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 Message from the Chair   

Octavia M. Cannon, DO, FACOOG (Dist) 

Dear members of the Osteopathic OBGYN 
Community: 

While we are entering the third year of 
the COVID pandemic, there seems to be a 
glimmer of light at the end of a tortuous 
tunnel. On behalf of the MEFACOOG Board, 
I want to thank you for your continued 
dedication to medicine and patient 
care.  Further, I entreat you to remember 
the importance of SELF-CARE. We must 
support each other; both in and out of 
the workplace. Physician burnout is real 
and prevalent. You cannot be of service 
to others when you are personally unwell. 
Take time for yourselves.

The mission of MEFACOOG is, “Fostering 
continuing improvements in women’s 
healthcare”. We want to continue to 
promote our mission and provide awards to 
our outstanding residents via osteopathic 
research, posters and reporting at our 
conferences. This will help us to continue 
to reinforce and educate everyone on 
the importance of osteopathic principles 
and practices to the OBGYN community.  
Providing excellent educational experiences 
remains our priority; starting with a strong 
foundation for our medical students then 
continuing through postgraduate training 
and beyond! It is our hope that you will 
consider making a donation to MEFACOOG. 
There are many payment options for you 

to help us perpetuate our mission and 
strengthen our family. We appreciate you! 
Be well, be kind and be good to yourselves.

Sincerely yours, 

Octavia M. Cannon, DO, FACOOG(Dist)
MEFACOOG Chair 2022-2023
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   Message from 
		  Executive Vice President  

Michael Geria, DO, MS, FACOOG (Dist) 

Dear Members of the Osteopathic OB/GYN 
Community,

Over the past two years, there have been 
significant changes in the healthcare 
world, especially in the field of obstetrics 
and gynecology.  The MEFACOOG remains 
dedicated to quality education and research 
programs that support your efforts.  

Along with the changes in the world of 
OB/GYN, there have been changes at 
MEFACOOG. Valerie Bakies Lile resigned 
from her position as Executive Director of 
the ACOOG and MEFACOOG. Ms. Bakies 
Lile served these organizations for over 
seventeen years. Both organizations wish 
her the best in her future endeavors.   

The newest endowment, the Sages of 
ACOOG Unity Lecture, will continue 
to 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 will continue 
its efforts to engage young professionals 
within the organization.   

Engaging young osteopathic physicians 
is more important than ever in the era of 
the “Single Accreditation System” of GME.  
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 continue to 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.  

Thank You for your continued support.

Sincerely,
 

Michael J Geria, DO, MS, FACOOG(Dist)
Executive Vice President/CEO
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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: 

Kathryn O’Malley, DO - Central Michigan University - Mt Pleasant, MI 
		  “Enhanced Recovery After Surgery”  
		  Article based upon a lecture by lecture by:  K. Shawn LyBarger, DO

Megan Piacquadio, DO - Albert Einstein Medical Center Philadelphia - Philadelphia, PA 
		  “Prenatal Screening”  
		  Article based upon a lecture by lecture by:  James Hole, DO
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Kathryn O’Malley, DO 

  
       (Continued on Page 8)

Article based upon a lecture by K. Shawn LyBarger, DO

   Enhanced Recovery After Surgery 

MEFACOOG/Resident Reporter Scholarship Program

Enhanced Recovery After Surgery (ERAS) is a 
multimodal and multidisciplinary approach 
to perioperative care to improve functional 
rehabilitation after surgery with significant 
implications to improved patient outcomes 
as well as reduction in health care cost. It was 
initially introduced by a group of surgeons with 
background in fast-track colorectal surgery, 
spearheaded by Henrik Kehlet in 1997. After 
growth and expansion into multiple Northern 
European countries with research to support 
the approach, the ERAS Society was founded 
in 2010 in Sweden. The Society has continued 
to grow globally, expand to other surgical 
disciplines, hold annual congresses to update 
guidelines in an evidence-based fashion, and 
notably create ERAS implementation programs 
to help institutions adopt ERAS into their 
workflows. This approach has been adopted 
by many centers as the standard of care and 
its implementation has increased patient 
satisfaction and pain control. Utilizing ERAS 
has also demonstrated decreased length of 
stay, postoperative morbidity, time to bowel 
motility recovery, 30-day readmission rates, and 
hospital costs. Guidelines generally extend to 
cover c-sections as well, with few modifications 
related to pregnancy safety in preoperative 
medication choice. 

ERAS protocol implementation starts in the 
preoperative setting with patient education and 
interventions. Providing patient education and 
psychological preparation in both written and 
oral formats as well as meeting team members 
reduces patient anxiety and increases patient 
satisfaction. This step aids in improving fatigue 
and facilitating early discharge. Preoperative 
abstinence from tobacco and alcohol use 

for 4 weeks is recommended. Alcohol in the 
perioperative period is known to have impact 
on cardiac function, blood clotting, immune 
function and response to surgical stress which 
is thought to contribute to perioperative 
morbidity, though exact mechanism is not 
known. While complete cessation 4 weeks 
prior has been shown to reduce postoperative 
complications, it does not impact mortality or 
length of stay.  Based on moderate evidence, 
it is recommended for cessation 4 weeks prior 
to surgery.  Preoperative behavioral counseling 
and nicotine replacement therapy such as 
varenicline has been shown to increase short-
term smoking cessation. Tobacco use impacts 
both the pulmonary system as well as wound 
healing. Due to less robust tissue oxygenation 
with smoking, it can prolong inflammation and 
delay reparative cell function causing delayed 
healing. While short term tobacco cessation 
4 weeks prior to surgery does not impact 
postoperative morbidity, it is recommended 
for its benefit in reducing postoperative 
complications. 

Preoperative identification and correction of 
anemia is also recommended, as perioperative 
erythropoiesis-stimulating agents and 
transfusion are associated with poorer 
outcomes for cancer patients, namely increased 
risk of cancer recurrence. Prehabilitation is 
a new addition to the ERAS protocol, aiming 
to optimize well-being in anticipation of 
predicted stressors. This approach includes 
exercise, dietary intervention, psychological 
intervention, supporting behavioral change, 
and encouraging overall well-being. Nutritional 
prehabilitation in colorectal surgery shortened 
hospital LOS by 2 days, independent of it 
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           (Continued on Page 9)

“Enhanced Recovery After Surgery”

(Continued from Page 7)

being used in conjunction with ERAS. However, 
studies have had conflicting results secondary 
to lack of consensus in method. Therefore, 
recommendation endorsing this for gynecologic 
surgery is premature. Risk for post op ileus 
is lower with minimally invasive, shorter 
surgeries with minimal manipulation, which 
is a consideration in preparing the patient for 
surgery and determining surgical approach.

Preoperative overnight fasting is discouraged, 
with evidence further supporting a solid 
food fast of 6-8 hours prior to surgery, with 
clear liquids only 2 hours pre-operatively. 
Carbohydrate treatments with 50g 
carbohydrate 2H prior to surgery or 100g 
the night before surgery are associated with 
reduced post-operative insulin resistance, 
shorter hospital stay, and enhanced return 
of bowel function. Carbohydrate treatments 
had no impact on post-op complication 
rates, but there’s insufficient data to make 
recommendations for well-controlled diabetic 
patients. Mechanical bowel preparation alone 
does not decrease post-operative morbidity 
and increases dehydration risk and its related 
effects. Per 2005 Cochrane Review, there were 
also increased risks of bowel leak rate, infection 
rate, length of stay, and postoperative ileus 
associated with bowel preparation. Mechanical 
bowel preparation has not been shown to 
improve visualization, bowel handling, or 
ease of performing procedure for minimally 
invasive gyn surgery. Therefore, preoperative 
bowel preparation is recommended against 
for minimally invasive gyn surgery and is 
discouraged before open laparotomy. Its 
use should be limited to patients with colon 
resection planned and used in conjunction with 
oral antibiotics, if used at all. Studies of oral 
antibiotic bowel prep may be associated with 
decreased infection rates, but those benefits 
have not been confirmed by comparison in RCT 
to antibiotics alone and as such, is not currently 
recommended. 

Multimodal analgesia starts in the preoperative 
state and is carried through to postoperative 
state. Opioid-sparing multimodal analgesia 
involving acetaminophen, gabapentin, 
Celebrex, and dexamethasone preoperatively 
is recommended and shown to improve 
outcomes. NSAIDs have decreased opioid 
consumption by one-third, with a reduction 
in time to bowel sounds, bowel movement, 
and tolerance of solid diet by 12 hours and 
reduction to time discharge by 2 days (based on 
median values).  Utilization of COX-2 inhibitors 
(celecoxib) preoperatively have shown efficacy, 
though mixed results if given postoperatively. 
COX-2 inhibitors block the increase in COX-2 
and prostaglandin expression, which is directly 
proportional to the extent of small bowel 
manipulation intraoperatively.  There is a dose-
dependent risk of ischemic cardiovascular 
disease with use of NSAIDs.  Preoperative 
considerations for analgesia also include 
alvimopan, which is an FDA approved oral 
selective µ-antagonist that blocks negative 
effects of opioids on gut motility for patients 
with planned bowel resection, ideally given 
preoperatively before any opioids are 
administered. RCT in multiple surgical settings 
have demonstrated reduction time to bowel 
recovery and postoperative ileus rates. 

Surgical site infection reduction bundles are 
a new addition to the 2019 update to ERAS 
protocol and demonstrate decreased risk in 
an additive fashion. Starting preoperatively, 
first generation cephalosporins are the first 
line therapy for hysterectomy and should 
be dosed by weight, administered within 1 
hour of incision, and re-dosed dependent 
on blood loss and operative time. For skin 
preparation, patients are encouraged to shower 
preoperatively with a chlorhexidine-based soap. 
Hair removal has not been demonstrated to 
reduce surgical site infection, and if needed 



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

  
       (Continued on Page 10)

“Enhanced Recovery After Surgery”

(Continued from Page 8)

should be completed just before surgery by 
clipping. A chlorhexidine skin preparation in 
the OR is also recommended, as there is a 
40% reduction of infection vs povidone-iodine 
preparation. 

Continuing with perioperative considerations 
with relation to reduction in surgical site 
infection, there is an absence of high quality 
evidence to address role of peritoneal or 
subcutaneous drains. These drains have not 
been sufficiently demonstrated to decrease 
surgical site infection and as such are strongly 
discouraged as biofilm colonization can be 
detected as early as 2 hours after placement. 
Perioperative normothermia reduces risk of 
infection and cardiac event. Perioperative 
glycemic control <200 for both diabetic and 
nondiabetic reduces infection and mortality. 
Perioperative multimodal analgesia should 
include use of local anesthetic. Utilization of 
liposomal bupivacaine over bupivacaine-HCl in 
setting of ERAS protocol has shown reduction 
in post op ileus by 50% and reduction in total 
opioid consumption. 

Postoperatively, foley catheters should 
be discontinued within 24 hours, as soon 
as possible. With relation to analgesia, 
postoperative use of transabdominis plane 
block or thoracic epidural have decreased 
length of stay, with data favoring TAP block 
due to improved transition to oral medications 
over epidural. However, due to lack of direct 
comparison, neither is recommended over 
perioperative local infiltration of incision site 
with bupivacaine.

Nasogastric tubes, delayed feeding, excessive 
IVF, hypoalbuminemia, bleeding, pelvic/lower 
abdominal surgeries and laparotomies increase 
risk of post-operative ileus. Nasogastric tubes 
are not recommended prophylactically per 
several trials and a Cochrane review, citing 

there is an earlier return of bowel function, 
decrease in pulmonary complications, lower 
rate of ileus, shorter length of stay without 
nasogastric tube use. Chewing sugarless gum 
after colon surgery has shown to reduce time to 
flatus by 0.3 days, bowel movement by 0.5 days, 
and length of hospital stay by 0.7 days. Limiting 
IV fluids to <2L/day and ideally restricting to 40-
70cc/hour on POD#0, until 500-600cc PO intake 
achieved or 8AM next day (whichever comes 
first) aids in reduction of bowel edema and ileus 
risk. 

Postoperatively, laxatives may be considered 
to increase colonic motility, given 6 hours after 
surgery and continued twice daily POD#1 and 
POD #2. In two separate studies, it was shown 
to reduce time to first bowel movement by 16.8-
24 hours but did not have any significant effect 
on time to first flatus or tolerance of PO solids, 
pain, PONV, or narcotic use. Gastrograffin has 
been reviewed in two studies of prolonged 
ileus, with mixed results. One study of its use in 
(2015, Vather) showed accelerated time to flatus 
by 13 hours but no improvement in PONV, the 
other study (2016, Biondo) noted improved 
tolerance of oral intake, but no significant 
difference in time to resolution of ileus. 
Postoperatively, early feeding of normal diet 
(within 2 hours) is recommended. The primary 
obstacle to early feeding is postoperative 
nausea and vomiting, which is reduced with 
multimodal analgesia and is best addressed 
by combination of 2 or more antiemetics 
such as Zofran and dexamethasone and/
or preoperative application of scopolamine 
patch. Metoclopramide also may be beneficial 
to decrease time to tolerance of solid food, 
but has not shown any statistically significant 
benefit for post-operative ileus despite pro-
kinetic effect on small intestine. 

Early mobilization within 24 hours is strongly 
recommended on the basis of multiple 
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associated positive patient outcomes and 
reduction to length of stay, supported by 
ACOG Guidelines as well to be out of bed at 
least 2 hours the evening after surgery and 
at least 8 hours on subsequent postoperative 
days (including up in chair, walks). Patient is 
recommended to be up in chair for all meals. 
For VTE prophylaxis, all gyn oncology patients 
undergoing major surgery >30min should 
receive dual VTE mechanical prophylaxis and 
chemoprophylaxis and this dual prophylaxis 
should continue throughout hospital stay. For 
gyn oncology patients, it is also recommended 
to continue chemoprophylaxis for 28 days 
postoperatively based on the ENOXECAN II 
study that reflected 60% increased risk VTE 
for those who received LMWH for 28 days as 
opposed to 10 days postoperatively.

Of note, there are separate recommendations 
for vulvar and vaginal surgery. For pain 
management, general or regional anesthetic 
techniques such as epidural anesthesia 
may be used intraoperatively but should 
be discontinued soon after as there are 
associated risks of hypotension or urinary 
retention. If a neuromuscular blocking drugs 
are used, complete reversal must be confirmed 
objectively at end of procedure. Local anesthetic 
injected into affected wound edges, vaginal 
cuff and paracervical blocks have had some 
support, but further study is needed. Utilization 
of ketamine, alpha-2 agonists, or pregabalin 
in vaginal surgery patients is acceptable if 
avoiding opioid-related problems such as 
tolerance or opioid-induced hyperalgesia, 
but there is little evidence to support this. 
Scheduled acetaminophen and ibuprofen is 
recommended for vulvar and vaginal surgery 
patients postoperatively, and for these to 
continue scheduled after discharge. Oral 
opioids may be given as needed with IV opioids 
for breakthrough pain if indicated. However 
if patients are having breakthrough pain, 

evaluation for wound infection is recommended 
as severe postoperative pain is rare in these 
patients. For pelvic surgery patients, immediate 
postoperative voiding and concern for urinary 
retention is a common concern. Retrograde 
bladder filling for the voiding trial as opposed 
to awaiting spontaneous fill should be 
considered as it may shorten time in PACU 
and was preferred by patients. Use of urinary 
catheters is recommended for postoperative 
bladder drainage in complex vaginal surgery, 
to be removed after a short period of time as 
removal timing is associated with lower rates 
of recatheterization, bladder infection, and 
length of stay. Catheters may be avoided in 
uncomplicated vaginal hysterectomy. Currently, 
there are not sufficient studies to make urinary 
drainage recommendations in vulvar surgery.

Implementation of Enhanced Recovery 
After Surgery provides significant patient 
benefit as outlined above with decreased 
complication rates, but also reduction in cost 
savings to health care facilities. After 1 year 
of implementation, Johns Hopkins reported 
savings of $948.5K; net savings of $395K after 
offset costs of implementation of $550K. There 
is a cited net cost savings $1K-2.7K per cancer 
patient, $3.3K-7.1K per noncancer patient. Of 
note, improved compliance of ERAS utilization 
from 56% to 77% was associated with a 31.4% 
reduction in adjusted length of stay and net cost 
savings of $952 per patient in a gyn-oncology 
population. This compliance had been obtained 
through active auditing of ERAS utilization and 
as such, active auditing of its use in hospitals is 
recommended. 

In summary, ERAS protocol recommends 
preoperative patient education and preparation, 
anemia correction, cessation of alcohol 
and tobacco 4 weeks prior to surgery, and 
prehabilitation. These interventions improve 
patient anxiety, fatigue, satisfaction, and 

“Enhanced Recovery After Surgery”

(Continued from Page 9)
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wound healing while decreasing perioperative 
morbidity. A preoperative solid food fast of 6-8 
hours prior to surgery, with clear liquids only 2 
hours pre-operatively as well as carbohydrate 
treatments are recommended while mechanical 
bowel preparation and oral antibiotic bowel 
prep are not. Opioid-sparing multimodal 
analgesia with oral medications starting 
preoperatively, as well as perioperative local 
anesthetic (specifically utilization of liposomal 
bupivacaine) is recommended as reduces total 
opioid consumption and impacts post op ileus 
rates. Surgical site infection reduction bundles 
support preoperative antibiotic therapy as 
well as patient showering preoperatively with 
chlorhexidine soap and a chlorhexidine skin 
prep. Antibiotics should be weight based, within 
1 hour of incision and re-dosed based on blood 
loss and operative time. Use of peritoneal or 
subcutaneous drains are not recommended 
due to biofilm and foleys should be removed 
as early as possible within 24 hours postop. 
Perioperative glycemic control should be 
maintained <200 regardless of diabetic status. 
Postoperatively limiting IV fluids to <2L/day, 
avoiding nasogastric tubes, early feeding 
normal diet within 2 hours reduces length 
of stay and postop ileus rates. Postoperative 
nausea and vomiting is best addressed by a 
combination of antiemetics and is reduced 
with multimodal analgesia. Early mobilization 
with patient out of bed 2 hours on POD#0 and 
at least 8 hours on subsequent postoperative 
days reduces length of stay and is associated 
with positive outcomes. Gyn-oncology 
patients should receive dual mechanical and 
chemoprophylaxis while inpatient and continue 
chemoprophylaxis 28 days postoperatively. 
ERAS protocol has applications and a role in 
vulvar and vaginal surgery as well as c-sections 
and should be implemented whenever possible. 
It should be noted epidural and other regional 
anesthetic techniques should be discontinued 
soon after vaginal or vulvar surgery due to 

risk of associated risks of hypotension or 
urinary retention. Retrograde bladder filling 
should be considered as it shortens PACU 
time and time to void. Significant healthcare 
savings to facilities has been noted with ERAS 
implementation, as well as significant patient 
benefit and decreased complication rates. 

ERAS Resources
1.	 The ERAS Implementation Program
2.	 American Society for Enhanced Recovery 

(ASER) Protocols
3.	 ERAS Society Guidelines
4.	 American Association of Nurse 

Anesthesiology (AANA)- ERAS Guidelines
5.	 AANA Resources to Share
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Megan Piacquadio, DO
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Article based upon a lecture by James Hole, DO

   Prenatal Screening

MEFACOOG/Resident Reporter Scholarship Program

Introduction 

Prenatal screening is an advancing and evolving 
field at the forefront of obstetrical care. Often 
complex and overwhelming, it is challenging 
to not only counsel patients on prenatal 
screening, but to interpret the meaning of 
results. Dr. Hole’s lecture provided an overview 
of prenatal screening and offered insight on 
how to counsel patients and translate screening 
results. Prenatal screening is vital to early 
recognition of genetic conditions, most notably 
trisomy 21, 18, and 13. Screening for these 
conditions leads way to discussions regarding 
options for invasive diagnostic genetic testing. 
Ultimately early diagnosis plays a critical role 
in empowering patients to have management 
options in a timely manner, especially for 
patient who face limitations in abortion care. 

Background 

Chromosomal abnormalities occur in 
approximately 1 in 150 live births. This 
statistic fails to capture the larger prevalence 
of chromosomal abnormalities which often 
result in early pregnancy loss. Because of this 
statistic, it is general practice that all pregnant 
patients be offered prenatal screening and 
diagnostic testing regardless of demographic 
factors or risk for chromosomal anomalies. 
Providers should provide comprehensive pre-
test counseling regarding prenatal screening 
and diagnostic testing methods, as well as the 
risks, limitations, and benefits of each method. 
Dr. Hole suggested this may be done with a 
brochure provided by clinics at early prenatal 
visits. 
 

Prenatal screenings are designed to assess 
if a patient’s fetus is at increased risk for a 
genetic disorder. Diagnostic testing is used 
to determine whether a fetus is affected by 
a specific genetic disorder or condition. If a 
patient elects for genetic screening, only one 
method should be utilized. Should a screening 
indicate increased risk, the patient should 
be counseled on the likelihood of the fetus 
being affected by a particular condition (i.e 
the positive predictive value (PPV) of the given 
screen), as well as options for additional testing 
to further elucidate risk. It is important to note 
the limitations, as well as the strengths, of 
each genetic screening method. Additionally, 
many screening methods may not provide 
timely results, limiting access to time sensitive 
management options such as abortion.

Genetic Screening 

There are four major categories of genetic 
screening: ultrasonography, maternal/paternal 
carrier status of specific genetic disorders, 
maternal serum assays assessing specific 
biochemical markers indicative of aneuploidy, 
and maternal plasma fetal cell-free DNA 
(cfDNA). ACOG Practice Bulletin 226 “Screening 
for Fetal Chromosomal Abnormalities” Table 
2 summarizes the characteristics, advantages, 
and disadvantages of the available screening 
modalities.

Ultrasound 

Ultrasound is used to detect major structural 
abnormalities associated with chromosomal 
anomalies. Additional “soft” markers can be 
detected which are nonspecific and generally 
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non-pathologic findings that are more common 
among fetuses with trisomies. Such “soft” 
markers include echogenic intracardiac foci, 
thickened nuchal fold, renal pelvic dilation, 
echogenic bowel, and choroid plexus cysts. If 
a “soft” marker is isolated and a patient has 
not undergone genetic screening, screening 
should be recommended. If aneuploidy 
screening was previously performed and low 
risk, no further assessment is indicated in the 
setting of an isolated “soft” marker. However, 
if more than one “soft” marker is identified, 
genetic counseling, maternal fetal medicine 
consultation, or both are recommended.
A first trimester ultrasound can assess nuchal 
translucency (NT) at 10 weeks to 13 weeks 
and 6 days gestation. The NT is the fluid-filled 
space on the dorsal portion of the fetal neck. 
An enlarged NT (≥3mm) is independently 
associated with risk of genetic anomalies and 
syndromes. NT can be useful in multifetal 
gestations as it can be individually assessed 
for each fetus, while other genetic screening 
methods may not be accurate or available and 
cannot provide information specific to each 
fetus.
 
At the forefront of testing is the first trimester 
anatomy ultrasound performed at 11 weeks 
to 13 weeks 6 days of gestation. During 
the first trimester anatomy ultrasound, a 
comprehensive anatomical survey is performed 
with a 43.1% detection rate, diagnosing 37.7% 
of cardiac defects, 95.6% of abdominal wall 
defects, 66.3% of nervous system defects, 33.8% 
of limb and skeletal malformations, 30.8% 
of facial abnormalities, 21.2% of urogenital 
abnormalities, 18.4% of thoracic and lung 
abnormalities, and 4.1% of gastrointestinal 
tract abnormalities. Patients undergoing a 
first trimester anatomy ultrasound should be 
offered a second trimester ultrasound to assess 
fetal structural defects, which may occur with 
or without aneuploidy, between 18 to 22 weeks 
gestation.

Maternal/Paternal Carrier Screening
Carrier screening should be performed prior 
to pregnancy to guide couples regarding their 
reproductive risk and options. If an individual is 
found to be a carrier of a specific condition, the 
patient’s reproductive partner should be of-
fered testing as well. Currently it is recommend-
ed that the following conditions are screened 
for: Spinal Muscular Atrophy (SMA), hemoglob-
inopathies, Fragile X, and Cystic Fibrosis. 

Serum assays
Maternal serum assays can assess the 
following biomarkers: pregnancy-associated 
plasma protein-A (PAPP-A), human chorionic 
gonadotropin (hCG), alpha-fetoprotein (AFP), 
dimeric inhibin A (DIA), and unconjugated 
estriol (uE3). Maternal serum assays may 
be performed in a single step such as the 
first trimester screen, the triple screen, the 
quadruple screen, or the penta screen. One 
may combine first and second trimester 
screening to yield a higher detection rate 
for genetic anomalies through either the 
integrated, sequential, or contingent screening 
protocols. Of note, first trimester screens 
are performed between 10 to 14 weeks of 
gestation, whereas second trimester screens 
are performed between 15 weeks to 22 weeks 
and 6 days gestation. 

Maternal plasma fetal cell free DNA (cfDNA)
cfDNA has become the most widely used 
genetic screening method as it is the most 
sensitive and specific screening test for 
common fetal aneuploidies (trisomies 13, 18, 
and 21). A recent meta-analysis noted >99% 
detection of trisomy 21, >98% for trisomy 
18 and >99% for trisomy 13 in screening 
tests where results were obtained. cfDNA is 
currently the only screening test available to 
identify sex chromosome aneuploidies. cfDNA 
is produced by both the mother and fetal-
placental unit. Approximately 3-13% of cfDNA 

“Prenatal Screening”

(Continued from Page 12)
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in maternal circulation is of fetal-placental 
origin. The vast majority of “fetal” cfDNA in 
maternal circulation is theorized to come from 
apoptosis of placental cells, more specifically 
syncytiotrophoblasts. However, a small amount 
of fetal cfDNA results from the apoptosis of 
fetal erythroblasts. Although the fetus and 
placenta are derived from a single fertilized egg, 
and usually genetically identical, discordance 
in cfDNA test results can stem from confined 
placental mosaicism. 
 
cfDNA can be performed as early as 9-10 weeks 
gestation when the fetal fraction (amount of 
fetal-placenta cfDNA in maternal circulation) 
reaches adequate levels for testing. A benefit of 
cfDNA is that it can be performed up to term. 
cfDNA is often used as a secondary screening 
test in patients who decline diagnostic testing 
after a positive screening test. Important to 
note, the screen is unreliable in settings of low 
fetal fraction and will result in a false negative 
or test failure; thus limits for fetal fraction 
are set by each specific laboratory (usually 
a minimum of 3-4% cfDNA). Fetal fraction 
is affected by numerous factors including 
gestational age, BMI, race, maternal medication 
exposure, aneuploidy status if present, 
maternal mosaicism, and single vs multiple 
gestation. Interestingly, IVF pregnancies have a 
lower fetal fraction and the cfDNA test failure 
rate is two to three times higher than naturally 
conceived pregnancies.
 
cfDNA is reported to have high detection rates 
for common aneuploidies (96-99%).  However, 
this data does not include patients with low 
fetal fraction or test failures who are more 
likely to have genetic anomalies, thus falsely 
increasing the sensitivity and PPV of the screen. 
This likely results in an overestimation of 
detection rates. As a result, it is important to 
understand lab results are not as predictive 
as they may appear. Additionally, the PPVs of 

cfDNA screens vary by patient demographics, 
thus it is imperative obstetrical providers 
translate screening results. It is important 
for the provider to include how these results 
should be interpreted and subsequent next 
steps. The use of online programs/ PPV 
calculators can assist in this translation. 
Although cfDNA can detect sex chromosomal 
aneuploidies, it is important to note the lower 
detection rates and higher false positive rates 
for these disorders. Additionally, some labs 
offering cfDNA started offering whole genome, 
microdeletion, copy number variant, and 
trisomy 16 and 22 evaluation, which also do 
not have established false positive rates and 
thus are not recommended. Understanding the 
limitations of cfDNA will not only guide patient 
counseling and recommendation for next steps, 
but also help avoid termination of healthy 
fetuses, as approximately 10% of patients 
with positive results will have an unaffected 
pregnancy. 

Where are We Headed?
Dr. Hole concluded his discussion of prenatal 
screening by discussing what lies ahead. He 
states the first trimester anatomy ultrasound 
in conjunction with cfDNA screening is the 
direction in which the field is headed. First 
trimester ultrasound, in addition to cfDNA 
screening, will provide early information and 
maximize available management options for 
patients with affected pregnancies.

“Prenatal Screening”

(Continued from Page 13)

  
       (Continued on Page 15)
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Financial Review		  	  	  	  	  
	 Statement of Activities		   Statement of Financial Position
			    	
	 Year Ended December 31, 2022			    

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, 2022.   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 89th Annual Conference of the ACOOG hosted three 
funded lectureships.  The Sages of ACOOG Unity Lecture was 

given by Boyce K. Fish, DO.  The MEFACOOG Distinguished 
Lecture was presented by Francis A. Chervenak, MD, MMM.  
The Distinguished Fellows Lecture was presented by Mollie 
Gordon, MA, MD.  The Past President’s Honorary Lectureship 
was presented by  Traci A. Kurtzer, MD at the 2022 Advances in 
Women’s Health Conference. 

The National Student Society of the ACOOG met for the 
fourteenth during the ACOOG 2022 Advances 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.................................................	...$10,000	
	 Individual Contributions........................... ...........................$29,411
	 Interest & Dividends.................................................... ..........$22,199
	 Realized & Unrealized......................................................$(119,600)
	 In-Kind Contributions............................................ ..............$59,860
	 Total Revenues, Gains, and Other Support               $1,870
	
Expenses		
	 Program Services..................................................................$14,370 	  
	 Support Services...................................................................$82,202	
	                                             Total Expenses 	   $96,572	
 	                                                                                                             	
	 Net Assets, Beginning of Year ............................................$759,686	
      Change in Net Assets..........................................................$(94,702)      
	                                            Net Assets, End of Year        $664,984 
	
 

Liabilities and Net Assets

Cash and Equivalents...................................................................$28,395
Investments.................................................................................$628,900
Dues from ACOOG.......................................................................$7,940
                                                             Total Assets                 $665,235

Accounts Payable............................................................................... $250
Without Donor Restrictions.....................................................$616,178
With Donor Restrictions.............................................................$48,807
                        Total Liabilities and Net Assets       $665,235

Year Ended December 31, 2022
Assets
Current Assets

                        - Year 2022 Support
MEFACOOG Annual Report
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The Impact of the COVID-19 Pandemic on Perinatal  
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Leah M. Kurth, DO 
Ethan Steele, OMS
Catherine Schuller, MD, FACOG

Henry Ford Wyandotte Hospital (Wyandotte, MI)
Department of Women’s Health, Department of Medical Education, Ob/Gyn 
Residency Program

OBJECTIVES

The 2019 coronavirus disease (COVID-19) is 
a public health emergency of international 
concern. To date, there are limited studies 
that have explored the impact of the COVID-19 
pandemic on maternal mental health. The 
extraordinary condition created by the 
COVID-19 pandemic could negatively affect 
maternal psychological health and the mother-
infant relationship by enhancing psycho-
emotional distress in the postpartum period. 
Perinatal depression is already an all-too-
common problem that can have devastating 
consequences for women and their children, as 
well as a long-term impact on the global burden 
of disease. As it is essential for obstetric care 
providers to screen for and recognize perinatal 
depression, it too is critical to determine if 
and to what extent the ongoing COVID-19 
pandemic may contribute to the burden of 
perinatal depression. The aim of this study 
is to determine the impact of the COVID-19 
pandemic on the prevalence of perinatal 
depression.

METHODS

A retrospective cohort study was performed 
among a convenience sample of 158 eligible 
women delivering at Henry Ford Wyandotte 
Hospital during and prior to the COVID-19 
pandemic. Women appearing to Henry Ford 
Wyandotte Ob/Gyn Resident Clinic for their 
routine 6-week postpartum appointment 
between March 1, 2019 and February 28, 2021 

– corresponding to one year before and one 
year during the pandemic – were screened for 
perinatal depression using the standardized 
Edinburgh Postnatal Depression Scale (EPDS). 
The results of subjects assessed during the 
COVID-19 pandemic (n=72, from March 1, 
2020 to February 28, 2021) were compared to 
those assessed before the COVID-19 pandemic 
(n=86, from March 1, 2019 to February 29, 
2020). The final number of women included 
in this study was 158, with 86 (54%) from the 
pre-COVID period and 72 (46%) from the COVID 
period. Comparisons between the two time 
periods were done using Fisher’s exact tests for 
the binary variables, a two- sample t-test for 
maternal age, and Wilcoxon two sample tests 
for the EPDS score and the ordinal variables. 
Multivariate logistic regression was used
to assess the relationship between the time 
periods and postpartum depression after 
adjusting for the other variables (maternal age, 
Medicaid insurance, history of depression/
anxiety, gravidity/parity, and any documented 
delivery complications).

RESULTS
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The difference in postpartum depression 
rates between the pre-COVID and COVID 
time periods was not statistically signif-
icant (29% vs 24%, p=0.474, OR=0.75, 
95%CI=(0.37, 1.54)) (Table 1).
No other differences were detected be-
tween the two time periods for any of the 
other aforementioned variables. After ad-
justing for these other variables, the associ-
ation between postpartum depression and 
COVID remained not significant (OR=0.65, 
95%CI=(0.29, 1.46), p=0.294) (Table 2).

CONCLUSIONS 

The results of this study indicate that the 
COVID- 19 pandemic has not significantly im-
pacted the prevalence or severity of perinatal 
depression within the resident clinic patient 
population it evaluated. However, it is important 
to note that the overall prevalence of perinatal 
depression within the population examined in 
this study was nearly double (27%) the nation-
al incidence (14%) for both the pre-COVID and 
COVID groups. Although at this point not specif-
ically impacted by the unique condition created 
by the ongoing COVID-19 pandemic, perinatal 
depression remains one of the most common 
medical complications during pregnancy and 
the postpartum period. Perinatal depression is 
influenced by a variety of socioeconomic and 
health risk factors that must be screened for 
– especially in at-risk populations like the one 
examined in this study – in an effort to curb the 
devastating effects that untreated perinatal de-
pression can have on women and their children

KEY REFERENCES

1.	 Layton H, et al. Depression, Anxiety, and Mother- 
Infant Bonding in Women Seeking Treatment for 
Postpartum Depression Before and During the 
COVID-19 Pandemic. J Clin Psychiatry. 2021 Jul 
6;82(4):21m13874. doi: 10.4088/JCP.21m13874.

2.	 Screening for perinatal depression. ACOG 
Committee Opinion No. 757. American College of 
Obstetricians and Gynecologists. Obstet Gynecol 
2018;132:e208– 12.
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Implementation of Pediatric Mental Health Calls During the COVID-19
Pandemic and Postnatal Depression Findings Among Mothers

 
                   (Continued on Page  21)

Sarina Desai, MPH, OMS-II,
Andi Winn 
Joanna Garcia, MPH 
Priya Bui, DO

Texas College of Osteopathic Medicine, Fort Worth, Texas  
The University of North Texas Health Science Center

BACKGROUND

•	 In March 2020 the University of North Texas 
Health Science Center (UNTHSC) Pediatrics 
Clinic in Fort Worth, TX had to reduce the 
number of in-person medical visits due to 
the COVID-19 pandemic.

•	 Physicians expressed concern due to 
patients and mothers not receiving the 
same quality surveillance and patient-
physician collaboration that they would 
have receivedduring routine in-person visits, 
which were postponed or done virtually due 
to health precautions.

•	  As a result, the Pediatric Mental Health Calls 
(PMHC) Program was created to provide 
support to the pediatric patients and their 
guardians over the span of thepandemic.

METHODS

•	 Medical and physician assistant (PA) student 
volunteers were recruited and trained as 
callers through the PMHC program.

•	 Patient information from 758 subjects at 
the UNTHSC Pediatrics Clinic was collected 
and managed using REDCap electronic data 
capture tools hosted at UNT Denton.2

•	 Call scripts are used to standardize 
conversations with caretakers of patients 
ranging from 2-6 months old and to evaluate 
maternal mental health during isolation.

•	 The script includes the Edinburgh Postnatal 
Depression Scale (EPDS), a 10-question 
nationally mandated screening tool that is 
valid to assess maternal health during the 
first three post-natal visits.

•	 Individual questions in the EPDS are scored 

0-3 in order of increased symptom severity 
and total EPDS scores can range from 0-30.

•	 A total EPDS score cut-off of ≥ 10 is 
recommended for use in routine primary 
care settings and a cut-off of ≥ 12 suggests 
depressive illness which should be assessed 
further.1

•	 EPDS scores ≥ 10 are used to signify 
increased risk of postnatal depression and 
patients having EPDS scores < 12 are given 
resources or referred based on volunteer’s 
judgement.

•	 289 subjects out of those called completed 
the EPDS survey. Mothers with an EPDS 
score cut-off of ≥ 12 are referred.

•	 Analysis used Chi-squared test of 
independence. Significance was set at 
p<0.05.

RESULTS
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•	 There was no statistically significant 
association between EPDS scores ≥ 10 (X2(3, 
N=59)= 2.91, p= 0.405) or EPDS scores ≥ 12 
X2(3, N=54)= 1.44, p= 0.695) and workday 
caretakers. 

•	 Mothers of infants 6 months of age exhibited 
the highest percentage of EPDS scores above 
the referral cut-off (18.7%) in comparison to 
other infant ages included in the data.

•	 There was no statistically significant 
association between elevated EPDS scores 
and age in months (X2(4, N=226)= 3.93, p= 
0.416) and age in months.

DISCUSSION/CONCLUSIONS
•	 Overall, the data shows a high prevalence 

of postnatal depression risk and need for 
referral among mothers of patients during 
the COVID-19 pandemic.

•	 Given that the data reflected significant 
disparities in postnatal depression risk 
between White and Black or African 
American mothers during the pandemic, 
improvements should be made to both 
PMHC and standard clinical practice to 
include implementation of culturally sensitive 
treatment to better support minority 
mothers during the postnatal period.

•	 Program modifications should include 
mothers of infants in older age ranges who 
may need referral for postnatal depression. 
The EPDS is only valid for the first 3 post 
natal visits, however a few questions to 
assess maternal health beyond these visits 
should be included for future PMHC.

•	 The PMHC program is feasible and should 
continue to serve as a means of increasing 
access to healthcare

Key References
1.	 Cox JL, Holden JM, Sagovsky R. Detection of postnatal depression. 

Development of the 10-item Edinburgh Postnatal Depression Scale. Br J 
Psychiatry. 1987; 150:782–786. 

2.	 PA Harris, R Taylor, R Thielke, J Payne, N Gonzalez, JG. Conde, Research 
electronic data capture (REDCap) – A metadata-driven methodology 
and workflow process for providing translational research informatics 
support, J Biomed Inform. 2009 Apr;42(2):377-81.

•	 Of the mothers who completed the EPDS, 
approximately 10% needed referral to a 
mental health specialist because they either 
received a total EPDS score ≥ 12 or they 
exhibited signs of postnatal depression 
based on volunteer judgement.

•	 A majority of the mothers with elevated 
EPDS scores (EPDS score ≥ 10) were Black 
or African American and of those who 
were referred (EPDS ≥ 12) Black or African 
American mothers were the highest 
percentage.

•	 There was a significant association between 
race and elevated EPDS scores (X2(2, 
N=200)= 37.01, p= 9.172 x 10-9) 

•	 Mothers who were not working had a lower 
percentage of elevated EPDS scores (EPDS 
score ≥ 10) when compared to working 
others with the father as the primary 
aretaker of the children, which highest 
percentage of elevated EPDS scores across 
day-time caretakers.
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Katherine Livatova, DO 
Puja Mehta, Fei Cai, Cairong Li,  
Satoru Kobayashi, and Qiangrong Liang

Department of Biomedial SciencesNew York Institute of Technolo-
gy College of Osteopathic Medicine,  
Old Westbury NY

BACKGROUND

Doxorubicin (Dox), a commonly used 
antineoplastic drug, raises clinical concern due 
to its irreversible cardiotoxicity. Metformin 
(Met), a drug used for the treatment of type 
2 diabetes mellitus, has been suggested as a 
cardioprotective agent against Dox-induced 
cardiotoxicity. Adenosine-monophosphate 
activated protein kinase (AMPK) is a regulator 
of cell homeostasis; this pathway is activated 
in response to adenosine triphosphate (ATP) 
depletion by stressors such as ischemia, 
hypoxia, low glucose and heat shock. 
Previously, the cardioprotective effects of Met 
on Dox-induced damage has been studied in 
wild type animals. However, the underlying 
mechanisms are not fully understood. Although 
many studies have suggested that AMPK 
may be responsible for the ability of Met to 
decrease Dox-induced cardiomyocyte death in 
cultured cardiomyocytes, other in vivo studies 
have shown that the AMPK activation by a 
direct allosteric activator (MK-8722) or gene 
point mutations (Prkag2) promotes cardiac 
hypertrophy, suggesting a detrimental role of 
AMPK activation in the heart. In the present 
study, we determined the role of the AMPK 
pathway in Dox cardiotoxicity and in Met-
induced cardioprotection in vitro using siRNA 
AMPK knockdown cardiomyocytes and in vivo 
using AMPK knockout mice. 

METHODS
In vivo:

Wild type (WT) and AMPK α2 knockout (AKO) 
mice were distributed into four groups (Control, 
Met, Dox, Met+Dox). Mice were administered 
Met (200 mg/kg/d, oral) every day for 6 
consecutive days and Dox once on day 3 (20 
mg/kg, intraperitoneal) according to their 
respective groups. 

Echocardiography was used to determine 
cardiac function as shown by fraction 
shortening. Serum analysis of lactate 
dehydrogenase activity and cardiac troponin 
I were measured.  Terminal deoxynucleotidyl 
transferase dUTP nick end labeling (TUNEL) 
staining was performed to quantify the amount 
of apoptosis per tissue sample.

In vitro:
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•	 H9C2 rat cardiomyocytes were cultured in 
DMEM with 1% FBS. Double transfection 
using 6uL siRNA AMPK alpha 1 and 6uL 
siRNA AMPK alpha 2 were performed on day 
one and day two. On day three, 3.0 mM of 
metformin and 0.5 uM of doxorubicin were 
added. On day four, cells were harvested for 
total lysate. 

•	 Western blots were performed to confirm 
decreased siRNA AMPK activity. Membranes 
were incubated with AMPK alpha 2 
#SC19131 (1:2000 of 2.5% milk in TBST) and 
anti-goat secondary antibody (1:5000 of 
2.5% milk in TBST). Membranes were also 
incubated with PARP #CS9542 (1:2000 of 
2.5% milk in TBST) and cleaved caspase 3 
#CS9664 (1:2000 of 2.5% milk in TBST) and 
anti-rabbit secondary antibody (1:5000 of 
2.5% milk in TBST) to determine levels of 
apoptosis.

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

(Continued from Page 22)

RESULTS
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(Continued from Page 24)

SUMMERY AND CONCLUSIONS

•	 Surprisingly, knocking down AMPK alpha 1 & 2 
isoforms decreased Dox-induced cardiomyocyte 
death as shown by reduced levels of cCasp3 and 
PARP. This effect was also confirmed in vivo as 
TUNEL staining showed reduce apoptotic cell death 
in the heart from Dox-treated AMPK α2 KO (AKO) 
mice relative to WT mice. Also, echocardiography 
demonstrated improved cardiac function in Dox-
treated AKO mice in comparison to WT mice.  In 
addition, the serum levels of lactate dehydrogenase 
(LDH) and cardiac troponin I (cTnI) were reduced 
in Dox-treated AKO mice as compared with 
WT mice. These results revealed that AMPK 
deficiency diminished rather than exacerbated Dox 
cardiotoxicity, suggesting that AMPK is not always 
cardioprotective, in contrast to the prevailing belief. 

•	 Met reduced Dox cardiotoxicity in WT mice as 
shown by all the parameters described above.  
However, the ability of Met to protect against 
Dox cardiotoxicity was not affected in AKO mice, 
suggesting that Met protected the heart  through 
mechanisms other than AMPK activation.

•	 In vitro, Doxorubicin treatment induced 
cardiomyocyte apoptosis as shown by increased 
levels of cleaved caspase 3 (cCasp 3) and PARP 
which was attenuated by Metformin, highlighting 
metformin’s cardioprotective effects. This was 
confirmed in vivo as the administration of 
Metformin was sufficient to reverse Doxorubicin-
impaired cardiac function in WT mice as indicated 
by improved fraction shortening.
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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                                                         

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

92nd Annual Conference
April 6-11, 2025
Omni Rancho Las Palmas Resort and Spa
Palm Springs, CA

Chairs:
Karen Kreig, DO
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Gold Level $5,000+

   Sheryl A. Bushman, DO 
   Octavia M. Cannon, DO 
   Anthony J. Cortese, DO 
   Lori Crites, RN, RDMS 
   Laura Souders Dalton, DO 
   Douglas C. Dedelow, DO 
   Carl Della Badia, DO 
   Sherman Dunn, DO *  
   Jeannemarie Durocher 
   Kenneth Finkelstein, DO 
   David Forstein, DO 
   Daniel D. Gilman, DO 
   Lee W. Irving, DO 
   Anthony Johnson, DO 
   Joseph M. Kaczmarczyk, DO 
   Mark LeDuc, DO 
   John V. McInerney, DO 
   Jennifer Nichols, DO
   Gary Packin, DO 
   Richard R. Polk, DO 
   Jeffrey Postlewaite, DO 
   Carolyn Quist, DO 
   Amelia K. Roush, DO 
   Sidney E. Semrad, DO 
   Anita L. Showalter, DO 
   Ernest Thompson 

Bronze Level $500-999

    Julianne Adams Birt, DO 
    Lisa M. Allen, DO 
    William Anderson II, DO 
    Manuel Ballas, DO 
    Mark Barbee
    Lori Barker, Esq 
    Terrance J. Barrett, DO 
    Corinne Bell, DO 
    Jodi A. Benett, DO 
    Robert Bonaminio, DO 
    David R. Boesler, DO 
    Katina Brown-Burgess. DO 
    Nancy J. Bucy, DO 
    Lisa A. Bukovac, DO 
    Debra Carson, DO 
    Kenneth H. Chen, DO 
    Torie Comeaux-Plowden, MD/MPH 
    Christoff Coutifarous, DO 
    Sylvia S. Cruz, DO 
    George Davis, DO 
    Melissa L. Delaney, DO 
    Dipak Delvadia, DO 
    Mark DeMasi, DO 
    Marianne DiGiovanni, DO 
    Todd Drexel, DO 

   BOLD reflects first tim doner in 2022
* 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 
     Michael Geria, DO
     Mark Kalchbrenner, DO
     Paul Krueger, DO
     James J. Perez, DO 
     Marydonna Ravasio, DO 
     Kedrin Van Steenwyk, DO
     David L. Wolf, DO

Howard K. Kaufman, DO 
Karen Kemp-Glock, DO 
Nasreen M. Khan, DO 
Marilyn J. Kindig, DO 
Joseph Kingsbury, DO
Peter Konchak, DO 
Jeffrey C. Koszczuk, DO 
Sue Leasure, RN 
Robert S. Lee, DO 
Marty Levine, DO 
Steven Lown, DO 
John J. Maceluch, DO 
Cynthia A. Mace-Motta, DO 
Douglas Neal MacGregor, DO 
Scott MacGregor, DO 
Jewell E. Malick, DO 
Carol Markiewicz, DO 
Steve McCarus, MD 
Thomas E. McCurdy, DO 
Michael McKenna, MD 
Jeannine M. McMahon,D.O. 
Melissa McNett 
Jason Meade, DO  *
Craig L. Mechelke, DO 
Mark E. Melton, DO 
Joseph L. Milio, DO 
Cynthia Morris, DO 
Todd A. Moyerbrailean, DO 
Moses T. Mukai, Jr., DO
Corinna Muller, DO 
Beth H. Mulvihill, DO 
Arax Nazarian, DO 
Fred Nichols, DO
Mary O’Connor, JD 
Kaaren Olesen, DO 
Betty Orange, DO 
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 
 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 
 DeEtte Vasques, DO 
 Marcy D. Verplanck-Kanitz, DO 
 Lee J. Walker, DO 
 Robert T. Walsh, DO 
 Florian T. Walter, DO 
 Laurel A. Walton, DO
 Bruce Wang, DO 
 Kimberly Warren, DO 
 Paul Whitham, DO 
 Gregory Willis, DO 
 Patrick J. Woodman, DO
 Lee Yang, DO 
 George J. Zobel, DO 
 Janet L. Zurovchak, DO 

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 Anonymous 
  Ronald E. Ayres, DO 
  Monica Bachamp, DO 
  Stacy L. Sensor, DO 
  Cecilia W. Banga, DO
  Catherine Bernardini, DO 
  Glenn Bigsby IV. D.O. 
  Bernard D. Billman, DO 
  Annette Bombrys, DO 
  Joseph Bonanno, DO 
  Valerie S. Bakies-Lile, CAE
  Kathie K. Boyd, DO 
  Jessica Branham, DO 
  Rainna Brazil, DO 
  Draion Burch, DO 
  Richard J. Burns, Jr., DO 
  Dennis M. Carden, DO 
  Sharon K. Cathcart, DO 
  Stuart Chesky, DO 
  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, JD.
  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 
  Mohammed Kabir, DO 
  Linda Karadsheh, DO * 

 
(Continued on Page 32)  
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Membership Donations

(Continued from Page 31)

    BOLD reflects first time donor in 2022
* Thank you for moving  up a level

Century Level $100-499
       Darren Adams, DO 
       Diane A. Adams,  D.O. 
       Ahmad I. Al-Jerdi, DO 
       Laurie Allen, DO 
       Mark A. Amalfitano, DO
       Amazon Smile 
       Shalin Arnett, DO 
       Amy Articolo, DO 
       Gyasi Askia, DO 
       Diane Aslanis, DO 
       Terry King Badzinski, DO 
       Sharon Baer, DO 
       Salina Baldwin, DO 
       Tabatha Barber, DO
       Daniel R Barkus, DO 
       Bill Barnes, DO 
       Katherine Barrett-Avendano, DO 
       Melissa Bayne, DO
       Michelle L. Becher, DO 
       Shawnaree Beeson, DO 
       Karen Benz, DO 
       Armando Bernal, DO 
       William Beuchat, DO 
       Peter Bianco, DO 
       David E. Biats, DO 
       Janelle Blickensderfer, DO 
       Martiann A. Bohl-Witchey, DO
       Carrie Bolander, DO 

William Driscoll, DO 
John J. Eberhart 
Stephanie Fitzgerald, DO 
Judith Florido, DO 
Kevin L. Foster, DO 
Ferio J. Francois, DO 
Lisa A. Fritz, DO 
Regen Gallagher, DO 
Joseph Gambone, DO 
Christian Geltz, DO 
Shannon Gilham, DO  *
June A. Goldsmith 
Mickey Hooper 
Lisa Hunsicker, MD 
Petr Itzhak, DO 
Susan Janeczek, DO 
Saul Jeck, DO 
Deanah A. Jibril, DO 
Joseph Johnson 
Kenneth Johnson, DO 
Gloria Jue, DO 
Peter E. Kaczkofsky, DO 
Andre Kasko, DO 
Denise Kazmierczak, DO 
Talaksoon Khademi, DO 
Rhonda Kobold, DO 
La Quinta Resort & Club 
Michele J. Lapayowker, DO 
Thomas Lee, DO 
David Lezinsky, DO 
Eav Lim, DO 
James Lindemulder, DO 
Tracey S. Linden, DO 
Simon Lubin, DO 
Richard Markwood, DO 
Ranette Marshall, DO
Karen Matus 
Eric Connor Mayfield, DO
Timothy McGuinness, DO
Dennis William McNally, DO 
Stephen P. Meese, DO 
Pooja Mehta, MD 
Amanda Mirmanesh, DO 
Samer Mossallam, DO 
Mark Neerhof, DO 
Barbara Newman, DO 
Karen Nichols 
Jeffrey C. Northup, DO 
Michael L. Nowak, DO 
Harvey Orth, DO 
Paul J. Pawlosky, DO 
Valerie Payne-Jackson, DO 
Anthony R. Piccolo, DO
Dirk Pickaart, DO 
Vance D. Powell Jr, DO
Joseph A. Rakowski, DO 
Rick M. Reznicsek, ESQ 
Joann Richichi, DO 
William C. Riedel, DO 
Joseph Riley, DO 
Matthew A. Roberts, DO 
Michael W. Rochowiak, DO 
Brunilda Rosario, DO 

Harvey Roth, DO 
James Roukema, DO  
Jeanie L. Rowe, DO 
Sidney D. Rubinow, DO 
Anthony F. Sampino, DO 
Mark E. Sandhouse, DO 
Patrick Sayavong, DO 
John Scully Esq. 
Steven Sheppard, DO 
Caroline Skudlarek, DO 
James Smith, DO 
Guy Sneed, DO
Jerrold M. Snyder, DO 
Michael Sobel, DO 
Sarita Sonaker, M.D. 
Lynn Speaks, DO 
James David Spencer, DO 
Scott Springer, DO 
Suzanne Steinbaum, DO 
Micheal Stokes, JD 
David Stroh, DO 
Berm Studios 
Michelle Style, DO 
Patricia C. Summers, DO 
Scott C. Syndergaard, DO 
Robert Thiele, DO 
Robert L. Tripp, DO 
Rick A. Visci, DO 
Bonita Wang, DO 
Michael Weiss, DO 
Benjamin White, DO 
Patricia Wilhelm, DO 

Teresa Borchers, DO 
Sylvia Botros-Brey, DO 
Alisa Bowersock, DO
Deanna Brasile, DO
Carolyn A. Braithwaite 
Maryanne Freeman Brndjar, DO 
Israel K. Brown, DO 
Douglas L. Brown, DO 
Catherine Browne, DO 
Lorna A. Brudie, DO 
Christopher Buckley, DO 
Tara Budinetz, DO
Deanna Bullaro-Anderer, DO
Gerald V. Burr 
Peter J. Cabala, DO 
Daniel J. Cain, DO 
Joni S. Canby, DO 
Sheila Carnett, DO 
Bruce Carnivale, DO 
Sara Castellanos, DO 
Lony Castro, MD 
Nicole Cataldi, DO 
Carrie Champine, DO 
Wallace Champlain Jr., DO 
Craig W. Chandler, DO 
Judy Chia-chi Chang, MD 
Dudley J. Chapman, DO 
Lisa Chobanian 
Max A. Clark, DO 
Kenneth R. Clayton, Jr, DO 
Gerard Cleary, D.O 
Catherine A. Coats, DO 
Richard J. Colman, DO 
Thomas Connolly, DO 
Zebulun Cope, DO 
Fred Couts, DO 
Andrew D. Crim, CHCP * 
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 
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 
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 
Thomas C. Johnson, DO 
David Jones, DO 

 
(Continued on Page 33)
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  BOLD reflects first time donor in 2022
* Thank you for moving  up a level

Supporter Level $1-99
       Edwin W. Abbott, DO 
       Ixchel Alvarez, DO
       Ralph Armstrong, DO 
       Carol Arnett, DO 
       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
       Katherine Dadisman, DO
       Stephen Dalm, DO 
       Davis L. Dalton, DO 
       Darlene Daly, DO
       Anne M. Davis, DO 
       Erika Dearing, DO 
       Elisa D. Depani-Sparkes, DO 
       Bernardita Druhan, DO 
       Natasha D’Souza 
       Caroline Dustin 
       Peter Edinburg 
       Jimmie L Evans II 
       Rosemary Fadool, DO 
       Joseph Flynn, DO 
       Jeffrey V. Fowler, DO 
       John Fuller 

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
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 
Brandi Musselman 
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 
Brent Oliver 
Matthew Oommen, MD 
Mark R. Palazzolo, DO
Andrew Panagy 
James P. Parshall, DO 
Stephanie Parsons Eckert, DO 
Rupesh Patel, 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 
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 
Lori W. Weinstein, DO 

 
(Continued on Page  34)

Membership Donations

(Continued from Page 32)

Herbert G. Wendelken, DO 
Erin Westerholm, DO
Gehred D. Wetzel, DO 
Barbara R. White, DO
Elaine Wilson 
Marcietta Wilson-Coleman, DO 
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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Patricia Gabig 
Daniel Gabrielson, DO 
Linda Gallen 
Edna M. Garcia, DO 
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 
Brent Hurd, DO
Amy Hurlburt, DO
Nnamdi Ibegbu, Sr 
Connie Januzelli, DO 
Holly Jaskierny, DO 
Corrine Jeppson, DO
Brian K. Jolitz, DO
Derek T. Jurus, DO 
Joanne Kakaty-Monzo, 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 
Pamela M. Hershner, DO
Kristen McDaniel, DO 
Grace and Joe McEnaney
Denise McSherry, DO 
Michael Messina, DO
Joseph Meunier, DO 
Lauren Michelson 
Mark Molnar, DO
Aubrey Narke 
Stephen A. Naymick, DO 
Gary J. Newman, DO 
Linda Oberholzer 
Mary Ellen O’Donnell 
Leisa O’Flynn, DO 
Charlene Okomski, DO 

 
In Memory Of

Terry K. Badzinski, DO  

Saul Jeck, DO, FACOOG (Dist) 

Howard Saul, DO, FACOOG (Dist)

Thomas E. Zima, DO, FACOOG 

Membership Donations

(Continued from Page 33)

Peachy Clean Housekeeping 
Neil M. Ponder, DO 
Vanna M. Powell, DO 
Sara Ramquist 
Shawn Ramsey, DO 
Beth Roach 
Janice Russell, NP
Janet L. Salvina 
Howard Saul, DO 
William K. Seifert, DO
Thomas A. Sipprell, DO 
Randal Sisam, DO 
Kathline Smith 
Becky Jo Smith, DO 
Leonard J. Staszak, DO 
George Stefennelli, DO 
Benjamin Steinberg, 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            

2022 Corporate Partnership Council (CPC)  
Members are:

Platinum $15,000+

	 Hologic 
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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)
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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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MEFACOOG
Medical Education Foundation of the
American College of Osteopathic
Obstetricians and Gynecologists
P.O. BOX 17598   
Fort Worth, TX 76102

MEFACOOG  
ANNUAL REPORT 2022         
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