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Dysplastic naevi: WHO reclassifies histological grading
In its new classification of skin tumours, the World Health Organisation has made recommendations regarding the grading 
of dysplastic naevi. As this is a topic that has attracted considerable controversy and debate, Dr Fiona Lehane of our 
dermatopathology team has prepared a comprehensive paper, 'Dysplastic naevi - the controversy continues' to provide you 
with essential information and insights into the changes.

SNP adopts WHO recommended grading for dysplastic naevi

At Sullivan Nicolaides Pathology we have adopted the recommended changes to grading dysplastic naevi. Lesions previously 
reported as ‘moderately dysplastic naevus’ are now graded as ‘low grade dysplastic naevus’. Lesions previously reported as ‘severely 
dysplastic naevus’ are now graded as ‘high grade dysplastic naevus’. Your reporting pathologist is available to discuss this. Their 
contact details can be found on each histological report or at snp.com.au.

A copy of the bulletin can be found at snp.com.au.

Key points

1. The entity ‘mildly dysplastic naevus’ has been removed from the World Health Organisation’s classification of dysplastic naevi.

2. Dysplastic naevi are now to be graded as ‘low grade dysplastic naevus’ (previous moderately dysplastic naevus) or ‘high 
grade dysplastic naevus’ (previous severely dysplastic naevus).

3. Current data suggest no further treatment is necessary for dysplastic naevi with low grade dysplasia (previous moderately 
dysplastic naevi) in which there are clear histologic margins and no pigment evident clinically (unless there was a high level of 
pre-biopsy clinical concern).

4. Re-excision with a 2-5mm clinical clearance is recommended for high grade dysplastic naevi (previous severely dysplastic 
naevi) with involved histologic margins.

5. There is growing evidence that observation may be reasonable for low grade dysplastic naevi (previous moderately 
dysplastic naevi) with histologically involved margins, if they were excised with clinically clear margins and no residual clinical 
pigment is observed. More data may be required before this is accepted into clinical practice. 

6. There does not appear to be a clear consensus regarding whether high grade dysplastic (previous severely dysplastic) naevi 
require re-excision if completely excised with clear margins, albeit less than 2mm. 
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Patient test collection instructions
New instructions available
SNP provides collection notes to assist patients with preparing 
for pathology collections. These can be supplied to your clinic 
as a full set, and reordering of notes is simply done with your 
pathology stores order. 

Four recently-updated notes are now available. 

Collection notes can also be downloaded from snp.com.au or 
order with pathology stores.

Glucose tolerance test  Item 34159
Semen collection  Item 35170
Sweat test   Item 34007
Urea breath test   Item 34181

https://www.snp.com.au/about-us/our-pathologists/
https://sonic.healthcare/9j5hc
https://www.snp.com.au/patients/collection-information/collection-notes/
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Infectious diseases reports update
Our microbiologists continually monitor the infectious diseases 
circulating in our region to provide you with easy-to-read, up-to-
the-minute reports. 

Circulating respiratory virus weekly reports 

With significantly higher rates of circulating influenza A, this is a 
reminder that weekly respiratory virus reports are available to help 
you in managing your patients.

These cumulative reports comprehensively cover all significant 
infectious respiratory diseases circulating in our area of service 
and include influenza A and B, parainfluenza 1, 2, 3, and 4, human 
metapneumovirus, adenovirus, rhinovirus and enterovirus. They are 
updated each mid-week. Data are comprised of the results of direct 
detection of respiratory viruses by PCR. 

https://www.snp.com.au/clinicians/results-and-reporting/infectious-
disease-reports/

Latest antibiograms available 

The latest aggregated yearly reports of cumulative antibiograms are 
now available on the Sullivan Nicolaides Pathology website.

These reports for community patients, residential aged care facilities 
and hospitals, can be a useful resource to inform empirical therapy 
recommendations as per Therapeutic Guidelines and for local 
antimicrobial stewardship groups in formulary management.

The provision of yearly antibiograms by health care facilities is now 
required in the National Safety and Quality Health Service: (NSQHS) 
Standard 3 (3.14.3).

Data consist of isolates collected across Sullivan Nicolaides 
Pathology’s area of operations in Queensland and Northern New 
South Wales. 

Infectious diseases weekly reports

• Respiratory viruses

• Clostridium difficile

• Arboviruses (Ross River, Barmah Forest and Chikungunya)

• Faecal enteropathogens

Updates occur mid-week.

Some of these infections are endemic; others may be imported 
into Australia following travel to endemic areas. Where a 
competent local mosquito vector exists there is always concern 
regarding the introduction of new endemic viruses into Australia 
as occurs frequently in North Queensland with recurrent dengue 
introductions and subsequent outbreaks.

This report will summarise results of testing for various 
arboviruses at Sullivan Nicolaides Pathology (SNP). Whilst most 
samples come from Queensland, the laboratory also serves as a 
reference laboratory for some other Sonic Laboratories located 
around Australia.

Arboviruses (Arthropod-borne) are a group of viral infections transmitted by the bite of arthropods, most commonly mosquitoes.

A non-exhaustive list of mosquito borne viruses of interest are listed:

Alphaviruses

Ross River Virus Endemic Fever Rash & Arthralgia

Barmah Forest Virus Endemic Fever Rash & Arthralgia

Chikungunya Virus Exotic Fever Rash & Arthralgia

Sinbis Virus Endemic Fever Vesicular Rash & Arthralgia

Flaviviruses

Dengue Repeated outbreaks locally in 
Far North Queensland

Fever & Rash

Kunjin virus (related to West Nile 
Virus)

Endemic Fever & Encephalitis

Murray Valley Encephalitis Virus Endemic Fever & Encephalitis

Japanese B Encephalitis virus Torres Strait & FNQ Fever & Encephalitis

Zika virus Exotic Fever Rash & Arthralgia

characterized by specific IgM. Five to ten days later, specific IgG 
appears. Early in the illness, prior to the development of IgM, a short 
lived viraemia occurs. There is no PCR or antigen test available to 
detect this early viraemia in clinical diagnostic laboratories at this point 
in time, although this is available in reference laboratories. With 
resolution of acute infection the specific IgG persists for life. Usually 
IgM antibodies becomes undetectable in approximately 3-6 months.

These infections are usually diagnosed serologically by the detection of antibodies in blood. Following a short but variable  
incubation period and another week after onset of symptoms, the infected individual develops an immune response 

Arbovirus Reports
Week 14 (Ending 6/04/2019)

 

Clostridium difficile infection (CDI)
Week 14 (Ending 6/04/2019)

What is Clostridium difficile?
Clostridium difficile is a Gram-positive anaerobic spore forming bacillus. It is ubiquitous 
in nature and can be found in the environment, as well as in the animal and human 
gastrointestinal tract. Its spore formation is critical to prolonged survival in the 
environment, its ability to spread and its resistance to many disinfectants and 
antiseptics including alcohols.
It is an important nosocomial and community pathogen causing C.difficile associated 
diarrhoea, pseudomembranous colitis and rarely toxic megacolon. The organism is 
“toxigenic” if it expresses cytotoxin B (TcdB) +/- enterotoxin A (TcdA) which are coded 
for by the genes tcdB  and tcdA located on the Pathogenicity locus (PaLoc gene). The 
presence of these toxin genes does not always translate to toxin protein expression in
vivo.
C.difficile forms part of the intestinal microflora particularly of infants where it may be 
toxigenic or nontoxigenic and generally does not produce clinical disease. The 
presence of another toxin gene, Binary Toxin (cdtA and cdtB) on the Transferase locus 
(CdtLoc) as well as deletions in tcdC (tcdC∆117) are thought to contribute to increased 
virulence. This latter deletion affects the negative regulatory function leading to 
increased toxin production. These more virulent strains are currently uncommon in the 
Australian setting.

Who to test – not just a hospital infection
Testing for C.difficile infection (CDI) should only be performed on patients with clinically 
significant diarrhoea. At risk groups include adults and children > 2 years of age who 
have been hospitalised >72 hours and develop diarrhoea with ≥ 3 loose stools over 24 
hours (unless ileus is suspected) and not taking laxatives.  Risk factors for infection 
include antibiotic ingestion (particularly clindamycin, 3rd and 4th generation 
cephalosporins, quinolones) or proton pump inhibitors (PPIs), older hospitalised 
individuals, those undergoing surgery, or who have Inflammatory Bowel Disease (IBD), 
and the immunocompromised. It is also recognised as a cause of community acquired 
diarrhoea in patients who have received prior antibiotics. Patients with community 
acquired CDI tend to be younger in age.

Non directed testing may lead to “false positives” where the presence of the detected 
organism may represent colonisation and not be causing disease. Asymptomatic 
carriage has been shown to occur in 50% of neonates, 1-3% of healthy adults and 20% 
of hospitalised patients. Repeat testing of an initial negative test is not recommended 
within 7-14 days as is a test of cure not indicated.

How to diagnose CDI
A number of algorithms are in use by microbiology laboratories. Currently two-step 
algorithms are recommended best practice. Historically SNP has performed C.difficile
toxin testing by PCR since 2001. For a number of years all PCR positive samples also 
underwent Binary Toxin (BT) testing. This was ceased in June 2017 and replaced with 
a 2 step algorithm whereby all C.difficile PCR positive samples undergo EIA testing to 
detect the protein expression of enterotoxin A and cytotoxin B. Demonstration of toxin 
producing organisms provides some guidance as to whether a positive PCR result 
might represent carriage/colonisation as opposed to infection causing clinical disease.

A recent study has shown that PCR (+) but Toxin AB EIA (-) patients have very low 
rates of complications; most recover without treatment. Studies suggest that hospital 
inpatients that are PCR (+) Toxin AB EIA (-) should however be identified and undergo 
infection control precautions to prevent nosocomial transmission. Findings in this study 
however require further confirmation. PCR(+) Toxin AB(+) EIA results are more likely 
to manifest clinical disease rather than colonisation.

Image 4: Macroscopic appearance of the 
colon in CDI with pseudomembrane 
formation.

Image 1: Gram stain: gram positive spore 
forming C.difficile organisms.

Image 3: Histopathology of the colon with 
pseudomembrane formation and 
inflammatory infiltrate.

Image 2: Spreading rhizoid colonies of 
C.difficile on selective agar.
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Bacterial Enteropathogens - 2019
Faecal PCR and Culture Results

Because most diarrhoeal illness is self-limiting, microbiological investigation is usually not indicated. It should however be 
considered where there is severe or prolonged diarrhoea, high fevers or dysentery (blood and mucus in stools), diarrhoea in 
the young, the elderly and the immunosuppressed where specific treatment may be indicated, in suspected outbreak 
situations, and if the diarrhoea is associated with travel or is chronic in nature.

The current algorithms
The current processing of all faecal samples involves transportation at ambient temperature to our central laboratory at 
Bowen Hills.  Standard processing of these faecal specimen is outlined Diagram 1. Total  nucleic acid is extracted and 
undergoes targeted  multiplex PCR for 5 parasites (Giardia, Cryptosporidium, Entamoeba histolytica, Dientamoeba fragilis 
and Blastocystis hominis) and five bacterial enteropathogens (Salmonella, Campylobacter, Aeromonas spp., Yersinia spp. 
and Shigella/Enteroinvasive E.coli [EIEC]).

Diagram 1: Routine processing of faecal samples for parasitic and bacterial enteropathogens

The stool sample is simultaneously inoculated into enrichment and preservation broths. Where PCR testing reveals a 
bacterial enteropathogen the simultaneously inoculated broth cultures are subcultured in order to make available isolates for 
antibiotic susceptibility testing as well as referral to public health reference laboratories. This allows for typing so as to inform 
potential foodborne and other outbreaks that require a public health response.

Syndromic testing detects only those organisms targeted in the multiplex PCRs. Outlined in Diagram 2 are additional 
investigations that are performed on special request. In particular where a history of travel or seafood ingestion, refugee or 
immigrant status, eosinophilia, is provided, routine and additional cultures are performed regardless of PCR results.

Cumulative Respiratory Virus Report
Week 14 (Ending 6/04/2019)

Table 1. Influenza Viruses by week for 
2019

Week
No.

1 2 3 4 5 6 7 8 9 10 11 12 13 14 Total

FLUA 77 144 119 116 116 147 158 163 184 166 196 202 274 349 2411

FLUB 4 5 14 6 10 12 11 8 9 6 9 9 8 13 124

%Pos 10 11 12 12 14 14 14 12 14 12 13 13 16 18

Total 81 149 133 122 126 159 169 171 193 172 205 211 282 362 2535
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Important information: changes to collection 
devices 
New swab kits for PCR molecular testing
Respiratory viruses and/or Bordetella pertussis (purple-top kit): 
Sigma Transwab – Liquid Amies dual swab kit, allows for use of 
the same swab samples for both microbiological culture and PCR 
molecular tests.

The kit contains two swabs: a large bud swab for throat collections 
and a small bud swab for NPS collections. 

Other sites (orange-top kit): 
Sigma Transwab – Liquid Amies, replaces the previously supplied 
black-top swab. The kit contains one large bud swab for use on 
most body sites. If a smaller swab is needed the smaller swab from 
the purple-top kit can be used.

Further information: A bulletin outlining the new collection 
recommendations is available to download from snp.com.au or 
contact your Medical Liaison Manager.

Cervical cytology collection
We are transitioning to new packaging of the cervix sampler and 
endo-cervix brush. Previously supplied in bulk packaging, the new 
devices are now individually wrapped. The cervical scraper and 
cotton applicator are still supplied in bulk packs.

Important to check expiry dates of all devices and media
This is a reminder to check expiry dates of all devices to avoid 
re-collection. Specimens collected into kits with preservative media 
are of utmost importance. Using expired media may compromise 
specimen integrity and a re-collection may be advised. If you have 
out-of-date stock, please discard and order new stock.

Item number 55626

Item number 55625

Item number 54579 Item number 54580

For more information on collection devices or any of the articles please contact your Medical Liaison Manager 1300 767 284. 
A stores request form is available to download from snp.com.au

https://www.snp.com.au/media/7291/doctors-request-for-stores-2019-4.pdf

