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Karlis Adamsons: A Brief Gedenkschrift for a Brief
Tenure at Providence Lying-In Hospital, 1975–1979

Marguerite Vigliani, MD

�
It was my privilege on February 6, 1978
to accompany Dr. Karlis Adamsons to the
New England Primate Research Center in
Southborough, Massachusetts, to assist him
in implanting insulin containing
micropumps into  rhesus monkey fetuses
to simulate the effects of maternal hyper-
glycemia on the fetus.  This was part of
research he was doing at Brown Univer-
sity in association with Bob Schwartz, Don
Singer and others at the new Brown Uni-
versity Medical School, which awarded its
first medical degrees in 1975. 

The fetal surgery we were doing was
groundbreaking.  Dr. Adamsons had been
a pioneer since 1963, when he performed
the first open fetal exchange transfusion
in the world with Vincent Freda at Co-
lumbia Presbyterian Medical Center in
New York.  His work established that the
fetus could tolerate surgical intervention.  
In 1967 he organized and chaired the first
International Symposium, sponsored by
the National Institutes of Health, on the
fetus as patient. His work with rhesus
monkey fetuses broke ground for others
who went on to develop open fetal sur-
gery in humans for correction of various
congenital anomalies.

Unfortunately, February 6 was a
poor day for a sojourn to Southborough. 
The return trip was less than 50 miles,
but  took over 4 hours in Dr. Adamsons’
Volkswagon Beetle because of  the “Great
Blizzard of 1978.”   Visibility was limited
to a few feet, and the little Bug, without
snow tires, was buffeted by powerful
gusts of wind.  I was terrified as we ca-
reened on the slippery road and consid-
ered the possibility that a larger vehicle
that we couldn’t see might smash us.  I
imagined myself stranded on route 95,
freezing to death, buried under a snow-
drift.  Dr. Adamsons was optimistic,
perseverant, talkative, instructive, a men-
tor and a role-model, ignoring the ob-
stacles.  When we finally returned to the
Providence Lying-In there was no way to
leave the hospital for days, as the roads
were all blocked.  Dr. Adamsons and I,

along with a number of others, lived in
the hospital for 4 days, delivered babies,
made rounds, did surgery, and talked.

Needless to say we became good
friends during that shared experience,
and my friendship with Dr. Adamsons
has been a lifelong source of strength and
inspiration.  One of Dr. Adamsons’ fa-
vorite stories was of Dr. Walter Essex
Wynter, who is credited with inventing
the lumbar puncture.  Dr. Wynter’s first
three patients died following the proce-
dure.  Dr. Adamsons asked me “So, what
do you think he did next?”    “He gave
up,”  I answered.   “No,” replied my
mentor, “he did the procedure again.” 
And so I learned the art of resilience in
the face of adversity.

In 1982, I went to Puerto Rico to
give Grand Rounds for Dr. Adamsons,
reporting on the results of various clini-
cal studies we had done at Women &
Infants in the hope of stimulating his resi-
dents, medical students, and voluntary
faculty to participate in clinical research. 
Dr. Adamsons had gone to Puerto Rico
hoping to access a very large primate
colony for research, but his hopes did not
materialize because the Primate Center
there was involved in studying arthritis
and AIDS rather than reproductive bi-
ology.

After 25 years as Program Director
at the University of Puerto Rico, Dr.
Adamsons’ pride and joy was that despite
minimal funding, a tiny faculty, and only
six residents/year, his students and resi-
dents were able to present abstracts at lo-
cal, national and international meetings.
He bragged about his residents as if they
were his children.  He bragged about a
97.4% passage rate in Board Examina-
tions.  He boasted that five of his former
fellows and two of his former residents
became Chairs of Obstetrics and Gyne-
cology at universities in Europe and in the
USA.  And one, Valerie Parisi from Lying-
In Hospital, went on to become a Dean. 
He was honored as Outstanding Resi-
dency Program Director by ACOG Dis-

trict IV in 1984, and he received a Dis-
tinguished Service Award from ACOG in
2004.  At the closing session of the 4th

World Congress of Perinatal Medicine in
Buenos Aires in 1999, he was presented
with a prize for being the most active pro-
gram participant, being the one with the
most active faculty among the more than
100 universities represented.

Over the years, he would write or call
when he came stateside to give a lecture or
to testify.  During these visits we shared per-
sonal and professional challenges and
achievements and provided one another
with mutual support. What amazed me
most was his incredible energetic pace which
didn’t stop no matter  the obstacle.  He was
still operating with his left hand after a
stroke, despite the enormous commotion
this caused among the faculty at University
of Puerto Rico.  Ironically, he had always
taught us residents that we needed to learn
to be ambidextrous because one could
never anticipate a stroke. For Dr. Adamsons,
operating left-handed was just another in-
teresting and fun challenge, a minor ob-
stacle to overcome with optimism, perse-
verance, and mental agility, like playing
chess blindfolded simultaneously against
eight opponents, which he claimed to have
done at the 1947 Lithuanian Chess Cham-
pionship in Exile.

While at Providence Lying-In from
1975-1979, he did amazing and un-
heard of things.  In addition to introduc-
ing fetal monitoring, fetal scalp sampling,
fetal blood sampling, and intra-amniotic
fetal treatments into clinical practice, he
also started the GYN Tumor Board, the
Cancer Registry, and the Journal Club. 
He taught us residents that the fetus was
a patient who might need antibiotics for
infection, beta blockers for arrhythmia,
or thyroxine to mature the fetal lungs.
He invited us to assist him on surgeries
like Schauta radical hysterectomy, pelvic
exenteration, and pubourethral slings. 

Although he loved operating, he felt
that it was mundane.  “I can teach a mon-
key to operate,” he would say, arguing
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that surgery was not an appropriate ac-
tivity for an intelligent person with a ter-
minal degree.  He felt guilty about en-
joying surgery, as if it were a bad habit
like chewing tobacco or spitting on the
sidewalk.  He said the OR nurses should
be doing the surgery because they had
much more collective experience than
any one physician, and furthermore they
were less egotistical. On the other hand,
he loved teaching, and surgery provided
him with the opportunity to teach his
beloved residents one-on-one.

The community-based faculty was
appalled.  They had hired this scientist, this
international expert in fetal physiology, an
MD/PhD who had done pharmacological
and bench research with rhesus monkeys. 
They never expected him to be teaching
complex gynecologic surgery to the resi-
dents, operations that they themselves
would never dare attempt. They never ex-
pected him to have an office,  competing
with them for private patients.   Professional
jealousy fueled their outrage at his icono-
clastic and bombastic style, his enormous
ego.  He was socially awkward and at the
same time uninhibited, completely unaware
of the effect his words had on listeners.   
One time, he told a reporter from the Provi-
dence Journal that “the uterus is just a
muscle.”   This statement made headlines.
He incurred the wrath of Rhode Island
feminists, and the media demonized him
as the archetypal male chauvinist gynecolo-
gist who didn’t respect women.  

His faculty did not defend him.  He
was completely misunderstood by the fac-
ulty, in part or in whole because of his at-
tempts to finance the Department of OB/
GYN through his surgeries.   The
attendings didn’t understand the audac-
ity of his billing third party payors for clinic
deliveries and surgeries.  They thought he
was pocketing the money for himself.  This
too ended up in the newspaper, under the
rubric of “double-dipping”  as he was paid
a salary by the hospital.

Even those who did not attack him
for his presumed financial inproprieties
were not prepared to deal with his con-
tempt for the traditional way of doing
things.  His teaching style was based on
questioning all conventional wisdom and
traditional standards of care.  The
attendings were proud to have always
taken care of clinic patients for free, con-
sidering this to be their community ser-

vice, their professional duty, part of the
monastic way of life doctors accepted
along with the necessity of living on
Smith Street across the street from the
hospital and being on call 24/7. 

Dr. Adamsons’ presence was especially
painful for senior physicians, who consid-
ered the teaching of residents in the Labor
Room, the Delivery Room, and the Oper-
ating Room their prerogative.  To them a
university professor was hired to give a lec-
ture, not to get in scrubs and bill for ser-
vices.  To make matters worse, he lived in
Barrington in a fancy house with a third
wife, traveled extensively, and was an osten-
tatious name-dropper and an intellectual
show-off.  He peppered his didactic pre-
sentations to the residents with heavy doses
of sarcasm in order to change entrenched
traditions like spinal anesthesia, forceps, and
episiotomy, which were the bread-and-but-
ter of the attending staff.

As intolerable as that was, it became
outright war when he ridiculed as iconic
the use of magnesium sulfate for pre-ec-
lampsia.  He argued that seizures were be-
nign phenomena.  He taught his residents
that cerebral edema was the real enemy, and
ultimately the cause of death for patients
with eclampsia.  Magnesium, he argued,
was a cosmetic which blocked the neuro-
muscular junction.  Using magnesium, he
argued, was treating the patients’ symptoms,
not the underlying cause.  He said that the
underlying cause of pre-eclampsia had to
be related to some malfunction of the tro-
phoblast because a simple intervention like
a supracervical hysterectomy would rescue
a completely moribund patient in the
Medical ICU. He argued that there had
to be some yet to be identified substance,
probably a polypeptide, which was released
by the trophoblast when the pO2 of the
trophoblast fell below 30 torr.  He subse-
quently felt that he had proved this by ana-
lyzing blood samples from the umbilical
vein of fetuses of mothers with severe pre-
eclampsia.

He encouraged us to replace the
patients’ intravascular volume with mul-
tiple doses of albumin rather than with
electrolytes in order to increase the
oncotic pressure of plasma.  He decried
the use of electrolyte solutions because
he felt that the extra fluid would be rap-
idly extruded, increasing pulmonary con-
gestion and possibly causing more brain
swelling.  He discouraged the use vasodi-

lators and of magnesium because of its
vasodilator properties, which he thought
were contraindicated in pre-eclampsia. 
He was totally opposed to the use of mag-
nesium in pre-eclampsia because he
thought it impeded fetal lung matura-
tion by paralyzing fetal breathing, be-
cause he thought it interfered with in-
duction of labor and increased postpar-
tum blood loss, and because it blocked
the neuromuscular junction and might
result in respiratory and cardiac depres-
sion, thus hastening the patients’ death.  

He was like a magician pulling rab-
bits out of hats, challenging traditional au-
thority, and spinning a web of reasoning
which was based on rapid, virtually non-
stop, emphatic speech and unparalleled flu-
ency in the difficult-to-understand lan-
guage of physiology, all of which was punc-
tuated with emphatic grunting, which was
involuntary, like a nervous tic.   Some
thought he was a genius with an unbeliev-
ably creative mind.  Others thought his
reasoning was unintelligible, his writing a
word salad.  His fluency with the languages
of physics, biochemistry, pharmacology,
and physiology was mesmerizing.  To us
residents, he was Spock, a half-alien, half-
human antisocial personality whose logic
was incontrovertible, if only you could un-
derstand what he was saying.  

He told us that he spoke six other
languages fluently, which might have
been true. He reported that both his
parents were physicians, and all four of
his siblings became physicians, including
his twin sister.  He was aware that he
lacked social skills, especially after 3 failed
marriages, but he blamed his mother for
his cold and distant personality because
she allegedly went back to the office on
Monday morning after delivering the
twins over the weekend.  He thought
that perhaps he might have had a more
socially malleable personality if his mother
had breastfed him instead of entrusting
his care to a nanny. 

Although the attendings at WIH
were appalled at what they called his “ar-
rogance,” we residents were mesmer-
ized by his creativity, his intellect, and
his bubbling enthusiasm for challeng-
ing and contradicting common knowl-
edge.  He chose issues he thought would
directly relate to patient care.  For ex-
ample, he was very proud of his ability
to actually reproduce the clinical con-
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dition of “amniotic fluid embolism” in
pregnant rhesus monkeys by infusing
cell-free placental extracts into the ma-
ternal circulation.  He could not repro-
duce the condition with an infusion of
amniotic fluid.  To him the evidence was
incontrovertible.  Ten years later he was
still frustrated by the fact that the aca-
demic community ignored his work and
still spoke of “amniotic fluid embolism”
as if it were a real phenomenon. 

He felt the same way about surfac-
tant.  He claimed to have “discovered”
that because of the specific density of the
inflated lung, the alveolus of the lung
could not be spherical, and therefore it
could not depend on surface tension re-
ducing substances to facilitate an increase
of its volume.  He could not understand
why the scientific community would not
accept the obviousness of his discovery. 

His was a 19th century type of mind
and he resisted contemporary restraints on
clinical research.  After 1974 his “scientific”
contributions were universally rejected for
publication in United States journals be-
cause he did not follow or believe in the
same ethical guidelines and research stan-
dards that had became axiomatic in the
academic community; namely that all clini-
cal research be approved by an Institutional
Review Board (IRB) to protect human
subjects. To him, the  IRB was an intimida-
tor of research, rather than a facilitator. He
felt that the medical community had been
stripped of its autonomy by the changing
perception of society that it had the right
to monitor medical education, research and
medical practice. Regarding the use of
drugs in clinical trials, he felt that not treat-
ing a treatable condition for which a phar-
macologically safe compound was available,
but not FDA-approved for that purpose,
violated his morality.  He felt particularly
outraged that drug manufacturers would
assiduously avoid developing compounds
that were used to improve the outcome of
a pregnancy at risk because performing the
FDA-mandated studies was too expensive. 
Moreover, inordinately large numbers of
patients would be required to reach statis-
tical significance, and there was an abso-
lute certainty that plaintiff ’s lawyers would
file claims for what they would call undis-
closed harmful effects of the drug.

Dr. Adamsons’ clinical interests were
innumerable, but in his latter years he fo-
cused on the few areas where he felt that

his interventions produced a better out-
come than that achieved by interventions
promulgated by our standard textbooks
and “The Compendium”:  (1) the accel-
eration of fetal maturation with intra-am-
niotic injection of thyroid hormones, (2)
the elimination of hyperinsulinemic fetal
macrosomia of mother with gestational
diabetes mellitus, (3) changing the prog-
nosis of pre-eclampsia/eclampsia by con-
tinuing the work he had done at Women
and Infants, and (4) normalizing the pro-
gression of labor by eliminating interfer-
ence by epinephrine.

With respect to thyroid hormone, Dr.
Adamsons’  interest originated with clini-
cal observations made by his father as a
medical student in Switzerland, where the
professor of Surgery was the 1909 Nobel
Prize winner Theodor Kocher, famous for
dealing with tumors of the thyroid. 
Kocher’s reputation attracted many pa-
tients with Grave’s Disease, some of whom
were pregnant.  Since the operative treat-
ment of Grave’s Disease was delayed until
delivery, the Department of Obstetrics
had an unusually rich experience with hy-
perthyroid newborns.  At 28 weeks, they
were as active as other newborns at term.
Dr. Adamsons’ efforts to apply thyroxine
to accelerate fetal maturation at Women
and Infants were hampered by the IRB,
and the concern of risk management at
having to face litigation in the case of an
unfavorable outcome. 

The first patient he treated at Women
and Infants was in her 26th week of gesta-
tion, awaiting chemotherapy for a rapidly
progressing leukemia.  The patient had
been referred for a therapeutic abortion,
but Dr. Adamsons presented the patient
with the idea for intra-amniotic thyroxin
injection.  The patient agreed to the plan,
and at the patient’s request, the IRB agreed
for a delay in her leukemia treatments for
one week, during which time she received
two injections of 500 mcg of T4 intra-
amniotically during the next six days, and
was delivered by cesarean section at 27.5
weeks. The newborn was in room air
breathing spontaneously in 24 hours. En-
couraged by this experience, Dr. Adamsons
couldn’t wait to get to the University of
Puerto Rico where he could pursue this
treatment unfettered by the IRB. 

Perhaps I was an enabler, enticed by
his defiance toward authority and his
ironic sense of humor, but he would call

me from time to time to report the posi-
tive results he was achieving with intra-
amniotic administration of thyroxin for
maturation of the lung in premature fe-
tuses, particularly in fetuses over 26
weeks.  In all, he and his collaborators
from the University of Puerto Rico
treated more than 1000 patients.  His
group presented reports at two interna-
tional meetings and published a review
article of their experience in Seminars in
Perinatology in 1993.  Nevertheless he was
enormously frustrated by his inability to
get the American obstetrician/gynecolo-
gist community to pay attention to this
work with thyroxine. He felt personally
rebuked because he was unable to
present even a single abstract on the sub-
ject, even at the SGI, without moving the
meeting to Europe.

To me the most interesting work he
did in Puerto Rico was with propranolol
in primiparous, induced, and dysfunc-
tional labors. This work started with the
observation among caged primate colonies
that births never occurred in the presence
of an observer.  He noticed that in a regu-
lar hospital setting the mean duration of
labor was only 5.8 hours among primi-
paras who were less than 3 years
postmenarche.  He postulated that it took
approximately 2-3 years for adrenergic
beta receptors in the myometrium to be
present in sufficient density to prevent
delivery in a hostile environment like a
hospital.  He started using propranolol to
treat dysfunctional labor and arrests of la-
bor with encouraging results.   He re-
ported in 1991 to the Society of Gyneco-
logic Investigation that 67% of his patients
scheduled for cesarean section because of
arrest of labor, and not responsive to oxy-
tocin augmentation, had uneventful vagi-
nal deliveries after receiving 1 mg propra-
nolol intravenously.   Propranolol admin-
istration for spontaneous labor became the
standard of care at his institution after find-
ing that it not only shortened the dura-
tion of spontaneous and induced labor,
but it also virtually eliminated postpartum
blood loss. He claimed that for
primagravidas in established labor 1-2 mg
of propranolol given intravenously, or 20-
40 mg given orally, resulted in a sponta-
neous delivery in less than two hours. 
Again, he could not understand why the
mainland enforced a complete blackout
of his findings. 



247
VOLUME 93     NO. 8     AUGUST 2010

 In his latter years he mellowed a bit
and became increasingly retrospective.
He was feverishly proud of his curricu-
lum vitae, which included over 150 pub-
lications, of which he was the senior au-
thor of over one third.  However, as he
became more physically frail, he more
and more treasured his relationship with
his beautiful wife Annabel, and with his
children and grandchildren.  He was
thrilled that his two grown children, Eric
and Lara, his six step-children, Ana Isabel,
Jorge Juan, Debra, James, Barbara, Terri,
Dieter and Susanna, and his grandson
Sebastian all came to Puerto Rico to cel-
ebrate his 80th birthday.

In a reflective and apologetic tone, two
years ago he sent me  a ‘tongue-in-cheek”
research proposal to be submitted to the
IRB at Women & Infants Hospital.  He
hypothesized that prolonged gestation ad-
versely affected the intellectual develop-
ment of male fetuses, making them more
confrontational and oppositional, and less
intelligent than females due to prolonged
exposure to testosterone in utero.   Although
his body experienced an inexorable, pre-
dictable decline with age, his ironical sense
of humor never failed him.  Just before he
died he sent me a note on his personal sta-
tionery, announcing that he was dedicat-
ing the rest of his professional life to pub-
lishing information that would contradict
US standards of care. 
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