
February 22, 2023

The Honorable Joseline A. Peña-Melnyk 
Chair, House Health and Government Operations Committee
Room 241, House Office Building
Annapolis, Maryland 21401

RE: HB 351 - Health Occupations – Licensed Direct–Entry Midwives – Previous Cesarean
Section – Letter of Information

Dear Chair Peña-Melnyk and Committee Members:

The Maryland Department of Health (MDH) is submitting a letter of information for House Bill
(HB) 351 - Health Occupations – Licensed Direct–Entry Midwives – Previous Cesarean Section.
HB 351 will add a previous cesarean section (c-section; specifically, c-section which resulted in
a confirmed low transverse incision and was performed at least 18 months prior to the expected
date of birth for the current pregnancy) to the list of conditions that requires a Direct-Entry
Midwife to consult with a health-care practitioner and share the recommendations of the
consultation with the patient. HB 351 will also require that a Direct-Entry Midwife transfer care
to a healthcare practitioner for patients with a history of c-section (except as specified above) or
myomectomy (removal of fibroids from the uterus).  Lastly, the bill requires that the State Board
of Nursing, in consultation with certain stakeholders develop a planned out-of-hospital birth
transport protocol for patients with a previous c-section.

The Committee on Obstetric Practice with the American College of Obstetrics and Gynecology
(ACOG) considers a prior c-section delivery, fetal malpresentation, or multiple gestation, to be
an absolute contraindication to planned home birth.1 Specifically, for a prior c-section delivery,
complications such as uterine rupture may be unpredictable.2 A recent US study showed that
planned home trial of labor after c-section (TOLAC) was associated with intrapartum fetal death
rate higher than the rate for a trial of labor at hospitals (2.9 vs. 0.13 per 1,000).3 ACOG
recommends that a TOLAC be undertaken in facilities where there is the ability to begin an
emergency c-section delivery within a time interval that best incorporates maternal and fetal risks
and benefits with the provision of emergency care due to the risks associated with the trial.

MDH believes it is critical to provide a consent agreement to a patient that informs them of the
benefits, risks, and alternatives to the procedure being performed. The decision to offer and
pursue a TOLAC in a setting in which the option for immediate c-section delivery is limited
should be considered carefully by patients and their health care providers. When provided with
full informed consent, the decision of the place and provider of birth should be left to the birthing
parent and family.

1. The American College of Obstetrics and Gynecologists.Committee Opinion. Number 697. April 2017. (Reaffirmed 2020). Planned Home Birth.
https://www.acog.org/-/media/project/acog/acogorg/clinical/files/committee-opinion/articles/2017/04/planned-home-birth.pdf

https://www.acog.org/-/media/project/acog/acogorg/clinical/files/committee-opinion/articles/2017/04/planned-home-birth.pdf


MDH also notes that many home births result in hospital transfers due to intrapartum or
postpartum complications. A review of 15 studies with data from 215,257 women found that
9.9% to 31.9% of home births were transferred to a hospital.4 In Maryland, there are six counties
(Caroline, Dorchester, Kent, Queen Anne’s, Somerset, and Worcester) without a birthing hospital
within county borders.5 Two birthing hospitals, Peninsula Regional Medical Center and
University of Maryland Shore Health at Easton, are the closest facility for 5 of the 6 jurisdictions
(Caroline, Dorchester, Queen Anne’s, Somerset, and Worcester), with Union Hospital of Cecil
County being the closest facility to Kent County. On average, the distance from these counties to
the nearest facility ranges from 18 to 36 miles, but individuals may need to travel farther
depending on their location within the county.

The distance from these facilities highlights the importance of an informed consent discussion,
so that the patient and family can understand the benefits, risks, and alternatives to the procedure.
In that discussion, the patient and health care provider should consider the transport protocol for
planned home births including geography, distance, and a timely method to transport to a facility
equipped to treat patients transferred in emergency situations.

If you have any questions please contact Megan Peters, Acting Director, Office of Governmental
Affairs, megan.peters@maryland.gov or (410) 260-3190.

Sincerely,

Laura Herrera Scott, M.D, M.P.H.
Secretary
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