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Dear Colleagues, 
I write these words for the summer issue of Forefront of Medicine  with a real feeling of flowering and renewal. Unfortunately, "The War That Never Happened" stole from us many resources, both physical and emotional. Now, despite the continuing terror attacks, we should devote most of our resources to building, development, cooperation and research. 
The health system's honorable resistance despite the difficult wave of  Palestinian terror that has persisted for nearly three years, preparation for possible effects of the war in Iraq and at the same time the provision of the best possible services to the population show that we have the ability to do much more to advance health. Next came the threat of Severe Acute Respiratory Syndrome (SARS), which seems at least for now to be waning.  During the last few years, we have learned again about the dynamics of the world of medicine. The field of infectious diseases that had seemed about to disappear have become increasingly central. They provided another reminder how the principles of basic hygiene are so vital. We are all obligated to internalize and apply these fully, to teach our students and not to be reluctant about handing this information on to our patients.  
The State of Israel and its health system are currently encumbered by a period of economic distress more serious than ever before. The privilege of leaving financial considerations and economic worries solely to managers of medical institutions has passed. Today, in order to make possible ongoing treatment at a high level, doctors must take economic considerations into account in every encounter with patients. 

We at Hadassah find ourselves in a period of renewal, massive building and development of advanced medical services. Part of the power of Hadassah is expressed in the scope and variety of services accessible to every patient. The existence of all the advanced abilities and specialties makes it possible for the patient to enjoy the cutting edge of medicine and technology, which are backed up by strong research and evidence. 

Some of our approach and concept is based on the integration of experts from different disciplines. The multi-disciplinary approach makes it possible to construct a customized treatment plan for patients with complex illnesses while taking into consideration their special needs and obtaining their consent on the basis of reliable information and presentation of alternatives. It's worth mentioning that we view you, the doctor in the community, as a senior partner in this process. 
This issue reflects the multi-disciplinary approach to medical problems, as cooperation among physicians, nurses and a variety of staffers in paramedical professions contributes much to the patient. 

Yours, 

Prof. Shmuel Shapira

Deputy director-general of the Hadassah Medical Organization

                                                                ***

Peripherally Inserted Central Catheters (PICC) for Long-term Intravenous Treatment of Children Make It Easier for Young Patients and Contribute to their Well-Being
Prof. Eitan Kerem, director of pediatrics, Hadassah University Hospital on Mount Scopus

Many children are hospitalized in order to get medications intravenously. Some of them need intravenous antibiotics over a period of several weeks, as in cases of osteomyelitis, cystic fibrosis, abscess and the like. Others need intravenous feeding for a relatively short period of a few weeks. Giving medications intravenously requires a number of infusions punctures over time. Introducing venous catheters can be traumatic for a child. Veins on the top of the hand and in the arm are harmed by frequent insertion of needles, and the procedure is painful. As time passes, it's difficult to find veins, and renewal of the transfusion becomes increasingly difficult. 

In addition, prolonged hospitalization of the child causes great difficulty for the family. One of the parents has to remain with the child 24 hours a day. Parents have to take leave from their jobs, the household routine is disrupted and care for the other children in the family is harmed. Thus we make great effort to discharge children as soon as possible for continued treatment in the community. The main problem in intravenous treatment in community clinics is repeated blockage of the veins, sometimes even daily, and the need to renew the infusion frequently. 
To avoid the need for return visits to the emergency room and renewal of the infusion, the pediatrics department at Hadassah University Hospital on Mount Scopus has begun to perform a new procedure – insertion of a PICC line on an ambulatory basis. The PICC line is meant to provide an easy way to give medication on an ongoing basis, prevent the child from suffering needlessly and allow continued treatment at home. It is inserted for a few weeks or months, depending on the type of treatment. The PICC line is meant to infuse liquids, medications and solutions. It can also be utilized to take blood samples. 

The PICC line is made from silicone, which is soft and flexible. The catheter has a plastic attachment and cap as well as "wings" for attaching to the skin. At the end of the attachment is a cover that makes it possible to inject fluids into the catheter. There is also a double catheter with two tubes, two caps and two separate channels through which treatment with two medications can be given simultaneously. 

In most cases, the PICC line is inserted in a sterile operating room, under full or local anesthesia, depending on the age of the child and his ability to cooperate. The catheter is introduced into the basillic vein or cephalic vein on the inside of the elbow and reaches the superior vena cava or the axillary vein (a catheter introduced into the axillary vein is called "midline").  After its introduction, the line is rinsed with a physiological saline solution and covered with a sterile bandage. 
During and after the process of insertion, an x-ray is taken to confirm that the catheter is located in the right place. After its location is determined, the wings are glued or sewn to the skin and the place of insertion is covered with sterile bandages to protect the exit site.

Before discharge home, the parents are briefed on how to change the bandages, wash the catheter, change the cap for injecting liquids and identify and deal with problems. 

Experience shows that PICC catheters remain for a long time in the veins and are involved in fewer infections. There is much experience abroad with PICC line treatment at home or in the hospital; not only the parents but also the patients and the medical staff are pleased with it. 
At Hadassah on Mount Scopus, during the last three months we have carried out 10 intravenous treatments using a PICC catheter, and now two children (aged one year and 16) with cystic fibrosis are now receiving antibiotics at home. The insertion is coordinated by Dr. David Shusayov and Shula Eini, the chief nurse of the Pediatrics B Department. 

For more information:

Dr. Eitan Kerem and Dr. David Shusayov

Tel 02-5844430, fax 02-5844427

E-mail: pedscopus@hadassah.org.il
                                                            ***
                           Replacing Joints: Past, Present and Future
Dr. Yoav Mattan, director of the joints unit in the orthopedics department at Hadassah University Hospital on Mount Scopus
Joints make possible the body's movement and passage of strength and muscles in the body. This ability, as long as it is not disrupted, seems natural to us, and we don't feel it. When a joint is sick, the pain produced by each movement causes disability that because more serious – and can even mean that mobility is limited to sitting in a wheelchair. The final result of all joint diseases is serious pain and significant reduction in function. 
While during the early stages of joint diseases there is a possibility of conservative treatment, in the advanced stage there is no option but surgery. In years past, various surgical possibilities, such as removing the joint or fusion, were tried, but these suited only a minority of patients and harmed function. During the past 40 years, replacement of joints by arthroplasty has been used as an optimal solution to very diseased joints, because they solve both the problem of pain and of function. 
Joint-replacement surgery, especially of the hip and knee, are among the best to be developed in the 20th century – both in the improvement of the quality of life and from an economic and social viewpoint. At the end of the last millennium, some 600,000 joint replacement operations were performed around the world each year. 

In the joint unit in the Mount Scopus hospital's orthopedics department, some 450 such operations on the hip, knee, shoulder and ankle are performed annually. In recent years, the operation has become routine. The patient begins to put pressure on the foot the day after surgery, and he becomes mobile very quickly. 
A team of doctors, nurses, social workers, physiotherapists and occupational therapists has been set up. These staffers meet the patient a month before the operation, counsel him and make arrangements to speed his discharge from the hospital, both mentally and practically. With the proper preparation, the hospitalization process is shortened, and the patient can function at home again within a short time. This system makes it possible to cut the period of hospitalization down to just seven days and to improve the level of satisfaction of the patients and their families. In appreciation for this improvement, the President's Award was given a few years ago to the orthopedics department at Hadassah. 

According to recent surveys, more than 95% of patients who underwent a first joint replacement were very satisfied with their operations. Thanks to technological and biological advances of recent years, the longevity of implants has been extended to an average of 15 years. Ninety percent of the implants do not need to be replaced. 
During the last two years, there has been an improvement in the surgical technique as well – in some cases, one can replace a hip joint by making only a small incision only five or six centimeters long. This small cut reduces tissue damage, and patients faster; most are discharged within five days of surgery. 

Hadassah serves as a tertiary center for these operations, thus many patients who had undergone repeated operations arrive from all over the country. Among these are operations required because of severe infections or dwindled bone. Even in these cases, patients return painlessly to full function.
The orthopedics department is the only one in the country that participates in the registration and reporting program on hip and knee replacements run by the University of Dundee in Great Britain [Scotland, not England]. 

This computerized program involves the transfer of data to a database at that university, where objective follow-up of the results and complications is carried out. At any given moment, we can examine our results in an absolute way and in comparison with those in many centers around the world that are participating in the Dundee program. We are sure that this effort will contribute to improving the quality of our work. So far, Hadassah's accomplishments in this field are among the best in the world. 
This year, our joints unit will increase the number of operations by 20% and cut hospitalization times by two or three days in some of the patients -- thanks to additional progress in the surgical technique. The integration of computerized navigation and other technologies will make it possible even for patients with the most complicated conditions to regain normal functioning after surgery.

For additional information:

Dr. Yoav Mattan

Tel (02) 5844500, fax 02-5325936

E-mail: ymattan@hadassah.org.il
                                                               ***

         Multi-disciplinary Treatment for Malignant Tumors of the head and neck
Dr. Jean Yves  Sichel (Otolaryngology), Dr. Nardi Casapi  (maxillofacial surgery) and Dr. Dean Ad-el (plastic surgery), Hadassah University Hospital in Ein Kerem
Surgical and rehabilitation treatments for malignant tumors of the head and neck are a challenge. Total removal of the growth increases the chances for success, but major surgery in this area of the body is liable to cause severe disabilities such as dyspnea, dysphagia, and breathing, vision and hearing problems. Aside from the functional damage, there are also esthetic deformities that cause great emotional stress.

Understanding the type of tumor and its biological behavior, choosing a surgical approach and applying it while giving consideration to the patient's anatomical data require a high level of skills and inter-departmental cooperation. These treatment elements raise the success rate and minimize the possibly serious side effects. 

During the past few years, Hadassah University Hospital in Ein Kerem has had a multi-disciplinary team aimed at improving the surgical treatment results on health and neck tumors. Three main departments participate in these operations: Ear-nose-and-throat (otolaryngology), maxillofacial surgery and plastic surgery. The operations include surgical removal and complex and broad reconstruction as accepted in large medical centers around the world. 
Post-operative reconstruction is carried out using free flaps. The quality of treatment is based on cooperation among surgeons from a variety of fields who accompany the patient from the moment he reaches the hospital through diagnosis, choice of surgical technique and rehabilitation until he returns to the community. Three doctors from different fields have been trained at world-renowned centers abroad in order to coordinate the field. 

They are Dr. Jean Yves Sichel, who underwent training at the Gustave Roussy Institute in Villejuif in France; Dr. Nardi Casapi, who underwent training at the University of California at San Francisco; and Dr. Dean Ad-el who was at the Memorial Sloan-Kettering Cancer Center in New York City .
The surgical team also has at its disposal the radiological institute, computerized tomography (CT), magnetic resonance imaging (MRI) and positron emission tomography (PET), plus help from pathology, oncology (chemotherapy and radiotherapy), anesthesiology, maxillofacial restoration (with false teeth and obturators), clinical communications specialists, and psycho-oncology for individual support for the patient and his family.

Case Description
A 49-year-old man who came with an ulcer in the mouth and lower jaw that had been there for several months. X-rays and CT demonstrated osseous damage in the body of the lower job and penetrating the neural canal and exiting via the mental foramen. A biopsy of the tumor resulted in a diagnosis of squamous cell carcinoma. No incursions into the skeleton were found, but the disease was rated as Stage IV. 
The tumor was removed broadly with 60% of the lower functional jaw, along with two-thirds of the lower lip, the cheek and the chin. In addition, a neck dissection was performed to remove all lymph glands in the left part of the neck. What remained of the lower mandible was fused using a titanium plate. The lack of soft tissue and bone was reconstructed by using a microvascular free flap from the fibula. The flap of  skin, muscle and bone was fused to the metal plate on the lower jaw and the vascular connection was made to the blood vessels in the neck. 

After suiting the fibula bone to the jaw, a lower lip and chin reconstruction was carried out with soft tissues from the flap. Interdisciplinary cooperation under one roof, as exists at Hadassah University Hospital in Ein Kerem makes it possible to offer head and neck oncological patients treatment at standards among the highest in the world. 

For more information:

Dr. Dean Ad-el

Dr. Jean Yves Sichel
Dr. Nardi Casapi [Caspi?]

Tel 02-6777111/6778877, fax 6418808

E-mail: deanadel@yahoo.com
                                                        ***

                      Surgical treatment of thoracoabdominal aortic aneurysm
Prof. Ya'acov Berlatzky, vascular surgery and Dr. Amir Elami, cardiothoracic surgery 
Aorticl aneurysm is caused by a weakness in the vassel wall and its expansion. This phenomenon is common in patients with Marfan's  Syndrome, but also in patients with degeneration of the media due to hypertension and other syndromes that damage the connective tissue. The pressure of blood on the wall of the aorta causes tension in the wall, and this increases as the aorta distends (according to the La Place’s Law. Higher pressure on a wall that has weakened causes additional stretching and an increase in the tension due to the larger circumference. 

At a certain point, the expanded wall is unable to withstand more pressure and it ruptures. Such an event is usually fatal. After the aneurysm is formed, it tends to undergo sclerotic changes, and in some cases, a clot forms in the wall of the expanded area. It's estimated that prevalence of aortic aneurysm is six new cases a year per 100,000 people. In a quarter of these, an aneurysm will be found also in the abdominal aorta under the renal arteries. 

In Israel, one can expect 100 annual cases of thoracoabdominal aortic aneurysm. Rupture of the aneurysm is the cause of death of 80% of patients with this disease. The tendency for a rupture depends on the circumference of the aneurysm. If we were to examine the group of patients diagnosed as having a rupture, we would find that at least in half of them, the circumference was six centimeters when the event (usually fatal) occurred. A rupture can occur even when the aneurysm is smaller in cases when the expansion occurs rapidly. The disease usually does not cause symptoms. In a quarter of patients, there are symptoms in the chest or abdomen due to local pressure of the aneurysm or effects on organs that receive blood supply from the aorta, or embolism from the clot in the wall that fills the aneurysm. Thus chest pains, pleural pain, paraparesis or paraplegia, renal insufficiency and pain that radiates to the shoulders (from stimulation of the diaphragm) can be syndromes of abdominal aneurysm. Pain in the back, hips, stomach or groin can result from abdominal aneurysm, as can vomiting, nausea, a feeling of being full, loss of weight, vomiting with blood, jaundice, abdominal distress, weakness in the legs, blockage of the lower vena cava and even distal clots. 

There have not been any prospective studies that document the chances for survival without treatment of the disease. But to get an idea of the great risk to patients, one can study what happened to patients who were not treated due to other reasons that were considered more urgent or because of their age or refusal to undergo treatment: Of 94 such patients, only 24% survived two years, and in half of those who died, the rupture of the aorta was the cause of death. 
In thoracoabdominal aortic aneurysm – due to the presence of major blood vessels from the aorta (such as the celiac trunk that supplies blood to the liver and spleen, the superior mesenterial  artery and the renal arteries), one can not use conservative treatment -- even though innovative technologies such as stent grafts have been adopted to treat this condition. The only option is surgery. This is aimed at replacing the pathological section with a synthetic graft. This is offered in patients whose aorta is five centimeters or more in circumference or patients who are symptomatic. The procedure requires blockage of the aorta, opening the wall of the aneurysm and connecting the main branches to the synthetic implant. 
In order to prevent irreversible ischemic damage to the spinal cord and visceral organs – which characterized this operation in the past, Crawford and his students Coselli and Safi formulated a surgical strategy that brought about a significant turnaround in the results of this surgery: A special pump forces warm blood in a bifurcal manner from the left auricle to the lower body and cooled blood to the visceral organs. At the same time, the cerebrospinal fluid around the spinal cord is drained in a controlled manner to preserve normal perfusion of the spinal cord even when there are major changes in blood pressure. The intercostal arteries, which are vital for supplying blood to the spinal cord (between T7 and T12) bring blood to the graft. Proper use of these techniques reduces the mortality rate from surgery and neurological comlications to four or five percent. We applied with that success rate all the components of the technique in a group of patients who were operated on in recent years. The patients are anesthetized by an anesthesiologist specially trained to deal with heart and vascular disease patients. Blood is collected from the surgical field and red cells are rinsed with cell saver. This makes it possible great savings in infusions or blood from donors. 
For more information:

Prof. Prof. Ya'acov Berlatzky, 
Tel. 051-874022

Dr. Amir Elami
Tel. 051-874873. 

E-mail: eamir@md.huji.ac.il
                                                         ***
The Baby Clinic Program for Prevention of  Dental Caries in Infants and Toddlers

Dr. Evelyn Mamber, coordinator in the pediatric dental department in the Faculty of Dental Medicine

Geri Shaimes, registered nurse and lactation adviser, neonatology department, Hadassah University Hospital in Ein Kerem 

Cavities are considered an infectious disease caused by bacteria, especially Streptococcus mutants. The morbidity is influenced by the virulence of the bacteria, the bio-physiological characteristics of the host, nutrition and the frequency of exposure to sugar. A special process that produces cavities is "baby bottle caries" in which the primary tooth] in infants and toddlers are affected because they are put to sleep with bottled formula or sweet drinks.

1. In the first stage, the upper incisors are harmed soon after they erupt (from age six months to three years). The decay begins as white spot lesions near the gum line. At this stage they can be halted or slowed down by topical fluoride treatment (remineralization), and at a later stage, the cavitation (hole) appears. Both of these require a change of habits that cause the decay. 

2. If the cause or causes of the decay continue, the caries will harm not only the incisors but also cuspids and molars that erupt later in the child's mouth. Usually the lower bicuspids are not harmed at this stage. 
The process can be rapid and destructive with harm done to a large number of teeth that even require root canal work, crowns and extractions. In severe cases, in which the child avoids eating because of pain and the development of abcesses, the child's development can be slowed and even become "failure to thrive." 

Treatment of toddler's teeth is complex, delicate and expensive and in most cases requires relaxant medications, sedation or general anesthesia. The prevalence of infant or toddler caries varies according to the different populations and is influenced by a variety of factors including race, culture and socio-economic levels. In developed countries, the rate runs between one and 12 percent. In a survey conducted by the pediatric dentistry department in the day care center that serves children of Hadassah staffers, the prevalence was 10% in children aged one to three years. 

Only in 1994 were the terms "bottle caries" and "breastfeeding caries" united to become "early childhood caries" because other causes besides improper feeding techniques were found:

1. For example, the quality of the enamel of the child's teeth that develop and take on calcium during pregnancy and is influenced by the mother's health and nutrition over the nine months. We should stress the developmental harm to the quality of enamel that is very common in premature or low-birth-weight babies or infants born after complications during pregnancy or delivery. 
2. The acquisition and infection of the child by the mother's transmission via saliva of the caries-producing bacteria (such as by "cleaning" a pacifier in her mouth or tasting food with a spoon that will be put in the baby's mouth) even at the age of eight months.
3. A low socio-economic condition is a risk factor for developing infant or toddler caries. 

It is difficult to successfully prevent this disease, especially due to the difficulty of changing the feeding habits of infant and toddlers. Thus primary or even prenatal prevention and the teaching mothers and young children about proper habits should be used. 

One of the new trends in this field is locating groups at high risk for this disease and personalizing programs to prevent it. Thus the pediatric dental department in the Dental Medicine Faculty in Ein Kerem (headed by Prof. Yossi Shapira) has opened for the general public the Baby Clinic, a center (similar to those in the US and Brazil) aimed at preventing caries in infants and toddlers. In addition, we are starting a unique project in which couples registered for childbirth and delivery preparation courses will participate in sessions once every seven or eight weeks. 

Lectures by pediatric dentists Dr. Sarit Feibish, Dr. Karen Zyskind and Dr. Evelyn Mamber will be offered on dental health for the mother and child. The subjects include diet and hygiene, breastfeeding and bottle feeding, and prevention of the transfer of bacteria from the mother to the infant. Special stress will be placed on the positive connection between breastfeeding and dental health, which no one denies. 
The Baby Clinic is run by the pediatric dental clinic in cooperation with the Patricia and Russell Fleishmann Center for Women's Health, delivery rooms and neonatal departments and neonatal intensive care units, along with breastfeeding advisers at the Hadassah University Hospital in Ein Kerem.  
Recent research has not proven a direct connection between complete breastfeeding – even at night – and damage to teeth. In addition, it has been proven that mother's milk protects a high alkalinity in the mouth because it contains lactoferrin, which retards the settlement of bacteria known to promote the development of caries. From a mechanical viewpoint, the way for transmitting milk during breastfeeding is the determining factor in preventing cavities in the baby. In proper breastfeeding, the milk exits directly from the nipple into the baby's throat, passing over the gums and teeth, so there is no direct contact between the milk and the teeth. The milk does not collect in the oral cavity even at night, unlike the situation with bottle feeding. The danger begins when breastfeeding and bottlefeeding or giving solid foods are used together, or the mother uses her breast as a pacifier to calm the child or fails to clean the baby's teeth. 
Thus as soon as the first tooth erupts, nursing mothers have clear instructions to clean it to prevent caries. 

The Baby Clinic offers counseling in these subjects:

1. Prenatal advice from the sixth month of pregnancy about the development of teeth and dental health promotion of both the mother and the baby; on nutrition and hygiene; on feeding practices; and prevention of bacterial transmission from the mother to baby. It is recommended that mothers after delivery visit the clinic when the first tooth erupts, before the baby's first birthday. 

2. Topical fluoride treatment in children to high risk to develop caries at a young age. 

3. Regular dental treatment using N2O "laughing gas" and/or relaxants, deep sedation or general anesthesia. 

For more information:
Dr. Evelyn Mamber, Dr. Sarit Feibish and Dr. Karen Zyskind at tel. 02-6776168.
                                                           ***

          Hormone Replacement Therapy – The Optimal Way to Halt It
Dr. Ronit Haimov-Kochman, Briya Center for Menopausal Medicine, Department of Gynecology and Obstetrics, Hadassah University Hospital on Mount Scopus 
Counseling for menopausal women on whether and how to stop taking hormone replacement therapy (HRT) is offered at the Briya Institute for Menopausal Medicine at Hadassah University Hospital on Mount Scopus. The way to stop taking HRT is suited to each patient according to her personal data and is based on the results of research carried out in recent years at this center. This process reduces to a minimum the harm to quality of life that could otherwise occur when HRT is halted. 

Many women of peri-menopausal age suffer from disruptions in their ability to function and their quality of life due the symptoms that accompany the end of menstruation and fertility. In many Western countries, some 85% suffer from vasomotor phenomena, such as hot flushes , night sweats and attacks of tachycardia (rapid heartbeats). Many women also complain about moods that range from a tendency to feel depressed to anxiety and disquiet. The quality of their sleep declines and makes it difficult for the women to function at home and at work. These severe symptoms can continue for an average of two years and cause these women to seek HRT. 

As the years pass, additional symptoms can appear as a result of a chronic shortage of estrogen, such as vaginal atrophy and reduced bone density that can become osteoporosis. 

HRT has been proven as an effective treatment for both early and late menopausal symptoms.  But despite these benefits, long-term exposure to hormonal treatment increases the risk of breast cancer as well as a rise in cardiovascular disease, stroke and diseases of the veins such as embolism and thrombophlebitis. Concern about breast cancer and information about the relative risk/benefit in long-term hormonal treatment send many women to their family doctor to investigate whether and how to stop HRT treatment. 

On the one hand, many women fear abandonment of the treatment because their menopausal symptoms will return. On the other hand, they are anxious about the possible consequences of continuing the therapy. Not only community clinic doctors are in doubt when they advise their patients; the guidelines of the North American Menopause Society are also confusing. A panel of NAMS experts recommended that after considering the advantages and shortcomings of the hormonal therapy, women could attempt to stop undergoing HRT after a number of years. But with the lack of authoritative medical literature on this subject, the experts did not give the optimal time for treatment or the best way to stop taking it. 
The Briya Institute offers a holistic response to all the stresses of menopause while cooperating with Hadassah's clinics for breast surgery, urogynecology and osteoporosis. The clinic also has advisers and counselors in fields such as physical therapy for the pelvic floor, sexual health and nutrition.
Women can get detailed advice on how to stop taking HRT and alternate treatment. There are two ways to stop taking synthetic hormones – gradual and abrupt. Research conducted at the Hadassah institute that has been presented at many conferences in Israel and abroad won a prize at the Community Gynecology Association conference 
The findings were that women who began HRT because of vasomotor symptoms are likely to suffer more than others from renewed symptoms if they stop taking hormones. No connection was found between the woman's age or the amount of time she took the drugs and the return of symptoms. These are liable to appear again even in older women and after long years of HRT. In addition, we found that the severity of the menopausal symptoms was similar in the gradual-halt and immediate-halt groups of women who stopped HRT. A similar percentage of women in the two groups returned to HRT because their vasomotor complaints occurred.  It seems that when considering long-term symptoms, gradually stopping HRT did not offer real advantages over stopping it at once. 

We at the Briya Institute have adopted a policy of multi-disciplinary care for middle-aged women's difficulties, integrating this with clinical research bringing together many fields. This way we can contribute to improving the understanding, diagnosis and treatment of problems characteristic of this age group and promise women who turn to us personal, advanced and broad-range advice. 

For more information:

The Briya Institute clinic at Hadassah-University Hospital on Mount Scopus are open on Monday between 1 and 3 p.m. and on Wednesdays between 2 and 4 p.m. It is located on the second floor of the new clinics building. 

                                                                ***

