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Dear Colleague

In these unpredictable times of intermittent COVID-19 
outbreaks, it is gratifying to see how well we have all 
responded to the latest clusters – both as members of 
the healthcare profession as well as part of the broader 
community. 

Australia has led the world with PCR testing for SARS-CoV-2, 
and DHM has played a crucial role in the ongoing response 
to the COVID-19 pandemic, providing drive-through testing 
centres, as well as collection centre-based testing for 
asymptomatic patients. We have also been involved in aged 
care testing on an ongoing basis, and it is a testament to the 
professionalism and dedication of our incredible staff that 
we have been able to accommodate the spikes in testing 
without any changes to our turnaround times.

With COVID-19 being so topical, Dr Ian Chambers’ article 
reviewing the knowledge and experience accumulated 
over the last 18 months is an excellent read, allowing certain 
observations to be made and conclusions to be drawn. 

DHM’s new weekly respiratory pathogen reports are 
also a useful adjunct to discussions about respiratory 
viruses. Available on the DHM website, these graphical 
summaries provide clinicians with readily digestible 
information on respiratory pathogens currently circulating 
in the community. In his accompanying article, Dr Michael 
Wehrhahn discusses the report, the information it provides 
and how that information is relevant to clinical practice.

May I take the opportunity here to thank you for your 
ongoing support of our practice.

Sending warm wishes,

Dr Colin Goldschmidt
MBBCh, FRCPA, FAICD
CEO, Douglass Hanly Moir Pathology
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Welcoming our new pathologists

Dr Pietro Di Ciaccio
BA, LLB (Hons), MBBS, FRACP, FRCPA
Haematologist

Dr Di Ciaccio has trained in both clinical and laboratory 
haematology at a number of major teaching hospitals in Sydney, 
obtaining FRCPA and FRACP in 2020. He has a special interest in 
malignant haematology, and undertook a postgraduate fellowship 
in lymphoma at St Vincent’s Hospital. Dr Di Ciaccio joined DHM 
in March 2021, and is also a Clinical Haematologist at the Sydney 
Adventist Hospital and St Vincent’s Private Hospital. He is a 
Conjoint Associate Lecturer at UNSW. 

Dr Sergey Shchelokov
MD, FRACS
Anatomical Pathologist

Dr Shchelokov commenced anatomical pathology training in 
2013 and worked at St George, Westmead and Royal North Shore 
Hospitals, and the Department of Forensic Medicine. He obtained 
FRCPA in 2020 and was appointed as a Specialist Histopathologist 
and Cytopathologist at DHM in March 2021, based at Gosford 
Laboratory. He is a general surgical pathologist, with special 
interests in dermatopathology, gastrointestinal pathology, 
genitourinary pathology and cytopathology, and is dedicated to 
teaching medical students and anatomical pathology registrars. 

Vale Dr Michael 
Barratt
Dr Colin Goldschmidt

Many of you will have known Michael. He was a great 
man, arguably one of the fathers of Australian private 
pathology. In addition to being a co-founder of Barratt 
& Smith Pathology, he was something of an intellectual 
giant and visionary, a studied and committed theologian, 
a concert pianist, a botanist, a generous benefactor, a man 
of enormous integrity and compassion and a gentleman at 
all times. Through Barratt & Smith Pathology, Michael led 
the establishment of a great pathology service in the Blue 
Mountains region and then beyond into regional NSW, 
including across the Murray River into Mildura. I worked 
closely with him from the time Sonic acquired the Barratt 
& Smith practice, including during his tenure on the Sonic 
board and through to his retirement. He was always a very 

strong proponent of Sonic and I appreciate to this day the 
strong support he lent to Sonic, to DHM, our culture, our 
pathologists and staff – and to me personally. 

I know that he was always enormously proud of Sonic 
Healthcare and DHM, not least of all for propagating and 
supporting the services he and colleagues established so 
long ago. It is a fitting tribute to him that his name lives on in 
the Barratt & Smith name, a proud brand within the broader 
DHM practice and Sonic Healthcare company.

Dr Alireza Khani
MD, FRCPA
Anatomical Pathologist

Dr Khani completed his training as part of the WA state program, 
having rotated through major hospitals, including Fiona Stanley, 
Sir Charles Gairdner, King Edward Memorial, Royal Perth and 
Princess Margaret Hospitals, and obtained FRCPA in January 
2020. He enjoys all aspects of histopathology and cytopathology, 
with special interests in head and neck, gastrointestinal and soft 
tissue pathology. Dr Khani is also enthusiastic about teaching 
medical students and registrars. He joined DHM in May 2021.  

Dr Ian Tang
MBBS, FRACP, FRCPA, FAChPM 
Haematologist

Dr Tang trained in clinical and laboratory haematology at Royal 
North Shore Hospital and dual-trained in palliative medicine, 
culminating in FRACP, FRCPA and the Australasian Chapter 
of Palliative Medicine. He has an interest in myeloproliferative 
neoplasms and myeloma. Dr Tang is a VMO at The Mater Hospital 
and a Clinical Haematologist and Palliative Care Physician at the 
Haematology and Oncology Northern Sydney (HONS) practice. 
He joined DHM in May 2021. 
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COVID-19, caused by the novel coronavirus SARS-CoV-2, was 
the defining event of the year 2020 and fulfilled the potential 
left unrealised by two previous outbreaks of coronavirus-
associated respiratory infection, SARS and MERS.

Dr Ian Chambers
MB, ChB, FRCPA, MASM
Clinical Microbiologist & 
Infectious Diseases Physician

COVID-19 in the 
rear-view mirror

The COVID-19 pandemic is far from being the worst ever 
recorded – bubonic plague killed 25% of the world’s 
population in the 14th century and Spanish influenza 
was responsible for approximately 50 million deaths in 
1918–1919 – but in terms of mortality, it is certainly the 
worst in more than 100 years. However, mortality alone is 
an inadequate metric in assessing the magnitude of this 
pandemic. By its direct impact on the lives of most people 
on the planet, by sickening more than 173 million people 
and more than 3.7 million dying, COVID-19 is one of the 
most globally significant disasters in human history and the 
cause of more profound and disseminated change than any 
event since World War II. 

The florid language which has been used in the opening 
paragraph, with its tone of hair-on-fire hyperbole, is rarely 
justified by a strictly factual context. However, language 
must meet the moment and, in this moment, restrained 
understatement does not do that. It does not do justice to 
the enormity of the global crisis we are facing and it cannot 
adequately describe the global dislocation and population-
wide behavioural changes we have witnessed in the last 

18 months. Its usage understates the respect we owe to 
individuals, communities and organisations whose efforts 
have curtailed the lethal potential of COVID-19 and saved 
millions of lives. Furthermore, to the very limited extent that a 
review such as this can serve as requiem to unremembered 
millions of lost lives, that purpose is poorly served by 
language of disengaged restraint.

A comprehensive account of how much the world changed 
between the beginning of 2020, and its end, is not possible 
since every aspect of our lives, from work, education and 
grocery shopping to transport, weddings, funerals and 
recreation, has changed. This article will list, largely without 
discussion, some of the changes that, I believe, have 
been the most dramatic, and/or most significant. It is an 
arbitrary selection and its presentation as a Personal Top 
Ten is to summarise, not to trivialise. The disappearance 
of influenza in 2020 and the altered seasonality of other 
respiratory viruses during the pandemic have been striking. 
A discussion of these associations will form the second part 
of this article.

How COVID-19 has changed our world: A Personal Top Ten

 � Behaviour modification: masks, physical distancing, 
hand sanitising

 � Stay-at-home orders affecting 3.9 billion people 
globally

 � School and university closures, expanded online 
curricula

 � Telehealth: provision of health services remotely
 � Shrinkage of the global economy
 � Mental health: anxiety, depression, alcohol 

consumption

 � Disinformation, rumour-mongering, politicisation of 
public health policy

 � Reduced emissions: 17% fall in daily global carbon 
dioxide emissions compared to 2019—largest 
emission reduction since World War II

 � Accelerated vaccine development
 � Altered seasonality of influenza and other respiratory 

viruses 
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The disappearance of influenza in 2020
The clinical presentation of respiratory viral infection is 
too non-specific to allow an accurate diagnosis based on 
symptoms and signs alone. For several reasons, certainty of 
diagnosis has become more relevant in recent years; they 
include the avoidance of unnecessary antibiotic treatment, 
avoidance of hospital admission and the availability of 
effective antiviral treatment. By adding an element of 
sinister complexity to the once quotidian assessment of an 
individual with respiratory symptoms, COVID-19 has made 
specific viral diagnoses (or, at least, the confident exclusion 
of SARS-CoV-2) an indispensable tool for individual patient 
management and the public health response to the 
pandemic.

In addition to the clinical benefits of specific viral diagnosis, 
the accumulated data identifies the viruses in circulation 
at any given time and makes it possible to detect trends 
in infection rates promptly. In this newsletter, Dr Michael 
Wehrhahn introduces and discusses the Douglass Hanly 
Moir Pathology (DHM) weekly respiratory pathogen report. 
The information included in this weekly report is useful 
in the management of individual patients as it provides 
corroboration for a clinical diagnosis and may limit the 
need for laboratory confirmation. It is also of great interest 
at a population level because its changing trends in rates 
of infection are quickly identifiable, allocation of resources 
can be made and changed with greater certainty, and the 
historical data provided can inform responses to future 
events of public health significance.

Influenza: The Northern Hemisphere 
experience

The Northern Hemisphere influenza season (2019–2020) 
partially overlapped with the beginning of the COVID-19 
pandemic, causing real concern that two simultaneous 
outbreaks would create unsustainable demand on 
healthcare resources. However, once the pandemic had 
begun in the USA, positive tests for influenza dropped by 
98%, while the number of specimens submitted for testing 
dropped by only 61%. Ultimately, the Centers for Disease 
Control and Prevention (CDC) classification of the USA 
2019–2020 influenza season was ‘moderate’, with an abrupt 
end and lower numbers of both cases and deaths than in 
previous years. 

Australia was closely monitoring the Northern Hemisphere 
experience, in order to inform our own strategies for 
managing the two looming threats of influenza and 
COVID-19. Influenza A had been circulating in Australia all 
through the summer of 2019–2020, with approximately 200 
cases per week being diagnosed at DHM up until the first 
week of March 2020. Between the first and fourth weeks in 
March, cases dropped steadily to zero and only a handful of 
cases were diagnosed through the remainder of 2020 and 
the first six months of 2021 (see Figure 1). The abrupt and 
near-total disappearance of influenza A occurred nationally 
and in other Southern Hemisphere countries.

Figure 1: Influenza A circulated throughout the summer of 2019–2020 but disappeared abruptly and near-totally in March 2020. 
Infection rates still remain close to zero.
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Pandemic-response measures
Influenza is known to be less transmissible than SARS-
CoV-2, a difference which is quantified by means of the 
Reproduction Number (R0). R0 signifies the average number 
of people who will contract an infectious disease from one 
person with that disease, and for influenza it is 1.5, while 
for SARS-CoV-2 it is 2.87. Because of this inherently lower 
transmissibility, it is a reasonable inference that interventions 
for limiting SARS-CoV-2 transmission (masks, physical 
distancing and mobility restrictions, including international 
travel bans) would have an even greater impact on 
transmission of influenza. However, circulation of influenza 
virus was virtually eliminated in 2020, and it is possible that 
pandemic-response measures do not tell the whole story. 
For example, the control of COVID-19 has not been very 
successful in some South American countries, yet rates of 
influenza infection have also been low. 

Other possible factors
� Increased influenza vaccination: more than 7.3 million 

influenza vaccinations were administered by 20 May 
2020, compared with 4.5 million by that date in 2019, and 
3.5 million in 2018.

� Viral interference: it is possible but unproven that either 
SARS-CoV-2 or influenza competitively suppresses 
replication of the other, or modulates disease severity. 

� Host immune response: stimulation of a non-specific 
immune response, such as interferon, by one virus can 
have a generalised antiviral effect, and evidence exists 
for such an interaction between influenza and seasonal 
coronavirus and rhinovirus infection. 

The summer surge in respiratory syncytial virus (RSV)

RSV is a common cause of respiratory infection in young 
children, with almost all children having had an RSV infection 
by the age of two years. Hospitalisation is often required 
for infants in the first year of life due to their smaller airways 
and lack of prior exposure and immunity. In the winter of 
2020, there was a significant drop (by up to 98%) in rates of 
RSV infection across Australia, followed by large numbers 
of cases over the 2020–2021 summer. Stay-at-home orders 
across Australia from late March 2020 and quarantining 

of international arrivals were probably responsible for the 
reduction in RSV infection during winter. Unlike influenza, 
from spring 2020, a surge in RSV cases, which had a speed 
and magnitude greater than the usual winter peak, was first 
observed in NSW and WA. It is speculated that the easing 
of pandemic restrictions combined with reduced or waning 
immunity because of the delayed RSV season contributed to 
this summer surge in RSV infection. 

Figure 2: RSV infection rates remained low throughout the winter of 2020 but surged over the summer of 2020–2021.
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Rhinovirus infection
Rhinoviruses are the major cause of the common cold, 
especially in children. More than 100 strains exist, and about 
a dozen typically circulate in any given community. DHM 
data shows an apparent surge in rhinovirus infection during 
the 2020 winter. This may be due, in part, to an increase in 
testing in people with mild cold symptoms, however, it is not 
clear why these viruses did not decline as others did.  

One reason may be that rhinoviruses, unlike influenza and 
coronaviruses, do not have a lipid-rich envelope, possession 
of which makes a virus vulnerable to soaps and sanitisers. 
Rhinoviruses are also thought to be more stable on surfaces, 
allowing greater transmission on hands after touching 
contaminated items.

Figure 3: Unlike influenza and RSV, rhinovirus infection rates surged in the winter of 2020 for reasons which remain unclear.

The COVID-19 pandemic, the largest to occur for more than a century, has been a unique experience for us all. It 
is important to learn every possible lesson from it because it is unlikely that another 100 years will elapse before 
the world experiences another. 
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Douglass Hanly Moir Pathology (DHM) is proud to announce 
the introduction of weekly respiratory pathogen reporting. 
Published on the DHM website, this new project allows 
clinicians easy access to information regarding currently 
circulating respiratory pathogens in our communities.

Dr Michael Wehrhahn
BSc (Med), MBBS (Hons), MPH (Hons), FRACP, FRCPA
Clinical Microbiologist & Infectious Diseases Physician

Respiratory 
pathogen reports

Although many respiratory illnesses are managed 
symptomatically, there are benefits to testing and confirming 
the aetiologic agent. Data demonstrates that identification of 
respiratory viruses leads to:

 � Fewer antibiotic prescriptions, or earlier cessation of 
antibiotics when prescribed

 � Avoidance of admission to hospital
 � Fewer additional investigations, such as chest X-rays 

(CXR)
 � Treatment of pathogens that can be targeted, 

e.g. influenza

People who are aware they have a transmissible pathogen 
are also more likely to limit contact with vulnerable friends 
and relatives. Knowledge of the causative pathogen can 
also assist with prognosis. For instance, if someone has 
influenza or respiratory syncytial virus (RSV) they can expect 
to be unwell for several days to a week, whilst rhinovirus 
infection can be expected to improve in 1–2 days. 

Respiratory viruses also account for an under-recognised 
proportion of exacerbations of chronic obstructive 
pulmonary disease (COPD), bronchiectasis and 
exacerbations of heart failure. In children, they account for 
the majority of otitis media, croup, respiratory tract infections 
and trigger up to 85% of asthma exacerbations.

Figure 1: Respiratory viral pathogens
This figure denotes the percentage positivity for viral pathogens on a single graph. The shading highlights the seasons, with 
the grey shading indicating winter and summer. 
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The respiratory virus panel at DHM detects influenza A and 
B, RSV, human metapneumovirus (HMPV), adenovirus, 
rhinovirus and parainfluenza. A second panel is available for 
the detection of enteroviruses (which includes Coxsackie A 
and B viruses, echovirus and the remaining enteroviruses). 

The second page of this report depicts the current trend of 
individual viruses as detected this year (red dotted line) and 
can be compared with the previous year’s level (dark blue 
line) and the average four previous years (light blue line).

In addition to testing for respiratory pathogens, it is possible 
to diagnose Bordetella pertussis, Bordetella parapertussis 
and atypical pneumonia (caused by Mycoplasma 
pneumoniae, Chlamydia pneumoniae and Legionella 
pneumophila) by PCR on respiratory samples, e.g. throat 
or sputum samples. Whilst whooping cough remains 
uncommon since the onset of the pandemic, there were 

a small number of cases of Legionnaire’s disease notified 
across NSW in February and March 2021. Vigilance and 
an increased index of suspicion is required to detect these 
pathogens. The Communicable Diseases Weekly Reports 
available through NSW Health are also a useful resource 
(available at health.nsw.gov.au/Infectious/Reports/Pages/
CDWR.aspx).

Figure 3: Bacterial respiratory pathogens

Figure 2: Trends for individual viruses 

http://health.nsw.gov.au/Infectious/reports/Pages/CDWR.aspx
http://health.nsw.gov.au/Infectious/reports/Pages/CDWR.aspx
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In a recent DHM study supporting our current collection practice, combined nose and throat collections were found to be better 
than throat or nose alone and equivalent to nasopharyngeal collections for at least the more common isolated viruses at the time 
of the study (rhinovirus and parainfluenza). Our findings were supported in a meta-analysis published in the Lancet Infectious 
Diseases earlier this year, showing very high sensitivity (97%) of combined nose and throat swabs for the detection of SARS-
CoV-2 when compared to the more invasive and technically demanding nasopharyngeal swab.

Weekly viral and bacterial respiratory pathogen reports charting positivity rates of infections generally, as well as 
for specific local regions, are published online, available at dhm.com.au/clinicians/clinical-resources.

These weekly reports are available to support you in your clinical practice.

As we strive for ongoing quality improvement, your feedback can assist us to further develop our service offerings, 
and we welcome your comments for consideration.

Figure 4: Correlation of swab types for rhinovirus and parainfluenza virus 
HC (red), healthcare worker collected nose and throat or nasopharyngeal swab; SCN (green), self-collected nasal swab; SCT (blue), self-
collected throat swab; SCNT (purple), self-collected nose and throat swab, Ct (Cycle threshold value of PCR test)

Dr Caitlin Keighley is acknowledged for her significant contribution to this article.

http://dhm.com.au/clinicians/clinical-resources/respiratory-pathogen-reports/
http://www.health.nsw.gov.au/Infectious/Reports/Publications/cdwr/2021/cdwr-week-9-2021.pdf
http://www.health.nsw.gov.au/Infectious/Reports/Publications/cdwr/2021/cdwr-week-9-2021.pdf
http://www.tg.org.au
http://dhm.com.au/clinicians/clinical-resources
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Our Doctors’ Newsletters contain articles, written by our pathologists, 
which focus on current issues and recent developments in pathology. 
Suggestions from you, which we invite wholeheartedly, are the best 
guarantee that our Doctors' Newsletter becomes a resource of maximum 
possible interest, information and relevance. If you have any topics 
you would like to suggest, please feel free to contact Dr Ian Chambers 
(Medical Editor, DHM) at med.ed@dhm.com.au

Please note, this Newsletter is available as a clinical resource on our 
website via the Clinicians link. 

We look forward to hearing about your topics of interest and 
encourage your participation.

Dr Ian Chambers  
MB, ChB, FRCPA, MASM
Medical Editor

14 Giffnock Avenue, Macquarie Park NSW 2113, Australia 
P (02) 9855 5222  |  F (02) 9878 5077
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