My study, therefore, clearly
demonstrates that the stethoscope is not
a vector for MRSA in the community.
This observation strongly suggests, but
does not prove, that MRSA presents a
problem in the UK that is confined to the
hospital environment.
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C-reactive protein
values in viral
respiratory
infections

We welcome the paper by Melbye et al
on the course of C-reactive protein
(CRP) response in upper respiratory tract
infection.” It provides valuable insight,
broken down by virus type. However, the
design of the study may possibly limit
the generalizability of its results.

From the title and the abstract we are
tempted to believe that all episodes that
were treated with an antibiotic, were
excluded. However, it is not clear to us
what the indication for antibiotic
prescription was. In the methods
section, we read that, ‘subjects were
excluded if a bacterial infection was
suspected and antibiotics were
prescribed’. The ambiguous word in this
sentence seems to be ‘and’. When
patients were prescribed antibiotics, did
the investigators verify that it was a
bacterial infection or did they assume
that the GP had thought this?

Without doubt, the authors are aware

of the fact that GPs frequently prescribe
antibiotics for diseases of viral origin.
The seriousness of the disease might
well have played a role in the decision to
prescribe antibiotics, indicating that
those patients who were seriously ill
were not included. Perceived patient
preference is another reason. Further
studies are needed that take a more
comprehensive view on CRP in
respiratory tract infections presented to
general practice.
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Author’s response

We wanted to demonstrate the natural
course of the C-reactive protein (CRP)
response during viral respiratory
infections, and none of the patients
described in our study were treated with
antibiotics.

Our material is, as van der Wouden et
al comment on, not sufficiently
representative of the upper respiratory
tract infections we meet in general
practice. The most severe viral infections
may have been excluded, and we know
from previous studies that CRP values
above 100 mg/l may be found in
influenza and adenovirus infections. |
agree with van der Wouden et al that
more systematic research is needed in
this field. However, some useful
information may be obtained from our
study.

The CRP response in viral respiratory
infections has some typical features. The
maximum CRP value is reached when
the iliness has lasted 2-4 days, and falls
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rapidly over the following days. Values
below 10 mg/l is the rule after 7-10 days
in uncomplicated cases. These features
have also been indicated by other
studies.?® This knowledge can be taken
into consideration when results of the
CRP test are interpreted in patients with
acute cough or a flu-like illness.
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Time to
acknowledge the
workings of the
80/20 principle?

Julian Tudor-Hart has devoted his life to

demonstrating and exposing the inverse

care law™ and the rule of halves.* There
is a part of me that shares his anger that
such inequitable distributions exist and
persist.

However, | wonder whether what
Tudor-Hart has described in the medical
context is actually another example of
the Pareto principle of asymmetric
rewards, popularly known as the 80/20
principle. We see multiple examples of
this principle in action. For example:

e A university department that is doing
well gets a better research assessment
evaluation, and so more money with
which to do better still.

e An author who has been published
once is much more likely to be
published again, even if new and better
authors are emerging.

e Twenty per cent of patients will take up
80% of available appointments.

e A surgery with many settled and loyal

British Journal of General Practice, January 2005

55





