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Introduction 
The Multicultural Sexual Health Network (MSHN) is an initiative of Multicultural Health and Support 

Service (MHSS), a program of the Centre for Culture Ethnicity and Health (CEH). MSHN is a platform 

that brings together stakeholders from different sectors—such as health, youth, settlement, 

education, employment and housing—to discuss strategies to address emerging blood borne viruses 

(BBV) and sexually transmissible infections (STI) affecting asylum seekers, refugees,  migrants and  

international students.   

 

 

 

 

 

 

 

The Multicultural Health and Support Services have focused on Hepatitis B as a priority area since 

our inception in 2004.  Hepatitis B affects approximately 1% of Australia’s population and more than 

50% of people affected by Hepatitis B were born overseas.1 

Culturally and linguistically diverse people were identified in the second National Hepatitis B 

Strategy as a priority population due to the higher prevalence of Hepatitis B in culturally and 

linguistically diverse communities.  MHSS support culturally and linguistically diverse communities to 

understand, test for and vaccinate against Hepatitis B, through our community education, peer 

education and community action projects.  MHSS also offer workforce development in Hepatitis B, In 

order to extend the reach of this work.  In line with this, the Multicultural Sexual Health Network 

hosted the Taking Action on Hepatitis B Forum celebrating World Hepatitis Day.  Thirty people filled 

the room at North Richmond Community Health Centre to hear from speakers: Dr Mihaela Ivan, 

A/Prof. Benjamin Cowie, Dr Jacqui Richmond, Kat Byron and Alison Coelho.  The speakers broadly 

discussed the current landscape of Hepatitis B in Victoria and Australia and suggested ways forward 

to improve treatment and care for people living with Hepatitis B. 

 

Presentations 
Dr Mihaela Ivan, Medical Advisor, Office of the Chief Health Officer 

In the opening address, Dr Ivan, discussed current strategy and future directions. 

- Effective public health requires communication and coordination with diverse disciplines 

and sectors 

- Community health is a primary vehicle for health promotion 

- Person centred services are better for whole person health outcomes. 

- The BBV/STI consultation workshops run by the Department of Health and Human 

Services in 2015 were a space for innovation, practical ideas and opportunities to 

                                                           
1 MacLachlan, J. & Cowie, B. ‘Chronic Hepatitis B What’s New?’ Australian Family Physician Volume 42, No.7. 
http://www.racgp.org.au/afp/2013/july/chronic-hepatitis-b/  

 MSHN acts as a hub for information sharing, improving referral pathways, enhancing 

service coordination and multi-sectoral advocacy. The network enables a more effective 

and strategic approach to addressing BBV and STI in refugee and migrant communities. 

http://www.racgp.org.au/afp/2013/july/chronic-hepatitis-b/


address BBV/STI.  Following these workshops a strategic direction for hepatitis b 

document was developed. 

 

A/Prof Benjamin Cowie, Director, WHO Collaborating Centre for Viral Hepatitis at the Doherty 

Institute 

A/Prof Cowie laid the foundation for the afternoon, sharing the epidemiology of Hepatitis B in 

Australia and Victoria and suggesting a more effective and economical preventive model to reduce 

incidence of viral hepatitis related liver cancer. 

Key Points from A/Prof Cowie’s presentation include: 

- An estimated 250 million people live with chronic hepatitis b and an estimated 686,000 

human beings lost their lives to hepatitis b in 2013.  It is the 15th ranked most common 

cause of death.   

- Without appropriate engagement with diagnosis, monitoring, treatment and care, 

between 15 – 25 % of people living with hepatitis b in many studies that have been done 

historically, were estimated to lose their lives attributable to that infection.  

- Two thirds of Australians living with hepatitis b were either born overseas in a country 

with above 2% prevalence of hepatitis b, or they are Aboriginal and Torres Strait Islander 

people.  People who inject drugs and men who have sex with men also experience a 

higher incidence of hepatitis b. 

- There is a very strong correlation between the countries of birth of the people living 

with hepatitis b in Australia and the liver cancer incidence by country of birth.  Liver 

cancer is the fastest increasing cause of cancer death in Australians and is the only cause 

of cancer death which has statistically significantly increased in the last 20 years in age 

standardised mortality rate. 

- Country of birth data can therefore be used to drive appropriate community 

engagement, interventions and approaches to responding to people living with hepatitis 

b. 

- Nationally, approximately 2.6% of Australian’s identify as Aboriginal and Torres Straight 

Islander, it is, however, estimated that Indigenous people represent 10% of Australia’s 

population living with hepatitis b.  Based on data led by Simon Graham at the Kirby 

Institute, 3.7% of Aboriginal and Torres Straight Islanders are living with Hepatitis B 

nationally, though the diversity between these communities is great and reflected in 

differential hepatitis b prevalence. 

- Attitudes to diagnosis, shame, stigma and access to liver clinics is a major barrier for 

Aboriginal and Torres Straight Islander people and other communities with higher 

prevalence of hepatitis b. This is not just because of distance or waiting lists, but 

because of cultural safety in many of our mainstream services. 

- While it is possible to risk profile two-thirds of people living with hepatitis b based on 

country of birth and if they are Aboriginal and Torres Straight Islander, approximately 

100,000 of the estimated 218,000 people living with hepatitis b are unaware that they 

are living with hepatitis b.  It is also estimated that almost 90% of people living with 



hepatitis b in Australia, are not receiving the basic standard of care (a hepatitis b viral 

load test once a year). Additionally, at least 3 times the 5% of people currently receiving 

antiviral treatment, should be receiving it in order to shift the current statistics around 

liver cancer and mortality. 

- It is estimated that about 800 Australians lost their lives to hepatitis b and about 1500 to 

hepatitis c.  This relative proportion of mortality is not reflected in funding responses.   

 

- We know, that if someone who needs hepatitis b treatment is put on antivirals, their risk 

of liver cancer drops by 50 – 75% in four years.   

- Through the combined effects of screening programs, early diagnosis, improved 

treatments, age standardised mortality for cancers have significantly fallen over 20 

years.  That there is only one cancer which has increased in terms of mortality, is a call 

to action.  This is the end result of inequitable responses being seen and experienced by 

our communities.  Major decreases in the mortality attributable to other communicable 

diseases, such as HIV, have been driven with the mobilisation of political will, adequate 

funding and importantly, by partnership and leadership by affected communities. 

- A systematic, specific and appropriate investment guided by a strategic set of priorities 

might look like the break down in the following slide: 



 

- While the $2.1million (estimated cost above) is a lot of money, data from the Australian 

Centre for Economic Research and Health, estimate that in 2008 Victoria would have 

spent about $45 million on hepatitis b and in 2015 we would probably have spent about 

$72million.  It is going up by several million dollars per year, dealing with the 

consequences of undiagnosed, unmanaged and untreated infections that could have 

been diagnosed, treated and managed in the community years ago. 

 



 

 

Dr Jacqui Richmond, Research Fellow - Australian Research Centre in Sex, Health & Society | La 

Trobe University and Clinical Nurse Consultant (Hepatitis B) - Melbourne Health 

Working as both clinician and researcher, Dr Richmond is in a unique position to discuss the diversity 

and needs of the people working in hepatitis b.   

- The people living with hepatitis b are a very diverse community and similarly, when you 

look at the workers, it is a diverse community reflected once again.  There’s the blood 

borne virus sector and people working with priority populations, such as multicultural 

services, people working with culturally and linguistically diverse communities and 

people working with Aboriginal and Torres Straight Islander people.  Additionally, there 

are the medical specialists, nurses, GPs and not just infectious diseases physicians and 

gastroenterologists, but obstetricians, oncologists, rheumatologists and so on.  It’s a 

really broad area, including educators, researchers and policy workers. 

- With such diverse communities affected and the diverse workforce, it is a challenge to 

meet everybody’s needs. 

- The workforce needs cash and for it to be secure and ongoing.  It needs to be a long 

term commitment because relationships take a long time to build. 

o “I have been working with the community health centre at the nurse led clinic 

for six months and I’m presenting this afternoon to 80 members of the 

community with 8 interpreters, that is not something that was going to happen 



when I started there in February, this has taken a long time to get to this point in 

time.” 

- Developing relationships and rapport and helping people build their confidence around 

hepatitis b needs to be a priority of an organisation, not just individuals working on 

hepatitis b.  If it’s not recognised by the organisation in which they work, then their 

efforts will not be sustainable.  In order to make hepatitis b a priority, people need to be 

educated about hepatitis b. 

- We need to continue working to build evidence so that we have evidence based 

approaches to responding to hepatitis b.  The voices of people living with hepatitis b is 

largely missing from responses, though there are exceptions, such as the hepatitis b 

story, which has been evidence based and has been widely accepted. 

- The workforce has commitment and extraordinary passion.  We are all together in this 

multidisciplinary, multi-sectoral approach to working in viral hepatitis. 

- We need a systematic response, funding and evidence to ensure our ongoing response 

to hepatitis b is sustainable. 

 

Kat Byron, Sexual Health and Blood Borne Virus Project Officer, Victorian Aboriginal Community 

Controlled Health Organisation (VACCHO) 

Kat focused on hepatitis b in Indigenous communities in Australia.  The themes from earlier 

presentations were strongly reiterated in Kat’s presentation: the diversity of the communities, the 

need for relationships and trust and the prerequisite of ongoing financial commitment to hepatitis b 

to support this work. 

- For Aboriginal and Torres Straight Islander people, hepatitis b means different things up 

north, out bush, to what it means in Victoria.  Vaccination rates in Victoria are much 

higher, so it is not so much a maternal and child health issue, but more relevant to older 

community members and more related to injecting drugs. 

- Many people know of close the gap and the life expectancy difference between 

Aboriginal people and non-Aboriginal people in Australia.  There are many complex and 

chronic health conditions faced by Aboriginal communities and blood borne viruses and 

sexual health are squeezed in among these. 

- In 2014 the Goanna survey report was released.  A nation-wide collection of surveys of 

Aboriginal and Torres Straight Islander youth (age 16 – 29), The Goanna Survey showed 

that knowledge around sexual health and blood borne viruses was ok, but the question 

around hepatitis b was one of the most poorly answered questions. 

- There are little bits and pieces of work being done across the state, there are 24 

Aboriginal Community Controlled Health Organisations (ACCHO) across the state and 

they want to do stuff on the ground, we just need to support them, with more than 

$500 for a BBQ once a year. 

- There is one dedicated Aboriginal sexual health nurse in Victoria, who is based in 

Melbourne.  With a wide and diverse community, half of whom are based outside of 



Melbourne, one clinician cannot test everyone for hepatitis b.  The sector needs more 

cash and commitment. 

- The Victorian Aboriginal Health service has done great work around improving the 

quality of testing data and by doing clinical audits.  This is one practical way of making a 

difference, cleaning up services data and through that improving screening strategies.  

This would require some guidance and capacity.  

- Reporting of Aboriginality is poor and as a result, people are missing out on culturally 

safe and holistic care.  If a clinician knows that someone was Aboriginal then maybe 

some of their treatment pathways could be back into the community and the ACCHOs. 

- Building relationships with other health workers and health services, including ACCHOs 

will help people to get access to culturally safe hepatitis care. 

- The racism and stigma Aboriginal people experience in mainstream clinics need to be 

addressed, not just racism, but the discrimination around drug use or assumed drug use 

around hepatitis b. 

 

Alison Coelho, Stream Leader, Multicultural Health Improvement, Centre for Culture, Ethnicity and 

Health 

Alison discussed how the social determinants of health and affect hepatitis b priority populations 

and their ability to access to care and treatment.  The diversity of affected communities and the 

need for commitment and ongoing programs were again key themes in the presentation. 

- When working with priority populations, it is essential that in addition to age, sex, 

cultural background and sexuality, migration journey, presence or absence of a family 

network, and visa status be considered.  These things, and many others, have an 

implication on their health and care. 

- The health inequalities experience by high prevalence priority communities can be the 

result of, at times, discriminatory practices and systems that have not responded to the 

needs of the communities most in need of their services. 

- The diversity of the communities can make it difficult for workers to engage and 

mobilise people, when their experiences are so varied, their health belief systems differ 

to biomedical beliefs and their health literacy is limited. 

- Tools such as the hepatitis b story and using the teach-back technique can be useful for 

health- care providers to ensure that a client understands the key elements of hepatitis 

b. 

- Stigma is often a barrier for people.  There are many cultural perceptions, taboos and 

myths about hepatitis b.  It can be harmful though, for workers to assume what these 

might be, the most important thing is to talk to clients about what their needs are. 

- Workers need to consider health literacy and cultural competence as being central to 

addressing the needs in refugee and migrant populations and Aboriginal and Torres 

Straight Islander communities. 



- Enablers to improve the hepatitis b situation include, financial commitment, leadership 

from government, support from organisations that have demonstrated expertise and 

evidence based practice to meet the needs of high prevalence communities.  = 

- A whole of sector approach is essential and needs to include all of the workforce, those 

who specifically work in hepatitis b and those who bump into it sometimes.  Workforce 

and resource development, capacity building, leadership development of affected 

communities and partnerships and collaboration are important steps forward. 

- Most importantly, is seeing affected communities take a role in the response to hepatitis 

b. 

 

Small group discussions 
In the second part of the meeting, the participants joined small groups to discuss priority actions 

which could be taken to improve awareness of hepatitis b and increase the number of people 

receiving ongoing care (regular monitoring and/or treatment) for hepatitis b, in order to reduce 

morbidity related to hepatitis b and essentially, reduce the number of people dying of liver cancer 

attributable to hepatitis b. 

Strong themes emerged from the groups, the priority actions which had consensus amongst the 

groups are listed below as recommendations. 

 

Recommendations 
Workforce 

- Systems and services need to improve their culturally competent service delivery in 

order to safely and appropriately meet the needs of priority communities. 

- More resources towards professional development for health care providers, including 

nurses. 

Advocacy 

- Support priority communities to become involved in advocating for their needs. 

- Send advocacy letters to raise awareness of the need for ongoing commitment and 

funding.  Letters from individuals and organisations, to politicians, including government 

and opposition, local members, candidates, parliamentary secretaries and health 

ministers. 

- Discuss hepatitis b in networks and coalition meetings you are involved with. 

- Encourage your representational bodies to put hepatitis b on their agenda, especially 

those working with priority communities. 

- Join the Victorian Hepatitis B Alliance (VHBA). 

Collaboration 

- Develop funding structures which encourage organisations to create meaningful 

partnerships rather than promoting competition for funding within the sector. 



- Provide resources to organisation that have long standing relationships with high 

prevalence communities. 

Evidence 

- Improve data collection to target services more effectively, for example, capacity 

building for GPs to encourage recording of Aboriginality  

- Resource health issues based on public health needs and economic models which show 

the cost benefit of earlier intervention. 

- Undertake needs analysis based on community needs and understanding before 

implementing programs. 

 

Resources & Links 
 
Chronic Hepatitis B What’s New?, Australian Family Physician 

http://www.racgp.org.au/afp/2013/july/chronic-hepatitis-b/ 

Second National Hepatitis B Strategy, Australian Government Department of Health 

http://www.health.gov.au/internet/main/publishing.nsf/Content/C353814FE3255962CA257BF0001

DE841/$File/Hep-B-Strategy2014-v3.pdf  

Hep B Help http://www.hepbhelp.org.au/  

ASHM http://www.racgp.org.au/afp/2013/july/chronic-hepatitis-b/ 

Hepatitis Australia http://www.hepatitisaustralia.com/hepatitis-b-facts/about-hep-b  

Hepatitis Victoria https://www.hepvic.org.au/page/3/hepatitis-b-what-is  

 

http://www.racgp.org.au/afp/2013/july/chronic-hepatitis-b/
http://www.health.gov.au/internet/main/publishing.nsf/Content/C353814FE3255962CA257BF0001DE841/$File/Hep-B-Strategy2014-v3.pdf
http://www.health.gov.au/internet/main/publishing.nsf/Content/C353814FE3255962CA257BF0001DE841/$File/Hep-B-Strategy2014-v3.pdf
http://www.hepbhelp.org.au/
http://www.racgp.org.au/afp/2013/july/chronic-hepatitis-b/
http://www.hepatitisaustralia.com/hepatitis-b-facts/about-hep-b
https://www.hepvic.org.au/page/3/hepatitis-b-what-is

