
Response to the WHI by Clinicians
By Leon Speroff, MD

In the weeks following the publication of the first results
from the Women’s Health Initiative (WHI), I have talked by

phone and e-mail with clinicians all over the country. It has been a
gratifying experience for me to share your thinking and reactions.
Sharing with you as you exercise your abilities and obligations as
clinicians has made me proud to be your colleague. I have always
believed that what sets clinicians apart is the special function called
“medical judgment.”

A clinician is unique in bringing a special personal relationship
to the patient in the process of using his or her store of knowledge.
It is not just the pure administration of knowledge. The process
requires individualization, applying the knowledge in a modified
form based on the clinician’s experience and the clinician’s famil-
iarity and understanding of the individual patient—a process we
call “medical judgment.” Medical judgment is always based on a
foundation of knowledge, the accumulated information and under-
standing acquired through experience, education, and appraisal of
the medical literature. The final effect on a patient is never the
result of a single, solitary fact or one scientific study. The entire
process is the art and science of clinical medicine, the reason why
we enjoy being clinicians and the reason why we are so valued by
our patients.

My medical judgment tells me that clinical recommendations
should not be made regarding postmenopausal hormone therapy
based solely on the published results of the WHI. 

The WHI did not answer the following important questions:

1. Will postmenopausal hormone therapy begun at or near the time
of the menopause and maintained for a relatively long duration of
time provide protection against coronary heart disease?

2. Are the small increases in cardiovascular events reported by the
WHI real or are there other explanations for the reported results?

3. Does postmenopausal hormone therapy initiate the growth of new
breast cancers?

The design and the length of follow-up of the canceled arm of the
WHI did not allow the study to answer the above questions. Women
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with significant menopausal symptoms were excluded
from the study to avoid an exceedingly high dropout rate
in the placebo group. For this reason, less than 10% of
the subjects were close to their age of menopause (the
number is probably even smaller). Therefore the study
was not a primary prevention study of cardiovascular
disease, but a study of older women who undoubtedly
already had a significant degree of atherosclerosis. 

The increases in cardiovascular events were not
large, and therefore the results are vulnerable to
changes if other explanations cause a shift in a small
number of cases. Possible mechanisms that could pro-
duce such a shift include adjudication of final diag-
noses and new statin and aspirin treatment. The pub-
lished results depend on cardiovascular diagnoses
made “in the field.” Adjudication of the diagnoses was
in process and not completed at the time of publication.
Consider the possibility of diagnostic bias. A total of
40.5% of the treated group in contrast to 6.8% of the
placebo group was unblinded because of vaginal bleed-
ing. How many patients with presumed cardiac events

told the clinician in charge of their care that they were
in the WHI study and they were experiencing vaginal
bleeding? What was the effect on the clinician’s final
diagnosis? 

The cardiac and stroke conclusions were dependent
upon the events in the first and fifth years. Was there
truly an increase in events in the treated group, or were
the conclusions the result of new statin or aspirin treat-
ment in the placebo group, producing a falsely high rate
in the treated group (we know that statins stabilize ather-
osclerotic plaques within a few months)?

The apparent increase in breast cancer in the WHI
was the result of events in years 4 and 5 of the study.
This rapid appearance of breast cancers, together
with the observed return to a hazard risk almost to
1.0 in year 6, and no difference in noninvasive breast
cancer argue in favor of hormonal stimulation of pre-
existing tumors. With longer follow-up of the
patients, I anticipate that we will see a better survival
rate in the treated group, consistent with what is now
a large body of published reports indicating lower
grade and stage disease in hormone users. The WHI
did agree with convincing evidence in the literature
that postmenopausal hormone therapy does not
increase the risk of breast cancer beyond that already
associated with recognized risk factors; in other
words, a positive family history of breast cancer is
not a contraindication for the use of postmenopausal
hormone therapy.

Finally, the intention-to-treat analysis, favored as the
best method of analysis for clinical trials, is handicapped
by the high dropout rates in both the treated and placebo
groups. The analysis was also affected by drop-ins (hor-
mone treatment initiated by women in the study after the
study began). The inability to maintain patients in the
study also affects the statistical power of an as-treated
analysis.

Multiple publications from the WHI are sure to fol-
low the first report. As the various issues and problems
in the study are identified and assessed, will the publi-
cized conclusions change? Given the relatively small
magnitude of the conclusions, shouldn’t a more in-depth
analysis have been performed before publication (for
example, adjudication of cardiac diagnoses before, not
after, releasing results to the public)?

The problems associated with the WHI, together
with the expense, make it unlikely that clinicians will
ever have definitive answers from a properly
designed and carried out single clinical trial involv-
ing postmenopausal hormone therapy. But when has
a single epidemiologic study provided a clear-cut,
unequivocal answer? Clinicians must continue to
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exercise medical judgment, drawing on the large
body of knowledge accumulated over the last 20
years, making informed decisions to translate the
accumulated knowledge into effective and appropri-
ate clinical practice. 

At this point in time, my medical judgment leads
me to the following conclusions:
1. Individualized postmenopausal hormone therapy is

appropriate for most women. Clinicians and patients
together can make an annual decision based upon the
individual goals and objectives prioritized by each
patient and the assessment of new information with-
out disregarding the large body of knowledge gained
over the last 2 decades.

2. Choices from the multiple treatment options available
are guided by the goals and objectives of the patient.
One study with many problems does not constitute
sufficient reason, in my view, to avoid any specific
treatment choice. 

3. The results of 3 secondary prevention trials and the
WHI provide a reasonably solid basis not to rec-
ommend postmenopausal hormone therapy for
women with existing atherosclerosis in the antici-
pation of preventing future cardiovascular events.
Results from multiple studies indicate that post-
menopausal hormone therapy increases the risk of
venous thromboembolism, mostly in the first or
second year of treatment, almost all (if not all)
nonfatal cases, and a risk that is reduced in users of
statins or aspirin.

4. Long-term postmenopausal hormone therapy is not
precluded by the results reported by the WHI.
There continues to be good reason to believe that
there are benefits associated with long-term treat-
ment, including improvement of quality of life
beyond the relief of hot flushes, maximal protection
against osteoporotic fractures, a reduction in col-
orectal cancers, maintenance of skin turgor and
elasticity, and the continuing possibility of primary
prevention of coronary heart disease and
Alzheimer’s disease. Maximal benefit, however,
requires early onset of treatment, near the time of
menopause. Maximal benefits of postmenopausal
hormone therapy require treatment of healthy target
tissues to allow effective response to estrogen and
maintenance of health.
In the last few weeks I have become aware of a

groundswell force rising from clinicians and their
patients in reaction to the WHI. I am convinced that a
balance will be restored because of this groundswell
coming from clinician-patient dialogues throughout our
country. “Medical judgment” will prevail.   ■

Oligohydramnios and 
Post-Term Pregnancy
A B S T R A C T  &  C O M M E N T A R Y

Synopsis: Renal artery Doppler was more predictive of
oligohydramnios than the umbilical RI. The reduced
renal artery end-diastolic velocity suggests that
increased arterial impedance is an important factor in
the development of oligohydramnios in prolonged preg-
nancies.

Source: Oz AU, et al. Obstet Gynecol. 2002;100(4):
715-718.

Oz and colleagues recently re-explored the
possible etiology of the oligohydramnios some-

times seen in post-term pregnancy. They evaluated 147
patients whose pregnancies had exceeded 287 days with
Doppler waveform analysis of the middle cerebral arter-
ies (MCA), umbilical arteries (UA), and renal arteries
(RA). 

Twenty-one fetuses had oligohydramnios. There were
no significant differences in resistance indices of the
MCA and UA between those with and without oligohy-
dramnios. However, RA resistance was significantly
higher in those post-term pregnancies with oligohy-
dramnios. Interestingly, the oligohydramnios groups had
a higher rate of adverse outcome (more than 24 hours in
the nursery, 5 minute Apgar scores of < 7, and fetal dis-
tress in labor). They also delivered infants that were
smaller (mean weight, 3414 g vs 3665 g). 

■■ COMMENT BY JOHN C. HOBBINS, MD 
Most often oligohydramnios is a symptom of pos-

sible trouble rather than a cause of it. Oligohydram-
nios accompanying IUGR is a function of fetal “brain
sparing” in which the fetus shunts blood to his or her
brain (as demonstrated by an increase in end diastolic
flow in the MCA), at the expense of renal plasma
flow. Since some post-term pregnancies with oligohy-
dramnios are productive of infants displaying signs of
dismaturity (akin to IUGR), it has been assumed that
the same mechanism behind the oligohydramnios is
being put into play. This group did not find this. In
fact, the only fetal area showing alterations in vascu-
lar resistance were the renal arteries, suggesting a dif-
ferent, and perhaps primary, renal reason for the
oligohydramnios. 

So there appears to be 2 different mechanisms for
oligohydramnios, and in each condition it is a sign of
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potential compromise. However, in IUGR there are
far better ways to assess fetal condition than by the
presence or absence of oligohydramnios. Umbilical
artery waveform analysis is the most sensitive indica-
tor of fetal condition in IUGR, irrespective of oligo-
hydramnios. However, since oligohydramnios did
occur more frequently in this study in the post-term
pregnancies with adverse outcome (43.7% vs
18.8%), and MCA and UA waveforms did not corre-
late with oligohydramnios, one might assume that
Doppler, in general, is not the way to follow post-
term pregnancies. 

Randomized trials have indicated that if one uses fetal
heart rate monitoring to manage post-term pregnancies,
perinatal mortality is not different than if induction were
undertaken at 42 weeks. However, there is a suggestion
that the cesarean section rate is higher in the induction
group. Yet, once oligohydramnios occurs in post-term
patients all bets should be off. 

Actually, in many areas of the United States, the pen-
dulum has swung so far away from conservative man-
agement of post-term pregnancy that 40 weeks and 1
day is considered grounds for induction. In fact, even in
pregnancies between 36 and 40 weeks, the slightest hint
of oligohydramnios seems to represent an indication for
induction. A recent audit of our delivery log has shown
that the most common indication for induction was
oligohydramnios at term. 

In the United States, the induction rates have risen
from 9.5% in 1990 to an alarming 19.4% in 1998.
Induction is accompanied by increased costs and a clear
increase in cesarean sections. Older and recent investi-
gations have shown that elective induction in term prim-
igravidas results in almost a doubling of cesarean births
(20% vs 14%). 

Conway recently assessed outcomes of 183 patients
induced between 37 and 42 weeks for isolated oligohy-
dramnios, compared with a control group entering in
spontaneous labor at the same gestational ages with a
normal amount of amniotic fluid. A significant increase
in cesarean sections was noted (15.8% vs 6.6%; P <
0.01), but there was no difference in any outcome vari-
able, including fetal distress in labor.

Lastly, the assessment of amniotic fluid is very sub-
jective, even when using a quantitative index such as the
AFI, and the definition also can vary appreciably. I
recently heard someone define oligohydramnios as
being > 2 standard deviations below the mean for gesta-
tion. This happened to be an AFI of less than 8, a finding
in our experience that is quite common at term. 

For an excellent review of labor induction, the reader
is referred to an article by Rayburn and Zhang.   ■

Suggested Reading 
1. Rayburn WF, Zhang J. Obstet Gynecol. 2002;100(1):

164-167.
2. Yeast JD, et al. Am J Obstet Gynecol. 1999;180:

628-633.
3. Smith LP, et al. Am J Obstet Gynecol. 1984;148:

579-585.
4. Conway DL, et al. J Matern Fetal Med. 1998;7:

197-200.

Hormone Replacement 
Therapy and Incidence of
Alzheimer Disease in 
Older Women: The 
Cache County Study
A B S T R A C T  & C O M M E N T A R Y

Synopsis: In a prospective observational study of 1357
men and 1889 women, the incidence of dementia
increased in women after age 80 and exceeded the risk
among men of similar age with an adjusted hazard
ratio of 2.11 (range, 1.22-3.86). Women who had ever
used HRT had a reduced risk of alzheimer disease com-
pared to non-HRT users, with an adjusted hazard ratio
0.59 (range, 0.36-0.96).

Source: Zandi PP, et al. JAMA. 2002;288:2123-2129.

Zandi and colleagues conducted a prospec-
tive study of incident dementia among 1357

men with a mean age of 73.2 years and 1889 women
with a mean age of 74.5 years. All participants
resided in a single county in Utah. Participants were
first assessed in 1995-1997 and then seen again in
1998-2000. The methods indicate that the study was
very carefully conducted. Of the cohort, 35 men and
88 women developed Alzheimer Disease (AD) in
the 3-year interval. The incidence of AD increased
in women after age 80 and was slightly more than
double that in men of similar age. Women who used
HRT had a reduced risk of AD (26 cases among
1066 women) compared to those who had never
used HRT after menopause (58 cases among 800
women). The adjusted hazard ratio was 0.59 with a
confidence interval of 0.36-0.96. The results were
not explained by a healthy user effect. Risk of AD
varied with duration of HRT use, so that a woman’s
sex-specific increase in risk disappeared entirely
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with more than 10 years of HRT exposure. There
was no effect of current HRT use unless duration of
treatment exceeded 10 years. In the discussion,
Zandi et al emphasize that these results agree with
previous studies showing that HRT does not confer
neuroprotection when started in the decade before
onset of AD. This is partly explained by the long
prodromal phase of AD that escapes clinical detec-
tion. Among current HRT users, 72% were taking
an unopposed oral estrogen preparation. The pro-
tective effect of HRT appeared to be strongest in
those at highest risk, namely those with 2 ε4 alleles
at APOE, the polymorphic genetic locus for
apolipoprotein E. 

■■ COMMENT BY SARAH L. BERGA, MD
I was tempted to title this abstract “Why can’t a

woman be more like a man?” As Zandi et al note, the
hazard for AD is roughly equal in women and men
until age 80, but if a woman used HRT for 10 years
or more, her risk for AD remained as low as men’s
after age 80.  This is dramatically illustrated in the
report in Figure 2B. Although it seems counterintu-
itive, the brains of older men are actually exposed to
more estrogen than are women’s because testos-
terone is aromatized in situ in the brain to estradiol
and the testes continue to make testosterone through-
out a man’s life. As Resnick notes in her accompany-
ing editorial (JAMA. 2002;288:2170-2172), there are
many reasons to suspect that estradiol may be neuro-
protective. These include animal studies showing
enhancement of synaptic plasticity, effects on several
neurotransmitter systems, reduction in beta-amyloid
formation from its precursor protein, and modulation
of regional cerebral glucose metabolism. Further,
human neuroimaging studies provide evidence that
estrogen influences the pattern of brain activation
during memory processing and modulates brain
activity in specific brain regions affected in the early
stages of AD. 

The study results are not so surprising. What
makes the study so provocative, however, is its care-
ful prospective design and the suggestion that women
must use estrogen for 10 years to achieve full neuro-
protection. Those hoping for a clear, unequivocal
answer as to how to counsel menopausal women ask-
ing about HRT are sure to be disappointed, as these
results only fuel the HRT controversy. As I indicated
in an earlier editorial in July, I suspect that we will
eventually find a way to give HRT so that benefits can
be maximized and risks minimized. Resnick states
that “these new findings emphasize the need for con-

tinued research on the optimal regimen, dose, and
timing of hormone therapy.” Keep in mind that the
cholinergic neurons that subserve memory and cogni-
tion have been shown to possess primarily estrogen
receptor α in rats. If the same is true in humans, then
it will be important to give an estrogen that has high
affinity for ER-α.   ■

Survival after 
Laparoscopy in Women 
with Endometrial Cancer
A B S T R A C T  &  C O M M E N T A R Y

Synopsis: Although longer follow-up is needed, the sur-
vival of women with early-stage endometrial cancer
does not appear to be worsened by laparoscopy.

Source: Eltabbakh, GH. Cancer. 2002;95:1894-1901.

Eltabbakh retrospectively reviewed women
presenting with clinical stage I endometrial can-

cer (according to the 1988 FIGO staging) at the Uni-
versity of Vermont. Women treated with laparoscop-
ic surgery were compared with those treated with
laparotomy with regard to their characteristics, sur-
gical procedure, treatment, surgical stage, histology,
tumor grade, and recurrence-free and overall sur-
vival. Factors affecting survival (surgical approach,
histology, grade, and surgical stage) were evaluated
using multivariate analysis. One hundred women
underwent laparoscopy, and 86 underwent laparoto-
my from January 1996 through June 2001. Both
groups were similar with regard to age, parity,
menopausal status, lymphadenectomy, surgical
stage, tumor grade, histology, and postoperative
radiation therapy. Women who underwent
laparoscopy and those who underwent laparotomy
had similar 2-year and 5-year estimated recurrence-
free survival rates (93% vs 94% and 90% vs 92%,
respectively), as well as similar 2-year and 5-year
overall survival rates (98% vs 96% and 92% vs 92%,
respectively). There was no apparent difference with
regard to the sites of recurrence between both
groups. In univariate and multivariate analyses, sur-
gical stage, tumor grade, and histology (but not the
surgical approach) were found to have a significant
effect on survival. Eltabbakh concluded that,
although longer follow-up is needed, the survival of
women with early-stage endometrial cancer does not
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appear to be worsened by laparoscopy. As one
would expect, surgical stage, tumor histology, and
tumor grade were found to significantly affect sur-
vival regardless of the surgical approach used.

■■ COMMENT BY DAVID M. GERSHENSON, MD
Surgery remains the cornerstone of treatment for

endometrial cancer. With the innovations in optics
and equipment associated with laparoscopy over the
past decade or so, new surgical approaches using
LAVH + BSO and surgical staging have been
explored by several groups worldwide. Since the
early 1990s, several of these groups, including Dr.
Eltabbakh’s, have reported their experience in
patients with early-stage endometrial cancer. A sum-
mary of the literature to date suggests that, com-
pared with laparotomy, laparoscopic surgery for
endometrial cancer is feasible, is associated with
shorter length of hospital stays and less time off
work, is associated with equivalent complication
rates, and is associated with an enhanced quality of
life. Furthermore, these groups have demonstrated
that comprehensive surgical staging with bilateral
pelvic lymphadenectomy and paraaortic lym-
phadenectomy is also feasible and results in resec-
tion of an equivalent number of lymph nodes com-
pared with laparotomy. Some reports have also doc-
umented that laparoscopic surgery for endometrial
cancer is safe in obese patients and in elderly
patients. Based on encouraging information arising
from these early reports, the Gynecologic Oncology
Group (GOG) initiated a large randomized trial (Lap
2) comparing laparoscopic surgery with traditional
laparotomy in women with early-stage endometrial
cancer. Although this study is accruing patients at a
very high rate, it will likely be a few years before we
have mature data regarding sites of recurrence and
overall survival. Other small studies have demon-
strated equivalent survival rates in patients undergo-
ing laparoscopic surgery vs laparotomy for endome-
trial cancer. To my knowledge, this is the largest
study reported to date. However, the median dura-
tion of follow-up among women in the laparoscopy
group was only 27 months—too brief to make a
determination. In addition, the study is retrospective
and likely does not include a large enough number
of patients to demonstrate a difference in survival. It
should be noted that there have not been any port
site recurrences in the present study thus far. The
findings of this study are of great interest, but only
with the completion of the GOG’s Lap 2 will the
survival issue be definitively answered.   ■

Special Feature
Is Laparoscopy Needed in
Ectopic Pregnancy?
By Frank W. Ling, MD

For the past decade, the management of ectopic
pregnancy has evolved away from the old adage

“Never let the sun set on a suspected ectopic pregnancy,”
to a less surgically-oriented approach. With the wider
availability of high-resolution transvaginal ultrasound,
the greater use of more specific and sensitive radioim-
munoassays for human chorionic gonadotropin and
progesterone, and a higher level of clinical suspicion on
the part of practitioners, earlier diagnosis of ectopic ges-
tation is possible, thereby increasing the potential for
nonsurgical management. Even though surgical man-
agement has made great strides in minimizing morbidity
and mortality in these cases, even fallopian tube-sparing
procedures are potentially of greater risk to the patient
than nonsurgical intervention. By no means have all the
questions been answered, but the role of various diag-
nostic modalities have been greatly clarified. 

Serum hCG
The primary laboratory tool used in the evaluation

and management of presumed ectopic pregnancies is the
serum human chorionic gonadotropin level (hCG). Not
only does it serve to identify the presence of a recent or
ongoing pregnancy, but also it can be correlated with
ultrasound findings to detect a normally developing
intrauterine pregnancy. At an hCG level of 2000
mIU/mL, it is generally expected that ultrasound will
visualize the intact gestation. Above this hCG level (dis-
criminatory zone), if transvaginal sonography fails to
identify the intrauterine pregnancy, a nonviable pregnan-
cy is diagnosed. In the same way, if serial hCG levels do
not rise or fall appropriately, the diagnosis of nonviable
gestation is made. With the knowledge that a small per-
centage of ongoing normal pregnancies do not demon-
strate the expected 66% rise over 2 days, the diagnosis
of a failed pregnancy is generally reserved for those
cases in which the rise does not reach 50% over that
time, thereby eliminating the risk of intervening in an
otherwise normal pregnancy. Under no circumstances,
however, can hCG levels be used to identify the location
of the nonviable pregnancy.

Serum Progesterone
Not nearly as useful, this test is used by some to



develop an index of suspicion of ectopic pregnancy.
Generally a serum progesterone exceeding 25 ng/mL is
found in an ongoing intrauterine pregnancy. Extremely
low values, ie, less than 5 ng/mL, are associated with
failed pregnancy. Intermediate levels are not as helpful.
As with the serum hCG, the location of the failed preg-
nancy is not identified.

Transvaginal Ultrasound
The discriminatory zone of 2000 mIU/mL mentioned

above is greatly dependent upon local factors such as the
skill level of the sonographer and the equipment used.
The gestational age of approximately 5.5 weeks is asso-
ciated with this hCG level. Although it has its own limi-
tations including false-positive and false-negative find-
ings, ultrasound does have the ability to identify the
location of the gestation, both intra- and extra-uterine. 

Uterine Curettage
It has been widely suggested that uterine

curettage/endometrial sampling/dilation and curettage
should be performed to identify the presence or absence
of chorionic villi to distinguish between a failed
intrauterine pregnancy and ectopic gestation. The
absence of villi would suggest either an ectopic pregnan-
cy or a presumed completed abortion. In the former
case, further therapy is likely, whereas in the latter case,
no further treatment is warranted. If a completed abor-
tion is suspected, then serial hCG levels should docu-
ment an appropriate resolution. 

The Answer to the Question is . . .
As with so much of clinical medicine, the answer is

both “yes” and “no.” Laparoscopy can play a role in
both diagnosis and management of ectopic pregnancy,
even in this age of increasing use of nonsurgical algo-
rithms for diagnosis and methotrexate for treatment. In
those cases in which the laboratory values and/or sensi-
tive ultrasound are not available, the “gold standard” for
the diagnosis of ectopic pregnancy is still surgical, in
most cases via laparoscopy. Even when a firm diagnosis
is made without the need for laparoscopy, nonsurgical
management of ectopic gestation should only be
embarked upon in a setting in which the patient can be
relied upon to be compliant and accessible to the health
care team. Otherwise, nonsurgical management would
be fraught with excessive risk. 

So what’s the point of this intellectual exercise? If
laparoscopy is still needed for both diagnosis and treat-
ment, why not simplify the entire management of these
patients and revert to surgery for all? Some would still
subscribe to this and, for their practice situation, perhaps

correctly so. For the most part, clinicians and their
patients can benefit from having a range of treatments
for a particular condition. Ectopic pregnancy is no dif-
ferent. In some locations, laparoscopy is definitely still
needed for diagnosis and/or treatment. In other prac-
tices, laparoscopy has been relegated to a role as “excep-
tion” rather than “rule.” 

Despite the ever-increasing use of nonsurgical diag-
nosis and treatment, laparoscopy should not be viewed
as less than standard of care. In any given practice, the
role of this surgical intervention may continue to
evolve. Accumulation of more clinical data may well
support even broader application of nonsurgical diag-
nostic and treatment modalities, but, for the foresee-
able future, the clinician need not apologize for the
use of a procedure that has, for decades, served
patients very well.   ■

CME Questions
14. In assessing the surgical treatment of early-stage endometrial

cancer comparing laparoscopy with laparotomy, which of the
parameters below has yet to be definitively demonstrated?
a. Equivalent number of nodes obtained at lymphadenectomy
b. Equivalent complication rates
c. Similar feasibility to perform in obese patients
d. Similar feasibility to perform in elderly patients
e. Equivalent overall survival rates

15. Which of the following statements about Alzheimer Disease is
false?
a. After age 50, the incidence in higher in women than in men.
b. HRT use by menopausal women reduces the risk of AD, but the

neuroprotective effect is not seen until after age 80.
c. The longer the duration of HRT use, the lower the risk of AD. 
d. The effect of progestins was not studied because most of the

study participants were taking unopposed oral estrogen. 
e. Animal studies also indicate that estrogen is neuroprotective. 

Attention CME Subscribers
An error appeared in the September issue of OB/GYN

Clinical Alert. Questions 6 & 7 did not have the correct
answers listed as choices. These questions will be delet-
ed from the test. Please leave them blank on your answer
sheet. They will not count against you.  

Also, a numbering error occurred in the October
issue. The numbers should be 9-11, NOT 8-10. Please
adjust the numbers accordingly and they will line up
correctly with the CME scantron numbering.  We regret
any inconvenience this caused and will take efforts to
eliminate this occurrence in the future.   ■
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Attention Readers
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