(@ hepatitisacT

HEPATITIS ACT 30-YEAR ANNIVERSARY FORUM
Sector Priorities Report
EXECUTIVE SUMMARY

On 25 May 2026, Hepatitis ACT convened a sector-wide forum bringing together health
professionals, policymakers, researchers, community organisations, and people with lived
experience to map the ACT's pathway to eliminating viral hepatitis as a public health threat by
2030.

Key Finding: The ACT is not currently on track to achieve the goals and targets of the National
Hepatitis B and C Strategies, but with renewed effort, coordinated collaboration, and strategic
investment, the elimination targets are in reach.

This report synthesises the sector's collective priorities and recommendations, representing a
shared agenda across government, health services, community organisations, and affected
communities.

BACKGROUND

The National Hepatitis B Strategy (2026-2030) and National Hepatitis C Strategy (2026-2030) set
clear elimination targets for Australia. Achieving these targets requires coordinated action
across all jurisdictions and sectors.

In Australia:
e 300,000+ people are living with hepatitis B or C
¢ ~31% of people with hepatitis B remain undiagnosed

¢ Significant undiagnosed cohorts exist for hepatitis C, particularly among people who
inject drugs, people in custodial settings, and people born overseas

e Hepatitis Cis curable in 8-12 weeks, but barriers to diagnosis, treatment access, and
completion remain

METHODOLOGY
This report synthesises findings from:

¢ The Headlines Activity — Participants identified the 2 most important actions to reach
elimination by 2030

o Eight Issue-Based Mini-Workshops — Facilitated co-design sessions organised by
priority area (reducing undiagnosed hepatitis B and C, improving access to care,
primary prevention, addressing stigma)

¢ Individual and Organisational Commitments — Direct pledges from sector
participants about work they will undertake

Findings were synthesised using a systems change framework (the Water of Systems Change),
which examines barriers and opportunities across three levels:



e Structural (policies, practices, resource flows)
e Relational (relationships, power dynamics)

e Transformative (mental models and beliefs)

KEY PRIORITIES: HEPATITIS B AND HEPATITISC
The following priorities emerged consistently across all activities:
1. HARM REDUCTION: EXPANDING ACCESS TO STERILE EQUIPMENT

What: Expanding access to harm reduction materials (sterile injecting equipment, tattooing
equipment, and related supplies) across community, health care, and custodial settings.

Why: Harm reduction is the foundation of preventing new infections. Current gaps exist in
community settings, among people leaving custodial sentences, and within custodial facilities
themselves.

Key systemic barriers:
e Stigma and discrimination against people who inject drugs
¢ Resource constraints
e Policy and legislative barriers in custodial settings
e Lack of coordination between services
Strategic initiatives:

e Develop and implement a NSP model for Alexander Maconochie Centre (AMC) and
Bimberi Youth Justice Centre

e Scale up access to sterile equipment in community settings (including through NSPs,
pharmacies, and outreach)

e Establish post-release harm reduction support for people leaving AMC and Bimberi

2. DIAGNOSIS: REDUCING UNDIAGNOSED HEPATITIS BAND C

What: Implementing coordinated, multi-setting approaches to identify people living with
undiagnosed viral hepatitis.

Why: Testing is the gateway to care. Without diagnosis, people cannot access treatment and
prevention. Current systems are not identifying enough people, particularly in priority
populations.

For Hepatitis B specifically:
o 31% of people with hepatitis B remain undiagnosed

e Barriersinclude visa status, language, lack of awareness, under-identification in health
systems, vaccine hesitancy



For Hepatitis C specifically:

e Undiagnosed cohorts persist, particularly among people who inject drugs, people in
custodial settings, people with lived experience of homelessness, people born overseas

o Barriersinclude stigma, lack of awareness, limited testing availability in key settings,
practical barriers (cost, time, access)

Strategic initiatives:
Shared across both conditions:
e Scaling up point-of-care testing across community and health settings

o Workforce development for clinicians to conduct opportunistic, culturally safe
screening and referral

¢ Community education campaigns targeting priority populations

o Enhanced testing in NSPs, pharmacies, primary care, and drug and alcohol services

¢ Notification-based case finding to link people with active infection to care
Hepatitis B specific:

o Universal hepatitis B surface antigen (HBSAg) screening in primary care

e Health system navigation information for newly arrived migrants (e.g., airport welcome
packs)

e Targeted vaccination campaigns for priority populations
e Multilingual education and resources
Hepatitis C specific:

o  Whole-of-community campaign (music festivals, sporting venues, workplaces,
construction sites) to raise awareness and drive testing

o Pilot of universal hepatitis C testing in pathology screening panels
e Streamlined testing to provide faster results

e Enhanced testing in antenatal settings

3. TREATMENT AND CARE: IMPROVING ACCESS AND ENGAGEMENT

What: Ensuring that people who are diagnosed with viral hepatitis can access timely, effective
treatment and ongoing care.

Why: Without access to care, diagnosis alone is insufficient. Barriers include knowledge gaps
among health professionals, stigma, practical barriers (transport, timing, cost), health system
fragmentation, and lack of culturally safe, person-centered care.

Strategic initiatives:

Shared across both conditions:



o Workforce development across ACT Health and community services to increase
knowledge, skill, and confidence in providing non-stigmatising, guidelines-based care

e Integration of viral hepatitis into routine care across primary care, hospitals, and
Aboriginal Community Controlled Health Services

¢ Embedding viral hepatitis education into training for emerging health professionals
e Strengthening referral pathways and data sharing between services
e Scaling up peer navigation and peer-led support across the treatment journey

e Wrap-around support (health, peer, practical) to address barriers to engagement
(housing, food insecurity, transport)

¢ Community pharmacy engagement as a setting for information, referral, and monitoring
Hepatitis B specific:

e Expansion of clinical care access, including in northern suburbs

e Increasein HBV s100 prescribers

e Strengthening primary care engagement for testing, monitoring, and management

¢ Addressing vaccine misinformation through targeted workforce development with
antenatal care providers

Hepatitis C specific:
o Routine post-treatment follow-up systems to monitor liver health
e Positive messaging campaign about treatment efficacy and cure
e Integration of chronic disease management plans for hepatitis C
o Public education about treatment access (countering historical negative narratives)

e Reminder systems built into treatment pathways for ongoing monitoring

4. PRIMARY PREVENTION: ANTENATAL AND CUSTODIAL
Hepatitis B— Mother-to-Child Prevention:
e Ensure 95% timely birth dose coverage and <1% mother-to-infant transmission

e Strategies: targeted workforce development with antenatal providers, community
education about vaccine safety, address vaccine misinformation

Hepatitis C — Custodial Prevention:
e Prevent new transmissions inside AMC and Bimberi through sustained harm reduction
o Embed linkages to viral hepatitis care for people being released to community

e Strategies: NSP, POCT, peer engagement, human rights framework



5. STIGMA REDUCTION: ENABLING SAFE, INCLUSIVE HEALTH SYSTEMS

What: Driving real, measurable reductions in hepatitis-related stigma and discrimination in
health care and community settings.

Why: Stigma is a fundamental barrier to testing, treatment, and care. It operates at structural
(policies, practices), relational (power, relationships), and transformative (beliefs, mental
models) levels.

Key systemic barriers:

e Outdated mental models about who "deserves" care and which communities are "hard
to reach"

¢ Insufficient training for health and community workers
o Lackof visibility and lived experience leadership in decision-making
e Language barriers and culturally unsafe care

Strategic initiatives:

o Baseline training for all ACT Health clinicians and relevant community staff on stigma
and culturally safe care

o Workforce development across the social service system (housing, corrections, mental
health, AOD)

e Public awareness campaigns

o Centering lived experience and peer workers in program design and delivery
e Establishing trusted community networks and referral pathways

o Addressing self-stigma through peer support and community connection

o Multilingual, culturally appropriate resources and health system navigation support

CROSS-CUTTING THEMES
Language and Cultural Safety

e Multilingual resources and materials in priority languages

e Bilingual and bicultural workforce development

e Engaging multicultural community leaders as "sources of truth"

e Culturally safe care models (wrap-around services, peer navigation, relationship-based)
Workforce Development

e Baseline training for all relevant ACT Health clinicians

e Training for community services workforce (housing, corrections, AOD, settlement
services)



o Peer worker recruitment, development, and sustainability

e Integration of viral hepatitis into pre-service health professional education
Data, Research, and Evidence

¢ Continued investment in data, social, clinical, and epidemiological research

o Notification-based case finding to identify and link people to care

e Qualitative research to understand barriers (food insecurity, housing, transport,
discrimination)

e Datasharing and integration across services to support seamless care
Systems Coordination

o Strengthening referral pathways and inter-organisational communication

¢ Integrating viral hepatitis into chronic disease management and routine care

e Embedding viral hepatitis into primary care and community pharmacy

e Justice health integration for people in custodial settings

PRIORITY POPULATIONS
First Nations Communities
e Strengthen access to culturally safe, community-led viral hepatitis responses

¢ Engage community leaders and elders as essential partners in awareness, testing, and
care

o Address historical trauma and health system distrust through relationship-based
approaches

Culturally and Linguistically Diverse (CALD) Communities
o 73% of people in Australia living with hepatitis B were born overseas
e Barriersinclude language, visa status, lack of health system knowledge, cultural beliefs

e Strategies: multilingual resources, bilingual workers, community leaders, culturally safe
care

People Who Inject Drugs

o Over-represented in hepatitis C burden

e Stigma s a significant barrier to testing and care

o Strategies: harm reduction (NSP), non-stigmatising language and care, peer leadership
People in Custodial Settings

e High prevalence of hepatitis Band C



Barriers include limited access to testing, harm reduction, and treatment

Strategies: NSP, POCT, peer engagement, linkage to care upon release

People Experiencing Homelessness or Housing Insecurity

Structural barriers to care (transport, cost, documentation)

Strategies: outreach testing, mobile services, wrap-around support, peer navigation

RESOURCE IMPLICATIONS

Achieving these priorities will require:

Sustained funding for peer workforce development and community organisations
Investment in health system infrastructure (training, equipment, capacity)
Integration across silos (health, corrections, community services)

Research and evaluation to guide implementation and measure progress

Community engagement and co-design to ensure services are responsive and
acceptable

GOVERNANCE AND IMPLEMENTATION

Success requires:

Shared accountability — all partners committed to collective goals

Cross-sector coordination — government, health services, community organisations,
academic institutions

Community leadership — people with lived experience and affected communities
driving design and delivery

Regular review and adaptation — systems are not linear; progress requires flexibility
and learning

Transparent reporting — regular communication on progress against commitments

CONCLUSION

The ACT sector has built a shared roadmap for viral hepatitis elimination by 2030. The sector
knows what needs to be done. Commitment to these priorities, coupled with strategic
investment and genuine collaboration across organisational boundaries, will enable the ACT to
lead the nation in achieving elimination.
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