
 
 
 
 
 
February 12, 2026  
 
The Honorable Jerry Moran 
Chairman 
Senate Committee on Veterans’ Affairs 
Dirksen Senate Office Building 
100 Constitution Avenue, NE 
Washington, DC 20510 

The Honorable Richard Blumenthal 
Ranking Member 
Senate Committee on Veterans’ Affairs 
Hart Senate Office Building 
120 Constitution Avenue, NE 
Washington, DC 20510 

 
Re: S.J.Res.103, A joint resolution providing for congressional disapproval under chapter 8 of 
title 5, United States Code, of the rule submitted by the Department of Veterans Affairs 
relating to "Reproductive Health Services" 
 
Dear Chairman Moran, Ranking Member Blumenthal, and members of the Senate Committee on 
Veterans’ Affairs: 
 
On behalf of the Society for Maternal-Fetal Medicine (SMFM) and our members, we write in strong 
support of Senate Joint Resolution 103, which would disapprove the United States Department of 
Veterans Affairs’ (VA) rule related to Reproductive Health Services (the “Rule”). The Rule eliminated 
counseling for abortion care and effectively banned abortion care for veterans and their family 
members, including those with high-risk pregnancies. We urge you to disapprove the Rule and ensure 
veterans have access to the care they need.  
 
Founded in 1977, SMFM is the medical professional society for maternal-fetal medicine subspecialists, 
who are obstetricians with additional training in high-risk pregnancies. SMFM represents more than 
6,500 members who care for high-risk pregnant people and provides education, promotes research, and 
engages in advocacy to advance optimal and equitable perinatal outcomes for all people who desire and 
experience pregnancy.  
 
As physicians who provide care to individuals experiencing high-risk pregnancies, the Society is 
particularly concerned with access to the full spectrum of reproductive health services, including 
abortion care. Individuals with high-risk pregnancies are more likely to experience medical complications 
– for themselves, their fetus(es), or both – that can lead to increased maternal and perinatal morbidity 
and mortality. In some instances, abortion care may be required to protect the life or health of an 
individual with a complicated pregnancy. It is essential that all medically appropriate options are 
available to patients and clinicians to guarantee positive health outcomes throughout pregnancy.1 
 

I. Abortion care is safe, common, and an essential component of healthcare 
 

 
1 Gomez, I., et al. Abortions Later in Pregnancy in a Post-Dobbs Era, KFF, February 2024, 
https://www.kff.org/womens-health-policy/issue-brief/abortions-later-in-pregnancy-in-a-post-dobbs-era/  

https://www.kff.org/womens-health-policy/issue-brief/abortions-later-in-pregnancy-in-a-post-dobbs-era/


SMFM stands with the medical community and recognizes that abortion care is safe, common, and an 
essential component of healthcare.2  In 2024, there were more than 1,038,000 clinician-provided 
abortions in states without total bans on abortion care.3 Approximately one in four women will have an 
abortion by the age of 45, and approximately 55% of people who have received abortion care have 
previously given birth.4 
 
Available medical evidence clearly demonstrates that abortion care is safe.5 Complications are 
exceedingly rare, occurring in around 2% of cases, and most complications are minor and easily 
treatable. 6 Major complications are even more rare, occurring in no more than 0.5% of instances.7 By 
contrast, childbirth is considerably more dangerous – the risk of death associated with childbirth is 
approximately 14 times higher than the risk of death associated with abortion care.8  

 
II. The Rule harms veterans and their loved ones 

 
The VA has a responsibility to support our country’s veterans – in fact, they have clear directives from 
Congress to “promote, preserve, or restore the health” of veterans. 9 This inherently includes those who 
may need access to abortion care.  
 
There are more than 2 million women veterans in the United States,10 and based on the American 
Census Survey 2023 1-Year Estimates, over 20% of those women veterans live in the 13 states with total 
abortion bans.11 These numbers will only increase in the coming years, as women are the fastest 
growing cohort within the veteran community.12 Under the Rule, veterans in these states – as well as 

 
2 Forbes, L. et al. Society for Maternal-Fetal Medicine Position Statement: Access to abortion care, Obstetrics & 
Gynecology, 231(1), July 2024, doi: 10.1016/j.ajog.2024.04.006. 
3 Guttmacher Institute. Abortion in the United States, April 2025, https://www.guttmacher.org/fact-
sheet/induced-abortion-united-states 
4 Ibid. 
5 National Academies of Sciences, Engineering, and Medicine. The safety and quality of abortion care in the United 
States, The National Academies Press, 2018, doi: 10.17226/24950 
6 Upadhyay UD, et al. Incidence of emergency department visits and complications after abortion. Obstetrics & 
Gynecology, 125(1), January 2015, doi: 10.1097/AOG.0000000000000603; National Academies of Sciences, 
Engineering, and Medicine. The safety and quality of abortion care in the United States, The National Academies 
Press, 2018, doi: 10.17226/24950 
7 White K, et al. Complications from first-trimester aspiration abortion: a systematic review of the literature, 
Contraception, 92(5), November 2015, doi: 10.1016/j.contraception.2015.07.013; Raymond EG, et al. First-
trimester medical abortion with mifepristone 200 mg and misoprostol: a systematic review, Contraception, 87(1), 
January2013, doi: 10.1016/j.contraception.2012.06.011; Jones RK, et al. Medication Abortion Now Accounts for 
More than Half of All US Abortions, Guttmacher Institute, February 2022, 
https://www.guttmacher.org/article/2022/02/medication-abortion-now-accounts-more-half-all-us-abortions  
8 Raymond EG, Grimes DA. The comparative safety of legal induced abortion and childbirth in the United States. 
Obstetrics & Gynecology, 119(2 Part 1), February 2012, doi: 10.1097/AOG.0b013e31823fe923.  
9  See 38 CFR 17.38(b)  
10 Department of Veterans Affairs. Women Veterans Health Care, N.D., 
https://www.womenshealth.va.gov/materials-and-resources/facts-and-statistics.asp  
11 US Census Bureau, 2023: ACS 10Year Estimates Detailed Tables, N.D., 
https://data.census.gov/table/ACSDT1Y2023.B21001?q=female+veterans+per+state&tp=true  
12 Department of Veteran Affairs. The Past, Present, and Future of Women Veterans, February 2017, 
https://www.va.gov/vetdata/docs/specialreports/women_veterans_2015_final.pdf. 
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the hundreds of thousands of others living in other states with restrictive abortion policies – are forced 
to either remain pregnant or join the tens of thousands of civilians who must travel out of state to 
access needed care.13 The harm caused by the Rule is not limited to veterans in states with abortion 
bans and restrictions – the Rule impacts all veterans who utilize care provided through the VA or are 
covered by the Civilian Health and Medical Program of the Department of Veterans Affairs (CHAMPVA). 
 
Veterans who are able to access care outside the VA system face steep costs. For veterans who must 
find care out of state, they not only have to pay for travel and overnight stays but may also need to 
account for childcare and unpaid time off. Additionally, abortion care becomes more expensive the later 
it is performed.14 This is especially true for those with high-risk pregnancies, as any pregnancy-related 
care becomes more complicated and thus expensive in high-risk cases. These costs impact not only 
those veterans who must travel, but also those who can access in-state care but rely on the CHAMPVA 
for health insurance. Female veterans are already more likely to live in poverty than their male 
counterparts – these costs will only exacerbate this reality.15 
 
Additionally, the Rule will lead to delays in care or force veterans to remain pregnant, both of which 
pose significant health risks. Pregnancy is not a benign condition – even uncomplicated pregnancies 
cause extensive stress on the body and can exacerbate underlying conditions or lead to new health 
issues. For example, conditions like Alport Syndrome, lupus, and pulmonary hypertension can all be 
made worse by pregnancy. Additionally, labor and delivery pose risks to pregnant patients – veterans 
included – such as hemorrhage, placenta accreta spectrum (when the placenta cannot detach during 
childbirth), and emergency hysterectomy.16  
 
By delaying care or forcing veterans to remain pregnant, the Rule will inevitably lead to long-term health 
consequences and even death. In the United States, two mothers die due to pregnancy-related causes 
each day.17 Furthermore, maternal morbidity rates continue to rise. Life threatening and near miss 
severe maternal morbidity is estimated to occur in approximately 50,000 to 60,000 deliveries per year 
and has a profound effect on patients and families.18 It is thus imperative that veterans readily have 
access to abortion care to protect their health and their lives. 
 

 
13 Guttmacher Institute, Abortion in the United States, April 2025, https://www.guttmacher.org/fact-
sheet/induced-abortion-united-states  
14 Colliver, V. How State Bans Increase Costs and Delay Abortion Care, UCSF, June 2025, 
https://www.ucsf.edu/news/2025/06/430261/how-state-bans-increase-costs-and-delay-abortion-care  
15 DAV. Women Veterans: The Journey Ahead, 2018. https://www.dav.org/wp-content/uploads/2018_Women-
Veterans-Report-Sequel.pdf  
16 ACOG. Practice Bulletin No. 183, Postpartum Hemorrhage, Obstetrics & Gynecology, 130(4), October 2017 
(reaffirmed 2024), doi: 10.1097/AOG.0000000000002351; ACOG and SMFM. Obstetric Care Consensus No. 7, 
Placenta Accreta Spectrum 7, Obstetrics & Gynecology, 132(6), December 2018 (reaffirmed 2025), doi: 
10.1097/AOG.0000000000002983; ACOG. Practice Bulletin No. 198, Prevention and Management of Obstetric 
Lacerations at Vaginal Delivery, Obstetrics & Gynecology, 132(3), September 2018 (reaffirmed 2025), doi: 
10.1097/AOG.0000000000002841; ACOG. Clinical Consensus No. 1, Pharmacologic Stepwise Multimodal Approach 
for Postpartum Pain Management 507, Obstetrics & Gynecology, 138(3), September 2021 (reaffirmed 2025), doi: 
10.1097/AOG.0000000000004517. 
17 Centers for Disease Control and Prevention. Data from the Pregnancy Mortality Surveillance System, January 
2025, https://www.cdc.gov/maternal-mortality/php/pregnancy-mortality-surveillance-data/index.html  
18 Sherburne Hawkins, S. and Baum, C.F. Severe Maternal Morbidity in the United States, March 2023, 
https://econofact.org/severe-maternal-morbidity-in-the-united-states  
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III. The Rule interferes with the patient-clinician relationship and is at odds with clinicians’ ethical 
obligations 

 
Policies that regulate medical care should be based on scientific evidence, best practices, and preserve 
the patient-clinician relationship. This relationship is established on trust and the ability to counsel 
honestly and confidentially about what is in a patient’s best medical interest based on the best available 
medical science and the patient’s lived experience.19 
 
Preventing clinicians from providing comprehensive counseling and medically indicated care inherently 
compromises clinician judgement and is antithetical to medical ethics. As high-risk pregnancy experts, 
our members counsel patients through a series of decisions that require careful consideration, helping 
them weigh life-threatening risks and uncertainties to identify the outcome that is best for them, their 
pregnancy, and their family. Sometimes abortion care is what they choose. Healthcare professionals 
have a duty to ensure every patient gets the information and care they need. The Rule prohibits our 
members from fulfilling this duty. 
 
Abortion care is healthcare, and all individuals – including veterans and their family members – must be 
able to access the full spectrum of perinatal and reproductive health services. It is critical to safeguard 
and lift restrictions that limit access to abortion care, especially with ongoing legislative and legal attacks 
on abortion rights across the country. SMFM is committed to protecting access to abortion care and 
ensuring that individuals receive high-quality and equitable perinatal and reproductive healthcare. We 
thus urge you to pass Senate Joint Resolution 103. 
 
Please do not hesitate to contact Samantha Berg, SMFM’s Senior Manager of Advocacy, at 
sberg@smfm.org should you have questions. 
 
Sincerely, 

    
 
Sindhu K. Srinivas, MD, MSCE    Christina J. Wurster, MBA, CAE 
President      Chief Executive Officer 
 
 

 
19 AMA. Patient-Physician Relationships, Code of Medical Ethics Opinion 1.1.1, N.D., https://code-medical-
ethics.ama-assn.org/ethics-opinions/patient-physician-relationships  
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