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community respond to spurious 
claims about the risks of the vac-
cine by refusing to vaccinate their 
infants, further outbreaks will oc-
cur even in industrialized coun-
tries.
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No Refuge for the Ailing
Ranjana Srivastava, F.R.A.C.P.

The still, oppressive heat of the 
afternoon seems to magnify 

the queue of waiting patients. A 
young woman separates herself 
from the crowd.

“Excuse me, Doctor, how long 
will you be?”

I answer with a f licker of an-
noyance, “I am not sure, but I will 
see you.”

An hour later, it is her turn. 
She looks far too well, I silently 
judge. The well worried. She 
springs from her seat at the sound 
of her name but moves away from 
me toward the stairs. There, she 
utters a rapid command in a for-
eign tongue before turning apol-
ogetically toward me. Before I can 
greet her, a scarf-clad head comes 
into view. It belongs to an elderly 
woman physically supported by 
aides on each side. The aides stop 
on the landing, then wordlessly 
and cautiously lift her up to carry 
her into the only chair in my of-
fice. Her features are wizened, 
her frame more shrunken than 
the six decades indicated on her 
chart would predict. Her eyes are 
dull, opaque, her face a repository 
of apprehension, anxiety, perhaps 
worse. She periodically glances at 
her daughter, but mostly she keeps 
her face averted as we settle into 

the consultation. The daughter 
speaks for her.

“I am sorry if I was rude, Doc-
tor. My mother has breast cancer, 
and she was waiting downstairs 
for a long time. We can’t afford to 
see anyone. We need your help.”

I am caught unaware.
This is a refugee clinic, run out 

of a makeshift health care facil-
ity as bare as any in the Third 
World. Volunteer physicians bring 
their own equipment and, often, 
spare drug samples. Limited num-
bers of doctors and meager do-
nations mean that we can barely 
treat hypertension, eczema, and 
headache; we are rarely able to 
provide refugees with anything 
remotely resembling the standard 
of care.

“We don’t do cancer,” I want 
to say, keen to end the conversa-
tion right there.

“Doctor, my mother has no 
one. We can’t pay the specialists. 
The emergency room bills us if it 
doesn’t turn us away. They said 
you would help.” Her tone com-
bines pleading with frustration 
and accusation. The mother winc-
es with pain. The daughter solici-
tously measures out some mor-
phine. As the patient swallows it 
with a wry face, the daughter 

murmurs, “This is the last mor-
phine. We have to wait now un-
til . . .”

“Until . . . ?”
“Until my husband’s disability 

pension arrives.”
She brusquely runs her hand 

across the involuntary tears that 
have started. Her mother’s hand 
surreptitiously reaches out to com-
fort her. In that moment, the enor-
mity and heartache of the situa-
tion descend on me, and Mrs. 
Habib becomes my patient.

Having lost all the male mem-
bers of her family through war, 
Mrs. Habib arrived from Afghan-
istan to live with her only daugh-
ter, an Australian resident. Here, 
her application for refugee status 
was denied on grounds of insuf-
ficient evidence, thus denying her 
access to any form of government 
support, including food, shelter, 
employment, and health care. 
While the decision is appealed on 
humanitarian grounds, a process 
that can take years, the restric-
tions continue. Reliance on the 
family’s small earnings worked 
until she developed cancer. A pub-
lic hospital provided her with a 
free mastectomy but no follow-up. 
Now she is riddled with painful 
bony metastases. I read letters 
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from physicians noting her in-
ability to pay and theirs to con-
tinue her care. The documents 
mark a trail of disappointment.

I feel burdened by the realiza-
tion of what I am undertaking. 
How will I adequately stage or 
treat Mrs. Habib’s cancer? Where 
will her drugs come from? What 
will happen when she becomes 
terminally ill? The near-empty 
drug cupboard stares at me in-
solently. Reminders of past battles 
to achieve a modicum of care for 
less sick refugees fill me with a 
sense of foreboding. Distracting 
myself from the panic, I state 
aloud, “First, we need to control 
your pain. Then we can think 
about other things.”

The clinic nurse locates an un-
used pack of donated morphine 
tablets and calls a local pharma-
cy to dispense morphine liquid at 
the clinic’s expense. She also men-
tions a pharmacist who is willing 
to supply tamoxifen at cost. Mrs. 
Habib still carries the prescription 
that she could never afford to fill. 
The nurse kindly reassures the 
daughter that the clinic will do 
everything it can to ensure Mrs. 
Habib’s comfort. I tell myself we 
will succeed.

“How long does she have, 
Doctor?”

“Without knowing the true 
extent of her disease, I can’t re-
ally say.”

Fresh tears arise from the 
daughter’s eyes. “Can you see 
what it’s like not knowing?”

I nod mutely, troubled by her 
grief and my growing concern.

A fortnight later, Mrs. Habib 
is back, this time with severe head-
aches and vomiting.

“It must be the morphine,” I re-
assure her. “She needs a full work-
up,” I chide myself.

The nurse sets about finding 
a laboratory that will run some 
basic tests free of cost — most 
claim that it is against their pol-
icy or simply refuse. Then, with 
patient and daughter watching, I 
receive a telephone call from the 
pharmacist who gave us the ta-
moxifen. He comes straight to the 
point.

“My colleagues warn that I 
could be de-registered for provid-
ing tamoxifen to an illegal. I have 
to get it back. And Doctor, per-
haps you ought to consider how 
far you want to help these people 
— you are only starting out.” 
Appalled and incredulous, I fling 
the tamoxifen I was about to dis-
pense into its box along with the 
near-expired bunch of donated in-
halers.

“Thank God my mother doesn’t 
understand English,” whispers the 
daughter, a mortified witness to 
the exchange. Anger, shame, and 
remorse collide within me.

An hour of phone calls later, 
I have located a radiologist who 
agrees to sign off on a free CT 
scan of the patient’s brain. He tells 
me he was once an immigrant 
himself. When Mrs. Habib returns 
with a normal report, I am both 
relieved and disappointed. I have 
needlessly squandered a precious 
favor. The thought makes me feel 
petty.

Mrs. Habib’s vomiting persists. 
In the succeeding weeks, the clin-
ic pays for a panoply of antiemet-
ics, nutritional supplements, and 
morphine, and her family resigns 
itself to her symptoms as a real-
ity of cancer. But as the disease 
advances relentlessly in the ab-
sence of any treatment, another 
challenge arises, with an urgent 
need for palliative radiotherapy 
for her cancerous hip. The nurse 

worries that the clinic’s money 
will run out if the heavy use of 
morphine continues. With a wait-
ing list for radiotherapy at the 
best of times, I see little chance 
of convincing anyone to provide 
free service, but a few days later, 
we strike luck. As we bundle up 
a frail but grateful Mrs. Habib, 
it seems inappropriate to remark 
on how fortunate she is.

The months pass, as she holds 
on precariously to life in the de-
voted care of her daughter. The 
refugee clinic becomes the fam-
ily’s sanctuary, a source of prac-
tical assistance and simple good-
will. Our supplies — of kind 
service providers and of donated 
funds — dwindle. By day, I bol-
ster the daughter’s hope that her 
mother will not suffer; by night, 
I fret with the nurse about how 
much longer we can sustain the 
promise we only half-manage to 
honor at the best of times. I watch 
the holiest of my aspirations, to 
comfort the sick, turn sour in the 
face of a woman who is a refugee 
first and a patient second.

On other days, my job as an 
oncologist seems far easier. I in-
volve my other patients with breast 
cancer in treatment decisions that 
take advantage of an ever-expand-
ing set of tools, and I am filled 
with a sense of gratification for 
both them and myself. I readily 
abandon medications in favor of 
others that may or may not be 
marginally better. “It’s worth a 
try” is the mantra of many des-
perate patients and their hopeful 
physicians. Multidisciplinary teams 
ponder their care, their suffering 
made all the more real by the noisy 
confluence of multiple opinions. 
To me, all the women look like 
Mrs. Habibs. But the difference 
between Mrs. Habib and other 
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women with breast cancer is pa-
tently obvious. Those women are 
legal residents, their disease legiti-
mate, and their care our duty.

But where, really, does our duty 
as physicians lie? Is it contained 
within the limits of what is con-
venient, or is every physician also 
an advocate? Is it conscionable to 
treat one patient with hundreds 
of thousands of dollars worth of 
drugs while another dies an in-
human death for lack of pallia-
tion? As borders worldwide be-
come porous and more ordinary 
physicians in developed countries 
are exposed to sick refugees with 
neglected rights, the medical pro-
fession will increasingly be faced 
with the moral dilemma of ad-

dressing their health. As I cared 
for Mrs. Habib, the vociferous po-
litical debate about refugees and 
their entitlements faded into the 
background, replaced only by the 
uncomfortable realization that I 
was prevented from doing for one 
sick patient what I routinely did 
for others. I kept thinking what 
a hollow victory it seemed to laud 
the dizzying advancements in the 
profession while we turned a blind 
eye to the basic medical care of 
the disenfranchised.

Consumed by rampant dis-
ease and defeated by uncontrolled 
symptoms, Mrs. Habib died one 
year after I met her. On the first 
anniversary of her death, I re-
ceive an unexpected call from her 

daughter, whose gratitude to the 
clinic remains undiluted. We speak 
fondly and emotionally of her 
mother, recollecting her brave 
fight. I wonder if the daughter 
has ever had the opportunity to 
discuss her mother’s death. About 
to hang up, she says with utmost 
sincerity, “Doctor, no one told me, 
but I know that my mother cost 
the clinic a thousand dollars each 
month. It must be good to have 
that money for other refugees.”

A stray reflex platitude freezes 
on my lips. The truth stings, but 
she is right.

Dr. Srivastava is a medical oncologist and 
internist in Melbourne, Australia.
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