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Dear Reader,
It gives us immense pleasure to release the first edition of our 
Hepatitis Bulletin. We at FSRC are dedicated to improving 
patient access to healthcare in emerging countries, and we 
are engaged in various activities to increase patient quality 
of life. One of our focus areas is hepatitis, which is among 
the most debilitating diseases in all its forms. 
Hepatitis C virus (HCV)-related liver diseases are a growing 
menace and despite improved methods for prevention, 
diagnosis, and treatment, more than 350,000 people die 
annually as a result of HCV. Two billion people worldwide 
have been infected with the hepatitis B virus (HBV), and 
approximately 600,000 people die annually as a result 
of hepatitis B. Our bulletin aims at providing up-to-date 
information about the latest trends and opinions in the 
field of hepatitis treatment.
The Focus Scientific Research Centre (FSRC) connects loose 
ends in this therapeutic area by generating new insights and 
helping stakeholders, physicians, patients, and both public 
and private organizations dedicated to fighting this disease. 
This can eventually lead to the sharing and exchange of 
thoughts and methods on how to fight hepatitis. To support 
this endeavor, we have initiated this hepatitis bulletin and 
will continue to provide regular updates about the latest 
trends, people, and organizations engaged in this field.
At FSRC, we are working with a global network of people 
and organizations dedicated to eradicating hepatitis from 
emerging countries.
With this bulletin, we hope to join hands in extending our 
support to those actively working in this field. 
Please give us your feedback and comments about this 
HCV bulletin. We hope you enjoy reading it as much as we 
did writing it.

With best wishes,
Behsad

Behsad Zomorodi 
Founder and CEO, phamax 
Basel, Switzerland
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Our Belief

We believe that unbiased and credible scientific 
information and recommendations allow healthcare 
stakeholders to make improved decisions for the 
enhancement of healthcare.

How we do it?

A dedicated group of in-house physicians, in 
collaboration with academic institutes and scientific 
experts, research and analyze the subject extensively 
to distil relevant knowledge. 

What we do?

We develop unique scientific solutions addressing 
the needs of the healthcare system. 

Our vision is to bring various groups within the 
healthcare ecosystem such as clinical leaders, 
patient organizations, nongovernment organizations 
(NGOs), governments, and pharmaceutical 
companies together under one platform to discuss, 
debate, and jointly develop strategies to overcome 
various healthcare access issues in emerging markets. 
In recent years, we have developed a network of 
various stakeholders across emerging and developed 
markets. During the course of our work and 
interactions with stakeholders, we have witnessed 
different aspects of access issues from a healthcare 
standpoint. We have extensively analyzed various 
data and information clearly indicating the existence 
of a significant gap between what needs to be done 
and what is actually being done from a healthcare 
delivery aspect.  

Our belief is if we provide the “right information to 
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the right people in the healthcare ecosystem,” then 
a majority of the access issues could be resolved. 
Validated, unbiased, credible scientific information 
and recommendations undoubtedly allow healthcare 
stakeholders to formulate robust health care 
plans. This in turn empowers healthcare personnel 
in arriving at improved decisions for enhanced 
healthcare management.

FSRC has completed various projects in Middle 
Eastern and Northern and sub-Saharan African 
countries, and we are currently completing projects 
in Egypt, Morocco, Cameroon, and CIS countries 
to assess the socioeconomic burden of HCV in 
these countries. The key goal of all these projects 
is to devise an action plan for local organizations 
(government and nongovernment organizations) to 
manage the disease more effectively and improve 
healthcare access for HCV patients.

In Egypt, which has the world’s highest HCV 
prevalence, FSRC is currently conducting a study 
to estimate the economic impact of failing to treat 
hepatitis C at an early stage. This report will be 
potentially utilized in managing hepatitis C more 
effectively in the future.  

In CIS countries, we are collaborating with multiple 
stakeholders to ascertain the burden of hepatitis C. 
This study is being conducted under the guidance of 
local governments.

As a team, we constantly strive toward identifying 
and recommending the best healthcare practices 
in those areas where effective and comprehensive 
healthcare policies are not in place. Through this 
strategy, we hope to contribute to the larger goal of 
providing effective healthcare to everyone.
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“It’s closer than you think” was the 
theme of this year’s WHD, which took 
place on July 28, 2012. 

The campaign focused on raising 
awareness on the different forms of 
hepatitis. Despite its staggering toll 
on health, hepatitis remains a group 
of diseases that are largely unknown, 
undiagnosed, and untreated.  

FSRC would like to take an opportunity 
to display some key highlights of WHD.

WHAT is World Hepatitis Day 
(WHD)?

It is a global event, observed annually on 
July 28 with the following aims: 

•	 Raise	global	awareness			

•	 Gain	recognition	for	the	disease	on	a		
 global level and provide international  
 focus for patient groups and people  
 living with hepatitis B and C 

•	 Encourage	prevention		

•	 Improve	access	to	diagnosis	and		 	
 treatment 

WORLD 
HEPATITIS DAY 
COVERAGE

ORIGIN

WHD was first launched by the World 
Hepatitis Alliance (WHA) in 2008 in 
response to the concern that chronic 
viral hepatitis did not have the level of 
awareness or the political momentum 
of other communicable diseases such as 
HIV/AIDS, tuberculosis, and malaria.  

The date was switched from May 19 to 
July 28 in 2010, following the 63rd World 
Health Assembly. The date was selected 
in honor of Nobel Laureate Prof. Baruch 
Samuel Blumberg, the discoverer of HBV, 
who was born on that date.
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Achievements of World 
Hepatitis Day:

WHD is officially recognized by the 
World Health Organization (WHO), 
and it is only the fourth disease-specific 
WHO-official day (the others being for 
AIDS, tuberculosis, and malaria). 

Guinness World Record attempt
For the first time, the WHA attempted to 
set a Guinness World Record to celebrate 
WHD. 

Theme: “See no evil, hear no evil, speak 
no evil” actions in 24h at multiple venues 
around the world.

These actions relate to a pictorial maxim 
known as the three wise monkeys, which 
cover their eyes, ears, and mouth. These 
actions refer to those who deal with problems by refusing to acknowledge them. 
This theme has been chosen to highlight that hepatitis is being ignored around the 
world.  

Objective: An attempt was made to create a record to draw attention of the 
community and government bodies and encourage them to confront hepatitis 
across the globe.

Did you know?

The American President Barack 
Obama gave the WHD proclamation, 
“I, BARACK OBAMA, President of the 
United States of America, by virtue 
of the authority vested in me by the 
Constitution and the laws of the 
United States, do hereby proclaim July 
28, 2012, as World Hepatitis Day.”

Countries participated in the record attempt

Germany
Australia
NewZealand
UnitedKingdom
Bangladesh
Nigeria
Malaysia

India
Romania

China
Ukraine
Canada

Japan
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Customizable campaign materials

Reaching Audiences through ‘Mobile 
SMS Messaging’

Among the multiple tool kits made 
available, one of them provided for 
WHD was - guidance on setting up bulk 
messaging SMS campaigns. This involves 
a single message being sent to a group 
of users (much like a group email). This 
strategy will reach the most number of 
people in one go and is usually the most 
cost effective.

“Know the Risks, Stop the 
Spread”was the theme of WHD this 
year in the Western Pacific Region, 
which took place on July 28, 2012. 

Despite its staggering toll on health, the 
impact of viral hepatitis remains largely 
unknown. This campaign aims to raise 
the awareness of viral hepatitis: how 
it is spread, who is at risk, and how to 
prevent and treat it.

Awareness - raising toolkits

Target Countries

Brazil

China

Ghana 

India

Kenya

Nigeria

Peru

South 
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“IT’S CLOSER THAN YOU 
THINK”

A bus advertisement for World 
Hepatitis Day showing faces with 
closed eyes, ear and mouth in 
Wellington, New Zealand’s capital

Cardinal Santos Medical 
Centre (CSMC), Philippines 
celebrated World Hepatitis 
Day

CSMC held several patient information 
activities to create more awareness of 
Hepatitis diseases

Hepatitis Education Project 
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AUTHORS: FSRC TEAM

The addition of WHD by WHO to the list 
of mandated health awareness days1 
(previously populated only by campaigns 
involved with HIV, tuberculosis, and 
malaria) heralds the growing international 
awareness of HCV as a global health care 
issue. This realization is one that cannot 
come too soon, as several aspects of 
HCV characterize it as one of the most 
serious infectious disease challenges 
facing public health care today.

These aspects include an acute phase 
that is generally asymptomatic2,3,4 (and 
therefore underdiagnosed); a chronic 
phase with a long latency period before 
the development of life-threatening, 
difficult-to-treat complications; and 
genetic polymorphism. In addition, the 
disease lacks a vaccine, and subsequent 
medical treatment has a long duration 
and high costs in addition to being 
associated with both serious adverse 
effects and moderate efficiency.5

Currently, WHO estimates that 3% of 
the world’s population is infected with 
HCV, including an estimated 170 million 
individuals with chronic diseases6 (the 
outcome for up to 80% of all acute 
infections). Thirty percent of these 
chronic patients will develop serious 
hepatic complications such as fibrosis, 
cirrhosis, and liver failure with 5% 
ultimately developing hepatocellular 
carcinoma (HCC). 7–11

Although the natural history of HCV 
makes it difficult to accurately ascertain 
its impact, it is now estimated that HCV 
and its subsequent complications have 
overtaken HIV in terms of prevalence 
(200 million vs. 34 million) and incidence 
(2.3–4.7 vs. 2.4–2.9 million), with a 
mortality rate of 300,000 a year.12–14

Of all the countries affected by HCV, Egypt 
has the greatest interest in its effective 
management. Egypt has an estimated 
average prevalence rate of 14.7%, 
almost three times that of countries with 
the next highest prevalence (Pakistan and 
Taiwan at 4.7% and 4.4%, respectively) 
and five times the global average, 
with treatment resistant genotype 415 
predominating, making HCV Egypt’s 
prime public health care issue. In some 
groups, however, the impact is even 
higher: 22.1% among army recruits, 
70.4% among hemodialysis patients, 
75.6% among thalassemic children, and 
47.2% among chronic liver disease or 
HCC patients.16

However, this epidemic is probably due to 
the parenteral antischistosomal therapy 
(PAT) campaign, a well-meaning but 
poorly implemented attempt to eradicate 
what had historically been one of Egypt’s 
major health concerns: schistosomiasis 
(also known as bilharzia, bilharziasis, or 
snail fever), a parasitic disease caused 
by several species of trematodes. To 
counter what was literally a “plague of 
Egypt,” the government administered 
“tartar emetic” injections, the standard 
treatment at that time, to a quarter 
million citizens over a period of 30 years. 
However, due to poor aseptic precautions 
and practices, the PAT campaign simply 
added another burden to the Egyptian 
healthcare system by allowing HCV to 
spread with unnatural rapidity, causing it 

HCV AND EGYPT
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to become possibly the largest iatrogenic 
disease spread in modern history.17–20

However, had this been the only factor 
responsible for the spread of HCV, 
disease spread should have decreased 
significantly once parenteral treatment 
had been replaced by oral therapy 
during the 1980s. Considerable evidence 
exists that there is significant ongoing 
active infection with an estimated 
yearly incidence of almost 7 infections 
per 1000 people, which indicates that 
approximately half a million people are 
infected by HCV annually in this country.5 

Although modes of transmission other 
than parenteral exist (vertical, sexual, and 
familial), these comparatively contribute 
little to the overall process.21–24 The 
main source of this spread is primarily 
the use of contaminated equipment. 
The average person receives more than 
four injections per year on average. 
Forty percent of those injections are 
administered by “informal healthcare 
workers,” and almost 10% of all injections 
are unsafe.25 This stems from three main 
issues: i) poor specific training, expertise, 
or understanding of infection by health 
care workers; ii) absent or inefficient 
formal programs, practices, or equipment 
for infection control, sterilization, and 
waste management;26–31 and iii) the 
regional predilection for necessary or 
unwarranted parenteral treatment over 
other modes of administration.27–30

Although the direct effects of chronic 
HCV are of serious concern, the life-
threatening complications resulting 
from the direct or indirect impairment 
of hepatic and other biological systems 
by HCV are of equal importance. HCV 
has been linked with varied conditions 
such as glomerulopathies, thyroiditis, 
rheumatologic manifestations such 
as arthralgias and arthritis, mixed 
cryoglobulinemia, and diabetes mellitus 
(the prevalence of which can be 2–10-
fold higher than that of non-HCV cases 

and can additionally worsen liver status 
and treatment response).32–38  

HCC continues to be the most important 
complication of HCV. Considering that 
HCV is believed to be the leading risk 
factor for HCC, the second most common 
cause of death in Egyptian men, with 
direct causation in 50% of cases and an 
antibody seroprevalence of 75%–90% in 
all HCC cases, the importance of HCV as 
a causative agent of superadded disease 
becomes apparent.39–41

Although the actions of the past such 
as the PAT campaign cannot be erased, 
they can serve as reminders that well-
intentioned but poorly implemented 
control and eradication programs can 
worsen, not ameliorate, a tenuous 
situation.

The need of the hour is to promote 
an accurate awareness of the current 
disease situation, improve the prevention 
of new cases, provide effective treatment 
for current cases, and investigate the 
region-specific aspects of the disease and 
its management.

These needs could potentially 
be addressed by the following 
programs:
Disease surveillance
Disease surveillance: Surveillance 
programs will allow an accurate 
estimation of the current disease burden, 
allowing policy shapers to i) judiciously 
allocate scarce resources for maximum 
socioeconomic benefit, ii) monitor the 
effect of disease intervention programs, 
and iii) by extrapolating current trends to 
the future, allow for the modification of 
these programs according to morbidity 
and mortality trends.  Surveillance will 
include the following criteria:

•	 Screening programs in the general 
population, including their 
integration into existing programs 
and systems reduction of the 
economic and logistic burdenn 
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•	 Special surveillance by sentinel 
groups, e.g., pregnant women, visa 
applicants, and intravenous drug 
users  

•	 Mandatory in-hospital HCV testing 
for all patients undergoing surgical 
procedures

•	 Mortuary-based mortality reporting 
for HCV and its complications

Prevention
•	 Most importantly, to counter 

iatrogenic and nosocomial spread, 
government-monitored compulsory 
infection control programs will be 
implemented in all medical facilities, 
starting with those directly under the 
control of the MOHP and eventually 
spreading to parastatal and private 
facilities with operational approval-
linked accreditation

•	 Education and awareness: This 
will be primarily utilized to prevent 
other modes of transmission, such 
as the use of improperly sterilized 
equipment by tattooists and barbers 
and cryptogenic transmission 
between family members. Mass 
media programs as well as specialized 
programs targeted at universities, 
corporations, and specialist industry 
syndicates would also increase 
awareness of the seriousness of HCV 
and the need for voluntary testing

Patient management
•	 Case detection: Screening programs 

in corporate environments, academic 
institutes, religious centers, and out-
patient departments, including the 
use of mobile platforms

•	 HCV treatment: Wide geographic 
dissemination of self-contained 
treatment centers that span 
the spectrum from surveillance, 
diagnosis, prognosis, and treatment, 
interconnected by a computer 
database network to track 

demographic and epidemiological 
data 

•	 Treatment of HCV complications: 
The effective and timely treatment 
of patients diagnosed with HCV and 
education through surveillance and 
awareness programs will be critical 
to the effective prevention of the 
subsequent development of the far 
more dangerous and much more costly 
complications of HCV. Although the 
cost of medical therapy is not cheap, 
it can be ameliorated with bulk drug 
purchases, combination therapy, and 
the involvement of corporations and 
aid agencies, both local and foreign

Research
•	 Injection safety: The development 

of affordable single-use syringes 
and sharp instrument/needle 
disposal containers along with their 
distribution to all surgical suppliers 
and users, which can also be 
combined with a sharp instrument/
needle pickup and disposal service

•	 Coordination: This will involve the 
recruitment of all facilities in Egypt 
capable of performing HCV-related 
research targeting 
•	 The natural history of the disease 

(i.e., the relationship between HCC 
and cluster subtype 4o, lymphotoxin 
(a gene mutation, which affects 
HCV susceptibility), MxA expression 
as an HCV Rx response marker, and 
cutaneous markers of infection

•	 Uncovering the cryptogenic nature 
of interfamilial infection

•	 Noninvasive fibrosis evaluation

•	 The evaluation of new drugs and 
therapeutic modalities [i.e., an 
individualized approach to therapy 
(adapted to host and viral factors); 
optimal therapy duration; the 
therapeutic options for special 
patient populations; and evaluation 
of novel drug combinations of 
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•	 Educational and social program 
development

•	 Ultimately, an HCV vaccine
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World Hepatitis Alliance

The WHA provides global leadership and supports action to improve the lives of people 
living with chronic viral hepatitis B and C. Through better awareness, prevention, care, 
support, and access to treatment, WHA’s ultimate goal is to work with governments 
to eradicate these diseases.

Founded in 2001 by Charles Gore, the Trust was the first charity in the UK to be 
created in response to hepatitis C. WHA is a global voice for the 500 million people 
worldwide living with chronic viral hepatitis B or C.

Charles Gore, who suffers from HCV, created WHA together with three friends also 
infected with hepatitis C. He is now working with WHO to develop a global strategy 
and to organize WHD. WHA is in official collaboration with WHO, and it is composed 
of member organizations that have a primary interest in chronic viral hepatitis.

WHA is governed by an Executive Board consisting of a President and six Regional 
Board Members, each representing one of the six world regions and the countries 
therein, as defined by WHO:  

•	 Africa 

•	 Americas 

•	 Eastern Mediterranean 

•	 Europe 

•	 South East Asia 

•	 Western Pacific

ASSOCIATION OF 
THE MONTH
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Some key activities that WHA is involved in include:

1. World Hepatitis Day:

WHA first launched WHD in 2008. Following the World Health Assembly in May 
2010, it was agreed that WHD would be recognized annually on July 28.

The Theme

WHD dates, names, and themes 2004–present:

2. Promote policy change:  WHA’s campaign for policy change is a key element of 
WHD. The “12 Asks” campaign is based on a series of requests for policy commitments 
that recognize the impact of the diseases and reflect the need for action to combat 
chronic viral hepatitis.

3. Communities: The WHA supports campaigners and patient organizations around 
the world to help make a difference in the lives of the millions of people living with 
viral hepatitis and to prevent new infections.

FSRC is collaborating with the WHA regarding various hepatitis C-related studies. 
Currently, both groups are working to estimate the disease burden of hepatitis in CIS 
countries.

Websites:

http://worldhepatitisalliance.org/en/Home.aspx  

http://www.youtube.com/worldhepday  

http://www.facebook.com/worldhepalliance  

http://twitter.com/Hep_Alliance  

http://www.picbadges.com/world-hepatitis-day/1857265/?ref=wdgt7 

Date       Name       Theme 

October 1, 2004     International Hepatitis C Awareness Day  “You have company”

October 1, 2005     World Hepatitis C Awareness Day    “Hepatitis C - A Priority Today”

October 1, 2006     World Hepatitis Awareness Day      “Get tested”  

October 1, 2007     World Hepatitis Awareness Day      “Get tested”  

May 19, 2008     World Hepatitis Day      “Am I number 12?”

May 19, 2009     World Hepatitis Day      “Am I number 12?”

May 19, 2010     World Hepatitis Day      “This is hepatitis”

July 28, 2011     World Hepatitis Day      “This is hepatitis”
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HEPATITIS NEWS
Potential Hep C vaccine; August 15

Associate Professor Drummer and her team at the Burnet Institute have overcome a 
major hurdle in HCV vaccine research, developing a vaccine candidate that protects 
against a number of different HCV strains. Currently, the vaccine is undergoing formal 
preclinical studies.

Associate Professor Drummer unveiled the details about her HCV vaccine project at the 
prestigious Immunotherapeutics and Vaccine Summit in Cambridge, Massachusetts 
on August 13 with the following remarks: “Our vaccine is unique as it contains 
only the most essential, conserved parts of the major viral surface protein, eliciting 
antibodies that prevent both closely and distantly related hepatitis C viruses from 
entering cells, thereby preventing infection.”

http://www.sciencealert.com.au/news/20121408-23657.html    

Anti-hepatitis A shot effective for 10 years; August 10

According to the results of a study, anti-hepatitis A virus shots confer immunity to 
infants for at least 10 years. The study examined the effectiveness of a two-dose 
inactivated hepatitis A vaccine in children younger than two years over a 10-year 
period. Owing to routine vaccination in the US, HAV cases have decreased by 90% 
in the past 20 years, with roughly 20,000 new cases reported each year, according to 
the CDC.

http://zeenews.india.com/news/health/diseases/anti-hepatitis-a-shot-effective-for-10-
years_18284.html 

Children with hepatitis C, who were treated with peginterferon 
display changes in body size; August 10

According to a follow-up of the Paediatric Study of Hepatitis C trial, children with 
hepatitis C who were treated with peginterferon alpha display considerable changes 
in weight, height, body mass index (BMI), and body composition. Overall, the study 
included 107 children with an average age of 11 years. At baseline, the height, 
weight, BMI, and body composition of all children were normal. During treatment, 
the team observed that some patients exhibited a reduction of up to 0.5 per unit in 
height, weight, and BMI z scores (standard deviation scores), discovering that 33% 
of children in the 48-week treatment group had a reduction of ≥0.5 in their height-
for-age z score.

http://www.medicalnewstoday.com/articles/248910.php   
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Achillion hepatitis C drug shows promise in a mid-stage study; 
August 8

The company stated that majority of patients who received sovaprevir, when given 
along with the standard therapy of pegylated interferon and ribavirin, displayed no 
detectable virus levels four weeks after the end of the treatment period.

Of the 39 patients who received 12 weeks of additional standard therapy following 12 
weeks of combination therapy, 33 patients in three different dosage arms exhibited a 
sustained viral response a month after the end of treatment.

ht tp : / / in . reuters .com/ar t i c le /2012/08/08/us -ach i l lon-hepat i t i s s tudy-
idINBRE87700320120808   

Bristol–Myers suspends hepatitis C treatment study; August 2

Bristol–Myers Squibb Co. is suspending a mid-stage study of a potential hepatitis 
C treatment after a patient exhibited heart failure. The company is an important 
manufacturer of medicines for viruses including Baraclude for hepatitis B and several 
HIV drugs.

http://online.wsj.com/article/AP6963742782614965ba21bfab7cdb7308.html   

“Hepatitis more lethal than HIV, malaria, and dengue;” July 29   

Hepatitis, which causes inflammation of the liver, kills more people in India than HIV/
AIDS, malaria, and dengue combined, Nata Menabde, the WHO representative to 
India, stated on World Hepatitis Day.  

She stated that mass awareness, universal guidelines for immunization, and hygienic 
handling of food and water can reduce the liver disease burden substantially.

http://articles.timesofindia.indiatimes.com/2012-07-29/delhi/32922799_1_world-
hepatitis-day-hepatitis-c-virus-viral-hepatitis   

Several US states fear hepatitis outbreaks, 30 cases of Hepatitis C 
confirmed at New Hampshire’s Exeter Hospital; July 27 

Medical technician David Matthew Kwiatkowski was charged with stealing drugs and 
contaminating needles while working at New Hampshire’s Exeter Hospital Cardiac 
Catheterization Unit in 2011 and 2012. Kwiatkowski allegedly injected himself with 
the painkiller fentanyl and left the syringes for the hospital to reuse. 

Kwiatkowski is believed to have had hepatitis C since at least June 2010. Thirty cases 
of the same strain of hepatitis C have been confirmed among patients in the New 
Hampshire hospital’s cardiac catheterization lab. Testing has been recommended for 
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approximately 6,000 people in New Hampshire alone. He also worked at more than 
10 hospitals in Michigan, New York, Pennsylvania, Maryland, Kansas, Georgia, and 
possibly Arizona from 2007 to 2011. Determination of who should be tested in these 
hospitals is awaited. 

http://in.reuters.com/article/2012/07/26/us-usa-hepatitis-idINBRE86P1H320120726  

http://www.nytimes.com/2012/08/02/us/thousands-await-testing-for-hepatitis-by-
serial-infector.html  

Researchers identify likely predictors of hepatitis C severity;   
July 25   

National Institutes of Health researchers have identified several factors in people 
infected with the hepatitis C virus that may predict whether an unusually rapid 
progression of disease from initial infection to severe liver conditions, such as cirrhosis, 
will occur. At present, there is no way to predict how the disease will progress in any 
given patient. 

The researchers used genetic sequences to reconstruct the evolution of two particular 
hepatitis C genes, E1 and E2, and the research team analyzed the types of genetic 
changes that occurred to understand their relationship with disease progression.

http://pharmabiz.com/NewsDetails.aspx?aid=70258andsid=2   

Hepatitis could kill five million people in Southeast Asia in the 
next decade: WHO; July 24

WHO reported that over five million people are likely to lose their lives over the next 
decade as a result of viral hepatitis in Southeast Asia. There are an estimated 30 
million people with chronic hepatitis C infection in the region.  

Although the UN health agency is focusing on increasing awareness about the 
disease, it is also aiming at increasing surveillance and resources. Infant immunization 
coverage for hepatitis B is targeted to reach levels exceeding 95%. Screening all 
blood and blood products for hepatitis B and C is expected to become mandatory.

http://articles.timesofindia.indiatimes.com/2012-07-24/health/32827007_1_
hepatitis-virus-viral-hepatitis-hepatitis-b-infection 
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On-going online survey by FSRC
Dear All, 

This survey is being conducted to measure the awareness about two infectious diseases, HIV 
and hepatitis C, in the community. 

The survey will help to establish the awareness level regarding these diseases, which in turn will 
facilitate implementation of appropriate educational and community welfare programs. Your 
personal data, including your name and email address, will remain completely confidential, 
and all the data you provide will be completely anonymized.

You will find below, 7 questions about your background and 20 questions collectively on the 
diseases. 

We kindly request that you attempt to answer all the questions, because if you contribute 10 
minutes of your time to this study you could possibly help prevent the spread of these deadly 
diseases.

We also request you to kindly forward this email to as many people as possible (you can even 
post this link on Facebook, LinkedIn, or Twitter).

You are invited to participate in the HCV Awareness Survey. To complete the survey form, visit 
the link below: 

https://docs.google.com/spreadsheet/
viewform?fromEmail=true&formkey=dFJnazdISjJiOTJfUzNIeFZSajhWdnc6MQ

Thanks for participating in the survey.

Best regards, 

Focus Scientific Research Centre




