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ABSTRACT 

In those living with chronic hepatitis C (CHC), co-morbid depression and 

anxiety are highly prevalent (el-Serag, Kunik, Richardson, & Rabeneck, 2002), 

leading to diminished quality of life (Häuser, Zimmer, Schiedermaier, & Grandt, 

2004), exacerbated physical symptoms (Morasco et al., 2010), increased 

functional impairment (Dwight et al., 2000), and poorer anti-viral treatment 

outcomes (Zanini, Covolo, Donato, & Lanzini, 2010). However, there is a dearth 

of research exploring this co-morbidity and how best to assess and manage it. 

This body of work aimed to address this gap in the literature in conducting the 

four studies comprising this thesis.  

Study one assessed the acceptability of various mental health treatment 

options through a postal survey of South Australian CHC outpatients and an 

online survey of Australians living with CHC in the community. This study found 

that individual psychotherapy was the most acceptable treatment, followed by 

bibliotherapy, pharmacotherapy, online therapy, and group psychotherapy. The 

most important predictor of the acceptability of a treatment was past satisfaction 

with use of that treatment modality. Study two assessed the progression of 

depression and anxiety symptoms over a course of between two and five years. 

This was conducted in a sub-sample of CHC outpatients who responded to the 

survey used in study one and were also participants of a previous study 

assessing the prevalence and predictors of depression and anxiety (Stewart et 
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al., 2012). This study reported a worsening of depression and anxiety over time. 

Baseline anxiety was the most prominent predictor of future depressive and 

anxious symptomatology.  

Study three examined changes in self-reported rates of mental health 

problems and service use in regular injecting drug users in the 2006 and 2012 

Illicit Drug Reporting System surveys conducted by the National Drug and 

Alcohol Research Centre, over half of whom reported also having CHC. This 

study found that while the rates of self-reported problems increased 

significantly, there was an accompanying decrease in service use (albeit with a 

proportional increase in the use of psychologists). Study four involved the 

development of a treatment protocol entitled “C-UP: A Unified Program for 

people with hepatitis C to manage depression and anxiety.” A transdiagnostic 

cognitive behavioural therapy approach was chosen as it has the promise of 

treating co-morbid depression and anxiety simultaneously, a clinical 

presentation which is common in people with CHC (el-Serag et al., 2002; 

Navinés et al., 2012; Stewart et al., 2012). C-UP involves five components 

which cover psychoeducation, acceptance of distressing emotions, cognitive 

restructuring, behavioural activation and graded exposure, and relapse 

prevention. Informal feedback from clinical psychologists, CHC workers, and 

those living with CHC was overwhelmingly positive. However, a randomised 

controlled trial and qualitative research is needed to more rigorously assess the 

efficacy and acceptability, respectively, of C-UP. 
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When considering the deleterious effects of co-morbid depression and 

anxiety, it is apparent that a comprehensive and targeted approach on a policy 

and practice level is needed. While this approach has been lacking to date, it is 

anticipated that this thesis will lead to an increased focus on the assessment 

and management of co-morbid depression and anxiety in research, policy, and 

clinical practice. 
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