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How can I support
people living with HIV?
• Learn more about HIV by visiting our website
www.plwhavictoria.org.au
• Share this newsletter with friends or family
• Become a PLWHA Victoria member (Full or
Associate)
• Make a donation and support our programs
and services including peer support groups,
treatment interactive events and educational
activities
• Organise a Positive Speaker for your workplace
or school
• Volunteer your time and skills in the office or
for events such as Midsumma Carnival, ChillOut
Festival, Pride March
For more information about supporting the
people living with HIV contact 03 9863 8733 or
email info@plwhavictoria.org.au
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Poslink is published by PLWHA Victoria. All views expressed are the opinion of the authors and are not
necessarily those of PLWHA Victoria, its management or members. Copyright for all material in Poslink
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Note from the President
Reports of a rise in hepatitis C
virus (HCV) infections among HIVpositive gay men in Victoria have
caused concern in recent weeks.
HCV is a serious infection that
can lead to significant long-term
health consequences, especially
if you already have HIV. While
most HCV infections are linked to
unsafe injecting drug use, sexual
transmission has occasionally been
reported, and in the cases identified
by the Victorian Department of
Health, sexual transmission is
suspected in an unusually large
number of new diagnoses.
Monitoring by the Victorian
Department of Health has shown
that in the year to 30 April 2011,
37 HIV-positive gay men were
diagnosed with HCV infection, a
significant increase on previous
years. In at least 19 of these cases,
the diagnosing physician suspected
sexual transmission of HCV.
PLWHA Victoria became aware
of this information in early May.
Shortly afterwards, we joined with
the Victorian AIDS Council/Gay
Men’s Health Centre and Hepatitis
C Victoria to alert HIV-positive
gay men to the risk of HCV. Both
mainstream and community media
have covered the issue.
We want people with HIV to know
that sexual transmission of HCV
does occur and it is more common
in HIV-positive people. The risk of
sexual transmission is higher for
those who engage in group sex,
fisting, use of sex toys and noninjected drugs, as well as for those
with some sexually-transmissible
infections (STIs).

Paul Kidd

While the majority of cases of
HCV infection have been linked
to injecting drug use and other
forms of blood-to-blood contact,
cases of sexual transmission have
been reported. Clusters of cases of
apparently sexually transmitted HCV
among HIV-positive gay men have
been reported in London, France and
the Netherlands in recent years.
This represents an important
challenge for our organisation and
our community – we need to inform
people about the risks and give
them the tools they need to protect
themselves and their partners, but we
don’t want to stigmatise people with
HCV or create barriers between HCVpositive and HCV-negative people
living with HIV.
It’s also an issue very close to my
own heart. I have been living with
HCV since 1999, and I believe
my own infection to have been
sexually acquired. At the time, it was
difficult to convince the medical
establishment that they should take
sexual transmission of HCV seriously,
even though cases of sexuallytransmitted HCV were known to have
occurred, and reports were starting
to come in from overseas of rising
numbers of diagnoses of HCV in HIVpositive gay men.
The medical profession have
come a long way since then and
sexually transmitted HCV is now
acknowledged as a real and
increasing concern for people with
HIV. Unfortunately there has been
little research on the mechanisms of
transmission, so beyond being aware
of the risk factors mentioned above,
we have limited information about
how to prevent transmission.

Pictured: Paul Kidd
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The Department of Health is
conducting further interviews with
many of the men included in the
current statistics to try to find out
more about how they came to be
infected with HCV, and to see if there
are any links between the cases. We
hope that there will also be further
research into prevention of sexually
transmitted HCV that will help us
provide more nuanced and helpful
educational messages for those
at risk.
In the meantime, we are reinforcing
the existing safe sex message, which
is that using condoms and water
based lube for anal sex, gloves for
fisting, and avoiding sharing sex toys
or drug using equipment are the best
ways to reduce the risk of contracting
or transmitting both HIV and HCV.
A free public forum on this
important issue is taking place at the
Positive Living Centre on Tuesday
14 June from 6:30 pm Please RSVP
to 03 9863 8733 if you would like to
attend.
page 3
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News Briefs

May

Low CD4 increases risk
of fragility fractures for
patients with HIV

include the effects of HIV immune
suppression, low vitamin D levels or
the side-effects of antiretroviral drugs
and other treatments.

A low CD4 cell count is associated
with an increased risk of fragility
fractures in patients with HIV,
an Australian study published in
the online edition of the Journal
of Acquired Immune Deficiency
Syndromes shows.

The clinical significance of altered
bone metabolism is also unclear.
Studies examining fracture rates in
HIV-positive patients have produced
conflicting results.

The retrospective, case-controlled
study involved 2424 patients who
received care at the Alfred Hospital,
Melbourne, between 1998 and
2009.
After adjustment for potential
confounders, only a CD4 cell
count below 200 cells/mm3, use
of corticosteroids, and treatment
with anti-epileptic drugs were
significantly associated with an
increased risk of fragility fractures.
There was no relationship between
fractures and HIV therapy or the use
of any individual anti-HIV drugs.
Nor did the level of viral load have
a significant association.
“This is the first study to report
an association between low CD4
cell count and increased risk
of fragility fracture,” comment
the investigators. “One possible
mechanism may be that patients
with poor immunological recovery
have persistently upregulated
proinflammatory cytokines which
makes them susceptible to fracture.”
Low bone mineral density is
increasingly recognised as a
problem for patients with HIV. The
exact causes are unclear, but may

To clarify these issues investigators in
Australia undertook a retrospective
study involving patients who received
care in the era of combination
antiretroviral therapy.
Data were gathered on the incidence
and prevalence of fragility fractures.
In addition, patients who experienced
fractures were matched with
two controls of the same gender
and similar age. This allowed the
investigators to analyse the risk
factors for fragility fractures.
A total of 94 fractures were recorded
in 81 patients. This provided an
incidence rate of 0.53 per 100 person
years, and the overall prevalence of
fractures during the eleven years of
the study was a little over 3%.
However, the investigators excluded
21 fractures that were caused by high
trauma events such as car crashes
or assault. This left 73 low trauma
or fragility fractures which were
included in their analyses.
The mean age at the time of fracture
was 50 years. Most of the fractures
(58%) occurred in patients aged
under 50, including 20% which
occurred in individuals aged under
40. Most of the patients were male
(89%), of caucasian background

(92%), and had been living with
diagnosed HIV infection for a little
over eleven years.
Common fracture sites were the
vertebrae (25%), neck of the femur
(21%) and wrist (18%).
Body mass index (BMI) was available
for 68% of participants, and was
lower for patients who experienced
fractures than the controls (22.5 vs. 22
kg/m2, p = 0.001). Moreover, fracture
patients were significantly more likely
to be underweight, defined as under
20 kg/m2, than controls (27% vs.
11%).
Individuals who experienced a
fracture had a significantly lower
median CD4 cell count than control
patients (283 vs. 448 cells/mm3, p
= 0.0003). However, viral load was
broadly comparable (112 vs. 50
copies/ml).
Results of DEXA scans were available
for 56% of fracture patients and 30%
of controls. These showed that 88%
of fracture patients had low bone
mineral density, with 32% having
osteopenia and 56% osteoporosis.
Low bone mineral density was also
present in 55% of control patients
(44% osteopenia; 11% osteoporosis).
After taking into consideration
potentially confounding factors,
the investigators found a significant
relationship between a CD4 cell count
below 200 cells/mm3 and increased
risk of fracture (odds ratio [OR] = 4.91;
95% CI, 1.78-13.57, p = 0.002).
Treatment with a corticosteroid also
increased the risk of fracture (OR =
8.96; 95% CI, 1.55-51.88, p = 0.014).
page 5
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“Steroid therapy was commonly
prescribed as adjuvant therapy in
treating HIV specific illnesses,” explain
the investigators.
There was also a significant
relationship between treatment with
anti-epileptics and fracture risk (OR
= 8.88; 95% CI, 1.75-44.97, p = 0.008).
The investigators note that these
drugs “were frequently prescribed
for indications such as peripheral
neuropathy, mood disorders, chronic
pain syndrome, and post-hepatic
neuralgia.”
No relationship was detected
between fracture risk and HIV therapy
or treatment with any specific antiHIV drug. However, the investigators
caution, “it is possible that there were
too few cases to determine a true
association…and a larger study is
required.”
They also note that the findings
of their study are limited by the
retrospective design. Nevertheless
they conclude that the risk of
fracture “was independently
associated with a low CD4 cell
count, use of corticosteroids or antiepileptic medications. There were
no associations between fracture
risk and use of, class or duration of
antiretroviral agent.”
Reference:
Yong MK et al. Low CD4 count is
associated with an increased risk
of fragility fracture in HIV-infected
patients. J Acqir Immune Defic
Synr, online edition: doi: 10.1097/
QAI.0b013e31821ecf4c, 2011 (click
here for the free abstract).
AIDSMAP

Cancer rate’s
significantly higher in gay
men, but study lacked
data on HIV

Cancer rates are almost twice as
high in gay men than the male
heterosexual population, US
researchers report in the online
edition of the journal Cancer.
The study also showed that bisexual
women had elevated rates of
cervical cancer. Bisexual women
and lesbians diagnosed with cancer
were more likely to report fair or
poor health than heterosexual
women who had survived cancer.
Conducted in California, the
study utilised data obtained from
approximately 120,000 adults who
participated in three householdbased health surveys conducted in
2001, 2003 and 2005.
However, no information was
obtained on the participants’
HIV status, The investigators
acknowledge that this was a major
weakness of the study.
“We did not have data available
on HIV infection, which is higher
among gay men, and may have
contributed to the significant
association of cancer prevalence
and sexual orientation,” write the
authors. “HIV infection has been
linked with certain cancers, both
AIDS-defining cancers (Kaposi
sarcoma and non-Hodgkin
lymphoma) and non-AIDS-defining
cancers, which are anal, lung, and
testicular cancer and Hodgkin
lymphoma.”

Michael Carter
4 May 2011
http://www.aidsmap.com/Low-CD4increases-risk-of-fragility-fracturesfor-patients-with-HIV/page/1779121/

6

Nevertheless, the investigators
believe that their findings show that
gay men require improved cancer
screening, and that lesbians and
bisexual women cancer survivors
would benefit from improved
support.

Investigators undertook the study
because there is currently little
information about sexual orientation
and cancer survival and the support
needs of survivors. Data collected
from the California Health Interview
Survey provided them with an
opportunity to address these
questions.
“We believe this is the first study to
provide generalizable results about
men and women’s cancer prevalence
and cancer survivors’ self-reported
health by sexual orientation,” note the
researchers.
As part of the survey, participants
were asked to self-identify their
sexual orientation and to state if they
had ever been diagnosed with cancer.
Individuals who stated that they had
developed a malignancy were asked
to provide more information about
the diagnosis, including the type of
cancer and their age at diagnosis.
The investigators supplied detailed
information on the prevalence and
risk for six types of common cancer
(melanoma, prostate, cervical, breast,
uterine, and colon). All other cancer
diagnoses were reported together –
including those associated with HIV.
Of the 71,112 women included in
the study, 7252 reported that they
had been diagnosed with cancer. The
prevalence did not differ significantly
according to sexual orientation.
However, when rates of individual
cancers were analysed according to
sexual orientation, the investigators
found that bisexual women were
significantly more likely to report
cervical cancer (p < 0.001) than other
groups, and that lesbian women were
more likely to have been diagnosed
with uterine cancer (= 0.03).
“Our findings suggest a need to target
bisexual women with screening
interventions to reduce prevalence
of cervical cancer,” comment the
authors.
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They also found that bisexual women
and lesbians diagnosed with cancer
were significantly more likely to
report being in fair or poor health
than heterosexual women (p < 0.001
and p = 0.01).

Photo: stock.xchng

“These novel findings with respect
to sexual orientation can be used to
set priorities for lesbian/gay/bisexual
populations with respect to cancer,
and inform the need for the design of
programs and services to assist cancer
survival,” conclude the authors.
Reference:

A total of 3690 men (of 51233)
reported a cancer diagnosis.
Rates differed according to sexual
orientation and were markedly higher
in gay men than either bisexual and
heterosexual men (8% vs. 5% vs. 5%
< 0.001).

Boehmer U et al. Cancer, survivorship
and sexual orientation. Cancer, online
edition: doi: 10.1022/cncr.25950,
2011.
AIDSMAP
Michael Carter

Moreover, gay men were
approximately ten years younger at
the time of cancer diagnosis than
either bisexual or heterosexual men
(41 vs. 50 vs. 51 years, p < 0.001).

People Living with HIV/AIDS Victoria
president Paul Kidd said the virus
might also be passed on through
sexual practices with an increased risk
of blood-to-blood contact.
He said clusters of cases of apparently
sexually transmitted hepatitis C
among HIV-positive men had been
reported overseas including in Britain,
France and the Netherlands.
Hepatitis C Victoria chief executive
Helen McNeill said liver disease
associated with the virus could
progress more quickly in people with
HIV.
''Preventing co-infection is important
and those who are co-infected should
get assessed as soon as possible for
treatment for hepatitis C because
their chance of clearing it is better if
they are treated early.''

16 May 2011
http://www.aidsmap.com/Cancerrates-significantly-higher-in-gaymen-but-study-lacked-data-onHIV/page/1798099/

The Health Department is working to
investigate the cause of the cluster.
The Age

Rates of prostate cancer were
significantly lower in gay men
than other groups (p = 0.0009).
However, both gay and bisexual
men were significantly more likely
than heterosexual men to have been
diagnosed with an “other” form of
malignancy (p = 0.04).
“The greater prevalence among gay
men may be caused by a higher rate
of anal cancer,” write the investigators,
who also acknowledge a probable
role for HIV in their findings.
The investigators then performed a
series of statistical analyses. These
showed that gay men had almost
twice the risk if cancer compared to
heterosexual men (adjusted odds
ratio [AOR] = 1.932; 95% CI, 1.4-2.5, p
< 0.001).

Hep -C cluster sparks
concern

Victoria’s health department has
identified a cluster of 37 HIV-positive
gay men infected with hepatitis C,
prompting concerns the virus is being
transmitted through sexual practices.
The men were diagnosed with
hepatitis C over the past year and
doctors suspected it was sexually
transmitted in at least 19 of the 37
cases.

Kate Hagan
16 May 2011
http://www.theage.com.au/
victoria/hepc-cluster-sparksconcern-20110515-1eoaj.html

All views expressed in this
section are the opinion of the
authors and are not necessarily
those of PLWHA Victoria, its
management or members.

Hepatitis C is a blood-borne virus
that can be spread by sharing druginjecting equipment such as needles,
through needlestick injuries in
healthcare settings, or from blood
transfusions before 1990 that may not
have been screened for the virus.
page 7
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Are we no longer
sexually infectious?
The results of a recent trial run
by the National Institute for
Allergy and Infectious Diseases
(NIAID) in the US, to test whether
serodiscordant couples (i.e. in an
HIV- positive-negative relationship)
could transmit HIV has raised the
issue yet again for public debate.
The study, conducted since 2005
in nine countries, recruited 1763
couples, 97% of whom were
heterosexual. The trial was due
to go until 2015 but was stopped
because it found that the trial arm
on ARVs had a 96% reduced risk
of transmitting the virus to their
partners. The arm of the trial not
on ARVs, receiving condoms and
safe sex material, were clearly at a
disadvantage and have now been
allowed to receive the treatments.
The issue of whether HIV-positive
people on effective antiretroviral
therapy (ARVs) can transmit
the virus to a partner has been
contentious since the Swiss
Statement came out in 2008. The
Statement by Swiss researchers,
based on studies done around
the world, concluded that if
the HIV-positive partner had
an undetectable viral load, was
adherent to their ARVs and the
couple remained free of sexually
transmitted infections (STIs) – all
for a period of longer than six
months – then the risk of HIV being
transmitted was very small (about 1
in 100 000).
Like the recent trial, the Swiss
Statement was mainly using data
on heterosexual couples although
the Swiss researchers were to state
some time afterwards that they
felt it could apply to homosexual
couples, too.
8

David Menadue

Decreased anxiety for
serodiscordant couples

this may make transmission risk
slightly higher in anal sex.

This news gives a lot of hope to
heterosexual serodiscordant couples
as it undoubtedly decreases their
anxiety about the possibility of the
HIV-negative partner becoming
infected. Sean Slavin says in his
paper in the AFAO monograph
“Trick or Treat” on HIV treatments
as prevention, research shows
though the fear from authorities and
educators that positive people will
abandon condoms because of such
findings is not likely to be correct.
Rather, “for many (positive people) it
is an added supporting element in
a personal prevention strategy that
continues to include condom use”
(1) In other words, there is strong
evidence that these couples will find
it helps reduce anxiety but that it
doesn’t necessarily mean abandoning
safe sex altogether.

Certainly, in the presence of an STI or
any genital inflammation, there is a
rise in viral load and people are more
infectious at that time.

How this translates to gay couples is
yet to be fully determined. Andrew
Grulich from the Kirby Institute in
Sydney is leading a trial about to
commence in Australia (in Sydney
and Melbourne) to investigate what
the relative risks might be for gay
serodiscordant couples.
Why should it be any different for
gay and heterosexual couples?
Some modelling, again done by
the Kirby Institute in recent years,
has suggested that the risks may
be higher for gay serodiscordant
couples. It is true that anal sex is a
more efficient way of passing on HIV
than vaginal sex (although it has to be
conceded that heterosexual couples
do have anal sex, too). There is some
conjecture about whether there may
be different levels of virus in semen
compared with blood and whether

Andrew Grulich also makes the point
in the AFAO monograph that in
Australia the “per contact probability
of HIV transmission in gay men has
not decreased since the early 90s
when almost no people with HIV were
receiving effective HIV therapy.” (2)
What is the reason that HIV infections
have not really gone down even
in the presence of effective ARVs?
We know from research that about
one third of new HIV infections can
be attributed to people who don’t
know they are HIV-positive at the
time of transmission of the virus.
Are STIs, such as syphillis, chlamydia
and gonorrhea – also at high levels
amongst gay positive men-- helping
to keep the numbers of new
infections high? Or are there other
factors that make gay men more
vulnerable to HIV even when people
have undetectable viral loads?

What does this all mean?
HIV agencies have been careful
not to treat the news of the US
serodiscordant couples trial as a
reason to discard condoms. Even in
serodiscordant heterosexual couples,
there may need to be more research
to assure people of the low risk—and
for some people even a 4% risk of
getting HIV is too high. More research
clearly needs to be done with gay
couples and the Australian study
about to commence will help with
our understanding of the relative risks
there.
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It is still too early for anyone to
make sweeping statements such
as, “HIV-positive people can now
have unprotected sex in a regular
relationship without fear of
transmission”. There is still some
risk for heterosexual serodiscordant
couples and uncertainty about gay
serodiscordant couples until further
research is done.

Photo: stock.xchng

People in serodiscordant couples are
already using risk reduction strategies
(for gay couples it can be about
strategic positioning where the HIVnegative partner is only ever the “top”
in anal sex due to the lower risk, for
instance). These findings add to the
arsenal of risk reduction methods that
people might use.

Starting treatment earlier?
The US study makes it clear that
people who start ARVs at a CD4 count
of between 350 and 500 are much
less infectious that someone whose
count has gone below 250.
As a result, there may be increased
pressure on HIV-positive people to
start treatment earlier, particularly
if they are in a regular relationship.
But, as Sean Slavin points out the
consideration of the health of the
HIV-positive person should be
the first priority in this decisionmaking process. Currently Australian
guidelines for prescribing ARVs,
suggest that a person with HIV need
only go on the treatments when
their CD4 count is 350. In the US this
threshold was increased last year to
500. There will be pressure to do the
same here if the relative benefits of
treating earlier (such as a reduction
in long term effects of accelerated
ageing) are confirmed.

The START study that has been
enrolling people with HIV in Australia
(and in many other countries) for
some months now, is designed to test
what is the best time, clinically, for
someone to start taking treatments.
The results of this study should give
positive people a better picture of
the advantages and disadvantages (if
there are any) of early treatment.
Not every positive person will
be ready or willing to take HIV
treatments earlier. It takes a
psychological adjustment to start
taking pills for the rest of your life.
There is also an argument that people
with HIV should be doing this only if
the health benefits to them are clear
rather than to protect others. The
counter-argument is that positive
people in relationships will want
to protect their partners and may
welcome the opportunity to have
treatments available (if funded by
government) earlier.
In San Francisco there is now a policy
to treat all HIV-positive people who
wish to receive it. Early modelling
suggests that this should lower HIV
infections in that city by up to 59%
as the “community viral load” is
subsequently decreased. (3) Making
the ARVs available to everyone also
increases the incentive in the US for
more people to test and know their
status.

It is also true that, regardless of
these findings, governments around
the world will be slow to remove
transmission laws that make it an
offence for an HIV-positive person to
have unprotected sex with a person
of different status (if they ever do so).
So it is still important for HIV-positive
people to have protected sex with
partners of a different or unknown
status and to avoid such legal
complications.
We might hope though that, one
day, if the efficacy of HIV treatments
does make the likelihood of
infection almost negligible, that it is
a consideration that is included in
future safe sex guidelines and that
laws that criminalise HIV transmission
will be changed or repealed.
For the moment though, condoms
and water based lube have to remain
an essential part of our sex lives.
Taking treatments and getting an
undetectable viral load has not been
proven to be an effective prevention
strategy on its own.

References:
(1) Dean Murphy (ed) Trick or Treat, AFAO
monograph, 2009: Sean Slavin, “Treatment
as Prevention: A Paradox We Can Live
With”
(2) Ibid Murphy: Andrew Grulich and
Iryna Zablotska, “Antiretroviral Therapy as
Prevention: Research Evidence”
(3) Edwin D. Charlebois et al, “The Effect
of Expanded Antiretroviral Treatment
Strategies on the HIV Epidemic among
Men Who Have Sex with Men in San
Francisco” in HIV/AIDS CID 2011:52 (15
April)
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Find your way to
Coventry House

Andrew Henshaw
Photographer

Tram Lines
Route 1 – East Coburg to South Melbourne, see route map
at http://www.metlinkmelbourne.com.au/maps-stationsstops/metropolitan-trams/tram/721
Disembark at Stop 20 at the intersection of Kingsway
and Sturt Street. Trams stop every 6 – 12 minutes during
normal office hours.
Route 55 – West Coburg to Domain Interchange, see route
map at http://www.metlinkmelbourne.com.au/mapsstations-stops/metropolitan-trams/tram/868

Coventry House Reception

Disembark at Stop 116 at the intersection of Sturt Street,
Kingsway and Coventry Street. Trams stop every 4 – 12
minutes during normal office hours.

Surrounding Gardens
Alternatively take any tram which travels down St Kilda
Road and disembark at Stop 19 – Shrine of Remembrance/
St Kilda Road. Walk along Coventry Street or Dorcas Street
(approx. 9 minutes).

Parking
For all day parking there is a car park under the complex.
The entry is on Dodds Street.
The car park is attended from 6.30am to 6.30pm Monday to
Friday.
For short term parking, surrounding streets have 1 hour
metered parking. Two blocks towards St Kilda Road there
are 2 hour metered parking spots. Across Kingsway the
streets are also metered parking with various time limits.

Disabled Parking
There are disabled car parks on Coventry Street. The
footpath from these spots leads around to Kingsway and
curves up past the sculpture to the building entrance.

10

Staff Workstation
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Recently diagnosed HIV positive?
What do I do now?
Who can I talk too?
.

Surrounding Gardens

x
i
n
e

o
h
P

A weekend workshop for those who have recently been
diagnosed HIV-positive. Please contact Vic Perri on
03 9863 8733 or email info@plwhavictoria.org.au for more
information and dates.
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Eat, Drink and
Be Positive

Why eat Legumes?

Legumes are high in dietary fibre
which helps to keep our bowels
healthy. They are also a good source
of soluble fibre which can help
lower cholesterol levels. Legumes
are a source of carbohydrate and
have a low glycaemic index (GI),
which means they are broken
down more slowly so you feel
fuller for longer. This makes them
a particularly good food for
preventing and managing diabetes.
Legumes are also made up of
protein, making them an ideal base
to a vegetarian dish or a substitute
for meat. Legumes are very cheap
to buy, so including them as the
main protein in your meals, can
save you money on your grocery
bills.

Other benefits of
legumes include:
• High in B-group vitamins, iron,
calcium, phosphorous, zinc and
magnesium
• Good source of folate, which
is essential for women of childbearing age
• Good source of antioxidants
• Low in saturated fat
• They are very filling and the low
GI makes them great for controlling
appetite.

Photo: stock.xchng

Legumes (also known as pulses) are
a group of plant foods which aren’t
just for vegetarians! They contain a
wide variety of nutrients and are a
very healthy and economical food
for everyone to include as part of a
balanced diet.

Examples of legumes
include:

• Extend casserole dishes by adding
beans and lentils. e.g. add kidney
beans in a mince dish to make chile
con carne

• split peas

• Snack on ‘chicknuts’ - oven roasted
chickpeas

• kidney beans
• baked beans (navy beans)
• soy beans
• chickpeas
• four bean mix
• red, green or brown lentils.
You can buy lentils in the supermarket
either dry (which need to be soaked
before cooking) or canned.

• Serve hummus (a low fat dip made
from chick-peas) with vegetable sticks
for a delicious snack
• Small tins of baked beans make a
great snack, a delicious breakfast
served on toast or a great addition to
a jaffle or toasted sandwich

Including legumes into your healthy
eating plan doesn’t mean you have to
eat completely different meals. There
are lots of ways you can include them
in your favourite recipes.

• Beans are a great inclusion to
lasagna or tacos

Smart eating tips for eating
more legumes:

Source:

• Add lentils to your own vegetable
soup recipes, or try pea and ham
soup, or a delicious red lentil soup as a
winter warmer.
• Add chickpeas or soybeans to stir-fry
dishes

12

• Use four bean mixes as a salad base
and add lots of vegetables and a little
oil-based dressing

• Legumes make a great base for
patties or vegetarian burgers.

Dietitians Association of Australia
Monday 7 February 2011http://
www.daa.asn.au/index.
asp?PageID=2145834469
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Reader Recipes

Baylen’s kidney bean patties
with spinach

Oscar’s chicken enchiladas
with beans

2 tbs olive oil

1 tablespoon olive oil

1/2 small brown onion, finely
chopped

500g chicken breast fillet

Lorraine’s easy lentil soup
2 cups (370g) brown lentils,
uncooked
8 cups (2 litres) chicken or veggie
stock
1 onion, diced
4 tbs tomato paste

1 750g can red kidney beans
140g (2 cups) fresh wholemeal
breadcrumbs

2 cloves garlic, crushed

1/2 cup chopped fresh continental
parsley

1 tbs cumin

1 egg, lightly whisked

Method

1 large garlic clove, crushed

In a large saucepan combine all
ingredients. Bring to the boil, then
reduce heat, cover and simmer until
lentils are soft, 30 to 45 minutes.
Serve with a squeeze of lemon.

Salt & freshly ground black pepper

Jon’s chickpea curry
1 can of chickpeas - drained
10 cherry tomatoes - sliced in half
1 medium onion - halved and thinly
sliced
1 green chili - thinly sliced
garlic - finely grated
ginger - finely grated
turmeric
ground cumin
fresh coriander - chopped
1tbs olive oil
2tbs water
Method
Heat oil in a pan and add onion,
ginger, garlic and chilli and fry for
2-3 minutes.
Add chickpeas, turmeric and cumin
and a very small amount of water
and lower heat. Simmer for a few
more minutes.
Add cherry tomatoes and leave for
another 10 minutes or so, stirring
occasionally. Just before serving,
add the coriander.
Serve with brown basmati rice
and a sliced tomato, onion and
coriander salad.

2 bunches English spinach, stems
trimmed, leaves washed
2 ripe tomatoes, finely diced

10 enchilada tortillas
450g can refried beans
3/4 cup grated tasty cheese
375g jar chunky tomato salsa
Method
Preheat oven to 200°C. Heat oil in a
frying pan over medium heat. Cook
chicken for 4 minutes each side, or
until cooked through. Stand for 10
minutes.
Heat tortillas using packet
directions.

Method

Empty beans into a microwavesafe bowl. Heat, uncovered, for 2
minutes on MEDIUM (50%) power,
or until hot.

Heat 1 tsp of the oil in a large nonstick frying pan over medium-low
heat. Add the onion and cook,
stirring often, for 2 minutes or until
it softens slightly. Set aside to cool.

Slice chicken. Place 1 tablespoon of
beans onto each tortilla. Top with
chicken and a little cheese. Roll
up tightly to secure. Place onto a
greased and lined baking tray.

Rinse and drain kidney beans. Place
in the bowl of a food processor
and process until smooth. Add the
onion, breadcrumbs, parsley, egg,
garlic, salt and pepper, and process
until just combined. Shape evenly
into 8 patties.

Spoon salsa down centre of
enchiladas. Sprinkle with remaining
cheese. Bake for 18 to 20 minutes,
or until heated through.

1 tbs capers, rinsed, drained,
chopped

Cook spinach in frying pan over
medium heat, tossing occasionally,
until just wilted. Transfer to a bowl
and cover to keep warm. Use paper
towel to wipe out the pan.
Heat 2 tsp of remaining oil in pan
over medium heat. Add 4 patties
and cook for 2 minutes each side or
until golden. Transfer to a plate and
cover loosely with foil. Repeat with
another 2 tsp of oil and remaining
patties.
Meanwhile, combine the remaining
3 tsp of oil with the tomatoes,
capers, salt and pepper in a small
bowl.

Photo: stock.xchng

Email your recipes to
poslink@plwhavictoria.org.au
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AHAG : Still providing

housing, support & referral

James May

For the first time I found myself
living in rooming houses. While
I was glad to have a roof over
my head, it wasn’t ideal. Most
rooms were tiny and were going
for anything between $130 and
$180 per week. They were often
large properties with many other
residents sharing bathrooms and
kitchens. It was hard to wash
clothes, store food or have the time
and space to prepare nutritious
meals in this environment.
Most of the residents were affected
by drugs, alcohol and mental
health issues which made life more
complicated. The atmosphere was
often unpredictable, unfriendly and
unhappy. It was hard to maintain
boundaries with a constant flow
of erratic tenants. As a gay man
I often felt judged by a lot of the
male residents and had to keep my
sexuality as concealed as possible.
Some places were very careless
in terms of lease agreements and
rent receipts. You could be moved
on at the whim of unscrupulous
operators who might demand
more money or take a personal
dislike to you for no good reason.
It was a very transient, insecure
environment and hard to maintain
a decent quality of life.
14
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Since contracting HIV 11 years ago,
finding stable accommodation
to support my health has been a
long and difficult process. I moved
from Sydney to Melbourne after
the diagnosis and I had no social
networks to fall back on. I couldn’t
afford my own property at the
time. I had no job, no money and
was mentally and physically at my
lowest.

Living with HIV in these
circumstances is tough. There’s
nowhere to hide during times of poor
health. I experienced nausea, fatigue
and skin irritations on a daily basis
back then. For me, it was out of the
question to begin ART therapy in this
situation. There were often queues
for the bathroom and far too much
scrutiny from other residents. Your
mental health is also more vulnerable.
Anxiety and depression are hard to
rise above when you’re surrounded
by people living in poverty and chaos.
Six years later I fell sick with two AIDSdefining illnesses. I had no steady
accommodation and I was crashing at
various friends’ places. The insecurity,
depression and lack of self-care at
this time directly contributed to
my health collapse. After a month
in the Austin Hospital, I spent six
months in recovery at Horizon Place,
a supported accommodation facility
for PLHIV and mental health issues.
This is where I first came into contact
with the staff at AIDS Housing Action
Group (AHAG).

Two very pro-active workers came
to visit and they were deeply sincere
and helpful. They were able to secure
my place at the front of the AHAG
and public housing waiting lists.
The organisation provided me with
a great transitional property for the
next two years and maintained ongoing contact and support. Within a
year, I’d gone back to study and my
health was on track.
It was the first time I’d had my own
space since contracting HIV and I
was astounded by the difference it
made. For the first time, I didn’t have
to hide my sexuality or my HIV status
from anyone. I didn’t have to contend
with anyone’s intimidation. I had
the space and privacy to focus my
energy on the physical and emotional
challenges of living with the virus
and adjusting to ART therapy. I
experienced many side-effects and
required long periods of time at home
with regular visits from RDNS to help
administer medication. This wouldn’t
have been possible without private,
stable accommodation.
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For the first time I could stock the
fridge and pay close attention to my
nutrition. I could step into a bathroom
and throw on a load of washing. I
could sleep soundly at night without
the chaos of people coming and
going in a rooming house. My health
soared and it made me realise how
essential a safe, comfortable home is
– particularly when you’re living with
HIV.

The faces have changed
but the work is the same...
For a long time, AIDS Housing
Action Group (AHAG) was a small
independent organisation based in
Collingwood and the intimacy of
this model and location suited its
constituents. However, a year ago the
management of AHAG approached
Inner South Community Health
Service (ISCHS) to discuss merging
with the organisation. According
to Sue White, one of the general
managers of ISCHS – with a growing
caseload as well as limited resources
and staff, the management of AHAG
thought it was no longer viable
to keep operating at the current
premises in Collingwood.

The AHAG committee believed
merging with a larger service provider
was necessary and ISCHS was ideal as
it already offers dental care to PLHIV
as well as other support services.
Two new permanent staff were
appointed and are based at the
Prahran office in Malvern Road.
Shannon has years of experience in
the housing sector while Emily is a
recent Social Work graduate. ‘They’re
both highly motivated and tackle
the role with a sense of enthusiasm
and vitality,’ Sue says. ‘The faces have
changed but the work is the same.’
AHAG still provides housing referral
and support for PLHIV, as well as
follow-up care and support for people
to maintain their housing. According
to Sue, a variety of people contact
the service with very different needs.
Some require immediate support
and referral while some have ongoing needs. ‘The biggest challenge
is that there’s basically not enough
public housing to meet demand in
Melbourne. The numbers of callers to
AHAG each month is growing’.

People can contact AHAG by calling
ISCHS or they can also contact
Emily and Shannon directly. They’re
available Monday to Friday, 9.00am
- 5.00pm. There are also many other
support workers available at ISCHS
if people would like to follow up
dental care, drug and alcohol support
or counselling, for example. While
AHAG can provide referral, it is not
equipped to offer emergency or crisis
accommodation.

Contact details:
AHAG
240 Malvern Rd,
Prahran 3181
Ph: 03 9066 1401
Freecall: 1800 674 311
Reception: 03 9525 1300
Fax: 03 9521 2474
Email: ahag@ischs.org.au

FRAC Score

Calculating your fracture risk
Recent research such as the SMART study have demonstrated that people living with HIV (PLHIV) have reduced
bone-mineral density (BMD), an increased risk of developing osteoporosis and an increased risk of fractures.
However, the ability to diagnose osteoporosis years before fractures occur has given HIV doctors a leading role in
the prevention and treatment for at risk individuals.
There are several tests that doctors will use to monitor bone health, these include, blood tests for vitamin D levels
and a dual-energy X-ray absorptiometry (DEXA) scan. Apart from these tests, the World Health Organisation had
developed a facture risk assessment tool that you can do yourself called the FRAX online calculator.

www.shef.ac.uk/FRAX
The FRAX calculator gives the 10-year probability of a hip fracture and the 10-year probability of a major
osteoporotic fracture (clinical spine, forearm, hip or shoulder fracture) based on individual factors such as age (4090 years old), gender, weight, height, current smoking, previous fractures and also alcohol intake.
Simply visit www.shef.ac.un/FRAX select Calculating Tool from the tool bar, then select Oceania and Australia to
start your online questionnaire.
Please note that this website is not to replace professional medical care, we recommend that you consult your HIV
doctor for more information regarding your results and how to maintain healthy bone health.
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Positive Women Victoria
Cheryl Gration
Positive Women Victoria is a support
and advocacy organisation for HIV
positive women, established in
1988 by women living with HIV. We
actively support half of all women
living with HIV in Victoria and we
provide a safe and comfortable
environment that is confidential.
Positive Women Victoria offers peer
support, health retreats, the latest
information and news around HIV,
and social and advocacy events for
women living with HIV in Victoria.

Peer support
Michelle Wesley, our Peer Support
Co-ordinator, has caught up with
many women at the Positive Living
Centre (PLC) over the last couple
of months. Michelle will continue
being available at the PLC every
second Thursday from 12-4pm to
offer support to women. Please
drop in and have a chat with
Michelle on any of the following
dates:
• Thursday 16th June
• Thursday 30th June
• Thursday 14th July
• Thursday 28th July
The PLC is a safe space for HIV
positive people. Women living
with HIV and their children are
encouraged to make use of the PLC
and the various services on offer.
The PLC is located at 51 Commercial
Road, South Yarra.
Michelle is also available to catch
up with you at a convenient
location, if you are unable to make
it in to our office, or the PLC. Please
ring Michelle on 9921 0860 to make
a time at a convenient location.

Connecting with you!
In addition to our monthly Newsletter
to our members, Positive Women
Victoria will now be sending out
a e-letter fortnighty to keep our
members up to date with news and
events.
Positive Women Victoria also send out
a communication to our supporters
quarterly via email.
Please contact us on 9921 0860 or
email info@positivewomen.org.au or
if you would like to receive any form
of news from us.

Positive Women in the
community
Positive Women Victoria is receiving
more regular requests from media to
talk to our members and share their
stories with the broader non-positive
community.
If you are interested in being
considered for future media
opportunities, please contact Michelle
Wesley at the Positive Women
Victoria office on 9921 0860 or email
support@positivewomen.org.au
If you require support, are interested
in providing other positive women
with support, need resources or are
interested in attending our events,
please contact us on 9921 0860 or
email support@positivewomen.org.au

Her passion is to work in our HIV
sector, from the ground up involving
our immediate community, to
advocate for and facilitate the
empowerment of women living with
HIV – for a just, happy and healthy life.
Thuy has been very busy in her first
couple of months at Positive Women
Victoria, working to form partnerships
between Positive Women Victoria and
the African communities and their
service providers throughout Victoria.
Thuy also represented Positive
Women Victoria at the HIV and
African Communities forum – hosted
by Australian Federation of AIDS
Organisations (AFAO). The forum
consisted of African community
leaders, health and community
workers, researchers and people with
HIV, all who have a vital role to play
in ensuring that the number of HIV
infections remains low, and that HIV
positive African Australians get the
best possible treatment, care and
support.

Office hours
Positive Women Victoria is open
Tuesday – Friday from 10am –
3pm. We are located at the Queen
Victoria Women’s Centre, Level 1, 210
Lonsdale Street Melbourne.

Welcome to our new
Health Promotion
Co-ordinator
Positive Women Victoria welcomes
Thuy Nguyen, our new Health
Promotion Co-ordinator. Thuy has
had over 8 years experience working
in the HIV sector – as a laboratory
technologist, community outreach
volunteer and researcher.
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(Un)likely bedfellows?

Guy Hussey

HCV has for a long time been very
closely aligned with the practice
of injecting drug use (IDU). So
much so, HCV is as much a physical
illness as it a social disease due
to practices associated with
transmission. Stigma surrounds
the virus, the people and social
practices that operate as a barrier
to screening or testing for HCV.
Over the years I have had many
people talk to me about their HCV
positivity and discussed it in an
absence of IDU; many believed
they became infected with the
virus through regular unprotected
anal sex (and not any particular
position). They did not identify as
participating in esoteric sexual
practices, such as fisting, group sex,
heavy anal play and/or blood sports
(temporary piercing and sound
play).
HCV needs to be kept in the context
of an emerging issue for PLHIV
as there is still a lot to be learned
about the sexual transmission of
HCV. But we do know the virus is
transmitted through blood to blood
contact (the same as HIV) and due
to the virulence (infectivity) of
18
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Current reports in the media have
identified Hepatitis C Virus (HCV)
as an issue for sexually active HIVpositive gay and men who have
sex with men (MSM). In roughly
the last 12 months 37 cases of HCV
have been diagnosed amongst
HIV positive gay men. This may
not seem like a large number but
in contrast to 24 newly diagnosed
HCV in the previous eight years,
it is a concern. These men were
identified as living in Melbourne or
as having recently travelled through
the state. Sexual activity has been
identified as the likely transmission
route for at least 19 of the 37 cases.

HCV there does not need to be the
physical presence of blood (you don’t
need to see blood for it to be there)
for transmission to be possible.

are able to use to prevent the
transmission of HCV, aside from
condom use and the use of gloves
when fisting.

Due to the physiological function
and anatomical structure of the anus
and anal canal (rectum; internal and
external sphincters) any penetration
results in some level of trauma and
there can be a presence of blood .
This can happen through a breach in
the mucosal membrane of the rectum
or a small tear (fissure) of the anus
or external sphincter. Accordingly,
we know within the choreography of
sexual practices men enjoy with other
men that anal sex is not the only
thing they get up to, so the residue
of blood can finish up anywhere.
This is concerning as HCV can live
and survive out of the body for a
substantial period of time so you
don’t need to have come into direct
contact with the exit point to come in
contact with blood.

On a practice by practice basis there
are some strategies men can put in
place prior to and during their play
which will reduce the risk of HCV
transmission for themselves and
others. The best way of reducing your
risk of HCV transmission is to practice
infection control. This procedure
ensures that no contaminants
(blood, bodily fluids, secretions and/
or excretions) can be passed onto
someone else and it reduces the
amount of time you are at risk. Put
simply, wash and dry your hands
( even before and after wearing
gloves) and/or genitals (if the sex is
unprotected) between sex partners
or during a group scene and use
antibacterial wash or a PH free soap.

Unlike HIV, there are no effective
risk reduction strategies during
penetrative anal sex which you

A few additional points that may
reduce your risk to HCV is to
remember to take time out to apply
more lube if the sex is prolonged or if
illicit/recreational/injectable drugs are
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involved (if using Caverject wait until
the injection site is sealed).
HCV is a very complex illness; a lot
is still to be learned about the virus’
effect on HIV which is why PLWHA
Victoria, along with the Victorian AIDS
Council/Gay Men’s Health Centre and
Hepatitis C Victoria, are endorsing
annual screening for HCV for the
following male PLHIV (gay identifying
and MSM):
• who engage in unprotected sex;
• who are in an open or nonmonogamous relationship;
• who engage in esoteric sexual
practices (fisting, anal play, blood
sports);
• who have ever injected drugs
(including Caverject use); and
• Men who have never been screened
for HCV.
HIV -positive gay and MSM are able to
ask their S100 prescriber (the doctor
you see about your HIV) to include a
blood test screening for HCV to their
routine HIV and sexual health tests.
Unlike HIV you may, over a period
of time, naturally clear Hep C; (25%
of people infected, will clear HCV
through their own immune response
during the acute stage, usually 6-12
months). For the remaining 75%
there is an effective treatment to
assist your body to clear it, which is
successful for between 50 – 80% of
people who undertake treatment.
However, in contrast to ART (antiretroviral therapy), people on
treatment for HCV may experience
side effects: including but not limited
to flu like symptoms, depression and/
or anxiety.
Unlike Hepatitis A or B, a person who
has been infected with and cleared
HCV does not develop immunity
to the virus and can be re-infected,
therefore ongoing HCV prevention
strategies are needed if a person is at
risk of HCV.

Information & Support
PLWHA Victoria
03 9863 8733
info@plwhavictoria.org.au
www.plwhavictoria.org.au
Hep C Infoline
1800 703 003

Student
Myotherapy
Clinic
The Myotherapy teaching
clinic offers assessment,
treatment and management
of soft tissue injuries.

Hepatitis C Victoria
03 9380 4644
info@hepvic.org.au
www.hepcvic.org.au
www.hepatitisaustralia.com
HIV & Sexual Health Connect Line
1800 038 125
www.connectline.com.au
For healthy living advice for people
living with HCV visit the Love Your
Liver website:
www.loveyourliver.com.au
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All treatments are provided
by students studying
remedial massage &
myotherapy at RMIT, and are
fully supervised by qualified
myotherapists.
The clinic is open to RMIT
staff, students and to the
general public.
Hours:
Monday to Thursday:
1.30 – 5.30pm
Open March – October
Closed TAFE holidays
Location:
RMIT City Campus
Building 51, Level 7, Room 8
80-92 Victoria Street
Carlton South
Cost:
RMIT staff & Students: $15
(including GST)
General Public: $30
Payments via EFTPOS only
No cash
To make an appointment
contact the clinic on:
03 9925 4225.
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Save the Environment!

If you wish to do your bit for the
environment and receive Poslink via
email, please send your name and
email address to:
poslink@plwhavictoria.org.au
Poslink is also available online to
download at:
www.plwhavictoria.org.au

Suite 1, 111 Coventry St
Southbank VIC 3006
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