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Detached doctors, 
distressed patients

Ihave been interested in reports of
recent changes in the training pro-

grams for doctors, particularly in the
area of improving communication
skills. A recent experience indicated to
me that it is not only communication
about the patient’s medical condition
that needs to be assessed, but also
communication on a personal level.

Three months after surgery and
about 3 days after my final check-up
I became obsessed with the surgeon
who had performed the operation.
The 5 or 6 weeks that followed were
the most frightening of my life: this
man completely occupied my mind.
I initially thought that I was infatu-
ated but then realized that there was
not even a glimmer of eroticism in
my mental encounters with the
man. Fortunately, I was able to dis-
cuss this situation with others and
came to consider my experience as
post-traumatic stress syndrome,
even though I had some doubts
about that diagnosis.

As the obsession faded I was able
to examine what had happened. In
my mind I was continually trying to
talk to the surgeon, not about med-
ical matters but just simple conversa-
tion — I wanted to establish a per-
sonal relationship that had never
existed. The surgeon had treated me
with impersonal professionalism: he
had explained the procedure, the risks
and the after-effects. I wouldn’t
dream of questioning his technical
expertise, but I have never before
been in a situation in which I was
treated as a “case” or an “object,” not
a person. I assume that my obsessive
attempt to communicate with him on
a personal level was some sort of re-
jection of the way I had been, or
rather had not been, treated.

I realize that patients often attach

themselves to doctors in a dependent
way, but I have also spoken with a
number of other patients with experi-
ences similar to mine. And I have
read the chapter “The patient exam-
ines the doctor” in Anatole Broyard’s
book Intoxicated by My Illness, where
he too talks of wanting a relationship
with his doctor. So I know that my
feelings are not unique. It is not that
we are attached to these doctors who
treat our medical problems, but
rather that we must come to grips in
some way with the sense that we are
not persons to them. This attitude, I
suggest, is beneficial neither to pa-
tients’ mental health nor to doctors
themselves, for they may carry this
same detachment into their personal
lives.

Margaret E.A. North
Vancouver, BC

Which Korotkoff sound?

The work presented in the “Re-
port of the Canadian Hyperten-

sion Society Consensus Conference:
1. Definitions, evaluation and classifi-
cation of hypertensive disorders in
pregnancy” (Can Med Assoc J 1997;
157[6]:715-25) is commendable. The
recommendations are evidence dri-
ven, clear and clinically relevant.

I believe, however, that the recom-
mendation to use the fourth Ko-
rotkoff sound to mark the diastolic
blood pressure and “for instituting
clinical investigation and manage-
ment” is unfounded. Phase IV of the
Korotkoff sounds is not reproducible
among clinicians, whereas phase V
is.1 Furthermore, current clinical tri-
als of hypertension during pregnancy
have adopted the the fifth Korotkoff
sound in defining outcomes and
guiding therapy,2 which raises the is-
sue of external validity if Canadians

define hypertension during preg-
nancy according to different criteria.

The recommendation to measure
both the fourth and fifth sounds is
confusing for the average physician,
nurse or midwife, especially if they
are encouraged to act upon only the
fourth sound.

We should agree to standardize
blood pressure measurement — dur-
ing pregnancy and otherwise — by
having the rested patient sit upright,
supporting her arm, applying the cor-
rect size cuff and relying on the first
and fifth Korotkoff sounds to denote
the systolic and diastolic pressures re-
spectively.

Joel G. Ray, MD
Clinical Fellow
Obsterical Medicine
Department of Medicine
University of Toronto
Toronto, Ont.
Received by email
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[One of the authors responds:]

Dr. Ray has touched on one of
the more controversial issues

in our report: Which of the 2 Ko-
rotkoff sounds, phase IV or phase V,
should be used to define diastole in
pregnancy?

During our consensus delibera-
tions, we looked for publications that
correlated the Korotkoff sounds to a
gold standard of arterial intravascular
diastolic pressure measurements. Un-
fortunately, our search yielded con-
flicting results,1–4 some data showing
that the Korotkoff phase IV sound
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was a more reliable reflection of the
true intravascular diastolic pressure as
determined by invasive techniques,
and other data favouring the phase V
sound.

There is little doubt that the Ko-
rotkoff phase IV sound is subject to
greater interobserver and intraob-
server variability than the phase V
sound,5 but the latter may occasion-
ally be falsely low.6 Although diastolic
pressure measurements as deter-
mined by the phase IV sound may be
5 to 8 mm higher than those deter-
mined by the phase V sound,5 the dif-
ference is reduced in hypertensive
states of pregnancy.7

Faced with a lack of reliable data to
support adopting either the phase IV
or the phase V sound, the members of
the consensus group felt that the
phase IV sound, by virtue of its being
slightly higher than the phase V
sound, might offer a wider margin of
safety in initiating surveillance for the
possible complications of hyperten-
sive disorders of pregnancy. Most so-
cieties and interest groups, as well as
many leading authorities in the study
of hypertension, have recommended
using the phase IV sound to deter-
mine diastole in pregnancy.

Recommending that clinicians
record both sounds is not an original
idea. The American National High
Blood Pressure Education Program
Working Group on High Blood Pres-
sure in Pregnancy8 recommended that
both sounds be recorded.

Canadian research in this area is
urgently needed. Our recommenda-
tions will be revisited in the future,
especially when more evidence be-
comes available.

Michael E. Helewa, MD
Head of Clinical Obstetrics
Associate Professor
University of Manitoba
Winnipeg, Man.
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Resource allocation 
and the Code of Ethics

In the article “Bioethics for clini-
cians: 13. Resource allocation”

(Can Med Assoc J 1997;157[2]:163-7),
Dr. Martin McKneally and col-
leagues state “The clinician’s goal is
to provide optimal care within the
limits imposed by the allocation of
resources to health care generally and
to the institution, program and spe-
cific situation in which an individual
patient is treated.” Any physician who
follows this advice would violate the
CMA’s Code of Ethics, the first
canon of which is “Consider first the
well-being of the patient.”

The concept of resource alloca-
tion also raises the question of the
fundamental nature of medicare in
Canada. If we have state medical
care, then despite the Code of Ethics
one could possibly support Mc-
Kneally’s thesis. However, if we have

medical care insurance, then the 
thesis is unsupported. Furthermore,
in Saskatchewan we know that the
coverage for physician services is in-
surance and not state medicine. A ju-
dicial ruling has said so.

Marcel A. Baltzan, OC, MD, CM
Baltzan Clinic
Saskatoon, Sask.

[One of the authors responds:]

Dr. Baltzan raises the central issue
in resource allocation that trou-

bles every caregiver. Does the physi-
cian’s fiduciary obligation, expressed
in the CMA canon discussed by
Baltzan, require us to “do everything
that may benefit each patient without
regard to costs or other societal con-
siderations”?1 Can we simultaneously
ignore the potential harm to other
patients, including some we ourselves
will be forced to treat suboptimally
because of our earlier expenditure of
finite resources? Our answer to both
questions is No.

“Consider first the well-being of
the patient” is a prima facie princi-
ple, one that provides sufficient
moral guidance at first view, unless it
is refuted or modified by other rele-
vant facts, principles or contextual
features. Just as we reluctantly harm
patients when we perform a
venipuncture to achieve a necessary
benefit, we must reluctantly limit the
allocation of resources to our indi-
vidual named patients because the
overall good of the community re-
quires us to participate justly in the
allocation of its resources. Morreim2

has argued persuasively that physi-
cians can generously dispense what
is theirs to control and to give: their
knowledge, care, skill and diligence.
However, they must turn to society
for dispensation of technological and
other costly resources. Physicians
are not members of a special class
that has the right to allocate re-
sources that they do not own and
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