PERSPECTIVE

Smoking Ban — Made in Ireland, for Home Use and for Export

dation, the Irish Cancer Society, the Irish Heart
Foundation, the employers’ organizations, and the
trade unions. These organizations put forward the
case for the new law in a variety of forums, including television and the print media and public debate. The minister for health and children visited
New York and was gratified to learn that many of
the problems that were anticipated by opponents
of the ban had not occurred in New York after the
implementation of its smoking ban.
When it was obvious that the law would indeed
be implemented, attempts were made to introduce
exceptions. Some exemptions were eventually included, for areas that might legally be considered a
person’s “home,” such as hotel rooms, prison
cells, and nursing homes. The debate over exemptions resulted in two changes in the date of implementation — a cause of much anxiety at the time.
The threat of legal action by the hospitality industry
also caused some concern. However, the minister,
the government, and all the political parties held
firm, and with the help of the employers’ organizations, the trade unions, and the nongovernmental
organizations, and especially the support of the
Irish public, the law banning smoking in the workplace, the first of its kind in Europe, was implemented.

One of the great fears of the ancient Celts was
that the sky would fall and crush them. After March
29, 2004, the sky did not fall in, and the Irish people did not become any more or less sociable, nor
was revolution being planned in this country that
has seen its share of revolution. The law banning
tobacco use in the workplace was supported by the
majority of the population, smokers and nonsmokers alike. The smokers who now had to go outside
to smoke did so without acrimony, and the Garda
Siochána (Irish police force) reported no upsurge
in assaults in bars due to requests that people not
smoke. Bear in mind, however, that we are talking
about April, when the weather in Ireland is reasonably mild. Will the attitudes of smokers change
when they are forced outside their favorite bar to
smoke in the rain of an Irish winter? Perhaps, but
they may reconsider the wisdom of smoking when
they discover the difficulty of lighting up a cigarette
in a lashing downpour while their friends are inside
beside a roaring fire, drinking their low-calorie,
nonalcoholic drinks. That last part may seem improbable, but wait: the minister is now turning his
attention to the problems of binge drinking and
obesity in the Irish population. Is no vice safe?
From the Department of Medicine, Royal College of Surgeons in
Ireland, Beaumont Hospital, Dublin.

Torment
Danielle Ofri, M.D., Ph.D.
I groan when I catch sight of her name on the patient roster. Nazma Uddin. Not again! She is in my
clinic office almost every month. I dread her visits,
and today is no exception. A small, plump woman,
Mrs. Uddin is cloaked in robe, head scarf, and veil,
all opaque blue polyester. Only her eyes peer out
from the sea of dark blue. She is trailed, as usual, by
her 11-year-old daughter Azina, who wears a lightgreen gown with a flowered head scarf pinned under her chin but no veil covering her solemn, bespectacled face.
Mrs. Uddin flops into the chair next to my desk,
with a postural sprawl that is almost teenagerly.
Azina perches on the exam table, her white Nikes
peeking out from under the full-length gown. Mrs.
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Uddin unsnaps her veil — something she does only
with her female doctor — revealing her weathered
cheeks, and the litany begins. “Oh, doctor,” she
says, pinching the sides of her head with skin-paling
force, “the pain is no good.” After this brief foray
into English, she slides into Bengali, aiming her
barrage of complaints at Azina, who translates
them to me in spurts while fiddling with her wirerim glasses. There is abdominal pain and headache,
diarrhea and insomnia, back pain and aching feet,
a rash and gas pains, itchy ears and a cough, no appetite. And more headache.
The feeling begins: a dull cringing in my stomach that gradually creeps outward, until my entire
body is sapped by foreboding and dread. I feel my-
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self slipping into her morass, and the smothering
sensation overcomes me. If she doesn’t stop, I will
drown in her complaints.
I fight it, but it seems impossible. I know that I
should be focused on Mrs. Uddin’s words, but I fear
for my sanity and my ability to get through this visit
and move on to the next 10 patients.
And so I begin to filter. I begin to ignore a certain percentage of what is being said, nodding
vaguely, murmuring off-handedly — shortcuts to
suggest that I am engaged but that are merely
smokescreens to keep her at bay. I scan the computer while she moans about her shins and her coccyx,
and I see that she has been to the Neurology Clinic,
Rehab Clinic, Pain Management Clinic, Gynecology Clinic, Podiatry Clinic, GI Clinic . . . all in the
five weeks since I last saw her.
“Doctor,” she is pleading with me, now in English, and I hurriedly refocus on her. “Why so much
pain?” The leathery grain of Mrs. Uddin’s skin and
her seemingly permanent submersion in the world
of the sick make me think of her as elderly. I am always shocked when the computer reminds me that
she is 35. “Why, doctor, why?” Her laments are
punctuated by the resonant thud of Azina’s sneakers banging repetitively and absentmindedly against
the metal exam table.
When not translating, Azina gazes at the posters in my office — cheap miniature museum prints
by Monet, Wyeth, and Hockney that are nonetheless bolted to the wall. Her eyes drift over to my
desk, with its piles of papers, journals, memos,
and prescriptions. Our eyes accidentally meet, but
her expression is mute and mine surely exudes frustration. Azina turns away quickly and begins fingering the crinkly white paper covering the exam table.
I desperately want to get Mrs. Uddin out of my
office. I dread my visits with her, and it is increasingly difficult to mask my annoyance. Like all the
other doctors who see Mrs. Uddin, I’m anxious to
write a few more referrals or a few more prescriptions just to get her out of my hair.
The truth is I can’t do anything for Mrs. Uddin.
I’ve talked to her endlessly about stress and depression, which I am sure underlie many of her pains,
but she never follows through with the psychiatry
referrals or antidepressant prescriptions. Her resistance to my efforts sometimes makes me feel as
though she is in a personal battle against me.
I start to resent her, to hate her, to hate everything about her. I hate to see her name on the ros-
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ter. I hate to see her in the waiting room. I hate the
whine in her voice that is detectable even when she
is speaking Bengali. I hate that she keeps her daughter out of school to facilitate her wild overuse of the
medical system.
And I hate how she makes me feel so utterly
useless.
Whenever I’ve tried to treat one complaint, another bursts to the surface like a mocking hydra: an
antacid temporarily relieves her stomach pains, but
then she will have palpitations. A migraine medication partially assuages her headache, but then she
will have intractable hiccups and swollen knees.
“I can’t breathe,” she says. “I don’t eat. I don’t
sleep.”
Well, if that’s truly the case, I want to retort, how
is it that you are still alive?
I stop listening to what she says. I stop believing
what she tells me about her symptoms. Stop it, I
want to yell at her. Just stop complaining. Go away.
Stop bothering me. You know and I know that this
is hopeless.
I shudder as I realize that I am slipping too far.
The annoyance and resentment are getting the better of me. I wish she would just disappear — out of
my office, out of my hospital, out of this city, off this
planet. How is it that she emigrated thousands of
miles from her obscure village in Bangladesh to end
up precisely in the catchment area of our clinic, and
then in my office when there are 150 other medical
attendings and residents she could have been randomly assigned to?
Why, I plead with myself, can’t I unearth some
grain of humanity? Why can’t I put my feelings
aside to help a patient in need, no matter how annoying?
Back at our first visit — if I can even remember
that far — I was probably compassionate. I’m sure
I asked open-ended questions and responded with
concern to each of her problems.
Now I am the model of the curt, hyperefficient
doctor. I ask as few questions as possible for fear of
eliciting new, unsolvable complaints. I avoid eye
contact. I focus on the computer, tuning out her
words, as I copy from my previous note: “multiple
somatic complaints, noncompliant with recommendations for psychiatric therapy.”
I have tried to prioritize her complaints. I have
tried setting modest, attainable goals. I have tried
to reassure her of her basic good health. I have tried
to set limits by refusing to order the tests she re-
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quests. I have tried to placate her by ordering every
test she requests. I have tried to help her see the
connection between stress and symptoms. Nothing
helps.
And now I am angry.
“You are healthy,” I say to Mrs. Uddin sternly.
No reaction.
I turn to the daughter, with antagonism rising
in my voice. “Tell your mother that she is basically
healthy, and that most of these symptoms are probably related to depression, and that she needs to see
the psychiatrist.” Azina’s face is blank as she translates.
After speaking, the daughter looks down at her
sneakers, her light veil tumbling over her shoulders
as she lowers her gaze. “Are you almost finished?”
she asks.
It takes me a moment to realize that Azina is
talking to me. This is the first time Azina has ever
addressed me directly.
She looks up at me. “I have to take her home
on the bus, and then I have to take another bus to
school. I don’t want to miss the whole day.”
“Can’t your mother come to the clinic by herself ?” I ask, a bit less testily. “We do have interpreters available.”
“My mother is afraid to go out by herself,” Azina
says, in a voice that wants to be belligerent but is
too weary. “My brother is in college and my father
works, so I have to take her to the doctor.” She stares
back down at her sneakers, which have stopped
banging and are now wriggling from side to side.
I turn from the computer for a moment and really look at Azina. Her eyes are smooth sandalwood,
magnified into iridescent disks by the thick lenses of
her glasses. “What is it like at home?” I ask, quietly.
This is the first time I’ve ever addressed Azina as
anything other than her mother’s mouthpiece.
“She doesn’t do anything,” Azina mumbles.
“She just sits there.” Azina’s face has a prepubescent chubbiness that is somehow incongruous with
the seriousness of her head scarf and glasses.
I turn in my chair to face her directly. Tears begin
to slide down her cheeks, and her voice rises in a
warble. “She doesn’t say anything to us. She doesn’t
cook dinner anymore. She doesn’t go anywhere.”
My mind begins to paint a picture of the Uddin
home, and I see a little girl cut off from her mother,
reeling in the wretched vacuum that depression
creates — a child conscripted to be the fulcrum of
cultures, illnesses, and torments, all while trying to
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complete fifth grade. I am mortified, now, that I
was so consumed with my own feelings of being
overwhelmed, when before me sits a child who is
drowning — a child grasping the rickety timbers
that can barely support her mother and that threaten to sink them both.
It is the innocence of this pain — its simplicity
— that both shocks me back to reality and humbles
me. I realize that never, in all my visits with Mrs.
Uddin, have I paid any attention to Azina; she was
always a mere appendage to her mother’s appointments, trailing along, obediently translating and
directing, as so many first-generation children do.
In medicine we always seek objective data to
confirm a diagnosis, something that is often tricky
with “difficult” patients. But Azina is the objective
data, the stark evidence of the magnitude of my patient’s pain. Though I’d like to write Mrs. Uddin off
as just another complainer, as one who can’t hiccup without demanding an MRI, she is truly suffering. Her daughter is truly suffering.
I am not suffering.
I am actually the complainer. I’m the one who
can’t face this patient without immediately rolling
my eyes and turning off my compassion. The reality is that I am profoundly discomfited by my inability to treat Mrs. Uddin, and she is simply the thorn
that continually reminds me how limited my skills
can be.
Though physicians inquire about patients’ social history as part of the full medical interview, it
is usually given only lip service. We tend to view our
patients as just that: patients. They exist only in our
office, on our wards, in our clinics. We forget that
99 percent of their lives are lived — or suffered —
without us. We often react as though their illness is a
personal battle between doctor and patient, when,
in fact, we are bit players. The real battle is between
the patient and his or her world: spouse, children,
work, community, daily activities. It is within this
grander tapestry that the threads and snags of
bodily dysfunction introduce rents in the fabric,
even wholesale unraveling. It is often only when we
are allowed to glimpse the greater weave of our patients’ existence that we can truly understand what
illness is.
I take the hands of both Azina and her mother,
for they are both my patients now. “Depression is a
painful illness,” I say. “Broken souls hurt as much
as broken bones, and the pain spreads to everyone
around them.” I explain about antidepressant med-
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ications and the importance of psychotherapy, and
we negotiate a contract for treatment. This time, I
include a stipulation that Mrs. Uddin come alone or
with her husband, that Azina must stay in school.
Azina wipes her tears. Mrs. Uddin gathers her
papers and snaps the veil back over her face. She
promises to take the medications and to see the
psychiatrist.
Of course, we have been down this road many
times before, and I won’t be surprised if she’s back
next month with a new physical ailment, not taking
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her antidepressants, having missed the appointment with the psychiatrist. And I won’t be surprised if I, again, dread the visit.
But I think, or at least I hope, that I will no longer view Mrs. Uddin as a personal torment. Azina has
cured me of that.
(Identifying details about the patient have been changed to protect her privacy.)
From the Department of Medicine, New York University School of
Medicine and Bellevue Hospital, New York.

Chronic Thromboembolic Pulmonary Hypertension —
Not So Rare after All
Irene M. Lang, M.D.
Chronic thromboembolic pulmonary hypertension
(CTPH) is believed to result from single or recurrent
pulmonary thromboemboli arising from sites of
venous thrombosis. The occurrence of CTPH after
a diagnosis of acute pulmonary embolism has been
considered to be rare. A recent article in the Journal
estimated that CTPH occurs in 0.1 to 0.5 percent
of cases of acute, nonfatal pulmonary thromboemboli.1 The natural history of pulmonary thromboemboli includes total resolution or resolution with
minimal residua and restoration of normal pulmonary hemodynamics within 30 days in more than
90 percent of patients. Repeated catheterization
after acute pulmonary embolism has led to the observation that right heart pressures return to nearnormal values in most patients within 10 to 21 days.
However, echocardiographic data have indicated
that more patients than previously reported have
persistent pulmonary hypertension after an acute
pulmonary embolism. In this issue of the Journal,
Pengo et al. (pages 2257–2264) report that the cumulative incidence of CTPH was 3.8 percent in a
careful, prospective, multicenter, cohort study with
a median observation period of almost eight years.
The initial thromboembolic event is asymptomatic in most patients with CTPH.1 For example, 90
of 142 consecutive patients (63 percent) who were
followed at my institution did not have symptomatic venous thromboembolism (unpublished data).
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Therefore, the true incidence of CTPH may be even
higher than that in the cohort of patients with
symptomatic venous thromboembolism who were
studied by Pengo et al. In patients with CTPH,
thromboemboli do not resolve, but rather form endothelialized, fibrotic obstructions of the pulmonary vascular bed, including the major branches.
After a period of months to years, during which the
patient has no clinical symptoms, dyspnea on exertion develops. The clinical deterioration parallels the
loss of right ventricular functional capacity.
CTPH does not share such important characteristics of venous thromboembolism as the traditional risk factors involving the coagulation system1 or
systematic evidence of deep venous thrombosis,
which has led to the speculation that CTPH is not a
thromboembolic disease. In fact, there is a striking
difference in macroscopical appearance between
the thromboembolic material removed during pulmonary thromboendarterectomy and the acute pulmonary emboli retrieved during a Trendelenburg’s
embolectomy (see Figure). CTPH thrombi comprise
mostly whitish, organized tissues that are tightly
attached to the pulmonary arterial medial layer,
replacing the normal intima. In contrast, pulmonary emboli are red, fragile thrombi that adhere
loosely to the pulmonary arterial wall. Therefore, a
critical question is why thrombi persist in patients
with CTPH.
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