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RE: Request for Information: Categories Used in Federal Vaccine Recommendations and
the Role of Shared Clinical Decision-Making [ Docket No. HHS-0S-2026-0332]

Dear Secretary Kennedy,

The Society for Maternal-Fetal Medicine (SMFM)and the American College of Obstetricians
and Gynecologists (ACOG) appreciate the opportunity to respond to the Department of
Health and Human Services (hereinafter referred to as the Department) regarding the
Request for Information (RFI): Categories Used in Federal Vaccine Recommendations and
the Role of Shared Clinical Decision-Making.

Founded in 1977, SMFM is the medical professional society representing more than 6,500
maternal-fetal medicine (MFM) subspecialists, researchers, and perinatal healthcare
professionals. MFM subspecialists are obstetrician-gynecologists who have completed
additional formal post-residency training in managing high-risk pregnancies. SMFM and its
members lead the evidence-based practice of high-risk pregnancy care by providing
education, promoting research, and advocating to support optimal health outcomes for
pregnant patients and their families.

ACOG, with more than 60,000 members, is the leading professional membership
organization for obstetrician-gynecologists (OB-GYNs). ACOG champions OB-GYNs in
providing equitable, evidence-based care for patients today and into the future. And for 75
years has strengthened the practice of 0B-GYN with comprehensive, expert-reviewed
practice qguidelines and lifelong learning opportunities, as well as through advocacy for the
critical needs of its members, the profession, and their patients.

OB-GYNs routinely counsel patients about vaccination, and, as such, our organizations
have a unique perspective on how federal vaccine recommendations are understood and
implemented in clinical practice. Vaccines are among the safest and most effective public
health interventions ever developed and have played a critical role in reducing childhood
mortality and preventing severe illness and death across the lifespan.'? Our responses to
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the RFI draw on our members’ clinical experience counseling pregnant patients about
vaccinations and on high-quality, best available published evidence regarding maternal
immunization. We offer the following overarching comments, which are discussed in
greater detail throughout our responses to the RFI:

e Federal vaccine recommendations should be developed through a transparent,
evidence-based process that incorporates appropriate scientific and clinical
expertise. Pregnancy-specific expertise should remain an essential component of
vaccine policy development. Pregnant patients face unique risks from vaccine-
preventable diseases and require representation in recommendation-making
processes.

e Recommendation categories should reflect the strength of the evidence and the
expected health benefit while remaining understandable to the broader medical
community, patients, and families. Efforts should focus on improving
communication and education rather than creating additional recommendation
categories.

¢ Maintaining public trust requires clear communication and a vaccine policy
framework that is scientifically rigorous, transparent, and independent. Federal
recommendations should support informed clinical decision-making, promote
confidence in public health and vaccinations, and preserve trust in the institutions
that rigorously and independently evaluate vaccine evidence.

A. Adequacy of the Current Categories

1. Are the current categories (routine, risk-based, and shared clinical decision-
making/individual based decision-making) adequate, clear, and well understood by
clinicians, patients, and parents? What evidence bears on how each category is
understood in practice?

We believe the current vaccine recommendation categories (routine, risk-based, and
shared clinical decision-making) are generally adequate and reasonably understood by 0OB-
GYNs, but they are not consistently understood by patients and parents. The greatest
source of confusion is the shared clinical decision-making (SCDM) category.

The purpose of the recommendation categories is to communicate differences in the
scope of the recommendation and the strength of evidence supporting population-level
benefit. These cateqories reflect broader public health considerations, including disease
burden, expected public health impact, implementation considerations, and the degree of
benefit across a population.

Within those categories, the routine and risk-based categories are generally clear. Routine
recommendations apply to all individuals in a defined population, while risk-based
recommendations apply to individuals with specific medical, occupational, or exposure-
related risk factors. For both categories, the recommendation communicates that
vaccination is expected to provide meaningful benefit for the identified group. In contrast,
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the SCDM category is more challenging for a lay audience to interpret because it is more
complex. From our members’ experience, physicians generally understand that SCOM
recommendations apply when a vaccine may benefit some individuals, but evidence does
not support a routine recommendation for the entire population.*

The HPV vaccine is a good example of how these cateqgories are used in practice. HPV
vaccination is routinely recommended at ages 11-12 because it provides safe, effective, and
durable protection against HPV infections that can cause several cancers. By contrast,
HPV vaccination for adults ages 27-45 is categorized as SCDM.® This difference is not
because the vaccine is less safe in adults. Rather, the expected population-level benefit is
smaller and more variable as many adults have already been exposed to HPV. The
recommendation category reflects differences in anticipated benefit and public health
impact, not differences in vaccine safety.®

Patients and parents, however, often lack that context. The absence of a default
recommendation can be interpreted as meaning that a vaccine is optional, less important,
less effective, less safe, or not covered by insurance. These interpretations do not reflect
the intended purpose of the category but are a consequence of how the category is
perceived in practice.

Available evidence suggests that when the SCDM category was first introduced, there was
some confusion amongst primary care clinicians related to insurance coverage of
immunizations in this category.” Survey data mentioned in the RFI demonstrate that only
41% of family physicians and 43% of internists knew SCDM vaccines would be covered by
most insurance plans.® If clinicians across the care continuum did not consistently
understand the category's practical implications, patients and parents cannot be expected
to interpret it correctly without additional explanation.

We believe the three-category framework is adequate, but the SCDM category should be
used sparingly and for the purpose for which it was designed: circumstances in which
vaccination may benefit certain individuals, but evidence does not support a routine
recommendation for the broader population. Expanding the use of SCDM beyond those
narrow circumstances risks increasing confusion among clinicians, patients, and parents
and may inadvertently undermine vaccine confidence by creating the perception that
recommendation categories reflect differences in vaccine safety rather than differences
in population-level benefit.

2. Do the current categories convey meaningful differences in the strength of the
evidence, the magnitude of individual and population benefit, and the room left for
individual circumstances and values? If not, how should those differences be conveyed?

The current categories generally convey meaningful differences in the expected size of
population benefit and the breadth of a recommendation. However, patients and parents
do not always understand those distinctions. Vaccine recommendation categories are and
should remain grounded primarily in evidence of clinical and population health benefit.
Individual circumstances and values will influence whether vaccination is appropriate for a
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particular patient, but recommendation categories should primarily reflect the strength of
the evidence and expected clinical and population health benefit.

The routine and risk-based categories indicate when vaccination is expected to provide
meaningful benefit to a defined population or risk group. The SCDM category reflects when
potential benefit varies across patients. All categories are recommendations based on the
best available evidence and require individuals to consent to vaccination before
administration. However, the SCDM category is often misunderstood as reflecting
uncertainty about vaccine safety, effectiveness, or insurance coverage, rather than a
narrower or more variable population-level benefit.

We do not believe the primary challenge is the clinical logic of the current framework.
Rather, the challenge is public awareness and understanding. The Department and the
Centers for Disease Control and Prevention (CDC) should develop clear, high-level,
nonpartisan, evidence-based educational materials explaining what each recommendation
category means, how recommendation categories differ from FDA licensure, and why a
vaccine may fall into a particular category. This would help ensure that patients and
parents understand that recommendation cateqgories reflect differences in expected
benefit and public health impact, not differences in vaccine safety.

3. Do the current categories unintentionally imply that parental permission, individual
consent, or meaningful clinical discussion applies only to shared clinical decision-making
recommendations? Should the framework expressly distinguish the strength of a federal
recommendation from the consent, parental-permission, and assent processes involved in
administering a vaccine?

The terminology of the current framework could unintentionally lead some patients to
believe that meaningful clinical discussion, informed consent, parental permission, or
patient assent are unique to SCOM recommendations. In practice, however, these
processes apply across all vaccine recommendation categories.

In obstetric care, every vaccine administered during pregnancy involves discussion of
risks, benefits, alternatives, and patient questions, regardless of whether the vaccine is
routinely recommended, risk-based, or subject to SCOM. The recommendation category
informs the strength and scope of the federal recommendation; it does not determine
whether informed consent or shared decision-making occurs in the clinical encounter.

We recommend that the Department explicitly distinguish between: (1) the strength and
applicability of a federal vaccine recommendation, and(2) the ethical and clinical
processes required to administer a vaccine, including informed consent, parental
permission when applicable, patient assent, and clinician-patient discussion. These are
distinct concepts that should not be conflated.

Clarifying this distinction would help patients, parents, and clinicians understand that all
vaccines require appropriate clinical communication and consent processes, while
recommendation categories communicate differences in expected benefit and the scope
of arecommendation, not differences in the level of patient engagement required to
administer a vaccine, as all vaccines require patient consent to administer.
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B. Potential Additional or Modified Categories and Timing and Frequency
Recommendations

4. Should additional or different categories be adopted, such as “recommended, but not
during infancy” (or otherwise age-de-emphasized recommendations); “recommended
with qualification”; or “shared clinical decision-making with qualification”? For any
proposed category, describe its definition, its default (if any), its evidentiary basis, and its
intended downstream consequences.

We do not advise creating additional recommendation categories, such as "recommended
with qualification" or "SCDM with qualification". When used as designed, the current three-
category framework already accommodates the range of circumstances the RF| describes.
Adding further categories risks compounding the confusion described in our responses in
Section A rather than resolving it. Each additional layer of qualification gives patients and
parents another opportunity to interpret nuance in federal language as a signal about lack
of safety or effectiveness rather than population-level evidence.

Where an individualized risk-benefit conversation is warranted, such as vaccination
decisions tied to travel to or residence in a disease-endemic area, that circumstance is
already well accommodated within existing risk-based and SCDM categories and does not
require a new category.

To the extent the Department is considering "age-de-emphasized" recommendations, in
most cases, this concept may already be achievable through precise age or condition
specific language within the existing routine or risk-based categories (for example,
"recommended at 32-36 weeks' gestation" for maternal RSV vaccination) rather than
through a new category. We recommend adopting a new category only when the existing
framework cannot express a genuinely distinct concept, and no concept currently falls
outside it.

5. What can be learned from the recommendation structures of peer bodies abroad, such
as global or international health bodies of peer regulatory bodies?

Generally, international bodies most often communicate flexible timing windows and
population-specific nuance through standardized visual or plain-language formats rather
than through additional formal recommendation categories.

6. If new categories were adopted, what is needed to preserve access to vaccines
currently available to Americans and ensure predictable and consistent treatment under
coverage requirements, program eligibility rules, the injury-compensation programs, and
State law?

We do not recommend adding new categories; we believe new categories would
undermine predictable and consistent treatment across vaccine programs and coverage
requirements. However, if a new category is adopted, it should be accompanied by an
explicit statement of its treatment under the Affordable Care Act (ACA) first-dollar
coverage requirements, Vaccines for Children (VFC) eligibility, the vaccine injury
compensation programs, and applicable state law, and that this treatment be applied
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uniformly across public and private payers. Because patients, clinicians, pharmacies,
health systems, and payers rely on the current recommendation framework to determine
whether a vaccine is covered,®® any new category should be accompanied by clear
guidance from the Department regarding its coverage, eligibility, and implementation.
Otherwise, uncertainty about what the new category means in practice could create
unnecessary barriers to vaccination.”

Creating new categories and assigning vaccines to them must involve professional experts
during the evidence review and decision-making process. The decision-making body that
would identify these new categories and determine which vaccines should fall into them
should include experts in infectious disease, immunology, vaccinology, public health, and
epidemiology, as well as specialists (MFMs, OB-GYNs, pediatricians, etc.), with the ability to
vote on recommendations. This process must be transparent to the public.

7. If categories remain the same, what modifications to timing and frequency of vaccine
administration (for example, clearer presentation of flexible age ranges such as the 12-
through 15-month window for the first dose of measles-containing vaccine) or guidance on
administering vaccines individually versus at a single visit would help parents and
clinicians understand that a vaccine is recommended while affording flexibility in timing of
administration?

Any change to timing or frequency guidance should be grounded in clinical and
epidemiological evidence and informed by accessibility considerations, not adopted
simply because it has been requested in public comment. The recent extension of the
maternal RSV vaccination window (from ending January 31to March 1) is a model for how
changes should be implemented: the change reflected evidence that RSV seasons have
shifted later and grown more severe, not a reconsideration of the vaccine's underlying
category.”

We recommend that the Department adopt a standardized, plain-language visual format
for presenting flexible administration windows, consistent with use by CDC and
professional societies such as SMFM, ACOG, and the Infectious Diseases Society of
America(IDSA). The Department should also invest in electronic health record clinical
decision-support tools. Inconsistent presentation of the same timing window across these
sources is, in our members' experience, a more significant driver of clinician and patient
confusion than the recommendation category itself.

More broadly, we urge the Department to root all recommendations in the Evidence to
Recommendation (EtR) framework and in Advisory Committee on Immunization Practices
(ACIP)workgroups staffed with appropriately qualified vaccine and clinical experts,
consistent with the process that has historically underpinned the credibility of ACIP's
recommendations.®

C. Shared Clinical Decision-Making: Meaning, Risks, and Benefits

8. What does, or what should, “shared clinical decision-making” mean in the vaccination
context? How, if at all, does “individual-based decision-making” differ?
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SCDM should mean that a vaccine may provide meaningful benefit for some individuals, but
available evidence does not support a routine recommendation for the broader population.
In these circumstances, clinicians and patients discuss the individual's risk factors,
likelihood of benefit, and preferences before deciding whether to vaccinate.

From our understanding, individual-based decision-making is not meaningfully different
from SCDM in practice. If both terms are retained, the Department should clearly define
any distinction and explain why separate terminology is needed. Otherwise, using a single
term would reduce confusion and promote consistent understanding among clinicians and
patients.

9. Does the term “shared clinical decision-making” create an unintended contrast with
routine recommendations? Since shared decision-making describes a clinical process
applicable to all vaccine decisions, should the Department reserve that phrase for use
across all categories and instead adopt “conditional recommendation” or
“recommendation based on individualized assessment” for recommendations whose
expected benefit varies materially among individuals?

As discussed in Section A, we believe the primary challenge is communication rather than
terminology. If multiple terms are retained, they should be clearly defined. The more
important need is to clearly communicate that recommendation categories describe a
recommendation’s strength and applicability, whereas shared decision-making is a clinical
process that may occur for any vaccine. If the Department retains multiple terms, it should
clearly define them and explain why separate terminology improves understanding for
clinicians, patients, and parents.

10. What are the benefits of an SCDM category, including respect for autonomy, informed
consent, religious conviction, and individualized clinical judgment, and what evidence
supports them?

Obstetric clinicians routinely conduct individualized risk-benefit counseling with patients
managing complex or high-risk pregnancies, and a category that allows ACIP to issue
guidance for vaccines with meaningful individual benefit, but more variable population-
level impact has real clinical value. Without it, the Department would face a binary choice
between a routine recommendation that overstates population benefit or no
recommendation at all, neither of which serves patients and parents well.

The benefits of these categories depend on the category's foundation, which is the
maturity and consistency of the population-level evidence, not on "individual
circumstances and values" as an independent basis for the recommendation itself, for the
reasons described in Section A. Those considerations properly inform a patient's personal
decision to accept or decline arecommended vaccine; they should not determine how the
Department classifies the underlying evidence of population benefit.
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11. What are the risks of an SCDM category, including confusion, reduced access or uptake,
and time burdens in practice, and what evidence supports them?

As discussed in Section A, the principal risks of SCDM include confusion, administrative
burden, less time for extended individualized discussion, and misinterpretation of
recommendation strength and vaccine safety. Those risks are especially acute in obstetric
care, which involves a defined number of prenatal visits and narrow gestational windows
for vaccination. Patients who present later to care, have fewer prenatal visits, or lack
continuity with a single clinician are least able to benefit from a category that presumes
time for extended individualized discussion. As a result, confusion and access barriers may
fall disproportionately on already higher-risk patients.

12. An SCDM recommendation, once adopted by the CDC Director, triggers the same
coverage requirements as a routine recommendation, including coverage without cost-
sharing under the Affordable Care Act and availability through the Vaccines for Children
program. Given evidence that patients and even providers may not understand this, what
steps should the Department take to educate the public and the provider community that
SCDM-recommended vaccines are covered? What communication formats would most
effectively ensure that an SCDM designation is not misread as a lapse in coverage or a
signal that a vaccine is unavailable?

The most actionable step the Department can take is a direct, repeated, and prominent
statement that SCDM-recommended vaccines receive the same ACA and VFC coverage as
routinely recommended vaccines. The linkage between formal recommendation status and
coverage has been longstanding practice, and that relationship should be stated
affirmatively and often rather than left for patients and providers to infer.

13. What supports would make SCDM work as intended, such as decision aids, provider
training, documentation standards, coverage clarifications, or category-specific
communication materials, and who should develop them?

We recommend clear, CDC-developed patient and clinician education materials explaining
the purpose of the category; standardized clinical decision aids for use during patient
counseling; explicit coverage statements accompanying every SCOM recommendation;
and integration of SCDM guidance into electronic health record clinical decision-support
tools. COC, relevant specialty societies such as SMFM and ACOG, and other clinical experts
should develop these materials collaboratively. These supporting materials would improve
consistency, reduce confusion, and help ensure that SCOM functions as intended while
minimizing unnecessary burdens on clinicians and patients."

D. Considerations in Setting Recommendations

14. What considerations should be relied upon in establishing vaccine recommendations
and assigning categories, and under what conditions should each predominate?
Commenters are specifically invited to address the availability, quality, and strength of
evidence; the appropriate approach where randomized controlled trial evidence is absent,
infeasible, or unethical to obtain; disease severity and epidemiology; individual versus
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population benefit; a presumption in favor of individual autonomy, informed consent, and
religious freedom; and feasibility and programmatic consequences.

Maternal vaccine recommendations should explicitly account for the increased severity of
vaccine-preventable disease during pregnancy rather than treating pregnancy as simply
another risk factor within broader risk-based recommendations. Pregnancy-related
physiologic and immunologic changes independently increase the risk of severe outcomes
from vaccine-preventable respiratory illness.” For example, influenza is associated with
higher rates of hospitalization, cardiopulmonary complications, preterm birth, and fetal
demise, with these risks rising further in pandemic seasons.®” Recommendation
categories should reflect the elevated baseline risk associated with pregnancy rather than
treating pregnancy as simply another risk factor among many when evaluating the
expected benefit of vaccination.

Pregnant patients are routinely excluded from initial vaccine trials, so randomized
controlled trial (RCT) data on pregnancy are often unavailable at licensure.” This reflects
the ethical and practical barriers to early-trial enrollment during pregnancy, rather than a
deficiency in scientific rigor and the evidence-generation process. ACIP's reliance on
immunogenicity bridging studies and large observational safety datasets(such as the
Vaccine Safety Datalink and Vaccine Adverse Event Reporting System (VAERS)) has been an
appropriate, scientifically sound basis for maternal vaccine recommendations.®?° The
absence of pregnancy-specific RCT data should not, by itself, justify a lower-confidence or
SCDM category. The appropriate evidentiary standard for pregnancy is the totality of
bridging, observational, and post-licensure data, evaluated by experts in obstetrics,
maternal-fetal medicine, obstetric infectious disease, and obstetric pharmacology.

15. When evidence is limited, uncertain, or evolving, how should that uncertainty be
reflected in the recommendation itself, whether through category assignment, qualifying
language, sunset or re-review provisions, or explicit statements of evidentiary certainty,
rather than resolved silently in favor of either a universal recommendation or no
recommendation?

The Department should adopt a defined, regular re-review cadence for maternal vaccine
recommendations rather than revisiting them only when contested. The underlying ACIP
recommendation for routine Tdap (Tetanus, Diphtheria, Pertussis) vaccination in
pregnancy was last voted onin 2012; an independent review of its evidence base did not
begin until 2026. More than a decade elapsed between reviews of a widely used maternal
vaccine. We suggest that a predictable schedule, rather than one triggered by controversy,
better reflects genuine uncertainty and signals that a recommendation's strength aligns
with current evidence.

Any sunset or re-review provision should carry an explicit presumption of continued
coverage and access while review is pending. A recommendation under review should not
be treated as weaker on that basis alone. If not, a pending review becomes a barrier to
access before any new evidence has been evaluated.
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E. Trust and Communication

16. What does the evidence show about the effects of mandates and other compulsory or
high pressure approaches on public trust, vaccine confidence, and long-run vaccination
behavior? How should Federal recommendation policy account for those effects,
consistent with the principle that Federal recommendations are not mandates?

We support the RFI's stated principle that federal recommendations are not mandates.
Recommendation policy should reinforce that distinction and should focus on the clinical
evidence of benefit. Clarity in clinical communication is fundamentally different from
compulsion. As part of the trusted patient-clinician relationship, clinicians routinely
recommend important, evidence-based health behaviors, including vaccination, while
patients retain the ability to accept or decline those recommendations.

The relevant distinction for the Department is between (1) clinical communication, which
preserves patient choice, and (2) policy-level requirements, such as vaccination as a
condition of employment or school enrollment. While some institutions, including
hospitals and medical offices, implement vaccination requirements as part of their
occupational health and patient safety responsibilities, those decisions are distinct from
the purpose of federal vaccine recommendations.?' Public trust is best supported when
federal recommendations are grounded in a transparent review of clinical evidence and
communicated as guidance for informed decision-making rather than as compulsion.

We urge the Department to maintain recommendations that function as evidence-based
clinical guidance, not as a mechanism for compelling or discouraging vaccination.
Recommendation policy should support clinicians in communicating clearly about
vaccines with well-established benefits, preserve the voluntary nature of patient-clinician
decision-making, and avoid confusion between clinical recommendations and vaccination
requirements.

17. What communication practices should accompany vaccine recommendations so that
they earn and keep public trust, and what lessons from COVID-19-era communication
should inform them?

Pregnant women have historically been at an increased risk of severe disease, adverse
pregnancy outcomes, and maternal death from COVID-19 infections. SMFM, ACOG, and
other professional medical societies and health organizations recommend COVID-19
vaccination as standard preventive care for pregnant patients.??% The underlying evidence
of elevated risk to patients and their infants from COVID-19 infection during pregnancy has
not changed.

In early 2025, federal recommendation language shifted.?* Uptake of COVID-19 vaccination
among pregnant patients fell to approximately 11 percent by May 2026,% a decline of more
than 25 percent year over year,??” occurring after the removal of a routine federal
recommendation for vaccination during pregnancy. While vaccine uptake also declined
more broadly among adults and multiple factors likely contributed to this trend,?® the
experience demonstrates that changes in federal recommendation language and category
reassignment can influence how patients perceive the importance and appropriateness of
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vaccination, even when the underlying evidence regarding vaccine safety and
effectiveness remains unchanged.

This experience offers a clear lesson for future communication: changing an obstetric
vaccine's recommendation category carries a real risk of confusing patients partway
through a pregnancy-specific vaccination schedule, and that risk should be managed
proactively rather than treated as a communication footnote. We recommend that any
change to an obstetric vaccine's category be accompanied by an advance-notice period
before taking effect, along with coordinated messaging from CDC, SMFM, ACOG, and other
relevant medical societies.

18. How should the Department measure whether a recommendation framework is
succeeding, and what data should be collected and published for that purpose?

Success should be measured through vaccine uptake, clinician understanding of
recommendation categories, patient understanding of recommendation categories,
coverage denials, and health outcomes in populations targeted by recommendations. Key
public health metrics should also include pregnancy-specific infection-related morbidity
and mortality data, including among vaccinated and unvaccinated patients. These metrics
should be publicly reported on a regular basis.

SMFM and ACOG Urge the Department to Preserve Public Trust Through Evidence-Based
Vaccine Policy

Our organizations share the Department's goal of protecting the health of pregnant
patients, their infants, families, and communities. Vaccination remains one of the most
effective tools for preventing serious iliness, hospitalization, and death, including among
populations at increased risk for severe disease. Maintaining public trust in vaccination
requires a federal recommendation process that is transparent, scientifically rigorous,
independent, and guided by the best available evidence.

For decades, the Department’s vaccine recommendation framework, including the work of
ACIP, has provided clinicians, patients, public health officials, and health systems with
trusted, evidence-based guidance. And for decades our organizations have proudly
participated in ACIP to ensure that vaccine recommendations are grounded in rigorous
scientific evidence and protect the health of pregnant patients, children, and families.
Changes that diminish scientific expertise, transparency, clarity, or confidence in this
process risk undermining vaccine uptake; increasing preventable illness; and placing
additional strain on patients, clinicians, hospitals, and public health systems already facing
significant resource and workforce challenges.

Overall, we strongly urge the Department to preserve and strengthen the nation's
evidence-based vaccine recommendation infrastructure and to ensure that pregnancy-
specific expertise remains meaningfully represented in vaccine policy development. We
welcome continued partnership with the Department and stand ready to serve as a
resource on maternal immunization, vaccine safety, obstetric clinical experience, and the
unique needs of pregnant and postpartum populations.
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Thank you for considering these comments. Please do not hesitate to contact Rebecca
Abbott, SMFM's Senior Director of Advocacy, at rabbott@smfm.org or Sarah Bogdan,
ACOG's Director of Federal Affairs, at sbogdan@acog.org with any questions.

Sincerely,
American College of Obstetricians and Gynecologists

Society for Maternal-Fetal Medicine
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