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 Message from the Chair   

F. Miguel Fernandez, DO, FACOOG 

Dear members of the Osteopathic OBGYN 
Community: 

Please visit this page for a video message 
from F. Miguel Fernandez, DO, Chair

Sincerely yours, 

F. Miguel Fernandez, DO, FACOOG 
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   Message from 
			   Executive Director  
Valerie Bakies Lile, CAE, ACOOG (Hon)

Dear Members of the Osteopathic OBGYN 
Community,

We wish to express heartfelt appreciation 
for the courage and resilience you have 
demonstrated over the past two years while 
continuing to provide excellence in women’s 
healthcare.  For this reason, MEFACOOG 
remains dedicated to quality education and 
research programs that support your efforts.  

This year MEFACOOG established a new 
endowed lecture and renamed an existing 
program to honor those whose unwavering 
support allows us to continue the mission.  
The newest endowment, the Sages of ACOOG 
Unity Lecture, will annually honor a leader in 
the profession, recognizing their specific areas 
of expertise and commitment to women’s 
healthcare through relevant educational 
content.  The Resident Reporter Program has 
been designated the Eric J. Carlson, DO Resident 
Reporter Program. As a member of one of 
the earliest classes of Resident Reporters and 
after nearly 20 years of service to ACOOG and 
MEFACOOG, Dr. Carlson continues to share 
time, talent, and treasure to ensure future 
generations of Osteopathic OBGYNs have 
access to these same educational opportunities.

Engaging young osteopathic physicians is 
more important than ever in the unified 
GME environment.  Another way we hope 
to impact education in single accreditation 
is by continuing to recognize excellence in 
osteopathic research.  MEFACOOG research 
awards and grants will provide the foundation 
for bringing osteopathic education principles 
to the greater OBGYN community and create 
scholarly activity opportunities for residency 
and fellowship programs.

Providing exceptional educational experiences 
is our priority, beginning with medical students, 
through postgraduate training, and in lifelong 
learning.  

Sincerest Thanks, 

Valerie Bakies Lile, CAE, FACOOG (Hon)
Executive Director
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  MEFACOOG Board  
2021-2022

Chair
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Secretary Treasurer
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Trustee
Thomas Dardarian, DO, FACOOG (Dist)

Trustee
Lauryn McNally, DO, FACOOG

Trustee
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Patrick J. Woodman, DO, FACOOG(Dist)
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Plan your research project now!

The MEFACOOG Research Grant of up to $5,000 is open to osteopathic physicians or any 
resident or fellow of an osteopathically recognized ACGME residency or fellowship training 
program. 

MEFACOOG/Resident Reporter Scholarship Program

The Resident Reporter Program at the 88th Annual Conference (virtual conference) received  
commendable contributions from the residents who participated. The top papers given 
monetary awards and publication in the MEFACOOG Annual Report were: 

Cortney Booth, DO - OSU Medical Center - Tulsa, OK
		  “Approach To Antenatal Maternal Anemia…It’s More Than an Iron Script”  
		  Article based upon a lecture by lecture by:  Eric J. Carlson, DO, MPH, FCACOOG (Dist)

Seth J. Minton, DO - Beaumont Hospital - Farmington Hills, MI - 
		  “Updated Guidance on Screening and Management of Hepatitis C in Women”  
		  Article based upon a lecture by lecture by:  William R. Short, MD, MPH, AAHIVS
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Cortney Booth, DO 

  
       (Continued on Page 8)

Article based upon a lecture by Eric J. Carlson, DO, MPH, FCACOOG (Dist)

   Approach To Antenatal Maternal Anemia…It’s 
More Than an Iron Script 

MEFACOOG/Resident Reporter Scholarship Program

Why is anemia in pregnancy of concern? 
The answer is simple. It is a global health 
problem affecting the lives of many women and 
can have a detrimental effect on maternal and 
fetal health outcomes.  According to the World 
Health Organization, approximately 38.2% 
of pregnant women are affected by anemia 
globally with the highest prevalence in the 
South-East Asia and Africa and the lowest in the 
Western Pacific, the Americas, and Europe(1). 
Approximately 25 percent of patients we will 
meet during the first obstetrical visit will likely 
have some form of anemia.  Dr. Carlson stated, 
“Anemia is a sign, not a diagnosis.” The etiology 
of anemia should dictate the treatment course, 
therefore,  further evaluation into a correct 
diagnosis for the cause of anemia should be 
performed in clinical practice.

According to ACOG, anemia in pregnancy is 
defined as a hemoglobin less than 11 g/dL and 
a hematocrit less than 33 percent in the first 
and third trimester and a hemoglobin less than 
10.5g/dL and hematocrit less than 32 percent in 
the second trimester(2).  While about 30 percent 
of women at some time in their reproductive 
live are anemic, pregnancy itself is a risk factor 
which is secondary to physiologic changes that 
occur.  These changes include a large increase 
in blood volume with a smaller increase in total 
red blood cell mass resulting in a dilutional 
anemia, which can contribute to a challenge 
in making a correct diagnosis. Specifically, the 
plasma volume expands by 40-50% and the red 
blood cell mass expands by 15-25 percent(2). 
Secondary to the disproportionate ratio, 
pregnancy has an increased iron requirement. 
An additional 1 gram of iron stores are gain 

in pregnancy(2) (3).  The additional iron is 
need for the patient to maintain adequate 
circulation and oxygen delivery to her 
own organs as well as to the fetoplacental 
unit that needs a great amount of iron for 
growth and development(3). Assessing for 
maternal anemia is important because 
decrease blood counts are associated with 
an increased risk of prematurity, low birth 
weights, low neonatal iron stores with 
potential subsequent impaired neonatal 
neurologic function, and risk of maternal 
decompensation at birth if postpartum 
hemorrhage were to occur. 

How can we determine the etiology of an 
anemia? 

Simply put: Size. Shape. Color. A common 
method of categorizing anemia is by mean 
corpuscular volume (MCV), which would 
refer to the size of the red blood cells (RBCs). 
MCV can be further divided into 3 categories: 
microcytic (MCV less than 80fL), normocytic 
(80-100 fL), and macrocytic (greater than 
100 fL).  Mean corpuscular hemoglobin 
refers to the color of RBCs.  Cells are 
described as hyperchromic, normochromic, 
or hypochromic.  The shape of RBCs can 
also give a clue into the etiology to anemia. 
RBCs can take on many shapes including 
but not limited to target cells, ovalocytes, 
sickle cells, stomatocytes, and many more. 
The most common etiologies of anemia 
are iron deficiency, hemoglobinopathy, 
megaloblastic, and anemia of chronic 
disease.
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           (Continued on Page 9)

“Approach To Antenatal Maternal Anemia…It’s More Than an Iron Script”

(Continued from Page 7)

The following is a discussion of anemia 
by MCV.  Many find this categorization 
preferable because a complete blood count 
is recommended to be obtained for every 
pregnant patient at her new obstetric visit as 
well as at the visit on 24 to 28 weeks’ gestation.
Approximately 75 percent of anemia that 
is found during pregnancy is due to iron 
deficiency anemia(4).  It is defined by a 
decreased serum level of iron, an increased 
total iron-binding capacity, a decreased ferritin 
level, and less than 18 percent of iron/total 
iron-biding capacity.  Ferritin is an indicator of 
iron stores and obtaining a ferritin level that 
demonstrates a decreased level, specifically less 
than 30 micrograms/L, is 98 percent sensitive 
and specific for diagnosing iron deficiency(2)

(4). The gold standard for diagnosis of iron 
deficiency anemia is a bone marrow aspiration 
but is rarely needed.

The treatment for Iron Deficiency anemia 
is iron supplementation.  This should be 
instituted to reduce the risk of the previously 
mentioned adverse outcomes, specifically to 
prevent poor fetal brain development(5). Most 
prenatal vitamins contain an adequate amount 
of iron for pregnancy but if patients are found 
to be iron deficiency, supplementation iron 
should also be taken.  There are several oral 
formulations available in the United States for 
supplemental iron.  One of the most commonly 
use formulations is ferrous sulfate which 
contains approximately 60mg of elemental 
iron per 325 mg tablet(2) (4). In the setting of 
mild anemia, oral iron is an appropriate first 
line treatment compared to intravenous 
iron because it is usually cost effective and 
widely available; however, it is associated with 
gastrointestinal issues which can make patient 
compliance difficult.  If patient compliance is 
difficult, some studies have shown that weekly 
iron supplementation can still effectively treat 
the anemia.

Quick Tip!
Counsel the patients on the best way to take 
iron. Take iron 30 minutes before meals for 
maximum absorption. Take with vitamin C to 
help increase absorption. Additionally, let them 
know that chronic use of PPI and H2 blockers 
can decrease absorption(4).

There are clinical scenarios were intravenous 
iron would be a more appropriate treatment. 
Examples of this would include, a minimal or 
absent response to oral iron, poor compliance, 
severe anemia, the need for rapid treatment 
in the third trimester, individuals with high 
risk hemorrhage, and those who are unable to 
undergo a blood transfusion(6).  There are also 
multiple preparations of IV iron, including iron 
dextran, iron sucrose, and ferric gluconate. Iron 
dextran is rarely used in the United States as it 
can cause anaphylaxis reaction, thus, the two 
other preparations are more commonly used as 
the safety profile is very good.

Quick Tip!
Per ACOG recommendations, we should 
recommend low dose iron supplementation in 
all pregnant individuals in the first trimester(2).

Another microcytic anemia that should 
be considered when evaluating anemia 
in pregnancy are the various forms of 
Thalassemia. They occur secondary to defects 
in the alpha and beta chains of hemoglobin. 
Beta-thalassemia is the most common form.  If 
a patient has been evaluated for iron deficiency 
anemia and the results were not consistent 
with that diagnosis, then it is recommended 
to consider screening for thalassemia(4).  The 
treatment of thalassemia and the risks of 
maternal and fetal morbidity and mortality vary 
between the different forms.

The majority of anemias encountered in 
pregnancy are secondary to physiologic 
anemia as well as iron deficiency anemia, 
but there are other diagnoses that should 
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(Continued from Page 8)

be on the differential with an elevated MCV. 
Macrocytic anemia if often categorized by 
megaloblastic or nonmegaloblastic.  On a 
peripheral smear of a megaloblastic anemia, 
you would expect to visualize megalocytes 
and hypersegmentation of neutrophils.  A 
few examples of nonmegaloblastic anemias 
included ethanol abuse, individuals with 
liver disease, and drug-induced hemolytic 
anemias(2).  Folate and vitamin B12 deficiency 
are causes of megaloblastic anemia and more 
likely to be encountered in pregnancy than 
the prior mentioned macrocytic anemias.  The 
differentiation can be made with laboratory 
testing of levels of methymalonic acid and 
homocysteine.  In vitamin B12 deficiency 
both are elevated(4).  Treatment of folic acid 
deficiency can be treated with prenatal 
vitamins, which contain approximately 1 mg 
of folic acid, or if higher dosages are needed 
with folic acid supplements. Adequate folic acid 
levels are important to prevent neural tube 
defects.  Treatment of vitamin B12 deficiency 
can be with oral or parenteral preparations.

Case presentation
39 yo G3P1011 female at 3w0d who presents 
for a scheduled repeat cesarean section with 
a known complete placenta previa without 
evidence of an accreta. Her obstetric history 
is significant for history of one prior cesarean 
delivery for nonreassuring fetal heart tones, an 
elevated one hour glucose tolerance test (GTT) 
but normal 3 hour GTT, herpes simplex virus 
type 2, and advanced maternal age. Patient 
was counseled thoroughly on risks, benefits, 
and alternatives of a cesarean delivery with 
additional counseling on placenta Previa and 
association of placenta accrete.
 
Plan: admit to L&D for scheduled cesarean 
delivery. Obtain CBC, type and screen, type and 
cross 2u packed red blood cells, placement of 2 
large bore IVs

LABORATORY

Patient did well in the postoperative period 
and estimate blood loss was approximately 
500mL for her cesarean delivery. Patient was 
at an increased risk for hemorrhage in the 
setting of a known complete placenta previa 
with an 11 percent risk of an accreta, even if 
not seen on imaging. Fortunately, she did not 
have a hemorrhage.  This case is a reminder 
that evaluating anemia and treating it prior to 
delivery where there can be significant blood 
loss is of the utmost importance.

CBC REFERENCE RANGE
RBC 3.74 3.71 – 5.19 M/cmm
Hemoglobin 10.9 11.9 -15.0 g/dL
Hematocrit 32.60% 34.5 – 42.8%
MCV 87.2 80.0 – 100.0 cmic
MCHC 33.3 31.7 -35.5 g/dL
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Although anemia is common, vigilance in 
diagnosing and treating the various anemia 
types is important. The impact one makes on 
maternal and fetal health is great and the risks 
to under treating could be tragic.  Patients 
should welcome treatment options that will 
improve their health and augment good 
outcomes. 
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Article based upon a lecture by William R. Short, MD, MPH, AAHIVS

   Updated Guidance on Screening and  
Management of Hepatitis C in Women

MEFACOOG/Resident Reporter Scholarship Program

Case Presentation:

A 27 year G3P2002, with no reported significant 
past medical history, presents to the clinic at 
12w3d for her first prenatal visit and to discuss 
results of previously collected labs.  This clinic 
has instituted universal Hepatitis C Virus (HCV) 
screening upon establishing prenatal care, 
in accordance with the Centers for Disease 
Control and Prevention (CDC) 2020 screening 
recommendations1.  The patient is noted to 
be HCV antibody (Ab) positive.  Reflex HCV 
viral load testing demonstrates chronic HCV 
infection.  The patient has never been screened 
for HCV and is unaware of her diagnosis. On 
further questioning the patient admits to a 
history of intravenous drug abuse, though she 
has not used in several years.  The patient is 
concerned about her diagnosis and wants to 
know the pathogenesis, implications on her 
current pregnancy, risk of vertical transmission, 
and treatment options. 

Though traditionally thought of as a disease 
of the “Baby Boomer” generation, HCV now 
poses a great threat to patients of all ages.  The 
number of HCV cases has nearly tripled since 
2010, especially in 20 to 39-year-olds; likely due 
in part to the opioid epidemic2.  For this reason, 
it is important that all obstetrician-gynecologists 
(OB-GYNs) have a clear understanding of the 
HCV disease process, screening guidelines, 
diagnosis, appropriate counseling, and 
management of infected patients.  Dr. Short’s 
lecture at the 88th annual American College of 
Osteopathic Obstetricians and Gynecologists 
(ACOOG) Spring Conference concisely details 
each of these topics in a way that can be 
immediately applied to one’s own practice.

According to the CDC 2019 Viral Hepatitis & 
HIV Surveillance Reports, after adjusting for 
case under ascertainment and under reporting, 
in the United States in 2019 there were an 
estimated: 2,3

37,700 Hepatitis A infections, 
20,700 Acute Hepatitis B infections, 
34,800 new HIV infections, 
57,500 Hepatitis C infections 

In the United States in 2015 the incidence 
of Hepatitis A in pregnancy was 1:1000.4 
Approximately 25,000 babies were born to 
Hepatitis B surface antigen (HBsAg) positive 
mothers in 2008, approximately 5000 were 
born to HIV positive mothers in 2015, and 
approximately 0.38% of babies in 2015 were 
delivered by mothers infected with Hepatitis 
C5,6,7.  A study by the National Health and 
Nutrition Examination Survey with data 
collected from 2013-2016 reported that 
approximately 1.7% of people in the United 
States are HCV Ab positive. In the same study, 
1.0% were HCV RNA positive, indicating chronic 
HCV infection.  Those who were chronic HCV 
carriers were more likely to be male, non-
Hispanic Black, aged 40-59 years, and were 
born between 1945-19658.  Of the patients 
that are infected with HCV, 54-86% will fail to 
spontaneously clear the infection and develop 
chronic HCV9.  For this reason, it is imperative 
to perform HCV viral load testing on all patients 
with a positive HCV Ab.  There are multiple HCV 
genotypes, though most new infections in the 
United States (73.7-83.3%) are Genotype 110,11. 
Patients with chronic HCV develop hepatic 
inflammation, which can lead to hepatic 
fibrosis.  This hepatic fibrosis can then progress 
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to cirrhosis (20% in 20 years) with a subsequent 
development of hepatic carcinoma (2-4% per 
year) and hepatic decompensation (2-5% per 
year)9.  Patients may also develop extrahepatic 
complications including chronic fatigue, joint 
aches, diabetes, lymphoma, and more.

Due to the progressive nature of HCV, it 
is essential that screening be performed 
in the appropriate populations. Current 
recommendations state that all adults aged 18-
79 years should be screened for HCV (USPSTF, 
Grade B)12.   The American Association for 
the Study of Liver Disease (AASLD) and the 
Infectious Disease Society of America have also 
recommended a one time, opt-out, routine 
screening of all individuals aged 18 and older 
(Grade I, B) and screening for all pregnant 
women ideally at the initiation of prenatal care 
(Grade IIb, C)13.   The CDC recently updated their 
recommendations to include screening with 
each pregnancy (except in settings where the 
prevalence of HCV infection is <0.1%) in addition 
to the existing recommendation for one-time 
screening for all adults aged ≥18 years1.  Annual 
screening should also be performed for all 
active injection drug users and men who have 
sex with men (Grade IIa, C)13.  It is important 
to recognize and screen any patients with 
increased risk; including those born between 
1945-1965, patients with HIV, patients that 
received clotting factors made before 1987, 
blood transfusion/transplant recipients before 
July 1992, hemodialysis patients, children born 
to HCV positive mothers, known exposure to 
HCV, and unexplained elevations in alanine 
aminotransferase (ALT) levels1.  Co-infection 
with HIV should always be ruled out as the 
CDC reports that in 2009 within the United 
States approximately 21% of all people with HIV 
tested positive for either a past or present HCV 
infection14.

Patients that screen positive for HCV should 
undergo a thorough pre-treatment evaluation 

including history of infection and previous 
treatments, pregnancy screening, alcohol 
screening, and documentation of all current 
medications.  Positive HCV Ab screening 
necessitates additional workup including HCV 
RNA, HCV genotyping, NS5A resistance testing, 
hepatic function tests, complete blood count, 
creatinine, Hepatitis A and B serologies, and 
HIV antibody.  It is also important to identify 
advanced hepatic fibrosis or cirrhosis. Liver 
biopsy has fallen out of favor and the degree 
of hepatic fibrosis is now evaluated using 
serum markers and transient elastography 
via ultrasound.  Patients with cirrhosis should 
be encouraged to start antiviral therapy, be 
screened every 6 months for hepatocellular 
carcinoma (HCC) with a liver ultrasound, have 
an endoscopy to rule out esophageal varices, 
be staged with a Child Pugh Score to determine 
disease compensation, and be referred to 
hepatology as needed15.  If the patient is 
pregnant at the time of diagnosis, testing can be 
postponed until after the delivery.  The patient 
should also be immunized against Hepatitis A 
and B (with consideration of Hepatitis B antiviral 
therapy if HBs Ag positive), encouraged to 
maintain a BMI <25kg/m2, and counseled on 
the risks of alcohol, acetaminophen, and raw 
seafood (Vibrio infection).

Treatment is recommended for all individuals 
with HCV, except pregnant women and those 
with a limited life expectancy that would not 
improve with treatment.  The new Direct Acting 
Antiviral therapies are highly effective and 
much more tolerable than historical treatment 
options.  Requirements for treatment vary in 
each state and it is the physician’s responsibility 
to determine what those requirements are.  
Some states restrict access to treatment based 
on levels of fibrosis and/or sobriety from 
alcohol/drugs.  The goal of HCV treatment is 
to achieve a viral cure, reduce hepatic fibrosis 
to delay cirrhosis, and to prevent further 

“Updated Guidance on Screening and Management of Hepatitis C in Women”

(Continued from Page 11)

 
           (Continued on Page 13)
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complications of advanced disease (HCC, 
extrahepatic disease, and HCV transmission).  
A viral cure is defined as a sustained virologic 
response with no detectable HCV RNA for 
≥12 weeks from the end of the completed 
treatment regimen (SVR12).  There are multiple 
dual therapy regimens available, and their 
treatment duration varies depending on 
HCV genotype, presence of cirrhosis, and co-
infection with HIV.  Most regimens consist of a 
single pill that is taken once daily for about 8-12 
weeks.*  Patients should be clearly educated 
on the treatment schedule, proper medication 
administration, tolerability, and the importance 
of adherence.  Many patients are now being 
successfully managed with minimal monitoring; 
receiving all their medications at the initial 
visit and following up only after the regimen is 
completed.  This regimen should be reserved 
for the compliant patient with reliable follow up. 
All patients need repeat HCV RNA testing at 12 
weeks to ensure that they have achieved SVR12.

With increasing rates of HCV in women of 
childbearing age, the American College of 
Obstetricians and Gynecologists (ACOG) now (as 
of May 2021) supports universal HCV screening 
for all pregnant women16.  Diagnosing HCV in 
pregnancy provides an excellent opportunity 
for patient counseling, formation of a treatment 
plan, and arrangement of appropriate neonatal 
monitoring. In a study from 1990-2000 the 
reported incidence of HCV vertical transmission 
was 4.3% (HCV RNA positive), 8.6% (HCV Ab 
positive with active injection drug use), and 
19.4% (HCV RNA positive and HIV positive)17.
A meta-analysis published in 2014 reported 
a 5.8% risk of HCV vertical transmission 
from HCV Ab positive, RNA positive, and 
HIV negative women.  This risk increased 
to 10.8% for children of HIV positive 
mothers18.  Very little data exists on treatment 
of HCV during pregnancy, so this is not 
recommended.  Treatment should be initiated 

in the post-partum period after completion 
of breastfeeding.  All infants born to mothers 
with HCV will need repeated screening and 
surveillance for 18 months after delivery1. 
Though little is understood about the vertical 
transmission of HCV, it does not appear to be 
associated with HCV genotype, mode of delivery 
(vaginal 4.3% vs. cesarean 3.0% in 11 studies), 
or breastfeeding status.19,20,21 Studies have 
demonstrated that there are no differences in 
cesarean section vs vaginal delivery rates, mean 
birth weight, mean gestational period, or mean 
APGARs.22,23,24 A 2008 study published in the 
American Journal of Obstetrics and Gynecology 
did indicate, however, that there is an elevated 
risk of low birth weight (OR=2.2), mechanical 
ventilation (OR=2.4), and neonatal intensive 
care unit admission (OR=2.9) for neonates born 
to HCV positive mothers25.
	
When counseling a patient with HCV it should 
be emphasized that he/she is at risk for 
reinfection even if he/she achieves a viral cure.  
This risk is greatly increased in active injection 
drug users (6/100 person-years) and men who 
have sex with men (15/100 person-years)26.  
Patients with a history of HCV will also remain 
HCV Ab positive for the remainder of their lives.  
For this reason, it is crucial that they only be 
screened with HCV viral load testing to avoid 
confusion.

Early identification of HCV and effective 
treatment can greatly reduce a patient’s future 
risk of end stage liver disease and mortality. 
Cases of HCV are increasing among younger 
generations, and it is imperative that these 
patients not be overlooked.  All OB-GYNs 
should have a clear understanding of which 
patients are at risk and who may benefit from 
screening.  This lecture by Dr. Short highlights 
the achievements of ongoing HCV research 
and its application in our daily practice.  It is an 
excellent reminder for physicians to continually 
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re-evaluate their practices and adapt to the 
ever-changing medical landscape.

*Current treatment guidelines can be found at 
www.hcvguidelines.org

Review Questions
A 32y.o. G3P1011 at 16w3d gestation calls the 
clinic in distress after her initial prenatal labs 
indicated a positive HCV Antibody. The patient 
completed a 12-week course of Direct Acting 
Antiviral therapy for chronic hepatitis C and 
achieved SVR12 two years prior. What should 
be the physicians’ next steps in the care of this 
patient?
a.	 Reassure the patient that she will remain 

HCV Ab+ for the remainder of her life and 
no further testing is indicated as she was 
already successfully treated.

b.	 Inform the patient that she has been 
reinfected with HCV and order an Infectious 
Disease consult.

c.	 Reassure the patient that she will remain 
HCV Ab+ for the remainder of her life and 
order HCV viral load testing to rule out a 
potential HCV reinfection.

d.	 Apologize for the order being placed as 
repeat screening was not indicated in this 
patient.

Answer: C – All pregnant patients with a PMHx of 
successfully treated HCV should be screened with 
an HCV viral load in early pregnancy to rule out 
reinfection. HCV Ab will remain positive for the 
remainder of their life and should no longer be 
utilized for screening.

A 28y.o G1P0010 with a PMHx of active IV drug 
abuse presents to the outpatient clinic for her 
annual gynecologic evaluation. At the patient’s 
annual exam last year, her screening labs were 
negative for GC/CT, Trichomonas, Syphilis, 
HBsAg, and HCV. The patient reports that she 
is not currently sexually active and has not had 
any new sexual partners since her last visit. 

For this reason, the patient states that she is 
not interested in repeat STI testing at this time. 
When is the next time that this patient should 
be screened for HCV?
a.	 Only if the patient becomes pregnant, as she 

has already had a negative HCV Ab screen in 
the past. 

b.	 The patient should be screened for HCV at 
today’s appointment.

c.	 Once the patient becomes sexually active 
with a new partner.

d.	 No further HCV testing is indicated.
Answer: B – The patient is at high risk of HCV 
infection due to her active IV drug abuse. The 
patient should be counseled on her risks and repeat 
screening should be recommended annually.
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Financial Review		  	  	  	  	  
	 Statement of Activities		   Statement of Financial Position
			    	
	 Year Ended December 31, 2021			    

The Medical Education Foundation relies on its 
members to support its mission. 

The mission of the MEFACOOG is to foster continuing 
improvements in women’s health care. The financial 
review below reflects the year ending December 31, 
2021.   Below are ongoing grants we hope to continue 
in the upcoming year.
•	 MEFACOOG Resident Reporter Scholarship 		

Program-educating osteopathic OB/GYN residents 
at the ACOOG Annual Conference and reporting 
back  to their programs and to the profession.

•	 MEFACOOG Awards for Excellence in Poster 
Presentation-encouraging research and rewarding 
dissemination via poster presentation at the 
ACOOG Annual conference.

•	 	MEFACOOG Postgraduate Research Grant 
encouraging research in osteopathic OB/GYN 
residency and fellowship programs.

The 88th Annual Conference of the ACOOG hosted 
three funded lectureships.  The Barbara Hawkes 
Memorial Lecture; also the college’s first endowment 
memorial lectureship, was given by Judy Chang, MD.  
The MEFACOOG Distinguished Lecture was presented 
by Elizabeth Krans, MD, MSc.  The Distinguished Fellows 
Lecture was presented by Bonnie Mason, MD.  The Past 
President’s Honorary Lectureship was presented by  

Sandra Valaitis, MD at the 2021 Advances in Women’s 
Health Conference. 

The National Student Society of the ACOOG met for 
the thirteenth during the ACOOG 2021Advances in 
Women’s Health.  These projects would not be possible 
without the support of you, the donors. Thank you for 
your continuing support.

Support			 
 	 Corporate Contributions.......................................	$25,000	
	 Individual Contributions........................................$25,431	
	 Interest & Dividends...............................................$32,072
	 Realized & Unrealized............................................$63,155
	 In-Kind Contributions.............................................$57,508
	 Total Support...................................................$203,166	                                                                                                          
	
Expenses		
	 Program Services...................................................	$7,800 	  
	 Support Services....................................................	$82,392	
	                                                Total Expenses       $90,192	
 	
                                                                                                            	
	 Net Assets, Beginning of Year ............................$646,711	
      Change in Net Assets...........................................$112,974      
	                                   Net Assets, End of Year    $759,685	  
	
 

Liabilities and Net Assets

Cash and Equivalents..................................................$35,734
Investments................................................................$726,302
                                                             Total Assets   $762,036

Accounts Payable...........................................................$2,350
Without Donor Restrictions......................................$710,879
With Donor Restrictions..............................................$48,807
                        Total Liabilities and Net Assets    $762,036

Year Ended December 31, 2021
Assets
Current Assets

                        - Year 2021 Support
MEFACOOG Annual Report



A N N U A L  R E P O R T  2 0 2 1M E F A C O O G 1 7

88th Annual Conference Posters – 1st Place Winner
Prenatal Workshop Significantly Improves Pregnant  
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Danielle Lukish, OMS
Ethan Steele, OMS
Catherine Schuller, MD, FACOG

Liberty University College of Osteopathic Medicine, Lynchburg, VA
The Motherhood Collective, Lynchburg, VA

Background

•	 Historically, prenatal care has focused on 
individualized care. Recently, group care has 
shown to be successful in improving birth 
outcomes1.

•	 Group care allows for a ‘safe haven’ environ-
ment for women and their support person 
to improve knowledge and learn new skills2.

Hypothesis
•	 The Motherhood Collective Labor Comfort 

Measures Workshop will improve pregnant 
women and their partners’ knowledge of 
and ability to use child-bearing skills during 
delivery.

Methods

Hands-on group training of the 

labor experience significantly 

increases pregnant women and their 

partners’ perinatal knowledge and 

child- bearing skillset.

Results
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Conclusion
•	 MC-sponsored LCW significantly im-

proved the ability and knowledge of the 
pregnant women and their partners 
regarding child-bearing skills.

•	 Further studies exploring the delivery ex-
perience of these couples are indicated 
to validate the efficacy of LCW.

References
1.	 Gennaro S, Melnyk BM, O’Connor C, Gibeau AM, Nadel E. 

Improving Prenatal Care for Minority Women. MCN Am J 
Matern Child Nurs. 2016 May-Jun;41(3):147-53, doi:10.1097/
NCC.0000000000000227. PMID:26854915; PMCID: PMC 
4851587

2.	 Hackley B, Elyachar-Stahl E, Savage AK, Stange M, Hoffman A. 
Kavanaugh M. Aviles MM, Arévalo S, Machuca H. Shapiro A. A 
Qualitative Study of Women’s Recall of Content and Skills De-
veloped in Group Prenatal and Well-Baby Care 2 Years Later. 
J Midwifery Women’s Health. 2019 Mar;64(2):209- 216. doi: 
10.1111/jmwh.12899. Epub 2018 Nov 8. PMID: 30407720.

3.	 Ickovics JR, Kershaw TS, Westdahl C, Magriples U, Massey Z, 
Reynolds H, et al. Group prenatal care and perinatal out-
comes: a randomized controlled trial [published erratum 
appears in Obstet Gynecol 2007;110:937]. Obstet Gynecol 
2007;110:330–39.



A N N U A L  R E P O R T  2 0 2 1M E F A C O O G 1 9

88th Annual Conference Posters – 2nd Place Winner

MEFACOOG Awards for Excellence

Sexual Assault Reporting Amid the COVID19 Pandemic

 
                   (Continued on Page  20)

Alyssa Ensminger, OMS
Rebecca Shaw, MD 
Simon Geletta, PhD 
Katelyn Myers, DO 
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Des Moines University Dept. of Specialty Medicine, Dept. of Public 
Health, College of Osteopathic Medicine 

Objectives
Evaluate the impact of the COVID-19
pandemic on:
1.	 Reporting rates of sexual assault
2.	 Proportion of reported cases
3.	 Proportion of reported cases involving 

weapons

Methods
The Mid-Iowa	Sexual	Assault Response Team  
(SART) provides forensic examinations to sexual 
assault survivors in central Iowa. This project 
collected data from the records maintained 
by the Mid-Iowa SART,  with a focus on cases 
occurring in March through August of 2017-
2020. This timeline represents the initial six  
months  COVID-19 began affecting Iowa, with 
corresponding data from previous years.	 R	
statistical programming language was used to 
calculate the Chi-square goodness of fit test 
statistics for each objective.

Results

Figure A: Caseload Variation by Year. The overall 
number of reported cases of sexual assault showed 
a significant decrease in 2020 compared to previous 
years (chi-sq = 36.948, df = 3, p-value < 0.001).

Figure B: Variation in Strangulation by Year. There 
was a significant increase in the proportion of 
reported cases that involved strangulation in 2020 
compared to previous years (chi-sq = 7.2676, df = 3, 
p-value < 0.10).

Figure C: Variation in Weapon Use by Year. 
There was a significant increase in the proportion 
of reported cases that involved weapons in 2020 
compared to previous years (chi-sq = 6.7348, df = 3, 
p-value < 0.10).
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Conclusion

While reporting rates of sexual assault 
decreased during the initial six months of the 
pandemic, the cases reported tended to be more 
physically violent than those in past years.  It is 
important to emphasize that  these results do 
not  necessarily suggest  that rates of sexual  
assault decreased during the pandemic. On the 
contrary, data from community organizations, 
such as rape crisis hotlines, show an increase 
in assault perpetration by intimate  partners  
following  stay-at-home orders1,2.  Together, 
those studies with  the  current  findings  suggest  
that quarantine-associated increases in sexual 
assault were met with decreased reports to 
hospital services.  It is vital that these services be 
prioritized amid other healthcare demands of 
the pandemic.

Key References
1.	 Roesch, E., Amin, A., Gupta, J., et al. (2020).  Violence  against  

women  during covid-19 pandemic restrictions. BMJ, 369, 
m1712.

2.	 Tang, K., Gaoshan, J., Ahonsi, B., et al. (2020)  Sexual  and  
reproductive  health (SRH):  a  key  issue  in  the  emergency 
response to coronavirus disease (COVID-19) outbreak. Repro-
ductive Health, 17(59).
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Abstract
Objective: Urinary tract infections (UTI) 
account for up to 40% of all healthcare acquired 
infections, nearly 80% of UTIs are catheter-
associated, and among surgical patients, UTI 
rates range from 1.8% to 10.4% based on 
surgery type.  The purpose of this study is 
to evaluate the effect of changing the foley 
catheter tip intraoperatively after cystoscopy 
during gynecologic and urogynecologic 
surgeries on postoperative UTI rates.
Methods: A retrospective chart review 
identified the gynecologic and urogynecologic 
procedures involving cystoscopy that were 
performed at Henry Ford Macomb Hospital 
from 2/1/2017 to 2/28/2018 or from 3/1/2018 
to 3/31/2019. Recorded data included type 
of procedure performed, patient age, and if 
a postoperative UTI was diagnosed within 
8 weeks of surgery.  Primary outcome was 
postoperative UTI rate. Secondary outcome 
was postoperative UTI rate when controlling 
for urogynecologic procedure.  Postoperative 
UTI rates were reported with n (%) with 95% 
confidence intervals and compared using Chi-
square tests.
Results: Pre-policy postoperative UTI rate 
was 13.66% (n=22, 95% CI: 8.4%-19.0%) and 
post-policy postoperative UTI rate was 14.19% 
(n=22, 95% CI: 8.7%-20.0%).  There was no 
statistical difference between the groups 
(p=0.89). Without controlling for urogynecologic 
procedures, pre-policy postoperative UTI rate 
was 12.7% and post-policy postoperative UTI 
rate was 4.8% (p=0.105).  With controlling 
for urogynecologic procedures, pre-policy 
postoperative UTI rate was 14.6% and post-

policy postoperative UTI rate was 20.7%, 
although not statistically significant (p=0.30).
Conclusion: Changing the foley catheter 
tip intraoperatively after cystoscopy during 
gynecologic and urogynecologic procedures 
does not have a statistically significant impact 
on postoperative UTI rates.

Introduction and Objectives
•	 Rates of postoperative bladder infections, 

specifically at Henry Ford Macomb Hospital, 
have been on the rise

•	 Urinary tract infections (UTI) account for up 
to 40% of all health-care acquired infections, 
nearly 80% of all UTIs are catheter-
associated, and specifically among surgical 
patients, rates of UTIs range from 1.8% to 
4.1% based on surgery type(1)

•	 Among urogynecologic patients who 
undergo mid-urethral sling procedures, UTI 
incidence ranges from 2.6-10.4% (2, 3)

•	 Based upon mandatory hospital-performed 
analyses, rates of postoperative UTIs were 
found to have an adjusted rate of 3.99% at 
Henry Ford Macomb Hospital in early 2018

•	 Multiple etiologies have been hypothesized 
from preliminary research regarding why 
the rate has increased and what can be 
changed in an effort to decrease the rate of 
post-operative UTIs

•	 Due to the recent discontinuation of indigo 
carmine, many clinicians have started using 
10% dextrose in sterile water as cystoscopic 
fluid; but this alteration in clinical practice 
has led to an increased rate in postoperative 
UTIs compared with normal saline (4)
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•	 A few studies have analyzed whether there’s 
an indication for prophylactic postoperative 
antibiotics following urogynecologic 
surgeries specifically, but found the UTI 
occurrence is not lower, and the additional 
antibiotics were associated with an increase 
in other adverse events (5, 6, 7)

•	 A randomized trial by Foxman et al 
concluded that the use of cranberry extract 
capsules during the postoperative period 
following elective benign gynecological 
surgery involving urinary catheterization 
reduced the rate of UTIs by half (8)

•	 Another study by Singh et al compared 
silver-alloy-impregnated suprapubic 
catheters vs. standard suprapubic catheters 
and found a 5% difference in 6-week UTI 
rates between those who received standard 
vs. silver-alloy suprapubic catheters, but 
the study was not powered to detect such a 
small difference, so no clinically applicable 
conclusion could be drawn (9)

•	 Additional studies are necessary to 
determine which interventions can be 
employed to reduce rates of postoperative 
UTIs

•	 This issue is very prevalent because urinary 
tract infections are the most common cause 
of hospital-acquired infections, infection is 
a frequent complication of urogynecologic 
surgery, and the use of indwelling urinary 
catheters is a predisposing factor for their 
development (4, 5, 10)

•	 It’s well established that hand hygiene 
and proper aseptic insertion techniques 
are crucial determinants in prevention of 
catheter-associated UTIs (11)

•	 Henry Ford Macomb Hospital mandated 
a nursing policy change March 2018, 
requiring exchange of the foley catheter 
tip intraoperatively after all cystoscopies 
performed during gynecologic and 
urogynecologic surgeries to improve post-
operative outcomes

•	 This purpose of this study is to compare 
exchanging the foley catheter tip after 
cystoscopy versus the prior policy of not 
requiring exchange, and whether doing so 
has had a significant effect on the rates of 
postoperative UTIs

•	 Hypothesis: intraoperative foley catheter 
tip exchange after cystoscopy during 
gynecologic and urogynecologic procedures 
decreases the rate of postoperative UTIs

Methods
•	 Institutional Review Board provided 

expedited review (IRB No. 13307) on 
9/26/2019

•	 A retrospective chart review identified the 
gynecologic and urogynecologic procedures 
involving cystoscopy that were performed at 
Henry Ford Macomb Hospital from 2/1/2017 
to 2/28/2018 or from 3/1/2018 to 3/31/2019

•	 Inclusion criteria: adult female patients 
who have undergone a urogynecologic 
or gynecologic procedure at Henry Ford 
Macomb Hospital which involved cystoscopy 
from 2/1/2017 to 2/28/2018 or from 
3/1/2018 to 3/31/2019

•	 Exclusion criteria: none
•	 Recorded data: type of procedure 

performed, the patient’s age at time of 
surgery, and whether a UTI was diagnosed 
within 8 weeks of surgery

•	 This time frame was chosen because a 
recent study published in July 2019 by Jung 
et al, found that more than one third of UTIs 
after urogynecologic surgery occur between 
6 weeks and 90 days postoperatively, with a 
majority (78.4%) occurring at 8 weeks (12)

•	 Urinary tract infection = urine culture 
obtained via either mid-stream clean catch 
or straight catheterization with isolation 
of any pathogen >100,000 colony-forming 
units/ml, or having urinary symptoms 

“Intraoperative Foley Catheter Tip Exchange and its Effects on Postoperative  
Urinary Tract Infections Following Gynecologic and Urogynecologic Procedures”

(Continued from Page 21)
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suggestive for infection and receiving 
treatment without obtaining a urine culture

•	 Primary outcome: rate of postoperative UTI
•	 Secondary outcome: rate of postoperative 

UTI when controlling for urogynecologic 
procedure

•	 Postoperative UTI rates for both pre- and 
post-policy periods were reported with 
n (%) with 95% confidence intervals and 
compared using Chi-square tests; subject 
age was compared using Student’s t test

Figures 

Results
•	 161 pre-policy subjects identified from 

2/1/2017 to 2/28/2018; mean age 53.1 years 
(n=161, SD=12.63)

•	 155 post-policy subjects identified from 
3/1/2018 to 3/31/2019; mean age 54.4 years 
(n=155, SD=13.2)

•	 There was no statistical difference regarding 
age between the pre- and post- policy 
groups (p=0.12)

•	 Mean age for patients was 52 years for pre-
policy UTIs, and 59 years for post-policy UTIs

•	 Pre-policy postoperative UTI rate was 
13.66% (n=22, 95% CI: 8.4%-19.0%)

•	 Post-policy postoperative UTI rate was 
14.19% (n=22, 95% CI: 8.7%-20.0%)

•	 There was no statistical difference between 
the groups (p=0.89)

•	 For patients that did not undergo a 
concomitant urogynecologic procedure, the 
postoperative UTI rate was 12.66% in the 
pre-policy period and 4.76% in the post-
policy (p=0.105)

•	 For patients that did undergo a concomitant 
urogynecologic procedures, the UTI rate was 
14.63% in the pre-policy period and 20.65% 
in the post-policy period, although not 
statistically significant (p=0.30)

•	 For patients without undergoing a 
concomitant urogynecologic procedure the 
UTI rate is lower in the post-policy period, 
while for patients with a concomitant 
urogynecologic procedure the UTI rate is 
higher in the post-policy period, although 
neither are statistically significant

Discussion
•	 Primary outcome: exchanging the foley 

catheter tip intraoperatively after cystoscopy 
does not have a statistically significant 
impact or reduction on the rate of 
postoperative UTIs

•	 Rate of postoperative UTI following foley 
catheter tip exchange was lower in patients 

 
               (Continued on Page  24)

“Intraoperative Foley Catheter Tip Exchange and its Effects on Postoperative  
Urinary Tract Infections Following Gynecologic and Urogynecologic Procedures”
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≤ 50 yrs (12.79% vs 9.59%), but higher in 
patients

•	 > 50 yrs (14.67% vs 18.29%)
•	 In younger patients, it may be beneficial to 

exchange the foley catheter tip following 
cystoscopy, but it should not be exchanged 
in older patients as it may increase their risk 
of acquiring a postoperative UTI

•	 Secondary outcome: rate of postoperative 
UTI was increased if the foley catheter 
tip was exchanged intraoperatively after 
cystoscopy when undergoing concurrent 
urogynecologic procedure, although not 
statistically significant

•	 Foley catheter tip exchange may be 
beneficial in patients only undergoing a 
gynecologic procedure, but it shouldn’t 
be exchanged in those undergoing a 
concurrent urogynecologic procedure as it 
may further increase their risk of acquiring a 
postoperative UTI

•	 Wei et al’s randomized controlled trial found 
that the rate of UTI was much higher in 
patients that underwent mid-urethral sling 
repair as opposed to those that did not 
(31.0% vs 18.3%) (13)

•	 Combined pelvic organ prolapse surgery 
and stress urinary incontinence surgery 
has further increased UTI rates than either 
procedure alone (12.8% vs 5.8-6.5%) (12)

•	 Our data is consistent with this data, as 
the rate of post-operative UTI in patients 
undergoing a urogynecology procedure 
was higher in both pre- and post- policy 
timeframes than for gynecologic surgeries 
alone (14.63-20.65% vs 4.76-12.66%)

•	 Possible etiologies for the increased 
risk of postoperative UTI in surgeries 
including a mid-urethral sling procedure: 
increased surgical length, repetitive 
urethral manipulation, and higher rates of 
postoperative urinary retention requiring 
prolonged catheterization (5)

•	 Sanaee et al’s systematic review found that 
postoperative antibiotic prophylaxis with 
oral nitrofurantoin showed a non-significant 
reduction in UTI after mid-urethral sling 
surgery compared with controls (5)

•	 ACOG acknowledges the possible role 
for antibiotic prophylaxis in patients with 
prolonged postoperative catheterization but 
makes no definite recommendation

•	 Limitations: the sample size wasn’t large 
enough to achieve statistical significance, 
this study did not standardize the 
intraoperative sterile technique utilized, and 
patient comorbidities were neither reported 
nor taken into consideration regarding their 
effects on post- operative UTIs

•	 Risk factors: presence and duration of 
catheterization, female gender, catheter 
insertion outside of the operating room, 
other active sites of infection, diabetes, 
malnutrition, and presence of ureteral 
stents (1)

•	 Selection bias: some of the subjects 
included in that data analysis for the post-
policy period were labeled with having a 
postoperative UTI based on their symptoms, 
but a urine culture was ultimately negative

•	 Self-selection bias: unable to account for 
subjects who may have presented to other 
healthcare facilities outside of the Henry 
Ford Health System with urinary symptoms 
suggestive for infection

 
           (Continued on Page  25)

“Intraoperative Foley Catheter Tip Exchange and its Effects on Postoperative  
Urinary Tract Infections Following Gynecologic and Urogynecologic Procedures”
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88th Annual Conference Posters – Honorable Mention

MEFACOOG Awards for Excellence

Time to Delivery in Nulliparous Women with and without 5% Dextrose

Jennifer Enos, DO
Thomas Alderson, DO
Carlos Rios-Bedoya, M.P.H., Sc.D. O 

Department of OB/GYN at McLaren Macomb Hospital

INTRODUCTION

•	 The determination of factors that increase 
likelihood of vaginal delivery is a priority for 
obstetricians in the United States 

•	 Previous studies have shown a decrease in 
time to delivery in nulliparous patients with 
the administration of 5% Dextrose (D5W).

•	 We hypothesized that the administration 
of D5W decreases time to delivery in 
nulliparous women during induction of 
labor.

OBJECTIVES 

•	 The primary objective was time to delivery in 
nulliparous women

•	 Secondary objectives included prolonged 
labor, chorioamnionitis, and cesarean 
section rate.

METHODS

•	 Retrospective chart review study (7/1/18- 
12/31/18) that examined time to delivery in 
nulliparous women ages 18-40 y/o during 
induction of labor with and without 5% 
dextrose.

•	 Excluded patients with chronic or gestational 
hypertension, pregestational or gestational 
diabetes, Renal disease or Cardiac disease

•	 5% dextrose was administered intravenously 
at 125 mL /hour.

•	 Time to delivery was calculated in minutes 
starting at time of admission.

•	 A student’s t-test was used to determine 
any significant difference in mean time to 
delivery.

•	 A multivariate analysis was performed to 
determine

•	 for mean difference in time to delivery 

when controlling for maternal age, race, 
gestational age, obesity or cesarean section.

RESULTS

•	 Of the 69 patients, 26 (37.7%) received 
5% dextrose and 43 (62.3%) were in the 
comparison group.

•	 No significant difference was found between 
those patients that received D5W and the 
comparison group 1222.4 (+324.7) and 
1110.9 (+453.0) (p=0.277), respectively.

•	 No significant differences in mean time 
(minutes) were found (P=0.216) after 
simultaneously controlling for maternal age 
and gestational age; neither after separately 
controlling for c-section (P=0.236) or obesity 
(P=0.327).

•	 Patients with a bishop score greater than 
6 had a statistically shorter mean time to 
delivery independent of type of delivery 
(p=0.006).

Mean Time to Delivery in Nulliparous Women 
with and without IV 5% Dextrose

Figure 1: Mean Time to Delivery in Nulliparous Women 
with and without IV 5% Dextrose

 
           (Continued on Page  27)
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CONCLUSION

•	 This study did not show a statistically 
significant decrease in mean time to delivery 
with the administration of 5% dextros

•	 This is in contrast to what has been shown 
in previous studies (Shrivastava et al, 2009).

•	 Limitations of this study include small 
sample size and that this study did not 
examine for any difference in neonatal 
outcomes such as hypoglycemia events or 
hyperbilirubinemia with administration of 
5% dextrose.

•	 More research is also needed to examine 
factors that allow for a favorable labor 
curve and decrease labor dystocia as 
the prevalence of pregnancies affected 
by obesity and advanced maternal age 
increases in the United State.
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CALL FOR VOLUNTEERS
MEDICAL EDUCATION FOUNDATION OF ACOOG

Are you looking for a new way to be involved?  Do you enjoy developing innovative educational 
programs or social philanthropy?  Being a MEFACOOG Board Member could be for you!  
MEFACOOG volunteer leaders can be physicians, educators, non-physician clinicians, spouses/
family of ACOOG members, health care industry supporters….anyone with a passion for women’s 
health!  

Several positions will be open for nomination this year and we need your expertise. The 
MEFACOOG Board of Trustees meets twice per year with one meeting usually conducted by 
phone or web conference.  The primary, in-person meeting of the MEFACOOG Board coincides 
with the ACOOG Annual Conference.  

Key MEFACOOG activities include:

•	 Community Service Projects-past projects include work at a youth community center in 
Chicago, home repairs in New Orleans for Katrina recovery effort, blood drives, and support 
for a residential home for pregnant mothers in crisis.

•	 Resident and Postgraduate Fellow Research Awards and Grants
•	 Resident Reporter Scholarships provide an opportunity for residents to attend an ACOOG 

conference and potential article publication
•	 Resident Education Resources 
•	 Endowed lectureships for CME (Lifelong Learning for attending physicians)
•	 Support for Osteopathic Continuous Certification (Lifelong Learning, Practice Performance 

Improvement for attending physicians)
•	 Fundraising events such as the ‘Evening with the Stars’ planetarium function and Cirque Du 

Soleil Mystere

This is just an overview of the potential that exists with MEFACOOG.   
We welcome new opportunities, new leaders, and new ideas!   

If you are interested in MEFACOOG Board of Trustees service, 
please forward a statement of interest and a brief bio or CV to

 Valerie Bakies Lile, CAE by email to vblile@acoog.org or by fax to (817)377-0439 
by December 1st.
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Eric J. Carlson, DO Resident Reporter Scholarship Program

The Eric J. Carlson, DO Resident Reporter Scholarship Program provides a select 
group of residents the opportunity to attend a scientific meeting they otherwise may 
be unable to attend. The purpose of the program is to expose the residents to new 
scientific knowledge and technology in obstetrics and gynecology. The resident in turn, 
provides a written summary report on that lecture to ACOOG and then reports to the 
base institution and colleagues on information presented at the meeting .  All Resident 
Reporter Scholarship Program recipients will be publication in the MEFACOOG Annual 
Report.

SUBMISSION DEADLINE 
Abstracts: December 1st, 5 PM (Central Time)

Posters: February 15th, 5 PM (Central Time)
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 ACOOG Calendar of Events                                                         

90th Annual Conference
March 26-31, 2023
Manchester Grand Hyatt
San Diego, CA

Chairs:
Shania Seibles, DO, JD and Jennifer Caruso, DO

2022 Advances in Women’s Health
September 22-25, 2022
Westin Irving Convention Center
Irving, Texas

Chairs:
Cecilia Banga, DO and Amanda Mirmanesh, DO

2023 Advances in Women’s Health
September 28-October 1, 2023
Westin Peachtree Plaza
Atlanta, GA

Chairs:
Brad Irving, DO and Emmie Strassberg, DO

91st Annual Conference
May 5-10, 2024
Hyatt Regency Coconut Point
Bonita Springs, FL

Chairs:
Diana Okuniewski, DO and Sadaf Lodhi, DO



A N N U A L  R E P O R T  2 0 2 1M E F A C O O G 3 1

Gold Level $5,000+
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    Terrance J. Barrett, DO 
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    George Davis, DO 
    Melissa L. Delaney, DO  *
    Dipak Delvadia, DO 
    Mark DeMasi, DO 
    Marianne DiGiovanni, DO 
    Todd Drexel, DO 
    William Driscoll, DO 

   BOLD reflects first tim doner in 2021
* Thank you for moving  up a level

        Membership Donations
Cumulative October 1999 through December 31st, 2021

Chairman Level $50,000+

  Eric Carlson, DO 

Diamond Level $40,000+

Platinum Level $10,000+

     Patricia F. Arnett, DO
     David J. Boes, DO
     Thomas Dardarian, DO 
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  Fred Nichols, DO 
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  John J. Orris, DO 
  Roger Packard, DO 
  Tracy Papa, DO 
  Jennifer L. Papp, DO 
  Trisha Parks, DO 
  Patricia Bauer 
  Kimberlee Perkins, DO
  Jerry Polsinelli, DO 
  David J. Pugach 
  Douglas E. Pugmire, DO 
  Kurt D. Harrison, DO 
  Edward O. Reece II, DO 
  Joel B. Rose, DO 
  George W. Russian, DO 
  Mary Beth Sandin 
  Valerie Schulte, DO 
  Larry E. Seals, DO 
  Frank Raymond, DO 
  Erik J. Smith, DO 

    William Stanley,Jr., DO 
    John S. Stevens Jr., DO 
   Emmie Strassberg, DO  *
   Renee Sundstrom, DO *
   Takeko Takeshige, DO 
   Hovik Taymoorian, DO 
   Mary Testa, DO 
   Melicien Tettambel, DO 
   Lisa Thiel, DO 
   Lorie A. Thomas, DO 
   Elizabeth A. Trest, DO 
   Richard Tucker, DO 
   Parveen Vahora, M.D. 
   Leopoldo E. Valdivia, DO 
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Emerald Level $20,000+

   Steve Buchanan, DO 
   Robert H. Debbs, DO 
   Ronal Librizzi, DO *

Sapphire Level $30,000+

   William Bradford, DO 

Silver Level $1,000+

  ACOOG 
  David S. Adelstein, DO 
  Thomas Alderson, DO 
  Roxanna Aldstadt, DO 
  Anonymous 
  Ronald E. Ayres, DO 
  Monica Bachamp, DO 
  Stacy L. Sensor, DO 
  Cecilia W. Banga, DO  *
  Catherine Bernardini, DO 
  Glenn Bigsby IV,  DO 
  Bernard D. Billman, DO 
  Annette Bombrys, DO 
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  Jessica Branham, DO 
  Rainna Brazil, DO 
  Draion Burch, DO 
  Richard J. Burns, Jr., DO 
  Dennis M. Carden, DO 
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  Randy Collins, DO 
  Joseph Bottalico, DO 
  Zane G. Craig, DO 
  Stephanie Cunninghan, DO 
  Stephen A. D’Abreau, DO 
  Raymond W. Deiter, DO 
  Andrew Demasi, DO 
  Walter Dodard, DO 
  Gary L. Doublestein, DO 
  Rebecca Dresser, J.D. 
  Sherman Dunn 
  Stephen F. Dyke, DO 
  Fernando M. Fernandez, DO 
  Salvatore Finazzo, DO 
  William J. Gall, DO 
  Norman Gant, MD 
  Lisa Gilbert, DO 
  Craig Glines, DO 
  Kenneth P. Glinter, DO 
  Becky Graham, DO 
  Robert Gray 
  John R. Guerra, DO 
  Michael J. Coyle, DO 
  Kathleen Heer, DO 
  William Ashley Hood, DO 
  Teresa Ann Hubka, DO 
  Rachael Humphrey, MD 
  Jeanie Huynh, DO 
  Brad Irving, DO 
  David M. Jaspan, DO  *

 
(Continued on Page 32)  
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Membership Donations

(Continued from Page 31)

    BOLD reflects first time donor in 2021
* Thank you for moving  up a level

Century Level $100-499
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Gerard Cleary, D.O 
Catherine A. Coats, DO   *
Richard J. Colman, DO 
Thomas Connolly, DO   *
Fred Couts, DO 
Cindy Crittendon, DO 
Rebecca Crockett, DO
Michelle M. D’Almeida, DO 
Josette D’Amato, DO 
Bobbie J. Daniels-Orellana, DO 
Steven Daube, DO 
Lee W. Davis, DO 
Mark Day, DO
Michael DeNardis, DO 
Michelina DeSanti, DO 
Terry J. Dierdorff, DO 
Gina Dietrich, DO 
Benjamin D. DiJoseph, DO 
James T. Dodge, DO 
Robert Donley, DO 
Stephen Downey 
Liam Duggan, DO 
Cristina Dupree, DO
Brian J. Egan, DO 
Rinda P. Ellis, DO 
Arlene England, DO 
Gerald Englund, DO
Thomas P. Enyart, DO 
Leo. H. Eschback, Jr., DO 
Diane L. Evans, DO 

 Jacaueline Evans, DO 
 Kathleen Fabian, DO 
 Ellen D. Faucett, DO 
 Kristen Fernandez, DO 
 Sheldon H. Fisher, DO     
 Ronald Fitch, DO 
 Kimberly J. Fletcher, DO 
 Sema Fofung, D. O. 
 Megan J. Forshee, DO
 Kateryn G. Foss, DO 
 Macy Fox, DO 
 John P. Franchina, DO 
 Ralph G. Frank, DO 
 Roseann J. Freundel, DO 
 Jennifer Frink, DO 
 Lisa M. Galbraith, DO 
 Lisa Gardner, DO 
 John J. Garvey, DO 
 John Gelinas, DO 
 Justine Gelinas, DO 
 Cathy L. Geria, DNP, APN,C 
 Shannon Gilham, DO 
 Brent W. Gillum, DO 
 William J. Goldsmith Jr. 
 Christina Goldstein-Charbonniau, DO 
 Cari Graber, DO 
 Sherri L. Graf, DO 
 Stephen B. Graham, DO 
 Grapevine Wine Tours 
 Ray S. Greco, II, DO 
 Mitchell G. Greenbaum, DO 
 Mary P. Greiss-Coult, DO 
 Jan C. Gromada, DO 
 Tracey Grosinger, DO 
 Dominick M. Guiffrida, DO 
 Reproductive Gynecologists 
 Melvin Habecker, DO 
 Travis K. Haldeman, DO 
 Ashley Hamati, OMS 
 William V. Hamilton, DO 
 Katherine Hanson, DO 
 Katherine K. Hansul, DO 
 Deirdre Harde-Perry, DO 
 Craig Hartman, DO
 Lynne A. Haspedis, DO 
 Jennifer S. Hayes, DO 
 Jodanne W. Hedrick, DO 
 Kendi Hensel, DO 
 Daira Hertel 
Tara Heyliger, DO
 William Hole, DO 
 James Hole, DO 
 Stephan B. Hosmer, DO 
 Jennifer Howell-Welle, DO 
 Joseph Hudgens, M.D. 
 Jamette R. Huffman, DO
 Juanita K. Huggins, DO 
 Mary Joy Hyde, DO 
 David W. Jackson, DO 
 Carol L. Jane 
 Margaret Jaskowski-Lutsic, DO 
 Kim Johnson, DO 
 Rosanna Johnson, DO 

 
(Continued on Page 33)
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  BOLD reflects first time donor in 2021
* Thank you for moving  up a level

Supporter Level $1-99
      Edwin W. Abbott, D.O 
      Ixchel Alvarez, DO
      Ralph Armstrong, DO 
      Carol Arnett, D.O 
      Dennis U. Atienza, DO 
      Jeffrey Barrows, DO 
      J. Martin Beal, DO
      Lev Belder, DO 
      Kimberly Belsky 
      James S. Betoni, DO 
      Angela Breckenridge, DO 
      Joseph Camardo 
      Mary Cameron 
      Jeffrey Carver 
      A Chasnoff 
      Wesley Chodos, DO 
      Annemarie Clark, DO 
      D. J. Clow, DO 
      Marcia J. Coleman, M.D. 
      Maureen B. Conroy, DO
      Andrew D. Crim, CHCP 
      Katherine Dadisman, DO
      Stephen Dalm, DO 
      Davis Dalton 
      Darlene Daly, DO
      Anne M. Davis, DO 
      Elisa D. Depani-Sparkes, DO 
      Bernardita Druhan, DO 
      Natasha D’Souza 
      Caroline Dustin 
      Peter Edinburg 
      Rosemary Fadool, DO 
      Joseph Flynn, DO 
      Jeffrey V. Fowler, DO 
      John Fuller 
      Patricia Gabig 
      Daniel Gabrielson, DO 
      Linda Gallen 
      Edna M. Garcia, DO 

Thomas C. Johnson, DO 
David Jones, DO 
Sarah Jones, DO 
Kenneth S. Kacenga, DO 
Katheryn Kaldor, DO
Sarah R. Karalitzky, DO
Deborah G. Kauffman, DO 
Susan Kaufman, DO 
Michael F. Kenner, DO 
Joseph Keuchel, Jr., DO 
David M. Keuchel, DO 
Nazafarine Keyvani, DO 
Hyuk Kim, DO 
Robert S. Kinsella, DO 
James Koerner, DO 
Daniel T. Kopesky, DO
Maria Kossak, DO 
Donna Koszczuk 
Susan Kroener, DO 
Mary C. Kruszewski, DO 
Alan Kuester, DO 
Rosanna Kulisz, DO 
David B. Land, DO 
Martin W. Lapa, DO 
Bruce Lastra, DO 
Casey E. Laws, DO 
Stavros G. Lazarou, DO
Troy R. Lehman, DO 
Juliet E. Leman, DO 
Geoffrey Levitt 
Laura A. L’Heureux, DO 
Karen Liberi, M.D. 
Paul Loeb, DO 
Azieb Lofton, DO 
Bradley J. Logston, DO 
Karla F. Loken, DO 
William P. Long, DO 
William M. Long, DO 
Thomas A. Losure, DO 
Jack Ludmir, DO 
Harry A. Ludwig, DO 
Kurt A. Ludwig, DO 
Rosie Lynch 
Jerold M. Lynn, DO 
Cecil Lyttle 
Lou E. MacManus, DO 
Robert A. Mairs, DO 
Louis Manara, DO 
Gregory Mann, DO 
Edward M. Marici, DO 
Jerome Markowitz, DO 
Robert J. Marotz, DO 
Debra L. Marshall 
Francis J. Martinez, DO 
Lorraine Martinez, DO 
Andres E. Martiny, DO
James K. Matheson, DO 
Theresa L. May-Hartle, DO 
Maura A. Mazey, DO 
Bryony McCollaugh, DO 
Sarah McCormick, DO 
H. Rexford McDaniel, DO 
William & Mary McDevitt 

Janice McDonald, DO
 Robin McGuire 
Kerri McIntyre-Joyce, DO
Lauryn McNally, DO
Jason Meade, DO 
Robert Meinzer 
James E. Merrill, DO 
George D. Methven, DO 
Michael P. Meyer, DO 
Steven N. Miller, DO
Gene W. Miller, DO 
Michael Miller, DO 
Rachel Ware Miller, M.D. 
Stephen A. Miller, DO 
Kate Eby Moore 
William Moors, DO 
James Morgan, DO 
Scott D. Muir, DO 
Theresa A. Murch, DO 
David C. Murphy, DO 
James Murray, DO 
Wendy K. Neininger 
Meaghan Nelsen, DO 
Jeffrey R. Nelson, DO 
Micheal Nelson 
Edward M. Newman, DO 
Jennifer Niesen, DO
Paul B. Nieves, DO 
Joseph Novi, DO 
Tanja K. O’Connor, DO 
Andrew J. Ogden, DO 
J. Brent Oliver, DO
Matthew Oommen, MD 
Mark R. Palazzolo, DO
Andrew Panagy 
James P. Parshall, DO 
Stephanie Parsons Eckert, DO 
Steven T. Patterson, DO 
Robert Pearl, DO 
Fiorina Pellegrino, DO 
Edward S. Perkins, DO 
Alice H. Perrone 
James D. Peters, II, DO
Thomas P. Petroff, DO 
Lynn Powers, DO
Martha Prud’homme
Harvey L. Raimi, DO 
Martin Raskin, DO 
Adolfo Rapaport, DO 
Constantine Raphtis, DO 
Nathan Rapp, DO 
Norman Raymond, DO 
James Reilly, DO 
Elizabeth M. Reinoehl, DO 
Lynnova Reynolds, DO 
Maureen A. Ribail, DO 
Steven L. Richman, DO 
Connie S. Roberts, DO 
John T. Robinett, DO 
Bryan Roehl, DO
Lawrence E. Rogina, DO 
Kristina Roloff, DO 
Avery Rosen, DO 

 John Ross, DO 
Maria V. Rust
William J. Saks, Jr., DO 
George A. Saleh, DO 
Joann Sansone, DO 
Robert Saretsky, DO 
John & Julie Saunders 
Deborah Schlief 
Paul Schneider, DO 
Pamela R. Seaman, DO 
Robert Seiler, DO
Sonali Shah, DO
Michael Shaheen, DO 
Stuart Shalit, DO 
Clayton Shaw, DO 
Rosanna Shayeghi 
Phyllis Sheriff-White, DO
Queen Shiva
Kelly Shrum, DO 
Michael Sinapi 
Jerome Siudara, DO 
Edward A. Slotnick, DO 
Jennifer Smith, DO
Shanna Snow, DO
Danielle R. Snyder, DO 
Kimberly A. Sorensen, DO 
Carrie L. Speier-Schafer, DO 
Candace Steele 
Joyce Stein, DO 
Gary W. Stephens, DO 
Pamela A. Stetzer, DO
Elizabeth Stevenson, DO 
Mary H. Strizzi, DO 
Donna Sweets, DO 
Joseph P. Sypniewski, DO 
Gerard W. Szczygiel, DO 
Tanya Taival, DO 
 Joseph P. Talcott, DO 
 Joe Talvacchia, DO 
Karin M. Taylor, DO
Donald R. Taylor, DO 
Joseph H. Tedesco, DO 
 Jill Terry, DO
 Kenneth A. Thompson, DO
Mark C. Torres, DO 
 Yardlie Toussaint, DO
Terry Tressler, DO 
Stephens Triplett, DO 
Nan Troiano, DO 
LaKeeya Tucker 
Linda R. Tucker, DO 
 Krista Turner, MD 
Joanna Twombly, DO
Christopher Tykocki, DO
Richard Underwood 
Mary Jo Urso, DO 
Guillermo Valenzuela, DO 
Melinda Velez, DO 
Peter Vienne, Jr., DO 
Stella Volpe, DO 
Lisa R. Waterman, DO 
Michelle E. Webster, DO 
Arnold Wechsler, DO 

 
(Continued on Page  34)

Membership Donations

(Continued from Page 32)

    Lori W. Weinstein, DO 
    Herbert G. Wendelken, DO 
    Erin Westerholm, DO
    Gehred D. Wetzel, DO 
    Barbara R. White, DO
    Elaine Wilson 
    Monica L. Wirrig, DO 
    Chris Wirsing, DO 
    Anita Wolf 
    Richard Wolf, DO 
    Women’s Health For Life, Inc 
    Jeffrey C. Wong, DO 
    Mark Woodland, MD 
    Ellen G. Wood, DO 
    Carolyn Yost, DO
    David Young, DO 
    Jan Zieren, DO 
    Andrew Zink, DO
    Mary T. Zygmunt, DO 
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Grace Gibbs, DO 
Barbara Melican Gleason, DO 
Anne Grieves, DO 
Gary S. Grubb, MD 
Tom Guyton 
Sherry M. Halm 
Cheryl A. Hammes, DO 
Heather Harris 
Ron Hayden 
Pamela Hershner, DO 
Brent Hurd, DO
Amy Hurlburt, DO
Connie Januzelli, DO 
Holly Jaskierny, DO 
Corrine Jeppson, DO
Brian Jolitz, DO 
Derek T. Jurus, DO 
Eileen Kampf 
Linda M. Karbonit, DO 
Mark T. Karnes, DO 
Thomas M. Kazmierczak, Jr., DO 
Catherine Kerschen, DO 
Amy Keurentjes, DO 
Alysha Kirkwood, DO
John Knaus
John Knoll
Michael Krause, DO 
Sara E. Krueger, DO 
Stacy Lahti, DO 
Christopher Lane, DO 
Sherri Lilifeld 
Debra Littlejohn 
Margaret C. Mader 
Marissa Magid, DO 
Latriece E. Manning, DO 
Angela Mannino, DO 
Ena A. Marsan, DO 
Kristen McDaniel, DO 
Grace and Joe McEnaney
Denise McSherry, DO 
Michael Messina, DO
Joseph Meunier, DO 
Lauren Michelson 
Mark Molnar
Aubrey Narke 
Stephen A. Naymick, DO 
Gary J. Newman, DO 
Linda Oberholzer 
Mary Ellen O’Donnell 
Leisa O’Flynn, DO 
Charlene Okomski, DO 
Peachy Clean Housekeeping 
Neil M. Ponder, DO 
Vanna M. Powell, DO 
Sara Ramquist 
Shawn Ramsey, DO 
Janice Russell, NP
Janet L. Salvina 
Howard Saul, DO 
William K. Seifert, DO
Thomas A. Sipprell, DO 

 
In Memory Of

Gary M. Freeman, DO

Timothy A. Hoffmeister, DO, FACOOG

Membership Donations

(Continued from Page 33)

Kathline Smith 
Becky Jo Smith, DO 
Leonard J. Staszak, DO 
George Stefennelli, DO 
Karen Stellabotte 
Angelo Stoyanovich, DO 
Stephanie Swan, DO 
Brian Thomas, OMS 
William C. Tindall, DO 
Douglas N. Toussaint, DO 
William E. Trent, DO 
Lisa Lynn Vendeland, DO 
Richard Vitali 
Pascal Vo, OMS 
Charles Watson, DO 
Doug Wells, DO 
Rose White, OB/GYN
Rosanna Winchester, DO 
B. Edward Yanke, DO 
Terri Younger-Eure, DO 
Debra Zwerlein 
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Our thanks to these companies for their valuable as-
sistance in partnering with the MEFACOOG to foster 
continuing improvements in women’s health care.

The Corporate Partnership Council of the Medical 
Education Foundation of the American College of 
Osteopathic Obstetricians and Gynecologists Mission 
Statement is:

The mission of the CPC of the MEFACOOG is to 
enhance and improve the quality of women’s health 
care through collaborative partnerships.

We will accomplish our mission by:

	 1. Education of:
		  • Physicians
		  • Residents and other related
		  • Health care professionals
	 2. Increasing industry awareness of the uniquely 	
			   osteopathic educational model
	 3. Improving industry access to physicians and 	
			   the patients they serve
	 4. Collaboratively identifying, developing and 	
			   implementing educational programs in 
		  women’s health care and thereby,
	 5. Improving the lives of women 
		  through education 

MEFACOOG 
Corporate Partnership Council            

2020-2021 Corporate Partnership Council (CPC)  
Members are:

Platinum $15,000+

	 Abbvie
	 Hologic 
	 Pharma
	 OB Hospitalist 
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MEFACOOG  Donation Form

Name
Billing Address

City

State

Zip Code

Telephone (Home)

Telephone (Business)

E-mail

Payment Information

Credit Card Type

Credit Card Number

Expiration Date and CCV#

Authorized Signature 

Acknowledgment Information 

Please use the following name(s) in all acknowledgments: ___________________________________________________ 

____  I wish to have our donation remain anonymous.  

Signature Date

 
Please make check, corporate matches, or other gifts payable to:
 
Medical Education Foundation of the ACOOG 
PO Box 17598
Fort Worth, TX 76102

I would like to donate $_____ to help support the following progream
	 ____	 MEFACOOG General Support Donation
	 ____	 Sages of ACOOG Unity Lecture
	 ____	 MEFACOOG Distiguished Lecture
	 ____	 Past Predisent’s Honorary Lecture
	 ____	 Distinguished Fellows Endowed Lecture
	 ____	 Eric J. Carlson, DO Resident Reporter

Donor Information (please print or type)



You shop. Amazon gives.
Amazon donates 0.5% of the price of your eligible AmazonSmile purchases to the 

charitable organization of your choice.

Search for charity:
Medical Education Foundation of the Amer Coll of Osteopathic Ob-Gyn 

Location: Fort Worth, TX

 to start shopping at smile.amazon.com

DONATIONS TO MEFACOOG
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The mission of the MEFACOOG is to foster continuing  
improvements in women's healthcare.

The goals of the MEFACOOG are to support

•	 Continuing Medical Education
•	 Undergraduate
•	 Graduate
•	 Postgraduate Research Programs

•	 Faculty Development
•	 Development of Educational Networks in women's healthcare

MEFACOOG Mission Statement
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