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Dear Reader,

It is my pleasure to introduce the second FSRC hepatitis bulletin. During my latest visit to 
Astana, Kazakhstan, the need for more awareness around hepatitis become very much 
apparent. Although we were sitting with representatives from the ministry of health we saw 
that even basic information around epidemiology of the diseases was missing. We are currently 
undertaking an effort to collect and validate those numbers from several CIS countries. With 
this we hope to increase the awareness level for hepatitis in the countries and also potentially 
to come up with recommendations on how to improve the situation for the thousands of 
patients in this region. 

Other interesting topics in this edition are the guest editorial from Prof. David Goldberg on 
“Hepatitis C Virus (HCV) Infection: Reflections on achievements and challenges with a model 
approach to improve services for affected people”. He is sharing his model approach to tackle 
hepatitis C as successfully done in Scotland, France and Australia

During our last trip to Vienna we met with our partners from ‘Hepatitis Hilfe Österreich (HHÖ)’ 
and they showed us their highly compelling HCV Screening program which they promote 
through local events

Finally, we will share interesting findings from a survey we conducted over the last three 
months regarding the general awareness of HCV in the healthcare domain.

We hope you enjoy this bulletin and are looking forward to your feedback.

With best wishes,

Behsad

Behsad Zomorodi 
Founder and CEO, phamax AG,
Basel, Switzerland
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Hepatitis C Virus (HCV) Infection: Reflections 
on achievements and challenges with a model 
approach to improve services for affected people.

Hepatitis C Virus infection (HCV) is far more prevalent 
than is often appreciated; between 130 and 170 million 
people worldwide are chronically infected – i.e. four to 
five times more people are infected with Hepatitis C 
than HIV. Most countries have a chronic HCV infection 
prevalence of between 0.5 and 2% but some countries 
have a higher prevalence. Egypt, with one in 10 of 
its population having chronic HCV, has the highest 
prevalence of infection, though in parts of Pakistan, for 
example, similar rates are to be found.

Although the virus was discovered in 1989, it has 
been circulating since at least the early 20th  century 
and probably long before. Despite the recency of its 
discovery, remarkable progress has been made on 
many fronts. Our understanding of the epidemiology of 
Hepatitis C is now considerable. HCV is a diverse RNA 
virus which has 6 main genotypes, the geographical 
distribution of which varies both within and across 
countries. It is principally transmitted via the blood 
borne route and only rarely through unprotected 
sexual intercourse. From a percutaneous transmission 
perspective, it is 10 times more infectious than HIV but 
10 times less infectious than the Hepatitis B Virus (HBV 
(eAg positive)). Essentially, in countries with a higher 
GDP, the virus is spread by people who inject drugs 
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with unsterile injection equipment - while 
in lower GDP countries, the virus is mainly 
spread through invasive procedures 
involving unsterile equipment, undertaken 
in healthcare settings; often the invasive 
procedure involves a re-used needle and 
syringe and often the healthcare settings 
are small, private, unlicensed and situated 
in more rural areas. In yet other countries, 
injecting drug use and invasive healthcare 
procedures have contributed evenly to the 
amount of infection transmitted.

Hepatitis C is a highly insidious infection. 
Few infected people experience an acute 
symptomatic Hepatitis illness and most 
people who have it don’t know it! This 
is one of the reasons why the Hepatitis 
C problem is often referred to as “The 
Ticking Time Bomb”.

Some infected people – about a quarter 
– are lucky enough to mount a immune 
response good enough to get rid of the 
virus within 6 months of infection. Why 
this happens for some and not for others 
is not well understood. Our understanding 
of disease progression, however, is better 
understood. Inflammation, mild fibrosis 
and then severe fibrosis of the liver are 
the stages of a progressive phenomenon 
occurring over a timespan of decades. 
Around 16% of infected people have 
developed cirrhosis within 20 years 
of infection but the rate of disease 
progression for an individual is hugely 
influenced by the following factors – 
older age, alcohol consumption and HIV 
co-infection.

In a country like Scotland, it is not 
uncommon to encounter heavy drinking 
females in their 30s who have been 
infected with Hepatitis C for only around 
15 years and have already progressed to 

liver failure. Throughout the world there 
is evidence that both mortality and severe 
morbidity in the form of liver failure and 
liver cancer, associated with Hepatitis C 
infection, is on the increase. In Scotland, 
this increase has increased 4-fold over the 
last decade and HCV deaths are far more 
common than those due to HIV.

The main aim of any Government 
programme in tackling its Hepatitis C 
problem should be the prevention of 
infection and its related diseases.

From a prevention perspective, it is 
disappointing that there is no vaccine and 
nothing on the horizon. Lack of progress 
on this front relates to the fact that the 
virus is constantly mutating – just like HIV! 
The screening of blood donors for HCV 
antibody has in many, but certainly not 
all, parts of the world, stemmed the flow 
of infection through blood transfusion. 
The use of disposable needles and 
syringes with the implementation of good 
infection control practice generally is also 
critical – particularly in countries where 
the prevalence of infection is high. A few 
months ago, while in a middle-eastern 
country with a high HCV prevalence, a 
Professor of Medicine told me she was 
scared to go to the dentist not for the 
usual reason but because of the fear 
of getting Hepatitis C. With infection 
control it is often more about educating 
healthcare workers and getting them to 
follow guidelines than it is about cost.

In many ways, the same applies to 
preventing infection through injecting 
drug use. The concepts are simple but 
the implementation is challenging. 
Harm reduction measures such as opiate 
substitution therapy and the provision of 
sterile needles and syringes has, in many 
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parts of the world, successfully reduced 
HIV transmission rates among people who 
inject drugs to low levels. Because HCV 
is more infectious, these measures have 
been less effective. In most countries, the 
prevalence of infection among people 
who inject drugs (PWID) is around 50% 
and either stable or declining very slowly. 
According to recent evidence from the 
Netherlands and the UK, it is only when 
opiate substitution and needle and syringe 
services are functioning really well, that a 
major impact on HCV transmission among 
this population group is made.

It is now 20 years since an HCV antibody 
diagnostic test became available – but 
despite the ease with which a diagnosis 
can be made, in virtually all countries 
the majority of infected people remain 
undiagnosed. There are many reasons for 
this: the infection’s long incubation period, 
difficulties identifying people at risk of 
infection (particularly in places where 
healthcare associated infection is common) 
and a lack of understanding among both 
healthcare workers and the public about 
Hepatitis C and its consequences. Often, 
however, there is suboptimal Government 
appetite to provide testing services for an 
infection which is likely to justify antiviral 
treatment.

But European and American Guidelines 
for testing do exist and imaginative, user-
friendly, approaches to testing difficult to 
reach populations are now in operation. In 
the UK, for example, a staff member who 
is not medically trained now tests PWID 
in community settings by taking a finger-
prick sample of blood and depositing 
it onto filter paper. In Glasgow and 
London, this approach and one involving 
the collection of saliva have been used 
in mosques to test Pakistanis, an ethnic 

group known to have a higher chance of 
being infected. 

The principal purpose of diagnosis, of 
course, is the identification of infection 
for treatment. The story of Hepatitis C 
treatment is a remarkable one. Within 
12 years of virus discovery, effective 
combination therapy of injectable 
pegylated Interferon and oral Ribavirin 
was available – and now 10 years on we 
have the protease inhibitor breakthrough 
which will revolutionise therapy over the 
next 10 years. The great thing about 
Hepatitis C virus infection is that it doesn’t 
incorporate itself into the host’s DNA. This 
means that, unlike HIV and HBV, it can be 
eradicated, as opposed to just controlled. 
Interferon and Ribavirin stimulate the 
body’s immune system to get rid of the 
virus and in about 60% of instances 
overall, this happens after a course of 
therapy lasting up to a year. The cure rate 
for genotype 2/3 infection is about 75%, 
for genotype 4 60% and for genotype 
1 40%. The first generation protease 
inhibitors of Boceprevir and Telaprevir 
are the first direct acting agents which 
compromise the virus’s ability to replicate. 
Used in combination with pegylated 
Interferon and Ribavirin for genotype 1 
infection, they increase the cure rate to 
around 70%. 

The protease inhibitor development is 
particularly important as genotype 1 is 
probably the most common genotype 
worldwide – and as far as the therapeutic 
horizon is concerned, there are many 
more direct acting antivirals on the way! 
By the end of this decade, it is likely that 
the very great majority of people infected 
with HCV will be able, potentially, to be 
cured with a short course of once-a-day 
oral therapy. That, of course, assumes that 
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large numbers of people haven’t been 
left to advance to severe liver disease – a 
disease stage which makes the eradication 
of HCV much more difficult.

The drugs, of course, are expensive, and 
it is not surprising that, even in higher 
GDP countries, only now are increasing 
numbers of people being treated. 
However, HCV therapy with pegylated 
Interferon and Ribavirin (plus or minus 
a protease inhibitor) has been shown, 
certainly for GDP resource-rich countries, 
to be highly cost-effective in terms of 
quality adjusted life-years gained. 

A small number of countries have 
developed a model approach to improve 
Hepatitis C services – these include 
France, Australia and Scotland, a country 
with a population of just 5 million. In 
Scotland, large amounts of money for the 
period 2008-2015 have been, and will be, 
obtained from the Scottish Government 
to address Scotland’s Hepatitis C problem. 
This investment amounts to about $20 
million per year and most of the funding 
is being allocated for treatment purposes. 
So how was the Government persuaded 
to release so much funding? Firstly, 
the data, collected over several years, 
demonstrated the size and characteristics 
of the problem. Population surveys and 
the establishment of diagnosis and clinical 
databases, permitted estimates of the 
number of people infected, the number 
diagnosed, the number in specialist care 
and the number ever having received 
antiviral therapy. It was abundantly clear 
to all concerned that most infected 
people were undiagnosed and most of 
the diagnosed had never been treated. It 
was also clear that the numbers of people 
developing liver failure and dying from 
Hepatitis C were increasing and that these 

numbers would continue to increase 
relentlessly unless something was done. 
It was argued “better to diagnose and 
treat than have to care for people with 
incurable, advanced disease” both from a 
humanitarian and a cost perspective.

It was also demonstrated that large 
numbers of people, mainly PWID, were 
still becoming infected; and so resources 
were not only needed to treat people but 
were also needed for prevention purposes.

Good data on its own is not sufficient to 
promote action. It also requires a lot of 
energy from people willing to champion 
the cause and make the case to politicians. 
These champions came not only from the 
public health and clinical sectors but also 
from patient representative organisations. 
It cannot be stressed enough how 
important patient representatives were 
in getting people from the political sector 
engaged with the process.

As a consequence of Scotland’s Hepatitis 
C Action Plan, Hepatitis C services in 
Scotland have been greatly improved. 
One key factor was the formation of 
local multi-disciplinary Hepatitis C care 
networks – these brought together 
clinicians, nurses, general practitioners, 
virologists, addiction workers, patients 
representatives and many others involved 
in the Hepatitis C patient care pathway 
– from diagnosis to specialist referral to 
assessment and, ultimately, treatment. 
The importance of people responsible for 
the care of the infected patient working 
together in this way cannot be emphasised 
too much.



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 
the right people in the healthcare ecosystem,” then 
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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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In order to further FSRC’s stated aim to gather and disseminate up-to-date, factual 
scientific information (especially for under-represented diseases in the emerging 
world) we are proud to present the Codex series. This will highlight in a serialized 
format, the most salient aspects of a chosen ailment, including but not restricted 
to: overview, epidemiology, clinical features, diagnosis and treatment.

Introduction and Overview

•   The addition of World Hepatitis Day by 
the WHO to the list of mandated health 
awareness days  ( p r e v i o u s l y 
populated only by campaigns involved 
with HIV, tuberculosis and malaria) 
heralds the growing international 
awareness of HCV as a global health 
care issue

•	 Currently,	 the	 WHO	 estimates	 3%	 of	
the world’s population is afflicted with 
HCV of which an estimated 170 million 
are chronic sufferers (the outcome for 
up to 80% of all acute infections). In 
addition, in certain specialist groups, 
such as intravenous drug users (IUD’s) 
and long term patient of invasive/
parental therapy, the prevalence can 
be as high as 90%

•	 30%	 of	 these	 chronic	 sufferers	 will	
develop serious hepatic complications 
such as fibrosis, cirrhosis and liver 
failure with 5% ultimately acquiring 
hepatocellular carcinoma (HCC)

•	 HCV	 is	 the	 leading	 cause	 of	 liver	
transplant 

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 

In addition to being four times more 
contagious than HIV, challenges to treating 
HCV include 

•  An acute phase that is generally 
asymptomatic (and therefore under-
diagnosed) – This indicates diagnosed 
patient pool is an under-estimation of true 
prevalence

•  A chronic phase with a long latency 
period before the development of life-
threatening, difficult to treat complications 
– Patients with few or no overt signs of 
HCV who will remain infective for extended 
periods, while progressing unknowingly 
without treatment to chronic, long-term 
complications

•  Genetic polymorphism which affects 
treatment response and makes vaccine 
development all that much harder 

8
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HCV is a glycoprotein enveloped, single-
stranded RNA virus with only one HCV 
serotype identified and six major HCV 
genotypes with multiple subtypes variably 
distributed throughout the world. 

Most commonly, blood-borne transmission 
is involved (e.g. injecting drug use, 
parenteral/invasive procedures or therapy 
[i.e. haemodialysis recipients], iatrogenic 
from inadequate aseptic techniques or 
infection control breaks), though sexual 
and vertical transmission occurs rarely and 
in 10% of cases, no risk factor is apparent.

The infection is generally insidious in onset, 
asymptomatic or characterised by non-
specific malaise and flu-like symptoms in 
its acute stage. Physical examination may 
reveal mild enlargement of a tender liver 
and spleen.

In the chronic stage, which is defined as 
the persistence of HCV virus for more 
than 6 months after initial infection, the 
symptoms of actual HCV infection remain 
mild with awareness only occurring due 
to the progression to the complicated 
stage of the disease (which occurs most 
commonly 20 to 30 years after the acute 
stage):

•	 Liver	cirrhosis:	Portal	hypertension	and	
jaundice with hepatic decompensation

•	 Extra-hepatic	 manifestations:	
Occurring in up to 70% of patients, 
rheumatologic and cutaneous 

manifestations being the most 
common

Post cirrhosis, the survival rate is 50% at 5 
years in those with clinical decompensation 
(30% probability at year 10) and up to 
90% at 5 years for those who do not 
(though in either case survival rates drop 
with time) with a cumulative probability of 
liver carcinoma of 4% per year.

Laboratory diagnosis is through:

•	 Serological	 assays	 (Anti-HCV),	 which	
only confirms exposure and not active 
infection

•	 Molecular	 assays	 (HCV	RNA	and	 core	
antigen), the earliest method for 
detecting active persistent infection 
and applicable within weeks of initial 
exposure, it is not routinely used as a 
first line of detection due to its cost but 
rather as a confirmatory and prognostic 
tool following a positive anti-HCV test 

Gold standard prognosis involves invasive 
procedures such serial liver biopsy 
supported by imaging techniques.

Medical treatment involves either 180ug 
of peginterferon alfa-2a once weekly 
plus weight based ribavirin (800-1400 
mg/day) or 1.5ug/kg peginterferon 
alfa-2b once weekly plus weight based 
ribavirin (1000-1200 mg/day) for 24 to 
48 weeks depending on response and 
virus genotype. The therapeutic goal 
is virus eradication prior to end stage 
hepatic complications – characterized 
by sustained virological improvement. 
Adverse effects include psychiatric 
disorder, myelosuppression, haemolytic 
anaemia and flu-like symptoms.

Follow-up: Hepatic ultrasound yearly with 
complete blood count and biochemical 
liver tests twice a year.
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HEPATITIS C 
SCREENING IN AUSTRIA
HCV is one of the most common blood-borne pathogen worldwide. The number of 
reported HCV cases in the EU/EEA countries per100, 000population has increased 
from 4.5 to 6.9 between 1995 and 2007. However, due to the asymptomatic nature 
of infection, the reported numbers may reflect testing practices rather than true 
incidence.1

In the wake of rising global awareness of the disease, Austria has implemented one 
of the best surveillance systems in the EU: mandatory national surveillance system 
(where every physician has to report confirmed, possible and probable cases and 
deaths. Laboratories are also included in the Mandatory reporting system).1

However, screening programs in the country are not yet mandatory, rather only 
implemented by the NGOs and other organizations.

FSRC encourages HCV-Screening programs as they play an extremely crucial role in 
the effective management of the infection.

FSRC attended one such HCV screening event in Vienna, Austria organized by 
Red Cross, Hepatitis Hilfe Österreich (HHÖ), Wiener Gebietskrankenkasse (WGKK), 
Krankenhaus Barmherzige Schwestern along with a laboratory and a hepatologist.
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•	 Information	on	insurance	coverage	of	Hepatitis	C	in	Austria	was	shared

•	 Tests	to	evaluate	liver	enzymes	(ALT/AST)	were	performed	and	the	participants	were	
provided with appropriate counselling on the disease.

•	 People	with	raised	levels	of	liver	enzymes	were	referred	for	further	investigation

References:

http://ecdc.europa.eu/en/publications/Publications/101012_TER_HepBandC_survey.

•	 The	event	was	held	in	Vienna	on	30th August, outside one of the malls in the city 

•	 People	were	invited	to	participate	in	the	screening	program

•	 Talks	on	the	know-how	of	the	infection	were	given:	prevention,	routes	of	transmission,	
incidence rates etc.
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Introduction

Hepatitis C virus (HCV) and human 
immunodeficiency virus type-1 (HIV-1) 
have become global issues among injection 
drug users (IDUs).1-2 HCV and HIV viruses 
have a common mode of transmission and 
there is also a strong tendency to acquire 
them simultaneously.3 Figures have shown 
that nearly one-third of individuals positive 
for HIV are also infected with HCV.4  The 
overall incidence of HCV-HIV co-infection 
is higher than HBV-HIV co-infection.5 
Since 2007, in the US alone, the annual 
age-adjusted mortality rate due to 
HCV infection has been observed to be 
greater than in HIV disease, reflecting the 
continuing decline in HIV-related mortality 
and a proportionate increase in HCV-
related deaths.6 Awareness played a very 
important role in the prevention of HIV 
in most of the countries. The apparent 
success of HIV prevention programmes 
could be attributed largely to very high 
awareness about HIV among people; this 
indicates that, for a successful outcome, 
generating awareness takes precedence 
over implementing any intervention 
programs.

In an article titled “Overcoming Barriers 
to Care for Hepatitis C” that was recently 
published in the New England Journal of 
Medicine (NEJM), the authors suggest 
that recent medical advances to care for 
patients with hepatitis C have not improved 
clinical outcomes mostly because of poor 
public awareness of the disease. To explain 
the downturn among HCV infected 

individuals, the authors have reported that 
approximately 50% of infected adults and 
children are unaware of their hepatitis C 
infection. In a proportion of people with 
frank presentation, the authors write ‘Only 
tiny fractions are treated’. The authors 
explain that this scenario establishes 
a silent epidemic where hepatitis C is 
spread by unaware, infected persons 
via activities such as shared needle use, 
sexual intercourse or inheritance from 
mother to child.7 As an example, studies 
have shown that awareness and medical 
understanding about HCV among general 
practitioners and non-specialist clinicians 
in China is poor, which may have a 
negative impact on the prevention and 
treatment of hepatitis C.8

The internet, as a source of information, 
has been identified as the one of the 
most important starting place for 
seeking knowledge in today’s world. It 
can be assumed that people who access 
information through the internet are more 
aware and more knowledgeable. Internet 
and social media are also increasingly 
being utilized as a very powerful tool for 
spreading awareness, especially in the 
younger generation. Recently, UNESCO and 
several other organizations launched the 
‘Prevention ONLINE’ project. This project 
was launched to mobilize the internet and 
social media in order to raise adolescents’ 
and young people’s awareness about HIV, 
sexuality, reproductive health, associated 
stigma and discrimination-related issues in 
Russia.9

HCV
AWARENESS STATUS
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FSRC has conducted an online survey 
in order to:

1. Assess the general awareness   
 about HIV/HCV among people   
 who have internet access

2. Compare the survey respondents  
 awareness regarding HIV vs. HCV 

Materials and methods:

An online survey questionnaire was 
designed with a focus on assessing 
the awareness levels of HIV and HCV. 
The questionnaire was designed by in-
house physicians from FSRC to capture 
demographic information about the 
respondents and the basic knowledge 
about the cause, transmission, target 
organs, treatment and disease outcomes 
for both HIV and HCV. A specific question 
about the preference for acquiring source 
of information was also asked.

The questionnaire was prepared and 
published on Google DOCs. FSRC 
and phamax employees circulated the 
questionnaire via email to their various 
contacts, requesting each of them to 
in turn forward it to their contacts, 
thereby creating a large pool of potential 
respondents. The survey invitation was 
also posted on social media sites such as 
Facebook, Twitter and LinkedIn. 

Results:

Over a one month period, 108 responses 
were received. 

Demographic characteristics of the 
respondents 

66% of the respondents were male and 
44% were female. In total, 96% of the 
respondents were from India and 1% 
were from Switzerland, Sri Lanka, USA, 
and Canada, out of which 94% of the 

respondents were of Asian ethnicity. 

Most of the respondents were healthcare 
professionals, and the majority of them 
were post-graduates by qualification. 

13
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Transmission

100% of the respondents were aware 
that HIV is a sexually transmitted disease 
but when asked HCV transmission, the 
response was variable. 

Target organs

100% of the respondents were aware that 
HIV affects the immune system but when 
asked about HCV, 94% were aware that 
it targets the liver. 5% of the respondents 
thought that HCV targets the immune 
system, and 1% said that it targets the 
stomach. 

Prevention and cure

Approximately 66% of the respondents 
believe that HCV is a curable infection 
whereas 84% of respondent said that HIV 
is non-curable. 93 to 95% of respondents 
said that both diseases are preventable.

Preferred source of healthcare 
information

We found that >50% of the respondents 
had used the internet as the source for 
obtaining heath related information. Only 
9% of respondents preferred contacting 
physicians.

Causative agent

99% of respondents were aware that HIV 
was caused by a virus as compared to only 
92% of respondents being aware of a 
viral cause for HCV.



Discussion:

The results seem to indicate that awareness 
regarding HIV is much greater than that 
of HCV among the respondents. In this 
survey, majority of respondents (66%) 
are highly qualified individuals (post-
graduates), associated with the healthcare 
sector. 

The internet has been shown to be the 
leading source for obtaining information 
on health related queries. 52% of 
respondents mention the internet as their 
preferred source for seeking healthcare 
related information. It was observed that 
only a minority (9%) of respondents 
preferred contacting physicians for 
healthcare related information.

According to the demographic data 
collected through the survey, 46% of the 
respondents are employed in healthcare 
related professions and 35% are working 
in office-based set-ups and have access to 
the internet. The awareness among this 
population was nonetheless greater for HIV 
than HCV. Awareness among healthcare 
professionals regarding HCV’s mode of 
transmission was studied by Tiftici A et al. 
As per this study, transmission of hepatitis 
C virus by blood and blood products 
was better recognized in all groups but 
other modes of transmission were either 
overestimated (skin contact, sharing toilets 
and clothes) or under-recognized (blood-
contaminated objects).10 Approximately 
99% respondents of were aware that a 
virus causes HIV infection versus 92% 
being aware of a viral cause for HCV.

All respondents (100%) were aware that 
HIV is a sexually transmitted disease but 
when asked about HCV transmission, the 
response was variable. 61% said that HCV 
transmission is blood borne or through 
injectable drug use, and approximately 
31% believe that it spreads through 
contaminated food and water. Hepatitis 
A (HAV) is transmitted primarily by faeco-

oral contamination. HCV cannot be spread 
by food or water.11 The lack of awareness 
and the respondents’ tendency to confuse 
HCV with HAV was an interesting finding 
of this survey. 

94% were aware that HCV targets 
the liver, 5% said that HCV targets the 
immune system and 1% mentioned the 
stomach as the target organ. This is in 
contrast to all respondents being aware 
that HIV affects immune system. 

HCV is a disease where more than 50% of 
the cases progresses to chronicity.12 It was 
estimated by the WHO in 2004 that the 
annual deaths due to liver cancer caused 
by HCV and cirrhosis are 308,000 and 
785,000 respectively.13

Like other blood borne diseases, hepatitis 
C can be prevented with adequate 
precautions.14 The majority of survey 
respondents believe that both HIV and 
HCV are preventable. 

About four out of five who are infected 
with HCV do not rid themselves of the virus 
without treatment. Since the last decade, 
the standard treatment was a combination 
of two drugs: pegylated interferon given 
once per week by subcutaneous injection 
and daily ribavirin pills, with treatment 
lasting from six to 11 months.15 

Limitations:

In this survey, we have not asked the 
respondents if they were actually aware 
about the ways of preventing the disease, 
have not asked about their understanding 
about the concept of prevention of 
disease by vaccination or their knowledge 
about the unavailability of the vaccine for 
HCV unlike HBV. All these items have been 
planned for extension of this study.

Only 66% of respondents believe that 
HCV is a curable infection and 17% were 
unaware, whereas 84% said that HIV is 
non-curable. 
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Conclusion:

The respondents to our survey were found 
to be individuals who are frequent internet 
users, and that the majority of them rely 
on the internet for seeking healthcare 
related information. We observe that the 
overall awareness about HCV is low when 
compared to awareness regarding HIV. 
There is a lack of awareness in terms of 
mode of transmission of Hepatitis C Virus 
infections, its treatment and cure.

FSRC is exploring ways and means to 
increase awareness about HCV in the 
general population.
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ASSOCIATION OF THE 
MONTH: HEPATITIS HILFE 
ÖSTERREICH (HHÖ)

What is
HHO?

Goals

HEPATITIS HILFE ÖSTERREICH (HHÖ) is one of the largest non-
profit patient organizations in Austria.  By partnering with 
patients of all types of liver disease (and related disorders), they 
act as spokespersons for sufferers and their families.

•	 Maintaining	the	quality	of	life	of	patients	with	liver	disease

•	 Elimination	of	discrimination	and	the	societal	exclusion	of		 	
 stakeholders 

•	 Reducing	public	fear	of	contact	with	the	affected

•	 Awareness	training	for	the	prevention	and	treatment	of	liver		
 diseases 

•	 Representation	of	patients’	rights	and	concerns	regarding		 	
 Austrian health policies 

•	 Networking	with	major	European	patient	and	self-help		 	
 organizations

17

History of 
HHO

HHO was established in January 2000, as a response to a need 
for a patient organization dealing with all types of liver diseases
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•	 Serving	 patients	 in	 various	 ways	 including:	 providing	
healthcare information, help, advice and support to victims 
and affected members of the family.

•	 Establishing	a	platform	for	communication	between		
 patients, medical staff and health authorities  

•	 Raising	 public	 awareness	 and	 fighting	 stigmatization	
through modern media (billboards, TV spots and 
appearances), widespread educational work and 
conventions

 •		Educational and training activities: conducting   
     training and seminars

 •		Public performances at exhibitions on health   
     awareness days 

 •		Conducting campaigns in educational institutions

 •		Publishing of books, brochures and other    
     informational material

 •		Developing informational programs and campaigns  
     for prisoners

•	 Raising awareness and support for migrants: asylum 
camps, cooperation with medical personnel  for  
assistance, informational material in the corresponding 
first language

•	 Assisting	and	active	participation	in	scientific	activities		
 concerning liver disease and deuteropathies

•	 Organization	of	‘World	Hepatitis	day’

•	 Introduction	of	cachet	for	chiropodists,	piercing	studios,		
 tattoo artists

•	 Collaboration	activities

	 •		Collaboration with patient and physician organizations  
     like ELPA, World Hepatitis Alliance, AIDS-Help and the  
     Club of Turkish Doctors

	 •		Collaboration	with	health	and	social	insuranceagencies,		
  employee and employer organization and health ministries 

	 •		Establishing partnership with other healthcare players

Projects 
and public 
relations



HHO-SEAL 
of approval

HHO-SEAL of approval
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•	 HHO	 honours	 exemplary	 businesses	 in	 pigmentation	
(permanent makeup and tattooing), piercing studios and 
chiropodists

•	 It	 sets	 criteria	 for	hygiene	and	 customer	 service,	 and	 thus	
making significant contribution to health prevention, 
education and information



20

Achievements

•	 HHO	serves	more	than	3,000	liver	disease	sufferers	and		
 their families per year in Eastern Austria by providing help,  
 advice and support

•	 As	 a	 professional	 information	 platform,	 HHO	 is	 not	
only a focal point for those affected, but also for at-risk 
occupational groups, workers and employers’ organizations, 
hospitals, health insurance companies, local communities, 
government, insurance companies, science and research 
establishments as well as for public and private media

•	 HHO	 reaches	 10,000	 people	 per	 year	 directly	 through	
activities like medical and social training, seminars, lectures 
and workshops 

•	 HHO	participated	in	the	first	World	Hepatitis	C	Day	in	2004,	
another in 2005 and also held the first Austrian Liver Day 

•	 The	 establishment	 of	 the	 first	 service	 and	 information	
platform ‘INFOPOINT HEALTHY LIVER’ in January 2003 
represented a milestone in the early detection and awareness 
of liver disease in Austria 

•	 HHO	 is	 a	 member	 and	 co-founder	 of	 the	 Pan-European	
Blood Safety Alliance (PBSA) and proponent of the European 
Union liver

People
involved

•	 Angelika	Widhalm,	Chairwoman

•	 Ernst	Leitgeb,	expert	of	data	privacy

•	 Martin	Prais,	PR	–	communication

•	 Team	in	the	office:	Andrea	Hammer	and	Andreas		 	
 Rohrenbacher

Collaborations
/Sponsors

ELPA, World Hepatitis Alliance, BMS, Deutsche Leberhilfe, 
Gilead, Janssen, Merck Serono, MERZ, MSD, Roche, Rottapharm 
Madaus, Austrian Red Cross and WGKK



References:

http://www.gesundeleber.at/ 

HEPATITIS HELP AUSTRIA 
(HHÖ)  Anton Burg Alley 
1/44, A-1040 Vienna E-mail: 
info@gesundeleber.at Web: 
www.gesundeleber.at

Angelik Widhalm Chairwoman  
Tel: +43 (0) 1/581 03 28         
Mobile: +43 (0) 676/520 41 
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Collaborations 
with FSRC

•	 FRSC	 visited	 HHO	 in	 September	 2012	 and	 discussed	 the	
work each one does  in the field of hepatitis, including 
potential areas where the services can be shared mutually 
to improve outcomes 

  •		FSRC and HHO hope to collaborate on a number of  
    future hepatitis related projects 

•	 HHO	also	shared	“best	practices”	it	has	acquired	through	its	
vast experience over the past decade

		 •	FSRC	will	be	instrumental	in	showcasing	the	efforts								
  and achievements of HHO, which will enable NGOs and   
  organizations working towards similar goals to improvise    
  their efforts

Contact
details



HEPATITIS NEWS
Hep C patient enrolment double; September 15

The number of people enrolling for hepatitis C treatment at a Christchurch community 
clinic in New Zealand has more than doubled in the past two years. 

Clinic has seen enrolment numbers jump to more than 700 this year, the numbers 
jumped after the February 2011 earthquake, when many people seemed to become 
motivated to get their health checked after surviving the disaster.

However, it is believed that about 25% of those with the virus still did not know they 
had it. “It really is about raising awareness and improving people coming forward for 
testing if they’ve got any risk factors at all,” Nurse Jenny Bourke said.

http://www.stuff.co.nz/the-press/news/7683159/Hep-C-patients-double     

Hepatitis B vaccine is effective for up to 15 years; September 12

Nearly all children who received three doses of hepatitis B vaccine achieved immunity, 
but about 20% fell below the protective antibody threshold by year 15, Canadian 
researchers reported on Monday at the 52nd Interscience Conference on Antimicrobial 
Agents and Chemotherapy (ICAAC) in San Francisco.

Gaston De Serres and colleagues from the Quebec Public Health Institute and Laval 
University measured hepatitis B surface antibody levels and immune memory persistence 
over 15 years in people who were vaccinated prior to adolescence.

Widespread immunisation against hepatitis B virus has dramatically reduced the 
incidence of infection worldwide over the past three decades. Many countries now 
include hepatitis B in their recommended infant vaccine series. 

http://www.aidsmap.com/page/2513737/  

Australia: Hepatitis epidemic must be tackled to stop liver cancer cases 
doubling; September 10

The number of new cases of liver cancer will soar in Australia over the next decade 
unless urgent action is taken to diagnose and treat an epidemic of viral hepatitis, experts 
warn.

A physician with the Victorian Infectious Diseases Service, Benjamin Cowie, said liver 
cancer cases were expected to double to about 2500 a year if more was not done to 
tackle the underlying causes. 
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It is estimated that one in three people with hepatitis B, and one in four with hepatitis 
C, are undiagnosed. 

Only 2 per cent of Australians who have hepatitis C and 3 per cent with hepatitis B 
receive medical treatment. More than 10,000 Australians and New Zealanders are 
diagnosed with hepatitis C each year and 7000 with hepatitis B.

Dr Cowie is among a group of experts to use a viral hepatitis conference in New Zealand 
today to urge governments and health professionals to set new targets for the number 
of people receiving treatment.

http://www.smh.com.au/national/health/hepatitis-epidemic-must-be-tackled-to-stop-liver-cancer-cases-

doubling-20120909-25mh8.html   

South Sudan Officials Warn Spread of Hepatitis B; September 04

Health officials in Aweil’s civil hospital in Northern Bahr El Ghazal state say they are 
treating a growing number of patients with Hepatitis B. They say if residents are not 
careful, the disease could rapidly spread throughout the region.

Aweil Civil Hospital’s Acting Director, Dr. Wol Wol Aken said they have been diagnosing 
5 to 10 patients each month with Hepatitis B. He worries that residents are for the most 
part uneducated about the virus and could spread it unknowingly. “There is a vaccine 
but the vaccine is expensive and not available here in Aweil state,” he said.

Hepatitis B is not commonly seen in Aweil or in the rest of the Bahr el Ghazal region; it 
is more commonly seen in the Equatoria region. The National Deputy Health Minister 
Yatta Lori said “with Hepatitis B showing up in other areas like Aweil, health officials are 
scrambling to get the vaccine out to hospitals across the country”.

http://www.voanews.com/content/sotuh-sudan-officials-warn-spread-of-hepatitis-b/1501582.html    

Monoclonal antibody claimed to prevent Hepatitis C infection; 
September 02   

Scientists claim to have developed a monoclonal antibody therapy that prevents infection 
by the hepatitis C virus (HCV) by blocking its ability to enter liver cells.

The therapy has been developed by MassBiologics of the University of Massachusetts 
Medical School (UMMS) and tested in an animal model at the Texas Biomedical Research 
Institute. 

Researchers found that the human monoclonal antibody targeting the virus protected 
chimpanzees from HCV infection in a dose-dependent manner in a study conducted at 
Texas Biomed’s Southwest National Primate Research Center in San Antonio.

Scientists from MassBiologics; Texas Biomed; the National Institutes of Health (NIH) and 
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Merck Research Laboratories, and funded by MassBiologics and NIH collaborated in the 
work.

http://www.business-standard.com/generalnews/news/now-antibody-to-prevent-hepatitis-c-

infection/51257/

According to Indian scientists, early treatment could clear Hepatitis C; 
August 31 

Using mathematical models to understand the behaviour of the deadly hepatitis C 
virus, Indian scientists have shown that the microbe’s sensitivity towards drugs varies 
in various phases of the disease. They say early treatment could actually clear the virus 
entirely from the system for a sustained period. 

“There are multiple phases when the sensitivity of the infection to drug treatment 
varies. We found that early treatment of the infection is likely to result in sustained 
virological response,” says Raghvendra Singh, an assistant professor in the Department 
of Chemical Engineering at the Indian Institute of Technology Kanpur.

Singh and his team’s mathematical model also showed that the drug, which blocks new 
infections of the target cells, is more potent in clearing the infection than the drug, 
which blocks the production of the virus from the infected cells.

Currently, most patients are treated during the late phase of the infection, partly due 
to the late detection of the disease. “Our finding, on the other hand, recommends 
treatment during the acute phase and development of more sensitive screening methods 
to detect the infection early,” he says.

http://www.natap.org/2012/HCV/090412_02.htm   

Bristol-Myers Squibb discontinues development of BMS-986094, an 
Investigational NS5B nucleotide for the treatment of Hepatitis C; August 
24

Bristol-Myers Squibb has discontinued development of BMS-986094 (formerly known 
as INX-189), a nucleotide polymerase (NS5B) inhibitor that was in Phase II development 
for treatment of hepatitis C after nine participants in a clinical trial of the therapy were 
hospitalized and one died.

This decision was made in the interest of patient safety, based on a rapid, thorough and on-
going assessment of patients in a Phase II study that the Company voluntarily suspended 
on August 1, 2012. The U.S. Food and Drug Administration (FDA) subsequently placed 
the compound on clinical hold.

http://blogs.nature.com/news/2012/08/hepatitis-c-drug-trial-halted-after-patient-death.html http://bms.
newshq.businesswire.com/press-release/financial-news/bristol-myers-squibb-discontinues-development-
bms-986094-investigationa

24



New drugs offer hope to Hepatitis C sufferers in Australia; August 23   

New anti-viral drugs costing USD 50,000 a patient, which cure the most intractable 
strain of hepatitis C, are presenting the Australian government with a fresh challenge to 
combat the disease that often afflicts injecting drug users.

The government’s expert panel on prescription drugs is expected to announce if it 
is recommending that the drugs telaprevir and boceprevir be listed for prescription 
subsidies. The drugs would be used in combination with existing medications that have 
proved ineffective against the most common and hard-to-treat strain of hepatitis C.

Hepatitis C has eclipsed HIV/AIDS as Australia’s most lethal virus, but it has proved 
difficult to treat and cases of the disease are rising by about 11,000 a year. The measure, 
forecast to prevent more than 2200 premature deaths, still depends on a funding green 
light from the federal government.

http://www.smh.com.au/national/health/new-drugs-offer-hope-to-hepatitis-c-sufferers-20120822-

24mpl.html   

CDC now recommends all baby boomers receive one-time Hepatitis C 
test; August 16

One in 30 baby boomers – the generation born from 1945 through 1965 – has been 
infected with hepatitis C, and most don’t know it. CDC estimates that although persons 
born during 1945–1965 comprise an estimated 27% of the population, they account 
for approximately three fourths of all HCV infections in the United States, 73% of HCV-
associated mortality, and are at greatest risk for hepatocellular carcinoma and other 
HCV-related liver disease.

CDC is augmenting its previous recommendations for HCV testing to recommend one-
time testing without prior ascertainment of HCV risk for persons born during 1945–
1965. “A one-time blood test for hepatitis C should be on every baby boomer’s medical 
checklist,” said CDC Director Thomas R. Frieden.

CDC estimates one-time hepatitis C testing of baby boomers could identify more than 
800,000 additional people with hepatitis C.

http://www.cdc.gov/mmwr/preview/mmwrhtml/rr6104a1.htm   

http://www.cdc.gov/nchhstp/newsroom/2012/HCV-Testing-Recs-PressRelease.html 

The distribution of Hepatitis B virus genotypes in Thailand; August 15

Study design: Phylogenetic analysis was performed on hepatitis B virus (HBV) strains 
obtained from 86 hepatitis B surface antigen (HBsAg) positive donors from Thailand 
originating throughout the country. 
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Results: Based on the S gene, 87.5% of strains were of genotype C while 10.5% were 
of genotype B, with all genotype B strains obtained from patients originating from 
the central or the south Thailand. No genotype B strains were found in the north of 
Thailand. Surprisingly, one patient was infected with a genotype H strain while another 
patient was infected with a genotype G strain. Complete genome sequencing and 
recombination analysis identified the latter as being a genotype G and C2 recombinant 
with the breakpoint around nucleotide position 700. The origin of the genotype G 
fragment was not identifiable while the genotype C2 fragment most likely came from 
strains circulating in Laos or Malaysia. The performance of different HBsAg diagnostic 
kits and HBV nucleic acid amplification technology (NAT) was evaluated. The genotype 
H and G/C2 recombination did not interfere with HBV 

http://onlinelibrary.wiley.com/doi/10.1002/jmv.23363/abstract

Hepatitis B surface antigen concentrations in patients with HIV/HBV 
co-infection; August 15

Immune status is considered to be important for HBsAg decline and subsequent HBsAg 
loss. HIV co-infection unfavorably influences the course of chronic hepatitis B.

Study design: In this cross-sectional study researchers investigated quantitative HBsAg 
in 173 HBV/HIV co-infected patients from 6 centers and evaluated the importance of 
immunodeficiency and antiretroviral therapy. They also compared 46 untreated HIV/HBV 
infected patients with 46 well-matched HBV mono-infected patients.

Result: HBsAg levels correlated with CD4 T-cell count and were higher in patients with 
more advanced HIV CDC stage. Patients on combination antiretroviral therapy (cART) 
including nucleos(t)ide analogues active against HBV demonstrated significant lower 
HBsAg levels compared to untreated patients. Untreated HIV/HBV patients demonstrated 
higher HBsAg levels than HBV mono-infected patients despite similar HBV DNA levels.

http://www.plosone.org/article/info%3Adoi%2F10.1371%2Fjournal.pone.0043143
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