
As a child, I remember watching 
intently my pediatrician’s steel

stethoscope as it swung back and forth
on his neck, like a hypnotist’s pendu-
lum, lulling me into a near-panicky
dread of its cold metallic shock on my
skin. Then, just before he placed it on
my chest — I would brace myself, every
single time — he would miraculously
remember to warm it up with his
hands. And all fear would be forgotten.

Nowadays, technology has “pro-
gressed”: we do not have those cold
stethoscopes any more. Instead, we
have an armamentarium of much
colder and darker things, like MRI ma-
chines, bronchoscopes and MRSA
masks. Modern textbooks talk about
things like blood samples, CT scans
and MRIs as being “more dependable
than the physical exam,” but that’s not
the point. These tests are the idioms of
a modern medical jargon that patients
simply do not speak. Their language is
the language of the physical exam, how-
ever pointless it may seem to us at
times. In a strange metaphorical way, I
feel that it is now my duty to warm up
the stethoscope, somehow, through ex-

planation and shared concern, to lessen
the cold shock of the unnatural devices
and procedures we now use to help our
patients. The first step in achiev-
ing this is to understand that
our notion of what consti-
tutes caring for the patient
does not necessarily (and
probably does not usually)
coincide with the patient’s
idea of what it is to be
cared for.

Recently, I went to see
a specialist for a recurrent
problem that I have had for
as long as I can remember.
Roughly, our interaction went as fol-
lows: after we introduced ourselves to
one another, I candidly told him exactly
what the problem was, detailing it as
any self-respecting medical student
would. He acknowledged the problem
and proceeded to ask me exactly how I
would like things to be: essentially, what
I thought he could do for me. After this,
he took a moment to consider the prob-
lem, comb through the details and cut
to the heart of the matter. He posed a
few more questions and pondered fur-

ther. Next, he offered his expert opinion
and treatment plan and asked if I under-
stood and agreed with his strategy. Fi-

nally, he proceeded with an exten-
sive examination and the first

treatment. Before I knew it,
conversation was flowing
freely, taking root in the
frivolous banalities of
small talk and blooming
— an hour later — into
the sharing of views and

goals and, indeed, the shar-
ing of many personal stories,
as between friends. The

power differential between the ex-
pert and his subject, and the disempow-
ering act of sharing a personal concern
with a stranger and putting myself “in
his hands” seemed much easier now that
the expert was also a person. 

Before I left that day, I scheduled an-
other haircut in six weeks and won-
dered, “Why can’t doctors be like that?”

Room for a view

Specialists

F
re

d 
S

eb
as

tia
n

Samir Gupta
Internal medicine resident
McGill University
Montreal, Que.

CMAJ • AUG. 21, 2001; 165 (4) 457

The Left Atrium  


