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Infections in clinical laboratory staff

SIR,-Dr J M Harrington and Mr H S
Shannon (27 March, p 759) refer to the survey
of hepatitis in laboratory workers carried out
by questionnaires to members of the Associa-
tion of Clinical Pathologists. The results for
1970-2 have been published' and those for the
next two years will shortly appear in the same
journal. Altogether, 73 cases of hepatitis in
laboratory workers were reported, of whom 59
had been tested for hepatitis B antigen, with
positive results in 31. Over the five years the
attack rate per 100 000 person-years was 128,
with consistently higher rates for science
graduate biochemists (268 in 1970-2, 308 in
1973-4). Rates more than double the average
for the corresponding periods were also shown
in 1970-2 by medical haematologists (258) and
biochemistry technicians (204) and in 1973-4
by medical morbid anatomists (302) and
haematology technicians (292). High rates for
science graduates were calculated from small
numbers of microbiologists in the first and
morbid anatomists in the second period and
were probably not significant. Other groups of
laboratory and ancillary staff had low rates,
possibly representing the normal risk of hepa-
titis in everyday life. No hepatitis case was
fatal over the five years and only a quarter
required treatment in hospital.

N R GRIST

University Department of
Infectious Diseases,

Ruchill Hospital,
Glasgow

' Grist, N R, J7ournal of Clinical.Pathology, 1975, 28, 255.

SIR,-The fact that the incidence of disease in
medical laboratory technicians reported by Dr
J H Harrington and Mr H S Shannon (27
March, p 759) is comparatively low, although
still a major cause of concern, is due no doubt
to the rigid standards of education and training
adhered to in the majority of medical labora-
tories.
One questions, however, whether these

standards can be satisfactorily maintained in
the future in view of the proposals of the
DHSS to reduce the education and training
requirements of the medical laboratory tech-
nician as outlined in the IMLS Gazette
(February 1976). The implementation of such
a policy would ensure the lowering of stan-
dards, which would be retrograde for all those
concerned with medical laboratory work in an
era of the Health and Safety at Work Act.

I LEIGHTON
Hull Royal Infirmary,
Hull

Progression and regression of
atherosclerosis

SIR,-Dr R W D Turner (20 March, p 710)
has reminded readers of the important work of
Drs Mark Armstrong1 2 and Robert Wissler3 in
showing regression of atherosclerosis in the
rhesus monkey when fed a low-fat or a
"polyunsaturated" diet. Nevertheless, it would

be most unwise at present to assume that the
arterial reaction of the rhesus monkey to a
western-style diet would be the same as that of
man.

Successful regression may, inter alia,
depend upon the following: (1) The proportion
between phagocytic reticuloendothelial (RE)
cells and lipid-laden smooth muscle cells in the
lesion. The phagocytic RE cell is seen as the
mainstay for cellular removal of lipid deposits.4
(2) The amount of high-density lipoprotein
(HDL; oc-lipoprotein) in contact with the
tissue. Present work is suggesting that this
protein acts as a carrier-vehicle for removing
cholesterol from tissues.5 6 (3) Equilibration
of cholesterol between lipoprotein-bound
cholesterol in the serum and arterial wall. Such
low-density lipoprotein (LDL) as remains
intact in the arterial wall may on theoretical
grounds be able to equilibrate with that in
plasma Thus cholesterol might be lost from
the arterial wall to the plasma.
The human atherosclerotic artery seems to

contain relatively few RE cells8 and those that
are present often only line the subendo-
thelium.4 9 It is not yet clear what proportion
of cells are of RE derivation in the arterial
lesions described in the rhesus monkey. The
variable capacity to phagocytose lipid might
explain the species difference in regression,
from slow in the rhesus monkey (1 f-4 years) to
nearly non-existent in the rabbit. In contrast,
comparable subcutaneous injection of athe-
roma lipids in the experimental animal leads
to a lesion populated by RE phagocytes
(macrophages) and to resorption in about 3
months.4 Where the human artery fits in this
spectrum is at present just surmise.
HDL may turn out to be an important factor

in regression. If so, man is notorious for his
low level of this lipoprotein among the species
examined. The HDL:LDL (ac: 3 lipoprotein)
ratio does indeed appear to be somewhat lower
in man10 than in the rhesus monkey.3 Thus the
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