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Answers to your questions from medical experts

Giving up mercury blood pres-
sure (BP) instruments may be
too extreme. Rather, it would be
more appropriate to rethink
how, when, and by whom mer-
cury sphygmomanometers are
used.

The validity of readings from
any device are limited by the
equipment, methodology, and
patient. Whether a mercury or
an aneroid (dial-type) sphygmo-
manometer are used, the accu-
racy of the reading depends on
close to 20 assumptions being
met; many relate to those taking
the reading.

Many accuracy issues can be
avoided by using an automated
device in the clinic. Some auto-
mated devices take multiple
readings and can be activated
by the patient, without clinic
personnel present.

With a fully automated device
capable of taking multiple read-
ings, once patients are fitted
with the correct cuff and
instructed on how to remain
positioned, seated, and quiet,
they can activate the device
themselves. After the series of
readings are complete, they can
be reviewed by the physician or
clinic personnel to ensure blood
pressure has stabilized.

Most devices, even the auto-
mated ones, have their limita-
tions. Arrhythmias, for exam-
ple, may cause errors or erro-
neous readings. However, even
manual measurements usually
require many extra readings to
detect arrhythmias.

The medical/scientific commu-
nity does not have complete
data on the accuracy of auto-
mated devices in special popu-
lations, such as young children,
pregnant women, or obese or
frail adults. Furthermore, auto-

mated devices need to have
their accuracy checked annual-
ly, at the very least. 

One good way to check the
accuracy is to connect the
automatic device to a sphyg-
momanometer of known accu-
racy; a mercury device or prop-
erly calibrated aneroid device is
perfect for this. 

If you choose to purchase an
automated device, you may
wish to verify which devices
have been independently vali-
dated for accuracy in an adult
population. This information
can be obtained by selecting
BP devices at www.dableduca-
tional.com.
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1. Is it time to give up mercury blood pressure
instruments? What are the choices?
Question submitted by a GP in Toronto, Ontario
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If myocardial infarction (MI) is
confirmed by an electrocar-
diogram (ECG), or if no ECG
can be done, call 9-1-1
immediately; there isn't much
that can be done safely for
these patients in most
offices. Getting them  to the
nearest emergency depart-
ment (ED) is critical. 

Do not, (as I have seen twice
this past year) have patients,
or their partners, drive to the
ED.

Check the patient’s pulse,
blood pressure, and respira-
tory status. If vital signs are
stable after treatment with
regular  acetlysalicylic acid,
160 mg to 325 mg (chewed,
not just swallowed), give the
patient nitroglycerine sublin-
gually. The nitroglycerine can
be repeated at five-minute
intervals, as long as pain per-
sists and blood pressure
remains above 100 mmHg. 

I would not initiate other
medications, such as a beta
blocker or clopidogrel at this

time. These decisions need
to be made in the ED. 

Finally, call the ED to which the
patient will be taken. Informing
the doctor on duty of who is
coming and what you have
found and done are invaluable
in shortening the decision time
for reperfusion.
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