HEPSQUADS

Making a Difference in Your Community.

a quarterly

training

’ newsletter from

HEPATITIS [ the Hepatitis ¢

SUPPORT PROJECT Support Project

www.hcvadvocate.org

HCV: Important Study on
Dried Blood Stability

Alan Franciscus, Editor-in-Chief HCSP Publications

HOW LONG IS HCV STABLE
on exposed surfaces? In rea
world situations it would be
almost impossible to effec-
tively study this problem be-
cause of the many variables
involved intesting blood on ex-
posed surfaces such as room
temperature, amount of blood
exposed, viral load (low/high)
and various contaminantsinthe
environment. However, a re-
cent study conducted by the
Centers for Disease Control
may shed some light on this
issue and help provide a better
understanding of the infectiv-
ity of HCV on surfaces which
will help fine tune HCV pre-
vention measures.

A study conducted by Kris
Krawczynski et. al from the
Centers for Disease Control
and Prevention tested the sta-
bility of dried and stored serum
of HCV infected blood in
chimpanzeesto determine how
long HCV infected blood lives
on an outside surface as well
asthelevel of infectivity of the
blood exposed.

Chimpanzee plasma (CID)
divided into 105 infectious
doses (genotype 1a) was dried
in tubes under vacuum. After
overnight drying (~16 hours)
sampleswereeither rehydrated
with sterile water and stored at

-700C or transferred to a con-
trolled environmental chamber
(42% humidity, over saturated
salt solution) for a4 or 7 day
storage at 250C and subse-
quently rehydrated with sterile
water and kept at -700C.
Samplesdried/stored 7 days
and dried overnight were used
for testing. To determineinfec-
tivity, samples of dried/stored
plasma for 7 days, 4 days and
overnight, werereconstituted in
sterile water and injected into

No evidence of
HCV infections was
detected in the
chimpanzee given
either the 7-day or
14-day dried and

stored samples.

a chimpanzee. The size of the
infectious dose of each inocu-
lumwas calculated at 3.3 x 104
CID. Plasma samples were
tested for HCV RNA, HCV
anti-body and alanine ami-
notransferase (ALT) levels

twiceweekly. In addition, liver
specimens were obtained
weekly or biweekly and tested
for hepatitis C virus antigen
(HCVAQ) and histopathology
(liver health).

The chimpanzee was first
inoculated with the HCV in-
oculum that was dried and
stored for 7 days and followed
during 129 days. Subsequently,
the chimpanzee wasinoculated
with the HCV inoculum that
wasdried and stored for 4 days
and followed for 134 days, and
finally inoculated with the
dried sampleovernight and fol-
lowed for 201 days. Datafrom
three chimpanzees with un-
treated HCV inoculum were
included in the study as a con-
trol group.

The authors found that
HCV RNA (viral load) was de-
tectable in plasma dried over-
night and 7 days, but atenfold
decrease of detectable HCV
RNA (vira load) wasfound in
both of the samples compared
withthe HCV RNA level of the
original, untreated HCV posi-
tive plasma sample. No evi-
dence of HCV infections was
detected in the chimpanzee
given either the 7-day or 14-
day dried and stored samples.
All blood samples tested were

continued on page 6
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HEPSQUADS NEWS ROUNDUP

Liz Highleyman

m HCV TREATMENT

Resultsfrom several studies of HCV treatment were presented at
the American Association for the Study of Liver Disease
(AASLD) conference held October 24-28, 2003 in Boston.
With improvements in HCV therapy, many researchers have
turned their attention to so-called “hard to treat” populations.
African Americans have a high rate of HCV and are usually
infected with genotype 1. Dr. Lennox Jeffers presented results
from a study of 78 African Americans and 28 Caucasians with
genotype 1 HCV who received 48 weeks of treatment with
pegylated interferon (Pegasys) plusribavirin (Copegus). The sus-
tained virological response (SVR) rate six months after the end
of therapy was 26% for the African Americans compared with
39% for Caucasians. Although lower than that of whites, the Af-
ricanAmericans SVR ratein thisstudy was higher than response
rates seenin previoustrials. Furthermore, the African Americans
experienced lower rates of side effects and fewer withdrew from
the study due to adverse events. Among those with a high HCV
viral load, SVR rates were 20% for African Americans and 25%
for Caucasians, and the researchers suggested that the difference
in the overall SVR rate might be due to the higher initial vira

“Patients with normal ALT levels were often considered
to have mild hepatitis and could, therefore, wait for
treatment,” said Dr. Zeuzem. But the new data
“challenge the old beliefs and show that normal ALT
levels do not accurately reflect the condition of the

patient’s liver.”

loadsin the African American subjects. Dr. William Cassidy and
colleagues looked at the effect of HCV therapy on liver histol-
ogy (tissue health) in the same study. Among the 53 African
Americans and 16 Caucasians with paired pre- and post-treat-
ment liver biopsies, the two groups had similar reductions in
Knodell histological activity index scores (64% and 69%, respec-
tively), but moreAfrican Americans had improved fibrosis scores
(25% versus 6%).

There has been controversy about whether to treat the ap-
proximately one-third of HCV patients who have persistently
normal aanineaminotransferase (ALT) levels. Peoplewith normal

ALT often do not progress to serious liver disease, and many
experts believe they do not need treatment; nevertheless, some
dodevelopfibrosis. Dr. Stefan Zeuzem from Homburg presented
data from the first large international study of pegylated inter-
feron (Pegasys) in patientswith normal ALT. Participants received
Pegasys plus ribavirin (Copegus) for 24 weeks (212 subjects),
the same combination for 48 weeks (210 subjects), or no treat-
ment (69 subjects). Overall, 30% of patientstreated for 24 weeks
and 52% treated for 48 weeks achieved an SVR. Among those
with genotype 1, 40% treated for 48 weeks achieved an SVR.
The untreated patientsin the control arm experienced significant
liver disease progression. Subjectswith normal ALT inthisstudy
experienced fewer side effects than usually seen in studies of
patients with elevated ALT. The results suggest that HCV posi-
tive peoplewith normal ALT should be considered for treatment.
“Patients with normal ALT levels were often considered to have
mild hepatitis and could, therefore, wait for treatment,” said Dr.
Zeuzem. But the new data “challenge the old beliefs and show
that normal ALT levelsdo not accurately reflect the condition of
the patient’s liver.”

‘When to stop treatment isanother unsettled issue. The usual
recommendation is that therapy should be discontinued if there
isno indication of effectiveness by 12 weeks. But, based on re-
sultsfrom the European DITTO-HCV trial, it may be possibleto
predict treatment response as early as 1-4 weeks after starting
therapy. Subjects in this study received pegylated interferon
(Pegasys) plus ribavirin (Copegus). Among those classified as
rapid viral responders—those whose HCV viral load declined
by at least 99% during the first month of treatment—83% of
patients with genotype 1 went on to achieve an SVR (similar to
rates often seen for people with genotypes 2 or 3). These results
suggest that the treatment response cut-off could be moved up,
thereby reducing cost and side effects. Nevertheless, thereis still
support for the 12-week cutoff. Dr. Gary Davis and colleagues
reported in the September 2003 issue of Hepatology that early
virologic response (EVR) to pegylated interferon (Peg-1ntron)
plus ribavirin (Rebetol) correlates with SVR, and that the best
definition of EVR was a reduction in HCV RNA by at least 2
logs after the first 12 weeks of therapy. Overall, 69%—76% of
patients (depending on dose) achieved an EVR, and among these,
67-80% went on to achieve an SVR. But patients who did not
achievean EVR did not respond to further therapy. “ Patientswho
fail to achieve EVR will not clear the virus even if additional
months of therapy are received,” the researchers concluded.
“Therapy can be confidently discontinued in those cases.”

For people with HCV/HIV coinfection, when to stop remains
unresolved. At the Interscience Conference onAntimicrobial Agents

continued on page 4
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Dispelling HCV Myths

Alan Franciscus, Editor-in-Chief HCSP Publications

LAST YEAR | WROTE AN
article for Hepatitis Magazine
titled “Dispelling HCV
Myths” | have since used the
idea of the article as a way to
open up discussions in work-
shops and provide some edu-
cation on the basics of hepatitis
C. Thisis also a great way to
gauge the level of knowledge
from theworkshop attendees so
that you can tailor your presen-
tation. | have used PowerPoint
dlidesfor discussion or printed
the myths on index cards and
passed them out to the work-
shop audience and asked for
feedback. Below areaseries of
articles on dispelling these
myths. If you would like a
copy of the PowerPoint
presentation complete with
notes, please drop me aline at
alanfrandscus@hcvadvocateorg.

Introduction

As the saying goes, “knowl-
edgeispower.” Thisisparticu-
larly true when it comes to
living with a chronic illness
such as hepatitis C. The more
that people with HCV know
about their disease, the better
they will be able to manage
their illness and advocate for
themselves. Conversely, misin-
formation about hepatitis C can
be especially dangerous, and
could potentially lead to living
infear andisolation, makinglife
with HCV even more difficult.
Considering that the hepa-
titisC viruswasonly identified
in 1989, itisincredible how far
we have come in our under-
standing of hepatitis C, and re-
markable that we have
medications that can eradicate
thevirusin up to 50% of people

infected with HCV. However,
we have a long way to go be-
fore we completely understand
hepatitis C, and we still await
the development of medical
treatment that can benefit ev-
eryone with HCV without the
undesired side effects of the
current medications.

In my everyday work | am
constantly confronted with mis-
information, half-truths, and
outright lies about hepatitis C.
What isinteresting ishow some
of these myths have survived,
even though we now have solid
scientific data that should lay
them to rest. This article will
focus on some of the most com-
mon mythsthat | faceonadaily
basisin my work.

Myth - Hepatitis C is a

death sentence

After an initial diagnosis of
hepatitis C, one must confront
his or her mortality. Many
people believethat every HCV-
infected person will die of
hepatitis C, and that it will hap-
pen very soon. Thisisthe big-
gest myth circulating in our
community. In recent yearswe
have studied many different
populations that have acquired
hepatitis C within the last 10,
20, or 30 years or more, and it
has been well documented that
only 10-25% of people chroni-
cally infected with HCV will
experience seriousliver disease
progression that may result in
death. The remaining 75-90%
of people with chronic hepati-
tisCwill livelong and produc-
tive lives. The percentage of
people progressing to serious
liver disease would drop even
lower if expanded testing and

carewereavailableto everyone
at risk for hepatitis C. But this
is not to say that people with
hepatitis C do not suffer and
die. Conservatively, it is esti-
mated that there are approxi-
mately 2.7 million peopleinthe
United States who are chroni-
cally infected with HCV, so the
sheer numbers speak to the
amount of suffering and death
in our community.

Myth - Everyone with

hepatitis C should be treated
with current HCV medications
The vast majority of people
with chronic HCV do not ex-
perience serious disease pro-
gression and may never need to
betreated. Hepatitis C behaves
differently in different people,
and as a result everyone with
HCV should be evaluated on an
individual basis. Currently, the
major goalsof HCV therapy are
viral eradication, improvement
in quality of life, and stopping
or slowing disease progression.
Treatment decisions should be
made in partnership with a
medical provider based on sev-
eral considerations, including
current health status, existing
disease progression, likelihood
of responding to current thera-
pies, and quality of life. For
example, people with minimal
disease progression (littleor no
scarring of the liver) may want
to wait until more effective
medications are available that
do not have as many undesired
side effects. Conversely, some-
onewith adecreased quality of
life or serious disease progres-
sion (moderate to severe scar-
ring of theliver) should be more

continued on page 6

Medical Writers' Circle

Medical Writers’ Circle

is @ publication of the

Hepatitis C Support Project. It
consists of a series of articles
written by medical professionals
about the management and
treatment of hepatitis C.

The articles are available for
printing at the Hepatitis C

Support Project website.
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continued from page 2

and Chemotherapy (ICAAC) in September 2003, Dr. Joaquin
Berenguer presented data indicating that if coinfected people
treated with standard interferon plus ribavirin do not achieve an
EVR, they are unlikely to achieve an SVR. The researchers con-
cluded that the 12-week cut-off is appropriate for coinfected
people as well as those with HCV aone. But Dr. Shyam Kaottilil
of the National Institutes of Health and colleagues found that
about 70% of 29 coinfected patients taking pegylated interferon
(Peg-Intron) plus ribavirin (Rebetol) achieved an EVR at 12
weeks, 50% achieved an end-of-treatment response (ETR), and
only 15% achieved an SVR—although even those without a vi-
rological response showed improved biochemical markers and
histology scores. Previous research suggested that coinfected
people respond more slowly to interferon therapy and may take
longer to achieve an EV R than those with HCV alone. Dr. Kaottilil
suggested that the 12-week cutoff may be too soon for coinfected
patients, and that more might achieve an SVR with longer treat-
ment.

m REDIPEN

In October 2003, the Food and Drug Administration (FDA) ap-
proved a new Redipen for injection of Peg-Intron. The new
deviceiseasier to usethan the old vial and syringe. Peg-Intronis
dosed by weight, and the Redipen is available in four doses: 50,
80, 120 and 150 mcg. To use the pre-filled, single-dose pen, the
patient pushes down on the pen to combine the powder with ster-
ile water (both stored in the device), dia's the appropriate dose,
and injects the medication. The Redipen should be available in
pharmacies early this year.

m NEW HCV DRUGS

At the October AASL D meeting, researchersreported on sev-
eral experimental HCV treatments on the horizon. One promis-
ing candidate is Boehringer Ingelheim’s BILN 2061, the first
antiviral drug to specifically target HCV. In two small studies,
the drug reduced HCV viral load both in patients with genotype
1 and cirrhosis, and in those with genotypes 2 or 3 and minimal
fibrosis. In both studies, viral load rebounded to baseline levels
after BILN 2061 was discontinued. No safety issues or major
side effects were identified.

Viramidine is a prodrug of ribavirin (it is converted to
ribavirin in the body) that appears less likely to cause anemia.
L.T. Yeh and colleagues found that in monkeys, viramidine was
slowly converted to ribavirinin theliver and waslesstoxicto red
blood cells. Valeant Pharmaceuticals (formerly ICN) recently
announced that it would soon commence Phase |1 clinical trials
and hopes to have viramidine on the market by 2007.

At AASLD, Dr. Stephan Kaiser reported promising results
from atrial of previous non-responders using induction doses of
consensus interferon (interferon afacon, or Infergen) followed
by consensus interferon plus ribavirin. An end-of-treatment re-
sponse was seen in 59-66% and an SVR in 37-43% (depending

on dose). The lower of the two consensus interferon induction
doseswas about astolerabl e as pegylated interferon plusribavirin,
but the higher induction dose was less well tolerated. At the
HepDART conferencein December, researchers presented interim
resultsfrom astudy of consensusinterferon plusinterferon gamma
(Actimmune) in 32 previous non-responders. After 12 weeks of
Infergen/Actimmune, 65% had at least a2-log drop in viral load,
and 38% were undetectable. SV R data has not yet been collected,
but the combination appears promising.

Other HCV therapiesin the pipeline include Albuferon (in-
terferon genetically combined with albumin to make it last
longer in the body), the nucleoside analog isatoribine (with
promising safety data from aPhase IB trial announced in De-
cember, Anandys Pharmaceuticals expects to start a Phase |1
trial in early 2004), Vertex’'s IMPDH inhibitor merimepodib
(with promising Phase 11 results announced this past fall, the
company plansto begin aPhase | 1B trial in the second half of
2004), Schering-Plough’s protease inhibitor SCH-6, Vertex’'s
protease inhibitor VX-950 (expected to enter human trialsin
2004), anti-sense therapy, and a new approach called RNA in-
terference.

m HBV TREATMENT

Researchers at AASLD presented final 52-week Phase |IB tria
results showing that telbivadine (LdT) suppressed HBV repli-
cation and reduced ALT levelsmorethan lamivudine (3TC, Epivir-
HBV). After one year of treatment, 61% of patients receiving

Although antiviral drugs such as telbivudine,
lamivudine, adefovir (Hepsera) and tenofovir
(Viread) are considered a mainstay of HBV therapy,
data presented at AASLD suggests that pegylated
interferon (Pegasys) is more effective in patients with
HBeAg-negative HBV (also called variant or pre-core
mutant), considered the most difficult to treat.

telbivudine monotherapy had undetectable HBV versus 32% of
those receiving lamivudine monotherapy. Interestingly, patients
receiving telbivudine/lamivudine combination therapy had inter-
mediate results. At ICCAC, researchers stated that telbivudine
also appears safe and effective in people with HBV/HIV
coinfection. Inthisstudy, patientswho received either telbivudine
alone or telbivudine plus lamivudine for one year had greater re-
ductionsin HBV viral load than those taking lamivudine alone.

Although antiviral drugs such astelbivudine, lamivudine, adefovir
(Hepsera) and tenofovir (Viread) are considered a mainstay of
HBV therapy, data presented at AASL D suggests that pegylated

continued on page 5
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continued from page 4

interferon (Pegasys) is more effective in patients with HBeAg-
negative HBV (also called variant or pre-core mutant), consid-
ered the most difficult to treat. Dr. Patrick Marcellin and
colleaguesfrom France reported that in aPhase 111 study of more
than 500 participants with HBeAg-negative HBV treated for 48
weeks, Pegasys was more effective than lamivudine in reducing
HBV vira load (43% versus 29%) and normalizing ALT levels
(59% versus 44%); adding lamivudine along with Pegasys pro-
vided no additional benefit. However, Italian researchersrecently
reported that long-term retreatment with lamivudine did appear
safeand effectivein rel apsed patientswith HBeAg-negative HBV.
Lamivudineis active against HBV, but viral breakthrough often
occurs due to the emergence of lamivudine-resistant virus. Pre-
vious research has shown that adding interferon helps slow the
development of resistance.

m HEPATITIS AND OBESITY

Canadian researchers reported in the September issue of
Hepatology that obese patients (those with a body mass index
[BMI] greater than 30 kg/m?) do not respond as well to HCV
treatment. “ Obese patients as judged by their BMI, independent
of genotype and cirrhosis, had approximately an 80% lower
chance of a sustained responseto therapy compared with normal
or overweight patients,” wrote Dr. Brian Bressler and colleagues,
but “[t]he mechanism whereby obesity may affect the antiviral
response to treatment is not completely understood.” In related
news, Dr. Jason Dominitz and colleagues reported in the Octo-
ber issue of Gastroenterology that hospitalization or death due to
cirrhosiswas morelikely among obeseindividuas. These two stud-
iessupport thegenera recommendeation that peoplewithHCV should
eat a healthy, balanced diet and get regular, moderate exercise.

m HCV AND PREGNANCY

According to areport in the October issue of the Journal of Medi-
cal Virology, pregnancy may promote the natural resolution of
hepatitis C in chronically infected women. In astudy of 22 preg-
nant and 120 non-pregnant women with HCV, researchersfound
that two of the pregnant women no longer showed evidence of
HCV after giving birth, and one temporarily became undetect-
able during pregnancy (a combined rate of 14%). Among the
non-pregnant women, one became permanently undetectable and
one became transiently undetectable (a combined rate of 2%).
The authors noted that it is not well understood how pregnancy
and delivery might influence HCV, but said their findings may
be dueto theimmune system rebound that occurs after giving birth.
In related news, researchersfrom Taiwan recently reported that hor-
mona factors appear to affect the development of liver cancer. In
this study, increased exposure to estrogen—due to more pregnan-
cies, later menopause, or hormone replacement therapy—was asso-
ciated with alower risk of hepatocd lular carcinoma, atype of liver
cancer that may develop in people with chronic hepatitis B or C.

m HCV TRANSMISSION

Sexual transmission of hepatitis C remains controversial. At the
AASLD meeting, Dr. Norah Terrault presented data on sexual
transmission of HCV in monogamous heterosexual couples in
the HCV Partners Study. Dr. Terrault’steam found that the preva-
lence of HCV among sexual partners of HCV-infected individu-
alswas 4%. However, 40% of partnerswere discordant (different
serotypes), suggesting that the actual transmission rate was about
2%. Condom use did not affect the rate of transmission. Although
this study appears to confirm that sexual transmission of HCV is
rare, other research suggeststhat thetransmissionrate may be higher
among gay men and among people with multiple sexual partners.

At the September ICAAC meeting, researchers from the Uni-
versity of Washington reported that people with higher HCV vi-
ral loads were more likely to have the virusin their saliva. The
researchers collected saliva from 12 volunteers for 21 consecu-
tive days, and found HCV in 21% of the samples; no individuals
with avira load below 1 million copies had evidence of HCV in
their saliva. Importantly, people whose gums bleed when they
brush their teeth (asign of gum disease) were morelikely to have
HCV intheir saliva. Although the study does not directly provide
information about HCV transmission, it does reinforce recom-
mendations about maintaining good oral hygiene and not sharing
toothbrushes.

Finally, researchers from the U.S. and England reported that
acupuncture modestly increased the risk of HCV. Most of the
apparent cases of transmission viaacupuncture occurred in Asia.
The authors emphasized the importance of using disposable ster-
ile needles for the procedure.

m HEPATITIS EPIDEMIOLOGY

Although their jobs may expose them to blood, a new report in
the November 24, 2003 issue of the Archives of Internal Medi-
cine indicates that firefighters, paramedics, and EMTs are not at
higher risk of HCV compared with the general population if they
adhere to recommended standard precautions. After studying
blood samples from nearly 3,000 emergency workers, the re-
searchers concluded that first responders did not have a higher
rate of HCV infection. HCV was associated with a history of
sexually transmitted diseases, drug use, or blood transfusions,
but not with occupational exposure. The authors recommended
that emergency workers should always use standard precautions
and should receive the hepatitis B vaccine.

On that note, the Centers for Disease Control and Prevention
(CDC) announced in December that the overall rate of hepatitis
B had declined in the U.S. during the past decade, dropping by
67%. However, the rate varied greatly by age. Among children
(infants through age 19), HBV infection fell by 89%. But among
men aged 20-39, the rate increased by 5%, and among men and
women age 40 or older, it increased by 20% and 31%, respec-
tively. The decline among younger individuals reflects the suc-
cess of universal vaccination programs for infants, and for
adolescents not vaccinated asinfants. CDC officials said the new
data highlight the need toincrease HBV vaccination among adults.
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HCV MYTHS

continued from page 3

aggressive in seeking medical
treatment. The exception is
people with HCV genotypes 2
and 3 since they have such a
high treatment response rate
(up to 89% sustained virologi-
cal response in some studies).

Myth - There are no
effective medical treatments
for hepatitis C

Treatmentsfor hepatitis C have
improved dramatically since
the early days of interferon
monotherapy, when sustained
virological response rates
(SVR, remaining virus-freesix
month after the end of treat-
ment) were measured in the
single digits. Today we have
two FDA -approved regimens of
pegylated interferon plus
ribavirin: Peg-Intron plus
Rebetol brand ribavirin, which
has produced SV R rates of 42%

Studies have shown that
HCV remains eradicated
in up 95% of people who
achieve SVR—uwbhich is
pretty close to a cure!

............ 1

for HCV genotype 1 (30% for
patients with high viral load)
and 82% for genotypes 2 and
3; and Pegasys plus Copegus
brand ribavirin, which has pro-
duced SVR rates of 46-51% for
genotype 1 (41-46% for pa-
tientswith high viral load) and
76-78% for genotypes 2 and 3.
Studies have shown that HCV
remains eradicated in up 95%
of people who achieve SVR—
which is pretty close to acure!

Note: The cure word is a hotly
debated topic. It is also a very

good subject to talk about in
workshops.What does the ‘cure’
word mean in regards to hepa-
titis C? What are the ramifica-
tions of using the ‘cure’ word?
Why do some people refuse to
use it and others embrace it?
At the very least it will raise the
level of debate in a workshop.

Myth - Most people can not
tolerate the side effects from
current HGV medications

This common myth prevents
many people from seeking
treatment because they have
heard horror stories or worst-
case scenarios experienced by
some peopl e taking the current
HCV medications. Thetruthis
that therapy can bedifficult, but
most people can complete the
treatment regimen if they re-
ceive appropriate support from
medical providers, family,
friends, and others. Unfortu-
nately, many people do not have
access to the supportive care
that is such an important part
of the treatment process. Of
course, thereare peoplewho can-
not tolerate HCV therapy for a
variety of reasons, but they are
theexceptionrather thantherule.

Myth - Hepatitis C is a
sexually transmitted disease
HCV istransmitted in the vast
majority of cases by blood-to-
blood exposure. However, like
many myths, this one is
grounded in some truth. Hepa-
titis C can be transmitted sexu-
aly, but therisk isvery low. It
isdifficult to study sexual trans-
mission of HCV, but the major-
ity of studies conducted to date
have shown a 0-3% chance of
contracting HCV through unpro-
tected sex in stable monogamous
heterosexual relationships. In
fact, the Centers for Disease
Control and Prevention does
not recommend barrier protec-
tionto prevent HCV transmission
for heterosexual couples in ex-
clusive relationships. However,

this recommendation must be
considered carefully, since
there is still a 1-in-1,000 to 1-
in-10,000 chance of transmit-
ting HCV to one’'s sexual
partner even in this setting.
Safer sex is recommended for
peoplein so-called “ high-risk”
groups, usually defined as
people with multiple sexual
partners, men who have sex
with men, prostitutes, and
people seen at STD clinics. In
these populations the risk of
contracting HCV through un-
safe sex is believed to be much
higher, but more studies are
needed to clearly definetherate
of sexual transmission.

Myth - HCV viral load corre-
lates with disease progression

Thisisan especially destructive
myth since HCV RNA (viral
load) levels can be so high in
people with hepatitis C. It is
logical to assume that if a per-
son has more virus, the disease
will progress more quickly, but
we now know that there is no
correlation between the amount
of virusand the stage or degree
of liver damage. In fact, the
only reasons for measuring
HCV vira load are to confirm
active infection (to make sure
that there is replicating HCV),
to predict treatment response
(the lower the viral load, the
better chance one hasto eradi-
catethevirus), and to makesure
HCV medications are working.

Myth - Genotype 1 is the
‘worst’ genotype

This myth is the result of ear-
lier studiesthat reported afaster
rate of disease progression in
people infected with HCV
genotype 1. Like many reports
in the early years of HCV re-
search, this has been debunked
by more recent research which
has not shown a correlation be-
tween genotype 1 and more
rapid disease progression. It is
believed that genotype 3 may

cause steatosis which could
potentially increase HCV dis-
ease progression rate. How-
ever, some recent studies have
shown conflicting results and
more studies are needed to
fully understand the connection

continued on page 7

HCV STABILITY

continued from page 1

negative for HCV RNA and
HCV antibodies. In addition,
ALT levels remained in the
normal range. However after
inocul ation with the overnight
dried sample, HCV RNA was
detected in the blood of the
chimpanzee from day 7 post
inoculation and viral load
reached 6.0to 7.31ogs1U/mL.
HCV Ag positive hepatocytes
(liver cells) were observed
from day 11 post inoculation,
seroconversion to anti-HCV
was observed on day 127, and
the chimpanzee was still posi-
tive for HCV RNA (4.8 logs
IU/mL) at day 201 post infec-
tion. ALT activity level wasel-
evated over the normal range
from day 11 post inoculation
and remained elevated until the
end of the observation period.
Virologic, serologic, and clini-
cal evidenceof HCV infection
and acute hepatitis was found
in al three control animals.
The authors of this study
concluded that infectivity stud-
ies in a chimpanzee suggest
that HCV may survive on en-
vironmental surfaces at room
temperature for at least 16
hours but not longer than 4
days. The potential for HCV
to survive in the environment
re-emphasi zes the importance
of cleaning and disinfection
procedures, safe therapeutic
injection practices, and harm
reduction counseling and ser-
vices for injection drug users.
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HCV MYTHS

continued from page 6

between genotype 3, steatosis
and disease progression. Geno-
type information is important,
though, for people seeking
treatment, since genotypes 2
and 3 have been shown to re-
spond more favourably to cur-
rent HCV medications. People
with genotype 2 or 3 have the
added benefits of alower dose
of ribavirin and a shorter dura-
tion of treatment compared to
people with genotype 1.

Myth - HCV is an asymptom-
atic disease

This is another myth that is
grounded in sometruth, but has
led to much suffering for people
with hepatitisC. It iswell docu-
mented that people with dec-
ompensated cirrhosis may have
severe or even life-threatening
conditions such as itching, as-
cites (accumulation of fluid in
the abdomen), uncontrolled
bleeding, and encephal opathy
(brain disease). However,
people with HCV may experi-
ence many debilitating symp-
toms even if they have mild
disease. This is because HCV
is not only a liver disease but
affects other parts of the body
through various mechanisms,
mostly theimmune system. The
more common symptoms re-
ported by peoplewithHCV in-
clude fatigue (mild to severe),
muscleor joint pain, headaches,
depression, anxiety, “brain
fog,” and abdominal pain.

Many patients report that their
symptoms are not acknowl-
edged or taken seriously by
their medical providers, espe-
cidly if the providers are not
well versed in hepatitis C.

Myth - There is a vaccine to
protect against hepatitis G

This myth results from people
constantly confusing hepatitis
A or hepatitis B—both prevent-
able with vaccines—with hepa
titisC. Unfortunately, devel oping
an effective HCV vaccine will
be very difficult because the
virus constantly mutates. Re-
search is underway, but an ef-
fective vaccine is not expected
for at least 10 years.

Myth - Sharing household
items such as razors and
toothbrushes poses a very
high risk for transmitting HCV

There is a potential risk of
transmitting HCV by sharing
personal items, but the risk is
very low—in order to transmit
HCV, the blood of an HCV-in-
fected person would haveto get
into the blood of another house-
hold member. To prevent HCV
transmission in a household
setting, do not share persond
items, such as toothbrushes or
razorblades, and cover items
that could infect another per-
son. The good news is that we
know hepatitis C is not spread
by sneezing, hugging, sharing
eating utensils or drinking
glasses, preparing food, or any
other kind of casual contact.

5|

e hcspFACT sheetse

are a publication of the Hepatitis C Support Project.
It is a series of fact sheets written by experts in the
field of liver disease. They are available for
printing in English and Spanish at
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Hepatitis G Support Project
PO Box 427037
San Francisco, CA 94142-7037

HEPATITIS C

SUPPORT PROJECT

Materials Order Form
We are happy to provide support groups and agencies in the
United States with free copies of some of our selected materi-
als while supplies last. If you would like to receive up to 100
copies of the materials listed below, please fill out this form
and fax it to 1-877-203-3580.

DATE:
TO:

SHIPPING ADDRESS (United States only):

PHONE:

E-MAIL:

Please indicate whether the shipping address

is business or personal.
(] BUSINESS (] PERSONAL
QUANTITY DESCRIPTION
(limit 100 per agency)

Tattoo Brochure
Basic Brochure (English)

Needle Exchange Brochure

Please fax order to 877-203-3580
Allow 4-6 weeks for delivery
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