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This Clinical Practice Update provides revised guidance on the use of transvaginal ultrasonography to triage patients
with postmenopausal bleeding. This document is a focused update of related content in Committee Opinion No. 734,
The Role of Transvaginal Ultrasonography in Evaluating the Endometrium of Women With Postmenopausal Bleeding

(Obstet Gynecol 2018;131:e124-9).

BACKGROUND

The American Cancer Society estimates that, in 2025,
69,120 cases of uterine cancer will be diagnosed in the
United States and 13,860 individuals will die from the
disease (1). Approximately 90% of patients diagnosed
with endometrial cancer have postmenopausal bleeding,
which, for the purposes of this document, is defined as
bleeding presumed to be from the uterus 12 or more
months after the final menstrual period (2, 3). Previous
guidance from the American College of Obstetricians &
Gynecologists (ACOG) supported transvaginal ultraso-
nography without endometrial biopsy during initial evalu-
ation for patients presenting with postmenopausal
bleeding and with endometrial thickness of 4 mm or less,
based on data suggesting that the negative predictive
value for cancer in this population exceeded 99% (4).
Endometrial sampling irrespective of endometrial thick-
ness previously was recommended for patients with
known risk factors for endometrial malignancy, including
but not limited to obesity, unopposed estrogen, and fam-
ily history of endometrial cancer (see Box 1 for a non-
exhaustive list of additional risk factors), and for patients
presenting with recurrent bleeding. In this Clinical Prac-
tice Update, these recommendations are revised in the
context of a rising incidence of endometrial cancer and
contemporary data on the behavior of endometrial can-
cer subtypes, risk factors for malignancy, and challenges
in gynecologic care delivery.

See related editorial on page 11.
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UPDATED CLINICAL RECOMMENDATION

. The combination of both transvaginal ultraso-
nography and endometrial tissue sampling is
recommended as part of the initial evaluation
in most patients with postmenopausal bleed-
ing. Transvaginal ultrasonography without
endometrial biopsy may be used during initial
evaluation of select patients with a single epi-
sode of postmenopausal bleeding and a so-
nographically fully visualized endometrium not
thicker than 4 mm, without factors strongly
associated with increased risk of endometrial
cancer, who are counseled that continued or
recurrent bleeding requires immediate re-
evaluation, and for whom there are no signifi-
cant barriers to prompt gynecologic evaluation.

RATIONALE

Several factors have prompted reconsideration of the
previously recommended triage strategy. First, the critical
parameter allowing triage by ultrasonography is its ability
to rule out malignancy by endometrial thickness (ie, its
negative predictive value), which is highly dependent on
the prevalence of endometrial cancer. Specifically, the
negative predictive value of a threshold endometrial
thickness is expected to decrease as the population
prevalence of cancer increases. In the decades since the
data underlying prior recommendations were collected,
the incidence of endometrial cancer in the general
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Box 1. Factors Strongly Associated With Increased Risk of Endometrial Cancer*

e Exogenous estrogen use (eg, supplements and hormone therapy with or without progestin®)
e SERM use (eg, tamoxifen)

e BMI higher than 30

e Nulliparity

e Genetic predisposition to endometrial cancer (eg, known or suspected Lynch or Cowden syndromes or family history
of endometrial cancer)

e Black race (independent association with high-grade endometrial cancers)*

e Diabetes mellitus

SERM, selective estrogen receptor modulator; BMI, body mass index.

*Nonexhaustive list.

fPatients experiencing unscheduled bleeding more than 6 months after initiation of hormone therapy should undergo further evaluation (29).
See text for discussion of the complexities between self-reported race and endometrial cancer incidence and outcomes.

Data adapted from Raglan O, Kalliala |, Markozannes G, Cividini S, Gunter MJ, Nautiyal J, et al. Risk factors for endometrial cancer: an
umbrella review of the literature. Int J Cancer 2019;145:1719-30. doi: 10.1002/ijc.31961; Hicks ML, Hicks MM, Mathews RP, Khabele D, Clare
CA, Balogun O, et al. Racial disparities in endometrial cancer: where are we after 26 years? Gynecol Oncol 2024;184:236-42. doi: 10.1016/
j.ygyno.2024.01.054; and National Comprehensive Cancer Network. Genetic/familial high-risk assessment: colorectal, endometrial, and
gastric. NCCN Clinical Practice Guidelines in Oncology. Version 1.2025 [after login]. NCCN; 2025. Accessed February 23, 2026. https://www.

ncen.org/guidelines/guidelines-detail?category =2&id=1544.

population of the United States has increased steadily by
approximately 1-2% per year (1, 5). In 2022, the annual
incidence of uterine cancer was 28.8 per 100,000
women, increased from 23.5 per 100,000 women in
2000. From 2019 to 2023, the overall death rate was
5.3 per 100,000 women per year, increased from 4.1
per 100,000 women in 2000 (6). Recent meta-analyses
of the performance of ultrasound measurement of the
endometrium to rule out endometrial cancer have re-
ported a range of sensitivities due to variation in meth-
odology and included studies, with overall estimates
lower than those on which existing guidance depends
(7, 8). However, these meta-analyses also have limited
applicability to the current demographics of the United
States. For example, in the 2020 publication by Long
et al, of 44 included studies, only two were conducted
in the United States, with the most recent published in
2000; of the remainder, 28 were conducted in Europe,
four in the Middle East, six in East Asia, and four in other
regions. More recent studies not included in the above
meta-analyses suggest an unacceptably low sensitivity
of 88-95% to detect endometrial cancer using a 4-mm
cutoff for endometrial thickness (9-11), with the implica-
tion that 5-12% of cancers may be undiagnosed on initial
presentation.

Second, endometrial cancer incidence and mortality
have risen disproportionately among non-Hispanic Black
women. The incidence of endometrial cancer rose 2.7%
per year through 2022 in Black women compared with
0.7% for White women (6). Moreover, the risk of death from
endometrial cancer from 2019 to 2023 for non-Hispanic
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Black women was 9.8 per 100,000 women per year, which
is more than twice the risk for non-Hispanic White women
(4.8 per 100,000 women per year) (6).

These trends in the rates of endometrial cancer
incidence and mortality are associated with care-
related and socioeconomic disparities (12-14). Given that
race is a social construct rather than a discrete biological
characteristic, race by itself does not confer disease risk.
Racialized clinical outcomes instead result from a multi-
tude of factors, including the effects of systemic racism
(ie, unequal care, access, or treatment; adverse environ-
ments influencing genomic changes) and social and
structural determinants of health (15).

More research is needed to understand race-
associated disparities in endometrial cancer outcomes,
such as the significantly higher rate of high-grade
histologic subtypes in Black women (16). For example,
self-reported Black race is associated with genetic (17)
and epigenetic (18) predisposition to TP53-mutated (eg,
serous and high-grade endometrioid) endometrial cancers
that carry higher disease-specific mortality compared with
more common low-grade endometrioid cancers (19) and
for which ultrasound-measured endometrial thickness is
an insensitive predictor of malignancy in patients with
postmenopausal bleeding (20).

Consequently, Black patients in particular may be
disadvantaged by over-reliance on ultrasonography as a
tool for triage. For example, in a retrospective study, the
false-negative probability at the accepted threshold of 4-
mm endometrial thickness in a subcohort of Black women
with  postmenopausal bleeding was 95% (21).
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Performance was similar in a simulated cohort analysis,
with the 4-mm cutoff having a sensitivity of only 47.5% and
a negative predictive value of 91.7% for uterine cancer
diagnosis in Black women with postmenopausal bleeding
(22). If only serous endometrial carcinoma is considered,
25% of cases may be missed if patients with endometrial
thickness less than 5 mm do not undergo tissue sampling
(20).

Transvaginal ultrasonography also may be technically
less effective than is generally recognized. Accurate
measurement of endometrial thickness by transvaginal
ultrasonography relies on adequate visualization of a
distinct endometrial echo complex from cervix to fundus
(23). Visualization may be impaired by uterine orientation,
adenomyosis, and leiomyomas, the latter associated with
higher incidence in Black women (24). As a result, trans-
vaginal ultrasonography may fail to adequately assess
the endometrium in 17-38% of women with postmeno-
pausal bleeding, further limiting its utility in the triage of
patients to endometrial sampling (25, 26).

Finally, although previous recommendations sup-
ported biopsy in patients with endometrial thickness 4
mm or less with recurrent bleeding, there is no consen-
sus definition of “recurrent” or “persistent” bleeding that
should prompt patients to return to their gynecologists.
Re-presentation also may be challenging for patients due
to barriers to accessing gynecologic, radiologic, and
oncologic care. Patients who are evaluated for postmen-
opausal bleeding may not return or report continued or
recurrent bleeding, and, if they do, repeat evaluation,
referral, and biopsy may not be available promptly. These
systemic factors may easily result in substantial diagnos-
tic delay, progression of disease, and worsened cancer-
related outcomes, especially in patients with limited
resources (26). Histologic and known socioeconomic fac-
tors also do not appear to entirely explain racial dispar-
ities in endometrial cancer outcomes, emphasizing the
importance of prompt evaluation and diagnosis of
patients with concerning symptoms (14).

For these reasons, ultrasound measurement of endo-
metrial thickness is, by itself, generally insufficient
evaluation for patients with postmenopausal bleeding.
The combination of both transvaginal ultraso-
nography and endometrial tissue sampling is
recommended as part of the initial evaluation
in most patients with postmenopausal bleeding.
Transvaginal ultrasonography may be used with-
out endometrial biopsy during initial evaluation
of select patients with a single episode of post-
menopausal bleeding and a sonographically
fully visualized endometrium not thicker than 4
mm, without factors strongly associated with
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increased risk of endometrial cancer, who are
counseled that continued or recurrent bleeding
requires immediate re-evaluation, and for whom
there are no significant barriers to prompt gyne-
cologic evaluation. This approach encourages
prompt diagnosis and treatment of patients with endo-
metrial cancer who otherwise might be falsely reassured
by ultrasound results, especially patients with nonendo-
metrioid cancers associated with a thin endometrium. In
addition, this dual approach may reduce health care—
associated burdens for patients who may have limited
access to clinicians capable of sampling endometrial
tissue. Conditions under which endometrial sampling
may be deferred are listed in Box 2.

IMPLEMENTATION CONSIDERATIONS

This evidence-based Clinical Practice Update may repre-
sent a change in practice for some clinicians. The shift in
recommendations toward ultrasonography plus biopsy
may increase the proportion of patients for whom
endometrial sampling is recommended. Prior recommen-
dations for use of endometrial thickness by ultrasonogra-
phy as triage for patients with postmenopausal bleeding
are associated with an unacceptably low sensitivity for
malignant and premalignant endometrial pathology and
systematically underperform for patients at elevated risk
for high-grade cancers. Reassessment of the evaluation of
postmenopausal bleeding is an essential part of the
response to rising incidence and death rates from
endometrial cancer, particularly among Black women.
Subsequent implementation research will be critical to
quantify the extent to which updated recommendations
decrease endometrial cancer-specific morbidity and
mortality and to assess measures to decrease clinicians’
and patients’ burdens related to evidence-based evalua-
tion of postmenopausal bleeding.

Future investigations should include implementation
outcomes such as factors supporting adherence to
updated guidelines, cost-effectiveness analyses, effect of
routine endometrial sampling on existing outcomes dis-
parities, and patient-reported outcomes. Preliminary data
suggest that routine biopsy as part of the initial workup for
postmenopausal bleeding is likely to be acceptable to
patients when accompanied by appropriate counseling
(27). Potential technical challenges to sampling, such as
nulliparity and cervical stenosis, should be acknowledged
and may be the subject of future research on the imple-
mentation of updated guidelines. As with any procedure,
the decision to proceed with endometrial sampling should
be the result of shared decision making and reflect
patients’ values and preferences (28).

CPU Updated Guidance for Postmenopausal Bleeding Evaluation e89




g g g tecting endometrial cancer in women with postmenopausal
Box 2. Endometrial BIOPSV May Be Omitted bleeding: a systematic review and meta-analysis. Obstet Gyne-

From Initial Evaluation of a Patient With col 2010;116:160-7. doi: 10.1097/A0G.00013e3181e3e7¢8

Postmenopausal Bleeding When All of the

8. Long B, Clarke MA, Morillo AD, Wentzensen N, Bakkum-Gamez

Following are Present JN. Ultrasound detection of endometrial cancer in women with
postmenopausal bleeding: systematic review and meta-analysis.
1. A single episode of postmenopausal bleeding and Gynecol Oncol 2020;157:624-33. doi: 10.1016/j.ygyno0.2020.01.032

9. Palipana D, Fomin I, Russell E, Chan B, Wong C, Chan E, et al.
Investigating women with postmenopausal bleeding: the utility
of endometrial thickness in transvaginal ultrasound. Aust N Z J

2. A sonographically fully visualized endometrium with
thickness of 4 mm or less and

3. No risk factors strongly associated with malig- Obstet Gynaecol 2020;60:773-5. doi: 10.1111/ajo.13183
nancy* and 10. Saccardi C, Vitagliano A, Marchetti M, Lo Turco A, Tosatto S, Pal-
umbo M, et al. Endometrial cancer risk prediction according to
4. Access to prompt gynecologic care and follow-up indication of diagnostic hysteroscopy in postmenopausal women.
*See Box 1 for list of risk factors strongly associated with Diagnostics (Basel) 2020;10:257. doi: 10.3390/diagnostics 10050257
malignancy. 11. Clarke MA, Long BJ, Sherman ME, Lemens MA, Podratz KC, Hop-

kins MR, et al. Risk assessment of endometrial cancer and endo-
metrial intraepithelial neoplasia in women with abnormal bleeding
and implications for clinical management algorithms. Am J Obstet
Gynecol 2020;223:549.e1-13. doi: 10.1016/j.aj0og.2020.03.032

USE OF LANGUAGE 12. Hicks ML, Hicks MM, Mathews RP, Khabele D, Clare CA, Balo-
ACOG recognizes and supports the gender diversity of gun O, et al. Racial disparities in endometrial cancer: where are
all patients who seek obstetric and gynecologic care. In we after 26 years? Gynecol Oncol 2024;184:236-42. doi: 10.

original portions of this document, authors seek to use 1016/iygyno.2024.01.054

gender-inclusive language or gender-neutral language. 13. Karia PS, Huang Y, Tehranifar P, Wright JD, Genkinger JM.

When describing research findings, this document uses Racial and ethnic differences in type Il endometrial cancer
mortality outcomes: the contribution of sociodemographic, clin-

gender term_in0|093/_ reported by investigators. To review icopathologic, and treatment factors. Gynecol Oncol 2023;168:
ACOG’s policy on inclusive language, see https://www. 119-26. doi: 10.1016/j.ygyno.2022.11.015

acog.org/clinicalinformation/policy-and-position-state- 14. Araujo LW, Maliniak ML, Barber LE, Dilley SE, McCullough
ments/statements-of-policy/2022/inclusive-language. LE. Neighborhood socioeconomic status and endometrial

cancer mortality: racial disparities persist across the spec-
trum. Gynecol Oncol 2025;203:84-9. doi: 10.1016/j.ygyno.

REFERENCES 2025.10.018
1. American Cancer Society. Cancer facts & figures 2025. ACS; 2025. 15. Racial and ethnic inequities in obstetrics and gynecology.
Accessed February 23, 2026. https;//www.cancer.org/content/ Committee Statement No. 10. American College of Obstetri-
dam/cancer-org/research/cancer-facts-and-statistics/annual-can- cians and Gynecologists. Obstet Gynecol 2024;144.62-74.
cer-facts-andigures/2025/2025-cancer-facts-and-figures-acs.pdf doi: 10.1097/A0G.0000000000005678
2. Clarke MA, Long BJ, Del Mar Morillo A, Arbyn M, Bakkum- 16. Clarke MA, Devesa SS, Harvey SV, Wentzensen N. Hysterec-
Gamez JN, Wentzensen N. Association of endometrial cancer tomy-corrected uterine corpus cancer incidence trends and
risk with postmenopausal bleeding in women: a systematic differences in relative survival reveal racial disparities and rising
review and meta-analysis. JAMA Int Med 2018;178:1210-22. rates of nonendometrioid cancers. J Clin Oncol 2019;37:
doi: 10.1001/jamainternmed.2018.2820 1895-908. doi: 10.1200/JC0.19.00151
3. ReVITALize Gynecology. Gynecology data definitions: post- 17. Wen W, Choi J, Singh B, Li L, Toriola AT, Ciombor KK, et al. Pan-
menopausal bleeding. Accessed February 26, 2026. https:// cancer analyses reveal disparities in tumor genomic profiles by
www.acog.org/-/media/project/acog/acogorg/files/pdfs/publi- race/ethnicity, age, and sex. Cancer Epidemiol Biomarkers Prev
cations/revitalize-gyn.pdf 2025;34:2208-18. doi: 10.1158/1055-9965.EPI-25-0345
4. The role AOf transvaginall ultrasonography in evalyating the 18. Foley KG, Adli M, Kim JJ. Single-nuclei sequencing of uterine
endometrium of women with postmenopausal bleeding. ACOG serous carcinoma reveals racial differences in immune signal-
Committee Oplplon No. 734. American College of Obstetrlqans ing [published errata appear in Proc Natl Acad Sci U S A 2025;
and Gynecologists. Obstet Gynecol 2018;131:¢124-9. doi: 10. 122:22426918122: and Proc Natl Acad Sci U S A 2025:122:
1097/A0G.0000000000002631 e2531780122]. Proc Natl Acad Sci U S A 2024121
5. Clarke MA, Devesa SS, Hammer A, Wentzensen N. Racial and €2402998121. doi: 10.1073/pnas.2402998121
ethnic differences in hysterectomy-corrected uterine corpus 19. McGunigal M, Liu J, Kalir T, Chadha M, Gupta V. Survival dif-
cancer mortality by stage and histologic subtype. JAMA Oncol ferences among uterine papillary serous, clear cell and grade 3
2022;8:895-903. doi: 10.1001/jamaoncol.2022.0009 endometrioid adenocarcinoma endometrial cancers: a
6. National Cancer Institute. Cancer Stat Facts: uterine cancer. National Cancer Database analysis. Int J Gynecol Cancer
Accessed February 23, 2026. https://seer.cancer.gov/stat- 2017;27:85-92. doi: 10.1097/IGC.0000000000000844
facts/htmi/corp.html 20. Kiff JM, Williams-Weisenberger M, Spellacy D, Garg B, Munro
7. Timmermans A, Opmeer BC, Khan KS, Bachmann LM, Epstein EG, Bruegl AS. Ultrasonographic evaluation of endometrial
E, Clark TJ, et al. Endometrial thickness measurement for de- stripe thickness is insufficient to rule out uterine serous carci-
e90 CPU Updated Guidance for Postmenopausal Bleeding Evaluation OBSTETRICS & GYNECOLOGY

© 2026 by the American College of Obstetricians
& Gynecologists. Published by Wolters Kluwer Health, Inc.
Unauthorized reproduction of this article is prohibited.



https://www.acog.org/clinical-information/policy-and-position-statements/statements-of-policy/2022/inclusive-language
https://www.acog.org/clinical-information/policy-and-position-statements/statements-of-policy/2022/inclusive-language
https://www.acog.org/clinical-information/policy-and-position-statements/statements-of-policy/2022/inclusive-language
https://www.cancer.org/content/dam/cancer-org/research/cancer-facts-and-statistics/annual-cancer-facts-and-figures/2025/2025-cancer-facts-and-figures-acs.pdf
https://www.cancer.org/content/dam/cancer-org/research/cancer-facts-and-statistics/annual-cancer-facts-and-figures/2025/2025-cancer-facts-and-figures-acs.pdf
https://www.cancer.org/content/dam/cancer-org/research/cancer-facts-and-statistics/annual-cancer-facts-and-figures/2025/2025-cancer-facts-and-figures-acs.pdf
https://www.acog.org/-/media/project/acog/acogorg/files/pdfs/publications/revitalize-gyn.pdf
https://www.acog.org/-/media/project/acog/acogorg/files/pdfs/publications/revitalize-gyn.pdf
https://www.acog.org/-/media/project/acog/acogorg/files/pdfs/publications/revitalize-gyn.pdf
https://seer.cancer.gov/statfacts/html/corp.html
https://seer.cancer.gov/statfacts/html/corp.html

noma. Cancer Causes Control 2023;34:1133-8. doi: 10.
1007/s10552-023-01759-y

21. Doll KM, Pike M, Alson J, Williams P, Carey E, Sturmer T, et al.
Endometrial thickness as diagnostic triage for endometrial can-
cer among Black individuals [published erratum appears in
JAMA Oncol 2025;11:354]. JAMA Oncol 2024;10:1068-76. doi:
10.1001/jamaoncol.2024.1891

22. Romano SS, Doll KM. The impact of fibroids and histologic
subtype on the performance of US clinical guidelines for the
diagnosis of endometrial cancer among Black women. Ethn
Dis 2020;30:543-52. doi: 10.18865/ed.30.4.543

23. AIUM Practice Parameter for the performance of ultrasound of
the female pelvis, 2024 revision. J Ultrasound Med 2024;43:
E56-64. doi: 10.1002/jum.16556

24. Mitro SD, Dyer W, Lee C, Bindra A, Wang L, Ritterman WM,
et al. Uterine fibroid diagnosis by race and ethnicity in an
integrated health care system. JAMA Netw Open 2025;8:
e255235. doi: 10.1001/jamanetworkopen.2025.5235

25. Wong AS, Lao TT, Cheung CW, Yeung SW, Fan HL, Ng PS, et al.
Reappraisal of endometrial thickness for the detection of endo-
metrial cancer in postmenopausal bleeding: a retrospective cohort
study. BJOG 2016;123:439-46. doi: 10.1111/1471-0528.13342

26. Goldstein SR, Khafaga A. Ability to successfully image endo-
metrium on transvaginal ultrasound in asymptomatic postmen-
opausal women. Ultrasound Obstet Gynecol 2021;58:625-9.
doi: 10.1002/u0g.23667

27. Alson JG, Orellana M, Robinson WR, Williams P, Marsh E, Wood
ME, et al. Facilitators and barriers to acceptability of a biopsy-
first approach in the diagnostic evaluation for endometrial can-
cer among Black women. Am J Obstet Gynecol 2025;233:294.
e1-11. doi: 10.1016/j.2j0g.2025.03.012

28. Informed consent and shared decision making in obstetrics
and gynecology. ACOG Committee Opinion No. 819. American
College of Obstetricians and Gynecologists. Obstet Gynecol
2021;137:e34-41. doi: 10.1097/A0G.0000000000004247

29. “The 2022 Hormone Therapy Position Statement of the North
American Menopause Society” Advisory Panel. The 2022 hor-
mone therapy position statement of the North American Men-
opause Society. Menopause 2022,29:767-94. doi: 10.
1097/GME.0000000000002028

CONFLICT OF INTEREST STATEMENT

All ACOG committee members and authors have
submitted a conflict of interest disclosure statement
related to this published product. Any potential con-
flicts have been considered and managed in accor-
dance with ACOG’s Conflict of Interest Disclosure
Policy. The ACOG policies can be found on acog.org.

VOL. 148, NO. 1, JULY 2026

© 2026 by the American College of Obstetricians
& Gynecologists. Published by Wolters Kluwer Health, Inc.
Unauthorized reproduction of this article is prohibited.

For products jointly developed with other organiza-
tions, conflict of interest disclosures by representatives
of the other organizations are addressed by those
organizations. The American College of Obstetricians
and Gynecologists has neither solicited nor accepted
any commercial involvement in the development of the
content of this published product.

Published online on April 16, 2026

Copyright 2026 by the American College of Obstetricians & Gynecol-
ogists. All rights reserved. No part of this publication may be repro-
duced, stored in a retrieval system, posted on the internet, or
transmitted, in any form or by any means, electronic, mechanical,
photocopying, recording, or otherwise, without prior written permission
from the publisher.

American College of Obstetricians & Gynecologists
409 12th Street SW, Washington, DC 20024-2188

The role of transvaginal ultrasonography in evaluating the endometrium
of women with postmenopausal bleeding. Clinical Practice Update.
American College of Obstetricians & Gynecologists. Obstet Gynecol
2026;148:e87-€91.

A Clinical Practice Update is a brief statement that communicates a
focused change in published ACOG guidance on a clinical topic or
issue. The American College of Obstetricians and Gynecologists
(ACOG) reviews its publications regularly; however, its publications may
not reflect the most recent evidence. A reaffirmation date is included in
the online version of a document to indicate when it was last reviewed.
The current status and any updates of this document can be found on
ACOG Clinical at acog.org/lot.

This information is designed as an educational resource to aid clini-
cians in providing obstetric and gynecologic care, and use of this
information is voluntary. This information should not be considered as
inclusive of all proper treatments or methods of care or as a statement
of the standard of care. It is not intended to substitute for the inde-
pendent professional judgment of the treating clinician. Variations in
practice may be warranted when, in the reasonable judgment of the
treating clinician, such course of action is indicated by the condition of
the patient, limitations of available resources, or advances in knowledge
or technology.

While ACOG makes every effort to present accurate and reliable
information, this publication is provided “as is” without any warranty of
accuracy, reliability, or otherwise, either express or implied. ACOG does
not guarantee, warrant, or endorse the products or services of any firm,
organization, or person. Neither ACOG nor its officers, directors,
members, employees, or agents will be liable for any loss, damage, or
claim with respect to any liabilities, including direct, special, indirect, or
consequential damages, incurred in connection with this publication or
reliance on the information presented.
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