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“threshold” level for the whole population.
As Fox points out, this is easily overlooked,
as, for example, in Tampa, USA, in 1968.
There a measles vaccination programme
reached 809, of the target population, but in
some areas there were groups with 70°, of
the target population still not immune. It
was in such an area that a measles epidemic
occurred later that year.!

It is therefore misleading to think in terms
of overall vaccination rates, which may hide
potential epidemic areas. Let us break free
from considering herd immunity in large
populations in terms of a model that is really
only applicable to very small groups.

P T C JoNEs

Sheffield University Medical
School,
Sheffield S10
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Mixed appointment systems

Sir,—I was interested in Dr Bruce Taylor’s
article as we have just changed from a mixed
to a full appointment system (10 November,
p 1277). We found that the mixed system
worked very well when all doctors were
present and when there were enough appoint-
ments available. At other times, however
(about six months a year in our eight doctor
practice), there was enormous pressure on
available appointments with sometimes a two
week wait. This resulted in patients not
waiting or becoming conditioned to believe
that it was not worth phoning for an appoint-
ment and just coming to the open surgery.

There were always long queues, often
making patients aggressive. Moreover, equalis-
ing each doctor’s consultations meant that
many patients could not see their own GPs
and went to see them at other times. This
resulted in considerable duplication of work.
Finally, we always felt under pressure to
consult quickly to clear the waiting room. I
agree that there is a small nucleus of patients
who cannot cope with our new system (and
they are not invariably socially deprived or
old), but we found that far more were dis-
advantaged by the mixed system. These
included people who could not arrive during
the 0830-1000 open surgery (mothers with
young children, nursing mums, those who had
to travel on public transport, commuters) and
people who were too unwell to wait for over
an hour.

The mixed appointment system may well
work better in certain areas, in small practices,
and if there is a prolonged open surgery with a
further large number of appointments available
at other times. Our initial overall impression
of a full appointments system, however, is one
of patient and doctor preference, which we
soon hope to confirm by a survey.

R J GALLow

Hemel Hempstead,
Herts HP1 2LLD

C Reactive protein concentrations during
long distance running

SiIrR,—The assumption by Dr A F Strachan
and others (10 November, p 1249) that a
raised serum C reactive protein concentration
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during long distance running provides evidence
for significant tissue necrosis is an unjustified
extrapolation. Tissue necrosis certainly pro-
vokes an acute phase protein response roughly
proportional to the size of the damage, as does
trauma; peak concentrations for serum
C reactive protein usually occur at 48 hours
when the trauma is surgical.! 2 “Inflammation™
provokes the response with far greater
sensitivity. In acute gout, for instance, serum
C reactive protein concentrations often rise to
100-200 mg/l—that is, to values far greater
than those observed in the runners. The
observation that indomethacin did not affect
the increase in serum C reactive protein
concentration is interesting but unsurprising;
the same is true when indomethacin is given
to patients with rheumatoid arthritis.?

The only conclusion this study seems to
permit is that long distance runners experience
a small rise in serum C reactive protein
concentration, the reason for which is un-
known; it could be either an inflammatory
response or necrosis. Of course, the con-
clusion that high values for serum C reactive
protein signify some other disorder is valid.
It is, however, unsafe to assume that such
values necessarily signify myocardial infarction.

B MCCONKEY

Dudley Road Hospital,
Birmingham B18 7QH
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Anaphylactic reaction to aprotinin

SirR,—While we agree that adverse reactions
to drugs should be published, we feel that the
report by Mr G A LaFerla and W R Murray
of an anaphylactic reaction to aprotinin
(3 November, p 1176) should not pass without
comment.

Aprotinin (Trasylol) is a protein of bovine
origin and, not surprisingly, gives rise to
anaphylactic reactions in a small proportion
of the patients who receive it. In their data
sheet the manufacturers issue the caution,
“Care should be exercised in treating patients
intermittently or those who have previously
received Trasylol (aprotinin), since an ana-
phylactic reaction can occur.”” Moreover,
other information published by the manu-
facturers suggests that ‘“‘no test is known that
will definitely show whether a patient is at
risk or not (of an anaphylactic reaction).”? In
view of these warnings it is not clear why
aprotinin was used to ‘‘cover’ endoscopic
retrograde cholangiopancreatography, in a
patient who had twice received it as treatment
of pancreatitis, and why faith was placed in an
ocular sensitivity test. The waters are further
muddied because there appears to be no
evidence that aprotinin can influence the
clinical complications of endoscopic retrograde
cholangiopancreatography.

A 219%, incidence of acute pancreatitis after
attempts to cannulate the pancreatic duct at
endoscopic retrograde cholangiopancreato-
graphy appears somewhat high. A recent
analysis of 1118 endoscopic retrograde chol-
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angiopancreatography examinations carried
out at the General Infirmary, Leeds, showed
that an overall incidence of acute pancreatitis
of less than 19 can be achieved. Factors which
appeared to be responsible for pancreatitis
after endoscopic retrograde  cholangio-
pancreatography were parenchymal opacifica-
tion, inexperience of the endoscopist, and
repeated unsuccessful attempts to cannulate
the common bile duct.?

We suggest that with careful attention to the
technical details of endoscopic retrograde
cholangiopancreatography the incidence of
acute pancreatitis can be reduced to a level
which obviates the use of agents such as
aprotinin even if they can be shown to have a
protective role.

M ] McMAHON
A T R AxoN

University Department of
Surgery and Department of
Gastroenterology,

General Infirmary,

Leeds LS1 3EX
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SIR,—Mr G A LaFerla and W R Murray
routinely administer aprotinin immediately
before performing endoscopic retrograde
cholangiopancreatography—a procedure as-
sociated with hyperamylasaemia in 709, of
cases and acute pancreatitis in 21%, (though
how this latter figure is arrived at must be
open to question). Aprotinin is presumably
given just in case it has any effect on acute
pancreatitis: hyperamylasaemia results from
raised pressure in the pancreatic duct system
from whatever cause. Aprotinin has been
shown to be equally ineffective in clinical acute
pancreatitis' and in animal studies? in this
condition, and there are sound arguments why
its administration is unlikely to be helpful.
Aprotinin in acute pancreatitis has now been
shown to be dangerous as well as useless.

MiLo KEYNES

Department of Anatomy,
University of Cambridge,
Cambridge CB2 3DY
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Low protein diets in chronic renal disease

S1R,—The observation by Dr A M -El Nahas
and colleagues (17 November, p 1337) that a
protein restricted diet in chronic renal failure
is beneficial in slowing the rate of progression
of the renal failure concurs with our published
observations! and those of others.? Our further
observations on the effect of protein restric-
tion on different nephropathies® conflict,
however, with the conclusions drawn in this
study.

In a retrospective analysis of 47 patients with
chronic renal failure (mean serum creatinine
780-3 (SD 37-8) umol/l (8-8 (0-42) mg/100 ml),
range 399-1570 pmol/l (4:5-17-8 mg/100 ml))



