatitis C policy development in NSW Development of a
workforce analysis paper recommending the development of further education opportunities for
hepatology nurses
• Development of a hepatology Clinical Accreditation Program (Graduate Certificate) for hepatology
nurses
• Recommendations to NSW Directors of Nursing for New Graduate positions in hepatology and
ambulatory care
• Development of a to a best practice model of care developed in collaboration by the Ministerial
Advisory Committee on Heaptitis
• Distribution of nursing scholarship funds to nurses undertaking further education in hepatitis C
• Support for AHS hepatitis C Governance Committee
50 year-old Caucasian male, HCV-3a twice non-responder, utilizes multi-modal therapy targeting
molecular pathways suspected of impacting treatment response.
He treated with interferon-alfa-2b in 1997 and 2006 using peginterferon-alpha-2a (PegIFNα) 180μg
plus ribavirin (RBV) 800mg for 24 weeks. HCV-RNA was detected at end of treatment (EOT) both times.
Pre-treatment: Reverse insulin resistance, reduce inflammation and oxidative stress with diet, exercise
and supplements; acetyl-L-carnitine, alpha-lipoic acid, coenzyme Q10, N-acetyl-L-cysteine, S-adenosylL-methionine (SAMe), taurine, trimethylglycine (TMG) and vitamins C, D3 and E.
Reduced homeostasis model assessment of insulin resistance (HOMA-IR) score from 2.44 to 1.2; weight
from ~77 to 70kg; body mass index (BMI) from ~25.7 to 23.3; waist circumference from ~93 to 87cm.
Treatment:
1) 	SAMe plus TMG, vitamins B12 and folate taken to restore STAT1 methylation and improve interferon
signaling.
2) Pre-dosed RBV for 2 weeks to reach high serum concentration before first Interferon injection.
Titrated dose to maintain a >3g/dL drop in hemoglobin.
3) Pre-dosed Nitazoxanide (NTZ)* for 2 weeks to enhance viral decline (stopped after 10 weeks due to
sensitivity).
4) High-dosed PegIFNα-2b tapered to 120mcg/week over 8 weeks to enhance phase1 decline and
maintain continuous exposure.
5) 	Supplemental Vitamin D3 to enhance virologic response.
6) Duration 36 weeks (based on response).
* First in Australia given Therapeutic Goods Administration approval for NTZ use in HCV therapy.
HCV-RNA: Baseline 1,380,000 IU/mL.
After 2 weeks pre-dosing RBV + NTZ 559,000 IU/mL.
Week 1 104 IU/mL.
Week 2 <15 IU/mL (detected).
Undetected at weeks 4, 12, 24 and 36 (EOT) and weeks 4, 12 and 24 post-EOT.
In conclusion, modifying standard of care with a multimodal approach including reversal of insulin
resistance, pre-dosing RBV, addition of NTZ, early high dose PegIFNα-2b, supplemental SAMe plus TMG,
vitamins B12, folate and D3 overcame treatment resistance in this case, likely through enhancement
of interferon signaling.
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IS TREATMENT RIGHT FOR YOU?
HEPATITIS C TREATMENT AND
CARE AUDIOVISUAL RESOURCE
LIVERPOOL HOSPITAL LIVER
CLINIC

It has been anticipated that the impact of Chronic Viral Hepatitis C will produce an escalating health
burden over the next twenty years. By informing people affected by hepatitis C about Treatment and
Care we hope to encourage people to access treatment and care services.

Smith L, Levy M, Maidment C, Glass
A, Mouton M, Manambrakkat S, Ball
R, Fowler R, Petrovski I, Whelan M

The script has been focus tested by health care workers, treatment and treatment naïve patients and
carers with representation from Hepatitis C priority groups.

By presenting information via an audiovisual resource we aim to reach people with limited literacy or
education. The resource was produced after consultation with the hepatitis C multidisciplinary team, an
advisory committee and focus groups with the intention of translating this into four other languages.

This resource addresses issues including the Hepatitis C Virus, the natural disease history, transmission,
prevention, testing, treatment side effects, and management of side effects. It also includes discussions
about the different types of delivery systems and medications available. Furthermore information
covers healthy lifestyle tips to maintain optimal health and information that would be presented in a
clinic situation by members of the multidisciplinary team. This has been presented using two scenarios.
One scenario presents a patient making an informed decision to defer treatment until the time is right
for him and the other scenario follows a patient on her treatment journey.
We anticipate this will result in an increased knowledge of treatment and relevant support services, an
increase in the number of patients accessing health services for management. Also, an improvement
in health literacy in affected communities. This will enable education to health and other staff, therefore
reducing discrimination and stigma. Plans have been made to evaluate the resource by surveying users.
This has been approved by the SSWAHS and NSW Health for presentation as a DVD and the internet via
“You tube” by searching liverclinicliverpool
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Chronic Disease
Management: General
Practitioners with high HBV
case load are ready for
shared care.
Tremper SA1, Enright C2, Wills M1
1
General Practice Victoria,
Melbourne, Victoria, Australia
2
Cancer Council Victoria,
Melbourne, Victoria, Australia

The priority actions for the clinical management of chronic hepatitis B (CHB) listed in the First National
Hepatitis B Strategy (2010-2013) include improving access to clinical services by increasing the
involvement of general practitioners (GPs) in the monitoring and follow up, and exploring options for
primary care practitioners to prescribe hepatitis B virus (HBV) treatment in the community.
General Practice Victoria together with Cancer Council Victoria designed and commenced
implementation of a HBV GP education program. The aims included increasing testing for HBV in high
prevalence areas; increasing appropriate referrals to specialist centres; creating capacity within primary
care to enable chronic disease management (CDM) through shared care arrangements; preparing
Victorian GPs for the implementation of a HBV s100 prescriber program; and reducing the incidence
and improving the outcome of hepatocellular carcinoma (HCC) through enhanced access to HBV
management.
Guided by recently published epidemiological research, areas with a high prevalence of CHB were
identified. A three tiered education program was implemented in each of the high prevalence areas
in collaboration with local specialist clinics. GPs practising in these areas were invited to attend an
introductory, two hour CHB workshop outlining principles of risk assessment, diagnosis, referral,
HCC prevention and ongoing management. The same group of GPs was invited to attend a second
workshop which was designed to prepare both the specialists and GPs for shared care arrangements
from both clinical and structural perspectives. The third educational event was a half-day, intensive CHB
workshop equipping GPs with medical knowledge to confidently provide CHB care in the community.
Preliminary findings based on participant evaluation suggest that GPs practising in high CHB prevalence
areas are eager to take a more prominent role in the management of people who live with CHB and
provide CDM in primary care through formalised shared care arrangements.
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In Australia, 165,000 people are estimated to have chronic hepatitis B virus infection (CHB). One third
is believed to be undiagnosed, facilitating poor outcomes and ongoing transmission. Those at risk
of CHB typically rely on their doctors to identify the need for screening and prevention, however
there is evidence that for many this never occurs, or occurs too late. Appropriate follow-up and early
treatment can significantly improve the health of people with CHB. We propose a pilot CHB screening
intervention in general practice to improve the management of people at risk of CHB in Victoria.

POSTER NUMBER: 27
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MISSED DIAGNOSIS?
IDENTIFYING CHRONIC HEPATITIS
B IN GENERAL PRACTICE
Wang JYH1, Cowie BC2

The pilot program will provide CHB screening, prevention and monitoring of at-risk populations in
Victoria. Nine general practices will be involved in the project: the screening intervention will be
implemented in six practices and three will act as controls. The screening intervention will involve 1)
identifying patients at risk of CHB through the practice desktop system; and 2) desktop prompts to
general practitioners and a patient recall system to conduct screening and vaccination in the target
population. In addition, contacts of those diagnosed with CHB will be encouraged to participate in the
screening program.

Centre for Population Health,
Burnet Institute, Melbourne,
Australia; 2Division of Epidemiology,
Victorian Infectious Diseases
Reference Laboratory, Melbourne,
Australia
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Primary outcomes will include the proportion of the target population screened for, diagnosed
with, and vaccinated against hepatitis B. In addition, we will obtain practice and general practitioner
feedback on the feasibility of the screening intervention.
CHB will become an increasingly important long-term health issue in Australia in view of the large
number of migrants from regions with high CHB prevalence. This pilot program aims to reduce the
proportion of patients with CHB who have not been diagnosed by developing a clinical interface
that assists doctors in optimising diagnosis and screening, a key priority area identified in the National
Hepatitis B Strategy.

In 2009, 129 participants from metropolitan and regional New South Wales (NSW) and metropolitan
Victoria completed the ASHM Advanced Course in Hepatitis C Nursing. The course was designed to
reflect the advanced practical skills and knowledge outlined in the Australasian Hepatology Association
Competency Standards for the Hepatology Nurse.
Formal educational opportunities in hepatitis C for nurses new to the sector and those practicing at
an advanced level are rare, despite a clear demand for education and an endorsement of the need for
nursing education in the Third National Hepatitis C Strategy, 2010-2013.The ASHM hepatitis C nursing
education course is the only stand alone course for nurses in Australia and New Zealand specifically
addressing the challenges of hepatitis C nursing. As a result, many nurses working in the sector have
had little formal training in hepatitis C.
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An evaluation of the course was conducted by ASHM and also independently by the National Centre in
HIV Social Research. Overall, the evaluation found that the course was well received by the participants,
was a valuable networking opportunity and that the knowledge and skills developed continued to
impact positively on participants’ clinical practice three months after attending the course.
However, different learning needs were identified between nurses working in regional and metropolitan
areas; practice and hospital nurses; and nurses in Victoria compared to NSW. Therefore, a one-size-fitsall course model is not appropriate for the diversity of nurses working with people with hepatitis C.

2

The presentation will outline the immediate and long-term impacts of the course on the clinical
practice of nurses working in hepatitis C and the importance of tailoring the education to suit the
participants’ learning needs. Also discussed will be the necessity of formal education in this sector to
validate nursing practice, to ensure nurses are confident and competent in their practice.
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QUEENSLAND PRISONS:
CHALLENGES FOR THE FUTURE

People in custody are disproportionately affected by viral hepatitis. In Australia, up to 40% of male and
70% of female inmates have been exposed to the hepatitis C virus. The number with hepatitis B is
estimated between 1.8 and 3.2% - over twice that in the general community. Transmission of hepatitis
B and C in Queensland custodial settings is exacerbated by the absence of harm reduction options.

Bannar-Martin SH1

Historically, inmate health has been managed by Queensland Corrective Services (QCS). The QCS focus
was on security; prisoner health was not a major priority and blood borne virus issues considered
minimal. In 2008, Offender Health Services (OHS) was created as a division of Queensland Health,
and assumed responsibility for management and delivery of health services in prisons, including
employment of health staff.

Hepatitis Council of Queensland

1

While the creation of OHS has increased focus on viral hepatitis, it has also led to a massive cultural
shift for QCS. Hepatitis Council of Queensland (HCQ), recognizing that support and collaboration
within the custodial framework is essential in addressing viral hepatitis in prisons, developed a working
partnership with QCS and OHS and has collaborated on development of the QCS HIV, Hepatitis C and
Sexually Transmissible Infections Strategy 2008-2011.
Although this collaborative model has led to new initiatives and significant change, all parties remain
faced with significant challenges in the decade ahead. These include facing the reality that inmates
inject drugs and have limited access to harm reduction options. Inmates and staff continue to have
limited access to hepatitis education and operational barriers limit inmate access to treatment.
Looking back, significant improvements have been achieved over the last 10 years. Looking forward,
HCQ believes that the challenges for the next decade can be managed and overcome under this
collaborative model.
POSTER NUMBER: 30
PAPER NUMBER 143
THE COMPLEX JOURNEY OF
HEPATITIS C TREATMENT - WHEN
PROMOTING TREATMENT I S NOT
ENOUGH
Bazley K
Hepatitis NSW Australia

One of the recommendations of the NSW Treatment and Care Review (2008) was to double the number
of people on hepatitis C treatment by 2012. This will require a concentrated effort to increase access
to treatment for people who have been under represented in treatment to date – for example people
who inject drugs, Aboriginal people and people with mental health issues.
Mathematical modeling (eg. doubling the number of people on treatment to cap current levels of liver
disease) is appealing because it sets clear and measurable targets.
However simply promoting treatment in equal measure to all people with hepatitis C is inadequate
and essentially problematic - clinically, socially and ethically. It is clinically inadequate because those
who are most at risk of advanced stage F2/3 liver disease may not be specifically targeted. It is socially
and ethically problematic because the resources and infrastructure may not be in place to adequately
support people from marginalized priority populations through the complex and often difficult
process of completing treatment.
Simply promoting treatment is not the same as improving access to treatment and care for people
who need it most. What is required is a holistic, coordinated and socially responsible approach.
This poster presentation will draw from a number of disciplines to suggest a framework for treatment
matching that takes into account the diverse needs of people affected by hepatitis C. It suggests
that what is required is a comprehensive and ongoing approach to assessment that takes considers
hepatitis C clinical indicators as well as psychosocial and cultural/contextual needs. It also suggests
a number of models of care ranging from supported self management through to collaborative case
management or shared care approaches. It shows how these can be tailored and adapted to suit
the changing needs of people as they traverse the complex journey from treatment decision making
through to treatment completion.
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This pilot study investigates the impact of stigma and disclosure in the workplace for people living with
Hepatitis C in the ACT. Participants describe their experiences of stigma and discrimination during
guided interviews using open and closed questioning. A grounded theory coding process is used to
identify themes and categories exploring the experiences influencing disclosing or not disclosing their
condition. The findings support previous research and add to the literature highlighting the impact
of workplace stigma and disclosure. In summary, looking back and looking forward, participants find
that it can be risky business disclosing one’s hepatitis C in the workplace and in the broader aspects
of their life.

A particular area of concern with regard to the transmission of hepatitis C is injecting within sexual
or intimate relationships. Australian surveillance data shows that rates of sharing equipment among
sexual partners is high. However, there is very little recent work in Australia or internationally which
addresses the sexual relationship as a site of hepatitis C transmission and/or prevention.
The HIV/AIDS & Related Programs Unit of South Eastern Sydney Illawarra Area Health Service
commissioned the National Centre in HIV Social Research (NCHSR) to conduct a pilot study of interviews
with people who were in a long-term relationship with a person who also injected drugs. A stipulation
of the funding was that the project included a skills development component for staff of the Area’s
Needle and Syringe Program (NSP).
The researchers developed a capacity building arm including background literature about the topic
under investigation and a training component in qualitative methodology so that NSP staff might gain
an increased understanding and appreciation of qualitative research and become more engaged in
the research methodology.
This paper reports on the response of NSP workers to this capacity building approach. It outlines the
conceptual and practical approach to conducting skills-building activities, the responses from the
participants in these activities and the impact of this on the research process.
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RISKY BUSINESS: HEPATITIS C
STIGMA AND DISCLOSURE IN THE
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The paper also outlines the very valuable contribution of up-skilling and engaging NSP staff in research
and acknowledges the contribution that staff can make to ensuring that research is adequately
conceptualised and outcomes are explicitly linked to practical interventions.

The Hepatitis C Public Health Promotion Pilot Program (the Program) was conducted by the Pharmacy
Guild of Australia and funded by the Commonwealth Department for Health and Ageing under the
Fourth Community Pharmacy Agreement. 320 pharmacies were targeted in areas with an identified
high prevalence of hepatitis C or injecting drug use.
Pharmacies are in a unique position to provide a cost-effective and ready source of advice and support
in relation to health issues for consumers as they are readily accessible in local communities and have
existing related programs including the opiate treatment program and needle and syringe program.
As stated in the Third National Hepatitis C Strategy 2010-2013, increased awareness will encourage
people at risk of contracting hepatitis C, and those who have contracted the virus but remain
undiagnosed or untreated, to seek testing and treatment. Pharmacies can be a key source of
information and advice as Australia’s most commonly used health-service provider, having nearly
400,000 people visit the nation’s 5000 community pharmacies each day. As such, pharmacies are in
an ideal position to help promote awareness and offer support to people with hepatitis C and those
who have yet to seek diagnosis, advice or treatment.
The Program aimed to increase the capacity of community pharmacy to provide quality assured
information and advice for people with hepatitis C, promote awareness and understanding among
the population in issues associated with hepatitis C, including diagnosis, education, prevention,
availability of treatment services and removal of existing stigmas.
The partnership approach was integral to the Program as it has involved key stakeholders including
Hepatitis Australia, the Australasian Society for HIV Medicine, and the Australian Injecting and Illicit
Drug Users League. Most importantly, the Program involved people living with hepatitis C to ensure
the real issues were addressed in an appropriate manner. Numerous training and consumer resources
were developed through this a partnership-based approach, essential in any public health/health
promotion campaign.
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THE PHARMACY GUILD OF
AUSTRALIA’S HEPATITIS C PUBLIC
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People with Hepatitis C come from a wide range of backgrounds, ethnicity, culture and class, and most
report that their experiences of stigma and discrimination often cause them more anguish than the
virus itself.
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INTIMATE INJECTORS: TOWARDS
A SYSTEMIC AWARENESS
OF DRUG INJECTING
PRACTICE WITHIN INTIMATE
RELATIONSHIPS
Gray R, Brener L and Treloar C

Clients entering needle and syringe programs (NSP) often encounter workers imparting information
on risk management strategies, in relation to their injecting drug use. Primary risks are perceived
as transmission of blood borne viruses, vein management and broader risks, such as poverty and
violence. These workers engage in a range of activities that include support and psycho-education
to up-skill clients in many areas of health and mental health management. However, many of these
processes work with the client in isolation. Recent research into drug injecting practice between
heterosexual couples reveals that couples are highly likely share drug injecting equipment. Moreover,
risk management strategies may be negotiated through a series of co-existing pressures, like sexual
practice and relationship dynamics.

National Centre in HIV Social
Research, University of New South
Wales, Sydney, Australia.

This oral presentation will outline findings from in-depth interviews with fifteen people who inject
drugs in Sydney, Australia. Thematic analysis of the data was guided by a process informed by grounded
theory and revealed a prevalence of statements that support the hypothesis that partnered injecting
drug use is co-created and can become habitual and ritualised. This can impact on the frequency
and authenticity of negotiations about drug injecting practice between hetero-sexual partners,
which in turn presents new challenges for updating or fine-tuning risk management strategies that
relate to injecting drug use. Additional analysis was undertaken to examine the influence of relational
dynamics inherent to injecting drug use, by viewing the data through the lens of systemic counselling
techniques. This analysis has been used to formulate practice suggestions for frontline workers. The
goal of these suggestions is to enhance existing health promotion activities, by frontline workers, and
increase opportunities for clients to avoid exposure to HIV / AIDS and Hepatitis B and C.
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WHAT HAPPENS WHEN
TREATMENT FAILS? DEVELOPING
A BETTER PRACTICE MODEL FOR
HEP C CLIENTS POST TREATMENT

Anecdotal evidence suggests that clients who have relapsed post Hepatitis C Virus (HCV) anti-viral
therapy experience a range of issues, including a sense of failure, depression and may exhibit symptoms
of anxiety.
When first diagnosed with HCV, numerous studies have reported that pre and post test counselling
reduces anxiety and facilitates acceptance and results in a less stressful response to a positive HCV
diagnosis.
To date there have been no studies into the benefits of counselling for clients who are at a point in
their treatment program when testing will be required, either during or following completion of HCV
anti-viral therapy.
A Satisfaction Survey was undertaken to both record and explore the experiences of clients who have
relapsed post HCV anti-viral therapy and to illustrate the benefits of pre and post test counselling to
prepare clients for the possibility of non-response or relapse.
Those clients who have failed to respond to treatment were invited to participate in a semi structured
interview and to complete a short questionnaire. Information gathered from the questionnaire was
analysed to identify themes.
The information gained will improve client health outcomes; it has facilitated the development of a
model of care to prepare and support clients prior to and immediately following test results and allows
the identification of strategies that may help clients negotiate ongoing issues resulting from the failure
of treatment.
The ultimate goal is to improve the client’s journey by recognising that there needs to be as great a
focus on the end of treatment as there is on the beginning.

Janssen CJ
Department of Gastroenterology
and Hepatology, St George Hospital,
New South Wales Australia
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Looking back, transphobia has had a critical impact on the health and wellbeing of transpeople particularly if they are living with a chronic illness, such as hepatitis C. In such instances, many people
become further ostracised and marginalised, as they have to live with the ‘double burden’ of both
chronic illness and gender-related discrimination. In my presentation, I will discuss my experiences
of life with chronic hepatitis C and the impact of my transition. It is widely acknowledged that living
with a chronic illness is extremely tough, and requires a great deal of self-management – especially in
relation to treatment. It is less clear the difficulties transpeople, must overcome in managing a chronic
illness and issues with recognition of identity when dealing with government agencies i.e. Centrelink
and Medicare, as is the complications with treatment for hepatitis C while taking hormone therapies.
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Transpeople & Hep C

Lenton E
Hepatitis C Victoria, Australia

Lewis J
Hepatitis Council of Queensland

My experiences of being Transgender/sexual, and living with hepatitis C, have reinforced the
importance of moving forward through this challenging environment and acknowledging the link
between human rights and health service provision. I and other LGBTI people have faced discrimination
when accessing health services. It is vital that we, as a community, strive to recognise human rights
as the primary value of health and health service provision, irrespective of LGBTI or health status.
Unfortunately, the reality of the current health care paradigm is that you are born with human rights
but they can be arbitrarily removed or diminished throughout your life, if you don’t fit within the norms
of gender & heterosexuality. We should be championing human rights into the future by improving
models of care, prevention initiatives, and increased treatment support for gender diverse people.
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High rates of new hepatitis C infections, the ease with which hepatitis C is transmitted via injecting
equipment, and current infection control guidelines all promote the need to protect and control our
bodies and environments from spreading disease. As Hepatitis C Educators, we are responsible for
the task of raising awareness about these risks and encouraging risk minimisation strategies amongst
community health workers. All of these phenomena produce a complex set of challenges to the
provision of ethical hepatitis C education. On one hand, educators are responsible for developing
messages in relation to sterile and risk free workplaces, articulating sometimes subtle and complex
ideas around risk and risk management for both people who inject drugs and for workers, and
concepts including unseen blood, disease transmission and harm reduction policies and practices.
On the other hand, we must ensure that we do not perform our role in ways that may produce and
reproduce anxieties and stigma that will impact upon people who inject drugs and people who are
living with hepatitis C.
This paper addresses two main areas of hepatitis C education. First, this paper reflects on how Hepatitis
C Educators manage the fine balance between discussing the implementation of standard infection
control practices, whilst at the same time delivering prevention messages that aim to raise awareness
of new transmissions that occur through ‘unseen’ blood. Second, this paper investigates how these
ideas can often contribute to the anxiety surrounding disease transmission amongst community and
health workers. Finally, I will explore whether alternative options are available to Educators and discuss
how Educators can deliver ‘ethical’ training despite the challenges.
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HepCaustralasia is the longest running hepatitis C peer support website in Australia. Launched in 2003
by the then Hepatitis C Council of NSW, the site currently boasts in excess of 450 members.
The main purpose of the site is peer support, where people connect with others who are hep C positive
and offer friendly advice and companionship. The value of this connecting cannot be overstated with
a condition as stigmatized and isolating as hepatitis C.
The site is a meeting place and once people feel more comfortable and have established connections
they can use private messages for more personal exchanges. This often goes further, where groups of
members meet in person as informal support groups, and become friends. Informed and empowered,
some members have gone on to become positive speakers, and volunteers, employees or board
members of state hepatitis organizations.
The site has been a place for researchers to make contact with the infected community, to canvass
ideas and experiences, to shape policy and strategies. Educational resources are focus tested with input
sought from members on content, ensuring accurate portrayal of the human experience of hepatitis C.
The widespread use of social networking sites such as Facebook has changed the complexion
of online support sites, creating challenges in maintaining membership numbers for forum sites
like HepCaustralasia. Facebook groups abound but are generally not moderated or focused like
HepCaustralasia is. While site content is not censored, the member guidelines and moderator group
ensure that the quality of material posted is high.
The continued support of HepCaustralasia is an essential part of Australia’s hepatitis C social policy.

Drug use, in most cases, takes place in a social environment. Although there is a wealth of research
on how the physical and social environment impacts on hepatitis C virus (HCV) risk, there has been
little exploration into the influence of social networks and how these networks can be a potentially
important and modifiable risk factor for HCV seroconversion.
This qualitative study involved interviews with 24 participants in New South Wales who self-reported
HCV seroconversion within the last two years. The study aimed to explore participants’ awareness and
attribution of events and environments in which they believed their HCV seroconversion occurred.
Most study participants’ believed that their seroconversion was the result of sharing and reuse of
injection equipment, although the immediate event or environment was not always easily identified.
This could suggest ongoing and repeated sharing and reuse risk incidents in a number of social
environments occurring over a period of time.
Sharing and reuse of injection equipment was frequently attributed to the influence of the social
network present at the time of injection. These influences included others being in charge of injection
equipment or drug preparation, being injected by others, an inability to be vigilant or having the power
to challenge unsafe practices and the impact of relationships and intimacy. Our data highlight how
the injection environment interacts with social settings during any injection episode and in particular,
what actions are possible in different settings. It also identifies where harm reduction and blood
borne virus messages targeted at individual level behaviour change may be incomplete because they
ignore the complex social relations and environments in which drug use takes place. One challenge
for the hepatitis C harm reduction in the next decade is therefore to combine individual level risk
reduction and social network-based approaches.
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Currently it is estimated that only 2% of all Australians living with CHB receive antiviral therapy. Factors
that may influence health service access include cultural perceptions, low levels of education and
limited access. Given that co-morbidities are also common in the Indigenous population, these
complexities need to be considered in the context of provision of screening and treatment for
Indigenous Australians.
Little is known about experiences of or attitudes to HBV treatment, especially among Indigenous
Australians. This presentation will briefly review previous research on HBV among Indigenous
Australians and discuss the aims and objectives of a new participatory research project working
with Indigenous individuals, families and communities affected by HBV. The project will examine
local understandings of HBV infection, illness, and treatment and identify barriers to screening and
treatment. The management of chronic HBV infection is complex and the use of local knowledge and
understandings provides cultural relevance for effective HHC prevention and treatment initiatives. At
its completion the project will provide health care providers, researchers and policy makers with a
deeper understanding of the HBV-related concerns and needs of Indigenous Australians.

Hepatitis C anti-viral therapy and associated side effects can impact on a person’s ability to work,
home duties, mood and family relationships. Assessment for anti-viral treatment therefore requires
exploration of psychosocial supports. Anecdotal reports from patients of the Royal Prince Alfred
Hospital in Sydney and the Hepatitis C Council of NSW indicated treatment impacted on relationships
with their family members and friends. No study has assessed the support needs of informal caregivers
for hepatitis C patients. Sydney South West Area Health Service (SSWAHS) in partnership with the
Hepatitis C Council of NSW and the NSW Users and AIDS Association developed this project to gauge
and address the needs of carers for patients on hepatitis C anti-viral therapy. This paper provides further
details on the assessment stage.
A needs assessment of support mechanisms for families and carers of hepatitis C patients was
conducted at Royal Prince Alfred, Concord and Canterbury Hospitals and through the Hepatitis C
Council of NSW in inner Sydney. Patients and a nominated family member, friend or other informal
carer have been recruited to date. The patients and carers self-completed cross-sectional surveys
regarding their experiences during treatment. The carer is asked to rate on a Likert Scale from 1 to
5 the importance (I) of 40 support items and how easy it is to access (EA) assistance. These support
needs covered four areas: Information; Patient Care; Psychological; and Personal Care. Results to date
will be presented.
Providing supportive environments is crucial to effective health promotion. To date the needs
assessment highlights areas where informal social supports can be aided in providing supportive
non-clinical care for hepatitis C patients. In the future it will inform carer resource development and a
clinical review to identify ideal periods to provide support. We will discuss plans to apply of the findings
to the health promotion strategies in the projects second stage.
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While targeted immunisation efforts have significantly reduced the incidence of hepatitis B virus (HBV)
infection among Indigenous Australians, as a population they remain at increased risk of infection.
Indigenous Australians constitute 2% of total Australian population but 16% of the population living
with chronic hepatitis B (CHB). Incidence of hepatocellular carcinoma (HCC) is five to ten times higher
than in the non-Indigenous population.
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Body piercing and tattooing are here to stay and these industries present us with very challenging
environments to address viral hepatitis. If correct precautions are not taken, blood-borne viruses such
as hep B, hep C, HIV and a range of bacterial infections can be transmitted to staff or clients.
An article published in 2001 by the Department of Health and Ageing, ‘Prevalence of tattooing and
body piercing in the Australian community’ identified that injecting drug users are five times more
likely to have a body piercing and nine times more likely to have a tattoo, than the general population.
The aim of this project was to prevent the incidence of workplace infection within body piercing and
tattooing businesses located in South Australia. We delivered six specialist infection control and blood
awareness workshops with a focus on how to minimize harm to themselves and their clients.
Preventative strategies for these industries included:
• Training in best practice with new infection control information
• Tailoring blood borne virus transmission information
• Strongly encouraging hep B vaccination for all staff
• Developing relevant resources for industry to display in their studios
• Equipping Environmental Health Officers (EHOs) on infection control strategies to enable them to
confidently inspect studios
The challenge of this project was getting the piercing/tattooing industry involved as they have not
always been open about their practices and procedures. The tattooing and piercing industry worked
collaboratively with the project managers which created strengthening relationship and opportunities
for future work in the prevention of BBV’s. The workshops were a big success as 50 body piercers, 84
tattooists and 25 EHOs were trained with very positive feedback received.
Looking back these industries had little information on blood awareness or infection control and this
work has strengthened their commitment to adherence to guidelines as well as connection with the
key services where they can gain more information and support. Looking forward, we endeavour to
cultivate this new relationship and support structure while aiming to prevent the spread of BBV’s and
protect public health.
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The National Hepatitis C Needs Assessment was conducted to identify the information and support
needs of people living with hepatitis C. A triangulation of qualitative (focus groups and interviews) and
quantitative (electronic and hard copy questionnaire) methodologies were used. Data was collected
between March and July 2008.

Richmond JA,1 Tyrrell H. 1

In total, 327 people with hepatitis C participated in the needs assessment: 261 responded to the
questionnaire; 55 participants were involved in eight focus groups; and 11 semi-structured telephone
interviews were conducted.

Hepatitis Australia, Canberra,
Australian Capital Territory, Australia.

1

The findings of the needs assessment revealed that participants’ preferred to obtain hepatitis C
information through face-to-face contact with other people with hepatitis C and health professionals,
and from printed resources. However, fear of hepatitis C-related stigma was a barrier to accessing
information through these methods. Thus highlighting the role of the internet in facilitating anonymous
access to information.
Participants identified there was a lack of written information on treatment options and clinical trial
developments, symptoms of hepatitis C, assistance with interpreting clinical information, and the
social aspects of living with hepatitis C.
The need for hepatitis C support focused on validation of symptom experiences, help in making
decisions about hepatitis C management and treatment choices, and practical assistance with meal
preparation, shopping and cleaning. Many participants preferred to access support from other people
with hepatitis C, because they were empathetic. Face-to-face was the preferred method of obtaining
support, but disclosing they had hepatitis C was a barrier. The internet and written personal stories
were highly valued sources of support because anonymity could be maintained at the same time as
hearing about other people’s experiences.
Recommendations arising from the needs assessment will guide evidence-based planning and
delivery of hepatitis C information and education programs, and support services throughout Australia.
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This presentation will report on three statistically important areas for callers, including how we respond
to callers concerns:
• Medical management - representing (968) discussions;
• Health and wellbeing (self management) - representing (1291) discussions;
• Treatment based decisions - representing (1231) discussions.
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This presentation will reflect on the last three years by examining the rationale for the service, the
challenges of operation, quality control and staff training. We’ll also discuss current practises and
philosophy and how our Infoline experience influences our response to changing needs within the
community.
What can we learn from our past experience to inform us about future Infoline caller and operational
needs? What can we learn from evaluation? What do stakeholders have to say and how can we use
their feedback to improve services?
We will discuss preparing for future needs in an environment of increasing medical/scientific advances
and increasingly raised community awareness, and forecasting potential challenges and responses and
discussion of existing possibilities, including;
• Incorporating chronic disease self management practices and a holistic solution-based approach;
• Synchronising Infoline information/support discussions with our face to face activities;
• Future resourcing needs, including staff training, use of technology and media to broaden capabilities
and reach;
• Nationwide standardised response;
Using telephone based services to promote and enhance our face to face contact with clients and
sector workers.

Correctional Primary Health Services has progressively introduced a Hepatitis C treatment program
inside Risdon Prison since September 2008. We note that cessation of all drugs and alcohol use activity
is not a pre-requisite to successful hepatitis c treatment. CPHS has developed a questionnaire that seeks
to understand attitudes to drug and alcohol use and associated lifestyle issues in prisoners. Attitudes
to drug and alcohol issues amongst those prisoners who have been treated and those who are either
waiting to be treated or are blood borne virus negative vary widely. A control group of non-prisoners
has been selected from among the prison health staff and prison officer population. We report on our
findings and how such attitudes affect prison processes and how attitudes change after successful
hepatitis c treatment.
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The Hep C Infoline has received over 3000 calls since it was implemented in June 2007. It is a free
telephone service providing information, support and referrals to people and workers affected by
hepatitis C. Callers require detailed information that will assist them to make decisions that lead to
improved health outcomes. This requires Infoline educators to explore the nature of callers’ concerns
that may cover a range of complex topics.
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Looking Back. Clinic 96 developed in 2008 as a community based hepatitis C treatment service in the
large NSW regional centre of Orange, when the region found itself without any hepatitis C services.
The development of the clinical service was assisted by the successful application as a pilot ETHOS
(Enhancing Treatment for Hepatitis C in Opioid Substitution Settings) site. Hepatitis C treatment,
assessment and delivery is provided, including for clients not receiving drug dependency treatment.
Referrals come from a range of sources including the two local gastroenterologists, Drug and Alcohol
and STI services, General Practitioners, Aboriginal Medical Services and self-referral. Data will be
presented from the first 2.5 years of operation. To date 88 clients have been assessed and 20 initiated
on treatment. Since August 2009, ‘Clinic 96’ clients being assessed for hepatitis C treatment have
been offered enrolment in the ETHOS Cohort Study with 19 participants enrolled, of whom 11 have
commenced treatment.
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Moving forward. The establishment and early success of the community-based hepatitis C service
has been built on several unique features. These include having a GP trained in hepatitis C treatment
through the Australasian Society for HIV Medicine (ASHM) S100 pilot initiation prescriber project as part
of the team, being co-located in an opiate pharmacotherapy setting, Drug and Alcohol service input
and regular case management including three monthly teleconferencing between the team and a
tertiary-hospital based hepatitis C specialist.
Challenges for the next decade remain. The most fundamental in Greater Western Area Health Service
(GWAHS) is to utilise the NSW Health dedicated hepatitis C funding. Clinic 96 is run part-time on a
limited budget and remains reliant on ETHOS funding to operate. Other service based challenges
include ongoing hepatitis C up-skilling of GP’s and other health professionals, lack of a rural Fibroscan
and shortage of psychiatric services.
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An audit study was conducted to determine the seroprevalence of antibodies to hepatitis C virus (HCV)
in the Northern Territory (NT) prison population for the period of 2003 -2005.
HCV testing was mandatory for all NT prisoners upon entry to prisons during the study period. Data
for HCV testing was retrieved from the databases used in the Darwin and Alice Springs prison health
services. Seroprevalence was calculated.
A total of 3124 individuals were identified. HCV testing results were available for 2985 people (95.6%),
2596 males (87.0%) and 171 females (5.7%), and in 218 (7.3%) sex was not recorded. The overall
seroprevalence was 4.1% (95% CI: 3.4-4.9%), 4.3% (95% CI: 3.6-5.2%) in males and 6.4% (95% CI: 3.311.2%) in females. Among those, 2144 identified as Aboriginal (71.8%), 447 as Caucasian (15.0%), 168
as other ethnicity (5.6%), and 226 with unknown ethnicity (7.6%). The seroprevalence was 1.5% (95%
CI: 1.0-2.1%) for Aboriginals, 19.7% (95% CI: 16.1-23.7%) for Caucasians and 1.8% (95% CI: 0.4-5.1%) for
other ethnicity. The highest seroprevalance was recorded in the 40 years and over age group (8.5%,
95%CI: 6.3-11.2%).
The overall seroprevalence for HCV among NT prisoners was low in comparison to other prison
populations in Australia. This study is important as it is the first to report on HCV seroprevalence among
Aboriginal prisoners in the NT. The information from the study can be used to inform policy making
and blood borne virus service provision for HCV in the NT prisons and in the wider community.
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Hepatitis C is a significant public health issue in New Zealand. Effective response requires new initiatives
to reduce barriers to diagnosis, assessment, management and to increase uptake of HCV treatment
thus reducing the morbidity and mortality of those infected.
Lifestyle choices, stigma, psychosocial issues and the resulting marginalization often discourages those
most affected, current or past injecting drug users (IDU), from accessing health-care services to identify
and manage their HCV and deters them from actively seeking treatment.
In February 2008 a Nurse-led Hepatitis C Community Clinic was established at the Rodger Wright Centre
Needle Exchange Programme in Christchurch. The Clinic is located adjacent to the needle exchange
and provides a non-judgemental, confidential environment to access testing, diagnosis, monitoring,
management, support and an integrated referral pathway to secondary care based HCV treatment.
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The service is open to anyone who has reason to believe they have been exposed to hepatitis C but
particularly targets past/current IDU to provide equitable care.
The Clinic offers a multidisciplinary team approach that includes a full time hepatitis C Nurse Specialist,
a part time General Practitioner and Social Worker and access to a peer support worker to provide
holistic care and meet the multiple health needs often faced by IDU.

This presentation will outline the process, pitfalls and possibilities to date.

Hepatitis C virus (HCV) is a major cause of chronic hepatitis throughout the world. Accurate diagnosis
of HCV infection is important not only because of its associated morbidity and mortality but also in
patients exhibiting an active infection and monitoring of interferon therapy. Anti-HCV Ab ELISA is in
practice to diagnose the HCV infection, However the Viral load estimation is mandatory to know the
response of therapy by molecular test. Recently HCV total core Ag ELISA has been developed for the
early detection. Nucleic acid techniques remain expensive and largely unavailable in many laboratories
in the developing world. Hence the present study was designed to evaluate the clinical utility of HCV
total core Ag for the early diagnosis and management of HCV infection. This study was conducted
in the Department of Microbiology, Maulana Azad Medical College New Delhi during the period of
May 2006 to July 2009. Five ml of the blood sample were collected aseptically from 300 Liver Disease
Patients. All subjects were screened for the presence of Anti-HCV Ab and HCV total core Ag by ELISA.
Viral load was quantified in all HCV RNA positive patients. The average prevalence of anti-HCV, HCV
total core Ag and HCV RNA positivity among the total 300 patients of Liver diseases were found to be
16.67%, 12% and 13.67% respectively. A significant good correlation between HCV total core antigen
conc. and viral-RNA copy number (Pearson r=0.4533, P value=0.0026 and r2=0.2055) was observed in
all 35 patients which were positive for both parameter. The detection of HCVcAg by ELISA is a simple,
good, inexpensive, reliable, and specific assay which can be used in place of NAT for indirect indicator
of viral load estimation in hepatitis C virus infection, especially in limited resources setup of developing
countries.
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The Clinic is a three year pilot project currently funded by the Ministry of Health. Fourteen months into
the pilot the Clinic is showing promise in meeting outcomes and has enrolled over 250 clients and
referred 32 clients to treatment. It has recently extended service delivery to include weekly clinics at
the Community Alcohol and Drug/Methadone service.

EPIDEMIOLOGY, PUBLIC HEALTH AND PREVENTION
POSTER NUMBER: 50
PAPER NUMBER 144
GETTING ON WITH IT: ENGAGING
‘AT RISK’ POPULATIONS –
HEPATITIS B SCREENING AND
VACCINATION

The prevalence of chronic hepatitis B in Australia is approximately 1%, however this prevalence is
concentrated in migrant and aboriginal populations. More than one quarter of Australians were born
overseas; with many migrants and refugees coming from regions with intermediate (2-7%) or high
(>8%) incidence of chronic HBV. Increased migration of people from highly endemic HBV countries
such as Asia and the Pacific, sub-Saharan Africa, the Middle-East and the Mediterranean region, has
produced an increasing prevalence of chronic HBV, with many of these people at risk of developing
life-threatening complications such as cirrhosis and liver cancer.
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Universal infant HBV immunization has contributed to maintaining a low prevalence of HBV in this
country, however many migrants may not have been immunized, or have contracted the virus
perinatally, at or during birth prior to vaccination programs. Screening for HBV is recommended as part
of the Refugee Health Assessment post arrival, however many individuals who arrive in Australia under
other visa groups have limited access to medical services because of cost and /or language barriers.
This presentation will discuss an outreach program that offered free HBV screening and vaccination
to a migrant population through the collaboration of community, hospital, government and
pharmaceutical representatives working in partnership. 364 migrants (representing 25 language
groups) were provided education in hepatitis B to increase their knowledge of the virus, engage them
in a pre-test discussion (prior to screening) and to facilitate informed consent. The aims of screening
were to identify susceptible individuals so that they could be offered vaccination, while those identified
as having chronic HBV were referred for follow-up and specialist opinion. This presentation will provide
the learnings and evaluation of this pilot program with the intention of encouraging further screening/
vaccination programs for ‘at risk’ communities in the future.

Worldwide, hepatocellular carcinoma (HCC) is the sixth most common form of malignancy but due
to its poor prognosis it ranks as the third most common cause of death from cancer. An estimated
680,000 deaths worldwide from HCC was estimated in 2007.
With this increasing burden of disease which is reflected in Australian statistics, Liver Clinics have a
responsibility to increase vigilance when monitoring their patients for HCC in order to avoid patients
‘slipping through the cracks’.
The main objective to prevent deaths from HCC is early detection through screening programs to
identify precancerous changes or early stage cancers when they can be treated most effectively.
Organised screening of defined populations and early treatment is the most effective way to prevent
HCC related deaths.
In accordance with American Association for the Study Liver Diseases (AASLD) Guidelines, surveillance
for HCC should be performed on a six monthly basis depending on risk factors. The guidelines
recommend monitoring by abdominal ultrasound and alphafoetoprotein.
HCC is strongly associated with chronic hepatitis B or chronic hepatitis C infections. The hepatitis B
virus is endemic in South East Asia while hepatitis C virus (HCV) is most prevalent in African and Eastern
Mediterranean regions.
The Liver Clinic at St George Hospital supports patients with liver disease from the St George region
where a high percentage of the population originate from South East Asia, China and the Mediterranean.
In order to ensure compliance with established surveillance guidelines a clinical audit of Liver
Clinic patients is currently being undertaken as a review of our service. The results of this audit and
recommendations will be presented.

6-8 september 2010 @ The Sebel Albert Park, Melbourne, Victoria, Australia

EPIDEMIOLOGY, PUBLIC HEALTH AND PREVENTION

The Australian Immunisation Handbook recommends hepatitis A and B vaccination for patients with
hepatitis C to prevent complications associated with co-infections. As part of a broader strategy to
increase the accessibility of hepatitis A and B vaccines to those at risk of acquiring these infections
by sexual transmission and injecting drug use, in 2005 WA Health started providing hepatitis A and B
vaccination for patients newly notified with hepatitis C. The aim of this study was to determine the rate
of vaccine uptake and course completion (measured by vaccination order rate) among patients newly
notified with hepatitis C in WA between 2007-2008.
In 2007 and 2008, WA Health sent vaccine order forms to the notifying doctors of 1702 patients notified
with hepatitis C. The vast majority (71%) of these patients were notified by a general practitioner or
primary care provider (termed GP), 26% by a Dr who was not a GP and 3% by a doctor of unknown
affiliation.
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Vaccination order rate for patients notified by GPs (37%) was much higher than that for patients notified
by other doctors (4%). Completion of vaccination orders among patients for whom an initial vaccine
order had been received was low, with final vaccination doses being ordered for only 30% of patients
notified by a GP and 20% of patients notified by other doctors.
Provision of free hepatitis A and hepatitis B vaccines to patients diagnosed with hepatitis C in WA
was associated with higher vaccination rates among patients notified by a GP than those previously
reported. Although we cannot be certain about the cause of this observation, it seems reasonable
to assume that the elimination of some previously indentified obstacles to vaccination, including
the burden of vaccination cost and practitioner knowledge of the importance of vaccination, were
contributing factors. The low vaccination order completion rate is comparable with those reported in
similar populations and indicates the need for doctors to emphasise to their patients the importance
of completing the vaccine course.
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The aim of this study was to describe characteristics of drug and alcohol practitioners attending
hepatitis C virus (HCV) treatment education courses and to evaluate their HCV knowledge and barriers
to HCV assessment and treatment.
Questionnaires were administered at six courses and one focus group. Data collected included
practitioner and clinic demographics, HCV assessment and treatment knowledge and practitioner
perception of HCV treatment barriers for both clients and the practitioner.
Seventy-two questionnaires were completed. Forty-five percent of attendees were medical
practitioners, 38% nurses and 19% other health care practitioners. Twenty- seven practitioners (38%)
were clinic-based, 14 (19%) from community health centres, and 10 (14%) hospital-based, with
82% employed in the public setting. The major services provided at sites included on-site opiate
pharmacotherapy services (92%), HCV information brochures (71%), HCV testing (54%), one-onone education/counselling (51%), detoxification services (50%) and distribution of clean injecting
equipment (26%). Practitioners reported low availability of on-site HCV specialists (15%), on-site HCV
nursing (22%), HCV treatment (17%) and information sessions for clients with HCV (15%). Forty-nine
percent reported participating in HCV education/training in the past 2 years with only 30% referring
more than 5 patients to an HCV specialist in the past year. Overall, awareness of treatment regimes was
limited, with 51-69% of practitioners unsure of the correct treatment duration for HCV genotypes (14) and 57-72% unsure of appropriate response rates to therapy. Seventy-five percent of practitioners
believed HCV to be an important issue for clients they see in the opiate pharmacotherapy setting, but
only 26% believed HCV was important to clients themselves.
Few practitioners were providing HCV services, leading to low referral rates for HCV treatment. Reported
barriers to HCV assessment and treatment included inadequate staff education and on-site facilities,
insufficient treatment knowledge and practitioner perception that HCV is a low priority for clients.
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We evaluated specialist assessment and treatment for community-acquired HCV infection.
From June-August 2008, a cross-sectional study was conducted to evaluate HCV treatment
considerations among participants recruited through mailing lists, opiate pharmacotherapy clinics,
needle-syringe programs and pharmacies dispensing opiate pharmacotherapies. Participants
completed self-administered surveys containing information on socio-demographics, health status
and care utilization, previous HCV information and HCV specialist assessment and treatment. Logistic
regression models were used to evaluate factors associated with HCV specialist assessment and
treatment.
Of 900 enrolled, 70% self-reported HCV infection (n=634). Recent (past 6 months) injection drug use
(IDU) was reported in 44% and 65% were receiving opiate pharmacotherapy. Mode of HCV acquisition
was IDU in 82%, blood products in 9% and other/unknown in 9%. Specialist HCV assessment was
reported in 51%. Factors independently associated with specialist HCV assessment included older
age, not receiving opiate pharmacotherapy, having been told they have cirrhosis, having previously
asked for information about HCV treatment, having been told by a doctor to go on treatment, having
seen a general practitioner in the past six months, greater HCV knowledge score and a greater
HCV symptoms score. HCV treatment was reported in 24%. Factors independently associated with
having received treatment included being male, no IDU in the previous six months, not receiving
opiate pharmacotherapy, fibrosis stage, having been told by a doctor to go on treatment, greater HCV
knowledge score and knowing someone who has died from HCV.
Facilitators for specialist assessment included information seeking, healthcare engagement, physician
reinforcement that treatment may be required, knowledge and symptomatic infection. Participants
receiving opiate pharmacotherapy were less likely to have HCV assessment and treatment. Targeted
strategies to enhance specialist assessment and treatment uptake in the opiate pharmacotherapy
setting could include enhancing HCV knowledge and increasing reinforcement by physicians that
treatment may be required (particularly among symptomatic individuals).

Prevalence of Chronic Hepatitis B (CHB) is high within the Asia-Pacific region and people born in this
region comprise a significant proportion of people with CHB in Australia. A survey was conducted to
assess the status in Hepatitis B knowledge and practices of vaccination, testing and treatment among a
convenience sample of Chinese (n=442) and Vietnamese (n=433) people in Brisbane, Australia.
A modest level of knowledge was found among both Chinese and Vietnamese participants. However,
only about 50% of the participants correctly identified sexual transmission was a risk. Of particular
concern was that only approximately one in four (23%) Chinese and one in three (32%) Vietnamese
knew that sharing foods and drinks did not transmit hepatitis B.
The rate of ever testing and vaccination was 61% and 52% among the Chinese and 80% and 60%
among the Vietnamese, respectively. Majority of Chinese (70%) indicated that they were immunized
in their home country while 73% of Vietnamese had been immunized in Australia. Many Chinese
(54%) and Vietnamese (34%) indicated that they took the test as part of regular health checks. Women
were less likely to recall testing than men in both ethnicities. Among the Chinese, those with higher
knowledge levels were more likely to report vaccination than those with the lowest knowledge score.
Nine Chinese (3.5%) and 38 Vietnamese participants (11.6%) had received a positive test result. Of these
6 Chinese and 30 Vietnamese reported seeing a doctor. Only one Chinese and 19 Vietnamese were
currently on treatment (mostly western medicine).
This study provides a starting point in identifying potential strategies for intervention. Certainly
education targeting both health workers and communities is a priority to generate awareness about
the potential impact of the infection and the need for greater testing and monitoring.
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In order to extend hepatitis B virus (HBV) immunization to twenty-five-year old adolescents, Ministry
of Health and Medical Education (MOH&ME) implemented HBV mass vaccination campaigns covering
adolescents born in 1989-92. The first three-round campaign of this series was implemented in 2007.
This study conducted a cost estimate and analysis of this campaign.
This cost analysis was conducted applying health system perspective. The cost variables considered
in this study were recurrent costs, personnel costs, publicity costs, transportation costs and overhead
costs. Data to estimate recurrent, national-level supervision and publicity costs was obtained from
existing data and through interview with experts in MOH&ME. To estimate vaccine administration,
provincial supervision and outreach teams' costs, data was gathered from specific provinces, and then
expanded the results to the country. Transportation and overhead costs were estimated using WHO
recommended proportions.
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The costs in this campaign are much lower than in similar programs in developed countries and could
be further decreased in some alternative scenarios. Publicity costs have been too low and needs more
attention in future campaigns.

Gender has a significant impact on hepatitis C health promotion. Males are over-represented in hepatitis
C prevalence (roughly 1.75 to 1). On a pro-rata basis, they are also over-represented in hepatitis C liver
failure (2.43 to 1). In general, Australian men are shown to access GP consultations at a lower rate than
females, and men with hepatitis C in NSW are shown to under-utilise services such as the Hepatitis
Helpline. This pattern of under-access of healthcare access also reflects that found among Aboriginal
men.
We will argue that given the poorer morbidity and mortality outcomes for men with hepatitis C, and
the lower rate of access to healthcare enjoyed by men, specific consideration should be given to the
packaging of hepatitis C health promotion to men in general, and to men within key target groups:
people who inject drugs (including ‘at-risk’ youth, people from CALD backgrounds and people from
rural and remote areas), people in custodial settings and Aboriginal people.
We will describe our Men and Hepatitis C Health Promotion workshop and two key actions coming out
of the workshop: appointing a male education and training officer within our staff team, and initiating
a Liver Health campaign, to run in four men’s lifestyle magazines in the later half of 2010.
We will explore the above issues, drawing from Causes of death after diagnosis of hepatitis B or
hepatitis C infection (Amin 2008), Development of a National Men’s Health Policy: An Information Paper
(Commonwealth 2008), Review of Indigenous Male Health (Centre for Indigenous Australian Education
and Research 2009) and the work of men’s health promotion consultant, Greg Millan.
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Total cost for three rounds of the campaign was estimated as US$ 8.991 million including 24% for
recurrent costs, 42% for personnel costs, 31% for transportation costs, 0.1% for publicity costs and
3% for overhead costs. Total cost was estimated as US$ 2.3 per dose administered. Sensitivity analysis
indicated that increasing campaign coverage and using under 20 year-old vaccine dosage will decrease
the cost to US$ 1.9 per dose administered. On the other hand, decreasing campaign coverage and
using above 20 year-old vaccine dosage will increase the cost to US$ 2.5.
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In Australia, about 90% of the estimated 10,000 new cases of hepatitis C virus (HCV) infection in 2008
were attributable to injecting drug use. Surveillance conducted through 52 needle syringe programs in
2008 (n=2270) found that 50% of long-term injectors (>8yrs) have biological markers of HCV infection.
We conducted qualitative research to explore long term injector’s perceptions of the factors that
enabled them to avoid hepatitis C infection. Participants were drawn from the N2 cohort, a prospective
cohort study of people who inject drugs in Melbourne. Eligibility criteria for the current study were
laboratory confirmed HCV antibody and HCV RNA negative serostatus. Data was collected through a
semi structured in-depth interview, was digitally recorded and transcribed verbatim. Thematic analysis
was conducted.
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All participants (N=28) reported having initiated injecting more than eight years ago. Analysis of the
interview data identified several themes, including the role of “luck” in avoiding hepatitis C infection
Our analysis shows two contrary but distinct types of ‘luck’ – passive luck which is beyond the control
of people and active luck which people can be seen to make for themselves.
Individuals explanation of passive luck includes: having limited control over their environments
especially their injecting environment, having innate personal characteristics like ‘special blood’, and
luck where there is no real explanation. Alternatively the data reveals a more active and assertive
dimension to avoiding hepatitis C infection. The range of personal and environmental resources
appears key to staying free from hep C. These include access to employment, choice and control of
the types of drugs used and the type of support networks available.
There is much in the narratives of drug users from this cohort to utilise and build upon for the
development of innovative prevention programs.
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Hepatitis C is one of the fastest growing infectious diseases in the world. However there are certain
groups of people with HCV such as injecting drug users who do not access main stream health services
or general practitioners for fear of discrimination. With the growing pressure on health services to
deliver effective health care within the constraints of health care budgets, the focus has turn on models
of care that are effective, safe, provide a high standard of care and are sustainable. However in the field
of hepatitis C the focus has been on the developing clinical guidelines for screening and treatment or
regimens, to increase efficacy of treatment and management of treatment side effects rather then on
evidence based models of care.
The aim of this review is to investigate the different of models of care currently used and identify the
key elements of those models that can be used to develop services that will be accessed by all groups
of HCV infected people.
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Providing access to and encouraging utilisation of sterile needles and syringes by people who inject drugs
is now considered an important and necessary component of Hepatitis C Virus prevention programmes.
Within the Australian and New South Wales context a wide variety of structural and environmental
interventions have been developed to improve access to and utilisation of sterile injecting equipment
such as Needle Syringe Programs, peer education interventions and vending machines through to
policies and education programmes to encourage more appropriate disposal of used needles and
syringes. The accessibility of these structural and environmental initiatives to people who inject drugs is
dependent on a broad range of institutions – NSW government (Parliament, agencies and departments),
through to local councils and non-government organisations – which are responsible for the
implementation of programs and services through their legislation, planning instruments and policies.
This paper presents the findings of a study conducted by the Institute for Sustainable Futures, University
of Technology Sydney which explored the way that the legislation, planning instruments and policies
created by institutions promote sterile needle and syringe accessibility for people who inject drugs.
The study provides insight into how these diverse institutions independently facilitate accessibility –
e.g. through their own policies, legislation and planning instruments; and how the inter-relationships
between these institutions facilitates accessibility in the NSW context. Building on these insights the
paper concludes by identifying diverse strategies within the NSW context for enhancing accessibility.
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We conducted a retrospective study of all notified HB cases in WA between 1990 and 2004. Yearspecific notification rates, gender, age group, geographic area and ethnic-specific notification rates
were calculated. Rates were directly age standardised to the total Australian population as at June
30 2001. Chi-square tests and relative rate ratios were obtained to compare incident rates between
genders, age groups and to assess trends.

Centre for Health Services Research,
School Of Population Health
Western Australia
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The total number of HB notifications fluctuated between 300 and 540 cases per year (mean 438.3
+ 70.5 SD). The notifications more than doubled in 2000 (n = 962), following the inclusion of data
from laboratories. HB in WA was more common in males than females (ratio of 1.6:1). This difference
was statistically significant (P < 0.001). Over time, the age group 20-29 had the highest incidence rate
(766.2/100,000) followed by the age group 30-39 (572.3/100,000). Western Australians, born in South
East Asia represented the highest proportion (17%), followed by North East Asians (9%). Indigenous
people comprised 15% of the notifications in the study period, despite making up only 3.5% of the
state population. HB rates were higher in residents of remote areas with the highest rate recorded in
1999 (191/100,000).
This study showed that the trends of HB notifications in WA between 1990 and 2004 were significantly
associated with age, gender, indigenous status, country of birth and residential remoteness.
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An estimated 600,000 persons die worldwide annually due to the consequences of Hepatitis B (HB). A
number of risk factors have been found to be associated with HB in Western Australia (WA), such as age,
gender, indigenous status, country of birth and residential remoteness. This study aims to investigate
trends in notifications of HB over time in WA, to describe the demographic characteristics of all notified
cases, to discuss the association between the observed notification trends with external factors such
as changes in data collection procedures, and to compare notification rates of HB in WA with other
Australian jurisdictions.
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OF HEPATITIS C VIRUS AND
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INFECTION IN thalassaemic
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who undergo long-term
haemodialysis IN SRI LANKA

Multitransfused patients and patients who undergo long-term haemodialysis are at high risk of
acquiring Hepatitis C virus (HCV) and hepatitis B infection. Anti-HCV prevalence has not been studied
in high risk groups since 1999 in Sri Lanka. Genotypes of HCV prevalent among these patients are
unknown. Hepatitis B vaccine is an important strategy of prevention of hepatitis B infection in these
patients.
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Study group consist of 359 thalassaemic patients and 283 patients who undergo long-term
haemodialysis. Patients who have had five or more transfusions or have undergone five or more
dialysis were tested for anti-HCV with an ELISA Repeatedly reactive samples were subjected to RT-PCR
for the detection of HCV RNA. Genotypes were identified by semi-nested RT-PCR using primers specific
for genotypes I to IV. Seroconversion to hepatitis B vaccine was assessed after primary course of the
vaccine by detecting an anti-HBs titre > 10 ImU/l by an ELISA.
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The objectives of the study were to determine the seroprevalence and prevalent genotype/s of HCV,
to assess the coverage and seroconversion of hepatitis B vaccine in above mentioned two cohorts of
patients.

Prevalence of anti-HCV antibodies among thalassaemic patients and haemodialysis patients were 3.9
% (14) in 1.06% (3) respectively. HCV infection was detected in 41.17 % (7/17) patients. Genotypes II/1b
(4), III/2a (1), IV/2b (1) and non I – IV (1) were prevalent in these two multitransfused patient cohorts.
Coverage of hepatitis B vaccine was 82.45% in the thalassaemic group and 64.5% in the dialysis
cohort. Seroconversion to the hepatitis B vaccine was 78.3% and 31.9% in thalassaemic and long-term
haemodialysis patients respectively.
The most prevalent HCV genotype was type II/1b in these patients. Hepatitis B vaccine should be given
to multitransfused and haemodialysis patients before starting therapy. Seroconversion to the vaccine
should be assessed especially in dialysis patients.

POSTER NUMBER: 63
PAPER NUMBER: 209
UTILITY OF DRIED BLOOD SPOTS
(DBS) FOR DETECTION OF HBsAg
, HCV AND HIV IN FIELD STUDIES:
A PILOT STUDY
Joshi NJ, Vemu L, Mamidi N, Vanjari
N, Kumar A
Department of Gastroenterology
& Department. of Microbiology,
Nizam’s Institute of Medical
Sciences, Hyderabad,India.

152

The utility of dried Blood Spots (DBS) on Whatman filter paper No. 3 for detection of HIV I & II antibodies
& HIV RNA is well established. The present pilot study was aimed to evaluate the utility of this technique
for detection of HBsAg, anti HCV & HIV antibodies in the field study. A hepatitis B vaccination camp
was organized at Hyderabad Municipal Water Supply & Sewarage Board. One hundred & thirty blood
samples were collected by finger prick on Whatman No 3 filter paper (Whatman International, Europe).
The filter paper with six printed circles of standard size( ½” diameter) made on one side of half circle
disc was used. A 3 mm. saturated blood spot was eluted overnight in 150µl PBS- tween 20.The eluted
sample was used for HBsAg, anti HCV & HIV antibodies I & II using commercially available ELISA kits.
130 subjects included 9 females & 121 males in the age group of 20-57 yrs. HBsAg & anti HCV were
positive in one subject each, while HIV I was reactive in 2 subjects. These positive samples were positive
by spot test (HEPACARD for HBsAg) & HIV Tridot & HIV 4th generation ELFA by VIDAS system. The utility
of pooled samples was also evaluated (10 elutes per pool) by ELISA as prevalence of the markers was
low. The single eluted positive sample was also positive in the pool both by ELISA & SPOT test. The
study shows that DBS is a useful technique for detection of HBsAg, HCV & HIV. The dried blood spot
technique is rapid & can be performed anywhere by minimally trained personnel. It has proven to be
a highly effective means of sample collection and storage therefore suited for screening programs in
developing regions such as India
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Hepatitis B virus [HBV] affects almost 5% of the total population worldwide with India having about 45
million of them. The majority of the affected population is detected incidentally without any symptoms.
The prognosis of the inactive HBsAg carrier is considered primarily benign in the West, where majority
of HBV infection is acquired during adulthood. However, it is remarkably different in follow-up studies
from Asian countries where most chronic HBV infection is acquired during infancy or childhood. This
mammoth pool of HBV infected population needs to be properly assessed & followed up to minimize
morbidity & mortality in them. In the present study we have undertaken the serological, biochemical
& molecular studies in Incidentally detected asymptomatic HBsAg Subjects(IDAHS) at a tertiary care
centre. A total no of 95 IDAHS were included in study. All subjects were further evaluated for liver
function test, serological markers like HBeAg, anti HBe & anti HCV, US abdomen, quantitative HBV DNA
was done in 69 cases. Detailed h/o source of infection, blood transfusion & other personal details were
recorded. There were 67males and 33 females in the age range of 1-62 years. H/o previous transfusion
was seen only in 5% while H/o surgery, dental procedures and sexual promiscuity was seen in 31%,
20% and 13.6% respectively. Raised ALT (>40units/litre) was observed in 22%. Majority of patients were
HBe negative (81%). DNA load of <10,000 was seen in 42% and >10,000 was seen in 22% who required
treatment. Family screening, vaccination and counseling was done in all. In conclusion, horizontal
transmission is commonly seen and majority of IDAHS are HBe negative. A significant proportion (22%)
although asymptomatic had significant disease requiring treatment. The study suggests that IDAHS
need to be evaluated to minimize morbidity & mortality in a country like India
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Research has indicated that the transmission of hepatitis C by people who inject drugs can be reduced
by enhancing distribution of sterile needles and syringes. The purpose of this project is to design and
evaluate a model to identify opportunities for future growth of the Needle and Syringe Program in
Hunter New England, NSW.
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REDUCING HCV TRANSMISSION:
MODELLING A FUTURE FOR NSP
IN HUNTER NEW ENGLAND

Model based analysis is used to describe the current situation in the 25 local government areas
(LGAs) in Hunter New England. A range of indicators are tested in the development of the formula
for the modeling exercise, including age, gender, Aboriginality, HCV notifications, current distribution
patterns and estimated injections. The effect of the model will be to detect gaps in service provision,
better inform planning of service delivery modalities, quantify resources required to meet best practice
standards and provide advocacy for change. Additionally, the model will monitor outcomes from
interventions at a service delivery level.
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The prototype of the model will be examined during the presentation, using data from several LGAs.
The modelling shows considerable variables, with some areas of gross deficit and others of possible
oversupply thereby, identifying possible opportunities for expansion or redistribution of resources.
Practice wisdom from workers indicates support for the outcomes. Limitations to the model will be
described. Future developments include trialling the model in all other Areas in NSW to examine the
rigour of the tool.
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The primary goal of this project is to describe an approach where evidence of injecting drug use
behaviours, and of required needle distribution to reduce HCV transmission are applied to setting
targets for NSP services at a local government area level.
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Sydney South West Area Health Service (SSWAHS) covers sixteen local government areas of the inner
west and south western suburbs of Sydney and serves a population of more than 1.36 million people.
Currently it employs over 23,000 staff. It also has the highest prevalence of Hepatitis C and Hepatitis
B in NSW.
The AHS is currently developing the Chronic Viral Hepatitis Strategy 2010-2015. This is the third
Strategy involving hepatitis C to be developed for the inner west of Sydney (previously Central
Sydney AHS). It is the first for south west Sydney. This new Strategy builds on the partnerships and
strategies of the two previous Strategies which guided the Central Sydney AHS response to hepatitis
C between 1999 and 2008. It is the first Strategy involving hepatitis B.
There will be priority action initiatives in a number of key areas: education and prevention; diagnosis,
treatment, and support; surveillance; community and workforce development. In identifying models
of care the plan will consider the strengthening of partnerships between SSWAHS services, and
with other Government authorities, non-government organisations, primary care practitioners and
communities at risk of disease.
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A Steering Committee is guiding development of the Plan along with the 4 working groups
(prevention, early intervention, treatment and care and community) and an external consultant. The
Committee has a broad Membership.
The Strategy is due to be completed by August 2010. This presentation will provide an overview
of progress, feedback from community and health professional focus groups and interviews,
partnerships and strategies.
1
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In NSW, chronic hepatitis B (CHB) disproportionately affects migrants born in countries of high hepatitis
B (HBV) prevalence. As HBV sero-prevalence rates are highest in Southwest Sydney, this area was
selected for the B Positive pilot program which aims to optimise the detection and management of
CHB in general practice. The program also offers educational seminars to all GPs in the program area.
We measured the HBV knowledge of participant GPs prior to each seminar, using a validated, anonymous
knowledge survey. We calculated knowledge scores overall and of HBV testing and immunisation, CHB
screening and HBV epidemiology. The gender and ethnic affiliation of participants and whether they
spoke an Asian language were recorded. We enquired as to year of graduation, whether they worked
full time, and estimated the number of CHB patients in their practices.
A total of 88 surveys were available for analysis, with response rates ranging from 96-100%. 52
participants (59%) had not attended a previous seminar and formed the basis of this analysis. 75 % of
participants were male, 87% self-identified as Asian-Australians, 62% had graduated ≥20 years before,
56% worked full time and 35 % cared for ≥20 people with CHB. The overall proportion of correct
responses was 65%. 32 % of participants correctly answered both questions regarding HBV testing.
The median knowledge scores were 15 (out of 23) for HBV testing, 3 (out of 6) for CHB screening and 4
(out of 6) for questions related to HBV epidemiology. 80% of respondents correctly identified Chinese
immigrants as having a higher rate of CHB infection than other Australians. Approximately 50% knew
that CHB infection rates in Chinese immigrants were higher than those recorded in people with HIV
infection, men who have sex with men, or people who inject drugs.
This survey suggests that providing additional GP information on hepatitis B may significantly improve
CHB detection rate at primary care level.
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The B Positive pilot project aims to optimise the detection and management of hepatitis B (HBV) in
general practice. In order to update local GPs in South West Sydney on recent advances in this area,
a series of hepatitis B seminars were offered to all GPs practising in the program area, as part of an
accredited continuing medical education (CME) program.
We ascertained GP knowledge about HBV prior to each seminar, with participants completing a
validated,1 anonymous knowledge survey. We calculated the overall knowledge scores and scores for
knowledge of HBV testing and immunisation, CHB screening and HBV epidemiology. The gender and
ethnic affiliation of participants and whether they spoke an Asian language was recorded. We enquired
as to time since graduation from Medical School, whether they worked full time, and asked them to
estimate the number of CHB patients they cared for. We compared the knowledge scores of “seminar
naïve” attendees with those of GPs who attended one or more previous seminars.
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The survey suggests that providing additional GP information on hepatitis B is effective in improving
HBV knowledge scores, which may translate into improved CHB detection and management in their
practices.

Globally, an estimated 180 million people are infected with hepatitis C virus (HCV). Surveillance of
HCV is recommended by the World Health Organisation (WHO), but HCV surveillance is challenging
because HCV is asymptomatic in approximately 85% of cases and it is difficult to monitor the primary
risk-group – people who inject drugs. A review of HCV surveillance systems was conducted to identify
best practice.
English language papers describing 34 surveillance systems in 13 countries were identified. Each
surveillance system was classified as population-based (monitor entire population; n=19), or sentinel
(monitor a subset of the population, n=15). Case-ascertainment was classified as passive (n=18),
active (n=2), automated (cases are notified automatically using electronic systems; n=5), repeated
cross-sectional survey (n=5), or enhanced (systematically follow up cases or physicians for additional
information before final case classification, n=4).
Case definitions published by the WHO, and official bodies in the EU, the US, Canada, and Australia
rely on detection of HCV specific antibodies, making it difficult to distinguish between new cases
(including re-infections), chronic cases and infections that have been cleared.
Of the 15 population-based passive surveillance systems, seven have estimated system sensitivity
(proportion of true positives captured), with estimates ranging from 17%-53%. Where automated
sentinel surveillance systems have operated alongside passive systems, more cases were notified by
automated systems.
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Very few systems were able to collect useful risk-factor data from passive notifications. In systems
that followed up patients (n=3) or physicians (n=6) to gather additional information, risk factors were
available for 48%-56% and 31%-89% of cases, respectively.
In conclusion, sensitivity may be improved by automating laboratory reporting. Current systems do
not effectively distinguish between new cases (including re-infections), chronic cases, and infections
that have been cleared. Innovative methods will be required to distinguish such cases and collect
more complete risk-factor data.
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Of the total of 88 attendees (overall response rates of 96 -100%), 41% had participated in one or
more previous seminars. There were no significant differences in the gender, ethnic mix, time since
graduation, or proportions of GPs working full time among the two groups, but more GPs caring for
≥20 people with CHB attended more than one seminar. Median knowledge score improved from 15 to
18 (p=0.002). The median score for CHB screening indications improved from 3 to 4 (p=0.015) and from
4 to 5 for disease epidemiology questions (p=0.002).
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The aim of this study was to evaluate mortality during recent HCV infection.
ATAHC was a prospective study of the natural history and treatment of recent HCV infection.
Participants were eligible if they were within 6 months of their first anti-HCV antibody positive result
and had a documented anti-HCV seroconversion within 24 months, or acute clinical HCV within the
past 12 months. HCV participants received PEG-IFN α-2a (180 µg/week, n=74) and HCV/HIV co-infected
participants received PEG-IFN α-2a (180 µg/week) with ribavirin (n=35) for 24 weeks. Reported ICD-10
codes determined the underlying cause of death. All-cause mortality rates were evaluated.
Overall, 163 participants with recent HCV infection were enrolled (77% had ever injected drugs).
Between June 2004 and February 2008, six deaths were observed over 305 person-years (2.0 cases per
100 p-yrs; 95% CI 0.7-4.3). Causes of death were drug-related in four (67%), neoplasm in one (17%) and
unknown in one (17%). Among participants having (n=111) and not having (n=52) received treatment
for HCV, the mortality rate was 1.4 per 100 p-yrs (95% CI; 0.3-4.0) and 3.5 per 100 p-yrs (95% CI; 0.7-10.1),
respectively. In Kaplan-Meier analysis, treatment was not associated with an increased rate of mortality
(P= 0.24). The mortality rate among participants having (n=99) and not having (n=64) reported recent
injecting drug use was 2.1 per 100 p-yrs (95% CI; 0.6-5.3) and 1.8 per 100 p-yrs (0.2-6.4), respectively. In
Kaplan-Meier analysis, recent injecting was not associated with mortality (P= 0.87).
In this study, the majority of deaths during recent HCV infection were drug-related. The observed allcause mortality rate among recent injectors is consistent with other international studies among IDU
populations. Treatment for recent HCV infection was not associated with an increased mortality rate.

This project aimed to provide an in-depth analysis of the pharmacy NSP activity within the GSAHS. The
project aimed to map current pharmacies participating in the pharmacy ‘fitpack” scheme, pharmacies
selling needles and syringes on a commercial basis, previous Pharmacy “Fitpack” Scheme activity and
reasons for non continuance. It has prioritised areas in ‘need’ of extended NSP services via pharmacy
activity, made recommendations in regard to priority areas and liaised with the NSW Pharmacy Guild
to feed back relevant information.
According to the NSW NSP Strategic Planning Report the accessibility of sterile injecting equipment
on a geographic basis across NSW is suboptimal. Supplying sterile injecting equipment through
community pharmacies can greatly increase the amount of access people have to injecting equipment.
The project was undertaken with the assistance of the Australian Pharmacy Guild, NSW Branch.
Letters outlining the project and a short survey were send to all Pharmacies with the GSAHS region.
Pharmacies were further contacted by phone for more extensive interviews.
98% of the pharmacies interviewed are members of the Pharmacy Guild and 30% are active members
in the Pharmacy Fitpack Scheme. Discontinuance of Pharmacy Fitpack Scheme participation was
predominantly due to changes in ownership of Community Pharmacies. Non-participation in the
Pharmacy Fitpack Scheme was explained in terms of, lack of awareness of a need for the project, lack
of support structures and lack of financial incentives. Other reasons for non-participation included fear
of stigma, fear of clients and moral judgements.
A set of recommendations, based on the mapping project has been developed and implemented.
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Tattoo and piercing have been suggested as a risk factor for hepatitis B (HBV) and hepatitis C (HCV)
infection. However, results in the literature are inconsistent possibly due to confounding factors like
drug use. To examine whether tattooing and piercing are indeed risk factors for HBV and HCV we
conducted a study among people with multiple tattoo’s and/or piercings in the Netherlands.
Tattoo artists, piercers and people with multiple tattoo’s and/or piercings were recruited during tattoo
conventions in 2007-2008 in Amsterdam (N=125), through tattoo shops (2008; N=22), and during
a bi-annual survey at the STI clinic Amsterdam (2008; N=132). After obtaining informed consents,
participants were interviewed and blood was tested for anti-Hbc and HCV antibodies. IDU were
excluded for the analysis because of their increased risk for HCV as well as MSM because of the recent
sexually acquired HCV outbreak in this group.
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We found no evidence for an increased HBV/HCV seroprevalence among persons with multiple
tattoos/piercings in the Netherlands. In our country having a tattoo and/or piercing should therefore
not be considered as a risk factor for HBV/HCV in the non-IDU population.

Little is known about the prevalence of HCV in migrants originating from non-Western countries. To
determine whether targeted HCV screening and prevention programs for migrants are needed, we
examined the HCV prevalence and determinants among individuals of non-Western ethnicity living in
Amsterdam, the Netherlands.
Data were obtained from three different surveys: 1) random sample of pregnant women, 2003,
(N=5069), 2) heterosexual visitors recruited during an biannual survey of the STI clinic, 2007-2009
(N=3895), and 3) random sample of the general population, 2004 (N=1309). Blood was tested for HCV
antibodies and demographic data were collected. All MSM were excluded because the recent sexually
acquired HCV outbreak in this group. Differences between HCV-positive and HCV-negative participants
were examined.
HCV seroprevalence in the three surveys was low (respectively 0.3% (95%CI=0.2-0.5), 0.3% (95%CI=0.20.5), and 0.6% (95%CI=0.3-1.2), for survey 1, 2 and 3). Although the HCV seroprevalence among nonWestern participants was higher compared to Western participants (respectively for survey 1, 2 and 3:
0.6% vs. 0.1%, 0.4% vs. 0.2%, 0.7% vs. 0.4%), this difference was only statistical significant among pregnant
women (survey 1) (P=0.02). HCV-positive participants of non-Western origin were mainly Eastern
European, sub-Saharan African, Asian and Latin American. In study 1 and 2 the HCV seroprevalence was
higher among first generation non-Western migrants than among second generation non-Western
migrants (respectively 0.7% (12/1600) vs. 0% (0/404), 0.6% (4/707) vs. 0.2% (2/917)).
These data suggest that HCV is more prevalent among first generation migrants of non-Western
ethnicity, possibly related to exposure to non-sterile medical equipment in the country of origin.
Screening and prevention programs should be focussed on specific groups of migrants.
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In total, 12/279 (4.3%) participants were anti-Hbc positive and one anti-HCV positive (0.4%). Median
age of the participants was 30 years (IQR 24-39 years) and the median number of tattoo’s and piercings
was 5 (IQR 2-12) and 3 (IQR 2-5) respectively. Most anti-Hbc positive individuals were men (9/12, OR
3.6, 95%CI=0.9-13.5), and were born in an HBV endemic country (6/12, OR 4.9, 95%CI=1.5-16.0). Tattoo/
piercing related variables like being a tattoo artist or having a tattoo/piercing in an endemic country
were neither associated with HBV nor with HCV. The only HCV case had multiple risk factors for HCV
(e.g. surgery outside the Netherlands, needle stick accidents).
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Often NEP capacity within the larger cities and/or major conurbations throughout Australia is
greater; mostly because it is easier to implement services and access injecting drug users (IDU’s) via
regular dedicated needle exchanges compared to what is available in rural, smaller towns with large
geographical area’s in-between.
The west coast of the South Island of NZ is a region with a paucity of health services combined with a
lack of infrastructural investment. Conversely, the region supports a rapidly growing tourism industry
and attracts individuals seeking alternative lifestyles, slower pace and less obtrusive ‘state controls’.
In 2004 the Rodger Wright Centre trialed a rural, mobile outreach scheme targeting IDU situated in the
West Coast.
Monthly contact by an authorised, trained worker in a modified vehicle capable of transporting
hazardous waste (used injection equipment) enables those wishing to participate in the scheme
(designated ‘key contacts’) by delivering injection equipment and collecting the used ones. The key
contacts primary role is to use new injection equipment and possess enough for their peers also. Reuse
& sharing behaviours are highlighted, education imparted, and health outcomes improved.
Ottawa Charter principles underpin the entire vision and delivery of this unique scheme and much of
its success lies in the peer service model adopted from the outset.
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Little is known about the attitudes of young people who inject drugs (PWID) towards immunisation,
barriers to uptake and completion of vaccine schedules, and willingness to participate (WTP) in future
vaccine trials. This paper reports on acceptability and WTP in candidate hepatitis C virus (HCV) vaccine
trials among young PWID in Sydney. The Hepatitis C Incidence & Transmission Study – community
(HITS-c) is an ongoing prospective community-based cohort of anti-HCV negative primary opioid
and primary methamphetamine injectors. Attitudes towards immunisation, barriers and facilitators of
vaccine trial participation and WTP were assessed at baseline (n=89). Following a brief intervention
covering principles of immunisation and key clinical trial concepts, outcomes were assessed at six
months. The median age of participants was 25 (range 16-40 years) and a majority (74%) were male.
High proportions (98%) reported they would seek immunisation against HCV if a safe and efficacious
vaccine was available at no cost. WTP in a preventative HCV vaccine trial was 80%. Those who mainly
injected methamphetamine were significantly more likely to indicate WTP in future trials compared
to those who mainly injected heroin. Gender, age, education, injecting frequency, syringe sharing and
drug treatment history were not significantly associated with WTP. The literature to date has mainly
focused on older PWID and primary opioid injectors, however our results suggest that main drug
injected may be an important determinant of WTP in future trials of vaccines among young PWID.
Potential challenges in ensuring interest and participation in field trials of candidate vaccines will be
discussed.
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Background: Little is known about HCV infection among Chinese young men who have sex with men
(CYMSM).
Objectives: To understand the rate of HCV testing and prevalence of HCV infection among CYMSM
Methods: Between June and August 2007, we recruited perspective subjects via the Internet and
surveyed them offline in Beijing and Urumqi, China. Interviews were conducted between 6 and 10
pm everyday during the study in a Voluntary Counseling and Tesing room. Consented participants’
demographic characteristics, history of drug use and sexual behaviours were recorded and a blood
specimen was collected to test for HIV and HCV.
Results: Within 60 days, 171 CYMSM aged 18-24 were recruited. Most self-identified as homosexual
(70.8%, 121/171) or bisexual (19.3%, 33/171). Most (90.1%, 154/171) were Han ethnic. Sixty four point
three percent (110/171) had an education of college or more and 46.8% (80/171) were students.
Median number of lifetime male sexual partner was 6. Average age for first sex with a male was 19.
Condom use in the last insertive, receptive anal sex and oral sex with a male were 68.2% (88/129),
58.8% (87/148) and 8.6% (14/163) respectively. Only 5.3% (9/171) had ever used drugs, none of whom
had ever injected drug. Among 166 subjects who provided blood specimens, 6.6% (11/166) were HIV
positive. Only 1.8% (3/166) had ever tested for HCV and only 0.6% (1/166) were HCV positive. The only
one HCV carrier had never tested for HCV before. There was no co-infection of HIV and HCV.
Conclusion: Both the rates of HCV testing and infection were very low among CYMSM. There is limited
overlap of CYMSM and drug users in China and literally none of CYMSM inject drug. More efforts are
needed to enhance CYMSM’s awareness of HCV testing so as to prevent future HCV infection and HIV/
HCV co-infection.
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