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Reader Response
Your comments or experiences in regard to
any articles in the Good Liver are welcome.
Call, write or email: ray@hepcvic.org.au

AMPUTATION FOR PILL
INJECTING USERS
In the last six months four people in
Tasmania have been admitted to hospital
with gangrene of their limbs. According to 
a report by Michelle Paine in the Hobart
Mercury, the cause is believed to be
injecting crushed tablets intravenously.
Tablets need to be filtered very finely to be
taken intravenously, otherwise they disrupt
the small blood capillaries at the body’s
extremities. One patient is reported to
require a foot amputation while another 
may lose a hand.

The man likely to lose his hand has warned
others not to make the same mistake.

Rod Jackson-Smith, spokesperson for the
Melbourne Health Group, including the Royal
Melbourne Hospital, said there hasn't been
any increase in serious cases of this nature
in their hospitals, and it wasn't currently
regarded a major health problem in Victoria.

CHRISTOPHER PYNE DENIES
'ZERO TOLERANCE' APPROACH
Federal spokesperson on drugs policy,
Christopher Pyne was interviewed on JJJ
radio by Ronan Sharkey to clarify the Prime
Minister's recent statement: "Zero tolerance
on drugs is working."

Mr. Pyne said that the phrase 'Zero Tolerance'
is not mentioned anywhere in the Federal
drug policy. However, he said the Govern-
ment won't have any truck with drug pushers
and that they will do everything possible to
stop people getting into drugs. This will be
achieved by attacking both the demand 
and supply of drugs more strongly than in
previous harm minimisation programs.

Mr. Pyne reaffirmed the Federal Govern-
ments commitment to fund Court Diversion
Programs and NSPs to prevent the spread
of disease. The Government will continue
programs for treatment and rehabilitation,
while still being tough on drugs. 

DRUG DEPENDENCY TREATMENT
LABELLED AN 'INDUSTRY'
Bronwyn Bishop has recently referred to 
the drug addiction treatment programs 
as an 'industry.' She was referring to her

involvement in an inquiry into the impact 
of illicit drugs on families. Ms. Bishop also
claimed that: "There are a lot of people
making their reputations writing papers".
Queensland MP Kay Elson added: "Their
jobs depend on it."

Dr. Wodak, director of St Vincent's Alcohol
and Drug Service in Sydney replied to the
criticism by stating "We have to recognise
that if there wasn't what she calls a drug
treatment industry, we'd have higher taxes,
bigger prisons, bigger police forces, more
crime, more HIV and more deaths...is that
what Bronwyn Bishop wants?"

GRIM REAPER TURNS TWENTY
April 5 was the twentieth anniversary of 
the Grim Reaper campaign launched by 
the Australian Federal Government. 

Since the first Australian HIV case was
diagnosed in October 1982, 22,000
Australians have contracted the disease,
6,594 of which have died from AIDS.

Bill Bowtell, one of the creators of the
advertising campaign, claimed the cam-
paign was responsible for saving as many
as 100,000 lives. 

Mr Bowtell, now director of HIV-AIDS prog-
rams at the Lowry Institute, said, "I always
look at the Grim Reaper figure demonising
the virus, not the people with HIV." 

With the rate of HIV diagnosis in Victoria
increasing from 185 new people in 2000
to 250 in 2005, Mr. Bowtell said a new
awareness campaign was urgently needed.

Adapted from Grant McArthur's article in
the Herald Sun

NEW NAME AND CORPORATE
LOOK FOR THE AUSTRALIAN
HEPATITIS COUNCIL
The Australian Hepatitis Council (AHC), 
the national coordinating body for all State
based Hepatitis Councils, has recently
simplified its name to Hepatitis Australia
and has developed a stylish new logo to
reflect their new image.
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• A drop in information service

• Other targeted strategies to build the
involvement of people with hepatitis C in our
organisation (including a volunteer program
and expanded membership scheme).

This new program provides an exciting
opportunity for us to further ensure that our
work is informed by the needs, views and
experiences of people with hepatitis C. I 
look forward to letting you know more about
this program and how it is working in the
near future.

While this new program is being established
the rest of the staff are all extremely busy
with the usual core activities of education
and training, advocacy, information provision
and referral.  As usual this is being delivered
right across the state of Victoria, and involves
people from all parts of our community.
Planning is also commencing for service
delivery in the 2007/2008 financial year.

There are some other exciting changes being
considered at the moment. At our Board
meeting in May 2007 the Board agreed
unanimously to recommend to members 
that the organisation change its name to
Hepatitis C Victoria.  This change would
need to be agreed to by members, and so
we look forward to the chance to discuss the
reasoning behind the recommendation and
vote on the proposed change at our Annual
General Meeting this year. All members will
receive notification of the meeting and a
paper explaining the proposed change prior
to the meeting.

Regards

Helen

Telephone: 03 9385 9102
Email: helen@hepcvic.org.au

A warm winter welcome to new members
who are reading Good Liver for the first time,
and also to our long-term members. We are
proud to now have over 500 members of 
our organisation.

In this edition we have several articles about
viral hepatitis (hepatitis C, hepatitis B) and
HIV co-infection. It is not a topic that we
have covered extensively in previous issues
of Good Liver, despite the fact that having
both HIV and viral hepatitis is not that
uncommon. In 2003 it was estimated that
close to 20% of HIV positive Australians also
had chronic hepatitis B or C (ASHM, 2005).
Both hepatitis C and B are more common in
people with HIV infection than in the general
population because of shared risk factors for
acquiring the viruses. There are many
challenges to living with hepatitis C, and
certainly even more if you have hepatitis B
or HIV as well. 

We are going through a particularly busy
time at the Hepatitis C Council of Victoria 
at the moment. The Department of Human
Services have advised us that they are
increasing our funding in order to support 
us to deliver an expanded telephone inform-
ation, support and referral service. This
expanded service will be operating from 
the 1st of July 2007. 

The Council is also commencing delivery of 
a Community Participation Program, which 
a new staff member will be employed to
coordinate. Key components of this program
will include:

• The newly expanded hepCinfo line

• Email Q&A service

F R O M  T H E  E X E C U T I V E  O F F I C E R
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3CR RADIOTHON
Monday 4th - Sunday 17th June

3CR will be launching its 
2007 Radiothon this month.

3CR hopes to raise $200,000.

SUPPORT HEP CHAT
SUPPORT 3CR

3CR is a community radio station and
depends on listeners and members to

provide the services it does.
Hep chat has been broadcasting from

3CR for over 5 years. Hep Chat’s
Radiothon program can be heard on

Thursday 14th June.

Visit the 3CR website www.3cr.org.au 
or phone 03 9419 8377 for more info.
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ontheroad

The Hepatitis C Council of Victoria has
identified six priority areas that underpin the
work of the Rural Team: Indigenous people,
CALD communities, custodial settings, people
who inject drugs, young people and rural and
regional communities. The rural program at
the Hepatitis C Council of Victoria has been
operating since it was first funded in 2000. We
are still going strong and our team is growing.
This year we restructured
our rural program to
create two new positions:
a CALD position dedi-
cated to working with
Culturally and Linguist-
ically Diverse commun-
ities, and an Indigenous
position to liaise directly
with Aboriginal Co-ops and communities
across the state. Both these positions aim to
improve community access to hepatitis C
information, support, referral and prevention
services.

Many in the wider community may have
heard of hepatitis C but may not be aware 
of how it is transmitted, so a key role for 
the Council is thinking of ways to increase
hepatitis C awareness. Hep C occurs all over
the world, though the common modes of
transmission may vary in different countries.
For families who come to live in Australia,
the blood testing process may seem
incredibly confusing when such things as
antibodies, immunity, vaccination are all
mentioned in relation to hepatitis A, B and C.

Emily Adamson has been focussing on CALD
communities and is working on an exciting
project with the Multicultural Health Support
Service and Mary of the Cross Centre that
aims to increase awareness about hepatitis C
amongst families who are Arabic speaking
and families who are from the Horn of Africa
region. In the next few months several
camps will be held both in the heart of 
the city and in regional Victoria. It is an
opportunity for families from the different
regions to come together and visit a different
part of Victoria. Through activities and
educational workshops, families will also
learn about hepatitis C, blood borne viruses
and build their knowledge about modes of
transmission and prevention strategies.

Meanwhile, a number of Indigenous
community workshops are being organised
across Victoria. Bev Greet, who is our
Indigenous Program Worker, has been
meeting with the Koori Drug and Alcohol
network in Shepparton, and with this network
she will be running workshops for drug and
alcohol workers in every Aboriginal Co-op in
Victoria. Also, training workshops are being

held at Gunditjmara 
Co-op in Warrnambool
over the next few months.
Bev has also been making
inroads into the prison
system to work speci-
fically with Indigenous
prisoners and prison 
staff at tackling the 

many hepatitis C issues in our prisons. 

In addition to all this wonderful new work,
the rural program continues its community
development and training work across the
state, with forums coming up in the
Grampians, Loddon Mallee, Barwon SW 
and Hume regions. As for Gippsland, they
saw so much of us last year that they are
enjoying a well-deserved break.

By June we will have a fully up-to-date
comprehensive list of all the hepatitis C
treatment, allied health services and shared
care arrangements that exist in Melbourne
and across the state. This will be the result
of a short mapping project that is being
undertaken by Department of Human
Services. The results of this project will
show where the different treatment services
are across the metropolitan regions of
Melbourne. It will also bring into sharp
contrast the sheer magnitude of the service
gaps in Victoria for people with hepatitis C
who don't live in Melbourne. Hopefully the
picture illustrated by this mapping project
will pave the way 
for governments to increase the amount of
funding allocated to hep C treatment services
in rural and regional Victoria. 

The Rural Team

The Rural Team have
been looking at what
we have done well, as
well as finding areas 

for improvement.

movingin

KIRK PETERSON
Hello to all Good Liver readers. I started
work as the Prisons Education Officer with
the Hepatitis C Council of Victoria on the
19th March. The focus of my work with 
the Council is on:

•training prisoners as peer educators;

• training prison officers and staff about 
hepatitis C transmission, prevention, 
treatment and infection control procedures 
in prison settings; and

•identifying and developing new way of 
promoting hepatitis C awareness and 
prevention in prison settings.

My position is currently part-time and I will
be working from Monday to Wednesdays.
Although this arrangement is flexible to allow
me time to deliver programs at prisons on
other days as requested. The position is both
challenging and rewarding, and I am relishing
the opportunity to spread the Hepatitis C
prevention message among prison staff 
and prisoners.

My educational background and work history
have well-prepared me to take on this chal-
lenging role. I hold both BA and MA degrees
in education. Currently I am completing a
PhD by research on the subject of street
prostitution in St Kilda. Recently I gained
accreditation as a HIV and Hepatitis C Pre-
and Post counsellor. My work experience 
has been varied and filled with exciting
opportunities to develop professionally. I
started out as a primary school teacher then
went on to work in conservation on the
Great Barrier Reef before spending 10 years
working in museums. Most recently I have
worked for the AIDS Council, the Prostitutes’
Collective of Victoria and the Australian
Research Centre in Sex, Health and Society
at La Trobe University. I am thrilled to have
found a friendly home at the Hepatitis C
Council of Victoria and I look forward to
meeting some of you Good Liver readers
during the course of my work.

Cheers, 
Kirk
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There are an estimated 16,000 people living
with HIV in Australia and an estimated
210,000 living with hepatitis C virus (HCV).
Both HIV and hepatitis C are blood-borne
viruses that can be transmitted by blood-to-
blood contact such as blood transfusion or
injecting drug use. There is also emerging
evidence that it is being transmitted among
HIV-positive men having sex with men.
Therefore, it is not surprising that some
people with HIV also have hepatitis C. In
fact, approximately 8% of Australians with
HIV are co-infected with hepatitis C.

The management of HIV-related complica-
tions, such as opportunistic infections and
progression to AIDS, is now better controlled
with highly active anti-retroviral therapy
(HAART). Attention can now be directed 
at other infections such as hepatitis C
which contribute to significant morbidity
and mortality. End-stage liver disease (ESLD)
is now the most significant cause of non-AIDS
-related mortality in people with HIV, and
hepatitis C is an important cause of ESLD. 

Over the past five years there have been a
number of changes in the treatment of hepa-
titis C in Australia. Thrice-weekly injections
with standard interferon were replaced by
weekly injections of Pegylated Interferon in
2003 after a number of studies showed
that Pegylated Interferon in combination
with Ribavirin was more effective than
standard interferon plus Ribavirin. Since
2004 treatment has been offered to people
with normal ALT levels (a blood marker of
liver inflammation). In early 2006 the govern-
ment requirement for liver biopsy prior to
treatment was abolished. Treatment can also
now be offered to people with acute (recently
acquired) hepatitis C. Ongoing injecting drug
use is no longer a barrier to treatment
although safe injecting practises are

obviously recommended in order to prevent
re-infection.  

In people with co-infection, HIV has a
significant effect on the natural history of
hepatitis C, with the following observations:

•A higher rate of chronic hepatitis C

•Higher hepatitis C viral loads

•More common and more rapid progression
to cirrhosis (scarring of the liver causing 
end-stage liver disease) 

•Higher risk of hepatocellular carcinoma 
(liver cancer) 

In addition to contributing to ESLD in 
co-infection, hepatitis C can also have other
unwanted effects such as:

• Increased risk of diabetes mellitus

•Decreased quality of life

•Psychiatric changes such as anxiety 
and depression

•Cognitive dysfunction such as impaired 
learning and motor skills

There are also some important differences
relating to treatment of hepatitis C in people 
with co-infection:

•Treatment success rate is lower than 
in hepatitis C alone

•Treatment duration is mostly 1 year 
regardless of hepatitis C genotype

•Interferon treatment can drop CD4 T 
cell counts (an important white blood 
cell subtype)

•There may be interactions with HAART 
(anti-HIV) medications 

Despite these important differences,
successful treatment of HCV in people with
co-infection is achievable with currently
available, PBS-subsidised combination
therapy of Pegylated Interferon and Ribavirin.
The success of treatment is measured by
the Sustained Virological Response (SVR)
rate, which is a negative PCR test for
hepatitis C viral particles six months after
completion of therapy. Sustained Virological
Response rates in trials of Pegylated Inter-
feron and Ribavirin in patients with 
co-infection vary between 29-62% 1-3.
Sustained Virological Response rates

treating co-infection

depend on a number of factors including
genotype, viral load, and CD4 count.  

Treatment of acute hepatitis C is an exciting
new area but so far there have only been
small studies in people with co-infection.
However, the experience in hepatitis C
mono-infection suggests that acute hepa-
titis C may be more responsive to therapy
than chronic hepatitis C, particularly in the
more difficult to treat genotypes. Another
advantage of treating acute hepatitis C is
that duration of therapy is only six months,
even in co-infection.

If you are interested in being treated for HCV
with or without HIV then ask your local
doctor to refer you to the Co-Infection 
Clinic at the Alfred Hospital (phone number
9276 6081 and fax 9276 6528). Treatment
of acute hepatitis C via the Australian Trial
in Acute Hepatitis C (ATAHC) can also be
arranged here; contact the Burnet Institute
on 9282 2111 (ask for Oanh or Sally).

Dr David Iser

Research Fellow and Gastroenterologist
St. Vincent's and The Alfred Hospitals
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Dr. David Iser is a Gastro-
enterologist and research
fellow at two major city
Hospitals. He discusses
treatment implications of
co-infection by HIV/AIDS
and hepatitis C



Rachel Thorpe discusses
the use of complementary
therapy among people 
co-infected with HIV/AIDS
and chronic hepatitis C
The term complementary medicine (CM) 
is used to describe a range of health care
practices that are not a part of mainstream
medical practice. It includes practices such
as western herbal medicine, traditional
Chinese medicine, acupuncture, body-mind
therapies and the use of vitamin and mineral
supplements. While some CM practices are
accessed through practitioners, research
suggests that Australians are much more
likely to self-prescribe CM remedies than 
to see a practitioner1, 2. A recent survey
estimated that approximately half of the
Australian population uses CM at least once
per year, and that people living with chronic
illness are more likely to use CM than the
general population1-3. This article will explore
some of the themes around the use of CM by
people living with chronic illness raised by
research into this area. It will cover some
research that is specific for people living with
HIV and hepatitis C co-infection, and other
more general research into chronic illness. It
is not the intention of this article to provide a
prescribing guide for CM use, rather to look
at ways in which people may use CM 
as a way of living with chronic illness.  

The HIV Futures survey, a biennial survey 
of People Living With HIV/AIDS
(PLWHA) in Australia, found that
over half of respondents to each 
of five surveys reported using at
least one type of CM 4. Of the 
co-infected participants in the
most recent HIV Futures survey,
73% reported having used some
form of complementary medicine 
or therapy in the previous six
months 4. This is similar to 
a US study that found that
74% of patients with
chronic liver disease
reported using CM in
addition to biomedical
treatments 5. Just over

half of co-infected respondents (55%) from
HIV Futures had used a vitamin or mineral
supplement, most commonly a multi-
vitamin. Other commonly used types of
therapies were massage (28%) and medi-
tation (21.3%). Around 16% had used 
some type of herbal remedy, most commonly
milk thistle. Only 11.1% of co-infected
respondents had taken some kind of CM
specifically for hepatitis C. These data
suggest that for these participants CM was
used mainly as supportive therapy, rather
than as primary therapy either for hepatitis C
or HIV. This interpretation is supported by
the finding that 84% of those who had used
CM were also taking highly active anti-
retroviral therapy (HAART) for HIV.  

Research into the patterns of CM use in
Western countries reveals that people employ
CM approaches for a variety of reasons,
depending upon their beliefs. However
dissatisfaction with biomedicine is found to
be a significant reason 3. It is therefore not
surprising that the prevalence of CM use is
higher among those with chronic illness.
This same author found that people used 
CM if they judged that the side effects of
conventional treatment were too severe3.
The implication of this is that people may
consider a variety of options before choosing
to use CM, and are less likely to use it as the
first option. A recent Australian study found
that for people with hepatitis C side effects
were the most important reason for deciding
against treatment 6. Side effects were also

an important factor associated with staying
on treatment. Similarly, HAART is associated
with a high rate of toxic side effects. A
motivation for considering CM may be to
avoid using these treatments for as long as
possible, or use CM to help them to tolerate
treatment 4. Another motivation for using CM
may be to avoid taking further biomedical
treatments to combat the side effects of the
primary therapy7.  

My own research into the use of CM by 
a group of people living with HIV/AIDS in
Victoria found that while a small number 
of people had a history of using CM before
becoming HIV positive, the majority had 
only started to engage with these types of
therapies due to the ongoing and changing
effects of HAART and HIV on their health7. 
For many participants, the way that they
approached health had changed considerably
over time living with HIV. The most common
reasons for CM use cited by these partici-
pants were: to minimise the impact of the
side effects of HAART, to strengthen the body 
to cope with HIV, to increase control over 
the substances they were putting into their
bodies, to avoid using additional pharma-
ceutical medicines for side-effects and co-
morbidities, as part of a long term health
maintenance strategy and as part of a
holistic approach to managing chronic
illness. For these participants, CM was
therefore a strategy to optimise health and
well-being both currently and into the future.
These themes were very similar to those
found by Canadian researchers 8.

A series of questions about attitudes towards
CM from the HIV Futures survey revealed a
similar approach to CM and biomedicine 4.
While 80% of co-infected respondents
agreed with the statement "Complementary
therapies can improve well-being" and 65%
that "Complementary therapies can reduce
the side effects of conventional medical
treatments", only 35% thought that
"Medicine's focus on anti-HIV drugs is very
limited" and that "Complementary therapies

are a central part of my anti-HIV
treatments". These data reveal 

a flexible approach to health,
one that is inclusive of what

complementarymedicine

6
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health needs. Further, although much of the
literature emphasises the lack of evidence
into the effectiveness of CM, people continue
to use them. Research suggests that while
people who use CM still value scientific
research, subjective measures of effectiveness
such as how they are feeling day to day may
be more important than the existence of
clinical evidence.

Rachel Thorpe

Research Officer, 
Australian Research Centre in Sex, 
Health and Society
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both biomedicine and CM have to offer.
Amongst these respondents, CM use was not
associated with a negative attitude towards
biomedicine.

One recurrent theme around CM use in the
literature is a lack of evidence for the efficacy
of many CM approaches. Yet, the concept of
efficacy for CM is quite complicated for a
number of reasons. Due to lack of funding
there is often little research into CM for
certain indications, and when there is the
numbers of participants are often small and
the results inconclusive 5, 9, 10. Furthermore
remedies such as herbs are traditionally
prescribed in an individual manner and
therefore are not easily tested using a clinical
trial design, or using uniform clinical outcome
measures 9. Another reason is that people
who use CM often have different expectations
of the desired outcomes of using these
therapies than clinicians 3. Although there
have been several trials of CM for hepatitis
C, particularly herbal medicines for the liver,
none has been found to be conclusively
effective in improving clinical measures of
hepatitis C 5, 9, 10. 

Yet surveys have found that people still use
herbs such as milk thistle and licorice root,
presumably because they gain benefit from
using them 4, 5. Participants in my HIV
research primarily used subjective measures,
such wellbeing, or level of energy to deter-
mine whether a particular CM was working
for them or not 7. These measures were
important to them because they had meaning
in the wider context of their everyday lives.
Yet the same participants believed that it
was important to have scientific research
into CM, and some expressed frustration at
the lack of research into the use of CM for
HIV/AIDS.  

The use of CM by people living with chronic
illness reveals the complexities of health
beliefs and expectations of the health system,
at the level of the individual and also at a
broader societal level. Patterns of CM use
and attitudes towards these health care
practices indicate that the people that use
them have not turned away from biomedicine.
Rather they are able to use different
modalities at the same time, as they feel it 
is appropriate, and depending upon their

reader’s view

RE: HEAVY DRINKING REDUCES
LIFESPAN ADVANTAGE OF 
WOMEN OVER MEN

On page two of the autumn issue of Good
Liver magazine, an article appeared that
summarised a recent study about hep C,
alcohol and mortality. 

One of our readers contacted us and was
alarmed by this article. The article talked
about a study which analysed US health
statistics in their 'multiple cause of death'
files, and calculated the average ages of
death for men and women in relation
hepatitis C and alcohol consumption. Of
course, hepatitis C is not a terminal illness,
and death is a rare outcome of hepatitis C
infection. It is however important to note
that alcohol consumption has been found to
be a major factor contributing to disease
progression and severe liver damage.  

Got something to say about one of the
articles in Good Liver? Why not write, 
email or phone us and tell us about it?

IS GREEN, IS GOOD

This and all further editions of Good Liver will
be printed on Monza Satin Recycled paper.

Monza has a high 55% recycled fibre content,
including 30% pre-consumer and 25% post-
consumer waste and uses FSC certified pulp.
The benefits of recycling pre- and post-
consumer waste will be seen in less landfill.
Monza Recycled is sourced from sustainable
plantation wood and is Elemental Chlorine
Free (ECF). Why not Totally Chlorine Free
(TCF)? Well they are much of a muchness
these days but ECF produces a higher quality
paper by breaking down lignin and resins
while preserving plant fibre. 

Monza is manufactured by one of the world's
leading paper producers, Cartiere Burgo.
Burgo operates under the coveted ISO 14001
Environmental Certification and (IPPC)
Integrated Pollution Prevention Control.



8

1989 was, for me, the year of the virus! I
had been living in Italy for a couple of years
and was at that time in the UK. A persistent
cold-sore on my lip led to a visit to a GP. I
had a blood test and was diagnosed with
HIV and Hepatitis non-A non-B (now known
as hepatitis C). I was told that it would
probably be ten to fifteen years before I got
sick from the hepatitis C. There was no cure,
not even any treatment. The HIV on the
other hand, was expected to prove fatal in
four years.

I became very ill with opportunistic infections.
As the months passed I got sicker and sicker.
I started to think that the doctors may have
been right. I was so ill I thought it would be
impossible for me to ever get better. I felt as
though I would be lucky to make it through
another year. It became my priority to get
home, back to Oz to see my family and
friends before it was too late.

This was the best move I could have made.
The services for people living with HIV/AIDS
in Australia are outstanding. I was also back
with my family and friends, receiving the
emotional support I had been lacking. My
health slowly started to improve.

I soon became involved with a few support
groups. From the day I was diagnosed HIV
positive I've felt very strongly about being
open about being HIV positive. I wanted to
help create awareness and understanding
regarding HIV/AIDs. I hoped that people
would realise there is a risk and try to avoid it.

After years of involvement with the HIV/AIDs
community I started hearing about hepatitis
C. I knew I had it, but I had no idea of the
seriousness of it. I'd always thought my poor
health was the result of HIV infection and 
a weakened immune system. I started to
wonder what impact hepatitis C was having.
About fourteen years after diagnoses my HIV
infection was fairly stable. My doctor also
started to question the impact of HIV and
hepatitis C co-infection.

My doctor referred me to see a co-infection
specialist at the Alfred Hospital. As I was
already a regular patient at the ‘Alfred’ I was
quite comfortable with this arrangement.

First up was genotype testing. My result was
genotype 4, more commonly seen in the

Mediterranean and Middle Eastern countries
(like Italy!) It’s not so common in Australia.

I then had a liver biopsy. On a graded scale 
of 1- 4 that measures the amount of inflam-
mation in the Liver, my biopsy results were
‘Grade 2’, with a measure of ‘Stage 3’ (on 
a scale of 1-4) for Liver fibrosis (scarring).

The current treatment for hepatitis C is
Interferon (intravenous) in combination with
Ribavirin (oral, tablets).

I had heard stories from people who are or
were co-infected with HIV and Hep C within
the HIV community about how punishing 
the Interferon/Ribavirin treatment could be.
Comments such as "It's really bad", "it makes
you so sick", "it messes with your head" etc.
This didn't really tell me anything. I needed
more information. I started attending the
‘support’ meetings at the Hepatitis C Council
of Victoria. Through these meetings I met
some wonderful people who were invaluable
sources of information and support. I got the
‘real deal’ information about the effects of
the treatment. Basically it affects everyone
differently. Some people have a hard time,
and others cruise through. 

Because of the seriousness of my liver
damage and the prospect of further deterior-
ation I decided I had nothing to lose by
doing the treatment, and everything to gain.
I live alone, and my health wasn't great, so I
decided I would need a little extra help to

ensure every chance of success. I arranged
to see a councillor on a regular basis. I
arranged to get ‘home help’ from my local
council and I was visited regularly by a
District Nurse for support.

A number of people I spoke with warned me
that a day or two after the injection they
didn't feel too good, so I decided to make
Friday night ‘needle night’. I would then have
two days to recover before the start of the
week, if necessary.

When it came to the first injection of
Interferon I had absolutely no idea what to
expect or how it was going to make me feel.

I did the first injection myself, with a nurse
present for moral support. No big deal. In
fact it wasn’t a big deal for the first month 
or so, but then I got a headache that stayed
with me until the treatment ended, twelve
months later. 

From that point on I suffered extreme fatigue
and nausea, I vomited regularly and had
regular diarrhoea. All of my usual HIV aches
and pains intensified. I had no appetite and
lost weight. I was just totally bloody
exhausted all of the time.

Despite my ‘suffering’ I still managed to
complete a Certificate 1V course in ‘Work-
place Assessment and Training’ (One day 
per week for six months).I found the last two
months of treatment the hardest to get
through. I was sick and tired of feeling sick
and tired and was just over it. The thing that
kept me going was knowing the treatment
was working (I was showing an undetectable
viral load three months into treatment), and
that the treatment was only for a limited
period. I just had to get through the whole
twelve months.

I completed the treatment in 2004. My
energy levels gradually increased over the
months following and I am now CLEAR of
hepatitis C.

I have since gained a Certificate 1V in
‘Disability Work’, a Certificate 1V in ‘Alcohol
and Other Drugs Work’ and I'm currently

working on a Diploma in ‘Alcohol and Other
Drugs’. I also work on a casual basis doing
public speaking on behalf of an advocacy
group called ‘People Living with HIV/AIDS’
(PLWHA), and as a Residential Youth 
Worker - Not to mention I've found myself a
boyfriend! I know that I wouldn't have been
able to do any of this if I was still dealing
with hepatitis C. 

To people who are contemplating treatment,
I would encourage you to have a go. What
have you got to lose? In my case the rewards
are endless.

Michelle Wesley

mystory

I found the last two months of treatment the hardest...
I just had to get through twelve months.



On Wednesday April 4, the Commissioner 
of Corrections Victoria, Kelvin Anderson
launched an innovative new hepatitis C
resource for Vietnamese prisoners called
Together We Are Strong.

The launch was at Lounge 9 in the Hoyts
Complex, Melbourne Central. Demos
Krouskos, CEO of the North Richmond
Community Health Service was Master 
of Ceremonies.

Together We Are Strong is stage 2 of a 
three stage ‘Transmission’ project targeting
hepatitis C. The project is coordinated by
Naomi Ngo from the Multicultural Health
and Support Service (MHSS) in partnership
with the Richmond Community Health
Service, The Hepatitis C Council of Victoria,
Department of Human Services and
Corrections Victoria.

Directed by Rick Randell and Liss Gabb, 
the new DVD is based on a sustained series
of workshops held over a 12 month period
with the prisoners from Fulham  Correctional
Centre in Gippsland near Sale. 

Rick and Liss were assisted at Fulham by
Vietnamese Prison Support Worker Thuy Bui.

The DVD has been designed to be shown in
custodial, post release programs and other
community settings. It acknowledges the
reality of drug use in prisons and the
complex cultural issues around the sharing 
of injecting equipment, both in prison and 
on release.

Together We Are Strong features a
Vietnamese voice over by the prisoners
themselves while the script was realised by
professional actors and animators. English
subtitiles make the film broadly accessible.

Copies of the DVD can be obtained by 
email request to Liss Gabb:
lissg@nrchc.com.au

togetherweare strong - dvd launch
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Above Right:

Kelvin Anderson, 
Commissioner of
Corrections Victoria
addresses the audience.

Centre Right:

Rick Randall 
and Liss Gabb, 
Bronwyn Kaaden (DHS)
and Demos Krouskos 
(CEO, North Richmond
Community Health
Service).

Right:

Invited guests enjoy
preview drinks at
Lounge 9 in the
Hoyts Cinema 
Complex at 
Melbourne
Central.

Above:

Stills from the DVD
‘Together We Are Strong’



Ohmigosh! I can't believe how good I feel.
I'm a new person. Ok, I had to get that out
first, but let's get to the reason. Fanfare
please… I am now Hep C negative! Man 
it feels good to say that. Obviously this 
is a successful outcome of finishing my
hepatitis C treatment program, but I'm
getting a bit ahead of myself so let's 
rewind about 12 months. 

Like many readers of the Good Liver, life 
had been pretty tough for me. Having Haemo-
philia, arthritis, HIV and Hep C, normal day-
to-day pressures were getting pretty hard to
deal with. I was constantly fatigued, in pain,
suffering nausea and my mood was pretty
flat. The thing is I could never really work
out what was actually contributing to all of
these problems (apart from the bleeding and
arthritis). Was it the gazillion medications I
take for HIV? or perhaps the HIV itself? Was
hepatitis C the culprit? After all I've had that
since the mid 70's. Well, we really know it's
a combination of all these things. But what
impact does each illness have?

Most Haemophiliacs are aware of their
bleeding problems and the impact treatment
has on rectifying (or preventing) these
problems. HIV is a brutal, efficient killer but
can be reasonably symptom free until it

advances. Thankfully we now have lots 
of medicines to help control this

monster, but they can create
major problems of their

own, at least until
we find ones

that

suit our systems. Hep C is a lurker, slowly
going about its nasty business over a long
period of time with barely a whimper. 

I always put more blame on HIV and (to a
lesser extent) haemophilia than Hep C for
my well-being. Besides there wasn't much
we could do about the hepatitis C any way.
Sure, Interferon came along but it was such
a drawn out treatment program with awful
side-effects and had such a hopeless success
rate in the early days that it had no appeal
to me at all. External liver biopsies were
never considered as they could pose major
bleeding problems. Trans-jugular biopsies
(basically an internal sample taken via your
neck) became an option as this was consid-
ered much less invasive for people with bleed-
ing disorders. I didn't take this option as all
my blood counts and ultra-sounds suggested
my liver had incurred some damage anyway.

Another part of the equation was liver care.
The obvious example was giving up alcohol,
which took me a while to get use to, but 

it became an easier choice as my health
declined. My HIV specialist was brilliant in
finding a drug regime that not only agreed
with me (to an extent) but also got along
with my liver. Of course this was monitored
very closely with blood tests galore!

Interestingly it is our old friend Paracetamol
that can have a huge impact on the liver. As
pain is with me constantly, I need some sort
of relief. I tried Codeine tablets instead but I
just couldn't tolerate many and suffered
nausea. Even though it is safe to take 6
Panadol a day I believed the less I had the
better, so I definitely put up with more pain
than I should have.  

When the current Interferon and Ribavirin
combination became available and the

success rates started to climb,
my ears began to prick

up. However it
was

still encumbered with some off-putting side
effects and I'm sure you've read about those.

It took some personal circumstances to
change and a lot of soul searching to finally
decide to embark on this treatment journey.
I had read as much as I could about the
treatment, its potential problems and
personal stories from people who had been
there before me. Just as important was
Julie's (wifey) input. We both decided that
the time was right to give this thing my best
shot, and away we went.

Right, another time zone change and we're
back to today. Reflecting on my treatment
period of 48 weeks, I can't say I enjoyed it. 
I had a few side effects but none were too
bad for me to stop treatment. I was more
tired than usual and my motivation was next
to nil (some may say normal, how unkind). 
I must add I felt even worse in the last 8
weeks but I was so close to the finish line.
My mood had more ups and downs than
the Alfred's lifts, but nothing too scary and

my hair did thin out a little (YIKES). Some
of my blood counts also went a bit haywire
but didn't amount to much.

Now, some 4 weeks on, everything has
returned to normal. Actually that's not
entirely true, because I'm feeling better
now than I have since the early
90's, but you know what
I mean. Apart from
not having
hepatitis C
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haemophilia andco infection

Hep C is a lurker, slowly going about its nasty business
over a long period of time with barely a whimper

Neil Boal contracted HIV
and Hep C through a blood
transfusion in the 70’s.
He’s now clear of Hep C
thanks to treatment.


