
(mean of 5.5 visits in the previous year). Many 
family physicians directly encounter the kind 
of patient suffering that this study describes. 
How do we constructively meet this clinical 
challenge? llliteracy might be a risk factor that 
deserves a place on our patients' problem lists 
along with tobacco use, childhood sexual abuse, 
or sedentary lifestyle. Improved skills at identi­
fying and acknowledging illiteracy could help 
the physician develop rapport with patients and 
increase the effectiveness of the physician. Pa­
tient education efforts might also be more suc­
cessful if they do not excessively rely on the 
printed word. Finally, knowledge of and referral 
to appropriate literacy programs might help re­
duce both physician and patient frustration, im­
proving all our health. 

Our struggle to read the medical meaning of 
an association between literacy and health ex­
poses the "medicalization of health" in contem­
porary society. Societal investments in the im­
portant determinants of health, such as food, 
shelter, and education, could have a greater im­
pact than expenditures for medical services. 
Family physicians will need to speak clearly and 
look past our office walls to influence and or­
chestrate the social systems that have an impact 
on the health of our patients. 

Glenn S. Rodriguez, M.D. 
Eric M. Wall, M.D., M.P.H. 

Portland, OR 
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Universal Precautions 

As I watched the family practice, internal medi­
cine, and anesthesiology residents tensely work­
ing to stabilize the 60-year-old mother of three 
who has been a dear patient of mine for the past 
10 years, I was aware that our purpose was 
singleminded. Could we get her through the 

cardiovascular collapse that made her cold, 
clammy, pale, and somewhat incoherent? "The 
lines" were all-important. Without them and 
the intravenous miracles they could produce, 
"the tube" would be next, and then what? 

Later, in the intensive care unit, the patient 
was holding on to a still-tenuous life-death bal­
ance. For the physicians and nurses, the insert­
ing of more lines (femoral, arterial, and Swan­
Ganz) became all-consuming. It was when the 
resident continued to stab toward a disappearing 
radial artery that I started to take stock. Perhaps 
it was because I felt my patient's pain. Perhaps 
it was because the resident was technically 
clumsy. As if to make a critical situation better 
(and to release my subconscious thoughts that a 
more experienced resident would not be strug­
gling so), I said, "She was negative on an HIV 
test a year ago." The nurse woke me up: "No 
one's HIV-negative." 

The frenetic activity went on for about an 
hour. The patient was doing better and would, 
in fact, survive. I had time to reflect. While San 
Francisco General Hospital cares for great num­
bers of patients with AIDS and infectious dis­
eases, precautions have been anything but uni­
versal. Some of the treating physicians did not 
wear gloves; none wore masks or goggles, al­
though some wore their glasses. On one level, 
carelessness was understandable. The medical 
challenge was critical. There was no time for 
diversion. The patient was an ordinary 6O-year­
old woman. What secrets could there be? In 
fact, there were hardly any. Her sexual, drug, 
and transfusion histories were unremarkable. 
She did not have human immunodeficiency virus 
(HIV) infection or hepatitis. She lived with her 
retarded 25-year-old son, who first came under 
my care for treatment of dilantin-induced 
eosinophilic pneumonia. Knowing little about 
sex, nothing about sexually transmitted disease, 
and probably not understanding the overlapping 
emotions of love, sex, and attention, he had be­
come the adult victim of sexual abuse by an 
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HIV-infected neighbor. He is HIV-infected. Be­
cause they lived together, she thought she 
should be tested. An unusual story, of course, 
but for the family-oriented physician, unusual 
stories are rather usual. 

I use this melodramatic but true vignette to 
remind all of us of health care worker vulnera­
bility to infection by blood-borne pathogens. 
The Centers for Disease Control (CDC) uni­
versal precaution guidelines provide the frame­
work for minimizing occupational risk.1-3 Rec­
ommendations include using gloves when 
handling body fluids, wearing masks and goggles 
when there is the possibility of a body fluid 
splash to mucous membranes, and avoiding con­
tact with patients' body fluids when there are 
breaks in the health care provider's skin. Sharp 
instruments should be safely discarded, not dis­
assembled. Body substances considered to be 
infectious include blood; tissues; cerebrospinal, 
synovial, peritoneal, pleural, pericardial, and am­
niotic fluids; semen; and vaginal secretions. Body 
fluids not thought to be infectious to which uni­
versal precautions do not apply are feces, nasal 
secretions, sputum, sweat, tears, urine, vomitus, 
and saliva (except in the dental setting when sa­
liva is contaminated by blood). 

Although we know the importance of protec­
tion against transmission of blood-borne patho­
gens, studies regularly show that health care 
workers do not do a very good job observing 
those precautions. This "noncompliance" ap­
pears to occur in most settings (offices, clinics, 
hospitals, and emergency departments) and 
spans most of the health care professions. Phy­
sicians in all specialties are "noncompliant" with 
universal precautions. Part of the problem is our 
difficulty with behavioral change and the way we 
handle guidelines and regulations. 

Behavioral change is, of course, difficult. 
When patients fail to change risky behavior, we 
see it as an illness or as a problem they can't (or 
don't really want to) control. But when physi­
cians fail to change behavior, we rationalize it. 
We continue dangerous habits on the basis of 
pragmatism (changing will be inconvenient, in­
efficient, or might create other problems, e.g., 
"H I have to use gloves I will lose sensitivity and 
won't feel the vein as well,,), denial ("I know my 
patients; it's not a risk here,,), or disdain and 
arrogance ("Yes, I should wear gloves; I guess 
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I'm just a creature of habit"). We know what we 
should do, but even in the face of danger we 
change our behavior grudgingly. Misinformation 
and sloppiness also contribute to inadequate 
precautions. 

Our failure to follow guidelines does not al­
ways show evidence of inadequate practice. 
Guidelines are often written by a group domi­
nated by persons with a single topic as their 
principal (and, at times, only) issue. Their rec­
ommendations may be the answer to only one 
aspect of a larger problem. When guidelines cre­
ate new problems, clinicians tend to reject them. 
In doing so, clinicians can be demonstrating wis­
dom rather than inadequate care.4 When groups 
develop their own practice guidelines, contempt 
for guidelines is minimized and compliance is 
usually greater. It would seem logical that guide­
lines that reduce personal risk (such as universal 
precautions) would be followed, but that is not 
always the case. 

The findings of Freeman and Chambers in 
this issue of the Journal draw attention to the 
difficulty we have with both behavioral change 
and guidelines. Although the institution had de­
veloped and agreed upon their own body fluid 
precaution guidelines, the providers in this study 
did not comply. By this "noncompliance" and 
the failure to improve compliance through an 
educational intervention, the provider group 
seems to have been showing either an inability 
to change behavior or disregard for guidelines. 
Alternatively, it is possible that the providers 
found the guidelines excessive. The inclusion in 
this study of urine as a potentially infectious 
body fluid goes beyond official CDC guidelines. 
Urine is not generally considered an infectious 
body fluid. Were providers applying body fluid 
precautions to the other specimens but failing 
to observe precautions with urine? Probably not, 
as venipuncture precautions were quite inade­
quate as well. 

Recommendations, guidelines, and compli­
ance are somewhat abstract and theoretical. Oc­
cupational exposure and injury, however, are 
very real and very personal.5,6 I recently had the 
opportunity to speak with "Jane Doe, R.N.," the 
nurse who contracted HIV from a needlestick 
injury at San Francisco General Hospital on her 
first day at work in 1987. Her observations offer 
special insight for all health care providers. She 
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pointed out that instructions to health care 
workers to slow down, pull back, and be careful 
are correct, but in the face of hectic patient care 
and understaffing, these precautions break 
down. It is a cruel irony when victims are 
blamed. Technique is rarely flawless. Accidents 
are common. Even when care is not hectic or 
overwhelming, internal quality improvement is 
not what it should be. Nurses, she said, are re­
luctant to criticize other nurses' techniques. 
Physicians, of course, are fairly notorious for this 
reluctance as well. We are generally uncomfort­
able with professional criticism despite recogniz­
ing its importance in patient care. 

Nurse Doe also emphasized that hospitals and 
practitioners must be responsible for the safety 
of their staffs. We must deem it important 
enough to have the proper equipment and pro­
cedures to assure that safety is the highest pri­
ority. All needlestick or other injuries are not de 
facto technique problems. Are containers for 
sharp instruments provided in every room? Are 
the safest intravenous devices being used regard­
less of cost? Are gloves, masks, and goggles 
readily available? Are there ongoing courses on 
precautions? Is the institution prepared to deal 
with an accidental needlestick injury?7,8 Even 
with today's cost-cutting pressures, safety must 
be paramount. Difficult funding choices regard­
ing basic services may need to be made. Cer­
tainly, the new improved gift shop, the more 
state-of-the-art scanner, and the new desk for 
the office must wait. 

Jane's final observation was somewhat surpris­
ing: "It is amazing how we don't talk about 
AIDS among ourselves. Our denial of personal 
risk is so great that at times we are unable to 
have a comfortable discourse to discuss risks re­
alistically." If we fail to dIscuss occupational ex­
posure risk, it probably is no accident. To some 
degree, we need to deny our fears to be able to 
function. The chances of blood-borne pathogen 
transmission to health care workers are too 
great for comfort. About 200 health care work­
ers contract potentially fatal hepatitis annually; 
0.3 to 0.4 percent of needlestick injuries from 
an HIV-infected person result in seroconver­
sion. Adding to the difficulty of talking about 

risk are complex personal and political views that 
have polarized issues. Extremist views of all per­
suasions reflect partial truths but tend to impede 
productive dialogue. 

It has been said that the way we respond 
to the acquired immunodeficiency syndrome 
(AIDS) epidemic will reflect upon us as a so­
ciety. Similarly, how we deal with the issue of 
occupational risk will say much about our pro­
fession. Ideally, we need to observe precau­
tions meticulously. Our institutions must as­
sure maximum safety and have protocols and 
expert personnel ready to manage exposure­
related crises. Our approach to treating HIV­
infected persons and patients such as the 
60-year-old woman with cardiogenic shock 
needs to strike a balance between caution and 
care. Indeed, as Jane Doe stated, we must face 
the risks, discuss them knowledgeably and 
intelligently with each other, and continue 
to care for all our patients without losing 
compassion. 

Ronald H. Goldschmidt, M.D. 
San Francisco, CA 
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