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Note from the President
Paul Kidd
We’re heading into an exciting period
for PLWHA Victoria, as we start the
process of developing a new strategic
plan. Our current plan expires in the
middle of 2010, and so over the next
year we will be considering the direction
we want to take the organisation and
seeking input from our members and
the community about what they want
from PLWHA Vic.
Over its 20-year history our
organisation has evolved and grown,
and the experience of people living
with HIV has also changed. In the last
few years in particular, we’ve grown
significantly both in terms of annual
budget and staff levels, and this growth
is likely to continue into the future.
The growing reputation of PLWHA
Victoria as a professional, capable and
well-managed organisation opens up
opportunities for us to develop new
programs and projects that support our
mission and help build a stronger HIV
community for Victoria.
The strategic plan exists to identify
the goals and objectives our organisation
strives towards, and the path we take
towards them. The new strategic plan
will be the action plan for PLWHA Vic
for the period up to mid-2013, and so
it’s important we get it right. To do that
we need to hear from our members and
we will be consulting extensively to hear
from you what we’re doing right and
what we could do better. Watch this
space.

have resigned from the Board due to
other commitments, as has the former
President, David Wain. All of these
individuals have contributed to the work
of the organisation in important ways
during their time on the Board. I thank
them for their contribution and wish
them well in the future.
We have also welcomed a new Board
member, David Stephens, who brings
to the Board the experience of having
been involved with the HIV community
sector over a long period of time.
Following David Wain’s resignation,
I was elected President at the May
Board meeting. Paul Baines continues
as Vice-President and Greg Iverson and
Brett Hayhoe take on the Treasurer’s
and Secretary’s roles respectively. It’s an
honour for me to serve as President of
PLWHA Victoria, and I hope to be able
to continue and build upon the good
work of my predecessors.
I’ve been involved in the HIV
sector for some years, mostly with
the National Association of People
Living with HIV/AIDS (NAPWA), where
I was editor of Positive Living for five
years. My particular passions are the
empowerment of positive people,
building strong community and social
engagement, and advocacy towards
a public policy founded on evidence,
compassion and justice. As President
I am keen to hear members’ concerns
– you can contact me at president@
plwhavictoria.org.au.

There have been a number of
changes at the Board level over the last
few months. Board members Martin
Pfeffer, Andrew Timmins and John Daye
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Prevention for HIV Serodiscordant
Couples: It’s More Than Just
Condoms
Michael Carter
Promoting 100% condom use
may not be the most appropriate HIV
prevention strategy for serodiscordant
couples,
according
to
research
presented to the Fifteenth Conference
of the British HIV Association. However,
researchers found that there was little
awareness or use of other methods of
HIV prevention, such as post-exposure
prophylaxis (PEP) or the impact of viral
load on infectiousness.
Investigators
recruited
38
serodiscordant couples (where one
partner is HIV-positive, the other HIVnegative) to a prospective study lasting
three years. Most (30) of the couples
were gay men. To be included in the
study the couples had to have been in
their relationship for at least 2 years and
to have engaged in at least 20 separate
episodes of unprotected anal or vaginal
sex in the previous twelve months.
The couples were interviewed about
their understanding of issues such
as PEP, viral load and infectiousness,
and the reasons why they engaged
in unprotected sex. The investigators
hypothesised that there were likely
to be three factors underlying
unprotected sex in relationships: failure
to understand the mechanisms of HIV
transmission; emotional reasons; and a
low concern about the consequences of
HIV transmission.
There was a very low awareness of
the availability of PEP, a short course of
antiretroviral treatment that is taken after
exposure to HIV to prevent infection.
Only 16% of HIV-negative partners
and 32% of HIV-positive partners were
aware of its availability. Only one couple
reported ever having used PEP. One
HIV-positive woman was circumspect
about the value of PEP, telling the
investigators that the frequency with
which she and her partner engaged in
unprotected sex would mean that “he’d
need it every week.”
Nor was there an understanding
of the impact of viral load on
infectiousness.

Nevertheless, the couples did report
the use of some strategies to try and
reduce the risk of HIV transmission.
In gay couples, this included the HIVnegative partner being insertive, and
most HIV-positive men reported never
ejaculating inside their partner when
having unprotected sex.
But
unproved
risk
reduction
strategies were also being used; one man
expressed the belief that masturbation
a couple of days before unprotected
intercourse cleared infectious HIV
from semen; another individual told
the investigators that he thought that
transmission was not possible if he had
a high CD4 cell count.
Generally, the HIV-positive partner
was more concerned about the risk of
transmission than the HIV-negative one.
Emotional reasons were a key factor,
with individuals reporting that intimacy
and trust were important reasons for
unprotected sex. However, one African
woman said that in her relationship and
culture it was not possible for a woman
to refuse sex to her husband.
Dislike of condoms was another
widely reported reason for unprotected
sex. Others said that condoms caused
erectile dysfunction or were a reminder
that HIV was present in the relationship.
However, some couples told the
investigators that they had never
discussed the reasons for not using
condoms.

The investigators also found
evidence that HIV-negative partners felt
isolated and were unsure where they
could discuss their experiences with
individuals in a similar situation.
“A blanket healthcare message of
safe sex seems inappropriate for all HIV
serodiscordant couples,” comment the
investigators, “provision of an open
discussion of risk and identification of
barriers to condom use may be more
meaningful than promoting a 100%
condom approach.” The investigators
suggest that the statement by leading
Swiss HIV doctors in early 2008 that,
in certain circumstances, individuals
taking antiretroviral therapy with an
undetectable blood viral load were
not infectious to their sexual partners
offered one possible approach.
However,
separate
research
presented to the conference by
investigators from the sperm washing
unit at the Chelsea and Westminster
Hospital, London, showed that 10% of
men with an undetectable blood viral
load had “significant” viral load in their
semen. When challenged to define
significant, the presenting investigators
said that this meant that HIV could be
detected, but were unable to say if
potentially infectious quantities of the
virus were present.
www.aidsmap.com

HIV-negative rather than HIVpositive partners were generally more
sanguine about the consequences of
HIV transmission occurring. One HIVnegative man said that, “Sooner or
later there is going to be a cure”. Nor,
according to the HIV-negative study
participants, would there be blame
if transmission occurred. One HIVnegative man told the researchers, “It
would upset him more than me,” while
his partner said, “If he becomes positive
because of me, I don’t know how I’d
deal with it”.
page 
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Health Care Workers:
when do they need to know your
status?
David Menadue
“There is no legal requirement to
disclose your HIV status to any of your
treating doctors, nurses, dentists or
health care providers”, according to
the ASHM guide for newly-diagnosed
patients. (1)
While there may not be a legal
requirement to tell health care
workers, there has been debate over
the years within the HIV community
about the wisdom of withholding such
information from doctors, dentists and
so on. According to Rebecca Matheson,
Executive Officer of Straight Arrows, the
recent introduction of the Enhanced
Primary Care scheme (EPC) for people
with a chronic illness has seen a lot
more HIV-positive members of their
organisation attending private dentists
to take advantage of the $4000 + cap
while it lasts. (The Federal Government
has said they will abolish to scheme
and replace it with a new public dental
scheme but to date, the Senate has
blocked these changes.)
Debate about dentists
“The uptake of the EPC has led
to debates within our membership
about whether there is a need to tell
your dentist. Some people find the
discomfort of revealing these details to
a dentist who has probably never seen
an HIV-patient before quite unsettling.
They argue that the dentist should be
taking universal precautions no matter
what.
“Others though say there is a chance
that something may go wrong with blood
spills and so on and the dentist should
be forewarned. Those against disclosure
say they would disclose if there looked
like a problem could occur.”
You could ask your HIV specialist
doctor for the names of “HIV friendly”
dentists, which would make it easier
for you and they are very familiar with
special conditions to watch out for.
Added to this, a dentist who knows
about your HIV status may pick up


particular problems with the mouth
related to HIV – such as oral thrush,
gingivitis or dry mouth which is often a
side-effect of HIV antiviral treatment.
Risks of not disclosing
Certainly a similar view is held by
many doctors in the field who think it is
in the interests of the patient that each
of your doctors know the full picture
about your health (if you have more
than one) – including your HIV status.
All of the Infectious Disease specialists
I spoke to believe it is risky not to let
a GP, for instance, know these details
because of the possibility you might
be given medications which interact
with the current antivirals you are on
(for instance the drug Ritonavir interacts
with some common anti-histamines) or
because there are “big picture” risks a
doctor needs to factor into decisionmaking: things like your T-cell count,
possible predisposition to HIV-related
conditions or in some cases, issues like
cardiovascular problems or cancers. An
anesthetist at a hospital would need to
know if you were on Ritonavir before
an operation as the drug interacts with
the anesthetic midazolam, which could
mean a patient is asleep for hours longer
than they should be.

The Medical Director of the Centre
Clinic in St Kilda, Dr Louise Owen, a
general practitioner with a high HIV
caseload, empathised with the positive
person who may walk into a practice,
inform the GP of their HIV status and find
they get all sorts of negative reactions,
even hysteria some times. In many cases
it may be that the practitioner is not very
familiar with HIV and may be fearful of
the medical implications of HIV maybe
basing their knowledge on snippets
from medical school Unfortunately
Louise says this reaction can also
happen with some medical specialists.
“I let my patients know I am putting
this information into a referral , and we
discuss this if the patient doesn’t feel
comfortable. I encourage patients to
let any other treating doctors know that
they can speak to me about HIV matters
in the hope that I could dissipate any
unnecessary fear or misconceptions
they might have.”
In Victoria the HIV Consultancy at
the Alfred Hospital is also available to
speak to doctors with small caseloads
of HIV-positive patients who may need
some guidance or mentoring with
treating their patients. The consultancy
has an infectious disease specialist, a
psychologist and a nurse who can talk
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to both the doctor and the patient in
these circumstances. The service has
been found to be particularly helpful
for newly-diagnosed patients who say,
might have wandered into their local
GP not expecting that they might have
HIV or that their doctor would not know
everything about the virus.
What is the issue?
What is at the heart of the issue here?
Why wouldn’t people with HIV want to
be upfront about their HIV status to
all their treating health professionals?
Certainly the fear of negative responses
to disclosing this information is at the
foremost of some people’s minds when
thinking about this issue. HIV Futures
5 says that 27.2% of positive people
have experienced discrimination from
health workers although that figure had
decreased to 10% over the previous twoyear period. Most of this discrimination
was in the form of problems with
infection control, avoidance, being
made to wait for the last appointment
of the day, or inappropriate revelations
about their status. (2)
Confidentiality
is
the
major
issue of concern here. In smaller
communities, revealing one’s status
to a local doctor, nurse or pharmacist
may have repercussions for you in that
community, despite very strict laws
around health care workers revealing
details of a patient’s HIV status. The
Commonwealth’s privacy laws provide
protection
against
inappropriate

disclosure by health professionals and
in Victoria, doctors and other people
involved with testing people with HIV
must have appropriate systems in place
to protect the confidentiality of people
with HIV (3).
Even so, we have all heard stories
of inexperienced registrars in hospitals
asking patients about when they got
HIV (and how they got it sometimes)
in crowded waiting rooms or hospital
rooms. In the same way that people
with Hepatitis C often receive negative
“vibes” from some health professionals
about suspected drug use, people
with HIV can sometimes sense a
stigma associated with their condition
from health professionals, including
assumptions or negative perceptions
about being gay or having a sexually
promiscuous lifestyle.
For me, who has been “out” about
my HIV status since the mid-eighties
and has never shied from telling a health
professional those details, disclosure
has always been about ensuring I get
the best care and that there is less
chance that there will be unnecessary
complications because a doctor hasn’t
factored in my HIV with the other things
that are being treated. I wouldn’t seek
to put my values or decisions on the
matter onto others as people live in
different circumstances – often making
choices not to tell to very any people at
all, with good reasons.
One positive person I spoke to said

that she didn’t have a close relationship
with her GP (who she visited for the flu’
and other simple conditions) and hadn’t
disclosed her status to him but did have
a good relationship with her pharmacist
and could ask him if there were any
potential problems with medications.
Whatever you decisions of disclosure to
health care workers, it should go without
saying that you have a responsibility not
to put that worker at risk of infection
in any way and just as importantly, you
need to be mindful of the potential that
a health care professional without all the
facts may not always be providing you
with optimal care. There would seem to
be a strong argument for every positive
person to have at least one doctor
who is monitoring their HIV--- and that
preferably this person is experienced
in HIV medicine or has a mentoring
arrangement with a more experienced
doctor who knows what to do if you
have HIV-related problems with your
health.
1.
ASHM Guide for newlydiagnosed patients with HIV, www.ashm.
org.au
2.
J.Grierson,
R,Thorpe,
M.
Pitts, HIV Futures 5: Life as we know it,
ARCHS, La Trobe University, 2006
3.
B. Loff and B. Crammond,
“Legal Responsibilities in relation to HIV
and viral hepatitis”, HIV, viral hepatitis
and STIs: a guide for primary carers,
ASHM, 2008.
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Declaring your same-sex relationship
to Centrelink
Recent changes to Commonwealth
legislation mean that for the first time
people in same-sex relationships may
be regarded as living in a “de facto
relationship”. This means that gay,
lesbian and opposite-sex couples will
have equal rights and entitlements
under the amended laws, effectively
removing discrimination.
Same-sex de facto relationships will
be recognised under Social Security and
Family Assistance law from 1 July 2009.
This means that you will be required to
advise Centrelink if you have a same-sex
de facto partner. If you are assessed to
be a member of couple, your partner’s
income and assets will be taken into
account and your entitlements may be
reduced or cancelled. Some people in
same-sex de facto relationships may
have new or higher entitlements because
income and assets test thresholds are
higher for couples.
Some people in the community fear
coming out to Centrelink because of
past discrimination, or are concerned
that the loss of entitlements will mean
the end of their relationship with their
partner – especially for those who will
lose entitlements once their partner’s
income and assets are assessed. Some
people have no real issue with declaring
their
relationship
to
Centrelink,
but are anxious about the financial
consequences.
This factsheet is for people in samesex relationships who are now treated
as single by Centrelink and are unsure
whether they will be treated as a
member of a couple by Centrelink from
1 July 2009. This factsheet explains the
factors that Centrelink will be required
to take into account when assessing
whether a relationship is “de facto” for
Social Security and Family Assistance
purposes. It also explains some of the
ways being assessed as a member
of couple may affect your and your
partner’s entitlements.



What if I am inter-sex or transgender?
In this factsheet we refer to same-sex
and opposite-sex couples for the sake of
clarity and because these are the terms
that Centrelink and the mainstream
community generally use. However,
under the new laws a person’s gender
is irrelevant to whether they may be
considered to be a member of a couple.
This means that if you are transgender
or inter-sex you may be regarded as a
member of a couple under the new laws
whatever your partner’s gender.
What has changed?
Until 1 July 2009 Centrelink can
only treat a person as a member of
a couple if they are legally married or
in an opposite-sex relationship which
is considered by Centrelink to be
“marriage-like”.
Social Security and Family Assistance
legislation has been amended from 1
July 2009. The term “marriage-like” has
been replaced with “de facto”, and the
new “de facto” definition may apply
to you – whatever your gender. The
new law will apply to people claiming
payments on or after 1 July 2009,
and also to people already receiving
payments on that day. Under the new
law, you will be considered to be a
member of a couple if you are married,
in a “registered relationship”, or in a de
facto relationship.
If you are newly treated as a member
of a couple, your own and your partner’s
entitlements may change because:
- the maximum rate of pension or
allowance is generally lower for a person
who is a member of a couple;
- the income and assets of a person’s
partner are assessable under Social
Security and Family Assistance income
and assets tests; and
- there are some entitlements with
eligibility requirements that relate to
relationship status.
People who have registered a couple
relationship (same-sex or opposite sex)

with a State or Territory authority will be
assessed to be in a de facto relationship.
Registration is currently only possible in
Victoria, Tasmania and the ACT.
From 1 July 2009, you may be in a de
facto relationship under Social Security
law if you live with someone (or usually
live with them), as their partner. Whether
Centrelink regards the relationship as
“de facto” will depend on consideration
of the criteria which are explained below.
These are often referred to as “the
factors”. The factors are the same as
those currently applying to assessment
of a “marriage-like relationship”.
If you live with someone in a close
same-sex relationship you may feel that
it should not be treated as “de facto”,
even though you may have a sexual
relationship and/or share a bedroom.
What does Centrelink need to know?
how can I tell if I am living de facto?
You may have seen Centrelink
advertisements or posters (the toothbrushes perhaps), which state that from
1 July 2009 you must advise Centrelink if
you are a member of a couple. Some of
these posters say: “a couple is a couple
– gay or straight”.
The fact is that gay and lesbian
relationships can be very different to
straight couples’. The concept of a “de
facto” relationship is an alien one for
many gays and lesbians. Recognition
of same-sex relationships by Centrelink
is new, and there will be special
considerations that Centrelink should
take into account when assessing
whether a same-sex relationship is “de
facto”.
It is important to understand that just
because you may be in a close gay or
lesbian relationship with someone you
describe as your boyfriend, girlfriend,
lover or partner, this does not mean that
you are necessarily living in a “de facto”
relationship according to the definition
in the Social Security legislation.

poslink | June 2009 | issue 45
This factsheet may help you decide
whether or not you are, and whether you
are obliged to advise Centrelink of your
relationship. Below is a list of questions
you can use to help decide whether you
are in a “de facto” relationship. The list
is based on the factors that Centrelink
must consider under the law. Keep
in mind that this list is not a checklist.
Centrelink must look at the whole
picture of your relationship under these
factors. This can be quite intrusive, but
Centrelink must assess your situation in
this way under the law.
The best assessment of your living
situation may come from explaining
to Centrelink the reasons behind your
personal arrangements. For example
- do you share accommodation due
to friendship, for convenience, or for
some other reason? If your relationship
involves care and commitment, what is
the basis for this?
Separated?
If you think you may not be a
member of a couple because you
have separated from your partner, the
same list of questions can be used to
show that the relationship has broken
down or changed. Consider what your
relationship was like before and after
the separation, and why things have

changed. There may have been an
event that caused the relationship to
change, or a gradual change. Explaining
these changes to Centrelink can be
particularly important if you continue
to live in the same house with your
ex-partner. Centrelink may call this
“separated under the one roof”.
If you have separated but still live with
your ex-partner, Centrelink may ask you
to provide independent evidence, e.g.,
from doctors, counselors, or community
leaders, that your relationship has
broken down. This information may be
particularly difficult for you to obtain if
you are gay or lesbian and not out. There
is no legal requirement to produce this
type of evidence but it can be helpful in
assisting Centrelink to make a decision.
Centrelink may also suggest that you
cannot be treated as single unless one of
you moves out. If you want to continue
living together, or you choose to do so
in spite of the separation, explain the
reasons for this to Centrelink.
The factors
Financial arrangements
- do you provide financial support
for each other? If so, why?
- do you have any joint accounts or
credit cards?

- do you have a joint loan or have
you applied jointly for any loan? What
for? Did you describe the co-borrower
as your “partner” on the application?
- whose name is the telephone/
electricity/gas in?
- who pays the bills and how do you
work out contributions?
- do you jointly own assets? eg.
your home, an investment property, car,
furniture?
- do you know about each other’s
financial affairs?
- is either of you listed as a dependent
spouse/partner for tax or Medicare?
- has either of you named the other
person as a beneficiary in your will or
superannuation? Do you describe the
other person as your “partner”?
- do you lend or give each other
money? Why?
- if the other person lost their job or
had no income, would you feel obliged
to them? For how long? Why?
Accommodation and domestic
arrangements
- do you live at the same address?
For how long? Have you lived together
at other places? Why did you first decide
to live at the same address?

page 
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- has the way you live together
changed since you first lived together?
Do you intend to continue living
together in the future? If so, why?
- do you have separate bedrooms
or living areas?
- whose name is the lease or
mortgage in? How do you arrange your
domestic chores?
- if you do not live at the same
address, is this temporary or permanent?
Why?
Social relationship
- do you share the same circle of
friends?
- do you tell each other where you
are daily or what you are doing when
you go out?
- do you frequently go out together
or do you regularly go out separately?
- do either of you have a girlfriend
or boyfriend?
- do you visit each others families?
If not, why?
- would your friends and family
consider you a couple? Do you correct
them? Are you out as a couple to your
families?
- do you conceal your relationship
from friends, family, employers. If so,
why?
- do your family or friends make
plans for you as a couple?
- have you ever let a government
department, real estate agency or bank
assume you are a couple?
- do you take holidays together?
Sexual relationship
- do you have a continuing sexual
relationship with each other?

- does either of you have a sexual
relationship with anyone else?
Relationship with children
If one of you has children
- do you co-parent the child(ren) in
your household?
- do you share parenting activities,
e.g. feeding, dressing, disciplining,
transport?
- who are the emergency contacts
for the child(ren)’s school or child-care?
Commitment to each other
- how long have you been in the
relationship?
- is the relationship stronger than an
ordinary friendship? In what way?
- do you believe the relationship will
continue?
- if you suddenly got sick, who would
you call?
- have you made long-term plans
involving the other person?
- do you think you are likely to
register your relationship (currently only
possible in Victoria, Tasmania and the
ACT)
- If you don’t think your relationship
is “de facto”, why?
How does Centrelink investigate?
Centrelink may ask a lot of questions.
The Centrelink officer can interview you
and the person they think may be in a de
facto relationship with you. If you refuse
to answer questions your payments
might be suspended or reduced. If this
happens you can appeal (see below).
To investigate your situation,
Centrelink
may
contact
banks,
employers, Australia Post, telephone
companies, motor transport authorities,

and government departments like
Immigration or Tax. There are also
data-matches between Centrelink and
some agencies. These investigations
are to find out whether you or the other
person has indicated that you live as a
couple to other agencies, and to check
how long you have shared addresses.
If a Centrelink officer visits your
home, you do not have to let them in,
but you may choose to do so. They
cannot demand to have the interview in
your home. You have the right to have
the interview at a Centrelink office. If
Centrelink asks you to provide a signed
statement, you have at least seven
days to consider this. Make sure any
statement you provide is completely
accurate before signing. Get help from
a Welfare Rights advocate if you are
unsure. For more information on visits,
see the Factsheet “Centrelink home
visits and your rights”.
It is important to accurately and
honestly notify Centrelink of your living
arrangements. If Centrelink decides that
you are living in a de facto relationship
on the basis of that information, you
can appeal if you disagree (see below).
Providing false information may result in
a debt and prosecution.
In hardship?
If your allowance or pension is
reduced or cancelled because of your
own and/or your partner’s assets, there
are Hardship Provisions that may allow
particular assets to be disregarded when
assessing your entitlement.
If your pension or allowance has
been reduced or cancelled because of
your partner’s income, section 24 of the
Social Security Act may allow Centrelink
to treat you and your partner as single
where there is a “special reason” to do
so.
If you are assessed as a member
of a couple after 1 July 2009 and the
re-assessment leaves you in financial
hardship, ask Centrelink about these
discretionary provisions and contact a
Welfare Rights service for advice.
Appeal rights
If you disagree with a Centrelink
decision you have the right to appeal
against it.
Appealing is easy and
free. To appeal you should simply tell
Centrelink that you are not happy with
its decision and that you would like to
appeal to an Authorised Review Officer
(ARO). It is best to lodge an appeal in
writing and you should keep a copy of
your appeal letter. You can, however,
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lodge an appeal over the telephone.
The ARO is a senior officer in
Centrelink who has the power to change
the original decision. Many people are
successful at this level.
If Centrelink has decided to treat
you as a member of a couple and you
disagree with the decision, or are unsure
whether it is correct, don’t hesitate
to contact your local Welfare Rights
Centre/Advocate for assistance.
If you are appealing against
Centrelink’s decision to cancel your Social
Security payment on the basis that you
are a member of a couple, you can ask
Centrelink to continue to pay you while
the review is being conducted. This is
called “payment pending review”. You
may have to pay these payments back if
you lose your appeal.
If you are not satisfied with an ARO
decision you can appeal to the Social
Security Appeals Tribunal (SSAT), which
is independent of Centrelink.
You may appeal to an ARO or to the
SSAT at any time. However, to receive
back pay from the date you were
affected by the original decision, you
must appeal to an ARO within 13 weeks
of receiving written notice of the original
decision. If you appeal to the SSAT, you
must appeal to the SSAT within 13 weeks
of receiving notice of the ARO decision
to receive back pay (except for Family
Tax Benefit – see below). If you appeal
more than 13 weeks after receiving the
notice and you are successful, you will
only receive back pay from the date you
appealed.
Different rules generally apply
to appeals to the ARO and the
SSAT regarding Family Tax Benefit
assessments - see the Factsheets
“Family Tax Benefit” and “Family Tax
Benefit and estimating your income”.
If you are appealing to an ARO or
to the SSAT about a debt only, no time
limits apply. This means that if your
appeal is successful, and your debt is
cancelled or recovery waived, you may
be entitled to a refund of the amount
you have paid back to Centrelink.
If you are not satisfied with the
SSAT decision you can appeal to the
Administrative Appeals Tribunal (AAT).
Centrelink can also appeal against the
SSAT decision to the AAT. You need
to appeal to the AAT within 28 days of
receiving the SSAT decision in writing.
This time limit can be extended in
limited circumstances by order of the
AAT.

For more information on appealing
see the Factsheet “Appeals – how to
appeal against a Centrelink decision”,
the form “Request for a review by an
Authorised Review Officer” and the
booklet, “How to appeal to the social
security appeals tribunal”.
Interpreters
If you think you need an interpreter,
or if you feel more confident with an
interpreter, you should use one of the
three free available interpreter services.
- Most Centrelink offices have
interpreters available at regular times
each week.
Your local Centrelink
office can tell you whether there is an
interpreter available who speaks your
language, and at what times they are in
the office.
- You can telephone the Multilingual
Telephone Information Service (MTI),
which is part of Centrelink. MTI is staffed
by Centrelink officers who are bilingual.
You can ring them directly on 131 202
and they can answer your questions for
you.
- You can also call the Telephone
Interpreter Service (TIS) on 131 450
and ask for an interpreter. This is a free
service
More information
Additional information about Social
Security and Family Assistance, about
other law reforms affecting same-sex
couples may be found at:
- www.welfarerights.org.au
National Welfare Rights Network

- www.tars.com.au
The Aged-care Rights Service
- www.centrelink.gov.au
Centrelink
- www.fahcsia.gov.au
Dept
of
Families,
Housing,
Community Services and Indigenous
Affairs
- www.ag.gov.au
Attorney General’s Department
- www.hreoc.gov.au
Australian
Commission.

Human

Rights

Information about making complaints
regarding the way you are treated may
be found at:
- www.ombudsman.gov.au
Commonwealth Ombudsman
- www.privacy.gov.au
Office of the Privacy Commissioner
Please note: This Factsheet contains
general information only. It does not
constitute legal advice. If you need
legal advice about your Social Security
entitlement, please contact your local
Welfare Rights Centre/Advocate.
Welfare
Rights
Centres
are
community legal centres which specialise
in Social Security law, administration and
policy. They are entirely independent of
Centrelink. All assistance is free.
This Factsheet was created in May
2009 and produced by the National
Welfare Rights Network. It can be
found on www.welfarerights.org.au
page 
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New Developments in Monitoring
Scientists at the Burnet Institute,

them in resource poor countries.

Australia’s leading medical research

Having completed the first phase
of trials, the prototype test developed
by Burnet’s scientists, in collaboration
with colleagues at Rush University
Medical Centre, Chicago and Duke
University, North Carolina will undergo
further validation and clinical studies
to ensure the assay offers reliable and
reproducible results.

and public health institute focused on
infectious diseases, have developed
a prototype low-cost HIV monitoring
test designed for field use in remote
settings.
The new test enables patients at
the point of care to find out within
30 minutes if they should begin
antiretroviral treatment, without any
laboratory equipment being required.
The CD4 rapid test, similar in design
to a home pregnancy test, works with a
finger-prick blood sample to measure
the numbers of CD4+ T-cells in a
person’s blood.
CD4+ T-cells are critical for a healthy
functioning immune system and are
slowly destroyed during the course
of HIV infection. When the numbers
of CD4+ T-cells in a person’s blood
decrease to a critical level, this makes
them increasingly vulnerable to illness.
Healthcare workers rely on a CD4 count
when making decisions about when
HIV-positive patients should begin
antiretroviral therapy. The new test
enables patients to find out within 30
minutes if they should begin therapy.
The
majority of patients in
developing countries start antiretroviral
therapy based on symptoms alone.
Research shows that if HIV patients wait
until they are sick to start treatment,
they have a much poorer outcome than
if treatment were started based on a
CD4 count.
The majority of patients in the
developing world do not currently have
access to CD4 testing because it is
expensive, and relies on sophisticated
laboratory testing requiring specially
trained operators. Where testing
facilities exist, it is often too difficult for
people in rural areas to access them
and it can take weeks to obtain results.
Currently 33 million people globally
have been diagnosed with HIV, many of
10

The Burnet Institute was awarded a
grant by The CD4 Initiative (funded by
the Bill and Melinda Gates Foundation)
for the development of a low cost, rapid
point-of-care CD4+ T-cell test, specifically
designed for field use in remote settings.
Professor Suzanne Crowe, Associate
Professor David Anderson and senior
scientist Mary Garcia lead a team at
Burnet with expertise in diagnostic test
development.
www.sciencealert.com.au

People living with HIV could soon
monitor their own condition at home
using a hand-held device, similar to
ones used by diabetics .
Scientists at three of London’s largest
research centres have been granted
£2m to develop a hi-tech, finger prick
blood-testing gadget.
The device’s tiny mechanical sensors
- microcantilever arrays - measure HIV
levels to warn of impending flare ups. A
display then alerts the user if there is any
need for them to visit a doctor.
Investigator Dr Anna-Maria Goretti,
an NHS consultant and co-investigator
based at the Royal Free Hospital,
said: “If patients neglect to take their
treatments or need prompting to see
their GP the device will provide a simple
way of letting them know.

“It will really empower HIV patients
to keep a close eye on their health and
their treatments.” Instead of routinely
seeing a specialist every three or so
months “just in case”, they would only
need to see their doctor when things
were going wrong.
As well as reducing visits to the
doctor, it could also be of real benefit
in developing countries where rapid
and affordable ways to monitor HIV
patients are urgently needed, say the
researchers.
Nanotechnology
The microcantilever arrays are
each coated with substances that stick
to the HIV and other proteins, which
are markers associated with disease
progression.
Accommodating these markers
causes the highly-sensitive sensors
to bend like a diving board and this
bend indicates the level of virus in the
body, explained lead investigator Dr
Rachel McKendry of University College
London and the London Centre for
Nanotechnology.
“We have used microcantilever
arrays to investigate drug resistance
in superbugs such as MRSA, and are
excited by the opportunity to extend
this approach to detecting HIV markers,”
she said.
Dr McKendry is working with Imperial
College London, Cambridge Medical
Innovations, Sphere Medical Ltd and
BionanoConsulting on the three-year
project to develop the prototype handheld device for clinical trials.
Lisa Power of the Terrence Higgins
Trust said: “This is certainly a very good
idea. If you have diabetes you can
check your blood sugar levels. Similarly,
it would be very useful if patients could
check their own viral measures, say, once
a month. It would not replace specialist
advice, but it would be a way to reduce
a patient’s dependence on doctors.”
www.bbc.co.uk
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HIV drugs ‘could stop virus
spread’
Michael Carter
“Over the last 15 years, HIV
treatment has transformed the outlook
of people with the virus.
Modern HIV treatment is now so
good many with the virus will be able to
live a normal lifespan.
But HIV treatment also has another
desirable outcome - the people who
take it are less infectious.
Indeed, the impact of HIV treatment
on infectiousness is so great that it might
have the potential to stop the epidemic
in its tracks if everyone took an HIV test
each year and everyone diagnosed with
HIV received treatment.
‘Zero risk’
The currently available treatment
cannot cure a person of HIV.
Instead, taking a combination of
three different drugs every day can
reduce levels of HIV in the blood to
undetectable levels.
Because there is hardly any HIV
around, the immune system can stay
strong and fight infections.
Treatment not only works against
virus in the blood, it also lowers the
amount of virus in genital fluids, and
this has a huge impact on an individual’s
infectiousness.

Indeed, some doctors believe that in
certain circumstances people taking HIV
treatment pose a zero risk of infection to
their sex partners.
In January 2008 some senior HIV
doctors in Switzerland issued a statement
that said that people who’ve been taking
HIV treatment for at least six months,
who take their treatment properly, and
who don’t have any sexually transmitted
infections, are never infectious to their
monogamous heterosexual partner.
Evidence supporting what’s become
known as the Swiss Statement comes
from studies that showed that there were
no HIV transmissions in heterosexual
couples when the amount of virus in the
blood fell below a certain level.
No replacement
There is a general consensus that
anti-HIV drugs can dramatically reduce
the risk of HIV transmission.
Just how dramatic the impact of
treatment on infectiousness actually is
has been hotly debated.
It’s been pointed out that there are
apparent cases of HIV transmission
when a person is taking HIV treatment,
despite having undetectable levels of
the virus.

However, these are few and far
between (although that’s likely to be little
comfort for the individuals involved).
Overall, HIV treatment resulting in
undetectable levels of the virus in the
blood is thought to reduce the risk of
HIV transmission to the same extent as
correct and consistent condom use.
That doesn’t mean that it is a
replacement for condoms or other
methods of HIV prevention.
Condoms remain central to the
control of the epidemic, not least
because sexually transmitted infections
can increase the amount of HIV in
genital fluids, meaning a person is more
infectious.
There is real hope that HIV treatment
can make a difference to the spread of
the epidemic. Increasing the number of
people on treatment is being advocated
as an HIV prevention method in the
Canadian province of British Columbia.
Getting more people to test for HIV
and start treatment at the right time
could have a big impact on the number
of new infections in the UK, which are
among the highest in Europe.
Modern HIV treatment is powerful,
can consist of just one pill once-daily,
and often causes only mild side-effects.
Taking long-term HIV treatment to
help control the epidemic is therefore
realistic.
HIV nevertheless remains an
extremely serious, life-affecting and
potentially life-limiting infection.
Recognising the potential of HIV
treatment to prevent infections could
slow, even halt the epidemic, and spare
people the physical and mental suffering
that the infection all too often entails.
“It’s worth giving it a try”.
www.aidsmap.com
Ed Note: Commencing treatment
can be challenging and needs careful
consideration. It needs to remain a
personal choice.
page 11
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News briefs

HIV superinfection may
cause increasing viral
loads and a second
seroconversion illness
Infection with a second strain
of HIV (superinfection) may have
medical consequences, according to
a presentation at the 15th British HIV
Association (BHIVA) conference.
A small study of eight gay men with
HIV who were not on treatment and had
increases in their viral load found two
whose viral load increases were clearly
due to infections with a second strain of
HIV.
In one case the patient‘s second
strain of HIV was drug-resistant. He also
experienced a recurrence of acute HIV
symptoms which required hospitalisation
for suspected meningitis and a large,
though temporary decrease in CD4
count. In the other case the patient’s
original strain of HIV, which was drugresistant, was replaced by an apparently
stronger non-resistant strain and his viral
load increased from around 3000 to half
a million. However he maintained a CD4
count over 1000 and his viral load had
returned to 3000 a year later.
In this prospective study at the Royal
Free and Royal London Hospitals, gay
men who were diagnosed with HIV,
did not start HIV treatment, continued
to have unprotected anal sex after
diagnosis, and had a more than threefold
(0.5 log) increase in their viral load
during routine follow-up appointments
were asked to have their HIV genetically
12

analysed in more detail. The eight men
who met these criteria and joined the
study were diagnosed between 2004
and 2008 and their average age was
30, younger than the average age for
diagnosis in gay men.

his viral load increased he was given
another resistance test 3.5 years after
diagnosis which showed no evidence
of the mutations. Analysing previous
samples showed he had acquired a
superinfection six months previously.

An increase in the men’s viral load
was noted an average of 19 months after
diagnosis in these eight cases. When
this was detected, the genetic makeup of the men’s HIV was re-analysed.
In six cases there was no difference in
the viral sequences, but in two cases the
researchers found a completely different
strain of virus which had ‘taken over’
from the first one. There was no overlap
between the genetic sequences of the
two viruses, indicating that this was not
a case of recombination (two viruses
combining to make a new one) but of
two populations of viruses, a stronger
and a weaker, co-existing.

The researchers conclude that HIVinfected patients who continue risk
behaviour are at risk of superinfection
“both in the early and established
phases of the disease”. They
recommend that all patients not on
treatment who experience unexpected
viral load increases should be screened
for superinfection (though the kind of
intensive phylogenetic screening used
in this study is purely a research tool,
costing £10,000 per patient).

In the first case the superinfection
happened five months after the initial
one. The patient was diagnosed
during the acute phase of his initial
infection. He had HIV seroconversion
symptoms (a flu-like illness and severe
headache) and a viral load of a million
which subsequently declined to 40,000
copies/ml.
However five months after infection
he experienced a return of the same
symptoms, requiring hospitalisation and
an MRI scan for suspected meningitis.
His viral load went back to 160,000
and subsequently increased further
to nearly a million. His CD4 count fell
temporarily from 430 to 240 cells/mm3
though it subsequently rebounded to
about 390 cells/mm3. He continued to
have high-risk sex and over the next six
months also acquired first infections of
syphilis and herpes. His second virus had
two resistance mutations to nucleoside
drugs.
In the second case the patient
acquired a second strain three years after
the first. In this case his original virus had
two drug resistance mutations. When

www.AIDSmeds.com

Enzyme Related to Heart
Disease No Higher in HIVPositive Women
Good news for HIV-positive women:
They are no more likely than HIVnegative women to have elevated levels
of plasma homocysteine (HCY), an
enzyme associated with coronary heart
disease, clogged arteries and strokes,
according to a study published in the
June issue of The Journal of Acquired
Immune Deficiency Syndromes. The
study also found that current use of
antiretroviral (ARV) therapy does not
appear to increase HCY levels either.
Researchers have well established
that elevated HCY can have significant
cardiovascular health consequences.
The enzyme is also believed to be
responsible for atherosclerosis—the
formation and hardening of plaques in
the arteries—which can result in high
blood pressure and blood clots that can
cause heart attacks and strokes.
Recent research indicates that
people with HIV face a much higher
risk for cardiovascular disease than their
HIV-negative age-matched peers. HIV
itself is believed to be responsible for
much of the increased risk, but ARV
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therapy has also been associated with
an elevated risk.
To determine whether HCY is
elevated in HIV-positive women,
Farbod Raiszadeh, MD, PhD, from
the Columbia University College of
Physicians & Surgeons in New York City,
and his colleagues from the Women’s
Interagency HIV Study (WIHS) examined
blood plasma from 249 HIV-positive and
127 HIV-negative women enrolled at
the Bronx site of the study. On average,
the HIV-positive women were slightly
older and had a lower ratio of height to
weight than HIV-negative women.
Elevated HCY levels were present in
16.9 percent of HIV-positive women and
13.4 percent of HIV-negative women.
The difference was not statistically
significant, meaning that it was small
enough to have occurred by chance.
Current use of ARV therapy did not
significantly increase the chance that
an HIV-positive woman would have
elevated HCY levels. However, age
and elevated kidney enzymes were
associated with higher HCY levels.
The authors also comment that there
was an association between elevated
HCY levels and decreased levels of
vitamin B-12. They hypothesize that B12 treatment could potentially lower
HCY levels.

Scripps Research Institute in La Jolla,
California, and her colleagues compared
early treatment with no treatment in
eight SIV-infected monkeys. The treated
monkeys received Viread (tenofovir) and
Viracept (nelfinavir). The non-treated
monkeys received a placebo tablet.
Three of the treated monkeys had
virus levels in blood below the limit
of detection, while one of the treated
monkeys continued to have measurable
virus.
Despite the fact that neither Viread
nor Viracept easily penetrates the
central nervous system—something that
researchers have theorized might be
crucial for optimal cognitive protection—
early treatment substantially reduced
virus levels in the brain and reduced
cellular evidence of inflammation. This
included a decrease in an inflammatory
protein called interferon alpha. Monkeys
who were treated also had improvements
in cognitive function, such as improved
motor skills, compared with untreated
monkeys. The authors are encouraging
further study of early treatment on brain
function, in both monkeys and humans.
www.AIDSmeds.com

www.AIDSmeds.com

Early HIV Treatment Could
Protect Against Brain
Dysfunction
Monkeys infected with simian
immunodeficiency
virus
(SIV)—the
primate version of HIV—were less likely
to develop brain dysfunction if they
were treated with antiretroviral (ARV)
drugs soon after infection, according to
a study published in the June 19 issue
of AIDS.
Chronic
brain
dysfunction—
potentially
leading
to
cognitive
problems such as reduced physical
coordination as well as thinking and
memory difficulties—is remarkably
common in people with HIV, especially
in those older than 40. Though more
severe cases of HIV-associated dementia
have decreased since the introduction
of potent combination ARV treatment,
milder forms of cognitive dysfunction
have not.
To determine whether ARV therapy,
started soon after infection, could protect
the brain against this kind of brain injury,
Maria Cecilia Marcondes, PhD, from the

New Hope for HIV
Eradication
Researchers may finally be on track
to get at the HIV that hides inside cells
and keeps the infection going; if so,
they could perhaps eradicate the virus
from the body entirely, according to
an article published in the July issue
of Retrovirology. The latest research
expands on the mixed results of earlier
studies of valproic acid (Depakote), an
epilepsy treatment that demonstrated
potential as a method of purging HIV
from its cellular hiding places.
After protease inhibitors were
approved, researchers hoped that the
new combination antiretroviral (ARV)
therapy would be potent enough to
burn out HIV infection over time. It
soon became apparent, however, that
no matter how strong the drugs are
and how long a person’s virus levels
remain undetectable, HIV can still hide
out inside dormant cells and bring
the infection flaring back to life once

ARV meds are stopped. Therapies
initially studied to reawaken these cells
succeeded in forcing them to purge their
HIV payload, but the therapies caused
too much immune system inflammation.
In other words, while they “turned on”
the dormant cells, they also created so
many susceptible uninfected CD4 cells
that the ARV drugs couldn’t protect
them.
What was needed, researchers
argued, was a drug that could force out
the HIV hiding within these cells without
activating immune system cells at the
same time. One such approach that has
gained a lot of attention in recent years
is the inhibition of histone deacetylase
(HDAC), an enzyme believed to play a
key role in maintaining HIV inside longlived resting cells.
An early experiment with the HDAC
inhibitor valproic acid proved promising.
But another round of studies, reported a
few years later in 2005, failed to show
that valproic acid significantly affected
the recalcitrant reservoirs of HIV-infected
cells.
Four years later, Andrea Savarino,
MD, PhD, from the Istituto Superiore di
Sanità in Rome, and his colleagues have
published the results of a study looking
at a different HDAC inhibitor—entinostat
(MS-275), currently being explored as
an anti-cancer drug. Savarino’s group
was able to awaken dormant cells, gain
access to the hidden virus and kill it;
however, they had to use doses of MS275 that may be toxic to humans.
The researchers then tried using lower
doses of entinostat in combination with
buthionine sulfoximine, an experimental
cancer drug that strips unhealthy cells
of glutathione, a protective antioxidant.
This approach was much more successful,
allowing researchers to get at all of the
hidden HIV without producing toxic
effects. The authors plan to take their
research next into animal models, and
they remain hopeful about the potential
for HIV eradication.
www.poz.com

Tibotec’s INTELENCE®
(etravirine) PBS listed for
HIV combination therapy
First NNRTI to show efficacy in
patients with NNRTI-resistant virus
INTELENCE® (etravirine), a new
non-nucleoside reverse transcriptase
inhibitor (NNRTI), and the first to show
efficacy in patients with NNRTI-resistant
HIV, will be available on the PBS from 1
page 13
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July 2009 for HIV combination therapy.
INTELENCE® is indicated for the
treatment, in combination with other
antiretroviral agents, of HIV infection
in an antiretroviral experienced patient
with evidence of HIV replication (viral
load greater than 10,000 copies per
mL); and/or CD4 cell counts of less than
500 per cubic millimetre.
A patient must have failed previous
treatment with, or have resistance to, 3
different antiretroviral regimens which
have included at least 1 NNRTI; and at
least 1 nucleoside reverse transcriptase
inhibitor; and at least 1 protease
inhibitor.
INTELENCE® will be PBS listed
section 100 Authority required.
As HIV patients live longer, there is a
growing demand for new medicines to
combat viral resistance. In addition, new
medicines with improved tolerability
profiles are essential to assist PLWHA
sustain long term adherence to
medication and halt the progression of
HIV/AIDS.
INTELENCE® is the first new NNRTI
to be introduced in approximately 10
years.
“NNRTIs have been trusted by
clinicians and used in antiretroviral
therapy for more than a decade, but
NNRTI resistance has limited the use of
this important class of HIV medication,”
said Dr Jonathan Anderson, a HIV doctor
and member of Tibotec’s Advisory
Board.

Ageing for ensuring continued access
to new medications for HIV patients
with limited treatment options,” said Mr.
Bruce Goodwin, Janssen-Cilag Australia
Managing Director.
From 1 July, INTELENCE® will be
available only through your hospital
or sexual health clinic pharmacies.
Janssen-Cilag has been very pleased
to be able to provide INTELENCE to
nearly 400 patients Via Early Access and
Compassionate Supply Programs.
“INTELENCE® is an important
new drug for treatment-experienced
patients with limited options, and the
HIV community is very pleased that
it will now be available to patients on
the PBS,” said John Daye, Co-convenor
of NAPWA’s Health, Treatments and
Research Portfolio.
“Tibotec has shown a true
commitment to working with the
community to make INTELENCE®
available to patients in need”, he said.
INTELENCE® was developed by
Tibotec Pharmaceuticals, Ltd., and will
be marketed in Australia by the Tibotec
division of Janssen Cilag Pty Ltd, part
of the Johnson & Johnson Family of
Companies.

Revisioning Group
“Do people around you make you
angry and frustrated? Do you hurt
people you care about? Finding it
hard to express your feelings without
exploding? Feeling anxious and
confused about your behaviour? The
VAC/GMHC runs a group for gay and
bisexual men, called ReVisioning, where
you can learn about breaking patterns
of controlling and abusive behaviours.
The group, intended to build your
confidence and self-control, helps you
deal constructively with conflicts and
difficult emotions in your relationships
and other parts of your life. The group
is due to start late July and we are
looking for participants now. For more
information call (03) 9865 6700 from
2 - 4pm Monday to Friday and speak
to the duty worker, or email
trish_thompson@vicaids.asn.au

“INTELENCE® extends the NNRTI
class to treatment-experienced patients
in Australia who have NNRTI-resistant
virus, providing them with the potential
to suppress their virus to undetectable
levels and maintain their health - the
ultimate treatment goal,” he said.
The
registration
trials
for
INTELENCE® show that the addition
of INTELENCE® to an optimized
background regimen that included
PREZISTA® (darunavir) resulted in a
significant number of patients reaching
undetectable viral loads. INTELENCE®
was generally safe and well tolerated.
Rash, generally mild to moderate,
occurred
more
frequently
with
INTELENCE® compared to placebo (9
percent vs. 3.1 percent). - The recommended oral dose of
INTELENCE® tablets is 200 mg (two
100 mg tablets) twice daily following a
meal.
“We congratulate the Government
and the Department of Health and
14

“Do people around you make you
angry and frustrated? Do you hurt
people you care about? Finding it
hard to express your feelings without
exploding? Feeling anxious and
confused about your behaviour? The
VAC/GMHC runs a group for gay and
bisexual men, called ReVisioning, where
you can learn about breaking patterns
of controlling and abusive behaviours.
The group, intended to build your
confidence and self-control, helps you
deal constructively with conflicts and
difficult emotions in your relationships
and other parts of your life.
The
group is due to start in July and we are
looking for participants now. For more
information call (03) 9865 6700 from
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Diaries
JULY
Tue 14
The year so far has been a busy
one! We are currently recruiting our
new Executive Officer and hopefully
by the next newsletter we will be able
to announce the successful candidate.
Otherwise it is business as usual and we
have an array of events coming up.
In May we had our annual membersonly Retreat. This year it was held at Iluka
Retreat in Shoreham and we all had a
great time. Members were able to share
stories via peer support discussion,
have a massage, participate in a drama
workshop, get some counselling and do
some rigorous belly dancing, thank-you
to our Support Coordinator Michelle.
The weather wasn’t very kind so next
year our retreat will be held in summer,
look out for the date in February
2010! We have a family day in June
at Collingwood Children’s Farm and a
member’s dinner in Richmond.
Our April Rose Fund round was
successful with members applying for
books for study, course fees, orthotics,
choir fees and yoga. The Rose Fund
allows members to apply for funding to
assist with personal development. The
Rose Fund does not fund treatments,
naturopathy, purchase of assets and
does not fund retrospectively. The next
round will be in October
We are again encouraging members
to share their story with us. Positive
Women Victoria will provide members
with a once off payment for sharing
their story around living with HIV. This
story will be printed in our membersonly newsletter, as an important part of
peer support is the sharing of personal
stories. For more information, contact
us.
A Body of Knowledge will again
be touring, the WA AIDS Council has
received funding to transport the exhibit
which will be shown during Sexual
Health Awareness Week
22 - 26 September in Perth.

Positive Women Victoria is now on
Facebook! This has NOT been setup
as a social networking tool for positive
people, as it is a public website. This
page is more to raise awareness of HIV
and our services. We include information
on HIV and its impacts on women, as
well as upcoming events and resources.
At last count we have 55 “fans” and

growing!
HISTORY BOOK: This year we
launched our 20th Anniversary book
Positive Women - a compilation of our
history written by our members, HIVpositive women. Copies of this book are
available by contacting us on
03 9076 6918 or
admin@positivewomen.org.au

FOOD VOUCHERS: If positive
women have a Health Care Card,
pension card or are a low income
earner, they can access food vouchers
via Positive Women Victoria. Valued at
$40 per voucher, these vouchers are
available 6 times a year. Vouchers can
be used to purchase groceries, but not
cigarettes or alcohol. Please note that
the Support Coordinator must sight
current card as proof of eligibility. To
access, please contact Michelle on
(03) 9076 6918 or
support@positivewomen.org.au

INFANT
RESOURCES:
Positive
Women Victoria, in conjunction with the
Positive Living Centre food bank, will be
distributing baby food and other baby
items to our members with children
from the office. To access these items,
please contact Michelle on

Members Activity

Thu 16

Drop-In

Fri 24

Dinner Members

AUGUST
Thu 13

Drop-In

Fri 21

Members Lunch

Thu 27

Drop-In

Mon 31

Education Session

SEPTEMBER
Fri 4		

Dinner Members

Thu 10

Drop-In

Tue 15

Members Activity

Thu 24

Drop-In

OCTOBER
Thu 8

Drop-In

Sun 18

Family Event

Thu 22

Drop-In

Tue 27

Education Session

NOVEMBER
Thu 5

Drop-In

Fri 13

Members Lunch

Tue 17

Members Activity

Thu 19

Drop-In

(03) 9076 6918 or
support@positivewomen.org.au

ANONYMOUS CHAT FACILITY: At
the Positive Women Victoria website
you can now access peer support
anonymously. If you go to www.
positivewomen.org.au and click “CHAT
FACILITY” on the contact page there is
a link that you click on and you will be
connected with our Support Coordinator,
Michelle. No need to register or give
your name, just the ability to talk and
have your questions answered or your
fears discussed. You can already use this
service and to start with we will have the
chat available Tuesdays, Thursdays and
Fridays from 10am to 3 pm.
This service is also available for
family and friends who may wish to ask
questions or our Support Coordinator
anonymously.

JULY
Sun 26
		

Ten Pin Bowling

AUGUST
Mon 31
		

Men Only BBQ

		

Positive Living Centre

SEPTEMBER
Thu 24
OCTOBER
Wed 21
		

Dinner
Women’s
Swim & Lunch

NOVEMBER
Date to be confirmed
		
		
		

Retreat for 		
heterosexual men
and women
page 15
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regular social gatherings like monthly
dinners at local pubs, fundraisers and
our annual awards night the Golden
Goggles.
The team has been a part of
Melbourne’s GLBTI community and the
broader masters swimming community
since 2001. They compete in local and
international masters events, including
the World Masters Games, Outgames
and Gay Games, as well as open water
swimming events over the summer
period. So once you start feeling the
benefits of the sessions, you may even
want to join the team in competition,
but there’s no pressure!

Glamourhead Sharks
Calling PLWH
The
Glamourhead
Sharks,
Melbourne’s Gay Lesbian Bisexual
Transgender & Intersex Swimming Squad
would like to extend a warm invitation
to those PLWH and their friends who are
keen to improve their fitness through
swimming. If you are currently doing
laps on your own or if you have a history

of swimming and gave it up a while back
and always wanted to get back into the
water, then the Glams would love to
hear from you!
The team is made up of GLBTI
people and their friends of all ages,
abilities, shapes and sizes so you’ll never
feel on the outer. The three sessions
a week are conducted by qualified
coaches and are designed to improve
technique and endurance for either
fitness or competition. We also hold

They train at Wesley College 25
metre pool on Punt Road on Tuesdays
and Thursdays at 6:30pm and the
Melbourne Sports and Aquatic Centre
at Albert Park at 9am on Saturdays.
The only prerequisite is that you are
competent in freestyle (being able
to swim at least 300 metres without
stopping) and that you can swim at
least one other form stroke (backstroke,
breaststroke or butterfly). Your first
session is free so why not give it a try?!
If you are interested in learning more
go to www.glamourheads.org or e mail
coaches@glamourheads.org should you
have any questions.

DiversityLink is an e-mail list for and about people

living with HIV/AIDS from culturally and linguistically diverse
(CALD) backgrounds run by the Multicultural HIV/AIDS and
Hepatitis C Service in NSW.
This group is open to anyone interested in the HIV/AIDS
field, including people living with HIV/AIDS, health, youth
and community workers. To join send an email to:
info@multiculturalhivhepc.net. au
and for more information, call (02) 9515 5030 or visit
www.multiculturalhivhepc.net.au.

page 17

17

18

Positive Personals
We will accept advertisements under 50

Personal details given to PLWHA Victoria

words for dating or friendships under the

(such as return addresses) will be kept strictly

following categories:

confidential and will only be seen by one staff

•

Men seeking men

•

Women seeking men

•

Women seeking women

•

Men seeking women

Personals (Dating or Friendship):
Please keep your advertisements under
50 words. Be clear about who you are
and what you are looking for. Be honest
to avoid disappointment for you and your

member working on the magazine at any
time. Send your advertisement to Personals,
PLWHA Victoria, 6 Claremont St, South Yarra
VIC 3141.

Men Seeking Men
I’m Masculine. A long termer. Aus guy. 46 year
old. I stay pretty active and am fit. I like the
outdoors, sport, music, quiet nights in. Seeking
masculine blokes with similar interests.
Reply Number #0001 or call 0432 698675

Men Seeking Women

correspondent. It is up to you if you want to
include the suburb or regional area you live
in. Advertisements and replies must be
sent by mail only – please do not phone the
office about this service.
Write your response letter and seal it in an
enveloped with a 50 cent stamp on it. Write
the reply number of the advertisement on
the outside of the envelope in pencil. Place
this envelope in a separate envelope and
send it to: Personals, PLWHA Victoria, 6
Claremont St, South Yarra, Vic 3141.

HIV positive heterosexual male, youthful 40’s,
seeks female companionship. To be there for
each other, share interests and find happiness.
I am always looking for new, interesting and
worthwhile things to engage in or just attend.
I’m friendly, I maintain good health, 6 ft tall and
Caucasian. I live in inner Melbourne - though I
can travel. Reply Number #0002
I am 40, employed part-time and have a 5
year old son. I would like to write at first and
then start meeting. I’m looking for a long term
commitment. My interests are outdoor activities,
films and reading. Reply Number #0003

Women Seeking Men
I am 52 years of age. I was diagnosed HIV
positive in 2008 at ST Vincent hospital in
Melbourne when I was visiting my daughter.
I seek male companionship. To be there for
each other, share interests and find happiness.
I am always looking for new, interesting and
worthwhile things to engage in or attend. My
diagnosis was a shock to me as I did not have a
partner since 1999 when he passed away in an
accident. I am an African mosotho woman and
I live in Lesotho, South Africa. I am friendly and
maintain good health. I feel quite isolated so
please reply even if only for correspondence.
Reply Number #0006

Accommodation
Aus guy. I’m fit, honest, etc. 46 year old. Would
like to hear from other masculine poz blokes
interested in sharing/setting up house.
Reply Number #0004 or call 0432 698675
Live in Carer – Caretaker Driver
Are you in need of help around the home, need
someone to drive you to your doctor’s, shopping,
outings, events, etc? I’m a single young man
currently working for ST Vincent hospital. I have
health Services papers and Tradesman papers
including full Victorian drivers license. The only
cost is a place to call home (rent free). Reply
Number #0005

GloballyAware works collaboratively
with communities to traverse and enable
their sense of self, culture and the ability
to influence their own fate.
HIV,
Rights!

Going to
ICAAP?
Are you going to the International
Conference on HIV/AIDS in the AsiaPacific (ICAAP)? Hi, I’m Kim Davis
from GloballyAware. I will be installing
Cremation of Discrimination and Stigma
for
the reincarnation of Care and
Support at the ICAAP conference.
I request that you all contribute by
bringing along anything representing
Discrimination and Stigma that you
wish to cremate. Items such as photos,
effigies, etc. Tell your friends as the more
discrimination we dispose of the better.

Harm

Reduction,

Human

PARTY!
There’ll also be a GloballyAware
pre Conference Networking Party
at ‘G-Space’ in Bali. And you’re all
invited. Please RSVP!!!!! There will be
traditional music, dancers, Balinese
nibbles and drinks. As well as film
screenings, artwork, performances and
an opportunity to get to know people
prior to the conference.
Kim Davis, GloballyAware
Founder/Director, Bali
+61427568546, +628174798135
www.globallyawarearts.org
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Free Wills

PLWHA Victoria would like to thank our
sponsors for providing unrestricted educational

PLWHA Victoria offers members a limited free
will-making service via De Ayers.

grants to fund Poslink and Treatment Interactive
Events in 2008.

For further information, please call PLWHA
Victoria on 9865 6772, and we will arrange for
De to get in touch with you.
The service covers up to six beneficiaries and
has no provision for setting up trusts, fund
management or the like.

Membership application

All details provided will be treated as strictly confidential.

I wish to become a member of People Living with HIV/AIDS Victoria and to receive all privileges of said membership. I agree
to abide by the Rules of the organisation at all times. I understand I can obtain copies of the Rules of the organisation from the
PLWHA Victoria office.
Please

Full Membership

Associate Membership

tick

I am HIV-positive and am able to provide

I do not wish to disclose my HIV status, I am HIV-

verification of this if required.

negative or I do not know my HIV status.

Name

Signed

Address

Telephone

Postcode

Email (required)

Please fax or post your membership application to:

PLWHA Victoria
6 Claremont Street
South Yarra VIC 3141

I do not wish to be contacted by postal mail.

Tel 03 9865 6772
Fax 03 9804 7978

Disclaimer: Poslink is an independent publication of PLWHA Victoria. The views expressed in Poslink are those of the authors and do not necessarily reflect the views
of PLWHA Victoria or its sponsors except where specifically stated. Submission of materials to PosLink will be understood to be permission to publish, unless otherwise
advised. While all care is taken to ensure the accuracy of information in PosLink, the information contained in this publication is not intended to be comprehensive or
current advice and should not be relied upon in place of professional medical advice. You should seek specialist advice from a medical practitioner in relation to care
and treatment. Poslink makes no warranties or representations about content or information in this publication, and to the extent permitted by law exclude or limit
all warranties and representation and any liability for loss (including indirect losses), damage and expenses incurred in connection with, or reliance on the content or
information contained in, Poslink. The intellectual property rights in all materials included in Poslink are either owned by, or licensed to, PLWHA Victoria and all rights in
those materials are reserved.
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