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With the year 2021 coming to its end, 
most of us will agree that this was not 
a very good year to remember. We 

can only hope that 2022 will allow the world 
to return to more traditional living and working 
conditions, schooling, social interactions as well 
as travel. After all, things have gotten better 
from where we found ourselves a year ago, 
when we prepared the last monthly issue of the 
VOICE for 2020.

So much has changed since: Who would a 
year ago have believed that face masks and 
social distancing would become “the normal” 
for such a long time and that most of us would 
be repeatedly vaccinated to develop immunity 
against a virus that was killing hundreds of 
thousands of U.S citizens and millions of people 
worldwide.

The CHR to these days is proud that, in contrast 
to most other IVF centers, we never shut down 
during the COVID-19 pandemic. Our practice 
format had, however, to change, and we are 
very much looking forward to the day when 
we can reopen the CHR to normal patient 
traffic and face-to-face consultations that have 
been the modus operandi before COVID-19 
changed everything. We are hopeful that 
the worst of the pandemic is behind us; but 
as this highly unpredictable virus has taught 
us on several occasions, we must be careful 
in celebrating too early and remain cautious 
in how we return to “normal.” Though the 
Omicron mutation appears to cause only 
mild disease, it at the same time is extremely 
infectious. We, therefore, must be ready for a 
very significant winter wave in NYC caused by 
this new strain.

All of this, however, does not mean that 
the year 2021 did not also offer positive 
developments. The CHR was extremely 
fortunate that, except for sporadic cases, 

the center’s staff has remained healthy and 
those who caught the virus experienced only 
mild disease. Similarly, none of the center’s 
patients fell seriously ill with the virus. The CHR’s 
clinical as well as research activities, therefore, 
were hardly affected by the pandemic. 
To the contrary, an at times lower patient 
volume allowed us even more than usual to 
concentrate on individual patients and the 
increasingly difficult problems they present with 
at the CHR after usually having failed often 
multiple prior treatments cycles at multiple 
other IVF centers. 

The CHR also experienced an unprecedented 
year in its research efforts, documented by 
publications in some of the highest ranked 
research journals in the world, like Nature 
Cell Biology, Nature Communications, 
Trends in Molecular Biology and, of course, 
almost all leading infertility and reproductive 
endocrinology journals. And more, already 
accepted, papers are expected to appear 
in early 2022. We for that are not only grateful 
to CHR’s researchers but also to our many 
collaborators from all over the world, especially 
at Rockefeller University here in NYC (Prof. Ali 
Brivanlou), Tel-Aviv University, Israel, (Prof. Raoul 
Orvieto), Vienna Medical School (Assoc. Prof. 
Andrea Weghofer and Prof. Peter Husslein) and 
Prof. Pasquale Patrizio (as of recently, University 
of Miami, FL) and Prof. David Albertini (The 
Bedford Foundation, MA).

Whether patients, colleagues, or other readers 
of the VOICE, this leaves us after this brief 
update only with wishing you
                                                             

A Wonderful Holiday Season and a
Happy, Healthy and Prosperous New Year!
                                                                  

The Staff of the CHR

The VOICE
December 2021
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Chromosomal testing of 
embryos was first proposed 
in the 1990s. The procedure, 

however, in the U.S. gained a 
significant following especially 
since approximately 2007 when, 
paradoxically, a first prospectively 
randomized study was published by 
colleagues from The Netherlands 
that not only reaffirmed earlier 
Belgian studies in failing to confirm 
promised outcome benefits from 
such testing but for the first time 
demonstrated adverse effects from 
embryo testing, especially on older 
women’s IVF outcomes.1 Based on 
the even earlier published Belgian 
clinical trials, CHR investigators had 
already suspected this to be the case, 
but their study was rejected by all 
leading journals in the field until the 
Dutch study had appeared in print 
and their manuscript was “recalled” 
for submission by the editor-in-chief 
of one of these journals.2

The CHR, therefore, has for quite 
a long time been highly skeptical 
about what initially was called 
preimplantation genetic screening 
(PGS) and in 2016 was renamed 
preimplantation genetic testing for 
aneuploidy (PGT-A). By 2014, the 
CHR then started seeing relatively 
young infertile couples after they 
had failed elsewhere multiple 
consecutive IVF cycles (without ever 
reaching embryo transfer) because 

Norbert Gleicher, MD, reported in 
collaboration with colleagues from 
two other NYC-based infertility 
centers to an overflowing lecture hall 
at the 2015 Annual ASRM Conference 
in Baltimore, MD, the establishment 
of the first 4 chromosomal-“normal” 
pregnancies in the world following 
transfers of apparently chromosomal-
“abnormal” embryos. An abstract 
summarizing this experience was 
published already over a month 
earlier in the official journal of the 
ASRM, Fertility & Sterility.3 Over 
a month later, Italian colleagues 
reported in a research letter in the 
New England Journal of Medicine 
births of 6 additional euploid 
offspring following such transfers.4 
Unaware of each other, both groups 
apparently in parallel concluded 
that something was “fishy” with how 
PGS was presented by its proponents 
to IVF practitioners and public. 
Unfortunately, to this day the genetic 
testing industry has not come clean 
regarding what is now called PGT-A, 
and, shamefully, continues to mislead 
IVF practitioners and the public 
on many different levels about the 
PGT-A procedure.

all their embryos were reported 
to be chromosomal-“abnormal” 
(aneuploid). We here are placing the 
word “abnormal” in quotation marks 
because, already then, such a scenario 
in such young couples made no 
statistical sense and, therefore, only 
unlikely appeared factual. 

At that time point, CHR’s clinicians 
and investigators, therefore, 
concluded that PGS must deprive 
IVF patients of significant pregnancy 
chances: Either the test produced 
an unacceptably high rate of false-
positive results leading to disposal of 
perfectly normal embryos and/or the 
whole PGS hypothesis, claiming that 
deselection of aneuploid embryos 
from an IVF cycle embryo cohort 
before transfer would improve 
implantation, pregnancy and live 
birth chances and reduce miscarriages 
for remaining embryos, was mistaken. 
CHR’s investigators, therefore, 
concluded that, either way, PGS was 
hurting patients, and decided to 
prove that point.

And so, they did, when, under an 
experimental protocol offering 
couples, who after completing their 
IVF cycles had no chromosomal 
“normal” embryos for transfers, the 
option of transferring selected by 
PGS declared “abnormal” embryos. 
By October 2015, the CHR’s Medical 
Director and Chief Scientist, 

Why the CHR transfers allegedly 

chromosomal-
“abnormal” embryos

That transfer of supposedly 
“abnormal” embryos can lead to 
chromosomal normal births, came 
as a shock to the IVF community. 
Misled by the genetic testing industry 
and biased peer review in medical 
journals by so-called expert-
opinions (the lowest possible level 
of evidence), the IVF community 
had been brainwashed into believing 
that PGS/PGT-A was delivering on 

“ if chromosomal-
“abnormal” embryos 

could lead to 
chromosomal-“normal” 
pregnancies, something 
about PGS, indeed, no 

longer made sense. 

The Voice | Dec 2021 | 3



promised outcome improvements in 
IVF. This house of cards built around 
chromosomal testing of embryos, 
however, now suddenly faced 
again possible collapse because, if 
chromosomal-“abnormal” embryos 
could lead to chromosomal-
“normal” pregnancies, something 
about PGS no longer made sense. 
Recognizing the growing danger 
to the business of PGS, the genetic 
testing industry, therefore, in 2016 
decided to radically reboot the 
procedure of PGS, in the process 
even changing the procedure’s name 
to PGT-A, to reemphasize that the 
industry, indeed, had a brand-new 
product to sell that, finally, would 
deliver on all the promises PGS in 
preceding years, of course, had failed 
to deliver on. There, of course, was 
never a mea culpa from the genetic 
testing industry for all of those 
misses and all the perfectly good 
embryos that had been disposed of 
without good reasons.

Without going into too much detail 
(those interested in such detail are 
referred to a recently published review 
article5), only so much: While up to 
this date, embryos were diagnosed 
either as “normal” (euploid) or 
“abnormal” (aneuploid) and, 
therefore, either transferrable or to 
be disposed of, our colleagues in the 
genetic testing industry suddenly 
(facetiously speaking) “discovered” 
that there also existed something 
called “mosaicism.” The biological 
definition of this term had been 
established in the literature for ages, 
and describes a living organism 
originally derived from a single cell 

once again fell for the charade and, 
unfortunately, to a significant degree 
still does to this day.  

In summary, what PGT-A 
laboratories all over the world report 
out to IVF clinics and patients has 
very little to do with biological 
realities of preimplantation-stage 
embryos. The CHR, therefore, 
strongly recommends against use of 
PGT-A, except in very rare occasions 
when specific genetic problems exist 
in a family or if a couple for medical 
or social reasons requires reliable sex 
selection. Almost all chromosomal 
“abnormal” embryos the CHR has 
transferred since 2014, therefore, have 
been embryos produced at other IVF 
centers, where patients then were 
refused transfer of these embryos.

Since the initial 10 normal offspring 
reported by the CHR’s and Italian 
investigators in 2015,3,4 likely 
thousands of chromosomal-normal 
offspring have been born all over 
the world from such transfers. Yet, 
unfortunately, most IVF centers 
still refuse to transfer embryos that 
contain aneuploid cells, even though 
research in recent years established 
beyond reasonable doubt that such 
abnormalities can be found in over 
80% of blastocyst-stage embryos. 
Most IVF centers that have started 
to transfer what they call “mosaic” 
embryos under the PGT-A definition 
of this term, restrict those transfers 
to so-called low-percentage mosaic 
embryos, claiming from such 
embryos better pregnancy rates 
than with higher percentages of 
aneuploid DNA (as if the percentage 
of aneuploid DNA in 5-6 cells really 
would make a difference).

IVF centers are on this matter 
once again being misled by the 
genetic testing industry. Individual 
laboratories, indeed, cannot 
even agree on what represents 

(for example, a human embryo or a 
grown human being) that contains 
cells of more than one cell lineage 
(for example one euploid cell lineage 
and two aneuploid cell lineages). 
A non-mosaic organism, in turn, 
therefore, would be defined by being 
made up of only a single euploid cell 
lineage (i.e., for example, 46, XX or 
46, XY).  

Proponents of PGS/PGT-A now 
inappropriately misappropriated 
and redefined the term “mosaicism” 
to mean presence of two or more cell 
lineages, not in a whole organism, 
but in a small single trophectoderm 
biopsy of only approximately 5-6 
cells. They then with truly astonishing 
biological ignorance claimed that 
“mosaicism” (defined in this way) 
was very rare (many prominent 
experts were quoting rates in low 
single digits). At the same time, 
increasing evidence, generated 
through single-cell analyses, was 
accumulating in research laboratories 
unequivocally demonstrating that, 
under a correct biological definition 
of mosaicism, aneuploid cells could 
be found in preimplantation-stages 
of embryos in over 80% of cases. 
In other words, to find aneuploid 
cells in preimplantation-stage 
embryos was entirely normal and 
had little meaning for the ultimate 
chromosomal fate of embryos.

Considering that these aneuploid 
cells could be sporadically distributed 
throughout an embryo (the medical 
term is “clonal”), it does not take a 
mathematical genius to understand 
that by getting a random 5-6-cell 
biopsy from the trophectoderm such 
a small biopsy can never reflect the 
whole embryo. Yet, this is exactly 
what the genetic testing industry, 
absurdly, to this day is claiming. 
Driven by a very successful marketing 
campaign, again supported by many 
prominent (though often conflicted) 
“experts,” the IVF field in 2016 
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low-percentage mosaicism. The 
first study to ever suggest such 
a concept, defined the cut-off at 
40% aneuploid DNA in a biopsy; 
others suggest 50%. No wonder, 
then, that increasing numbers of 
IVF centers no longer even wish 
to be advised if an embryo is 
found to be “mosaic.” Increasingly 
PGT-A laboratories, therefore, 
now offer what the Florida-based 
IGENOMIX laboratory in a 
recent mailing describe as “no 
mosaic reporting” or “mosaicism 
masking.” 

Truly astonishingly, this means 
that IVF centers are given two 
distinct options as to how they 
can receive PGT-A reports: (i) 
Basic mosaic reports, defined 
by up to 30% aneuploid DNA 
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being reported as “euploid,” 
31-70% as “mosaic,” and >70% 
as “aneuploid.” Where these 
cut-offs are coming from has 
never been explained and they, 
of course, make absolutely no 
sense. (ii) Mosaicism masking, 
in contrast, defines every embryo 
with up to 50% aneuploid DNA 
as “normal” and every embryo 
with above 50% aneuploid DNA 
as “aneuploid.” 

The absurdity of this diagnostic 
scheme is in degree only 
exceeded by the severity of 
damages to pregnancy potential 
of infertile women this and 
other PGT-A reporting schemes 
are responsible for. As recently 
so well stated by colleagues,1 
it appears high time to, finally, 

relegate the PGT-A procedure 
onto the dustbin of history and 
restrict its utilization to research 
studies. We hope our readers now 
understand why the CHR has 
been transferring chromosomal-
“abnormal” embryos since 
2014 and will continue to do so 
for as long as IVF centers are 
producing embryos with these 
absolutely ridiculous diagnoses.
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WE ARE HIRING
Reproductive 

Endocrinologist

We are adding another full-time 
physician. Suitable candidates must 
be clinically prepared for a private 
practice setting, yet at the same time 
strongly motivated to pursue (and 
publish) clinical research within an 
actively supported research program. 
Special training in public health, 
medical statistics or study design is 
not essential but valued. Evidence 
of published research experiences 
is essential. The selected candidate 
will join a unique fertility center, 
serving clinically highly complex 
patients from all over the world, 
and our academically-affiliated 
prominent research collaboration 
with Rockefeller University. We are 
offering a competitive salary, our 
excellent benefit programs and quick 

Medical Biller/
Receptionist

We are seeking an additional 
medical biller receptionist with 
professional and pleasant demeanor. 
Prior experience preferred. Good 
interpersonal skills as well as good 
communication skills are a must. Full 
time only. We offer a competitive salary 
and benefits package.

IVF Nurse 
Coordinator

We, a strongly academically oriented 
internationally renowned fertility 
center with international clientele 
in NYC (Manhattan) are seeking am 
LPN (or equivalent training) to fill 
additional nurse-coordinator position 
in the center’s busy IVF program. 
Prior IVF experience and knowledge 
of a foreign language preferred 
but not an absolute prerequisite, 
as training will be required even 
with prior experience. This position 
involves a large amount of close and 
independent interaction with patients 
and, therefore, requires professional 
and pleasant demeanor, good 
interpersonal and communication 
skills and ability to multitask. We 
offer a highly collaborative work 
environment between physicians, 
clinical coordinators and embryology 
staff, competitive salaries and benefits 
as well as opportunity to participate in 
important research.

INTERESTED?
Please e-mail CV to 

Jtapper@thechr.com 
 or via 

 Fax to 212-994 4499



Automation of embryology
The fully automated embryology laboratory is, of 
course, a very enticing concept. Imagine the possibility 
of simply putting egg and semen into an automated 
device that then, a few days later, spews out a blastocyst-
stage embryo, maybe even PGT-A tested. Who would 
not want such a laboratory “in a box” that would not 
only reduce manpower needs in the lab but would 
guarantee consistency of embryo culture and avoid 
human imperfections? But, as we IVF practitioners 
should know better than many other medical specialties, 
when something sounds too good to be true, it usually 
is!

Remember the EmbryoScope™ (Vitrolife, Göteburg, 
Sweden) and its later copycats? If you do, you may also 
remember a first presumably prospectively randomized 
validation study that allegedly demonstrated that 
the EmbryoScope™ with time-lapse monitoring 
improved reproductive outcomes in IVF.6 There were 
only three major problems with this study in Fertility 
Sterility, the official journal of the ASRM: (i) Follow 
up studies to this paper were unable to demonstrate 
any outcome advantage for time-lapse monitoring 
of human embryos, and the most recent Cochran 
review concluded that there currently is no evidence for 
differences in live births and miscarriages between use 
and non-use of time-lapse systems with incubation.7 (ii) 
The authors of the study claiming outcome advantages 
were members of the Spanish IVI Group which, 

undisclosed in the manuscript, held a significant stock 
ownership in the company that, following publication 
of this article, produced and successfully sold the 
EmbryoScope™ to IVF clinics around the world; and (iii) 
The head of the IVI Group, and one of its two controlling 
shareholders, was at the time also one of the two editors-
in-chief of the medical journal that published the article. 
Curious, but would one under these circumstances, 
considering potential perceived conflicts of interest, not 
want to publish the paper anywhere but in F&S?

All of this, of course, may be pure coincidence; but, 
whether it was coincidence or not is less important than 
what the relatively short-lived episode of embryoscopy 
with time-lapse monitoring revealed regarding the “ 
shout and run strategy” that, especially over the last 
decade, has defined the introduction of innovation to 
IVF. This strategy is defined by the following steps: (i) 
An IVF insider has a, seemingly, brilliant idea about 
how to improve IVF outcomes, what in science is called 
a ”hypothesis.” (ii) Prominent experts are recruited 
to “validate” this hypothesis. (iii) Including these 
experts, a company is formed to sell the product of the 
hypothesis, with validation primarily based on expert 
opinion rather than proper scientific studies. (iv) Expert 
opinions are used to market the program (the “shout” 
period), and supportive studies are placed into “willing” 
medical journals. (v) Direct marketing to the public 
creates additional pressure on still skeptical providers 
of fertility services who now see public demand for 
the new product and, finally, (vi) the company is sold 
with substantial profit for the founders and experts 
(the “run” period), allowing insiders and experts to 
realize substantial profits before real science in the end 
always reveals the truth about a product, - a wonderful 
sounding hypothesis that never was able to deliver 
earlier promised IVF outcome improvements. 

Those products can be automated machines like the 
EmbryoScope™, procedures like preimplantation 
genetic testing for aneuploidy (PGT-A) involving an 

A Piece Of My Mind

Is the future of IVF in automation and AI?         
 A warning about the “shout and run strategy” 
                           By Norbert Gleicher, MD
                              Founder, Medical Director and Chief  Scientist
                              The CHR, New York, N.Y.

6 | The Voice | Dec 2021

Attending big scientific meetings in the 
infertility field and scoring its published 
literature, one is in recent times left with 
the strong impression that everything in IVF 
is on the verge of changing, with the two 
quintessential expected innovations being 
full automation of embryology in the IVF 
laboratory and artificial intelligence (AI).1-5 
But is this really what we are looking for-
ward to? I seriously doubt it!



IVF-associated procedure (in this case trophectoderm 
biopsy) and a lab test (in this case mostly Next 
Generation Sequencing, NGS), or just simple laboratory 
tests, like the now widely utilized Endometrial 
Receptivity Analysis (ERA) that also arose out of 
the Spanish IVF colossus, IVI, but is now owned by 
Igenomix (Miami, FL). 

What all of these examples, however, have in common is 
exactly above-described sequence of events: All products 
were based on very credible and logical sounding 
“hypotheses.” All also made ironclad representations 
about “unquestionable benefits to IVF” and, indeed, 
are to these days widely touted by individuals, often 
considered leading “experts” in the field (and on closer 
look often reveal significant economic conflicts). Mostly 
on the advice of these experts, these products were 
widely introduced into routine clinical IVF practice 
before being properly validated with respect to any of 
their alleged claims. All three of these products (and 
many others introduced to IVF since 2010), indeed, after 
launch into routine IVF practice have been proven to 
be non-performing. They, nevertheless, remain on the 
market and because of successful marketing campaigns 
their use may even be expanding. 

In many ways, these facts speak for themselves, but if 
they are to disprove one other widely believed hypothesis 
in reproductive medicine, then it is the claim that the 
field is striving toward evidence-based medicine. The 
opposite, indeed, appears to be the case: expert opinion 
in this specialty is continuing to rule the day and 

not, like in the old days of medicine, out of respect for 
the more experienced “professor,” but primarily driven 
by efficient economic interests which in recent years 
succeeded in controlling the field by controlling “the 
message” distributed through medical journals and 
medical conferences.

And what, you may ask, does all of this have to do with 
automation of the embryology laboratory? The answer 
to this question is, likely, the most disturbing aspects of 
here presented analysis because many of the key players 
in the still evolving story of automating embryology, are 
the same people who previously brought us dystopic 
business models, like gamete-cryopreservation and 
PGT-A for all mankind8 or, at least, for all IVF cycles. 
One, therefore, must remain skeptical about whatever 
claims may appear in the medical literature with respect 
to embryology automation. But even more importantly, 
one must ask, do outcome criteria presented by 
proponents of these new technologies even make 
biological sense?

This question is of such profound importance for the 
same reasons why proponents of PGT-A would have 
been well advised to educate themselves about the 
early stages of embryo biology before formulating their 
PGT-A strategy. Had they done so, they would now not 
face the current embarrassment of being asked to remove 
their procedure from routine clinical IVF practice.9

What is embryology really trying to achieve?
The concept of embryo selection has been at the 
core of embryology practice from practically the 
inception of IVF. It can be defined as the ability to 
identify in a cycle cohort of embryos the one(s) 
with greatest implantation, pregnancy, and live 
birth potential. But as hard as we have worked, 
as of this point one must question these efforts 
on mathematical, biological, and logical grounds. 
Mathematically, every embryo cohort in each 
IVF cycle has a cumulative pregnancy chance. 
This chance is not affected by which embryos are 
transferred first and, of course, most definitely not, 
if less embryos are available for transfer than one 
is willing to transfer in a single cycle. In practical 
terms this means that, even assuming we can 
reliably select the “best” embryos in a cycle cohort, 
the only potential advantage would be a gain in 
time to pregnancy of a few months; and even this 
outcome advantage is not certain. Whether this 
is worth all the efforts and costs we spend on 
embryo selection is highly questionable. 
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Whether embryo selection makes at all biological 
sense, therefore, is questionable and deserves 
reconsideration, especially if one considers how 
much investment the field has directed toward 
this question that, potentially, could have driven 
more promising progress in IVF. After all, oocyte 
quality by fertilization has to significant degrees 
been determined even before gonadotropin 
dependency is reached in an IVF cycle, where 
fertility treatments traditionally initiate their 
interventions. On biological grounds, earlier 
interventions during follicle maturation, therefore, 
would appear to make more sense. This thought is 
supported by considerable experimental animal and 
clinical evidence that intervention at small growing 
follicle stages between secondary follicle and small 
antral follicle stages with either androgen and/
or growth hormone supplementation in women 
deficient of these hormones may, indeed, improve 
IVF cycle outcomes.10 Again one, therefore, must 
wonder whether embryo selection, as currently 
practiced, is worth efforts and costs?

Embryo selection, therefore, may be a losing 
proposition, and bring us to above posted 
seemingly somewhat preposterous question, what 
does embryology really try to achieve? We would 
argue that the correct answer to this question is not 
embryo selection, but best quality of the complete 
embryo cohort in one IVF cycle. IVF, therefore, 
should reconsider resource application by switching 
from funding embryo selection to more promising 
targets like, for example, in vitro maturation of 
immature oocytes, in most IVF laboratories still 

automatically discarded. If successful, this would 
offer improvements to the cumulative pregnancy 
chance of a single cycle embryo cohort, a goal 
embryo selection can never achieve.

And how about AI?
If above noted arguments are correct, then it becomes 
instantly obvious why, at least in the embryology 
laboratory, for biological reasons AI, likely, also will 
be a losing proposition. If, as innumerable studies 
of time-lapse have suggested, no significant value for 
IVF outcomes can be obtained from observation of 
embryos between fertilization and embryo transfer, then 
why would even the “smartest” AI find something that 
renders efforts and costs of embryo selection valuable? 
We know of at least half a dozen corporate start-up 
companies that are chasing better AI-driven embryo 
selection based on embryo imaging. As the concept 
of PGT-A proved to be biologically “naive,”11 their 
business plans appear biologically equally naive. AI-
driven embryo selection, therefore, only unlikely will 
add value. 

With embryo quality almost exclusively determined by 
oocyte quality, and with oocyte quality by gonadotropin 
dependence largely predetermined, metabolomic 
studies of embryos with the goal of embryo selection 
should also not be successful. The concept of embryo 
selections, indeed, should finally get the boot! All of 
this, however, does not mean that AI will not find its 
place in IVF practice. It, likely, just will not be in the 
embryology laboratory but on the clinical-diagnostic 
side of medical practice.

What does all of this mean for the future of IVF?
Though one at this point could argue that giving the 
boot to embryo selection would actually strengthen 
the drive toward laboratory automation in embryology, 
embryologists do not have to fear unemployment. To 
the contrary, based on significant aging trends toward 
older infertile patients in most regions of the world, 
we expect the future of IVF to become much more 
complex and, with it, more generated demand for good 
manual embryology services.

IVF is increasingly evolving into two distinct practice 
modes, a larger of relatively new, usually younger, 
and uncomplicated patient populations, and a smaller 
but rapidly growing practice sphere of more complex 
patients who after repeatedly failing in routine IVF 
care (in the future possibly involving automated 
embryology laboratories), now recognize the need for 
more special expertise and individualized care. The 
CHR is currently, likely, the most preeminent example 
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for this second practice mode; we previously in these 
pages have also been called a “center of last resort.” 
Over 90% of the CHR’s new patients previously 
failed IVF cycles elsewhere and/or were refused 
IVF treatments with use of their own eggs. It would 
make no sense offering such patients more of the same 
treatments that previously have failed. In becoming a 
“center of last resort,” to reaffirm its practice model, the 
CHR, therefore, over the last 15 years had to develop 
new, highly individualized treatment approaches that 
worked.

Personalized patient-centered medicine is not only 
a quickly evolving vogue in most areas of medical 
practice but, with increasing complexity of medical 
care, is also becoming an absolute necessity. In IVF, 
individualization will not only be restricted to clinical 
care but also will reach into the embryology laboratory, 
where the management of embryology will also have 
to be individualized in parallel. To return to in vitro 
maturation of immature oocytes as an example, 
while such maturation may be unnecessary in young 
women who produce large egg and embryo numbers, 
it, as the CHR witnesses daily, is an absolutely essential 
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ingredient of embryology in older patients who produce 
few eggs and embryos. To be able to offer this kind of 
individualized, patient-centered embryology in an 
automated laboratory is unrealistic. At least for the 
foreseeable future, our embryology colleagues, therefore, 
have nothing to fear: They and their very special 
individual skills will be more needed than ever!  

We invite contributions from our readers for this 
rubric. Please submit your manuscripts to 
social@thechr.com.
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Patient 
   Testimonials

 “Hello! Your articles are hands down some of 
the very best on the internet. I am so impressed that 
I am considering becoming a patient.”

“Thank you CHR for making my dreams 
come true!” 



What is the difference 
between “open” and 

“anonymous” egg 
donation?

     With egg-donation services 
growing at more rapid pace than 
IVF services with autologous eggs, 
questions relating to egg-donation 
come up more and more often. 
One of the most frequently asked 
is the difference between “open” 
and “anonymous” donations. In 
an “open” donation of any kind 
(whether egg, semen, or embryo), 
donor and recipient usually know 
each other or, at least, know each 
other’s identity. Implied in such 
a process is that recipients are 
planning on telling their offspring 
that she/he is the product of a 
donation and donor, as well as 
recipient welcome and, indeed, 
must expect that, at a certain age, 
an offspring may want to meet her/
his genetic parent(s). In an “open” 
donation, participants, thus, are 
ready to fully waive their anonymity 
and accept the possibility (or even 
likelihood) that one day the bell may 
ring, and a young woman or man 
may say, “hi mom” or “hi dad.”

An “anonymous” donation, in 
contrast, means that donor and 
recipient are unaware of each 
other’s identities, usually never 
met and have no intention of ever 
revealing their respective identities. 
This is still the most prevalent 
form of egg-donation in the U.S., 
and U.S. courts, to the best of our 

frozen egg-donor banks usually 
post photographs of egg-donors 
on their websites, because of those 
face recognition tools, egg donors 
now face significant risks of being 
deanonymized. To minimize this 
risk, the CHR recommends that 
egg donors not post the same 
photos used on CHR’s donor 
website anywhere else on the 
Web. Avoiding the same photos 
has been demonstrated to make 
deanonymization somewhat more 
difficult.

REFERENCES
1. https://www.iflscience.com/health-and-

medicine/fertility-doctors-using-their-own-
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What you must know 
when traveling with IVF 

supplies
     A majority of the CHR’s patients 
travel over relatively long distances 
to NYC to receive treatment; 
many, indeed, from overseas. For 
overseas patients we routinely 
recommend that they purchase 
their fertility medications in 
their home countries because 
the same medications from the 
same manufacturers are usually 
significantly cheaper outside than 
inside the U.S. The cost differences, 
indeed, can be very significant.

With medications, however, usually 
also come needles, syringes, and 
other supplies. Even domestic 
patients prefer not to have to go 
searching for a pharmacy when 

knowledge, have so-far protected 
the right to privacy of both parties 
without exception. 

Several issues have, however arisen 
in recent years that threaten the 
promise of anonymity: Genetic 
testing companies, like 23andMe, 
have become very popular among 
younger generations, and with 
mutual consent, have allowed 
individuals to search for genetic 
“relatives” they often did not 
know they had. This has not only 
led to headlines in the press when 
gynecologists were discovered 
to have used their own semen 
to inseminate patients,1 but has 
also for many youngsters led to 
the shocking discovery that their 
parents were not their genetic 
parents. Because of increasing 
availability to the public of such 
genetic testing services, the CHR 
now strongly recommends to 
patients who utilize third-party 
gamete or embryo donations, 
to reveal to their offspring at an 
appropriate age how they were 
conceived.

Similarly, donors, for the same 
reasons, can no-longer be 
guaranteed anonymity and must 
be advised that, sometimes in the 
future, somebody may, at least 
symbolically, knock at their door. 
Egg donors face an additional risk, 
coming from face recognition 
technology which is also increasingly 
made available to the public on 
social media. Since IVF centers (the 
CHR included), donor agencies and 
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This is where we answer the most interesting questions received over the preceding month. Please 
write to us at social@thechr.com if you want your questions(s) answered in this rubric.

What patients ask about
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coming to NYC and, therefore, 
mostly purchase those supplies 
before traveling. Suitcases and 
handbags consequently often 
contain significant amounts of drug 
ampules, syringes, and needles, 
which easily can cause alarm when 
visualized on x-ray machines at 
airports or in customs. 

When intending to travel with 
fertility medications and related 
paraphernalia, the CHR, therefore, 
recommends that you carry a 
letter with you from your treating 
physician that confirms that you are 
carrying all those things with you for 
personal treatment. If medications 
are meant for personal treatments 
only, you usually will be allowed 
to bring them on the plane and 
through customs. The CHR, of 
course, will be happy to issue such a 
letter for you prior to all travel. Just 
ask your coordinator! 

To stay on track with 
infertility treatments 

during holidays
     We have found that infertility 
patients view holidays in two 
distinctively different ways. Most 
patients want to hear nothing 
about infertility during holidays 
and vacation times; and the CHR 
staff very much sympathizes with 
this group. We consider them the 
“easy” group because they wish 
us, and we wish them around mid-
December a Wonderful Holiday 
Season and a Happy and Healthy 
New Year, and we do not hear 
from them until approximately 
mid-January of the following 
year. But then there is the more 
“complex” minority of patients who 
are unable or unwilling to skip a 
month of treatment or to delay 
treatment by a month because 
holidays represent their only time 
to get away from work or social 
obligations for long enough to 
make it through a treatment cycle.

For several reasons relating to 
patient self-selection, this second 
group of patients is unusually large 
at the CHR in comparison to most 
other fertility centers. The CHR, 
therefore, never closes the center 
over the holiday season, as many 
other centers do and, therefore, 
has always been one of the very 
few fertility centers in the U.S. 
that does not close shop between 
Christmas and New Year. We, 
indeed, work a regular schedule, 
even though staffing is a bit 
thinner than usual because of staff 
vacations. 

changes in required vaccinations and 
pretesting schedules. Travel costs 
have also gone up significantly. As 
many hotels during the pandemic 
have shut down for good, hotel 
rooms in NYC can be sparse and 
room rates have increased, as they 
always do in the pre-Christmas 
season. In short, we live in truly 
unsettled times, and failing to 
acknowledge this new reality only 
further increases already universally 
elevated stress levels.

Our advice to patients who remain 
in treatment during the holiday 
season, therefore, is to avoid 
long-term plans because they may 
disappoint you. Without long-
term expectations, trust your 
short-term impulses. If something 
feels right and possible, go for it. 
Living in pandemic-driven times 
mandates flexibility in behavior, not 
only regarding getting vaccinated, 
wearing face masks and distancing 
but also regarding psychological 
adjustments in our daily behavior, 
- on the one hand more cautious 
but on occasion also more daring, 
considering likely severe disease 
and mortality from the Omicron 
variant, at least for vaccinated 
and boosted individuals, appears 
very low. Whether that also applies 
to non-vaccinated individuals 
is still undetermined. The CHR, 
therefore, strongly agrees with 
the government’s advice, and with 
recommendations from practically 
all medical societies, that everybody 
who does not have strong medical 
or age restrictions against getting 
vaccinated, be fully vaccinated, 
including a third booster shot.
 

The Voice | Dec 2021 | 11

It is the latter group of patients we 
are addressing here because staying 
on track during a holiday period is 
not always easy. And because of 
COVID-19, things have not become 
any better either, upsetting at 
times even the best thought-out 
plans. With, at time of this writing, 
the Omicron SARS-CoV-2 variant 
surging in NYC, neither the CHR, 
nor our patients, therefore, can be 
fully assured that our holiday plans 
for this Christmas to New Year 
period will stay on track, though 
the CHR, of course, remains fully 
committed to continued and safe 
fertility services through what looks 
to be another major (possibly the 
largest so-far) infectious wave of the 
COVID-19 pandemic. The good new 
is that the Omicron variant, though 
apparently to this date the most 
infectious, at the same time appears 
to cause much milder disease than 
the still retreating Delta-variant.  

For our many long-distance 
patients, especially those coming 
from overseas, travel has again 
become more complex because of 

“...the CHR, of course, 
remains fully committed 

to continued and safe 
fertility services...”



Though, at time of this writing, 
much is still unknown about the 
Omicron strain, and with the Delta 
strain also still with us, we here at 
the CHR very much hope that state 
and federal governments during 
the current wave assess more 
carefully than they have during 
prior pandemic waves potential 
interventions into the public’s 
routine life. As many times pointed 
out in the pages of the VOICE

, 

before,
 
one of the ground rules of 

medical practice is that any medical 
intervention must objectively offer 
significantly more benefits than 
downsides. Making such risk/benefit 
evaluations prior to announcing 
restrictions to normal life should 
be an automatic. Unfortunately, 
despite almost unanimous claims of 
“following the science,” politicians 
usually primarily follow their political 
instincts and select their scientific 
advisors according to those instincts 
and not according to their scientific 
qualifications. This way, all politicians 
can claim to “follow the science,” 
when most don’t even understand 
what this phrase really means.

“Staying on track” with fertility 
treatments may, therefore, this 
year for all above noted reasons, 
become a little more difficult than 
in pre-COVID-19 times; but baring 
unforeseen circumstances, the staff 
of the CHR will be here for every 
patient who will continue receiving 
exceptional care, for which the 
CHR has achieved a worldwide 
reputation.

Staying on track with 
one’s behavior

     Following the medical literature, 
increasing evidence suggests 
that the COVID-19 pandemic 
significantly affected the U.S. 
population’s physical as well as 
mental status. Mentally unstable 
people, for example, have 

disproportionally decompensated 
during the pandemic, while available 
treatments have concomitantly, 
unfortunately, often greatly 
diminished. Universally, the 
pandemic has intensified the already 
existing trend toward obesity 
in contemporary societies, with 
portions of the U.S. population 
having demonstrated significant 
weight gains.

We don’t like excessive weight gain 
in infertility because it inversely 
correlates with spontaneous 
fertility as well as fertility treatment 
outcomes. But that does not 
mean one must avoid the delicious 
goodies the holiday season provides. 
There is nothing wrong with enjoying 
the family’s holiday food we all 
have come to love, but there is also 
nothing wrong with enjoying it only 
in moderation. The same, of course, 
also applies to alcohol use (as long 
as not pregnant; once pregnant, 
alcohol should be completely 
avoided). The rule for the holidays, 
therefore, is, enjoy the holiday 
season with family and friends but 
do so in moderation.  

The CHR’s Second 
Opinion Program (SOP)

     
Likely the biggest number of 

queries we received in recent weeks 
and months pertained to the CHR’s 

Second Opinion Program (SOP) 
over the Internet. Though this very 
successful program has been in 
place for many years, the number 
of questions received has in recent 
months greatly increased. We 
suspect it may have something to 
do with the major update the CHR’s 
website underwent a few months 
ago but we, ultimately, do not know 
the reasons. We, therefore, here 
want to explain the program in a 
summary.

This program preceded the boom 
in virtual electronic consultations in 
medicine, caused by the COVID-19 
pandemic. Indeed, the CHR has 
been offering second opinion 
consultations (SOCs) as well as long-
distance consultations via electronic 
means for many years. But the two 
programs are distinct, with SOCs 
meant as an introduction of new 
potential patients to the CHR.

As the CHR’s patients and other 
steady readers of the VOICE, of 
course, already know, the CHR 
serves a unique patient population 
from all over the world, defined by 
two characteristics: (i) Older age; 
and (ii) repeated prior IVF cycle 
failures at other centers. For the 
latter group, the SOP often serves as 
an introduction of the CHR’s often 
very different treatment approaches 
from those of other fertility centers.
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Patients who fail IVF cycles usually 
want to know why, and what will 
be done differently the next time 
around. If nothing much changes 
and no good explanations are 
received, patients start looking 
around for alternative options. 
This is where, at modest cost, the 
CHR’s SOP comes into play, offering 
patients another opinion on what 
their diagnosis may be and how 
the CHR would approach their 
diagnoses differently. All of this 
is summarized in a written report 
patients receive on their computer 
within 2-3 weeks (over the last 18 
months, COVID-19 has sometimes 
delayed reports by a few days).

It is important to note that such 
SOCs can never be complete 
because obtaining a comprehensive 
medical history is the single most 
important step in understanding 
what may be going on with a new 
patient. Though patients are asked 
to complete a detailed questionnaire 
in preparation for their SOC and 
to submit past relevant medical 
records, nothing can replace a 
face-to-face consultation (even if 
electronic) that allows follow-up 
questions.

This is the main reason why the 
CHR considers a SOC as only 
an introduction. Whatever new 
diagnoses may have been reached 
and treatments recommended, in 
almost all circumstances patients 
will require additional testing in 
confirmation of new diagnoses 
and/or of proposed treatment 
changes. SOCs, therefore, in a large 
majority of cases very quickly lead 
to an even more detailed follow-up 
consultation that then allows more 
final conclusions after open items 
have been resolved.
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General news in 

Clinical 
Reproductive 
Medicine
Timing of ovulation trigger 
based on machine learning 
algorithm?
The utilization of artificial intelligence (AI) in 
reproductive medicine is subject of a full-length article 
elsewhere in this newsletter (page 6). Here we want to 
point out a potentially interesting application of AI, as 
recently reported by colleagues from the University of 
California, San Francisco, who claim to have developed a 
machine learning algorithm that can optimize the day 
of ovulation trigger and improves IVF outcomes.1 They 
reported that their algorithm increased the number of 
fertilizations (2PNs) and total transferrable blastocysts 
in comparison to cycles in which physicians made the 
decision when to trigger.

Though the manuscript in our opinion suffers from 
significant shortcomings, among those the retrospective 
analysis of cycle data, patient data between 2008-2019, 
a time period in which practice patterns significantly 
changed, no real IVF outcome data like pregnancy and 
live birth rates but secondary outcomes like 2 PNs and 
usable blastocysts, various ovarian stimulation protocols, 
and inclusion of only follicle sizes over 16mm, we found 
the concept of the study intriguing. 

The main reason for our interest in this study was 
the authors’ conceptional acceptance that trigger-
timing should not be constant for all patients. CHR’s 
investigators already years ago demonstrated that the 
metabolism in follicles speeds up with advancing age, 
leading to premature luteinization of follicles earlier 
and earlier and, therefore, requiring earlier and earlier 
retrieval. The CHR, therefore, has been individualizing 
trigger timing for years under the acronym HIER 
(highly individualized egg retrieval)2,3 and reported the 
oldest pregnancy with autologous oocytes at age 48 with 
trigger at lead follicle size 12mm.4 We bet the simple 

CHR algorithm would beat out the highly complex 
and likely not duplicable California algorithm. At the 
recent COGI Conference in Berlin, Germany, we heard 
that HIER is gaining followers.
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How absurd IVF treatment can be!
It is hard to believe, but a 65-year-old German woman 
has recently been reported in the medical literature after 
IVF to have given birth to quadruplets.1 At time of IVF 
treatment, she was a 64-year-old and already had 13 
children (17 pregnancies), the youngest being 10 years 
old and already conceived through (likely donor egg) 
IVF. Her new donor eggs and donor semen recipient 
cycle was conducted in the Ukraine. Amazingly, the 
center at that age transferred 4 embryos and conceived 
quadruplets. The patient refused selective reduction 
and the quadruplets ended up delivered at 25 weeks. All 
4 offspring survived and only one neonate apparently 
demonstrates a “poor neurodevelopmental outcome.”

We have only 3 questions regarding this case: (i) Did 
the patient undergo a psychiatric evaluation before 
being accepted into another donor recipient cycle? (ii) 
Did the Ukrainian physicians who decided to transfer 4 
donor-egg embryos to a 65-year-old patient undergo a 
psychiatric evaluation? (3) Do the Ukrainian colleagues 
still have medical licenses? 

Apparently, the Ukraine is turning more and more into 
the world’s “Wild West of IVF.”
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Does addition of salpingo-
oophorectomy to non-malignant 
hysterectomy decrease female 
long-term survival?
There has been data in the literature for several years 
that bilateral elective salpingo-oophorectomy 
during hysterectomy for benign disease may shorten 
patients’ lifespans. Now Canadian investigators finally 
offered a likely final answer to this controversial issue, 
reporting in the BMJ that such elective surgery, at least 
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in postmenopausal women, does not appear to be 
detrimental to life expectancy. These findings stood 
in contrast to women who had such surgery under age 
50, where life expectancy was, indeed, shortened by the 
surgery.1 Ovaries, until menopause, thus do appear to 
have life-saving features.

One wonders what those may be?
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PGT-A news
Likely the biggest recent news in clinical reproductive 
endocrinology and infertility were two papers that 
appeared in the same issue of The New England Journal 
of Medicine,1,2 both adding significant firepower against 
continues utilization of PGT-A. The CHR’s opinion 
on this subject is, of course, well known and does not 
need to be reemphasized here. In a first paper, mostly 
Chinese investigators in a large multicenter prospectively 
randomized study (as can only be performed in China) 
demonstrated absolutely no outcome benefits from 
utilization of PGT-A in good-prognosis patients 
(the study population was by selection criteria defined 
as “good prognosis”).1 That good-prognosis patients 
showed no outcome advantage is, however, also bad 
news for poorer prognosis patients. The reason is that, 
based on the Chinese study, they not only have no reason 
to any longer expect an outcome advantage from PGT-A, 
but now must consider the likelihood of an outcome 
deficit since poor prognosis patients do not have the 
luxury of unnecessarily losing embryos with pregnancy 
potential, as better-prognosis patients likely do. 

Though basically only an extended commentary 
as a Sounding Board article, we, however, consider 
the second paper in The Journal of even greater 
importance2 because the authors (among those 
Sebastian Mastenbroek, PhD, from the Netherlands, 
also the first author in another important paper on 
PGT-A in The Journal published in 2007, the first ever 
to report declining pregnancy chances after PGT-A 
in poor prognosis patients,3 and Eli Y. Adashi, MD, 
a highly respected leading mind in the reproductive 
medicine field over decades and an old friend of the 
CHR) basically concluded that, except within research 
frameworks, the time has come to stop using PGT-A 
in association with IVF. That, of course, has been 
the position of the CHR for many years. But that this 
opinion is now presented in The Journal, one of the most 
prestigious clinical medical journals in the world, has 
extra meaning, and it will be interesting to see how our 

colleagues in other IVF centers will respond.

Though hopeful that these two papers will, finally, 
impact on current practice of IVF and start reducing the 
utilization of PGT-A, it remains to be seen how effective 
real data are in achieving this goal, even if published in 
the most prestigious medical journals. Either out of pure 
scientific ignorance or driven by misrepresentations 
of the genetic testing industry, colleagues in support 
of PGT-A for over two decades, through biased 
publications and control of the peer review process 
in medical journals, created illusions about the 
utility of PGT-A, now indisputably refuted. And they 
unabashedly continue in their efforts to this day.

A terrifically good example for such a terrifically bad 
paper was, indeed, also published by British investigators 
last month.4 Though the British colleagues claimed to 
present collected data from the prestigious U.K. Human 
Fertilisation and Embryology Authority, their data were 
so obviously “fake,” that prominent voices have called 
for a formal retraction of the manuscript. We here 
offer the reference of this manuscript, so that interested 
readers of the VOICE can judge on their own whether 
the assessment of this manuscript, as here presented, is 
appropriate. 

Supported by the public relations efforts of one of the 
leading PGT-A testing laboratory companies in the 
world, this paper, however, unfortunately attracted more 
media attention than above cited two papers in The 
New England Journal of Medicine. Even in science, and 
hopefully only in the short-term, public relations efforts 
by economic powers behind the scenes, thus, often are 
highly effective, especially if also supported by often 
well-regarded “experts” with (often hidden) conflicts of 
interest.  

REFERENCES
1. Yan et al., N Engl J Med 2021;385:2047-2058
2. Mastenbroek et al., N Engl J Med 2021;385:2096-2100
3. Mastenbroek et al., N Engl J Med 2007;357:9-17
4. Sanders et al., J Assist Reprod Genet 2021;38(12): 3277-3285



News in 
Basic Biology 
& Embryology
Research laboratories in reproductive biology have been 
somewhat quiet over the last few weeks. We, therefore, 
this month offer only one publication of interest.1

Glutathione import into 
mammalian cells
A group of international investigators, most from 
NYC institutions, published an interesting paper in 
Nature, demonstrating that the substance SLC25A39, a 
mitochondrial membrane carrier of unknown function, 
is essential for mitochondrial glutathione import into 
mammalian cells.1

Glutathione is abundant in all eukaryotes and plays 
important roles in oxidative metabolism, which mostly 
takes place in mitochondria. Those, therefore, must 
maintain sufficient levels of glutathione. Research on the 
effects of glutathione on oocytes as well as semen has 
recently accelerated.2,3 Here presented manuscript may, 
therefore, have significant potential relevance for these 
research efforts, and especially for efforts to improve 
mitochondrial function in oocytes of older women.
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COVID-19 
news updates

Delta causes more stillbirth than 
earlier variants

That COVID-19 is a more severe disease in pregnant 
than not pregnant women has been known for some 
time. It, indeed, did not come as a surprise because 
respiratory viral diseases, including influenza, are 
uniformly more severe in pregnancy. Now, however, 
comes a new study from the Centers for Disease Control 
and Prevention (CDC), offering more important 
information by demonstrating that the Delta variant 
causes more stillbirths than prior variants.1 The CDC, 
therefore, reemphasized the need for vaccination before 
and in pregnancy. There is no pregnancy information 
yet available on the new Omicron variant. 
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The new antiviral Pfizer drug Paxlovid 
(PF-07321332)

A major change in the treatment of COVID-19 appears 
finally on the horizon. Pfizer has applied for emergency 
authorization to the FDA for its antiviral oral drug, 
Paxlovid, which, supposedly, cures the disease without 
need for hospitalization in over 80% of cases. A quick 
approval is expected, but also expected is a restricting 
covenant, - that the drug only be prescribed to infected 
individuals who are not vaccinated.

The rational for this expected restriction is that 
vaccinated people generally don’t need the drug 
because, even if infected, the diseases can be expected 
to be asymptomatic or only mild. An editorial in the 
British Medical Journal (BMJ) picked up on the issue1 
and concluded that U.S. doctors will, likely, refuse to 
limit the prescriptions only to unvaccinated patients. 
Since Pfizer so-far studied the medication only in 
unvaccinated individuals, the company, indeed, cannot 
even apply for approval of use in vaccinated patients. 
It will be interesting to see how this new treatment 
approach will evolve.

There are also other similar drugs expected to come 
to market soon, and early treatment of disease may, 
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very well, end up replacing prevention of disease as 
a new strategy in at least some (or many) patients. 
Considering how quickly and how radically the SARS-
CoV-2 virus appears to mutate, this may in the long-
term turn out to be a more effective strategy clinically as 
well as cost-wise.
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The danger of following consensus

Also in the BMJ, the just appointed new editor-in-chief 
of the BMJ, Kamran Abbasi, returned to the subject 
of consensus in medicine, which we also addressed in 
these pages in last month’s issue of the VOICE. Under the 
heading, “the dangers in policy and practice of following 
consensus,” he primarily targets professional guidelines, 
when he is making the logical point, who needs 
guidelines when there is published evidence? Nothing has 
demonstrated that, likely, better than the COVID-19 
pandemic, where there often was not even enough 
time to wait for publication of studies, and preprints, 
therefore, became important sources of information.

We, of course, fully agree with Abbasi, and have always 
considered professional guidelines to be nothing more 
than cheat sheets for those who don’t want to read the 
literature. And that appears to be one of the central 
problems in clinical medicine today: Clinicians never 
were profound readers of the medical literature; but 
nowadays almost nobody seems to read medical journals 
anymore except for a few academics who, however, 
hardly really practice clinical medicine. The results 
are consensus opinions created by barely practicing 
“experts.” Their priority, then, often is to get their own 
publications referenced rather than to get the right 
publications referenced in published formal guidelines.  

We are happy Abbasi got the top job at the BMJ after 
practically running the journal as its executive editor for 
many years. At least one major medical journal can, 
therefore, be expected to remain somewhat politically 
incorrect, a moniker the BMJ among prior editors 
honestly has earned. Maybe, that will then give other 
journal editors again some spine!
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Good Afternoon,
 
 I hope that you are doing great! It has 
been a little while since we last reached out, but I 
wanted to share an update and some pictures of 
our little miracle, and again express our sincerest 
gratitude to you guys for making this happen. My 
wife and I are convinced that the only reason 
cute little babies get bigger is because they 
need more space to contain our growing love 
for them. This past year has been amazing. The 
fastest twelve months of our life, but so much 
fun, adapting to our new roles as parents and 
cherishing our little family. She has embraced 
being a mommy like I couldn’t imagine, and 
I’m so grateful that we were able to draw this 
purpose out of her – she works with kids as a 
living, watching her work with our own is amazing. 
Our daughter is growing up to be so sweet, so 
mild tempered, and so so smart. She just began 
walking a week or so before her 1st birthday, now 
she can’t be stopped. She knows sign language 
for milk, water, more, done, and up. She can do 
the itsy bitsy spider with her hands, raise her arm 
like an elephant trunk, roar like a lion, (and for 
daddy, chomp like a Gator). She can wiggle her 
fingers with Dr Seuss, brush her teeth with Good 
Night bunny, and call her doggy “Ri Ri”. She can 
wave good bye and blow kisses. And, when we 
read “Five Little Monkeys”, she bumps her head 
on the pillow ha. She loves animals, and the zoo, 
loves music and the piano (her favorite song to 
sing is “Barbara Ann” by Beach Boys). Her first 
words were “ma ma”, but she talks up a storm 
now. She is so very observant, pointing at things 
and calling them out, and is an ever growing 
source of wonder and joy. 
 
Sorry to bore you with the mushy stuff. With this 
Christmas upon us, just wanted to reflect and 
share our gratitude for changing our lives, and 
bringing us our sweet sweet little girl. 
 
We wish you the Merriest Christmas, and a Happy 
New Year! Hopefully SOON we can get up to 
NYC and visit in person. 
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