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I would like to express my deepest thanks to the Foundation for SMFM for choosing me as a 
2024 Queenan Global Health Visiting Teaching Fellow. I would also like to thank my on-site 
director, Dr. Sarah (Sally) Hanson, and my home mentor, Dr. Lynn Coppola. Without their 
guidance, support, and encouragement, I would not have had such an incredible 
experience. Dr. Hanson was instrumental in helping me bring my family (husband and two 
young children) and even set up my husband, an EM physician, to work in the Emergency 
Department, teaching their residents. This experience was rewarding and enjoyable to 
each of us and taught us much about what it may look like to do more full-time global 
health work in the future. 
 

I spent two months in Gaborone, Botswana, 
working with the OBGYN residents and faculty 
at Princess Marina Hospital (PMH), where 
there is a well-established partnership 
between the University of Botswana and Beth 
Israel Deaconess Medical Center. The 
University of Botswana hosts the first OBGYN 
residency program in Botswana, established 
in January of 2020, and there were 11 
residents during my stay. This partnership has 
hosted several past Queenan Visiting 
Teaching Fellows and was, therefore, well 

prepared to incorporate me into their program in a teaching role. In Botswana, both English 
and local languages, primarily Setswana, are spoken, allowing easy communication with 
staff and most patients. 
 
During my 8-week stay, my weekly schedule remained fairly consistent. I was assigned to 
work with each of the third-year residents for 2-week periods. On 
Monday/Wednesday/Friday, the day started with a morning report from 7:30-9:00 am. 
During these meetings, the weekend and night teams signed out their cases and patients 
from the prior shift, and there was time for “table round” style education. After that, I 
rounded with my residents on all the antepartum and complicated labor patients in the 
various wards. Rounds typically took several hours due to patient volume, degree of 
complexity, and time for teaching, which often included other residents, medical students, 
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and medical officers. There were only two machines available to perform nonstress tests 
(NSTs) for all the antepartum patients, and no capacity for routine outpatient antenatal 
surveillance. Because of this, the residents were limited in their ability to interpret tracings, 
and so I held “strip rounds” daily to review those NSTs that had been performed. 
 

   
 
There were also only two ultrasound machines between the hospital and clinic, one of 
which was almost always in use for GYN scans or during clinic. Each day I spent several 
hours performing ultrasounds on antepartum patients, and also within clinic to assist the 
providers there in facilitating timely patient flow. Invasive procedures such as 
amniocentesis and chorionic villus sampling were not routinely offered or performed due 
to significant limitations in genetic testing capacity. The majority of ultrasounds I 
performed were second and third trimester, as most patients initiated care at an outside 
clinic and were referred to PMH later. There was considerable pathology that I encountered 
and diagnosed, with the most common things including severe fetal growth restriction, 
abnormal dopplers (very high prevalence of absent end-diastolic flow), neural tube 
defects, polyhydramnios, lower urinary tract obstruction, and ventriculomegaly. 
 
Mondays and Fridays were dedicated to the OB operating theatre 
for scheduled cesarean sections, so on these days when I was 
available, I participated in surgery. Fridays were devoted to a 
high-risk OB clinic that I led. During this time, I typically saw 6-12 
patients with my dedicated resident and supervised their 
ultrasound performance (most patients received a full anatomy 
scan by us). 
 
On Tuesday mornings from 7:00-9:00 am and Wednesday 
afternoons from 3:00-5:00 pm, I was charged with providing 
educational lectures or mentoring residents to teach for a total 
of four hours. The lecture schedule was set at the beginning of 
my trip. I met with Dr. Hanson to plan topics she felt the program 
needed to address. In recent years, there has been much focus 
on ultrasound topics, so my focus was more on maternal 
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medical complications of pregnancy and on simulations. Since several dates had already 
been scheduled for lectures, or resident scheduling conflicts led to low turnout, I added 
additional lecture times on Thursdays. 
 

 
 
While there, I, along with Dr. Lilly Liu, a former Queenan fellow who was visiting, and some 
visiting OB anesthesia providers, conducted several simulations focused on maternal 
cardiac arrest. Additionally, an area in which I noted significant issues was with “decision 
to incision” times for getting patients from the labor ward to the operating theatre for 
cesarean section. We spent one afternoon performing several run-through emergency 
cesarean section simulations involving the midwives (nursing), anesthesia, and OB 
residents. The simulations revealed that these scenarios could be conducted more 
critically and in a more timely manner, and that they could prepare teams to work together 
more seamlessly and efficiently during real emergencies. 
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My time in Gaborone was full of both personal and professional growth. I was incredibly 
challenged by some very difficult patients. Fetal viability in Botswana is around 28 weeks or 
one kilogram. It was exceedingly common for patients to present with severe 
preeclampsia, severe fetal growth restriction, and abnormal dopplers right around 28 or 29 
weeks gestation. This posed great challenges in determining when and how to deliver, since 
many fetuses were peri-viable. My most memorable patient was a 23-year-old woman with 
spontaneous quadruplets, complicated by HIV and disseminated Kaposi sarcoma on 
chemotherapy. Due to fetal growth restriction, I performed Doppler ultrasounds weekly on 
the babies. The mother ultimately went into acute renal failure at 29w6d gestation, and we 
delivered her uneventfully. However, in the end, all 5 died due to the multiple 
complications. This was one of two maternal deaths while I was there. 
 
 
I truly had a phenomenal time in 
Botswana, and I look forward to the 
opportunity to return and continue 
participating in resident education there 
remotely. The specialists and residents I 
worked with were remarkable – resilient, 
dedicated, intelligent, and able to act 
quickly. I learned as much from them as 
they learned from me. I am extremely 
grateful for the time I have spent with the 
department and appreciate this 
opportunity. 
 
 


