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Mary Murphy: Okay. Greetings to all of our listeners out there in the world. Today is May 26, 

2020. My name is Mary Murphy and I’m the Nancy L. Buc ’65 Pembroke Center Archivist. This 

afternoon I’m sitting with a Brown alumna as part of our COVID-19 oral history series. At this 

time, I’m going to ask my interviewee to introduce herself. Welcome. 

 

Ingrid Rodi: Well, thank you so much for having me. My name is Ingrid Rodi, and I’m a 

graduate of the Brown college class of ’76 and the medical school class of ’79. And after that, I 

went on to do a residency in OBGYN and then a fellowship in Reproductive Medicine. And I 

am, I live in Los Angeles and I am a fertility specialist. 

 

MM: Okay, great. Well, so let’s [1:00] start in today. How are you to like to run these interviews 

is to help our listeners who may be beaming in 50 years from now, just to get a little bit better 

sense about you and your background before I go into asking you questions about your 

experience during the pandemic. So if you could just fill us in a little bit more about maybe your 

family structure or how you came to be connected to Brown University. Why did you choose to 

go there? 

 

IR: Well, my, my family had gone to Brown before I did and my grandfather, Willard Hall, was 

in the class of 2000 – of 1905. And then, and then my grandmother graduated with the Pembroke 

class of 1911. My mother’s sister went on to graduate from Pembroke in [2:00] 1936 and then 

three of my mother’s brothers are Brown graduates as well in the, in the ’40s. And then I went to 

Brown in the ’70s. And then my son, Daniel Perez, and his wife, Lindsay Myers, are graduates of 

the college in 2009. So we have, we have four generations of brunonians.  

 

MM: Oh, deeply connected. Wow.  
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IR: Yes, indeed. 

 

MM: That’s wonderful. So, let’s begin. Okay, so I guess I just want to start with the question, 

why did you raise your hand to be volunteered today for this specific series on women’s 

experiences during COVID-19? 

 

IR: Well, it’s, you know, it’s such, has been, you know, the term “unprecedented times” has been 

used so many thousands [3:00] of times now, but it really is a very unique experience to be living 

through this pandemic. And I think it’s particularly interesting as a physician because it looks at a 

number of assumptions that have been made over, over time. And it also looks at how we, as 

physicians, respond to, to this pandemic. And I think we have a somewhat different perspective. 

I’m not on the front lines, but I am working and I’m seeing fertility patients. And for a few 

weeks of fertility patients were feeling like, you know, their issues are really, you know, they’re 

medically significant and they are urgent. But, you know, many facilities felt that they, that we 

had to give attention primarily to the people who were, you know, seriously ill, and in ICUs and 

emergency rooms. So, we had, you know, a few weeks where patients [4:00] felt like they 

couldn’t be seen as fast as they wanted to be seen. But we’re pretty much back to seeing patients 

to the degree that they want to be seen. 

 

MM: So, take us back, if you could, to your first meeting of COVID-19 in terms of, you know, 

like when did it first occur to you that this was coming, and that it might impact your life and 

your work? Paint us a picture a little bit if you can go back, I know people’s memories are just all 

over the place right now. But if you can kind of paint that picture for us about what that was like 

in your life and work when it first got to your area. 

 

IR: Well, yeah, and in, in September, I was actually in the People’s Republic of China looking at 

a hospital and a program that was interested in working with us. So that having patients come 

from, from China if necessary, but having us go there and see patients who had, who have 

fertility [5:00] problems in the People’s Republic. So my relationship with China had, was, was 

probably more front and center than it would have otherwise been. So that was in September. 

And as we talked about, you know, when I would go back, eventually it became obvious that, 
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that there would be no, you know, Chinese people coming to the United States, pretty much, and 

that we wouldn’t be going to China for a long time. And that was my first understanding that 

there was a serious infection going on there and that it was likely that we would not be able to 

keep it from coming to the United States and really to the rest of the world. 

 

MM: What did a long time mean to you? Did you have an inkling? 

 

IR: Oh, you know, certainly a year. 

 

MM: Okay. So, I compare and contrast this because some people even you know, at the 

beginning, I’m thinking this will be two weeks and we’ll just find a way. 

 

IR: Oh, no, no, no. [6:00]  

 

MM: But from a business perspective, it’s interesting that you immediately understood it would 

be far longer. 

 

IR: And, and, you know, the, the Taiwanese understood that as well also. And we had some 

information from the Taiwanese who had lived through the SARS epidemic, and were really very 

well prepared for, for this particular event. And they not only went to the People’s Republic of 

China to, to find out what was going on and to help out to the degree that they could, but also to 

inform their approach. And their approach has been very successful in that they took it very 

seriously very early on, as did the Koreans and the Japanese. 

 

MM: So tell us about what you did next in terms of your home life and in your office. What did 

you do to get prepared? 

 

IR: So we, you know, we in Los Angeles, have a certain amount of preparation for [7:00] 

earthquakes, which isn’t exactly the same kind of preparation, but it does mean that we have 

food and water and those kinds of things for at least a couple of weeks. And we realized that we 

really needed probably to stockpile a little bit more than that. And we also, we have a nice living 
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with us. So she we prepared her for the fact that she might be studying from home and working 

from home. And we have a son and a daughter in law in New York City, and we realized that 

they were kind of in the, in the midst of it all. Fortunately, they work from home and they can 

stay in their apartment in Manhattan. So we were concerned about them. And my husband and I 

also have a son who’s in Germany, and so that’s very far away, but luckily you know, with 

communications [8:00] the way they are, we can talk to him frequently. So that was home life.  

And then at work, we started realizing that the many patients who come from abroad for 

treatment were not going to be able to come. The first were the Asians, of course, and then the 

Europeans. And just of, in the last few days, Brazil and presumably parts of South America as 

well. 

 

MM: I could stop you there and ask, what, what has that been like telling families that this is not 

going to happen, they’re not going to be able to get to you? 

 

IR: Well, by the time a foreigner has to come to us, they, you know, they’ve already been through 

a lot. So, to have this barrier put up, which is really, in nobody’s control is very frustrating. And, 

you know, just have to say, “Look, you know, we have to wait until it’s safe to travel and safe to 

get started again.” [9:00] 

   

MM: So what was, what do you, can you tell us about some of the reaction of people? I mean, 

I’m sure it just scrambles your whole community with fertility patients in particular. If you could 

give our listeners a window into, into what that has been like for some of these families. I know 

you can’t share details, but in general, what has, what has it been like for women and families 

trying to access fertility care? 

 

IR: Well, first, the most frustrating was that it, that we didn’t even know what the impact of this 

disease was going to have on pregnancy. So that we felt that it was the safest to hold off 

recommending even pregnancy until we had an idea because we know that for example, the flu, 

which we take pretty casually, is really dangerous for pregnant women. So we were concerned 

that that would be the same case with, with this Coronavirus. Fortunately, it doesn’t seem to be 

the case. We don’t know exactly what the impact is yet [10:00] on fetuses who were exposed in 
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the first and second trimester, just because there’s not enough time that’s elapsed yet from, from 

the beginning of this pandemic. But, but, but at least for the patients who are pregnant who have 

gotten COVID-19, they, they don’t seem to do any worse really, than a similar person of their 

age and weight and, you know, comorbidities. So that was the first thing is that nobody knew 

how long this was going to be and whether they were going to have to wait for a vaccine, which, 

you know, everybody knows could be a year to two years. So a lot of anxiety. And there’s a lot of 

anxiety across the board for all patients. And I think the want, the patients who are in the best 

situation are the ones who already have a relationship with a therapist or a psychiatrist and 

already have dealt with the challenges of [11:00] anxiety and depression. But for, for patients to 

whom this is new, it’s very unsettling because they don’t, they don’t have the tools and they 

don’t, maybe they haven’t even admitted that this is a serious problem. And that can, that just 

makes the situation with the infertility even worse. 

 

MM: And what about your community of physicians, other women in your industry? This is 

stress for you, for the doctors as well. So what can you tell us about that situation of maybe, you 

know, building virtual community or just some of your conversations with your fellow 

physicians? 

 

IR: Yes. You know, what we try to, to set up support groups that are moderated by a psychologist 

so you know, he or she understands what some of the issues are. I think this is a particularly 

challenging time for physicians in the United States, [12:00] and I, you know, I don’t know, for 

other countries, but physicians in the United States, because I feel that there’s sort of a contract 

that physicians will put them, we will put ourselves in harm’s way to help patients. But, but the 

reverse of that is that we will be protected to the degree possible. And I think that in many cases, 

the physicians and, you know, I, and that’s true for first responders and nurses, and I’m going to 

speak only for physicians because that’s the group that I’m a part of. Many physicians felt that 

they were put in harm’s way needlessly. And I think that that may, unless it gets seriously 

addressed, may impact the relationship between society and physicians for a long time. 

 

MM: This is really interesting. You’re articulating something we’ve heard in another interview 

where [13:00] physicians were voicing, locally in the Providence area, fear of the patients and, 
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and letting it slip that they were afraid. And that’s, that’s been a very difficult thing for some 

people. And so tell me a little bit more about what was happening inside your office again, I want 

to get the picture. What did you do to prepare, or see, or now as patients have been allowed to 

come back? First, are you doing tele, telemedicine? Is that something that you’re –  

 

IR: Oh yes, we do all our consultations either over the phone, or Zoom, or Skype, or whatever 

the different platforms are. So we don’t see anyone in person who doesn’t need to be seen in 

person.  

 

MM: Okay.  

 

IR: And the patients seem to be okay with that by and large because they don’t particularly want 

to come into a doctor’s office either. So that limits the number of patients significantly because 

we’re, so many are being [14:00] seen virtually. And then in the first six weeks or so, we were 

seeing only patients who had really urgent situations and the, the, sort of the example is a young 

woman who’s still in reproductive years who gets a malignancy and is going to start 

chemotherapy and would like fertility preservation. So she would like her eggs retrieved and 

frozen. Those situations can’t wait. So we, we were open in that sense. So we were taking care of 

patients who had emergencies in one way or another. Then we started seeing patients for whom 

that the time factor was going to be more of a problem. So they, they were getting older and we 

knew that their ovarian reserve was lower. So we, we started doing that. And what we try to do is 

not everybody, have anybody in the waiting room, so the waiting room has become, [15:00] the 

parking lot has become the waiting room. Patients wait in their cars. They’re, they don’t bring 

their family members with them. And we call them when there’s a room, an exam room 

available. And they go directly from their car to screening, questions, temperature, pulse 

oximetry, into the room, and they stay there. And we and nurses come in and out to do whatever 

they need. And then when they’re, when they’ve finished their visit, they, they go home, so we 

don’t have anybody lingering around.  

 

MM: Okay. 
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IR: And that reduces the risk because they’re not interacting with lots of different people. And in 

the operating room there, there’s more of an issue with PPE [personal protective equipment], so 

we wear masks and shields and gowns and gloves and all that. 

 

MM: Wow. I can only imagine that feeling of isolation then is compounded when a [16:00]   

person is on their own going to these visits. I’m sure that’s an additional difficulty for these 

families. 

 

IR: Yes, it’s not as bad as if somebody has to deliver on their own without anybody with them or, 

you know, has to, is terminal and has to die by themselves. Clearly those are, you know, horrible 

situations. But you know, these fertility treatments are often for a couple. And so they’re still 

going through it as a couple, they just have to not be there physically as a couple. 

 

MM: And do you, are, do you do delivery work as well? Or do you have colleagues that have 

been with patients as they’ve delivered? And do you have some anecdotes about what that is like 

during this time? That’s very interesting. 

 

IR: Yeah. You know, I haven’t done deliveries now since the late ’80s because I focused on the 

sort of getting them started part. But yes, there, you know, the obstetricians in my community 

have been busy and [17:00] it is stressful, both from the perspective of what does this mean to 

the patient who gets COVID, what does it mean to the baby, the recommendation in many 

hospitals that the baby be separated from a mother who might be, you know, might have COVID. 

So there are a number of these tradeoffs that not everybody agrees on, you know, and that 

becomes a cause of stress.  

 

MM: Oh, wow. I had no, I, I did not know that they were doing that. Understandable. So do you, 

can you tell me about the long term impacts like tele, telemedicine, had you done that before in 

your profession? Have you offered telemedicine before or is that, this is the first time you’ve 

done that through your office? 

 

IR: We, we have generally not offered telemedicine for patients who live locally, but because 
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[18:00] we take care of a lot of international patients, the, certainly the first visit was via 

telemedicine and often follow up visits. There are times along the way where the patient would 

have to come into town for an exam, or lab work, or specimen deposits, or these kinds of things 

where you have to be here in person. But for the majority of out of towners, either out of city, out 

of the country, those, those consultations have been by via Skype or Zoom or one of these 

platforms all along. 

 

MM: So about the impact. I’d like to hear your thoughts on the impact of this time on 

reproductive health care. I know that’s like a sweeping question. But if you could, what do you, 

what do you think some of the impacts of this is going to be long term? [19:00] 

 

IR: You know, I think that, that we will go back pretty much in many ways to the way it was 

once we have a vaccine and, and that kind of thing. But I do think that there will be patients who 

will want to have a consult, a virtual consultation, even if they’re in town, and, and I think that 

we will be more open to that. We might say, “Look, if you come in, in person, then we can do the 

consultation, we can do the physical exam, and draw the blood all at once.” But, you know, they 

might say, “Well, why don’t we have a consultation, and then we’ll decide if we want to go on 

from there,” and that would be totally appropriate. 

 

MM: Do you think about other impacts? 

 

IR: Not, not immediately. I mean, I think that eventually the patients from other cities and other 

countries will come back. [20:00] It just, it’s going to depend on how soon and how soon we 

have a vaccine and how much immunity it imparts. 

 

MM: A question about the impact on the pipeline of physicians and maybe specifically women 

physicians, who, you know, like all of us, sometimes are asked to balance the household 

responsibilities and to an even greater extent. Do you think this pandemic will have an effect on 

the percentage of women going into medicine? 

 

IR: No, I don’t think so. Not for that, not for the life work balance. I think it may be 
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disillusioning to young people to go into a profession that was seemed to be, have been beaten up 

so badly. And I think that, that will be an issue. I think in, in the worst scenario, it could take a 

generation to [21:00] fix this, just the sense that, you know, we’re standing on the front line and 

we’re, we’re being sort of not protected. 

 

MM: Tell me more about that. Do you have examples that you want to share or things that you’re 

feeling about that that really stand out, that you think need to be on the record for people 

researching this interview?  

 

IR: Well I think, I think the main thing is that, for example, we need to be better prepared. We 

have to be, we have to have PPE, you know, personal protective equipment, that’s stockpiled for 

these kinds of situations, and we have to be prepared for pandemics. And we have to be leaders 

as a country in the world for this. And we have been in the past, but lip service was paid to that. 

And I, I’m even prepared to say that for political reasons the CDC was [22:00] told to, to low 

ball what you needed to wear as a protection, and that that put people in harm’s way. And I think 

that when you don’t have confidence in the government to help in these situations, that you do 

enormous damage.  

 

MM: Can I ask you about masks in particular as a citizen? You know, I thought it was weird that 

that folks weren’t asked to wear masks and then suddenly we were and specifically around masks 

and everyone wearing masks. How did you feel about that? And maybe the –  

 

IR: Well, I was a very early adopter. I think that you know, we knew from other situations where 

if you, if the person wore a mask that would protect others. And so, this particular situation is 

very challenging because there are people who don’t want to wear masks but they are putting 

others in harm’s way. [23:00] And it would be easier if you could say you wear a mask for your 

own protection, because then if anybody didn’t want to wear mask, that was their problem. But I 

think that one of the other problems with not wearing a mask is that you then put other people in 

harm’s way, and ultimately, first responders and medical personnel. And, you know, I wouldn’t, I 

don’t hold it against people who feel that if those, those people didn’t wear the masks ultimately 

end up in the medical system, that they had a part in that, you know, and they get taken care of 
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just like everybody else, but they didn’t do their part. And, you know, it seems pretty simple to 

me that everybody should wear a mask or be six feet away from each other, one or the other. And 

not, you know, no mask and all in a big group together. [24:00] 

   

MM: I kept thinking, why did they, why did the CDC or Dr. Birx, like why did they wait to make 

that announcement around the mask? And it just felt so jarring to have it be like, well, don’t 

worry about it and then wear it, wear the mask. 

 

IR: The mask issue was one where we didn’t have the information. So that, that was you know, it 

was just like the shelter in place. We didn’t have enough information. Had it been done sooner? 

But the, the main thing with the personal protective equipment is that I mean, that’s, this is only 

my guess, is that there wasn’t enough to go around. So they didn’t want to make, didn’t want to 

set the bar where it couldn’t be met. 

 

MM: Okay, that’s fascinating. 

 

IR: I mean, that’s my own interpretation of what happened. 

 

MM: Yeah, yeah. And so with the time left, I don’t, we started early, so I just want to make sure 

that I’m not demanding too much of your time. I want to make sure – these interviews are used 

for scholarly research. [25:00] So I want to make sure that I’m not cutting off a piece of the 

conversation that you want to share. So if there are other aspects of this time or about your life or 

your family’s life during this time that you want to make sure that people can use for their 

research down the line, please do share it now. 

 

IR: You know, I think you’ve given me a lot of opportunity to talk about all the different aspects 

and I’m glad to participate. And, you know, it’s every day is a new story. And it takes a certain 

amount of flexibility to adapt to, you know, the challenges that go on every day. 

 

MM: Okay, well, thank you so much. I think that this, we will stop here and I’ll stop the 

recording and then you and I can finish up. 
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IR: Okay, very good. Thank you so much for having me. 

 

--END-- 


