
616 BRITISH MEDICAL JOURNAL VOLUME 291 7 SEPTEMBER 1985

been intensive, entailing about five 3-5 litre exchanges for an
adult. The factor(s) removed by plasma exchange and the
mechanism by which it has a beneficial effect have not been
identified. Possibly it is not the removal but the infusion of a
plasma component which is responsible. Further studies of
mechanisms, timing, and choice ofreplacement fluids should
enhance our understanding.

Chronic inflammatory demyelinating polyradiculoneuro-
pathy has a slower time course than Guillain-Barr6 syndrome,
which usually reaches its nadir in two or three weeks.23 It
runs a progressive or chronic relapsing course lasting months
or years and, according to many anecdotal reports, may be
benefited by steroids." The beneficial effect of alternate day
prednisolone was confirmed in a double blind controlled
trial.'2 Various immunosuppressive drugs have been used to
good effect in individual cases," but controlled trials have not
been performed. Plasma exchange has also been reported to
be of value," and a brief report of a double blind controlled
trial supports its use. ' With increasing evidence for the
beneficial effect of immunosuppressive treatment on peripheral
nerve inflammatory demyelination the outcome of trials of
similar treatment regimens in multiple sclerosis is awaited
with interest.
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PHLS reform. Professional
advisers' views over-ruled
Earlier this year we criticised the proposal by the Depart-
ment of Health and Social Security that the 52 regional and
area laboratories of the Public Health Laboratory Service
should be transferred to local health authorities. ' The report
produced for the DHSS by its review team gave the
impression that its members were unable to assess the
disastrous effects such a transfer would have on epidemio-
logical microbiology. Those in touch with the review were
anxious to know how the respected professional advisers to

the review team had come to agree to that potentially
disastrous recommendation. For clearly Professor Ian
Phillips and Dr Robert Blowers would have given sound
advice.
The truth has now emerged: the review team knew that its

professional advisers disagreed with its main recommenda-
tion, but it went ahead with circulating the report, refusing
the advisers' request to include their comments as an
addendum or to distribute them to all recipients of the
report. Happily the advisers have felt free to make their views
known independently. Their widely circulated comments
(see p 683) confirm that they disagreed with the main recom-
mendation. These comments also show that the advisers are
concerned that the team was composed entirely of DHSS
administrative staff with its only scientific member not from
epidemiology or preventive medicine. "Serious misunder-
standings by the team would have been avoided," say the
advisers "if its membership had included a medical micro-
biologist and representatives of the other main user groups of
the PHLS such as an epidemiological medical officer of
health, a clinical consultant, and a medical general practi-
tioner. "
They go on to emphasise the vital part that epidemiological

microbiology plays in preventive medicine: its current
importance to the health ofpeople in general is apparent from
the effective control and limitation of extremely dangerous
and unpleasant infections such as the acquired immune
deficiency syndrome, Legionnaires' disease, institutional
outbreaks of salmonellosis, and hospital acquired infection
with methicillin resistant staphylococci. They believe that
the proposals would bring to an end training programmes in
epidemiological microbiology and that experts in that dis-
cipline would soon become extinct.
These and other criticisms from its own advisers must cast

grave doubts on the validity of the DHSS inquiry. The
evidence now points to the main proposal of the DHSS report
being decided regardless of the evidence and arguments.
Indeed, the costly review enterprise-all £135 000 of
it-seems to have had little purpose other than to give a
plausible but bogus respectability to a foolish piece of
vandalism.

Because it concerns communicable disease, microbiology
is a hospital service which provides information relevant not
only to the care of individual patients but to the benefit of the
population as a whole. The PHLS in its central role and in its
peripheral activities in district hospitals and the community
must be able to transcend district and regional boundaries,
even as microbes themselves transcend them. Only by
gathering good quality information from a proper sample of
hospitals can the PHLS function as an effective component of
preventive medicine. Without well trained epidemiologically
motivated microbiologists within hospitals, where the pro-
blems present themselves, the PHLS will lose its most useful
source of accurate information and its capacity to set up
multicentre studies of microbial diseases. If the link between
the centre and the periphery is broken it will take the end of
only one generation of epidemiologically motivated micro-
biologists for all these benefits to fade away.
The PHLS has always understood that its freedom over its

day to day operations depended on its giving a good service.
There has been no suggestion that it has failed in its duty.
There must now be a question about the understanding of
those at the DHSS who produced the review team's report in
defiance of its professional advisers' advice.

1 Howie J. Threat to the PHLS. BrMedJ7 1985;290:579-80.
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