
Traditionally, coeliac disease testing has included a total IgA in 
addition to TTG, IgA, Antigliadin (AGA).  By incorporating an inbuilt 
check for IgA into our TTG-IgA assay, testing for Total IgA is no longer 
necessary as a first-line test.  However, should the assay indicate 
possible IgA deficiency, a serum total IgA will be performed.

When to test for coeliac disease 
Serology testing is recommended in patients with:

 Ö GI symptoms (e.g. bloating, abdominal pain)
 Ö Failure to thrive 
 Ö Type 1 DM
 Ö Turner syndrome
 Ö Down syndrome
 Ö Family members who have coeliac disease
 Ö Iron-deficiency anaemia
 Ö Unexplained liver function test abnormalities and, in    

 children, cryptogenic cirrhosis
 Ö Osteoporosis
 Ö Malabsorption syndromes. 

Many disease states have been linked with coeliac disease and, more 
commonly, gliadin antibodies. These include inflammatory arthritis, 
peripheral neuropathy, ataxia and infertility (including miscarriages). 
The evidence behind these associations is often weak. Infertility 
remains an area of uncertainty, though GESA suggest testing may be 
appropriate.

What to order 

Coeliac serology:  tTG IgA, Gliadin IgG

Tissue Typing:  Order Coeliac Tissue Typing in the following 
situations:
• in high risk patients with inconclusive tests
• in relatives of those with coeliac disease and if positive, order 

coeliac serology as above 
• in those who are already on a gluten-free diet as well as coeliac 

serology if diet has some gluten

Results:  A negative DQ2 and/or DQ8 result significantly reduces the 
risk of having or developing coeliac disease (< 1% in DQ2/8-negative 
patients).

A positive DQ2 and/or DQ8 status confers an absolute risk of up to 
4% of having or developing coeliac disease, and should not in itself 
be used to diagnose or label a person as being at high risk of having 
or developing coeliac disease.

Costs:  Medicare rebate is available 

A comprehensive doctors’ brochure on the pathology of coeliac 
disease and testing is available.This has been written by Dr Daman 
Langguth, clinical pathologist and Head of Immunology, whose 
areas of expertise include auto-immune disease, allergy and immune 
deficiency.

For further information please contact
Dr  Daman Langguth  
T: (07) 3377 8698   E: immunologist@snp.com.au
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Revised testing recommendations for Coeliac Disease
A recent review of testing for coeliac disease indicates that the most appropriate serology tests are anti-tTG IgA and anti 
(modified)Gliadin IgG (AGA).  Dr Daman Langguth, Sullivan Nicolaides Pathology Immunology Department

NOW AVAILABLE 
Updated Specimen Collection Guide

Our Specimen Collection Guide has been updated. This provides 
comprehensive information on all aspects of specimen collection 
for a broad range of the tests offered by Sullivan Nicolaides 
Pathology.  Included are specimen type, volume, storage and 
transport as well as collection notes and information on Medicare 
rebates.   The section on blood collections matches common tests 
with the relevant colour-coded collection tubes required, along with 
directions on mixing blood and filling tubes.

Order the Specimen Collection Guide (Item 35443) on your next 
stores order, or contact your Medical Liaison Manager

(1300 SNPATH  1300 767 284)

Order Coeliac disease testing recommendations (Item 35419)
on your next stores order, or contact your 

Medical Liaison Manager (1300 SNPATH  1300 767 284)



Syzygy—now on 100% recycled paper. 

BAP-oma – a recently-described tumour
BAP-oma is a type of 
melanocytic lesion, 
characterised by a mutation in 
the BAP-1 gene.   
BAP-oma is rare, however 
important to recognise, as 
some cases are associated 
with an inherited tumour 
syndrome.  Patients with a 
germline mutation in BAP-1 
are at increased risk of other 
tumours including cutaneous 
melanoma, uveal melanoma 
and mesothelioma. BAP-1 
negative melanocytic lesions 
have distinct morphologic 
features, and BAP-1 loss 
can be demonstrated by 
immunohistochemistry.

In 2011, Wiesner et al.1 described the clinical, histologic and genetic features 
of BAP-oma in two families.  Clinically, these lesions are flesh-coloured, dome-
shaped papules.  On histology, BAP-oma shows naevo-melanocytes with 
enlarged nuclei and abundant cytoplasm.  The defining histologic feature 
is loss of BAP-1 staining on immunohistochemistry, indicating a mutation 
in BAP-1.  The clinical behaviour of these lesions is uncertain, though most 
appear to behave in a benign fashion.  The majority of BAP-oma lesions are 
sporadic, though as previously mentioned, some are associated with an 
inherited tumour syndrome.  Associations are an increased rate of cutaneous 
melanoma, uveal melanoma, mesothelioma and renal cell carcinoma.  

Reference
1. Wiesner T, Obenauf A, Murali R et al. Germline mutations in BAP-1 predispose to melanocytic tumours. Nature
 Genetics. 2011 Oct 43(10), 1018-1021. 

For further information please contact
Dr Blake O'Brien, Dermatopathologist, SNP Skin Laboratory
T: (07) 3377 8408  E:  blake_o'brien@snp.com.au

To order the BAP-oma bulletin contact your Medical Liaison Manager 
(1300 SNPATH  1300 767 284)

New PSA testing guidelines

New guidelines for PSA testing have been published. Based on the 
most up-to-date evidence, they have been developed through a 
partnership of the Prostate Cancer Foundation of Australia and Cancer 
Council Australia.

Recommendations for testing:
In men who have an average risk of 
prostate cancer (i.e. no strong family 
history) and no symptoms of prostate 
disease, PSA screening should be 
offered from the age of 50 years until 
69 years at two-yearly intervals. PSA is 
not recommended for men 70 years 
or older because of the long period 
it takes (seven or more years) for an 
early cancer to cause the death of an 
individual.

For men younger than 50 who are 
concerned about their risk of prostate 
cancer, who have been informed of 
the benefits and harm of testing, and 
who wish to undergo regular testing, 
PSA should be offered from age 45 
to 69.

The potential harm of PSA testing are 
that cancer may not become problematic during a person’s lifetime 
and that surgery carries real risks of incontinence and impotence.

As a general guide, further testing should be offered if the PSA is 
higher than 3.0 micrograms per litre (3.0 µg/L). In this situation, the test 
should be repeated one to three months later.

Our brochure to help your patients understand more about prostate 
cancer testing has been updated. 

For further information please contact
Dr  David Kanowski, Senior Pathologist, Biochemistry
T: (07) 3377 8779  E: david_kanowski@snp.com.au

Order the Prostate Cancer Testing brochure
 on your next stores order (Item 44879) or contact your 

Medical Liaison Manager (1300 SNPATH  1300 767 284)

Collection services over Easter

Warfarin Care enrolments
To ensure the safe and complete enrolment of  patients into our Warfarin 
Care program, enrolments will be closed between the following dates:

Community patients:  closing 5 pm Thursday 30 March and re-opening 9 am 
Tuesday 18 April 2017.

Hospital patients: closing 5 pm Monday 3 April 
and re-opening 9 am Tuesday 18 April 2017.

Collection centres
Please visit our website www.snp.com.au 
for information regarding collection centre 
closures.
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