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Please allow me to introduce myself
Please allow me to introduce myself.
I’m a man of wealth and taste.
I’ve been around for a long, long year.
As an Infectious Disease doctor.
Not quite Sympathy for the Devil.
As of 2010, I have been practicing Infectious diseases (I.D.) 

for almost twenty-five years, if you include the fellowship.
I.D. is relentlessly cool. Everyday I see a cool case, or some-

thing unusual, or read an interesting article. I learn something 
new almost every day. Infectious diseases appear in history, in 
politics, everywhere. I have never understood why anyone would 
do anything else. Except, of course, if they want an income.

Why keep all this cool stuff to myself ? So I started a blog, 
Rubor, Dolor, Calor, Tumor, first at pusware.com, then I moved 
over to Medscape (http://blogs.medscape.com/rdct). Included 
are ratholes, bad puns, and obscure references. In medical school 
my evaluations contained five “flips,” a “flippant,” and a “glib.” 
Consider yourself warned.

The goal is simple. Every other day, depending on what I see 
on rounds, I write a short, referenced entry that covers one fac-
toid. The one curious disease of the day. With emphasis on short. 
Just long enough to be read on the toilet, presuming no consti-
pation. And at least one stupid attempt at humor, often repeated.

This book is a collection of my first year’s blog entries, re-
worked, rewritten and most of the typos corrected. 

Of course the entries focus on the clinical triumphs that give 
me the appearance of House-like infallibility.

But I guarantee (1) you will be thrilled and amazed with a year 
in the life of a Puswhisperer.
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Disclaimer
(1) The information is not meant to diagnose, treat, cure or 
prevent any disease and is not intended for self-diagnosis or 
self-treatment of medical conditions that should be managed by 
a qualified health care provider.

To protect patient confidentiality, all demographic and identify-
ing patient information was changed.
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I Don’t Know

Call weekends are long. I cover 2 states and 8 hospitals, and I 
get to see great cases, but I am glad I can go back to my mere 

three hospitals tomorrow. I think my nickname should be PPD, 
the peripatetic pus doc.

I.D. consults fall into 2 general categories:
1) How and for how long do you treat an already defined in-

fection?
2) What the heck is this germ and what do I do with it?
3) What the hell does this patient have?
I enjoy type 3. I still cannot count. They are the most fun and 

offer the greatest opportunity to use those three words that in-
creasingly define my practice:

“I don’t know.”
House seems to figure out each case in about an hour, al-

though the route by which he gets to the denouement almost 
always gives me conniption fits. And as I always say, if the con-
niption fits, wear it. It’s why I do not watch medical shows—they 
get it wrong. Except for Scrubs, which is closer to reality, at least 
my reality, of any TV show. Every year I know more and more. 
I read 1200 articles a year, attend 10-plus conferences a month, 
and each year I seem increasingly unsure about what is going on 
my patients. In the skeptical world they talk about the arrogance 
of ignorance (aka Jenny McCarthy syndrome) where the people 
who know the least on a topic think they are the most knowl-
edgeable (it is really called the Dunning-Kruger effect). I have 
the opposite problem.

So much of the time I can’t figure out what the patients have, 
but they get better, and I make sure I get all the credit. If things 
go badly, of course, I blame nursing. It is a curious phenomenon 
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that knowledge breeds uncertainty. However, part of being a spe-
cialist is to be ignorant with panache. I have beaucoup buckets of 
panache.

I tell patients that as long as they are getting better, it is prob-
ably a good thing I cannot make a diagnosis. In medicine we are 
very good at diagnosing diseases that will kill or injure you but no 
good at diagnosing the trivial, self-limiting illnesses. So most of 
the time no diagnosis is a good diagnosis.

The problem is that when it comes to billing, I need a diagno-
sis and a diagnosis code. You can know a doctor by the codes she 
knows by heart. Here are some of mine.

S. aureus bacteremia: 038.11.
Fever: 780.6.
UTI: 595.
Endocarditis: 421.
There are codes for everything. Every disease. There is a code 

for being electrocuted in a bathtub. There is a code for being 
sucked into a jet engine and the follow-up. Who would have sus-
pected being sucked into a jet engine was a survivable process? 
There’s one for being bitten by a duck, and another for struck by a 
duck. There is even a code for weightlessness. I am really looking 
forward to the first patient that presents with that complaint.

“So, what can I do for you?”
“Doc. I’m weightless.”
What I really need, and the one thing for which there is no 

code, is the diagnosis “I don’t know.”
Or maybe I just don’t know it.

Rationalization
http://en.wikipedia.org/wiki/Dunning-Kruger effect
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An Ounce of Prevention: 
Infection Control 

Infection Control

Amongst my many jobs (my Grandmother always said that 
a job is what a dog does on the carpet) is the task of infec-

tion control at my various hospitals. Infections, as many of you 
are aware, are an infrequent complication of hospitalization, but 
cause significant morbidity and mortality. I have been the Chair 
of our Infection Control (we now call it Infection Prevention, but 
for some things I am just too damn old to change) program for 
19 years and have seen the continuous improvement in a vari-
ety of hospital-acquired infections, much to the detriment of my 
bottom line. After all, I get paid to take care of infections.

Some days I just feel like R.J. Reynolds telling people to stop 
smoking. The one area that has made some improvement is hand 
hygiene, but often it seems difficult to get people to wash their 
hands or to use one of the many hand sanitizers. I suspect that in 
their heart of hearts, people do not believe in germs. They can’t 
see them, after all, so probably the germs are not there. Believing 
in things you cannot see is more the topic of the Science Based 
Medicine blog.

About 40% of hospital infections are due to germs carried on 
the hands—and probably the stethoscope and the beeper and 
rings and the white coat and the cell phone and the necktie, all of 
which have been cultured and can carry pathogens. I am starting 
to think rounds should be like the Greek Olympics, done naked. 
It could decrease the spread of infections and, as a side effect, 
decrease obesity. But filthy bling aside, clean hands are import-
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ant. It is estimated that it takes about ten years for new medical 
information to be disseminated, so I have to cut people a little 
slack; we have only know the importance of hand washing for 
160 years.

As part of my duties as Chair of Infection Control, we have 
made great progress at increasing compliance of hand hygiene, 
and have seen infections fall accordingly.

Especially beneficial is the use of the alcohol hand sanitizer, a 
pressurized canister that squirts out a ball of foam on your hand 
about the consistency of whipped cream; imagine my surprise to 
discover that the foam was supposed to used topically. I had been 
using it like Cheez Whiz. (When I was kid, to take a whiz was to 
urinate. Does that make anyone other than me wonder what’s in 
the can of Cheez Whiz?)

Anyway.
Part of the campaign to increase hand hygiene is the motto, 

“It’s OK to ask,” allegedly empowering patients to ask their pro-
viders if they have washed their hands. As if. For entertainment’s 
sake I spent a couple of hours asking patients if they understood 
the signs (they did) and if they would ask (they most certainly 
would not). When asked why, most said something to the effect 
they did not want to risk alienating their nurse or doctor. Not a 
bad policy; I wouldn’t want to piss off the person who was bring-
ing me my morphine.

I suspect that the approach to hand hygiene suggested by the 
“It’s OK to ask” campaign is fundamentally bankrupt. The secret, 
if there is one, to these complicated problems is to make the de-
fault action hand washing.

Hands are not the only problem, and if push comes to shove 
we can always have them removed. Heh heh heh. More than 
hands have been associated with carrying bacterial pathogens.

Other intimate objects in the hospital that can carry bacteria 
include:

—public phones
“Twelve different types of bacteria were found on the surface of 
telephones. The level of bacterial contamination for the telephone 
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mouthpiece was increased to its highest point in October from its 
lowest value in August. It was also found that the micromouth-
piece was about twice the contamination of earpiece.”
—keyboards and mice 

“In all 14 patients’ rooms we collected a total of 1118 samples: 
222 samples from keyboards and mice, 214 from infusion pumps 
and 174 from the ward’s trolley. From the central ward 16 sam-
ples per fomites were obtained (computer keyboard and mouse at 
the physician’s workstation and the ward’s intercom and telephone 
receiver). Microbacterial analysis from samples in patients’ rooms 
yielded 26 contaminated samples from keyboard and mouse (5.9%) 
compared with 18 positive results from other fomites within pa-
tients’ rooms (3.0%; p < 0.02). At the physician’s computer termi-
nal two samples obtained from the mouse (6.3%) showed positive 
microbial testing.” 
—beepers 
“Microorganisms were isolated from all pagers; 21% yielded Staph-

ylococcus aureus, of which 14% were methicillin resistant. Cleaning 
with alcohol reduced the total colony count by an average of 94%.”

—stethoscopes 
“All but six bacterial cultures were positive (85.7%). Staphylococ-
cal species were the most common contaminants (47.5%). One case 
of methicillin-resistant Staphylococcus aureus was encountered. 
Gram-negative organisms were isolated in nine different samples 
(21%) including one case of Acinetobacter baumannii in the neo-
natal intensive care unit.”
The world is a filthier place than you can even begin to imag-

ine. And you do not want to know what is in your mouth —if you 
are a germophobe you may never kiss again. In the real world it 
is no big deal, but in the hospital? I wish germs were the size of 
those creatures that were put into Chekov’s ear. At least we could 
see them. I try to alcohol foam all my accessories, except my cell 
phone, even though it is piece of crap Windows mobile and I am 
impatiently waiting for my Verizon contract to die so I can get 
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my iPhone. 
I wonder about the touch phones, the Blackberries, the other 

electronic devices in our pockets that we use while sitting in the 
bathroom. Not me—I don’t even pick my nose. But I am sure 
others do. I am not sure I want to douse my iPhone in alcohol. 
But how else to clean it? I put my iTouch in the wash by mistake 
and it was detrimental to its functioning, although it was tempo-
rarily cleaner. 

So many contaminated surfaces, so little time to disinfect.

Rationalization
Youngster, I., et al., The stethoscope as a vector of infectious diseases 
in the paediatric division. Acta Paediatr, 2008. 97(9): p. 1253-5.

Tunc, K. and U. Olgun, Microbiology of public telephones. J Infect, 
2006. 53(2): p. 140-3.

Hartmann, B., et al., Computer keyboard and mouse as a reservoir 
of pathogens in an intensive care unit. J Clin Monit Comput, 2004. 
18(1): p. 7-12.

Changing a tire 

When I started practice, late last century, I wore the stan-
dard white coat. After a while, for reasons I no longer re-

member—but which are probably related to my wife’s continued 
attempts to give me some style (if they ever have a male on What 
not to Wear, it should be me)—I changed to the sport coat and tie 
look.

Years passed, and the sport coats are looking a little ratty. They 
are pricey. Even at Goodwill, my preferred shopping store, a good 
sport coat will run 80 bucks. At Nordstrom—well, let’s say you 
don’t want to be an I.D. doc in a down economy.

So I went back to the white coat look, which my wife says is 
slimming (ha) and which has generated lots of comments, mostly 
good.

From an infection control perspective, what should one wear 
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in the hospital? While I am unaware of outbreaks, many routine 
articles of clothing have been found to carry bacteria.

Ties are the best documented carriers of bacteria, and should 
be abandoned. Ties are never cleaned, and when you push them 
out of the way so they are not dipped into the patient, they pick 
up whatever is on your hands. They are saturated with months of 
bacteria and soup. I have ties from the 90s that I do not think I 
have ever cleaned.

Beepers, rings, watches (very rare), phones, artificial nails and 
stethoscopes have all been cultured and found to contain patho-
gens. Probably lab coats as well, since they are not laundered very 
frequently, and are exposed to pus, patients, and hospital food. 

So what to wear? Look professional or be relatively bacte-
ria-free? The British have gone to the extreme of allowing nothing 
below the elbows (except hands) and no ties. We may be heading 
that way, but I need pockets and a belt to carry my electronic 
doodads, at least until I get that Ethernet jack in the back of my 
skull. Neo had the right idea.

Rationalization
Wall Street Journal, “Hospital Scrubs are a Germy, Deadly Mess” 
http://online.wsj.com/article/SB123137245971962641.html

Beer, D., et al., Bacterial contamination of health care workers’ pagers 
and the efficacy of various disinfecting agents. Pediatr Infect Dis J, 
2006. 25(11): p. 1074-5.

Whittington, A.M., et al., Bacterial contamination of stethoscopes on 
the intensive care unit. Anaesthesia, 2009. 64(6): p. 620-4.

Yildirim, I., et al., A prospective comparative study of the relation-
ship between different types of ring and microbial hand colonization 
among pediatric intensive care unit nurses. Int J Nurs Stud, 2008. 
45(11): p. 1572-6.

Bhusal, Y., et al., Bacterial colonization of wristwatches worn by 
health care personnel. Am J Infect Control, 2009. 37(6): p. 476-7.
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A Budget of Dumbasses 
This is updated and re-published on http://blogs.medscape.com/rdct 
(where these entries are born) every October. 

I had my flu shot today. Well, my anti-flu shot. Protected me 
and my patients from death for another year. Whew. I wonder 

if you are one of those dumbasses who do not get the flu shot 
each year. Yes. DumbAss. Big D, big A. You may be allergic to the 
vaccine, you may have had Guillain-Barre, in which case I will 
cut you some slack. But if you don’t have those conditions and 
you work in health care and you don’t get a vaccine for one of the 
following reasons, you are a dumbass.

1. The vaccine gives me the flu. Dumbass. It is a killed vaccine. 
It cannot give you the influenza. It is impossible to get flu from 
the influenza vaccine.

2. I never get the flu, so I don’t need the vaccine. Irresponsible 
dumbass. I never had a car accident, but I wear my seat belt. And 
you probjably don’t use a condom either. So far you have been 
lucky, and you are a potential winner of a Darwin Award.

3. Only old people get the flu. Selfish dumbass. Influenza can 
infect anyone, and one of the groups who die of influenza are the 
very young. Often those most likely to die from influenza are 
those least able to respond to the vaccine, due to age or underly-
ing diseases. You can help prevent your old, sickly grandmother 
or your newborn daughter from getting influenza and perhaps 
dying by getting the vaccine, so you do not get flu and pass it on 
to her.

4. I can prevent influenza or treat it by taking echinacea, vi-
tamin C or Airborne. Gullible dumbass cubed then squared. None 
of these concoctions has any efficacy whatsoever against influen-
za. They neither prevent nor treat influenza.

5. Flu isn’t all that bad a disease. Underestimating dumbass. 
Part of the problem with the term ‘flu’ is that it is used both as a 
generic term for damn near any viral illness with a fever and is 
also used for a severe viral pneumonia. Medical people are just 
as inaccurate about using the term as the general public. The in-
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fluenza virus kills 30,000 people and leads to hospitalization of 
200,000 in the US each year. Influenza is a nasty lung illness. And 
what is stomach “flu”? No such thing.

6. I am not at risk for flu. Denying dumbass. If your breathe, 
you are risk for influenza. Here are the groups of people who 
should not get the flu vaccine (outside of people with severe ad-
verse reactions to the vaccine): children younger than 6 months 
and “completely healthy adults who have no contact with some-
one who isn’t [healthy].” And zombies. And former President 
Clinton, who evidently doesn’t inhale.

7. The vaccine is worse than the disease. Dumbass AND a 
wimp. What a combination. Your mother must be proud. Unless 
you think a sore deltoid for a day is too high a price to pay to 
prevent two weeks of high fevers, severe muscles aches, and in-
tractable cough.

8. I had the vaccine last year, so I do not need it this year. 
Uneducated dumbass. Each year, new stains of influenza circulate 
across the world. Last year’s vaccine at best provides only partial 
protection. Every year you need a new shot.

9. The vaccine costs too much. Cheap dumbass. The vaccine 
costs less than a funeral, less than Tamiflu, and a lot less than a 
week in the hospital.

10. The government puts tracking nanobots in the vaccine 
and well as RFID chips as part of the mark of the beast, and the 
vaccine doesn’t work since it is part of a big government-spon-
sored conspiracy to line the pockets of big Pharma and inject 
the American sheeple with exotic new infections. Well, that ex-
cuse is at least reasonable. Paranoid dumbass. 

So get vaccine. Or be a dumbass. One of these days I’ll let you 
know how I really feel about the flu vaccine.

Peer Pressure

One week I went to Employee Health and commandeered 
the influenza vaccine cart. We are a bit over 50% for em-

ployee flu shots, and I think it is important for as many people 
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as possible to get the shot. It allows me to inject those govern-
ment-sponsored tracking nanobots.

Then I wandered from station to station offering flu shots.
Who, I would demand loudly, dares to refuse and flu shot from 

the great and powerful Chief of Infectious Disease?
Most said they already had the shot, but in two hours I man-

aged to give 13 flu shots. Actually, they are anti-flu shots. Some-
times a patient asks for something for pain, and I think, “Well, 
you could stub your toe.” English is often imprecise.

It was fun. People were shocked that I was actually giving a 
shot. Several people thought I was a nurse, since a doctor giving 
a shot—actually doing the work instead of writing an order and 
walking away—is rare. Several nurses complimented me on the 
quality of my injection; I assume they were incredulous that I was 
competent to give a shot. Like a bear riding a bicycle, it is not that 
I do it well, but that I could do it at all.

I had the opportunity to talk to people about who should get 
the flu shot and about the disease. On every unit there was one 
person who would not make eye contact with me nor offer to get 
the shot. I presume they are the people who will not get the flu 
shot no matter what the reason but were unwilling to talk to the 
all-knowing Oz.

There is one nurse I still need to get. Evidently she NEVER 
gets the flu shot, and is proud of it, but she was off for a few days. 
I will not put her name on the blog, but everyone on the unit 
knows I am gunning for her.

If there is anyone reading this who is an I.D. doc, I suggest you 
put aside a couple of hours one day and to do the same thing at 
your hospital. It will make an impression as to the importance of 
the flu shot and you will have a good time.
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