














Attachment C

Patient perspective

» The report supports the case that GP » From the patient perspective, community
prescribing is not only feasible, but prescribing is a safe & acceptable
preferable in many cases and most mechanism for achieving greater access
importantly does not increase risk of harm to treatment
to patients
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Attachment D

Changes in Treatment
Uptake

2006 onwards

With acknowledgements to Prof Greg Dore

Current treatment

= Significant increase in numbers since
| April 2006

Why the rise?

- Clearly MO biopsy helps
| <No delays waiting for biopsy:
= Prison clinics can start patients at up to
| 5x the rate (Cessnock experience)
|| = Patients who feared the procedure can
now come forward
/ = Clinics with limited access to; biopsy may:
|

have started to treat some
|

|
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Future therapeutic strategjes

= Improved strategies with currently available
therapy

- high dose PEG-IFN induction
- high dose RBV

- treatment duration based on early virological
response

= New agents
- protease inhibitors
- polymerase inhibitors
- toll receptor agonists

PEG/RBV HCV treatment (sales): Mar 2005 — Nov 2006
patients
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Removal of mandatory liver biopsy

Are other factors important?

= Treatment efficacy improving
|

|
= Our patients are discerning

| individuals
|




Attachment D

HCV treatment response (SVR)

PEG-IFN+RBV
24-48 weeks

61%-65%

IFN-a2b+RBV
48 weeks

PEG-IFN at%
48 weeks

IFN-a2b 25%-29%
48 weeks

IFN-02b 15%-22%
24 weeks

8%-12%

— \ \ 1 T 5 b0 7
10 years

Other factors

= A gradual acceptance that GP project
| does have something to offer!!

Perhaps a growing awareness by the
community and the health care

professions that ESLD is a reality and
we can prevent it through treatment

Factors associated with poorer SVR

= HCV genotype 1
HCV viral load (genotype 1)
Severe fibrosis — cirrhosis
High body weight
Insulin resistance
Age > 40 years
African American ethnicity
HIV coinfection

< 80% adherence (RBV > PEG-IFN)

ASHM HCV TT07

Other factors

= More treatment centres are being
established
= In D & A clinical settings
= In private settings

'm More staff becoming available for
established clinics
= Special State funding (Q, NSW, ?others)

. Natural service expansion

PEG-IFNa2a/RBV - 24 vs 48 wks and high vs low RBV dose (Genotype 1)

Hadziyannis et al AIM 2004

HIGH DOSE PEG-IEN INDUCTION




Attachment E

Think tank on access to HCV Purpose in practice
treatment:

Review barriers for various
populations
Review barriers in given situations

Compare strategies in HCV and
some related settings

Begin to articulate solutions

Participants Treatment access

Currently defined by s100
All would change for example if the drugs
were put on s85
Expanded and broadened Restricted to known areas to some extent
Increased cost Protected
Increased time required to explore GP and Nurse Practitioner Models
what is going on Rural and remote mechanisms

Meant we had little time to work on Extent of epidemic means that there are
solutions plenty of patients to go around

. . - The risk is going to be not having the money
Resulted in a much richer meeting to service patients within existing

Resulted in less analysis of solutions 3 mechanisms

Initially restricted to those directly
involved in clinical training

Introduction to other models Chronic Care Model

Chronic care program T4 — sophisticated complex care
Exploiting funding from existing T3 — treatment and management
arrangements T2 - chronic care

Expanding GP role T1 - basic understanding
Expanding nursing role

Maximising role of existing public
services: D+A, rehab, sexual
health etc

The role of Pharma in programs

ASHM HCV TTO07



Attachment E

N The model
ovice minimal/nil engagement with HCV

diagnosis
monitoring & work-up

co-management & shared care
prescribing & shared care

treatment initiation

Barriers or Areas for Work

Treatment work-up, protocols and
patient education at point of care

Workforce, expansion of roles, new
partners, non-traditional roles

Resource and structural issues
HCV in prisons

Social, behavioural and stigma
issues — which under pin all areas

ASHM HCV TTO07

Intensity/complexity of training/practice

Number of people

Ongoing activity

Write a report of the day
Feedback to:

Commonwealth and NZ

State and Territory governments

Organisations represented/invited
Communication loop

Strong desire to make this an
annual event




Attachment F

Shaun Bowden

Information Manager

Victoria

National Bowel Cancer Screening Program
Medicare Australia

Office (03) 96057161

Mobile 0423841159

Fax (03) 9605 7981

Email:
shaun.bowden@medicareaustralia.gov.au

8 Australian Government
Medicare Australia

Richard Jaynes

Manager — Indigenous Access
Victoria

Medicare Australia

Mobile Ph - 0419147737
Email:

richard.jaynes@medicareaustralia.gov.au
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Attachment G

MBS

Level B Item 23 Fee $32.10

A professional attendance of less than 20 minutes

Name

Item No

Medicare Fee
(100%) Nov 2006

Recommended
frequency

Minimum
Claiming Period

Preparation of a GP
Management Plan

721

$124.95

2 yearly

12 months

Preparation of Team
Care Arrangements
(specialists)

723

$98.95

2 yearly

12 months

Review of a GP
Management Plan

725

$62.50

6 monthly

3 months

Coordination of
Review of Team Care
Arrangements

727

$62.50

6 monthly

3 months

Contribution to a
multidisciplinary care
plan

729

$43.40

6 monthly

3 months

Contribution to a
multidisciplinary care
plan by an Aged Care
Facility

731

$43.40

6 monthly

3 months

Organise and
coordinate a
community case
conference (cannot be
associated with items
720-730)

740 - 744

$83.75 — $167.45

No more than 5 in
12 months

Think about

Medication
Management Review

900

$134.10

12 months

Patients who have both a GP Management Plan and Team Care Arrangement are eligible for
Medicare rebates for certain allied health and dental service once he 721 and 723 service rebates

have been claimed.

The allied health and dental services need to be mentioned in the TCA document and the patient
needs to be referred by their usual GP, using the special referral form, to providers registered with

Medicare Australia.

Patients who are referred by their GP to allied health services will be able to access a total of 5
rebates (regardless of the number of allied health providers referred to — not a maximum of five per

allied health provider).

Medicare rebates are not payable for allied health providers’ involvement in contributing to the

development of TCAs

www.health.gov.au/mbsonline
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Attachment H

National Health Priority Area (NHPA) and relationship to the National Chronic Disease
Strategy (NCDS).

The issue of whether Hepatitis C may be considered as a candidate for status as a National
Health Priority Area (NHPA) should be considered in the wider context of the future of the
NHPAs, particularly in relation to the National Chronic Disease Strategy (NCDS).

Decisions to identify a specific disease or condition as a NHPA are a matter for the Australian
Health Ministers' Conference (AHMC). Further, decisions about how status as a NHPA
affects funding, programs or other initiatives dealing with that disease or condition are a
matter for individual jurisdictions.

As you have noted, the National Chronic Disease Strategy (NCDS), endorsed by AHMC in
November 2005, now provides a more strategic approach to chronic disease, emphasising
prevention, risk modification and management across the continuum of care, with particular
emphasis on self-management and more integrated and coordinated management of disease.
The relationship between the disease-specific approach of the NHPA and the NCDS is
currently under consideration.

While that review is ongoing, it is a matter for stakeholders as to whether they wish to
actively seek for a condition or disease status as an NHPA. As noted above, such a request
would need to be formally considered by AHMC and its supporting committees.

The NCDS and supporting documents are available at this location:
http://www.health.gov.au/internet/wcms/publishing.nsf/Content/pg-ncds

Regards
Bernard Keane
Policy Projects

Population Health Division

26 March 2007
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Attachment |

Research & evaluation
in treatment

Carla Treloar

Mt Gewtee W HIV Sochl Brseswch, Amtnls &) NCHSR

= Add in extra items in routine data collection
= Answer a question
= Allow identification of sub-sample

= Full study — measurement-based

= Full study — additional/changed services

S| NCHSR

Research to change delivery of treatment
= Impacts of a peer-based support program on
adherence/completion/QoL?
 Within clinic

* Via telephone for GP-managed clients

= Does extra nursing staff reduce number of specialist
consults?

S/ NCHSR

ASHM HCV TTO07

Being creative
= ? resources for full-scale study
= Need to be creative and clever
= Seek partnerships/advice/consultation with others
= Researchers
= Allied health, Other practitioners

= Community-based organisations

= When? During planning for treatment

S| NCHSR

Where to focus research questions?

= Substance

= different dosing / technologies / drugs
= Person: Patient characteristics

= Clinical factors

= “lifestyle” status
= Environment:

= Workforce

= Clinic operations

S| NCHSR

Research as a vehicle for treatment

= | arge scale research — becomes treatment

= Eg do psychological interventions assist with
treatment adherence/completion

= Build in psych assessments, cost of referrals to
psych to budgets and planning (and evaluation)

S/ NCHSR




Attachment J

Hepatitis C Think Tank — expanding access to treatment in the community

A report of Health Reform Committee “A Healthy Future for Western Australians”
was released in 2004, detailing the deficiencies of the current health system.

The report provided the impetus for the establishment of Clinical (Health) Networks
in Western Australia. There are currently 16 Health Networks. The Health Networks
will drive the development and facilitates the delivery of more patient-centred,
sustainable and effective clinical services ie. To develop integrated health care
policies across WA.

Two Health Networks with common interest in Viral Hepatitis — Infections &
Immunology and Digestive Health Networks. Hepatitis C has been identified by both
Digestive and Infections & Immunology Health Network as one of the priorities of the
networks.

Project scope statement “ Developing a Model of Care for Hepatitis C” was developed
and an expert group “Viral Hepatitis Working Group” has been convened to develop a
state-wide service.

A state-wide service involves:

e Health care providers

e Prisons

e Drug rehabilitation and step-down facilities
e Aboriginal services and communities

W Cheng 12.3.07
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Attachment K

Annual Changes in Cancer Incidence Rates in NSW 1987-1997

s DFeres

Reducing the Incidence of Liver
Cancer — “Back to the Future”

Monica ROBOTIN

The Cancer Council NSW

Per cant per annum

Coates M, Tracey E: NSW Public Health Bulletin 2001; 12(2): 40-42.

Liver Cancer Incidence and Mortality in NSW, 1973-2003

Liver Cancer - Age Standasdioed Incidence Pt - W Liver Cancer - Age Standanaed Merally Rales - N3
bhi Ui Femsiet e Naks Fimgie

Cancer Incidenca in New South Walas
Migrants 1991 to 2001

Cancer Lp Nesnerch Uk
m reil NSW

Source:http://www.statistics.cancerinstitute.org.au/prodout/trends/

Results
«Overall 24.5% of all cancers occurred in migrants Liver Cancer Incidence Rates (Males)

«46% of primary liver cancers occurred in migrants Liver cancer in males: SIRs by place of birth,

compared to Australian-born (NSW data)

Vietnam
HK/ Macau
Korea
Indonesia
China
Egypt
Phillippines
Italy
Australia

0 5 10 15
“Missing” bars: incidence not calculated due to insufficient number of cases

SIRs for HCC in NSW migrants by place of birth (1991-2001)
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Attachment K

q g Liver Cancer - Age Stendardised inadence Rates
Liver Cancer Incidence Rates (Females) M ad B8 Eonhdunss e, Farsons, 20002004, by Aiea Healls Samon

Liver cancer in females: SIRs by place of birth, wiw

, Fomaien.
dge-Stardardioes iscdence rabe per 100,000
compared to Australian-born (NSW data)

Sybory St Wt

South Eam ey & Bawarry
Sy Wast

Hamam. tyonay & Coneral Caam
Wrtar i e rghand|

Mt Caant

Grnstor Sotars|

Source Incidence data: NSW Central Cancer Registry
Population estimates: HOIST, Epidemiology and Surveillance Branch, NSW Health Department.

. . . Geographic Distribution of Chronic HBV Infection
Risk factors for HCC by region & estimates of AF (%)

Attributable Europe & US Japan Africa & Asia

fractions (AF)

Hepatitis B virus 22 20 60

Hepatitis C virus 60 63 20

Alcohol 45 20 -

Tobacco 12 40 22

Oral - - 8

contraceptives

Aflatoxin Limited Limited Important -
exposure exposure exposure 8% - High 45

Other risk factors <5 - ) -7% - Intermediate 43

5 & Source:http://www.cdc.gov/ncidod/diseases/hepatitis/slideset/index.htm

Bosch et al: Gastroenterology 2004, 127( S 5-16)

Estimates of chronic HBV distribution in Australia
_mc'a}&ms/ yr
. jed” HBV/ yP

Injecting
drug users
5%

Indigenous

Y

Men who have sex
South-East Asian!

Source: Hepatitis B in Australia: responding to a diverse epidemic
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Attachment K

NZ Liver Transplant Unit & NZ Hepatitis B Foundation
Fung, Gane, Hornell et al

Survival in Hepatocellular Carcinoma
Screened vs Nonscreened tumours

Intervention points to reduce HCC incidence
Primary prevention: reduce/ eliminate viral transmission

— Safe blood supply

— Vaccination against HBV
Surveillance detected > el
Incident HCCs (n=34) l Community education, increased public awareness
Secondary prevention: reduce impact of HBV infection

l Earlier identification of people with chronic hepatitis

l Treatment for chronic viral hepatitis

l HCC screening
Treating HCC

— Curative resection or liver transplantation &
Survival (Years)

ve Survival

So... what does this mean for HCC prevention?

“The challenge is early detection of these diseases
with appropriate preventive measures as well as
timely therapeutic intervention.

Hopefully, early antiviral therapy will precede
malignant transformation in most patients infected
with hepatitis B or C virus”.

Schiff, 2006

Thank yo\tjk}k'
s
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