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An HistoricAl note

All readers of this Journal have had their lives 
touched by Dr. Jack Morris. Dr. Morris ran the 
gynecology service at Yale for over 30 years, and 
his influence is still felt today, every time we 
prescribe emergency contraception, discuss the 
staging of a patient with cervical cancer, or treat 
a patient with testicular feminization. Dr. Kohorn, 
who worked with Dr. Morris for many years, has 
written a very readable biography of Dr. Morris’s 
career. I know you will enjoy it.

John MClean Morris: a Professional 
and biograPhiCal skeTCh

Ernest I. Kohorn, MChir, FRCS, FRCOG, FACOG 
Reprinted with permission, 2009 Copyright Conn Med 
2009; 73(4):223-7.

Doctor John Morris came to the Department of 
Obstetrics and Gynecology at Yale Medical School 
in 1952. He was invited to establish a department 
of surgical gynecology and gynecological cancer. 

John Morris was born in 1914 to a United States 
missionary family in Kuling, China (1). His father, 
DuBois S. Morris, was a Presbyterian minister 
who had gone to China to help found a mission 
station in Anhwei Province in central China in 
1898. The family’s direct ancestry included John 
and Priscilla Alden of Plymouth and also John 
Morris, the first grantee of the New Haven Colo-
ny. His maternal grandmother was an Ely, possi-
bly related to the Yale professor of medical theory 
and practice at the turn of the 19th century, John 
Slade Ely, for whom the personal professorship 
awarded to Dr. Morris is named. 

The family returned home to the United States 
for the schooling of their children. Jack, as Dr. 
Morris was known, went to Hotchkiss and then 
to Princeton University, graduating with honors 
in 1937. At Harvard Medical School he also gradu-
ated with honors in 1940. That summer he volun-
teered to join the Fahnestock Expedition as the 
physician aboard a three-masted schooner that  

 
 
 
 

explored the South Pacific to collect specimens 
of birds for the American Museum of Natural 
History. These are still in the Museum’s Whitney 
Hall. After visiting islands from Samoa to New 
Caledonia, the vessel was wrecked at the south-
ern tip of the Great Barrier Reef. The crew mem-
bers had to find their own way home. Dr. Morris 
managed to find passage on a New Zealand troop 
ship from Sydney, Australia, and arrived in Boston 
just in time to begin his residency in surgery at 
Massachusetts General Hospital. A year later, in 
1942, when the United States entered World War 
II after Pearl Harbor, he volunteered to serve in 
the Navy and in the next three years spent time 
visiting all the islands he had missed during his 
first visit to the Pacific. In 1946 he finished his 
naval tour as a lieutenant commander. 

Dr. Morris returned to the Massachusetts Gen-
eral Hospital residency program (with a monthly 
salary of $83.33) and was then invited to serve as 
assistant in surgery to Dr. Joe V. Meigs. Meigs’ 
service at that time was a surgical service that 
included gynecology. While the British Royal 
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College of Obstetrics and Gynecology had been 
founded in 1929, the American College of Obste-
tricians and Gynecologists was not founded until 
1951. Dr. Morris was therefore boarded in sur-
gery but not obstetrics and gynecology. When he 
came to New Haven in 1952, the hospital insisted 
that he must have boards in Gynecology and Ob-
stetrics. The American College of Obstetricians 
and Gynecologists then required that he give up 
his Surgical Board Certification before it permitted 
his taking the Obstetrics and Gynecology Board 
examinations. Only many years later was this 
insistence rescinded. 

At Massachusetts General Hospital’s surgery 
service, Doctor Joe Meigs’ assistants were 
the “greats” in American gynecology. Howard 
Ulfelder, Francis Ingersoll, Langdon Parsons, John 
B. Graham, Tom Green and later Tom Griffith were 
the “fathers” of modern gynecological surgery 
in the United States. When Dr. Meigs visited 
Sweden and Yugoslavia in 1951, John Morris 
went with him and they had the opportunity to 
spend time with Hans Kottmeier who was then 
the Chief of the Radiumhemmet in Stockholm at 
the Karolinska Hospital. Kottmeier had devised 
a system of radium brachytherapy that was the 
contra-punctum of the Paris-Curie School, using 
high-dose/short-time radium brachytherapy in 
contrast to the Curie system that used low-dose 
for a longer time. 

From Stockholm, Meigs and Dr. Morris went on 
to Belgrade in Yugoslavia where Emil Novak had 
done the most radical Wertheim hysterectomies 
in the world at that time. It is of note that in the 
early 1950s the morbidity from radical hysterecto-
mies for carcinoma of the cervix was significantly 
high – 4% to 10% – mainly because of ureteric 
fistulae, consequent on devascularization of the 
ureter because of the then operative technique. 
His visit with Kottmeier persuaded Dr. Morris that 
radiation therapy might be a reasonable alterna-
tive to radical hysterectomy. He therefore next 
spent an elective year as an American Cancer So-
ciety Fellow in Stockholm at the Radiumhemmet. 

 
 

The use of radium for carcinoma of the cer-
vix was, of course, initiated by Eve Curie. It is 
remarkable to recall that in the early days the 
radium pellets were imbedded in the corks of 
wine bottles that were inserted into the patient 
each morning and removed each evening with the 
procedure repeated the next day. As mentioned, 
this was associated with low-dose “prolonged” 
therapy. At the Radiumhemmet, management of 
radium application for cervical cancer was as-
sociated with a “higher dose for a shorter time.” 
In that institution there were wall cabinets in the 
treatment rooms where the radium was con-
tained in small steel boxes, suitably shielded, that 
were taken from the cabinet at the appropriate 
dose and then inserted into the patient for the 
appropriate length of time. This practice greatly 
impressed Dr. Morris. 

During his time with Meigs, Dr. Morris also ana-
lyzed Meigs’ management results in the surgery 
of carcinoma of the cervix (2). He realized that 
if, by examination under anesthesia prior to any 
therapy, the tumor appeared to extend laterally 
into the cardinal ligaments, this was a different 
situation than when the disease had only spread 
to the vaginal fornix or a little way down the 
vagina. Both these entities were classified by the 
original 1928 classification devised by Dr. Norman 
at University College Hospital, London, as stage 
II. Dr. Morris subdivided stage II carcinoma of the 
cervix into stage IIA and stage IIB. With stage IIA 
no parametrial tumor was palpable at examina-
tion under anesthesia and there was only some 
vaginal tumor. Such a finding permitted excision. 
Stage IIB was associated with palpable lateral 
extension involving the cardinal and uterosacral 
ligaments but not the pelvic side wall. He deter-
mined that stage IIB carcinoma of the cervix was 
more successfully treated by radiation therapy 
with less morbidity, while the stage IIA tumor 
was still amenable to radical surgery. This clas-
sification was later adopted by the International 
Federation of Obstetrics and Gynecology (FIGO) 
and is now universally accepted. Also it was Dr. 
Morris who persuaded the FIGO cancer com-
mittee to classify ureteral obstruction in cervical 
cancer as stage III.
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When Dr. Morris came to New Haven he intro-
duced the radium application system used in 
Stockholm (3). Since there was not sufficient 
radium available, he modified the apparatus used. 
He improvised using a ribbed rubber applica-
tor, which could be trimmed to the shape of the 
vault of the vagina, and the radium pellets were 
inserted manually into the hollow tube of each 
rib. In most cases a four-ribbed applicator was 
suitable for the vault of the vagina while with 
a bigger vault a five-ribbed applicator might be 
suitable. The size and shape of these applicators 
were tailored prior to the insertion of the radium 
into the patient. Each applicator had a central hole 
through which a plastic hollow rod was inserted, 
the length of which was tailored to the size of the 
uterus. The radium sources were placed inside 
this hollow rod and the spacers, consisting of 
gunshot pellets, separated the radium sources. 
The open end was closed with a screw, which 
was attached to a string for easy removal after 
therapy. Dr. Morris also appreciated that there 
were dangers of overdosage in such a system 
and brought with him from Stockholm the tech-
nique of radiation dosimetry, both in the blad-
der and the rectum, after the placement of the 
radium system. By adjusting the position of the 
applicator slightly and changing the gauze packing 
that held the system in the vagina, appropriate 
safety precautions could be implemented. This 
system was in use at Yale from 1952 until the ad-
vent of after-loading techniques in the mid-1970s. 

Even before Dr. Morris arrived at Yale, he had con-
versations with Dean Hugh Long and the Chair-
man of the Department of Surgery, Dr. Gustaf 
Lindskog, about establishing a radiation center to 
serve all clinical departments. When he arrived in 
New Haven he became concerned about the lack 
of a centralized external beam radiation system 
for cancer patients in Connecticut. A committee 
to develop a plan for a radiation therapy center 
to treat cancer in the State of Connecticut was 
established in 1952. This consisted of the Chair-
man of the Medical Advisory Committee of the 
Connecticut Cancer Society, the President of the 
Connecticut State Medical Society, the President  
 
 

of the Connecticut Cancer Society and represen-
tatives from Yale University School of Medicine 
and Yale New Haven Hospital. 

At that time Connecticut had a population of two 
million with no available super-voltage radiation 
therapy and no cancer center. Dr. Morris esti-
mated that there were some 230 cases of cancer 
of the cervix in the state per year and these were 
treated with kilo voltage equipment at any one of 
28 hospitals. He felt that a radiation cancer center 
with appropriate staffing should be created at 
Yale so that an experienced multi-disciplinary 
team could be developed. This is how the present 
Hunter Radiation Center was formed. The donor 
was Robert S. Hunter, then of California, who 
was a Yale graduate of 1911. 

Initially the radiation therapy section was under 
the supervision of the Chairman of the Depart-
ment of Diagnostic Radiology and it was not 
until 20 years later that the medical school set 
up a committee, with Dr. Parker of the radiation 
department of Manchester University in England 
as the special advisor, to determine whether 
radiation therapy should be a separate depart-
ment from diagnostic radiology. Dr. Parker was 
the physicist who, with Dr. Patterson, devised the 
dose regulations for intracavitary radium systems 
so that these were safe for the patient. The com-
mittee recommended separation and this was 
implemented with Dr. Morton Kligerman as the 
first chairman. 

It is noteworthy and of interest that the Hospital 
of Saint Raphael constructed a “modern radia-
tion center” in New Haven in the mid-1950s. This 
had a cobalt unit but no super-voltage equipment. 
Their brochure describing this states that they 
sought cooperation from other medical centers in 
Connecticut and did not succeed in obtaining it. It 
is reported that Yale Medical Center was not pre-
pared for such a joint venture because of concern 
about “conflicts of interest.”
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From the early 1950s to the mid-1970s Dr. Mor-
ris gradually allowed radiation therapy techniques 
to supersede radical hysterectomy for the man-
agement of carcinoma of the cervix, even for 
early lesions. Any external beam radiation that 
was implemented for parametrial disease was 
also carefully tailored and 4.5 gray was never 
exceeded. He realized that increasing the dose 
increased the morbidity without increasing the 
patient salvage. That truism was not documented 
until 1972 by Ingmar Joelsson in Stockholm (4). 
It is fair to say that the morbidity for the radiation 
therapy administered at Yale was significantly low 
(5) due to the close attention and supervision of 
John Morris.

For the management of carcinoma of the uterus, 
Dr. Morris introduced the Heyman capsule tech-
nique, initiated at the Radiumhemmet by Dr. 
Heyman, who was the first director of the institu-
tion preceding Dr. Kottmeier. In Stockholm at that 
time, this procedure was used for the treatment 
of endometrial cancer. In the rest of the world, 
hysterectomy with oophorectomy was accepted 
as the standard treatment. For endometrial can-
cer at Yale such surgery was now preceded by 
one or two preoperative insertions of radium into 
the uterus and upper vagina. For stage I disease 
the five-year survival at Yale was 95%. 

In 1965 Dr. Morris noted that in New Haven, pa-
tients with early endometrial cancer generally had 
surgery performed by gynecologists in private 
practice while patients with more advanced dis-
ease were referred to the University Gynecology 
Service. Dr. Morris asked two of his assistants 
to investigate why this was so. It was discovered 
that the patients with early stage I disease gener-
ally had well-differentiated grade 1 tumors with 
little penetration of the myometrium, while more 
advanced endometrial cancers had higher grades 
with associated greater penetration of the uterus. 
He modified the grading system for endometrial 
cancer from that of Dr. Broder of the Mayo Clinic, 
who used four grades for the skin cancers that 
were his specialty, to only three grades. There 
was less controversy to have well-differentiated 
tumors, poorly differentiated tumors and a cat-
egory in between. The subsequent publication 

(6) supported the revised staging of endometrial 
cancer that led to the changes in management 
and primary staging surgery. Also at that time 
every patient with endometrial cancer had a hys-
terosalpingogram prior to the radium insertion to 
determine how many Heyman capsules could be 
inserted. This practice also resulted in a publica-
tion (7).

In no way were Dr. Morris’s activities confined 
to cancer. He had an enthusiastic interest in all 
aspects of gynecology and female endocrinol-
ogy. He was the first to describe a large series 
of patients with testicular feminization in 1953 
(8), a condition in which a woman is phenotypi-
cally female but genetically male, with XY chro-
mosomes. These women had an ovo-testis but 
an insensitivity to testosterone. The syndrome 
is still known as Morris syndrome. The earliest 
publication of the condition was by de Quervain 
(9), a Swiss surgeon, in 1923. Then Goldberg and 
Maxwell described another case in 1948 (10). 
That report is cited in Dr. Morris’s publication in 
the American Journal of Obstetrics and Gynecol-
ogy (8). Also, together with Robert E. Scully of 
Harvard, he published Endocrine Pathology of the 
Ovary (11), which achieved a second edition the 
following year.

Dr. Morris was active in the correction of congeni-
tal anomalies in female infants and worked with 
Dr. Laurence Pickett, the pediatric surgeon at 
Yale, to correct these. He also became interested 
in trans-sexual males and, with Dr. Bernard Lytton 
of the Section of Urology at Yale, performed sur-
gery to transform such males to females.

He acted as the clinical advisor to Gertrude van 
Wagenen’s Macaque monkey primate colony. Dr. 
van Wagenen went to Dr. Morris with the finding 
that prolonged administration of high doses of es-
trogen was associated with infertility; they care-
fully looked through the charts and discovered 
that these monkeys did not implant their fertilized 
ova. They discovered that the dose of estrogen 
needed to prevent implantation in the monkey 
and in humans was significantly larger than in the 
rabbit or in rodents (12, 13). They thought that this 
would be an excellent way of preventing implan-
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tation after intercourse. In the early 1960s, hu-
man investigation committee procedures were in 
their infancy and Dr. Morris went to the newly es-
tablished Yale Students’ Medical Clinic and asked 
for volunteers. These were readily available and 
from that arose the current technique of post-
coital contraception. Initially, high-dose estrogen 
was used but its administration was associated 
with significant nausea and even vomiting so 
gradually it was replaced by the combination es-
trogen and progesterone contraceptive pill which 
is now in use. Using Dr. van Wagenen’s monkey 
colony, he also investigated other chemicals that 
interfered with conception (14, 15).

Dr. Morris always stimulated thought and re-
search around him both among his surgical 
assistants and in the laboratory staff. He was 
interested in contraception and population con-
trol and initiated significant work in that area. Dr. 
Millie Gordon established the new electron mi-
croscopy unit. Edward Hon, who later developed 
fetal electrocardiology at Yale, initially came as a 
fellow in endocrinology and investigated chorionic 
gonadotropin testing (16) and the effectiveness 
of various pregnancy tests. Dr. Morris published 
papers on adrenal hyperplasia (17) in collaboration 
with Dr. Walter Herrmann, who went from Yale to 
chairman at Seattle and on to the chair in Obstet-
rics and Gynecology in Geneva. With Dr. Stanley 
Zerne, a surgical assistant, he worked on the 
prognostic significance of cytological response in 
the radiation of gynecological cancer (18) and the 
significance of pain in cervical cancer treatment 
methods (19). As previously mentioned, with 
Gilles Hurteau (5) he assessed radiation injury in 
carcinoma of the cervix. Dr. Nathan Kase was the 
gynecologic endocrinologist at Yale at the time 
and, with Dr. Morris, published a paper concern-
ing steroid synthesis in patients with testicular 
feminization (20). Dr. Robert Glass had been an 
undergraduate and medical student at Yale and 
then spent 10 years on the faculty. With him, Dr. 
Morris was one of the first to investigate intra 
cervical progestational devices for contraception 
(21). With Dr. Frank Boehm, who subsequently 
became chief of perinatology at Vanderbilt, he 
wrote a classical paper on Paget’s disease of the 
vulva (22).

Dr. Joe Meigs was Dr. Morris’s model throughout 
his professional life. Whenever there was any 
type of difficulty it was Meigs’ teaching that he 
recalled. Some two years before his death I tried 
to interview Dr. Morris on tape. He was reluctant 
to do such a thing. However, during the conversa-
tion he did describe the high morbidity associ-
ated with radical hysterectomy at Massachusetts 
General Hospital, particularly with uretero-vaginal 
fistulae, and said that this was the one factor that 
persuaded him that radiation was a preferable 
means of treating cancer of the cervix. It ap-
peared that he was disappointed that Dr. Meigs 
did not reach a similar conclusion.

Dr. Morris ran a tight ship. The chief resident 
had to come to his office every day to report on 
all that was happening in the department and 
discuss any complication that had occurred in 
the previous 24 hours. He was a man who could 
always see the one rotten tree in the woods even 
when no one else could. He was feared by many 
and held all, including himself, to very high stan-
dards of excellence. He insisted that he and his 
team go to the pathology laboratory to person-
ally examine the histologic slides of any patient 
he was treating. This was an excellent lesson 
from which all associated with him benefited. 
In the early ’70s it was suggested to him that 
it would be beneficial for the gynecologists to 
meet formally every week with the gynecologic 
pathologists and the radiation therapists so that 
all gynecologic cases could be presented and 
discussed. That was the beginning of the weekly 
gynecologic cancer conference at Yale. 

Dr. Morris lacked confidence in the early use of 
chemotherapy in gynecologic cancers, particularly 
ovarian cancer. In spite of evidence to show the 
ineffectiveness of radiation, he insisted on its 
use as primary adjuvant treatment and he did not 
participate in the early use of chemotherapy for 
ovarian cancer. Dr. Maclyn Wade and Dr. Sar-
torelli had introduced a trial of uracyl mustard and 
5-fluorouracyl in patients with progressive ovar-
ian cancer. This early chemotherapy did indeed 
relieve ascites and hydrothorax among these 
unfortunate women. Dr. Morris continued believ-
ing that radiation therapy was effective even for 
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stage III ovarian cancer. He also thought that pro-
spective randomized studies were anathema and 
that physicians should treat patients in the man-
ner they considered best for a particular diagno-
sis. Thus the department did not join the Gyneco-
logic Oncology Group when it was first initiated. 
Although many talented gynecologists came on 
board as his surgical assistants, only one stayed 
to reach a permanent position. 

Dr. Morris made three major contributions to the 
treatment of diseases of women. He advanced 
the staging and classification of carcinoma of the 
cervix. He was the first to describe a large series 
of patients with testicular feminization. And, with 
Dr. van Wagenen, he was the first to introduce 
the “morning-after pill.” He was an excellent 
pelvic surgeon and a physician actively and pro-
ductively interested in many aspects of women’s 
health. 
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PresentAtions AnD ABstrActs 

ediTor’s noTe

The following articles represent the Grand 
Rounds presentations of our Visiting Professor for 
the C. Lee Buxton Residents’ Research Day and 
a selection from among the remaining presenta-
tions given throughout the year.

Dr. Jonathan Berek provided us with an overview 
of genetic risk factors for ovarian cancer, high-
lighting the role of the BRCA1 and BRCA2 
mutations.

Our own Dr. Peter Schwartz taught us about the 
important role of neoadjuvant therapy as a treat-
ment for advanced stage ovarian cancer.

Dr. Emre Seli introduced us to a new and exciting 
molecular profiling method for assessing embryo 
quality in the IVF setting.

Our guest from Brown University, Dr. Renée 
Ward, reinvigorated us all and reminded us of 
our educational mission with her impassioned 
presentation on the value of teaching in our 
discipline.

Dr. Shu-Ming Wang is an associate professor 
in the Department of Anesthesia and a regular 
collaborator with Ob/Gyn faculty. She spoke on 
the uses of acupuncture for a variety of Ob/Gyn 
conditions, a topic of great interest to nearly ev-
eryone in the department. She has already done 
a project on back pain in pregnant women with 
the obstetrics service and she is starting a proj-
ect with Dr. Lubna Pal on acupuncture for control 
of hot flashes.

 
 
 

 
Colonel Peter Nielsen, MD, from Madigan Army  
Medical Center, shared with us his experiences 
while on tour in Iraq, providing surgical support at 
a Baghdad military hospital.

As you can tell, our Grand Rounds cover a wide 
swath of Ob/Gyn territory, and our guest speak-
ers are well-respected experts in their respective 
fields of concentration. We will continue with 
our tradition of bringing nationally and interna-
tionally renowned experts to our Grand Rounds 
Program, and to update you on a selection from 
the year’s presentations. In other sections of the 
Journal, we share the abstracts of the graduating 
residents’ presentations and those of our faculty 
from recent scientific meetings. Please let us 
know if you’ll be presenting at a meeting, and 
we’ll be sure to note it in the News Section.
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herediTary ovarian CanCers

Most epithelial ovarian cancer is sporadic, but 
in a subgroup of patients, inheritance plays a 
prominent role. The proportion of invasive ovarian 
tumors that are hereditary is estimated in early 
studies at 13%, independent of family history, 
and may be as high as 18% in the large subgroup 
of serous ovarian cancers (1). If confirmed, these 
findings will argue for genetic testing in most 
patients with high-grade serous ovarian cancers, 
irrespective of pedigree and family history.

In the past, two distinct syndromes were thought 
to be associated with an elevated genetic risk 
of ovarian cancer: site-specific hereditary ovar-
ian cancer and hereditary breast/ovarian cancer 
syndrome. However, these groups are now 
known to represent a continuum of autosomal 
dominant mutations of the genes BRCA1 and 
BRCA2, with different degrees of penetrance 
within a given family (2). Most hereditary ovarian 
cancers are due to mutations in BRCA1 (chromo-
some 17), with a small proportion associated with 
mutations in BRCA2 (chromosome 13) (3). BRCA 
mutations associated with cancer are autosomal 
dominant.

Numerous distinct mutations on each gene have 
been identified, each with different degrees of 
penetrance. Such variability may account for the 
preponderance of either breast cancer, ovarian 
cancer or both in any given family. For women in 
high-risk families who have a BRCA1 mutation, 
the lifetime risk of ovarian cancer may be as high 
as 28% to 44%, and 27% for those women with 
a BRCA2 mutation (4, 5, 6). In one series of wom-
en with a BRCA1 or BRCA2 mutation, the risk of 
ovarian and breast cancer was as high as  

 
 
54% and 82%, respectively (7). Although muta-
tions in the BRCA genes appear to be responsible 
for most hereditary ovarian cancers, others will 
likely be found. Several less common genetic 
causes of ovarian cancer are already known to 
exist, such as hereditary nonpolyposis colorectal 
cancer syndrome (HNPCC). Affected women ap-
pear to have at least three times the relative risk 
of the general population of developing ovarian 
cancer, and should undergo pedigree analysis.

Clues that a genetic cause is at work include the 
age of onset. Hereditary ovarian cancers gener-
ally occur in women about 10 years younger than 
those with nonhereditary tumors (4, 7). The first- 
and second-degree relatives of women who had 
ovarian cancer prior to menopause may have a 
higher probability of carrying an affected gene.

Another clue to a genetic etiology may be the 
coexistence of breast and ovarian cancers. In 
some families, both epithelial ovarian and breast 
cancers affect some first- and second-degree 
relatives. Such breast cancers tend to appear at 
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a very young age and may be bilateral. Although 
there are some conflicting data, the behavior of 
breast cancers arising in women with germ-line 
mutations in BRCA1 or BRCA2 appears to be 
comparable to that of sporadic tumors (8). Wom-
en with breast cancer who carry these mutations, 
however, are at a greatly increased risk of ovarian 
cancer, as well as of a second breast cancer (7).

Owing to the founder effect, women of certain 
ethnic groups, such as Ashkenazi Jewish or 
Icelandic, have a higher carrier rate of BRCA1 and 
BRCA2 mutations and are at higher risk of can-
cer. In the Ashkenazi population, three mutations 
have been described; the total carrier rate of at 
least one of the three for a woman of Ashkenazi 
descent is one in 40, or 2.5%, a rate considerably 
higher than in the general Caucasian population 
(9, 10, 11).

ManageMenT of WoMen aT high risk 
for ovarian CanCer

In women with a strong family history of epithe-
lial ovarian cancer, management and recommen-
dations depend on her age, reproductive plans 
and the level of risk. A thorough family history 
and pedigree analysis—including that of the 
father’s side, and extending back at least three 
generations—should be conducted by a geneti-
cist. Management decisions are best made after 
study of the pedigree and, whenever possible, 
verification of the histologic diagnosis and age of 
onset of family members’ cancers.

The value of testing for BRCA1 and BRCA2 has 
been clearly established, and guidelines now ex-
ist (7, 12, 13). The importance of genetic counsel-
ing cannot be overemphasized, as the decision to 
test is complex. The American Society of Clinical 
Oncologists recommends evaluation by geneti-
cists, maintenance of medical records and a clear 
understanding of how to counsel and manage 
these patients. 

Although recommended by the National Insti-
tutes of Health (NIH) Consensus Conference 
on Ovarian Cancer (14), the value of screening 
with transvaginal ultrasonography, CA125 levels 
or other procedures has not been clearly estab-
lished in women at high risk. One study found 
that this approach can detect tumors about 10 
times more often than in the general population, 
and the authors recommended screening high-
risk women (15). However, other studies suggest 
a limited benefit of such screening (16, 17).

Unfortunately, annual screening is unlikely to 
reduce mortality from ovarian cancer in BRCA1 
and BRCA2 mutation carriers (17, 18). Two stud-
ies found that despite annual gynecological 
screening, a high proportion of ovarian cancers in 
BRCA1 and BRCA2 carriers were interval cancers 
and the majority of cancers diagnosed were at an 
advanced stage (16, 17). A study comparing annu-
al transvaginal ultrasonography and CA125 ROCA 
with prophylactic bilateral salpingo-oophorectomy 
is ongoing (19).
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The use of oral contraceptives is associated with 
a lower risk of ovarian cancer in women who 
have a mutation in BRCA1 or BRCA2, accord-
ing to data from a multi-institutional consortium 
of genetic screening centers. After five or more 
years of taking the pill, the relative risk of ovarian 
cancer was 0.4, or a 60% reduction in the inci-
dence of the disease (20). Another study, howev-
er, failed to confirm this finding (21). Tubal ligation 
may also decrease the risk of ovarian cancer in 
patients with BRCA1 (but not BRCA2) mutations, 
but the protective effect is not nearly as strong as 
oophorectomy (22).

The value of prophylactic oophorectomy in these 
patients is clear. Women at high risk for ovarian 
cancer who undergo prophylactic oophorectomy 
are often discovered to be harboring occult neo-
plasia: in one series of 98 such operations, three 
(3.1%) patients had a low-stage ovarian malig-
nancy (23). The protection against ovarian cancer 
is very high: prophylactic salpingo-oophorectomy 
reduces the risk of BRCA-related gynecologic 
cancer by 96% (24). Although the risk of ovarian 
cancer is diminished, there remains a small risk 
of subsequently developing a peritoneal carci-
noma, to which women who have BRCA1 and 
BRCA2 mutations may be more predisposed. In 
these series, the risk of development of perito-
neal carcinoma was 0.8% and 1%, respectively 
(23, 25). Prophylactic salpingo-oophorectomy in 
premenopausal women reduced the risk of devel-
oping subsequent breast cancer by 50% to 80% 
(23, 25).

The role of hysterectomy is more controversial. 
Although most studies show no increase in the 
rate of uterine and cervical tumors, there are 
reports of an increased risk of papillary serous 
tumors of the endometrium (26). Women on 
tamoxifen are at higher risk of developing benign 
endometrial lesions and endometrial cancer. 
Therefore, it is reasonable to consider prophy-
lactic hysterectomy in conjunction with salpingo-
oophorectomy.

A study that applied quality-adjusted survival esti-
mate analysis to a simulated cohort of BRCA1- or 
BRCA2- positive 30-year-old women found pro-
longed survival times associated with tamoxifen, 
prophylactic salpingo-oophorectomy, mastec-
tomy, or combinations thereof (27).

 reCoMMendaTions

The following is a summary of current recom-
mendations for management of women at high 
risk of developing hereditary ovarian and/or breast 
cancer. (7, 20, 21, 22, 23, 25, 26, 27, 28, 29, 30, 
31, 32, 33, 34).

1. Women at elevated risk should undergo 
genetic counseling. If such counseling reveals 
that the probability of a BRCA mutation is at 
or greater than 10%, they should be offered 
genetic testing for BRCA1 and BRCA2.

2. Women who wish to preserve their reproduc-
tive capacity or delay prophylactic surgery can 
undergo periodic screening by transvaginal 
ultrasonography every six months, although 
the efficacy of this approach is not clearly 
established.

3. Oral contraceptives should be recommended 
to young women who are delaying or defer-
ring childbearing.

4. Women who do not wish to maintain fertility 
or who have completed childbearing should 
be recommended to undergo prophylactic 
bilateral salpingo-oophorectomy. The major-
ity of BRCA1-related ovarian cancers occur in 
women after the age of 40 and BRCA2 ovar-
ian cancers are more likely in postmenopausal 
women. The risk of ovarian cancer under the 
age of 40 is very low. The potential risk should 
be clearly documented and preferably estab-
lished by preoperative BRCA1 and BRCA2 
testing. These women should be counseled 
that this operation does not offer absolute 
protection because peritoneal carcinomas 
may occur (23, 25). A concurrent prophylactic 
hysterectomy is acceptable, and the option 
should be discussed.
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5. In women who have a strong family history 
of breast or ovarian cancer, annual mam-
mographic and MRI screening should be 
performed, commencing at age 30 years or 
younger if there are family members with 
documented very-early-onset breast cancer.

6. Women with HNPCC syndrome should be 
treated as above, and should additionally 
undergo periodic screening mammography, 
colonoscopy and endometrial biopsy (35).
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Despite numerous advances in the management 
of common epithelial ovarian cancer, it remains 
the most deadly of all gynecologic cancers. 
Indeed, more women will die this year of ovar-
ian cancer than from all other gynecologic cancer 
sites combined (1). The 2008 American Cancer 
Society estimated numbers of new female 
cancer cases and deaths reveal that the deadli-
est cancer in terms of deaths per new cases is 
pancreatic cancer, while the second most deadly 
is now ovarian cancer (1).

The recognition that aggressive cytoreductive sur-
gery followed by aggressive chemotherapy was 
the most effective management for advanced 
stage ovarian cancer was reported by Griffiths in 
a 1975 retrospective study (2). Since that time 
this approach has become the mainstay for the 
management of ovarian cancer. However, aggres-
sive cytoreductive surgery has limited impact on 
survival without the introduction of modern com-
bination chemotherapy (3). Indeed, the median 
survival for women who were “optimally surgi-
cally cytoreduced,” i.e., the maximum diameter of 
the residual disease left at the completion of the 
initial surgery in 1975 being ≤1.5 cm, was about 
12 months (1). With the introduction of cisplatin 
chemotherapy, women presenting with advanced 
stage ovarian cancer increased their median sur-
vival to 24 months (3). Subsequently, the use of a 
taxane in combination with a platinum agent im-
proved the median survival for women with stage 
IIIC ovarian cancer with >1 cm residual disease or 
stage IV disease to 37 months (4). 

Griffiths’ 1979 publication reported that women 
with advanced stage ovarian cancer who were 
optimally cytoreduced such that the residual vol-

ume of disease was <1.5 cm had the same sur-
vival as patients undergoing surgery who initially 
had only miliary implants; i.e., disease found at 
the initiation of surgery <1.5 cm in maximum di-
ameter (5). Since that time several attempts have 
been made to replicate the data. Unfortunately, 
it was not replicated in a Gynecologic Oncology 
Group report, and a more recent prospective 
randomized trial, the SCOTROC-1 trial, failed to 
show that all patients with advanced stage ovar-
ian cancer benefited from optimum cytoreductive 
surgery (6, 7). Indeed, it was the conclusion of 
the latter trial that the benefit of optimal surgical 
cytoreduction in the management of ovarian can-
cer seemed to depend on presurgery prognostic 
factors. “In less extensive ovarian cancer sur-
gery, optimal debulking is associated with a large 
survival benefit, whereas in the most advanced 
group of ovarian cancers the benefit of optimal 
debulking is much smaller.” (7) No prospective 
randomized trials have been performed to dem-
onstrate the value of optimal cytoreductive sur-
gery in the treatment of women with advanced 
stage ovarian cancer.

At Yale we have been practicing aggressive cy-
toreductive surgery since 1975, including removal 
of the uterus, tubes, ovaries and omentum, and 
small and large bowel resections and resections 
of intraperitoneal implants, including resection 
of diaphragm and liver implants and the spleen, 
when necessary, in women with advanced stage 
ovarian cancer. In 1979 we began a neoadjuvant 
chemotherapy program for women who were 
medically compromised such that they could not 
tolerate aggressive cytoreductive surgery (8). 
The latter were treated with chemotherapy fol-
lowed, if possible, with aggressive cytoreductive 
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surgery. A decade later we recognized that there 
were some women who could not initially be 
optimally surgically cytoreduced despite aggres-
sive surgery. We developed CT scan criteria as 
well as cytology or histology findings to identify 
a group of women with findings consistent with 
advanced stage ovarian cancer who would ben-
efit by first receiving chemotherapy, i.e., “neoad-
juvant chemotherapy,” prior to any surgical proce-
dure (9-11).

We now have the most experience in the United 
States using this approach. Our most recent pub-
lication has demonstrated that women with stage 
IIIC ovarian cancer, i.e., those with large volume 
(>2 cm diameter) disease in the upper abdomen, 
survive as well with neoadjuvant carboplatin/
paclitaxel chemotherapy followed by aggressive 
cytoreductive surgery as they do with conven-
tional treatment, i.e., aggressive cytoreductive 
surgery followed by carboplatin/paclitaxel chemo-
therapy (12). The median progression-free survival 
was approximately 19 months for the neoadju-
vant chemotherapy-treated stage IIIC patients 
compared to 18 months for the conventionally 
treated patients. The median overall survival was 
83 months for the neoadjuvant chemotherapy-
treated patients compared to 60 months for the 
conventionally treated patients.

In our experience women with stage IV disease 
treated with neoadjuvant carboplatin/paclitaxel 
have a statistically better progression-free and 
overall survival compared to women who un-
dergo conventional cytoreductive surgery fol-
lowed by the same chemotherapy (12). The 
median progression-free survival for stage IV 
patients treated with neoadjuvant chemotherapy 
was approximately 17 months compared to 10 
months for the conventionally treated patients 
receiving carboplatin and paclitaxel chemotherapy 
(p=0.015). The median overall survival for the 
neoadjuvant treated patients was 83 months, 
while for the conventionally treated patients it 
was 23 months (p=0.032) (12). The advantages 
of the neoadjuvant chemotherapy have been an 
improved quality of life for our patients, a higher 
optimal surgical debulking rate without compro-
mising survival, a reduced perioperative morbid-

ity, a reduced cost of initial therapy and avoidance 
of aggressive surgery in chemotherapy-resistant 
cancer.

The Gynecologic Oncology Group (GOG), a large 
multi-institutional, multinational research trial 
group, has published its collective data for stage 
III and IV ovarian cancers treated with intravenous 
combination platinum and paclitaxel regimens 
(13, 14). The GOG demonstrated unequivocally 
that the goal of cytoreductive surgery should be 
leaving no gross visible disease at the end of 
such surgery. For patients with stage III disease 
with no macroscopic residual disease left at the 
completion of their initial surgery, their progres-
sion-free survival (33.0 months) and overall sur-
vival (71.9 months) were significantly enhanced 
compared to those with any residual disease, 
whether it is 0.1-1 cm (16.8 months and 42.4 
months, respectively, so-called “optimal cytore-
duction”) or greater than 1 cm (14 months and 
35.0 months, respectively) (13). Disappointingly, 
only 23% of patients who underwent surgery 
by a GOG-participating oncologist in their report 
of 1895 stage III women were surgically cytore-
duced to microscopic disease only.

In a report of 395 patients with stage IV disease, 
GOG patients with no residual disease had a far 
superior progression-free and overall survival 
(20.1 months and 64.1 months, respectively) 
compared to those with any residual disease (14). 
Disappointingly, again, stage IV patients with 
0.1-1 cm residual disease had no better progres-
sion-free or overall survival (13.0 months and 28.7 
months, respectively) than those with up to 5 cm 
residual disease (13.0 months and 31 months, 
respectively). Patients with residual disease >5 
cm had the worst progression-free (8.9 months) 
and overall survival (22.5 months). Only 6% of 
the GOG stage IV ovarian cancer patients were 
surgically cytoreduced to no macroscopic residual 
disease at completion of their initial surgery.

Recently, the first prospective randomized trial 
comparing neoadjuvant chemotherapy (three 
cycles of chemotherapy, cytoreductive surgery, 
followed by three additional cycles of chemo-
therapy) to cytoreductive surgery followed by 
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six cycles of the same chemotherapy has been 
reported by the European Organization for the 
Research and Treatment of Cancer and the 
National Cancer Institute of Canada (15). This 
combined trial of 718 women was able to demon-
strate that for ovarian cancer patients with stage 
IIIC and IV disease identified preoperatively and 
randomized prior to any attempted cytoreduc-
tive surgery, there was no difference in survival 
between the two groups. As with the earlier Yale 
data, they were able to show that the morbidity 
and mortality were significantly less in the neo-
adjuvant chemotherapy group. Aggressive cytore-
ductive surgery was the single most important 
element in enhancing survival. The timing of the 
surgery, whether performed first or following 
neoadjuvant chemotherapy, did not influence 
survival. Interestingly, those institutions that 
did not aggressively cytoreduce patients at the 
time of their initial surgery also did not aggres-
sively cytoreduce patients following neoadjuvant 
chemotherapy. The patient survivals reported by 
institutions that practiced less aggressive surgery 
were significantly worse than the survivals from 
institutions where aggressive cytoreductive sur-
gery was routinely performed. It should be noted 
that in the most recent Yale publication, 80% of 
the neoadjuvant chemotherapy-treated patients 
were surgically cytoreduced to no gross residual 
disease (12).

The future of ovarian cancer is most likely going 
to be determined by individualization of patient 
care. To that end the molecular biological inves-
tigations currently being done in the laboratories 
of Dr. Gil Mor and Dr. Alessandro Santin in the 
Section of Gynecologic Oncology at Yale will 
be extremely helpful in trying to select chemo-
therapy for patients with ovarian cancer based 
on individual molecular features of their cancers. 
Individualizing cancer treatment is the wave of 
the future and the Yale Section of Gynecologic 
Oncology is prepared to be on the forefront of 
this approach. In the meantime, we will continue 
with our strategy of judicious use of neoadjuvant 
therapy combined with optimal cytoreductive sur-
gery for treating advanced stage ovarian cancer.
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Infertility, defined as the inability to conceive after 
12 months of unprotected sexual intercourse, is 
a complex disorder with significant medical and 
economic consequences, estimated to affect 
15% of the reproductive-aged population. Among 
the treatment modalities offered to infertile 
couples, In Vitro Fertilization (IVF) is associated 
with the highest success rates (1). The number of 
IVF cycles performed in the United States dou-
bled within the past decade. Currently, more than 
125,000 IVF cycles are performed annually in the 
United States, accounting for approximately 1% 
of all births (1).

The high pregnancy rates achieved with IVF are 
attained in many cases through the simultaneous 
transfer of multiple embryos. In 2006, a mean 
number of 2.45 embryos were transferred per 
IVF cycle performed in the United States using 
non-donor oocytes, and resulted in a 34.3% live 
birth rate, of which 32.0% were multiple-infant 
live births (1). Even in cases where embryos pos-
sessed the highest reproductive potential (oocyte 
donation), a mean number of 2.3 embryos were 
transferred and 40.8% of the pregnancies result-
ed in multiple-infant live births (1). 

Overall, more than 30% of IVF pregnancies are 
twins or higher-order multiple gestations, and 
more than half of all IVF neonates are the prod-
ucts of multiple gestations, a frequency 15- to 20-
fold greater than with spontaneous conceptions. 
The high multiple pregnancy rate associated with 
Assisted Reproductive Technology in the U.S. has 
significant public health consequences. The moth-
ers of twins, triplets and quadruplets are more 
likely to be diagnosed with preterm rupture of 
membranes, pregnancy-associated hypertension 
or excessive bleeding, and to undergo tocolysis 
and cesarean delivery. Fetal and neonatal compli-

cations are even more devastating as the higher 
rate of preterm delivery in neonates from multi-
ple-infant pregnancies compromises their survival 
chances and increases their risk of lifelong dis-
ability. Therefore, decreasing multiple gestations 
while maintaining or improving overall pregnancy 
rates is an important goal in contemporary infertil-
ity treatment.

The sentinel issue surrounding multiple gesta-
tions following IVF is the inability to estimate 
precisely the reproductive potential of individual 
embryos. Currently, embryo grading systems 
based on morphology and cleavage rate con-
stitute the mainstay of embryo assessment (2, 
3). These embryo grading systems had been 
developed soon after report of the first live birth 
following IVF and led to significant improvements 
in pregnancy rates (2, 3). Unfortunately, their 
precision is insufficient to compel most patients 
and clinicians to reduce the number of embryos 
transferred to a point where twins are uncom-
mon and high-order multiple gestations are rare 
or eliminated (4). 

The shortcomings of morphologic embryo as-
sessment have led many investigators to pursue 
adjunctive technologies for the assessment of 
the reproductive potential of a given embryo. Sev-
eral metabolic parameters of developing embryos 
have been measured using a number of non-
invasive techniques. These include the measure-
ment of glucose, pyruvate or amino acid levels in 
the embryo culture media, assessment of oxygen 
consumption by the embryo, and genomic and 
proteomic profiling (4, 5). 

However, these technologies are expensive, 
require dedicated equipment and technical staff 
that would be cost-prohibitive in most embryol-
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ogy laboratories, and frequently do not produce 
results quickly enough to allow the information to 
be used clinically in the limited window of time 
acceptable for embryo transfer. Moreover, none 
of the technologies has ever been validated using 
culture media evaluated in a blinded fashion and 
shown to correlate with the implantation potential 
of embryos that have been transferred (4, 5).

In 2007, Seli et al. (6) reported the results of a 
proof-of-concept study using near infrared (NIR) 
and Raman spectroscopies to analyze day 3 spent 
culture media of individually cultured embryos 
with known pregnancy outcome. A multivariate 
analysis approach was used and spectral profiles 
of embryos that resulted in live birth were com-
pared to those of embryos that failed to implant 
(6). Spectral regions that discriminated between 
the two study populations and were most predic-
tive of pregnancy outcome were identified and 
included markers of oxidative stress, such as 
vibrational modes of –CH, –NH and –OH groups. 
These spectral regions were then quantified in a 
multi-linear regression algorithm and expressed 
as a viability score of each individual embryo’s re-
productive potential (6). In this initial study, using 
both NIR and Raman spectroscopies, the mean 
viability score (also called viability index) of em-
bryos that implanted and resulted in a live birth 
was significantly higher compared to the mean 
viability score of embryos that failed to implant 
(6). Raman and NIR spectroscopies achieved a 
sensitivity of 76.5% and 83.3% and a specific-
ity of 86% and 75%, respectively. Moreover, the 
test was rapid (less than 1 minute per sample) 
and required a very small sample volume (less 
than 15 μl) (6).

Subsequently, the regression algorithm for Ra-
man spectra developed by Seli et al. described 
above was tested in a blinded trial analyzing day 
3 and day 5 spent media collected at a different 
IVF center, where embryos were cultured in a 
different volume and type of culture medium (7). 
In this study, the previously developed algorithm 
was applied to Raman spectra of embryo culture 
media and successfully predicted the pregnancy 
outcome for embryos transferred on day 3 and 
day 5 (7).

The initial studies described above were fol-
lowed by studies with larger sample sizes from 
IVF centers that routinely perform single embryo 
transfer (SET) (8-10). In these studies, spent cul-
ture media were analyzed by NIR spectroscopy 
as previously described, and independent regres-
sion algorithms for NIR spectra were developed 
for embryos that underwent SET on day 2, day 
3 and day 5. Consistent with the findings of the 
initial studies, the more recent studies using a 
larger sample size and SET model consistently 
showed higher mean viability scores for embryos 
that resulted in a pregnancy with fetal heart 
activity, compared to those that did not. They also 
showed that metabolomic profiling of embryo 
culture media was independent of morphology, 
providing an independent parameter in embryo 
viability assessment. 

The data summarized above strongly suggest 
that in vitro cultured embryos that have a high 
reproductive potential alter their environment dif-
ferently than those that do not result in a preg-
nancy, and that the difference is detectable by 
non-invasive assessment of spent culture media. 
Further investigation is necessary to validate the 
proposed models in different types and vol-
umes of embryo culture media and to determine 
whether on-site testing will be clinically valuable 
in aiding morphologic assessment. 

A multitude of advantages may ensue from the 
use of a rapid, non-invasive and reliable technol-
ogy as an adjunct for embryo assessment. An 
improved understanding of the reproductive po-
tential of embryos may help in identifying the em-
bryos that are most likely to result in a pregnancy 
and allow more accurate decisions to be made 
about the number of embryos to be transferred. 
This in turn may reduce the likelihood of multiple 
gestations while maintaining or even increas-
ing implantation rates. Additional studies will be 
necessary to determine the value and limitations 
of the use of metabolomics and other emerging 
technologies in IVF practice. 
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In academic medicine we are asked to be clini-
cians, researchers and teachers. We are asked to 
give 120%, but as we all know, that is not sus-
tainable. Unfortunately, the role that often gets 
compromised is that of teacher, particularly when 
it comes to the clinical instruction of medical 
students. 

The objectives of this talk are to discuss:

1. The impact that teaching plays upon 
advancing the field of women’s health

2. The current literature regarding medical 
student clerkships and teaching

3. How to make students active members of the 
clinical team

4. Ways to incorporate and value teaching in 
your own career

The iMPaCT of TeaChing: advanCing The 
field of WoMen’s healTh

First, I would like you to think about the chal-
lenges you face when incorporating teaching 
into clinical practice. Does teaching feel like an 
extra burden added to an already overscheduled 
day? Some physicians find it hard to engage with 
students. Others find it difficult to involve male 
students when providing highly intimate care for 
women. Think of what truly challenges you and 
keep this in mind.

Now, I would like you to recall your experiences 
as a medical student. Think back to how it felt to 
be on your clerkships. Often students may not 
feel like they belong on the team or may worry 
that they are a burden. Having to perform one’s  
 
 

first pelvic exam is anxiety provoking. Then there 
is the fast pace of the wards, especially on labor 
and delivery. All of these factors are challenges 
for the student on the wards.

In spite of this, all of us chose to pursue obstet-
rics and gynecology. There were experiences 
that permeated all of these potential obstacles, 
allowing us to make a personal and professional 
commitment to women’s health. Remembering 
what led you to choose this field can help guide 
your approach to working with medical students. 
Was it the privilege of bringing new life into the 
world that initially captivated you? Hearing wom-
en’s stories? Or the adrenaline rush of working in 
a fast-paced field? Perhaps there was a specific 
physician, midwife or nurse practitioner who 
included you and served as a role model. Often 
the teacher who inspired you similarly influenced 
many other students and young physicians. Such 
individuals may motivate tens or hundreds of 
students over the course of their careers.

Typically, when we think of ways to make a dra-
matic impact upon the future of women’s health, 
we think of the role of research, public health and 
medical guidelines. On a more personal note, we 
directly have an impact on our patients, but due 
to the one-on-one nature of this relationship, it 
is limited to a much smaller sphere of influence. 
Teaching provides a forum to influence large 
numbers of physicians and to have a tremendous 
impact on women’s health. 

For example, if you work with 10 students each 
year over the course of a 30-year career, you have 
influenced 300 students. Approximately half of 
our students pursue fields in primary care. In 
their careers, let us say that each of those physi-
cians performs 10 pelvic exams each week, or 
500 annually, which amounts to 15,000 exams 
over his/her career. Multiplied by 150 (the num-
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ber of students in our example pursuing primary 
care), that amounts to 225,000 patient examina-
tions. That is nearly a quarter million patients! 

We have the potential to impact many more 
patients indirectly through the teaching of future 
physicians than we can possibly affect directly in 
our own practice. 

Moreover, this is based on only half of the stu-
dents in our example. The other half may pursue 
specialties in which they are only asked to per-
form gynecology during their intern year. They 
might actually evaluate the patient and perform a 
pelvic examination! If we have taught them well, 
we may stimulate an interest in women’s health. 
The impact of this can be significant, allowing 
them to tie this interest into their work in differ-
ent specialties. The student before you today 
may be a future radiologist. If you teach him well, 
then he may be the radiologist who appropriately 
evaluates pregnant women. In fact, he may teach 
his team and colleagues about the safety of imag-
ing during pregnancy. Or perhaps the student 
in your office today will become a surgeon who 
realizes that the pelvic exam provides her infor-
mation that is not obtainable on an abdominal 
exam. Or maybe she will be a future psychiatrist 
who will partner with her colleagues in obstetrics 
regarding psychiatric illnesses during pregnancy 
and lactation. The quality of our teaching can 
have a profound impact on the future of women’s 
health. We think of translational research as the 
key to crossing traditional disciplinary boundaries, 
but teaching can perform a similar role.

Beyond the altruistic reasons to pursue teach-
ing, there are huge personal gains. Teaching can 
breathe new energy into routine clinical duties, 
allowing us to avoid burnout. What starts as a 
simple teacher-student relationship occasionally 
will evolve into a mentor-mentee relationship, 
allowing you to share your knowledge and experi-
ences and to help grow the next generation of 
obstetricians and gynecologists.

CurrenT liTeraTure regarding 
MediCal sTudenT ClerkshiPs 
and TeaChing

I am going to focus on a few aspects of the 
literature with regard to the teaching of medical 
students:

•	 The	challenges	students	face	during	their	
clerkships

•	 The	willingness	of	patients	to	involve 
students in their care

•	 How	student	involvement	impacts	the 
teaching of our residents

•	 The	impact	of	brief	“teaching	how	to	teach”	
sessions on resident teaching skills and stu-
dent learning experiences

A study by O’Brien in 2007 (1) took focus groups 
of third- and fourth-year students from 10 medical 
schools and asked about the challenges students 
face, then asked similar questions of the clerk-
ship directors. Both groups found that students 
had a hard time understanding roles and respon-
sibilities, performing clinical skills and adjusting 
to clinical cultures. The clerkship directors cited 
student difficulty applying knowledge to clinical 
reasoning and engaging in self-directed learning 
as additional struggles, ones that were not readily 
identified by the students. The students men-
tioned the challenges of learning the logistics of 
clinical settings and encountering frequent chang-
es in staff, settings and content. This provides 
some very valuable information because it identi-
fies a significant gap in what the clerkship direc-
tors are concerned about and what the students 
are struggling with. While institutions realize that 
the transition to clinical medicine is significant, 
we may underestimate how disorienting and tax-
ing this experience is on our students. With each 
clerkship, there is a new clinical setting, a new 
set of expectations and new people to relate and 
interact with, all of which need to be addressed 
on some level before effective learning can occur.
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In order to address students’ needs, we must rec-
ognize that the setting and environment of clerk-
ships are critical to the learning process. Simple 
introductions to contact people and resident-led 
clerkship orientations can be very helpful. Expec-
tations need to be stated explicitly, as these vary 
significantly among clerkships. There are striking 
differences in the medical culture of each spe-
cialty; these differences are then silently manifest 
as variations in student expectations. In order to 
relate to our students, we need to recognize that 
they are adapting to a new culture every four to 
eight weeks, not just new medical information. 
Finally, we need to realize that attention to student 
conveniences fosters an environment more condu-
cive to learning. Students need access to parking, 
lockers and a place to keep lunch. If a student is 
worried about her parking meter expiring, there 
is no way she can focus on the clinical scenario 
before her. Similarly, students may not have the 
financial ability to buy lunch with the rest of the 
team, but if there is no place for them to store 
a brown-bagged lunch, this becomes an added 
burden.

We also need to address the concerns of the 
clerkship directors, such as the challenge students 
face when translating book knowledge into clinical 
reasoning. We need to encourage active student 
participation and explicitly ask them to formulate 
a differential diagnosis and plan. We need to push 
them beyond the role of reporter and ask them to 
make clinical decisions (which we can then modify 
and correct). Importantly, we need to let students 
know that it is okay (and even expected) for them 
to have fallacies in clinical judgment. The goal is 
not to have the right answer the first time through, 
but for this to serve as a starting point for medical 
decision-making. 

If we want our students to participate in self-
guided, independent learning, we need to encour-
age that behavior. A key element of this is forma-
tive feedback such as self-graded quizzes, which 
permit the student to identify knowledge gaps. 
We need to ask them for self-assessments and 
encourage them to make their own goals for each 
rotation.

A potential hindrance to medical student teaching 
is the concern that patients will not want students 
involved in their care. Yet the literature shows 
that patients have overwhelmingly positive re-
sponses to student participation (2). The following 
statements summarize patient sentiments about 
student involvement in their care:

•	 Students	are	often	described	as	respectful,	
polite, reassuring, conscientious, thorough, 
attentive, supportive and sincere.

•	 Students	have	more	time	with	patients	and	
appear less hurried.

•	 Students	speak	in	a	way	that	patients	under-
stand.

Moreover, responses were favorable, regardless of 
the student’s experience or knowledge base. 

What about concerns regarding the balance be-
tween teaching our students and our residents? 
If we overly involve the students on rounds, are 
we detracting from the educational experience 
for our residents? One study looked at this and 
had research assistants score the involvement of 
students and residents during rounds. They re-
corded the topics covered, as well as the patient 
census and the call status of the team. Teaching 
evaluations of the attendings were then obtained 
from the students, residents and research assis-
tants. They found that attendings received better 
teaching evaluations when students were highly 
involved during rounds. This was a strong associa-
tion and was present regardless of the role of the 
evaluator. Moreover, involvement of the students 
was found to be more important than the content 
of the teaching (3). 

What about the role of brief teaching interven-
tions? The following was a randomized trial per-
formed at Women and Infants’ Hospital and the 
Alpert Medical School of Brown University, which 
was supported by an APGO/Ortho-McNeil under-
graduate medical education grant (4). Residents 
in obstetrics and gynecology were randomized to 
see/not see a 15-minute instructional video regard-
ing teaching of medical students in the operating 
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room. The video emphasized practical teaching 
techniques and divided the surgical experience 
into preoperative, intraoperative and postoperative 
periods, with discrete teaching techniques for each 
period. After surgical cases involving a resident 
and a student, residents evaluated their success 
as teachers and students evaluated the learning 
experience with visual analog scales. In this study, 
we found that the residents who watched the 
video rated themselves as better role models than 
those who did not see the video. This suggests 
that brief teaching interventions can empower 
residents’ perception of themselves as educators. 
We also found that students rated the residents 
as better teachers than the residents rated them-
selves, regardless of who had seen the video. This 
suggests that the residents held themselves to 
a higher set of standards regarding teaching than 
the students did. If we can inform our residents 
that any attempt at teaching is well-received, if we 
can just get them to make that first foray into the 
role of teacher, the overall educational experience 
will be improved.

PraCTiCal TeaChing TeChniques: hoW 
To Make sTudenTs aCTive MeMbers of 
The CliniCal TeaM

In order to be better teachers, we need to ac-
tively involve our students. This can be achieved 
using the following framework:

•	 Introductions
•	 State	expectations
•	 Narrate
•	 Give	the	student	a	role
•	 Feedback

We will use this framework in a variety of com-
mon clinical settings, thus illustrating how these 
techniques can foster teaching and active student 
participation.

Operating rOOm

Surgical teaching begins before entering the 
operating room. Preoperative introductions of the 
student to the patient validate the student’s role 
on the team. 

Before the surgery, ask the student what he 
has seen on the rotation so far and evaluate his 
knowledge level by asking, “Why are we doing 
this procedure?” Before the surgery starts, state 
your expectations for the role of each member of 
the surgical team. Appropriate expectations for 
the student may be for him to help position the 
patient, to have him present the patient at the 
preoperative “time out” (this serves to introduce 
the entire surgical team to the student as well as 
validating his role on the team), to have the stu-
dent prep the patient, place the Foley catheter or 
hold the cystoscope/hysteroscope/laparoscope at 
some point during the procedure. Similarly, state 
expectations for the resident and fellow if they 
are also involved. This allows everyone to know 
what the surgical roles will be.

During the case, narrate during the operation. 
This greatly enhances student learning.

Give students a role. Let them place the specu-
lum for a D&C, encourage them to touch the 
anatomy, hold the scope and close the peritone-
um. After a hysterectomy for benign disease, let 
them practice suturing on the specimen. During a 
cesarean delivery, have a student hand the baby 
to the pediatricians. If there is a specimen for 
frozen pathology, have a student go to pathology 
and then report on the findings.

Make sure there is a conclusion to the surgical 
experience for the student. This can be done by 
asking for a self-evaluation, assigning homework/
reading, having the student accompany you when 
you discuss the findings with the family, or hav-
ing the student listen to the operative dictation. 
Students should also be encouraged to stay until 
the patient is extubated and to help with moving 
the patient and writing postoperative orders and 
the brief op note.

Postoperatively, there are expectations as well. 
These should be stated explicitly. If any home-
work was assigned, make sure that you follow up 
on this the next day. This is often a natural time to 
provide feedback as well. 
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Office Setting

The most common problem in the clinic is that 
there seems to be no time for teaching. Even 
though your schedule may be triple booked, that 
does not need to be the student’s experience. In-
stead, scan your schedule and identify a few suit-
able patients for the student to be involved with. 
Have the student shadow you on the first two 
patients, then allow her to do a solo interview.

With each patient encounter, let the patient 
know that you have a student working with you 
and ask for permission for the student to partici-
pate. “Hello, Ms. Jones, I have a student doctor 
working with me today. Is it okay with you if she 
joins us during your visit?” If you project your 
enthusiasm and confidence in your medical team, 
patients will be very receptive to student involve-
ment; in fact over 80% of patients will be willing 
to see a student for an Ob/Gyn outpatient visit 
(5). By explicitly letting the patient know what the 
student’s role is, both the patient and the student 
will be more relaxed and at ease (introductions 
and stating expectations).

Actively involve the student during the visit (give 
the student a role). Nothing is more awkward 
than being told to observe during a pelvic exam; 
it has a tendency to feel voyeuristic. If she is 
not performing the pelvic exam, at least let her 
put on gloves, select the speculum, get the KY 
lubricant and serve as an assistant. This provides 
the student with a role and facilitates the transi-
tion from observer/reporter to medical provider. 
Simple tasks, such as the heart and lung exam, 
obtaining the sample for a wet prep, listening 
to fetal heart tones or removing staples, are all 
very appropriate. More advanced students can be 
given additional roles, which include performing 
the pelvic exam.

In the office setting, focus on the quality of the 
educational experience, not quantity of patients 
seen. Educationally, most students will benefit 
more from seeing only a few patients, followed 
by some focused reading and reflection. You may 
find that it is useful to keep a file of printed mate-
rial with ACOG bulletins or teaching articles appli-

cable to student interests in different specialties. 
Videos and interactive websites can supplement 
the educational experience, while allowing you to 
stay on schedule.

Use your entire medical team as well. Obstetric 
nurse histories are very valuable learning expe-
riences. If there is a nurse practitioner in your 
office or procedures being performed, these are 
additional educational opportunities for students. 
Any counseling sessions are great for students, 
as the clinical thought process is being narrated.

At the end of the clinic day, tie the experiences 
together and provide the student with feedback. 
I often find that it works well to comment on 
student traits that will serve them well clinically, 
coupled with a specific example. “You have a car-
ing bedside manner and really put Ms. Jones at 
ease when you helped her sit up after the pelvic 
exam.” I also provide one challenge to work on 
for the future: “I would like you to work on your 
assessment and plan with your future notes. At 
your level, it is appropriate not to have a clear 
plan yet, but I want you to commit to a prelimi-
nary idea, quickly read about it, then revise it if 
needed.”

LabOr and deLivery

Start with introducing the student to the patient, 
the patient’s family and the nurse. L&D nurses 
serve a pivotal role in the care we provide. They can 
make a student feel welcome or very unwelcome. 
Taking a moment to let them know that you value 
the student and consider him part of the team is 
very beneficial.

It is critical to set expectations for the student on 
L&D. Students come wanting to deliver babies! 
They often forget what a privilege this is. Students 
need to be explicitly told that it is labor and delivery. 
The majority of the clinical time is spent evaluating 
labor and monitoring its process. It is possible that 
they may help during delivery if they write labor 
notes every three hours and are present and help-
ing during the three hours of pushing. This may be 
your expectation, but until you state it, the student 
is likely to have different expectations. 
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Students have an idea of what delivery involves, 
but they usually have no idea about what we are 
monitoring in labor. Talk about what you are watch-
ing for, what can go wrong and what is abnormal. 
This will help them in their evaluation of the pa-
tients and focus their intrapartum notes.

Many students do not realize that they need to stay 
on L&D, remaining visible at all times. When an 
emergency occurs, the last person anyone is going 
to page is the student! While we may consider this 
to be obvious, these expectations need to be ex-
plicitly stated. We can also encourage the students 
to use “down time” to practice delivery maneuvers 
on a mannequin, to practice knot tying and for 
reading. Narrate out loud when you are reviewing 
the fetal heart tracing; this also helps the students 
realize that you are actively evaluating your patient 
each time you look at the tracing.

There are many opportunities for students to have 
an active role on L&D. Get them involved in the 
speculum exams in the triage area, find the fetal 
head on ultrasound, perform Leopold’s maneuvers 
and the fundal height, have them place the Foley 
catheter after the epidural is in, hold the patient’s 
leg during pushing, obtain the cord blood and fol-
low up on the baby’s status in the nursery/NICU.

value your TeaChing 

A recent trend in medical education is the forma-
tion of academies of educational excellence. Many 
medical institutions realized the need to reinvigo-
rate the teaching mission. Since patient care and 
research contribute more funding and recognition 
than teaching, they realized that discipline-based 
departments were unable to adequately protect 
the teaching mission. 

The role of the teaching academy is to recognize 
and promote teaching. Most have designed a peer-
review process for membership and incorporated a 
school-wide structure (instead of being department 
specific). These academies have their own leader-
ship and dedicated resources. This constitutes a 
structural change from how teaching has tradition-
ally been recognized. By being an independent 

entity, the academy is able to increase the recogni-
tion for teaching both within individual departments 
and the entire school. 

There are many benefits to having a teaching 
academy. They help to attract high-caliber faculty, 
provide incentives for educational work, provide 
teaching resources, and allow for a forum for col-
laboration and networking. This is a national trend 
that is reinvigorating the teaching mission in aca-
demic medicine.

It is also important for us to value our own teach-
ing. If we value being teachers, it enhances our ca-
reers and can help prevent job burnout. By allowing 
students to have “a-ha” moments, we can relive 
the wonder of our profession vicariously through 
their enthusiasm. 

Valuing teaching also means embracing the added 
dimension that students provide to patient care. 
Students are able to bridge the communication be-
tween provider and layperson; they can spend time 
with patients that we do not have. This can permit 
us to provide a higher level of care. By asking prob-
ing questions, they make us better physicians. 

Teaching can be done in any setting. Often the 
best teachers are those with a contagious sense 
of enthusiasm and a willingness to listen. Being 
an excellent teacher is not just about quoting facts 
and the literature. It is about relating to our stu-
dents and actively involving them in the care of our 
patients. In a few short years, these students will 
be our colleagues; by training them well, we have 
the potential to make physicians in all specialties 
advocates for women’s health. 

When teaching, remember the framework of 
introductions, setting clear expectations, narrating 
as you do your work, giving the student a role, and 
providing feedback. Through our teaching, we can 
enrich our careers and open the door for future 
physicians to be knowledgeable about women’s 
health.
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i. an overvieW of aCuPunCTure - iTs 
PhilosoPhy and hisTory

Acupuncture is an ancient technique that has 
been used to prevent and treat a range of 
medical conditions. By applying various physical 
stimuli onto the specific areas called acupuncture 
points, the ancient Chinese were able to restore 
the health of a patient. This medical practice is 
based on “Taoism,” a philosophy in which special 
emphasis is placed on the balance necessary to 
maintain good health; one must be in balance 
externally with one’s environment and internally 
within oneself (1). 

In the Chinese philosophical view, every living 
being in this universe can be classified into one of 
five elements: wood, fire, earth, metal and water. 
These elements interact with and promote one 
another. For example, water promotes the growth 
of wood. Therefore, when one adds wood to the 
fire, the fire burns stronger. In contrast, when 
one splashes water into the fire, one can either 
diminish the strength of the fire or extinguish it. 
The interactions between these five elements 
are the natural forces that keep the universe in 
harmony. 

The Chinese philosophers also viewed every 
living being as having two complementary and 
opposite forces called Yin-Yang. Yin represents 
femininity, darkness, weakness and shadows. 
Yang represents masculinity, brightness, strength 
and sunshine. These two forces interchange 
constantly through the changes from Yin-Yang, 
and this energy regulates the flow of “Qi.” Qi is 
considered the essence of one’s life and its vital 
energy. One obtains congenital Qi from one’s 
parents and acquired Qi from food and air, etc. 
In addition, there is “Wei Qi,” which protects our 
body against the invasion of pathogens. 

In a healthy person, the flow of Qi is smooth, 
with a regular rhythm. When Yin-Yang is not bal-
anced, the flow of Qi changes. For example, a 
sluggish and stagnant flow of Qi is frequently 
correlated to symptoms of hypoactivity or pain. 
Qi travels around the body through a network of 
theoretical channels called meridians. This net-
work of channels not only interconnects the inter-
nal organs but also connects to the skin surface. 
According to traditional Chinese textbooks, there 
are a total of 14 major meridians on the skin’s sur-
face. Along the meridians there are areas where 
the meridian comes very close to the skin sur-
face and, as a result, Qi can be readily accessed 
through these areas, called acupuncture points. 
Based on traditional acupuncture textbooks, there 
are 365 acupuncture points along these merid-
ians where an acupuncturist can gain access 
to the Qi and regulate its flow. As this ancient 
technique has progressed over time, many more 
acupuncture points have been documented in 
current acupuncture textbooks. 

Although acupuncture has been practiced by 
the Chinese for thousands of years, it did not 
gain publicity in the United States until the early 
1970s. James Reston, a New York Times reporter, 
was covering the ping-pong game between the 
Chinese and Americans when he suffered acute 
appendicitis and required emergency surgery. Al-
though the surgery was successfully performed 
under local anesthesia, Mr. Reston suffered from 
postoperative pain. Instead of receiving narcot-
ics for pain, Mr. Reston received acupuncture for 
his postoperative pain treatment. An acupunctur-
ist inserted three thin acupuncture needles near 
Mr. Reston’s abdomen and instantly relieved 
his postoperative pain. Mr. Reston shared his 
acupuncture experience with the general public, 
which inspired an “Acupuncture Rush” in the U.S. 
medical society. Almost 20 years after this event, 
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acupuncture, as well as other complementary 
medical interventions, became part of the West-
ern medical school curriculum (2).

ii. sysTeMs and TeChniques of 
aCuPunCTure PraCTiCes

In general, there are two major acupuncture prac-
tices: the traditional body acupuncture system 
and the microsystem. 

a. body aCuPunCTure sysTeM:
The body acupuncture system is derived from 
traditional Chinese theory and acupuncture draw-
ings. After obtaining a diagnosis of the patient, 
the acupuncturist performs the appropriate stimu-
lation at selected acupuncture points. In addition 
to the traditional needle insertion and manipula-
tion, other physical stimuli such as pressure, mox-
ibustion and cupping, as well as recently adopted 
electrical stimulation, laser and hydro-injection, 
are commonly used. The selection of acupuncture 
points can vary based on the training experience 
of the acupuncturist. The needle techniques also 
vary between the traditional insertion and manip-
ulation or Japanese shadow needle insertion. 

b. MiCrosysTeM aCuPunCTure:
Microsystem acupuncture is similar to Western 
reflexology. The theory is derived from the fact 
that every person comes from a single cell called 
a zygote. This zygote grows, differentiates and 
transforms into a human being. Thus every single 
cell in our body, even though its function may be 
altered after differentiation, still has the capac-
ity to transmit intrinsic signals to the other cells. 
Thus application of the treatment on one cell can 
affect all the cells of the body. Another theory 
indicates that a group of pluripotent cells form 
a regional operating center. In this center, every 
part of our body is represented at different reflex 
points. As a result, application of the stimuli to 
a specific reflex point can affect other parts of 
the body. This is similar to the traditional Chinese 
body system, which utilizes the techniques of 
stimuli including pressure, needle, moxibustion, 
cupping, hydro-injection, electrical stimulation and 
laser. 

Similar to any intervention, there are complica-
tions associated with acupuncture and its related 
techniques. The majority of the complications are 
minor and self-limited without requiring additional 
treatments. The transmission of HIV, hepatitis and 
infectious disease is eliminated by the judicious 
use of sterile, single-use, disposable acupuncture 
needles and sterile technique. 

iii. The sCienTifiC evidenCe of 
aCuPunCTure 

Over the last 30 years, many scientific studies 
have been conducted to explore the potential 
mechanisms of acupuncture, especially in the 
area of acupuncture analgesia.

Acupuncture stimulation has consistently 
achieved a therapeutic effect, and as a result the 
“De Qi” sensation is widely accepted by acu-
puncture practitioners and patients alike as the 
effective therapeutic signal. The De Qi sensation 
is commonly described by patients receiving acu-
puncture as numbness, pressure, aching, sore-
ness, heaviness or distention. Early scientists dis-
covered that the De Qi is caused by activation of 
peripheral Ab

 and C fibers (3). Thus the acupunc-
ture afferent signals are initiated. As the signals 
propagate rostrally to the central nervous system, 
many neurotransmitters and opioids are released. 
Through the release of these neurochemicals, the 
pain signals are modified along the pathway. 

In fact, scientists have discovered that acupunc-
ture analgesia has a neurophysiological basis. 
Other mechanisms, including the interference of 
pain signals, are processed through the central 
nervous system. Positron emission studies reveal 
that acupuncture stimulation causes cerebral 
regional vessel constriction ipsilateral to the af-
fected areas. Recent studies conducted at the 
University of Dartmouth found that the therapeu-
tic indication — that is, the De Qi sensation that 
is frequently described by the acupuncturist as 
the “needle was caught” phenomenon — is not 
only the activation of peripheral nerve fibers but 
also an indication of local connective tissue reor-
ganization. Thus at present, the Western medical 
community generally accepts that acupuncture 
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analgesia has a neurophysiologic basis. Acupunc-
ture stimulations applied peripherally can trigger 
the release of different neurotransmitters and 
hormones in the central nervous system. As a re-
sult, the pain signals are modified prior to arriving 
at the cerebral cortex.

iv. evidenCe of CliniCal 
aCuPunCTure PraCTiCe

a. gyneCologiCal ProbleMs:
In order to determine whether acupuncture 
can be used as a treatment for various clinical 
symptoms, randomized clinical studies should 
be performed. Unfortunately, there are inherent 
problems associated with acupuncture clinical 
studies. First, acupuncture is a medical interven-
tion that emphasizes individualized treatment. 
Second, it is difficult to apply a placebo without 
the awareness of patients. In spite of these two 
critical problems, the National Institutes of Health 
(NIH) released a consensus statement that acu-
puncture is found to be effective in decreasing 
nausea, vomiting and postoperative dental pain. 
Based on the publications available in the peer 
reviewed journals, we found that acupuncture 
and related techniques can be used as treatment 
for primary dysmenorrhea, polycystic ovarian 
syndrome and infertility in general.

1. Primary dysmenorrhea: Primary dysmenor-
rhea is a significant problem in young adoles-
cent women. This is based on epidemiological 
studies that show that at least 72.7% of fe-
male adolescents report pain and discomfort 
during their period, almost 60% of them re-
port decreased activity and 45% report school 
or work absenteeism. Common treatment for 
dysmenorrhea includes NSAIDs and the oral 
contraceptive pill. However, the failure rate is 
about 20% to 25%. Many patients/parents 
are now seeking alternative treatments that 
include nutritional supplements as well as 
acupuncture in the form of acupoint injection 
or electroacupuncture stimulation. Several 
acupuncture clinical studies have indicated 
that electroacupuncture has significantly 
decreased pain related to dysmenorrheal (4). 
The acupuncture points used in these studies 

are dual: Spleen 6 and Liver 3. Spleen 6 is lo-
cated at the medial side of the lower leg (four 
fingers’ width above the medial malleolus) 
posterior to the tibia. Most women complain 
of soreness when pressure is added to this 
acupuncture point. Liver 3 is located on the 
web between the first and second toes. 

2. Polycystic ovarian syndrome: Polycystic 
ovarian syndrome is an endocrine disorder 
that affects approximately 5% of all women. 
It occurs among all races and nationalities. 
It is also the most common hormonal disor-
der among women of reproductive age and 
is a leading cause of infertility. The principal 
features of this syndrome are obesity, lack 
of regular ovulation cycle, and an excessive 
amount of androgenic hormones. Several 
studies conducted by Dr. Sterner-Victorin and 
her colleagues indicate that electrical stimula-
tion at the acupuncture points, where there 
are similar nerve innervations to the ovaries, 
could normalize the endocrine dysfunction in 
rats with PCOS (5). A non-randomized longitu-
dinal study, including 24 women with PCOS, 
was conducted. The study protocol was as 
follows: these women were followed for 
three months before acupuncture treatment. 
After three months, they underwent a total of 
10 to 14 electroacupuncture stimulation ses-
sions followed by an additional three-month 
post-electroacupuncture treatment. The study 
showed that one-third of the women who 
received electroacupuncture for 10 to 14 
sessions began ovulating regularly. With such 
encouraging results, a randomized control 
study ensued, but the results have not yet 
been published. Fundamentally, the electrical 
stimulations were applied at those acupunc-
ture points that have similar nerve innerva-
tions as the ovaries. 

3. infertility: There are many causes of female 
infertility disorders including PCOS, fibroids 
and endometriosis, as well as menstrual sup-
pression. Acupuncture stimulations decrease 
the blood flow impedance in the uterine arter-
ies of infertile women. Another paper from Dr. 
Sterner-Victorin’s lab also demonstrated that 
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electroacupuncture is superior to alfentanil in 
oocyte retrieval (6). More studies are being 
published in this area regarding the use of 
electroacupuncture for embryo transfer. Pau-
lus et al. indicated that 25 minutes of elec-
troacupuncture treatment actually improved 
the pregnancy rate from 26.3% to 42.5% 
(7). Interestingly, in contrast to her previous 
study, Sterner-Victorin and colleagues found 
that there was no difference in oocyte retriev-
al under electroacupuncture vs. alfentanil (8). 
Smith and colleagues indicated that acupunc-
ture performed better than sham acupuncture 
in the pregnancy rate but the results did not 
reach statistical significance (9). The study 
from the Westergaard group compared two 
different acupuncture techniques and showed 
pregnancy rate and ongoing pregnancy were 
better than in the control group (10). Similarly, 
Dieterle and colleagues also found that acu-
puncture is superior to placebo acupuncture 
in enhancing pregnancy and ongoing pregnan-
cy rate (11). Thus far acupuncture and related 
interventions have been found to be effective 
in improving the pregnancy rate. However, a 
recent study from Seattle indicated that acu-
puncture did not improve the pregnancy rate 
(12). Thus more studies are needed regarding 
treatment interventions and outcome mea-
surements.

b. obsTeTriC ProbleMs:
1. Pregnancy-related nausea and vomiting: 

Nausea and vomiting during pregnancy, com-
monly known as “morning sickness,” affects 
approximately 80% of pregnant women. Al-
though several theories have been proposed, 
the exact cause remains unclear. Nausea and 
vomiting during pregnancy is generally a mild, 
self-limited condition that may be controlled 
with conservative measures. A small percent-
age of pregnant women have a more pro-
found course, with the most severe form be-
ing hyperemesis gravidarum. Unlike morning 
sickness, hyperemesis gravidarum may have 
negative implications for maternal and fetal 
health. Acupuncture and related techniques 
are found to be effective as a treatment for 
pregnancy-related nausea and vomiting. 

2. breech presentation of fetus: Acupuncture 
and related interventions are also found to 
be beneficial in turning the fetus from breech 
presentation to vertex when the techniques 
are administered during the late second 
trimester of pregnancy. The stimulations 
(needles, heat and laser) cause increased 
fetal movement but not an increase in the 
incidence of nuchal cord. Therefore the inter-
ventions are considered safe. 

3. labor analgesia: Similarly, acupuncture and 
related techniques are found to be effec-
tive in shortening the first stage of labor and 
decreasing the overall consumption of intrave-
nous narcotics. 

In conclusion, acupuncture and related tech-
niques can serve as a complementary treatment 
for many obstetric and gynecological clinical prob-
lems. The drawbacks are several. Not every physi-
cian or health care provider knows acupuncture 
and is able to perform acupuncture. Secondly, in 
order to ensure that the techniques are effective, 
several treatments have to be made on a regular 
basis, and the effects may be short term. The 
results derived from the available clinical trials are 
based on studies with small sample sizes. Thus, 
more clinical studies with better study design are 
required. Overall, health care providers should 
consider acupuncture interventions when they 
are appropriate, based on the condition of the 
patient and the type of patient. 

NOTE: For the locations of acupuncture points 
listed in this article, please refer to http://www.
yinyanghouse.com/.
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As the Deputy Commander for a Combat Support 
Hospital (CSH) in Iraq during 2005, I was in awe 
of and humbled by the performance and profes-
sionalism of our combat soldiers and clinical staff 
caring for those wounded. The hospital provided 
casualty care for all who presented following 
injury: US soldiers, Coalition soldiers, civilians and 
enemy prisoners of war. Deployed for one year, 
the hospital performed more than 5,500 surgi-
cal cases, transfused more than 15,000 units of 
blood products, and boasted the lowest combat 
wound mortality rate in the history of warfare 
(less than 10%). Despite use of some of the 
most lethal weapons against individuals and small 
units ever seen, superbly synchronized casualty 
care from the point of injury through the rapid 
medical evacuation process to the CSH resulted 
in patients with massive wounds surviving to 
receive and recover from superbly performed and 
coordinated resuscitative surgical and postopera-
tive care. During my tour, my leadership posi-
tion was guided by four principles or leadership 
“LAWS”: Listen, Ask, Watch and Serve.

lisTen More and Talk less. 

I listened to soldiers’ stories of heroism, of guilt 
for remaining alive after a firefight where their 
buddies died, of their hometown Friday nights 
with their boyfriend, girlfriend or spouse, of their 
motivation to join the military after the events of 
9/11, and of their overwhelming desire to return 
to their unit instead of being sent home after 
recovering from their injury. Most importantly, 
listening gave me a point of reference to under-
stand what made these soldiers capable of their 
actions – patriotism, dedication to their unit, and 
specifically dedication to the buddy on either side 
of them. 

Asking questions and listening to the answers 
provides the basis for inspiring people, making 
them perform above their own expectations, and 
allows leadership decisions that enhance the 
unit’s ability to accomplish the mission. By virtue 
of our mission, the mission of the Army Medical 
Department – to conserve the fighting strength 
– all casualties were routed through the CSH for 
evaluation and treatment. Every day casualties ar-
rived – most days, every hour or less. How were 
these soldiers dealing with the daily barrage of 
critically injured soldiers, civilians, children – not 
just professionally or technically, but emotionally? 
When asked what kept them going each day, 
everyone had the same answer – care of sol-
diers. It is what we do. It is who we are and what 
makes our profession honorable; the practice of 
medicine and surgery in its purest form, all would 
say. It is medicine devoid of the trappings of 
money, greed and lust for power, ego, racing for 
the collection of “stuff” faster than the other guy, 
insurance forms, billing services and productivity 
goals for the sake of the bottom line.

I watched the performance of our staff in each 
area of the hospital, making efforts to ensure 
that all knew they were appreciated and that 
their job was not unnoticed. The technical exper-
tise of these professionals was second to none 
and rivaled any teaching hospital in the United 
States or the rest of the world. Watching gave me 
perspective on their needs, their superb perfor-
mance of duty and their daily sacrifice. In addi-
tion, you must watch what you do every day, as 
others are watching you. They want to know how 
you are going to respond. Watch and be watched 
by others. Always do the right thing, especially 
when you think no one is watching you.

leadership: service to the nation and our Patients

Peter E. Nielsen, MD 
Colonel, Medical Corps, US Army
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By listening, asking and watching, you provide 
the basis for assessing how best to serve those 
who work for you and those you care for. Service 
to those who work for you will ensure that they 
will emulate this service toward those to whom 
they are responsible. Everyone’s job is important. 
No task is insignificant or menial. Recognition 
of all achievements is crucial to ensuring that all 
feel valued, which will strengthen their service to 
others. Serving those who serve others will only 
make your organization stronger and more pro-
ductive. 

Taking time to understand and execute the lead-
ership principles outlined here – Listening, Ask-
ing, Watching and Serving – will provide you with 
an organizational environment that can achieve 
great things. And if all serve, support and sacri-
fice for those who have volunteered to protect 
our freedoms, it will make the burdens this nation 
faces each day a little lighter for all.
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obJeCTive

Lifetime risk of surgery for pelvic organ prolapse 
(POP) is 11% to 12%; of these cases, 29% of 
women will undergo reoperation for recurrence 
within five years. The direct cost of prolapse 
surgery is estimated at > US$1 billion annually. 
Given the incidence of POP, the high failure rate 
of traditional surgical repair and the economic 
burden of disease, it is paramount to develop 
new surgical strategies to repair POP. The goal 
of our study was to quantify short-term success 
of mesh-augmented vaginal repair among three 
different meshes and assess the complications 
associated with mesh use.

MeThods

In a retrospective, single center study, approved 
by the HIC, all women undergoing vaginal mesh-
augmented repair of POP who were followed 
postoperatively with POP-Q assessments over 
the period September 2005 to May 2007 were 
included. The three devices used were those 
manufactured by Ethicon/Gynecare (Prolift), AMS 
(Perigee/Apogee) and Bard Urological (Avaulta). 
Preoperative, intraoperative and postoperative 
data were collected and compared to identify 
differences between the various meshes used 
as well as complications unique to mesh use. 
Postoperatively, patients were followed at three 
weeks and two, six and 12 months. Descriptive 
statistics were produced and between-group 
comparisons were performed using analysis of 
variance, Fisher’s exact test and the Wilcoxon 
test. Anterior and posterior procedures were ana-
lyzed in separate cohorts.

 

resulTs

During the study period, 46 anterior (26 Prolift, 10  
Perigee, 10 Avaulta) and 50 posterior (29 Prolift, 
12 Apogee, 9 Avaulta) repairs were performed 
and followed postoperatively with repeat POP-Q 
measures at six to 12 months. Intraoperative 
complications included three cystotomies (all 
requiring intraoperative repair) with no rectal 
injuries. Postoperative complications at six to 12 
months included erosion (10.7%), pain (11.9%), 
infection (1.2%) and prolapse (16.7%). Cases of 
recurrent prolapse included three anterior, six 
posterior and 11 apical. Demographic and preop-
erative characteristics, including age, parity, type 
of previous births, prior prolapse repairs, meno-
pausal status, prolapse symptoms, constipation, 
and urge and stress incontinence, did not differ 
among women undergoing the three different 
mesh procedures in both the anterior and poste-
rior groups. 

In addition, mean preoperative POP-Q measures 
did not statistically differ, nor did concomitant 
surgeries such as hysterectomy, TVT or TOT. 
Perioperative complications, such as cystotomy 
and rectal injury, were rare and did not differ 
among the subgroups, nor did estimated blood 
loss. Postoperative complications, such as urinary 
frequency, stress incontinence, urinary tract in-
fection, pain, erosion, infection and constipation, 
did not differ among the subgroups. Measures of 
failure included b-ant ≤ -1, b-post ≤ -1, and point c 
≥ ½ the TVL. Only the Perigee mesh failed by the  
b-ant measure at a statistically higher rate than 
the others (0% v. 25% v. 0%) among the poste-
rior repairs. Mean differences in POP-Q measures 
pre- and postoperatively were also calculated 
for each subgroup and were found not to signifi-

2008 resiDents’ reseArcH DAY ABstrActs oF resiDent PresentAtions 

mesh-augmented Vaginal repair: The yale experience
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cantly differ. 

ConClusions

POP is a common and life-disrupting condition 
that is treatable. The new vaginal meshes prove 
successful in the short term for curing POP and 
complications are few. Long-term follow-up stud-
ies of patients receiving vaginal mesh must be 
conducted in order to determine the longevity of 
successful mesh repair for POP. In addition, ran-
domized controlled trials must be performed to 
further evaluate the benefits and risks of vaginal 
mesh for POP. Quality of life indicators should be 
used in these trials to determine pre- and postop-
erative symptomatology.
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Pelvic organ prolapse (POP) is a major debilitat-
ing condition affecting millions of women. With 
prevalence estimated at 30% to 50%, POP is 
one of the most common indications for surgical 
treatment in women. While risk factors such as 
advancing age, parity, menopause and BMI have 
been implicated for the development of POP, the 
molecular mechanisms responsible remain poorly 
understood. Uterosacral ligaments (USLs), com-
posed of smooth muscles, collagen and extracel-
lular matrix proteins (ECMs), are key structures 
of the pelvic support system. These ligaments 
have been shown to be absent in HOXA-11-null 
mice, demonstrating that HOXA-11, a homeobox 
gene responsible for the development of the 
lower uterine segment and cervix, is essential for 
the organogenesis of the USLs. The expression 
of HOXA-11 in the USLs of women with POP is 
decreased along with collagen III, which is ac-
companied by increased matrix metalloproteinas-
es-2 (MMP2) expression. This is consistent with 
prior studies showing altered collagen profile and 
MMP metabolism in women with POP. Using mu-
rine fibroblasts overexpressed with HOXA-11, we 
sought to investigate the role of HOXA-11 in the 
regulation of collagen III and MMP2 by determin-
ing if the constitutive expression of the HOXA-11 
gene in murine fibroblasts alters the expression 
of collagen III and MMP-2. 

MeThods

NIH 3T3 mouse fibroblasts were cultured in 
DMEM containing 10% fetal bovine serum. After 
reaching 70% confluence, cells were transfected 
with a pTriEX-4/HOXA-11 or the empty vector. 
Transfection efficiency was confirmed by co-
transfection with a vector containing the reporter 
gene GFP. After 24 hours, RNA was extracted, 

and the expressions of HOXA-11, collagen III and 
MMP2 were compared between cells transfected 
with pTriEX-4/HOXA-11 and the empty vector us-
ing real time-PCR. Gene expression levels were 
standardized by calculating mRNA ratios relative 
to the housekeeping gene b-actin. The difference 
in the mean Ct (∆Ct) between b-actin and the 
genes of interest (HOXA-11, collagen III, MMP2) 
was determined. Relative values of RNA were 
compared using the formula 1/2∆Ct. Fold changes 
in mRNA expression after transfection were 
calculated using the formula 2∆Ct-∆Ct. The experi-
ment was repeated to ensure reproducibility of 
the results. Data was analyzed using unpaired 
Student’s t-test.

resulTs

Compared with controls, murine fibroblasts trans-
fected with the HOXA-11 vector had over 1,000-
fold higher levels of HOXA-11 expression, 2.8-fold 
higher levels of collagen III expression (p<0.01) 
and 1.8-fold lower levels of MMP2 expression 
(p=0.03). 

ConClusion

The molecular mechanism leading to the disrup-
tion of the natural pelvic support remains poorly 
understood. The mechanical strengths and tis-
sue integrity of the pelvic support structures are 
dependent on a delicate balance in connective 
tissue remodeling. HOXA-11, essential for the 
organogenesis of the USLs, may be involved in 
preserving pelvic floor integrity by orchestrat-
ing the metabolism and the maintenance of the 
extracellular matrix. The findings of decreased 
expressions of HOXA-11 and collagen III in the 
attenuated USLs of women with POP may be 
reflective of the sustained increase in MMP2 
activity with its catabolic capabilities. As such, 

The effect of hoXa-11 upregulation on Collagen iii and mmP-2 expression 
in mouse fibroblasts: implications in the development of Pelvic organ Prolapse

H Chen, KA Connell, V Andikyan, M Guess, RS Bercik, HS Taylor 
Department of Obstetrics, Gynecology and Reproductive Sciences, 
Yale University School of Medicine, New Haven, Connecticut 
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HOXA-11 is important in the maintenance of 
pelvic support integrity, orchestrating the balance 
between collagen III, an important component 
in pelvic floor connective tissues, and MMP2, a 
key molecule involved in degradation of fibrillar 
collagen. Overexpression of HOXA-11 results in 
upregulation of collagen type III expression and 
downregulation of MMP2 in murine fibroblasts. 
This suggests that deficient HOXA-11 signaling 
may limit the functional development or repair of 
supportive structures after trauma in susceptible 
women and contribute to alterations in the bio-
mechanical strength of pelvic support structures 
that lead to pelvic prolapse. Future studies to 
explore the regulation of HOXA-11 and its down-
stream targets may elucidate the signaling path-
ways entailed in the homeostasis of the pelvic 
support system, thereby offering new therapeutic 
targets for women with POP. 
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Alterations in collagen synthesis have been 
described in women with pelvic organ prolapse 
(POP). Fibroblasts are interstitial cells that regu-
late the synthesis and deposition of collagen 
within smooth muscle and connective tissue. 
The objective of this study was to compare the 
rates of apoptosis and proliferation of fibroblasts 
in vaginal tissue samples obtained from women 
with POP and normal controls. 

MeThods

Vaginal tissue samples were obtained from eight 
premenopausal women undergoing hysterectomy 
for benign indications. Women with > stage 2 
POP were used as the study group. In vivo rates 
of apoptosis and proliferation were evaluated 
from paraffin-embedded tissue samples using 
TUNEL and Ki67 assays. Additionally, primary 
cell cultures from women with and without POP 
were grown to confluence. At passages 3 to 5, 
cells were plated at equal densities and in vitro 
rates of proliferation were evaluated 48 hours 
after plating, using cell counts and BrdU assays. 

resulTs

The mean age was 45.8 + 6.0 and 41.5 + 10.2 
for the POP and controls, respectively. The mean 
parity was 2.5 + 1.0 and 1.5 + 1.3, respectively, 
and one subject in the control group was nul-
liparous. Although actively proliferating epithelial 
cells were identified in both prolapse and con-
trol samples, no dividing cells were found in the 
connective tissue and smooth muscle fibroblasts 
of either group. Similarly minimal rates of apop-
tosis were observed (<0.5%) in both groups. 
In cultured cells, there were significantly more 
fibroblasts in samples obtained from women 

with POP compared with control (138.3 + 3.51 
vs. 56.3 + 12.3) after 48 hours. Consistent with 
these findings, increased BrdU uptake was noted 
in fibroblasts from POP versus control (55.8 + 
14.4 vs. 15.4 + 3.4).

ConClusion

Although rates of proliferation and apoptosis are 
minimal in vivo, fibroblasts isolated from POP tis-
sue exhibit higher rates of proliferation compared 
to controls. Altered rates of fibroblast proliferation 
may be involved in abnormal extracellular matrix 
synthesis and deposition and therefore may con-
tribute to the structural and functional abnormali-
ties seen in pelvic support structures in women 
with POP.  

functional Changes in Vaginal fibroblasts in Women with and without Pelvic organ Prolapse

D Daley, MK Guess 
Department of Obstetrics, Gynecology and Reproductive Sciences and the Department of Pathology, 
Yale University School of Medicine, New Haven, Connecticut



the journal for alumni and friends of yale oB/Gyn

43

obJeCTive

Transcriptional silencing begins with oocyte 
maturation and persists during the initial mitotic 
divisions of the embryo. Gene expression during 
this period depends on the translational activation 
of maternal mRNAs by cytoplasmic polyadenyla-
tion, and requires an embryonic poly(A) binding 
protein (ePAB), which stabilizes maternal tran-
scripts and promotes their translation. ePAB has 
been identified in Xenopus and mouse, where 
its expression pattern reflects its function: ePAB 
is only expressed in oocytes and early embryos 
until zygotic genome activation (ZGA) when it is 
replaced by the somatic cytoplasmic poly(A) bind-
ing protein (PABPC1). In this study we sought to 
identify human ePAB and characterize its expres-
sion.

MeThods

Nucleotide and protein sequence databases were 
searched using the NCBI BLAST server. Pairwise 
and multiple alignments of the human, mouse 
and Xenopus ePAB genes and proteins were per-
formed. Expression of human ePAB and PABPC1 
mRNA was tested in 12 different somatic tissues, 
testes and ovaries by RT-PCR. Amplification with 
actin primers provided a positive control and 
allowed semi-quantitative analysis. ePAB and 
PABPC1 expression in human prophase I (PI) and 
metaphase II (MII) oocytes, eight-cell embryos 
and blastocysts was evaluated using quantitative 
real-time PCR.

resulTs

Human ePAB is a 625 amino acid protein with 
77% identity and 84% similarity to mouse ePAB 
and contains four RNA recognition motifs and a 

PABP domain. Human ePAB mRNA is detected 
in ovaries and to a lesser extent in testes and 
several somatic tissues including kidney, liver, 
thymus and pancreas. Similar to its mouse 
orthologue, human ePAB mRNA is expressed in 
PI and MII oocytes, but not in eight-cell embryos 
or blastocysts. PABPC1 mRNA is ubiquitously 
present in all tissues as well as eight-cell and 
blastocyst-stage embryos. However, its levels are 
significantly lower than that of ePAB in oocytes.

ConClusion

In this study we report the identification of hu-
man ePAB. Similar to that observed in Xenopus 
and mouse, human ePAB is the predominant 
poly(A) binding protein in oocytes and it is re-
placed by PABPC1 following ZGA, which occurs 
at four- to eight-cell stage in humans. Our find-
ings suggest that the unique translational regu-
latory pathways that control gene expression 
during oogenesis and early embryo development 
may be common between model organisms and 
humans.

identification and Characterization of an embryonic Poly(a) 
Binding Protein (ePaB) in humans

SA Pauli, O Guzeloglu-Kayisli, MD Lalioti, D Sakkas, E Seli 
Department of Obstetrics, Gynecology and Reproductive Sciences, 
Yale University School of Medicine, New Haven, Connecticut 
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The expression of the GABA-A pi receptor has 
been previously described in the human endome-
trium in both luminal epithelium and stroma. It is 
upregulated during stromal decidualization in the 
rat and in the implantation window of the human 
endometrium. The GABA receptor is modulated 
by progesterone metabolites with the resultant 
opening of the receptor ion channels, which allow 
the water flux necessary for trophoblast attach-
ment. Here we identified regulators of pi subunit 
receptor gene expression and activity.

MeThod

The well-differentiated human endometrial adeno-
carcinoma cell line (Ishikawa) and human endo-
metrial stromal cells (HESC) were transfected 
with HOXA-10, treated with progesterone, or 
treated with vehicle or empty plasmid controls. 
GABA-A pi receptor mRNA upregulation was 
evaluated by real-time RT-PCR. Protein expression 
was evaluated using immunohistochemistry.

resulTs

GABA-A pi receptor mRNA expression was 
increased with either progesterone treatment 
(31%, p=0.049) or HOXA-10 transfection (11%, 
p=0.027). Co-administration of progesterone 
along with increased HOXA-10 transfection had 
no additive effect on the expression of GABA-A pi 
receptor mRNA (p=0.98).

GABA-A pi receptor protein expression was simi-
larly increased by each treatment. Either HOXA-
10 or progesterone independently caused translo-
cation of the GABA receptor from the cytoplasm 
to the cell membrane in Ishikawa cells.

ConClusion

GABA-A pi receptor expression is increased in the 
human luminal epithelium and stroma in the win-
dow of implantation. Activation of the pi subunit 
leads to opening of ion channels, likely allowing 
flux of water into the epithelial cells and out of 
the uterine lumen. Progesterone and HOXA-10 
each increase both pi subunit receptor expression 
and membrane translocation. The lack of additive 
effect suggests progesterone-induced pi subunit 
receptor expression is likely mediated indirectly 
through progesterone’s regulation of HOXA-10 
expression. Finally, after receptor expression 
and translocation, progesterone-mediated GABA 
receptor ion channel activation mediates water 
resorption necessary for implantation.

Progesterone and hoXa-10 regulate GaBa-a Pi receptor 
expression, membrane translocation and activation

H Sadeghi, HS Taylor 
Department of Obstetrics, Gynecology and Reproductive Sciences, 
Yale School of Medicine, New Haven, Connecticut
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The effects of nutrient supplementation on IUGR 
(intrauterine growth restriction) pregnancies are 
not well understood. Using a rat model, we stud-
ied the effects of essential nutrient supplementa-
tion on IUGR fetal growth and placental devel-
opment. This is a pilot study to characterize rat 
placentas in a transgenerational model for IUGR.

MeThods

Formalin-fixed rat placentas were obtained from 
a transgenerational model of IUGR in which F1 
rats with normal phenotypes were crossed with 
normal phenotypes (Control), normal phenotypes 
were crossed with IUGR rats (Mixed Parent-
age), and IUGR rats were crossed with IUGR rats 
(IUGR Parentage). The respective pregnant F2 
rats were randomly assigned to either an essen-
tial nutrient supplemented (ENS) diet or a control 
diet. The rat placentas (n=16) were stained with 
hematoxylin-eosin for histological characteriza-
tion. Multiple parameters were collected, includ-
ing fetal weight, placental weight, depth of basal 
layer, depth of labyrinthine layer, number of clear 
cells per high power field, and number of tropho-
blasts per high power field. The clear cells were 
further characterized by PAS staining. Statistical 
analysis included ANOVA and T-tests, where ap-
propriate. Statistical significance was considered 
when p<0.05.

resulTs

Fetal weights were shown to be significantly 
affected by parentage. F3 pups from Control mat-
ings were statistically larger at birth than those 
from IUGR matings (ANOVA, p=0.007). Placen-
tal weights varied according to both parentage 

and diet. Interestingly, the ENS diet appeared to 
increase placental weight in Control pups, but 
decrease placental weight in IUGR pups. The 
data also showed a trend toward differences in 
placental composition based on diet in the IUGR 
group. The percentage of clear cells (glycogen 
cells confirmed by PAS stain) in the basal layer 
was increased in those IUGR pups that were fed 
a supplemented diet (ANOVA, p=0.03). Likewise, 
the number of trophoblasts in the labyrinthine 
layer was also increased in those IUGR pups that 
were fed a supplemented diet. The depth of the 
basal layer did not seem to be affected by parent-
age or diet; however, the thickness of the laby-
rinthine layer tended to be less in the placentas 
from IUGR pups treated with the supplemented 
diet.

ConClusions

IUGR parentage, especially an IUGR mother, 
predisposes to a lower birthweight offspring. ENS 
diet increased placental weight in normal, appro-
priate weight for gestational age pregnancies, but 
decreased placental weight in IUGR and mixed 
pregnancies. The ENS supplemental diet appears 
not only to normalize the birthweight/placental 
weight ratio, but also to produce more efficient 
placentas in IUGR pregnancies, as reflected by 
the increase in overall number of glycogen and 
trophoblast cells.

The effects of nutrient supplementation on rat 
Placental morphology from a transgenerational model of iuGr

ET Wang, V Parkash, MJ Lee 
Department of Obstetrics, Gynecology and Reproductive Sciences and the Department of Pathology, 
Yale University School of Medicine, New Haven, Connecticut
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ABstrActs FroM recent scientiFic MeetinGs

yale oral and Poster Presentations at the society for maternal-fetal medicine 2009 
annual meeting, january 26-31, san diego, Ca

oral PresenTaTions

Comprehensive Proteomic Mapping of Cord blood to identify novel biomarkers and functional 
Protein networks Characteristic of early onset neonatal sepsis (eons). Catalin S. Buhimschi.

hypertensive disorders in Pregnancy, recurrence in a second Pregnancy, and subsequent Car-
diovascular events. Jacob Alexander, Edmund F. Funai and Michael Paidas.

Presence of Misfolded soluble oligomers in urine of Women with severe Preeclampsia Classi-
fies Preeclampsia as a Protein Conformational disorder. Irina A. Buhimschi.

regulation of steroid sulfate Transporters in human Placenta during various Pregnancy related 
disease states and Their impact on estrogen synthesis Pathway. Clifford Mason, Catalin S. Buhim-
schi and Irina A. Buhimschi.

increased Mdr1 and bCrP in Placenta of Women in Preterm labor associated with inflamma-
tion. Clifford Mason, Catalin S. Buhimschi and Irina A. Buhimschi.

increased risk of Maternal Mortality from Cardiovascular and non-Cardiovascular Causes fol-
lowing adverse Pregnancy outcome in first delivery. Jacob Alexander, Charles J. Lockwood and 
Michael Paidas.

PosTer PresenTaTions

fungal endophytes as a Platform for discovery of novel Therapeutic strategies to inhibit Patho-
genic Processes relevant for Preterm birth. Sun Jin Lee and Irina A. Buhimschi.

The immediate Postnatal Period is Characterized by an increased sensitivity of the neonate to e. 
Coli endotoxin. Sonya S. Abdel-Razeq and Irina A. Buhimschi.

genetic background impacts on Myometrial Wound healing Post-Cesarean delivery (Cd): an 
Mrl/MpJ+/+ Mouse Model of uterine scarring. Catalin S. Buhimschi.

small and large for gestational age birthweight in offspring and risk factors for subsequent 
Maternal Cardiovascular Morbidity and Type 2 diabetes Mellitus. Jacob Lykke and Michael Paidas.

severe Maternal Morbidity during delivery hospitalizations, new york City, 1995-2003. Heather 
Lipkind.

short Cervix and negative fetal fibronectin: low risk of delivery Within 2 Weeks of screening. 
Isaac Sasson and Michael Paidas.



the journal for alumni and friends of yale oB/Gyn

47

Preeclampsia is a disease Characterized by specific supramolecular aggregates of Misfolded 
Proteins and Congophilia. Irina A. Buhimschi.

in severe Preeclampsia, activation of the receptor for advanced glycation end-Products (rage) 
system occurs independent of antigenic nε-Carboxymethyl-lysine Modified Proteins. Margaret 
A. Baumbusch and Irina A. Buhimschi.

Prenatal diagnosis of Congenital heart defects and 2011 Microdeletion. Li Ling and Joshua A. 
Copel.

Circulating levels of angiogenic factors in Women with Complete Placenta Previa. Mark Wehrum 
and Catalin S. Buhimschi.

Management of Twin Pregnancies at Term: What is the optimal gestational age at Which all Twin 
Pregnancies should be delivered? Mark Wehrum and Stephen Thung.

Preterm delivery, subsequent Cardiovascular Morbidity and Type 2 diabetes Mellitus in the 
Mother. Jacob Lykke and Michael Paidas.

Multigate spectral doppler analysis (Msda): Characterization of first Trimester uterine artery 
hemodynamics and association with the Past Pregnancy history. Beretta Pietro and Michael 
Paidas.

heparin stimulates Placental release and increases Circulating levels of sflT-1 in Women with 
Prophylactic anticoagulation. Victor A. Rosenberg, Catalin S. Buhimschi, Charles J. Lockwood and 
Irina A. Buhimschi.

amniotic fluid (af) soluble Toll-like receptor (Tlr)-2 has functional ability to Modulate the 
intensity of an intra-amniotic innate inflammatory response elicited by gram Positive bacteria. 
Antonette T. Dulay and Irina A. Buhimschi.

a functional role for the novel Toll-like receptor-4 (Tlr4) adaptor Protein, soluble Myeloid 
differentiation-2 (Md2), in Modulating human intra-amniotic immune responses. Antonette T. 
Dulay and Irina A. Buhimschi.

The interleukin-6 (il-6) Trans-signaling system: evidence for Presence and activation in Pregnan-
cies Complicated by intra-amniotic infection. Sarah Lee and Catalin S. Buhimschi.

antimicrobial Properties of the amniotic fluid (af): a growth Curve analysis of e. Coli. Christian 
M. Pettker.

Preimplantation factor (Pif) increases expression of key immunomodulatory factors suggest-
ing a Critical role in human implantation. Michael Paidas.
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evidence of adrenal gland fetal Zone activation – a new 2d ultrasound Method for Prediction 
of Preterm labor (PTl). Ozhan Turan and Catalin S. Buhimschi.

Perinatal outcome in Twin Pregnancies with discordant doppler velocimetry. Ali Unzila and Errol 
Norwitz.

is lowering the diagnostic Threshold for gestational diabetes (gdM) Cost-effective? implica-
tions from the hyperglycemia and adverse Pregnancy outcomes (haPo) Trial. Sarah Lee and 
Stephen Thung.

evidence for Participation of high Mobility group box 1 Protein (hMgb) in activation of recep-
tor for advanced glycation end-Products (rage) and Toll-like receptor (Tlr) systems in Women 
with severe Preeclampsia. Margaret A. Baumbusch and Irina A. Buhimschi.

The role of urinary endoglin in diagnosing severe Preeclampsia: a Prospective Comparison 
with soluble fMs-like Tyrosine kinase (sflT-1) to Placental growth factor (Plgf) ratio. Catalin 
S. Buhimschi.

Comparison of 2d and 3d fetal adrenal gland volume Measurement. Ozhan Turan and Catalin S. 
Buhimschi.
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ABstrActs FroM recent scientiFic MeetinGs

yale oral and Poster Presentations at the society of Gynecologic oncologists 40th annual meeting 
on Women’s Cancer™, february 5-8, 2009, san antonio, tX

oral PresenTaTions

a kras 3’uTr snP as a new Marker of ovarian Cancer risk. Elena Ratner, Marta Boeke, Lingeng 
Lu, Rachel Barnett, Herbert Yu, Harvey Risch, Thomas Rutherford, Peter Schwartz, Ellen Matloff, Daniel 
Zelterman, Frank Slack and Joanne Weidhaas.

World survey of the results of Treating gestational Trophoblastic disease 1995-2005. Ernest I. 
Kohorn.

PosTer PresenTaTions

serum amyloid a (saa): a novel biomarker for endometrial Cancer. Emiliano Cocco, Stefania 
Bellone, Karim El-Sahwi, Natalia Buza, Fattaneh A. Tavassoli, Peter E. Schwartz, Thomas J. Rutherford, 
Antonella Ravaggi, Sergio Pecorelli and Alessandro D. Santin.

Microrna signature differentiates organ origin of serous gynecologic Cancers. Elena S. Ratner, 
Christine Richter, Rajeshvari M. Patel, Marta Boeke, Daniel Zelterman, Alessandro Santin, Masoud 
Azodi, Peter E. Schwartz, Thomas J. Rutherford, Pei Hui and Joanne B. Weidhaas.
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ABstrActs FroM recent scientiFic MeetinGs

yale oral and Poster Presentations at the american urogynecologic society 2008 annual meeting, 
september 4-6, Chicago, il

oral PresenTaTions

hoXa11 expression Correlates with Cellularity in uterosacral ligaments and regulates Cell Pro-
liferation and the Cell Cycle via P53. Kathleen A. Connell, Marsha K. Guess, Heidi Chen, Tara Lynch 
and Hugh Taylor.

Mesenchymal stem Cells within the human vaginal stroma: isolation, Culture, and Characteriza-
tion. Marsha K. Guess, Kathleen A. Connell, Joshua Johnson, Nejla Sinclair, Richard Bercik and Lloyd 
G. Cantley. 

neurological deficits and symptoms of overactive bladder: are They related? S.B. Nosseir, M.K. 
Guess, R. Bercik and Kathleen Connell.
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ABstrActs FroM recent scientiFic MeetinGs

yale oral and Poster Presentations at the american society for reproductive medicine 2008 
annual meeting, november 8-12, san francisco, Ca

oral PresenTaTions

Cryopreservation of Whole human ovaries Together with fallopian Tubes. P. Patrizio, A. Arav, J. 
Bromer, M. Martel, M. Azodi and S. Silber. 

Cryopreservation of eleven Whole human ovaries: histology, immunohistochemistry and Techni-
cal details. P. Patrizio, J. Bromer, J. Johnson, M. Martel, S. Silber and A. Arav. 

identification of novel non-invasive biomarkers of oocyte aneuploidy. D. Wells, E. Fragouli, V. 
Bianchi, A. Borini and P. Patrizio. 

Psychological stress: ivf facilitator or foe? L. Pal, A. Zapantis, H. Solomon, S. Jindal, M.E. Nihsen 
and K. Bevilacqua. 

vitamin d insufficiency in reproductive years May be Contributory to ovulatory infertility and 
PCos. L. Pal, J. Shu, G. Zeitlian and C. Hickmon.

glutamate levels in embryo Culture Media determined by Proton nuclear Magnetic resonance 
(1hnMr) Metabolomics Correlates with reproductive Potential of day 3 embryos in arT. e. Seli, 
L. Botros, D. Sakkas and D.H. Burns. 

non-invasive Metabolic Profiling of day 5 embryo Culture Media adds to the discriminatory 
Power of blastocyst Culture for single embryo Transfer. T. Hardarson, M. Tucker, E. Seli, L. Botros, P. 
Roos and D. Sakkas.

PosTer PresenTaTions

Comparative study of human oocyte Cryopreservation by vitrification or slow freezing. G. Gar-
cia, R. Santos, M.-L. Arenas, O. Gonzalez, P. Ramirez and P. Patrizio. 

endometrial Polyps affect Molecular determinants of endometrial receptivity. B.W. Rackow,A.M. 
Tetrault and H.S. Taylor.

skin Wrinkles and rigidity in early Postmenopausal Women vary by race/ethnicity: baseline 
Characteristics of Participants enrolled in the skin ancillary study of the keeps Trial. E.F. Wolff, T. 
Altun, R. Madankumar, L. Pal, N. Santoro and H.S. Taylor. 

downregulation of the igf gene family in human luteinized granulosa Cells (gC): a distinct 
‘genomic signature’ of diminished ovarian reserve? S.K. Jindal, K. Greenseid, M. Bat-Sheva, J.M. 
Hurwitz, N.F. Santoro and L. Pal. 
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relationship between sperm-hyaluronic acid (ha) binding assay scores and ha-Mediated 
increase in Maintenance of sperm Motility and velocity in ivf Conditions. A. Yagci, O. Ocali, J. 
Stronk, W. Murk and G. Huszar. 

Impact of genital Tract obstruction on Testicular germ Cell dna repair and apoptosis. D. Sakkas, 
A.-B.M. Al-Din, M.T. Barakat, H.M. El-Fakahany and M.M. El-Domyati. 

implantation failures in Women undergoing infertility Treatment with arT using fresh donor 
and non-donor oocytes: united states data from 2001 to 2005. J.G. Bromer, P. Patrizio and E. Seli.

low risk of Multiple Pregnancies in assisted reproductive Technology (arT) for Women over 
age 40. J.G. Bromer, D. Sakkas, L.J. Siano, C.A. Benadiva and P. Patrizio.

from oocytes to babies: evaluating the Clinical and biological efficiency of “best Prognosis” 
donor oocytes. J.G. Bromer, D. Sakkas and P. Patrizio.

ivf/iCsi outcome in Patients with Polycystic ovary syndrome (PCos) and with abnormal fsh/
lh ratio. D. Salazar, R. Santos, P. Galache, S. Hernandez, V. Batiza and P. Patrizio. 

Postponement and Preservation of fertility by oocyte freezing: yale Preliminary experience. J.G. 
Bromer, W. Somers and P. Patrizio.

fsh receptor Polymorphisms (P. Thr307ala) and estradiol response to ovarian stimulation in 
asian and Caucasian Women. H.G. Huddleston, S. Benedict, D. Sakkas, V. Fujimoto, T. Gerasimova, 
and M. Lalioti.

Preterm deliveries That result from arT-associated Multiple Pregnancies in the united states: a 
Cost analysis. J.G. Bromer and E. Seli.

influence of the high Peak serum estradiol (e2) on the outcome of ivf Cycles. I. Carmona, P. 
Galache, P. Diaz, R. Santos, J. Sepulveda and P. Patrizio.

 
oTher absTraCTs WiTh yale 
Co-auThors

successful Pregnancy after Whole ovary Microvascular Transplantation. S. Silber, J. Pineda, M. 
DeRosa, K. Ojha, P. Patrizio and R.G. Gosden. 

The ‘Muffin Test’ – a Potential alternative to formal oral glucose Tolerance Test (ogTT) for the 
detection of impaired glucose Tolerance (igT). M.L. Traub, A. Jain, B.-S. Maslow, L. Pal, D.T. Stein 
and R. Freeman. 

age, ethnicity & endometrial Thickness are independently Predictive of Clinical Pregnancy fol-
lowing fresh blastocyst embryo Transfer. M.L. Traub, A. Van Arsdale, L. Pal and S. Jindal. 

Percutaneous epididymal sperm aspiration (Pesa) or Testicular sperm extraction (Tese) for 
Men with obstructive azoospermia: a review of 6 years. P. Reyes, R. Santos, P. Diaz, P. Martinez, P. 
Patrizio and J. Sepulveda.
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ABstrActs FroM recent scientiFic MeetinGs

yale oral and Poster Presentations at the society for Gynecologic investigation 
2009 annual meeting, march 17-21, Glasgow, scotland

oral PresenTaTions

increased Placental expression of the novel Transcription factor TfdP3 in human Pregnancies 
associated with idiopathic Preterm intrauterine growth restriction (iugr). Ciprian P. Gheorghe, 
Zhonghua Tang, Yula Y. Ma, Joseph Se-Te Huang, Irina A. Buhimschi, Catalin S. Buhimschi and Seth 
Guller. 

Presence of endoglin in Microparticles (MPs) shed from human Placenta: implications in the 
Pathophysiology of Preeclampsia. Seth Guller, Zhonghua Tang, Yula Ma, Sandhya Reddy, Stefano Di 
Santo and Henning Schneider. 

low follicular fluid il-6 levels are Predictive of Clinical Pregnancy in ivf Cycles. Tugba Altun, 
Sangita Jindal, Keri Weingast, Jun Shu, Gohar Zeitlian, Cheryl Hickmon and Lubna Pal. 

decreased expression of dysferlin Transcript in Preterm Placentas from Pregnancies affected by 
Preeclampsia and intrauterine growth restriction. Pinar H. Kodaman, Zhonghua Tang, Annarita Di 
Lorenzo, Seth Guller and William Sessa. 

hoXa11 regulates Cell Proliferation and P53 in the determination of usl Cellularity. Kathleen A. 
Connell, Marsha K. Guess, Heidi Chen, Tara Lynch and Hugh S. Taylor.

bisphenol-a (bPa) exposure in utero leads to epigenetic alterations in uterine developmental 
Programming. Jason G. Bromer, YuPing Zhou, Melissa B. Tayor and Hugh S. Taylor.

expression and Cytokine-dependent enhancement of growth-regulated oncogene-beta in Term 
decidua: a novel Mechanism for neutrophil recruitment and activation in Chorioamnionitis. 
Felice Arcuri, Paolo Toti, Lynn Buchwalder, Marcella Cintorino, Alessandra Casciaro, Antonietta Carducci, 
Charles J. Lockwood and Frederick Schatz.

Tissue selective estrogen Complexes (TseCs) differentially Modify hoXa-10 expression in endo-
metrial Cells. Jaime Kulak, Elisa M. Jorgensen, Donna Sinclair, Barry S. Komm and Hugh S. Taylor.

Pancreatic beta Cell Transdifferentiation of human endometrial derived stem Cells (hedsC). Erin 
F. Wolff, Katherine V. Yao and Hugh S. Taylor.

spastin binds hoXa10 to Maintain endometrial receptivity Through Corepression of eMX2. Gau-
rang S. Daftary, Elisa M. Jorgensen, Amy M. Tetrault and Hugh S. Taylor.

diethylstilbstrol (des) and bisphenol-a (bPa) alter eZh2 expression: an epigenetic Modification 
linking endocrine disruption to breast Cancer. Jason G. Bromer and Hugh S. Taylor.
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PosTer PresenTaTions

CCl2 is the Major first Trimester decidual Cell-secreted Chemokine found to Promote Chemot-
axis of Monocytes in response to Pro-inflammatory stimuli. Min Li, Kuang-Chung Liou and Joseph 
Huang. 

The absence of Tlr3 is detrimental for Pregnancy in the Presence of herpes viral infection. Ingrid 
Cardenas, Paulomi Aldo, Kaori Koga, Roberts Means, Sabine Lang and Gil Mor. 

Mesenchymal stem Cells within the human vaginal stroma: isolation, Culture and Characteriza-
tion. Marsha K. Guess, Kathleen A. Connell, Joshua Johnson, Nejla Sinclair, Richard Bercik and Lloyd 
G. Cantley.

inhibition of mTor kinase in Cultured bovine Cortex results in altered follicle dynamics. Joshua 
Johnson, Marie McLaughlin, James Yu and Evelyn E. Telfer.

abruption-generated Thrombin May elicit functional Progesterone receptor Withdrawal in hu-
man decidual Cells. Charles J. Lockwood, Carlos Stocco, William Murk, Lynn F. Buchwalder, Joseph 
S.T. Huang and Frederick Schatz.

il-1b, Tnfa- and inf-g-enhanced iP-10 and iTaC expression in human decidual Cells May recruit 
natural killer Cells to the Peri-implantational decidua. Charles J. Lockwood, Dineka Smedts, Lou-
ise A. Koopman, Basya Rybalov, Jack L. Strominger, Lynn F. Buchwalder, Graciela Krikun and Frederick 
Schatz.

The uterosacral ligament (usl) and Cervix show similar expression of genes involved in the 
Pathogenesis of Pelvic organ Prolapse. Heidi W. Chen, Marsha K. Guess, Richard Bercik, Hugh S. 
Taylor and Kathleen A. Connell.

relationship between baroreceptor sensitivity and bMi in a Pregnant Population. Keith P. Wil-
liams, France Galerneau and Linda Elgart.

bisphenol-a (bPa) exposure selectively alters endometrial Pr and vegf expression in the non-
human Primate. Tamir S. Aldad, Csaba Leranth and Hugh S. Taylor.

glucocorticoids and hypoxia-associated Pathophysiology of Preeclampsia. Men-Jean Lee, Yula 
Ma, Yevgeniya Pozharny and Seth Guller.

endometrial Tryptophan 2,3-dioxygenase regulation by hoXa10 in the Maintenance of sero-
tonin secretion. Leo F. Doherty, Hye Eun Kwon and Hugh S. Taylor.

regulation of interleukin-6 expression in decidual Cells: a Potential role in Chorioamnionitis. 
Charles J. Lockwood, William Murk, Umit Kayisli, Joseph S.T. Huang, Frederick Schatz.
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automatic nervous system Changes Prior to the development of Preeclampsia. Keith P. Williams, 
France Galerneau and Linda Elgart.

The spatial expressions of implantation-related Cytokines in endometrium of adenomyosis and 
normal Patients. Chih-Feng Yen, William Murk, Shu-Ling Lin, Chyi-Long Lee, Aydin Arici and Umit A. 
Kayisli.

in utero ghrelin deficiency Compromises fertility Through a ghrelin receptor independent 
Mechanism and altered developmental Programming of hoXa10 expression. J. Ryan Martin, 
Sarah B. Lieber, Amy M. Tetrault, Tamas L. Horvath, Marya Shanabrough, Jason G. Bromer and Hugh S. 
Taylor.

a novel Mutation of hoXa13 in a family with hand-foot-genital syndrome and the role of 
Polyalanine expansions in the spectrum of uterovaginal Malformations. Elisa M. Jorgensen, Jane 
Ruman, Leo F. Doherty and Hugh S. Taylor.

rheologic Changes in uterine artery in a low risk Population: Prospective study. Pietro Beretta, 
Gabriele Urban, Stefano Ricci, Piero Tortoli, Patrizia Vergani and Michael Paidas.
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tHe YeAr in reVieW

Welcome to our new ob/Gyn interns

We are pleased to announce the results of the 2008 National Ob/Gyn Residency Match Program. We 
received a record 370 applications. Of the 98 candidates we invited to interview, 94 accepted. We have 
matched seven outstanding, highly accomplished physicians (below). 

ANTHONY CRAIG, MD, PhD – Howard University College of Medicine

Anthony received his BA (in History), MS (in Genetics), and MD/PhD from Howard 
University, where he was also the recipient of numerous academic/research awards 
including the MEDSTAR Award (a merit-based scholarship at Howard University), an 
MD/PhD student travel award from the American Society of Human Genetics, and a 
research award from the Genome Research Institute at the NIH. He has been active-
ly involved in a community outreach program for Sickle Cell Disease in the greater 
Washington, DC area. His research interests are diverse and include: (i) developing a 
protocol to introduce immunosuppressive genes into pancreatic islets for transplan-
tation (sponsored by NIDDK) and (ii) developing adenovirus gene therapy vectors to 
treat hemophilia A and to overexpress factor VIII (sponsored by the National Human 
Genome Research Institute at the NIH). He has several publications, including a first 
author paper in Molecular Therapy. His hobbies and interests include sailing, chess, 
martial arts and history.

MARIA DELEON, MD – University of California, Los Angeles

Maria received her BA (in Biochemistry and Molecular Biology) at the University of 
California, Davis and her MD from the University of California, Los Angeles David 
Geffen School of Medicine. She has received numerous academic awards and has 
been actively involved in a number of community activities at UCLA, including vice-
president of the Geriatric Interest Group, coordinator of the medical school’s Interna-
tional Student Program, and a volunteer at Santa Monica Homeless Shelter. She has 
worked as a medical volunteer at a local free clinic in Puentes de Amistad, Mexico, 
and at Baguio General Hospital in the Philippines. Maria has spent a significant 
amount of time as a research assistant in the Department of Neurology at UCLA, 
searching for genetic mutations in patients with myasthenia gravis. She has trans-
fected and overexpressed variants in acetylcholine receptor genes in a number of 
animal models to determine the effect of these polymorphisms on protein function. 
She recently presented her research in Honolulu, Hawaii. Maria is fluent in Tagalog 
and Ilocano, and conversant in Spanish. Her hobbies and interests include hiking, 
camping, jogging, playing the piano and practicing meditation.       
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MICHELLE GLASGOW, MD – Brown University

Michelle received her BA (in Development Studies) and MD from Brown University. 
She has been actively involved in a number of community activities at Brown, and 
was vice-president and community service chair of their Student National Medical 
Association. Michelle has been involved in a number of diverse research projects, 
including: (i) a randomized trial looking at the effect of prenatal zinc supplementation 
on perinatal outcome in Lima, Peru; (ii) a study evaluating the effect of chemotherapy 
on urinary symptoms in women with ovarian and endometrial cancer; and (iii) a 
retrospective cohort study evaluating the effect of age on quality of life after urogy-
necologic surgery. She recently presented her urogynecology research in Boston, 
MA, and in Orlando, FL. Michelle is proficient in Spanish. Her hobbies and interests 
include playing classical piano, downhill ski racing and international travel. 

HOMA KHORRAMI, MD, MPH – George Washington University

Homa received her BS (in Chemistry) from George Washington University and her 
MD/MPH from George Washington University School of Medicine. She has been 
the recipient of numerous academic/research awards, including the Gold Human-
ism Society Award (2007), the Columbia College of Arts and Sciences Distinguished 
Scholar Award (and commencement speaker), and the Presidential Scholarship to at-
tend George Washington University (2000-2004). She was co-president of the GWU 
Chapter of Physicians for Human Rights. Homa’s family is from Afghanistan, and she 
has traveled extensively to the area and worked with a number of volunteer organi-
zations including, among others, Operation Heartbeat in Kashmir, Pakistan, where 
she helped to provide medical aid to victims of the earthquake. Her research inter-
est is in international women’s health, and her study looking at the healthcare needs 
of women at Rabia Balkhi Hospital in Kabul, Afghanistan, was just published in the 
International Journal of Gynaecology & Obstetrics. Most recently, she has been 
working with Dr. James Mills at the Epidemiology Branch of NICHD on the diagnos-
tic criteria for fetal alcohol spectrum disorders. Homa is intermediately fluent in Farsi 
and Spanish. Her hobbies and interests include tennis and creative arts. 

ANITA SARGENT, MD, PhD – SUNY at Syracuse

Anita received her BS (in Chemistry) from Nazareth College, her PhD in Chemis-
try from Binghamton University, and her MD from State University of New York at 
Syracuse College of Medicine. She has been the recipient of numerous academic/
research awards, including research awards from IBM and the Charles Hutchins 
Educational Grant awarded by SMTA International in San Jose, CA. She has been 
actively involved with a number of community organizations in the Western NY area 
focused on medical outreach, education and prevention. Among her achievements, 
Anita has authored more than 10 publications and has an equal number of abstracts. 
The focus of her most recent research investigates the electrochemical and capacita-
tive interactions between antigens and antibody-impregnated conducting polymer 
electrodes with a view to developing novel technology for rapid automated antigen 
detection. Anita’s hobbies and interests include medical illustration, volleyball and 
mountain biking.
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OMAR YOUNG, MD – Columbia University

Omar received his BA (in Biology and Biomedical Sciences, and French) from Wash-
ington University in St. Louis, MO, and his MD from Columbia University College of 
Physicians and Surgeons in New York. Like our other successful applicants, Omar 
has been the recipient of numerous academic and research awards, including the 
prestigious John Frederick Bohmfalk Scholarship at Columbia University. He has 
been actively involved in the black and Latino communities in and around New York, 
developing community-based educational programs on HIV/AIDS and promoting 
issues related to minority health across New York City as well as among minority 
medical students at both Columbia and other institutions. He has three publications 
under his belt and recently presented his research at the Society of Maternal-Fetal 
Medicine. Omar is proficient in French. Among his hobbies and interests, he lists 
singing (of note, he was the lead tenor in the medical school acapella group called 
“Ultrasounds/Vocal Cords” at Columbia University), squash, tennis, politics and 
“food and wine.”

VICTORIA SNEGOVSKIKH, MD – St. Petersburg Medical University

Victoria is our Preliminary Ob/Gyn Resident for 2008-2009. She received her MD 
from St. Petersburg State IP Pavlov Medical University and her Ob/Gyn Residency 
Training at St. Petersburg Medical Academy of Postgraduate Education in St. Pe-
tersburg, Russia. After finishing her residency, she worked for several years in a 
Russian-Finnish Ob/Gyn Center in St. Petersburg, providing general Ob/Gyn care on 
both an inpatient and outpatient basis, with a particular focus on infertility. She then 
moved to the U.S. where her husband, Dennis, had been offered a residency posi-
tion in Anesthesiology at Yale. For the past three years, Victoria has been working as 
a postdoctoral associate in the Ob/Gyn Department under the auspices of Dr. Errol 
Norwitz. Among her accomplishments, Victoria has five publications, an additional 
seven manuscripts under review, one book chapter, and 14 presentations (including 
two oral presentations) at national and international meetings including the Society 
of Maternal-Fetal Medicine and the Society for Gynecologic Investigation. She is 
fluent in Russian. Her hobbies and interests include spending time with her family 
(husband and two children), music, theater, fishing, hiking and knitting.
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our fellowship and residency Program Graduates and Their destinations

Dan-Arin Silasi, MD 2008 
Yale University – Gynecologic Oncology

Victor Rosenberg, MD 2008 
North Shore University Hospital

Sonya Abdel-Razeq, MD 2008 
Surgical Critical Care Fellowship – Yale University Department of Surgery

Michael Cackovic, MD 2008 
Balboa Naval Hospital, San Diego, CA

Katherine Campbell, MD 2008 
Fellow, Maternal-Fetal Medicine – Yale University

Heidi Chen, MD 2008 
Fellow, Urogynecology – Yale University

Devorah Daley, MD 2008 
Private Practice – Teaneck, New Jersey 

Samuel Pauli, MD 2008 
REI Fellowship – Emory Univ. School of Medicine

Homayoun Sadeghi, MD 2008 
Private Practice – Bakersfield, CA

Erica Wang, MD 2008 
Research Fellow – Univ. of CA, San Francisco 
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newest additions to the yale faculty

Alessandro D. Santin, MD – Gynecologic Oncology

Alessandro D. Santin, MD, a native of Italy trained at the University of Brescia, Italy, 
was on the faculty of the University of Arkansas for Medical Sciences, and joined our 
faculty in the Section of Gynecologic Oncology as Professor in July 2008.

Among his honors, he received the American Association of Cancer Research’s 
Young Investigator Award and the Italian Society of Gynecologic Oncologists Award 
for Translational Science.

Dr. Santin’s clinical interests include cancer of the ovary, uterus, vagina, cervix and 
vulva; intraperitoneal chemotherapy, tumor immunology and immunotherapy; and 
tumor angiogenesis, radiation biology, and experimental therapeutics in gynecologic 
oncology.

Dan–Arin Silasi, MD – Gynecologic Oncology

Dan–Arin Silasi, MD, joined the faculty of the Section of Gynecologic Oncology in the 
Department of Obstetrics, Gynecology and Reproductive Sciences as Assistant Pro-
fessor in July 2008. He first came to New Haven as a fellow in Gynecologic Oncol-
ogy in 2005. Dr. Silasi graduated summa cum laude from the University of Medicine 
and Pharmacy in Romania and trained in Otolaryngology. In the United States he 
trained in Internal Medicine at New York University, followed by residency in Obstet-
rics and Gynecology at the University of Texas in San Antonio and a fellowship in 
Gynecologic Oncology at Yale University. He received the José Asis Memorial Award 
while a Yale Fellow. During fellowship, he began research into the mechanisms of 
chemoresistance in ovarian cancer under the guidance of Gil Mor, MD, PhD.

Dr. Silasi has multiple original research peer–reviewed publications. His clinical inter-
ests include all gynecologic malignancies, and he has a particular interest in robotic 
surgery. 

Pinar Kodaman, MD, PhD – Reproductive Endocrinology and Infertility

Pinar Kodaman, MD, PhD, joined the faculty of the Section of Reproductive Endo-
crinology and Infertility in the Department of Obstetrics, Gynecology & Reproduc-
tive Sciences as Assistant Professor in July 2008. She first came to New Haven as 
an undergraduate in 1990. After graduating from Yale University summa cum laude 
with distinction in her major, she began medical school at Yale and joined the com-
bined MD/PhD program. In 2001, Dr. Kodaman graduated from medical school and 
obtained a graduate degree in Pharmacology. She stayed on as an Ob/Gyn resident 
at Yale-New Haven Hospital, graduating in 2004, and received the Meehan-Miller, 
Irving Friedman, and American Association of Gynecological Laparoscopists awards. 
Following her graduation, Dr. Kodaman was recruited into our fellowship in Repro-
ductive Endocrinology and Infertility, and she will continue on at Yale as a Women’s 
Reproductive Health Research Scholar and Assistant Professor. 

Dr. Kodaman has multiple original research and peer-reviewed publications. Her clini-
cal interests include PCOS, reproductive surgery and infertility.
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PHoto HiGHliGHts FroM tHe YoGs GAtHerinG At 
tHe AnnUAl sGi MeetinG in sAn DieGo, cA, MArcH 2008
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PHoto HiGHliGHts FroM tHe 2008 c. lee BUxton 
resiDents’ reseArcH DAY
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PHoto HiGHliGHts FroM tHe YoGs GAtHerinG At tHe 
AnnUAl AcoG MeetinG in neW orleAns, MAY 2008
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neWs iteMs

honoring don CousTan

We will gather at the Anylan Center on April 25, 2009 to celebrate Don 
Coustan’s career following his recent retirement as chair of Obstetrics and 
Gynecology at the Brown University Program in Medicine. The folks at 
Brown already honored Don in the fall, with their chief of Gynecologic On-
cology, Dr. Skip Granai, emceeing a day of skits and tributes, including talks 
by Peter A. Schwartz and by Alan DeCherney, entitled “What I Couldn’t 
Teach Don about REI.”

Invited speakers scheduled to be on hand to honor Don include Alan, 
Nathan Kase, John Hobbins and Roberto Romero, all commenting on their 
intersections with Don’s work.

To remind you all of Don’s “True Blue” upbringing – and it doesn’t get much “Bluer” than this – Don 
graduated from Yale College in 1964 with a degree in psychology. His MD followed in 1968 from the 
Yale School of Medicine, and he proceeded, as one did in those days, to a medical internship at Yale-
New Haven Hospital and his Ob/Gyn residency, finishing in 1973. He was part of an extremely illustri-
ous group that included Jim Watson, Peter A. Schwartz and Jack Larsen. 

Don emigrated briefly to California and the Navy, where he spent two years as the Chief of Obstetrics 
at the Naval Regional Medical Center in Oakland. He returned to us in 1975 and spent the next seven 
years on the faculty. Don founded the Diabetes in Pregnancy program here and was followed by Dr. Al 
Reece, who is now Dean of the University of Maryland School of Medicine. The program still thrives 
and is now run by Dr. Stephen Thung. Don eventually rose to the rank of Associate Professor. Everyone 
at Yale, of course, remembers Don not only for his groundbreaking work in truly defining optimal care 
for pregnant diabetic women and elucidating the causes of the associated fetopathy, but also for his 
establishing, with Alan DeCherney, the modern residency program.

We all would like to thank Don for his devotion to his alma mater as well as to Brown (alma mater to a 
large number of current Yale faculty and residents), establishing their Ob/Gyn program as among the 
finest in the country – and a worthy and friendly competitor to ours!

a PhysiCian’s gifT suPPorTs researCh inTo PreeClaMPsia and PreMaTuriTy
Charles Gershman

Shortly before the end of World War II, a dying Albert S. McKern, M.A. ’13, M.D., turned to lawyers—
fellow prisoners in a Japanese internment camp in Sumatra—and composed his will. “I hereby direct 
that none of my land or house property be sold until the time specified hereunder in this will.” His 
vacant land was to be developed and property that he owned in Penang, Malaysia, where he had 
practiced as a physician and surgeon, was to be renovated and rented. Ten years after the death of his 
last child, the family’s holdings were to be sold and the money divided among three universities—Yale, 
where he had received a degree in engineering; the University of Sydney in Australia, where he had re-
ceived his bachelor’s degree and studied theology; and the University of Edinburgh in Scotland, where 
he had received his medical degree.
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Born in 1885 in Sydney, McKern came to Yale in 
September 1911 after deciding that theology was not 
for him because of his difficulties with public speak-
ing. He earned a master’s degree at Yale followed by 
a medical degree at Edinburgh in 1917. McKern then 
moved to Penang, where he built up both a success-
ful medical practice and substantial real estate hold-
ings. During the Japanese invasion in 1942, McKern 
tried to flee to Singapore but was captured in Indone-
sia. He died three years later of dysentery.

Under the terms of McKern’s will, his family’s 
estate—$12 million—was to be used “for the sole 
and special purpose of establishing medical research 
scholarships for investigation into the causes, pre-
vention and treatment of mental and physical pain 
and distress during pregnancy, labour and the puer-
perium.” McKern’s last surviving beneficiary died in 
December 1997, and the trust terminated a decade 
later.

Yale’s portion of McKern’s gift—about $4 million—
will endow annual grants that will be awarded to 
those doing the most promising research in these 
issues. Charles J. Lockwood, MD, Anita O’Keefe 
Young Professor of Women’s Health and chair of 
Obstetrics, Gynecology and Reproductive Sciences, 
learned about the gift several years ago at a meeting 
with Andrew A. Calder, MD, head of Reproductive and Developmental Sciences at Edinburgh. Lock-
wood’s initial reaction was disbelief. “He’d had a few drinks and I thought he was exaggerating,” Lock-
wood said. Eventually Calder invited Lockwood to Edinburgh for a week as a visiting professor, and the 
two began a discussion of joint work that might fulfill McKern’s dream.

“They have a very strong program,” he said of Ob/Gyn research at Edinburgh, citing the work done in 
prematurity and preeclampsia in particular. “There are a lot of parallels between [our] departments.”

Lockwood hopes to devise a joint strategy for using the money from the bequest during this academic 
year. Given McKern’s desire and the needs of the field, Lockwood sees prematurity research as an area 
of focus. “[Prematurity] is the leading cause of infant mortality in the United States, the leading cause 
of mental retardation, the leading cause of childhood blindness. It costs the U.S. economy around $28 
billion a year in terms of health care-related resources. Preterm delivery is a national public health crisis.”

Funds from the bequest may also support a Yale-Sydney-Edinburgh scholarly exchange program and 
research on postpartum depression in the psychiatry department.

(This article first appeared in Yale Medicine, Winter 2009)
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Where in The World …

Please take a look at the list below and help us locate some of our more elusive alumni! 

Stuart J. Abrahams, MD
Brian David Acacio
Colin Bailey, MD
John DeFazio, MD
Edward DeSano, Jr., MD
Donna M. DiCenzo
Mikio Kato, MD
Arthur J. Kavanagh, Jr., MD
David H. Kearing
Chung Yuen Liu
Raphael Mendoza
Orlando J. Miller, MD
Jack Mohr, MD
William J. Moss (Gynecologists Associated)
Kenneth A. Pruett, MD
James Thomas, MD

If you know their whereabouts, please let them know that we’re trying to contact them to include 
them in our Society. Contact info may be emailed to yogs@yale.edu.

CMe online

Yale CME has received a grant from 
Merck & Co. to produce online learn-
ing in Oncology. Of the 12 lectures 
planned, six will represent offerings 
from the Yale School of Medicine 
Department of Obstetrics, Gynecol-
ogy and Reproductive Sciences. Two 
of these lectures have been record-
ed to date.

The lectures may be viewed on the 
Yale CME web site at http://transact.
med.yale.edu/cme/online_courses/
welcome.html.

  

http://transact.med.yale.edu/cme/online_courses/welcome.html
http://transact.med.yale.edu/cme/online_courses/welcome.html
http://transact.med.yale.edu/cme/online_courses/welcome.html
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birTh announCeMenTs

Well, it looks like a men’s basketball team may be forming in the future, with five boys having been 
born to Yale Ob/Gyn docs over the past several months:

sinjin elliot suh bromer, 6 pounds, 15 ounces, was born October 16, 2008 to Dr. Jason Bromer 
and his wife. A day later, luke Philip funai, 4 pounds, 5 ounces, son of Dr. and Mrs. Edmund Funai, 
arrived. anduin kim Thung, 6 pounds, 15 ounces, followed a week later on October 25th to proud 
parents Dr. and Mrs. Stephen Thung.

On December 9, Dr. Isaac Sasson and his wife welcomed Jacob sasson, 6 pounds, 14 ounces; and on 
March 10, 2009, Dr. Kathleen Connell gave birth to Thomas Connell, 8 pounds, 5 ounces. 

All babies are doing well and hope to get out on the court to start practicing just as soon as they learn 
how to walk!

granTs aWarded

dr. Zhiwei hu – State of CT Department of Public Health grant entitled “Targeting Tumor Blood Vessels 
for Immunotherapy and Photodynamic Therapy of Human Lung Cancer.”

dr. graciela krikun was chosen as winner of the 2008 Aniara Grant: “Detection of Plasma TF Expres-
sion and Activity in Women with Endometriosis.” Aniara Diagnostica.

dr. richard hochberg – NIH/NIMH R21 award entitled “123I-Ligands for SPECT Imaging the Estrogen 
Responsive Regions of the Brain.”

dr. antonette dulay – SMFM/AAOGF grant entitled “A Role for Soluble Modulators of Innate Immunity 
in Regulating the Intra-Amniotic Inflammatory Response to Infection.”

dr. Carlos stocco – “Cloning of AP3” – new RO1 grant.

dr. se-Te Joseph huang – “Involvement of Innate Immune Response in the Pathogenesis of Preec-
lampsia” – new R01 grant.

dr. lubna Pal – CTSA CARE grant from YCCI entitled “Health Benefits of Vitamin D & Calcium in 
Women with PCOS.”

dr. Charles lockwood – Progestin R01 renewal – “Progestin Effects on Uterine Hemostasis & Angio-
genesis.”

dr. hugh Taylor – two grants: “Mechanism of Tissue Specific Estrogen Complex Action in the Endo-
metrium” – Wyeth Pharmaceuticals. “Radiofrequency nonionizing radiation exposure in pregnancy and 
development defects” – Environment and Human Health Inc. (EHHI).

dr. yingqun huang – Connecticut Stem Cell Research Advisory Committee – “Molecular function of 
Lin28 in human embryonic stem cells.” 

dr. gil Mor – “Assay of Induction of Apoptosis” – Merck.
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dr. Zhiwei hu - “Targeting Tumor Blood Vessels for Immunotherapy and Photodynamic Therapy of 
Chemo-resistant Breast Cancer” – Breast Cancer Alliance.

dr. Michael Paidas – “Determination of Antithrombin Antibodies in a Healthy Pregnant Population dur-
ing the Peripartum Period” – GTC Biotherapeutics, Inc.

dr. vikki abrahams – Alliance for Lupus Research – “Effect of Antiphospholipid Antibodies on Tropho-
blast Function in Pregnancy.”

2009 albert Mckern scholar awards for Perinatal research – yale university:

dr. irina buhimschi – “An Investigational Study of Preeclampsia as a Protein Misfolding Disease.”

dr. vikki abrahams – “Human Endogenous Retroviruses: A Novel Biomarker for Preeclampsia.”

fond fareWells

denny sakkas has left his position as Director of the Embryology Laboratory at Yale Fertility Center 
and joined Molecular Biometrics as Chief Scientific Officer. He will oversee research and development, 
initially focusing on the development of the company’s ViaTest-ETM product, which is used in the as-
sessment of embryo viability in the field of IVF and assisted reproductive technology. We wish him 
much success and look forward to future collaboration as he continues with his research and teaching 
as an adjunct Associate Professor with Yale University School of Medicine.

sue richman recently left us to pursue her dream of running a family planning center. Her new posi-
tion is Medical Director of Summit Medical Center, an independent women’s healthcare provider of 
gynecological and abortion services, with clinics in Hartford and Bridgeport. While we will sorely miss 
Dr. Richman’s enthusiasm for teaching residents and students and advancing the cause of improved 
access to abortion services for women, we hope to collaborate on clinical research projects associated 
with family planning services in the future.

neTCasTs available on iTunes

Next time you’re downloading your favorite music from iTunes, don’t forget to add a few Yale netcasts 
to your playlist. The number of downloadable files available is continuously increasing, thanks to the 
Office of Public Affairs. The netcasts include talks by alumni, faculty and other Yale-affiliated speakers. 
Some recent additions include PCOS netcasts from Lubna Pal, Pinar Kodaman and Beth Rackow in ad-
dition to Tamas Horvath and Xiao-Bing Gao on lack of sleep and how it leads to obesity. All netcasts are 
free from iTunes, so download them now at http://opa.yale.edu/netcasts.aspx.

Online: Yale Netcasts 
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visiT friends on faCebook

There are two new groups recently formed on Facebook where you can connect with Yale Ob/Gyn 
alums and fellow YOGS members:

yale obstetrical and gynecological society (yogs) is comprised of current and former students, 
residents and clinical fellows who completed their training at Yale, as well as past and current faculty 
members. Here you’ll find YOGS updates, pictures and announcements of events. On Facebook, 
search yale obstetrical and gynecological society.

yale ob/gyn, developed by Dr. Samuel Pauli, a 2008 graduating resident, is open to all doctors, nurses 
and support staff currently or formerly associated with Yale Obstetrics and Gynecology. It is meant to 
allow old friends to reconnect and share announcements, both personal and professional. On Face-
book, search yale obstetrics and gynecology.

Additionally, you can visit the following Yale-affiliated blogs and Facebook pages:

blogs

yale fertility Center blog: http://yalefertilitycenter.blogspot.com/

yale reproductive endocrinology blog: http://yalereproductiveendocrinology.blogspot.com/

faCebook Pages

yale fertility Center

yale reproductive endocrinology

yale PCos Program

yale endometriosis Program

yale adolescent gynecology Program

yale Menopause Program

yale recurrent Pregnancy loss Program

yale egg donor/surrogacy Program

yale in vitro fertilization Program

http://www.facebook.com/pages/Yale-Obstetrical-and-Gynecological-Society/76217765177
http://www.facebook.com/s.php?ref=search&init=q&q=Yale Obstetrics and Gynecology&sid=40606e52d1201139fb331abf8b6249ca - /group.php?sid=40606e52d1201139fb331abf8b6249ca&gid= 66100494477
http://www.facebook.com/pages/Yale-PCOS-Program/63375014561
http://www.facebook.com/pages/Yale-Adolescent-Gynecology-Program/78908984609
http://www.facebook.com/pages/Yale-Egg-DonorSurrogacy-Program/65967626733
http://www.facebook.com/pages/Yale-Endometriosis-Program/72315691811
http://www.facebook.com/pages/Yale-In-Vitro-Fertilization-Program/88633862352
http://www.facebook.com/pages/Yale-Menopause-Program/77498424812
http://www.facebook.com/pages/Yale-Recurrent-Pregnancy-Loss-Program/156067505570
http://www.facebook.com/pages/Yale-Reproductive-Endocrinology/68087952760
http://www.facebook.com/pages/Yale-Fertility-Center/55523238825?ref=ts
http://www.facebook.com/pages/Yale-Obstetrical-and-Gynecological-Society/76217765177
http://www.facebook.com/s.php?ref=search&init=q&q=Yale Obstetrics and Gynecology&sid=40606e52d1201139fb331abf8b6249ca - /group.php?sid=40606e52d1201139fb331abf8b6249ca&gid= 66100494477
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2007 ivf suCCess raTes

During 2007, the Yale Fertility Center improved on its already excellent success rates across all pro-
grams. The following summary table includes all patients undergoing egg retrieval and their pregnancy 
outcomes, as assessed by ultrasound monitoring of a fetal sac, not including biochemical pregnancies, 
as well as our live birth rates.

To summarize:

•	 51.2%	of	women	under	age	35	became	pregnant	following	a	complete	cycle,	with	a	54.7%	live	
birth rate per embryo transfer procedure.

•	 The	overall	live	birth	rate	for	women	of	all	ages	undergoing	a	fresh	donor	egg	cycle	was	57.6%.

•	 Donor	Oocyte	Program	–	Our	57.6%	combined	age	groups	success	rate	is	coupled	with	a	large	pool	
of high-quality donors and short wait times.

•	 Preimplantation	Genetic	Diagnosis	(PGD)	–	We	continue	to	provide	diagnosis	of	embryos	for	single	
gene defects and aneuploidy screening when appropriate.

•	 Service	Excellence	Awards	–	YFC	has	been	a	recipient	three	years	in	a	row,	and	we	are	on	track	to	
be recognized again this year for high patient satisfaction.

•	 Embryo	Culture	Media	Profiler	–	In	collaboration	with	Molecular	Biometrics	LLC,	the	Yale	IVF	Labo-
ratory is one of only several centers worldwide testing the initial prototype of this equipment, used 
in predicting which IVF embryos have the greatest potential to become babies.

Clinical
Pregnancy

Rate
Per Cycle

(%)
CyclesAge

Live Birth
Rate

Per Egg
Retrieval

(%)

Live Birth
Rate Per
Transfer

(%)

<35 129 51.2 49.6 54.7

35-37 74 39.2 36.6 38.8

38-40 105 25.7 25.6 27.8

41-42 40 10.0 9.7 11.5
 

*Results include all patients undergoing egg retrieval and their pregnancy outcomes, as assessed by  
ultrasound, and their live birth rates. SART is the Society for Assisted Reproductive Technology, which collects 
and posts all member IVF program performance statistics.

Yale Fertility Center SART 2007 IVF Results*
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did you knoW?

dr. hugh Taylor was elected Post-Graduate Program Coordinating Chair for the 2009 ASRM Meeting.

dr. Chris Pettker finished 440th overall in the NYC Marathon with a time of 2:51:18, or an average mile of 6:32. He 
is also the new Medical Director of Labor and Birth effective January 2, 2009.

dr. Christine richter climbed Mount Kilimanjaro (one of the highest volcanoes in the world at 19,341 
feet). The climb began at 5,940 feet and took four days. In the final push towards the summit, Dr. Rich-
ter reported that it was dark and so cold that the water in their bottles froze. She spent 10 minutes on 
the summit before beginning the descent.

dr. Julia shaw is the new Medical Director of the Yale-New Haven Hospital Women’s Center effective 
January 1, 2009.

February marked the start of the Yale PCOS Program. According to dr. lubna Pal, Polycystic Ovarian 
Syndrome (PCOS) is the most common endocrinopathy affecting women of childbearing age. PCOS 
affects not just a woman’s menstrual cycle, fertility and appearance, but also her overall health, increas-
ing her risk for diabetes and heart disease. At the forefront of treatment, the Yale PCOS Program aims 
to provide comprehensive assessment and individualized care to women of all ages with PCOS. The 
goals of our multidisciplinary team are to improve not just the symptoms of PCOS but also optimize 
the overall health and pregnancy outcomes of women with PCOS.

dr. Pasquale Patrizio gave an address on January 12, 2009 to the Italian Parliament in Rome on 
the effects of the 2004 Italian law which restricts in vitro fertilization practices. Dr. Patrizio was 
also interviewed by the New Haven Register and Yale School of Medicine regarding the octuplets’ 
birth. Here is the link to the Yale School of Medicine Intranet: http://medicine.yale.edu/ysminfo/top_
story/2009/03/06032009.html. On April 1, 2009, Dr. Patrizio addressed Yale undergraduate beginning 
and intermediate Italian students on a variety of subjects including his views on the Italian Parliament, 
IVF and the differences between practicing medicine in the US and Italy.

dr. unzila ali, PGY-4 Chief Resident, became engaged on January 1, 2009 to Nima Nayeri.

rei, MfM and urogynecology are targeting late summer 2009 for our new Yale Ob/Gyn Fairfield 
County satellite office in Westport.

dr. Michael Paidas was quoted in a Yale University Office of Public Affairs release discussing a new 
manmade anti-clotting protein for pregnancy and surgery patients with serious blood disorders. Dr. Pai-
das stated: “We have shown that this genetically engineered protein can prevent complications linked 
to antithrombin deficiency. Ours is the first team in the United States to use the protein in a clinical trial 
with pregnant patients.”

dr. elisabeth erekson will be joining the Urogynecology Section on August 1, 2009. She is currently 
affiliated with The Warren Alpert Medical School of Brown University and Women & Infants Hospital of 
Rhode Island.

dr. Joshua Copel was named President-elect for the Society of Maternal-Fetal Medicine effective 
February 2010.
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dr. Thomas rutherford is currently reviewing an opportunity to provide a genetic risk assessment pro-
gram for Gynecologic Oncology practice patients. This program, called HughesRiskApps, is designed 
to increase the identification of patients at high risk of hereditary cancer and to increase the efficiency 
of managing those patients. Dr. Rutherford is partnering with Dr. Kevin Hughes from the Department 
of Surgical Oncology at Massachusetts General Hospital, who is actively involved in research regarding 
the genetics, screening, diagnosis and treatment of breast cancer.

neW felloWs on board July 1, 2009: 

REI: Dr. Janelle Luk

MFM: Dr. Katherine Campbell, Dr. Unzila Ali and Dr. Christine Laky

Gyn Oncology: Dr. Christine Richter

yale ob/gyn PhysiCians aMong “ToP doCs”

Connecticut Magazine recently named nine Yale Ob/Gyn and community physicians among the best in 
the state in its 10th annual “Top Doctors” issue. The doctors were among 650 doctors throughout the 
state selected from the results of a questionnaire sent to 2,000 Connecticut physicians and then com-
bined with Connecticut Magazine’s surveys from 2006-2008. 

All eight Connecticut Yale Ob/Gyn top docs, along with Michael Paidas, MD, named a New York top doc, 
have also been included in Castle Connolly’s 12th edition of Top Doctors: New York Metro Area, pub-
lished in January 2009. These physicians represent the top 10% of licensed doctors in the 21-county 
tri-state area covered by the book. 

CongraTulaTions To all!

full-TiMe faCulTy
Joshua Copel, MD, Maternal-Fetal Medicine

Edmund F. Funai, MD, Maternal-Fetal Medicine

Charles J. Lockwood, MD, Maternal-Fetal Medicine

Urania Magriples, MD, Maternal-Fetal Medicine

Michael Paidas, MD, Maternal-Fetal Medicine

Pasquale Patrizio, MD, Reproductive Endocrinology and Infertility

Thomas J. Rutherford, PhD, MD, Gynecologic Oncology

Peter E. Schwartz, MD, Gynecologic Oncology

Hugh Taylor, MD, Reproductive Endocrinology and Infertility 

CoMMuniTy faCulTy
Richard D. Moscarelli, MD, Obstetrics & Gynecology
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in memoriam: harold Behrman

With great sadness we share the passing of Harold R. Behrman, Ph.D., Professor of Obstetrics and Gy-
necology and Reproductive Sciences, and of Pharmacology, in June 2008. Dr. Behrman served for over 
30 years on the Yale faculty and had a profound impact on this community. His research and mentoring 
greatly impacted the field of reproductive biology. We will sorely miss Hal. 

To continue his legacy, the Department of Obstetrics, Gynecology and Reproductive Sciences has es-
tablished the Dr. Harold R. Behrman Memorial Lectureship to support the department’s ongoing effort 
to bring world-renowned researchers and clinical leaders to our community and recognize Dr. Beh-
rman’s lasting impact on his field as well as on students, fellows and faculty.

Below are giving details for those of you who wish to contribute to the Lectureship Fund.

giving inforMaTion
Attn: Chip Edmonds 
Development Office 
Yale School of Medicine 
Box 7611 
New Haven, CT 06519-0611

Checks can be made payable to: Yale School of Medicine 
Memo line: Dr. Harold R. Behrman Memorial Lectureship

donaTions

Our department is constantly seeking philanthropic donations to help us fund our research and teach-
ing missions. Examples of programs and initiatives constantly in need of support are the C. Lee Buxton 
Memorial Lecture, Residents’ Research Day, the Nathan Case Annual Lecture, Gynecologic Oncology’s 
Discovery to Cure Program and a host of under-funded reproductive sciences research programs.

There are two ways to donate: Online at https://apps.business.yale.edu/dc/obgyn/new.do or by check,  
payable to Yale University and send them to:

Yale University School of Medicine 
Department of Obstetrics, Gynecology and Reproductive Sciences 
333 Cedar Street, PO Box 208063, Room FMB 302 
New Haven, CT 06520-8063 
Attn: YOGS Coordinator

Name: 

Institution:

Street:

City:      State:     Zip:

Country:

Donation Amount:
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We WanT To share your suCCesses!

Everyone’s favorite part of an alumni magazine is the section listing professional and personal updates, 
and YOGS alumni are no exception! But to keep this part of the YOGS Journal current, we need your 
help. If there is any news you’d like to share with your Yale family – about your career, personal achieve-
ments, family or anything you think your friends would like to know – please update us by filling out 
and returning the form below. 

Name:  Year:

Street:  City:

State: Zip: Country:

o Check if this is a new address

Tel:                    Fax: Email:

Tell us your news (marriage, birth, death, career milestones, honors, etc.):

If you are advising us of an alumni death, please provide us with the following:

Name of deceased:

Class year:

Approximate date of death:

Contact name and phone number:

Does the family of the deceased wish to continue receiving mail from YOGS?  o   Yes         o   No

Please email completed form to: yogs@yale.edu or fax to 203.785.4713. Or mail to: 

Yale University School of Medicine 
Department of Obstetrics, Gynecology and Reproductive Sciences 
333 Cedar Street, PO Box 208063, Room FMB 302 
New Haven, CT 06520-8063 
Attn: YOGS Coordinator

All submissions must be made in writing. Class notes may be edited for clarity and space. Due to limited space, 

the YOGS Journal cannot guarantee the publication of all items.
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As a member or future member of YOGS, you may already be well aware of the many benefits membership brings – 
inclusion in society events, the latest Ob/Gyn news and information, invitations to lectures and workshops, and of 
course the annual YOGS Journal.

But to keep our Society functioning at the highest level, we need your continued support.  If you’ve already paid 
your annual dues, thank you! If you haven’t, please take a moment to fill out the form below and return it to us with 
payment as soon as possible.  And please consider becoming a Lifetime YOGS member so you’ll never miss any of 
the benefits of membership.

 Amount Paid:

 Date: 
Retain this portion for your records

YOGS MeMberShip iNVOiCe

Name (Last)    (First)    (Middle Initial)         (Degree) 

Institution/Practice Name 

Street Address      Office/Suite #

City   State/Province             Zip/Postal Code  Country

Phone (_____) ______________________________    Email Address __________________________________

Spouse/Partner’s Name _______________________________________________________________________

Membership Dues (please check one)
o One Year      $150               o Two Years      $200
o Lifetime Membership     $1,500 (Dues already paid will be applied toward Lifetime Membership if selected) 

Two ways to pay: 
1. Online: Join/renew your membership at www.med.yale.edu/obgyn/yogs
2. By Check Payable to Yale Obstetrical and Gynecological Society (YOGS): 
  Mail to: 
    Yale University School of Medicine 
    Department of Obstetrics, Gynecology and Reproductive Sciences
    333 Cedar Street, FMB 302
    P. O. Box 208063
    New Haven, CT 06520-8063
    Attn:  Susan Andranovich
    Phone: 203-785-3114 
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