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Date of Hearing:  June 22, 2021  

ASSEMBLY COMMITTEE ON HEALTH 

Jim Wood, Chair 
SB 65 (Skinner) – As Amended June 14, 2021 

SENATE VOTE:  31-7 

SUBJECT:  Maternal care and services. 

SUMMARY:  Establishes the California Momnibus Act. Requires the Office of Statewide 

Health Planning and Development (OSHPD) to work to increase the number of students 
receiving training as certified nurse-midwifes or licensed midwifes; establishes the California 
Pregnancy-Associated Review Committee (CPARC) to review all pregnancy-related deaths and 

severe maternal morbidity; requires counties to annually report infant deaths and to establish a 
Fetal and Infant Mortality Review (FIMR) committee; extends Medi-Cal eligibility for pregnant 

individuals with diagnosed maternal mental health conditions for one year, and extends 
eligibility for an additional 10-month period following the 60-day postpartum period. Expands 
the Medi-Cal schedule of benefits to include full-spectrum doula care. Requires CalWORKs aid 

to be paid to a pregnant person as of the date of the application for aid, and increases the 
supplement for a pregnant person from $47 per month to $82 and exempts pregnant persons from 

maximum CalWORKs benefit limits. Establishes the California Momnibus Pilot Program 
(Momnibus Pilot) as a three-year pilot program to distribute monthly guaranteed income to 
pregnant people and parents or relative caretakers of a child less than 24 months of age. 

Specifically, this bill:   
 

CPARC 

1) Establishes the CPARC in the Department of Public Health (DPH) to continuously engage in 
the comprehensive, regular, and uniform review and reporting of maternal deaths throughout 

the state. 
 

2) Requires DPH, in collaborations with the designated state perinatal quality collaborative, to 
oversee CPARC. Authorizes CPARC to incorporate the membership of the California 
Pregnancy-Associated Mortality Review Committee, as it existed on December 31, 2021. 

 
3) Establishes the purposes of CPARC to include, but not be limited to, all of the following: 

 
a) Identifying and reviewing all pregnancy-related deaths, including the cause, contributing 

factors, and disseminating findings; 

b) Analyzing common indicators of severe maternal morbidity to identify prevention 
opportunities and reduce near-miss experiences; 

c) Making recommendations on best practices to prevent maternal mortality and morbidity, 
including, but not limited to, addressing socioeconomic impacts, as well as various 
environmental impacts, including global warming, on pregnancy outcomes; 

d) Examining racial disparities and making recommendations on the prevention of racial 
disparities; 

e) Examining disparities experienced by lesbian, transgender, and gender-nonconforming 
individuals and reporting findings; and,  
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f) Collecting and reviewing data from maternal death investigations and making 
recommendations about how to improve or streamline data collection and investigatory 

processes. 
 

4) Requires CPARC investigations of maternal deaths to include, in addition to reviewing 

medical records, death certificates, and other pertinent reports, to the degree practicable, both 
of the following: 

 
a) Voluntary interviews with pertinent surviving family members or support people present 

with direct knowledge of, or involvement in, the event, including the patient in cases of 

severe maternal morbidity. Requires CPARC to transcribe or summarize in writing any 
oral statements received; and,  

b) Voluntary interviews with members of the medical team who were present or involved in 
the deceased individual’s direct care. 
 

5) Requires CPARC to publish its findings to the public every three years as part of the 
publication of data on severe maternal morbidity, and for the findings to include 

recommendations on how to prevent severe maternal morbidity and maternal mortality and 
how to reduce racial disparities. 
 

6) Requires CPARC to be composed of a minimum of 13 members comprised of 
multidisciplinary personnel in the field of maternal mortality and morbidity, data analysis in 

maternal health, women’s health, clinicians in maternal health, and representatives from 
various public health entities, and to include all of the following: 
 

a) At least one obstetrician; 
b) At least one certified nurse-midwife; 

c) At least one certified professional midwife; 
d) At least one hospital-based registered nurse or advanced practice nurse experienced in 

perinatal health; 

e) A clinician or patient advocate from a birthing center, if not already represented by a 
member otherwise listed; 

f) At least one public member with relevant personal experience related to maternal 
morbidity or maternal mortality who has experienced birth and does not fit in another 
classification; 

g) At least one doula; 
h) At least one person from a community-based organization that works in perinatal health; 

i) At least one person from an organization that works with populations that have 
disproportionately high occurrences of maternal mortality and morbidity; 

j) At least one person who is an expert on mental and behavioral health, preferably with 

experience in perinatal health; 
k) At least one person from a native tribe, preferably with experience in perinatal health; 

l) At least one representative of the Maternal, Child, and Adolescent Health Division of 
DPH; and,  

m) At least one family physician. 

 
7) Requires CPARC to prioritize for membership members who are representative of the 

diversity and geographic locations of the pregnant people in populations with 
disproportionately high occurrences of maternal mortality and morbidity. 
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8) Requires the State Public Health Officer to appoint a maternal mortality expert to be a 
member of the committee as the Chair of the committee. Requires the Chair to appoint the 

other members of the committee in accordance with the criteria specified in 6) above. 
 

9) Authorizes CPARC to create subcommittees, as needed, to carry out its duties, and to request 

from any state department, division, commission, local health department (LHD), or other 
agency of the state or political subdivision thereof, or any public authority, as well as 

hospitals, birthing facilities, medical examiners, coroners, coroner physicians, and any other 
facility or individual providing services associated with maternal mortality, and requires 
those individuals and entities to provide information, including, but not limited to, death 

records, medical records, autopsy reports, toxicology reports, hospital discharge records, 
birth records, and any other information that will help CPARC to properly carry out its 

functions, powers, and duties. 
 

10) Requires, except as otherwise provided by this bill, all proceedings and activities of CPARC, 

all opinions of the members that are formed as a result of CPARC’s proceedings and 
activities, and all records obtained, created, or maintained by the committee, including 

written reports and records of interviews or oral statements, to be confidential, and not 
subject to public inspection, discovery, subpoena, or introduction into evidence in any civil, 
criminal, legislative, administrative, or other proceeding. 

 
11) Prohibits CPARC from disclosing any personally identifiable information to the public, or 

include any personally identifiable information in a case summary that is prepared pursuant 
to this bill, or in any report that is prepared. 
 

12) Prohibits members of CPARC from being questioned in any civil, criminal, legislative, 
administrative, or other proceeding regarding information that has been presented in, or 

opinions that have been formed as a result of, a meeting or communication of CPARC. 
Specifies that this does not prohibit a CPARC member from being questioned, or from 
testifying, in relation to publicly available information or information that was obtained 

independently of the member’s participation on CPARC, or as an expert witness in maternal 
death cases unrelated to their case review as a member of CPARC. 

 
13) Specifies that 11) above does not prohibit CPARC from publishing, or from otherwise 

making available for public inspection, statistical compilations or reports that are based on 

confidential information, provided that those compilations and reports do not contain 
personally identifying information or other information that could be used to ultimately 

identify the individuals concerned, and to utilize standard public health reporting practices 
for accurate dissemination of these data elements, especially in regard to the reporting of 
small numbers so as to inadvertently risk a breach of confidentiality or other disclosure. 

 
14) Prohibits a health care provider, health care facility, or pharmacy providing access to medical 

records pursuant to this bill from being held liable for civil damages or be subject to any 
criminal or disciplinary action for good faith efforts in providing the records. 
 

15) Defines the following terms for purposes of CPARC: 
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a) “Maternal mortality” or “maternal death” means the death of a person during pregnancy 
or within a year from the end of pregnancy, and related to, or aggravated by, the 

pregnancy or birth, including, but not limited to, death by suicide. 
b) “Pregnancy-associated death” means a death of a person while pregnant or within one 

year of the end of a pregnancy, regardless of the cause. 

c) “Pregnancy-related death” means a death that occurs while pregnant or up to a year 
postpartum from any cause related to, or aggravated by, the pregnancy or its 

management, irrespective of the duration of the pregnancy. 
d) “Severe maternal morbidity” means unexpected outcomes of pregnancy, labor, or 

delivery that result in significant short- or long-term consequences to the pregnant 

person’s mental or physical health. 

FIMR 

16) Requires each county to annually report infant deaths to the LHD, and requires LHDs to 
establish a FIMR to investigate infant deaths to prevent fetal and infant death if both of the 
following apply with respect to the county: 

 
a) The county has five or more infant deaths in a single year; and,  

b) The county has a death rate that is higher than the state’s death rate for two consecutive 
years. 
 

17) Requires a local public health department that participates in the FIMR process to do all of 
the following: 

 
a) Annually investigate, track, and review a minimum amount of 20% of the county’s cases 

of term infants who were born following labor with the outcome of intrapartum stillbirth, 

early neonatal death, or postneonatal death, focusing on demographic groups that are 
disproportionately impacted by infant death. Requires a county that has less than five 

deaths in a year to investigate at least one death. Defines for purposes of this section, 
“term infants” to mean infants who are at 36 weeks or more of gestation; 

b) Establish a FIMR committee for fetal and infant mortality reviews led by LHDs. Requires 

the FIMR committee to include members of the community, and prohibits the committee 
from including anyone employed by a law enforcement agency; 

c) Conduct interviews with individuals who have experienced child loss or surviving family 
members of maternal or infant death who have knowledge of the event. Requires the 
interview to include questions to determine if the pregnant person had concerns about 

perinatal care during any point in their pregnancy or postpartum care, whether there were 
disagreements about care offered and received, and whether the pregnant person had 

asked for certain care that was denied or not received; 
d) Conduct a report or investigation, to the degree practicable, with all medical staff 

involved with the event; and,  

e) Offer grief counseling to surviving family members. 
 

18) Requires counties, hospitals, birthing centers, and state entities to provide to LHDs death 
records, medical records, autopsy reports, toxicology reports, hospital discharge records, 
birth records, and any other information that will help the LHD conduct the fetal and infant 

mortality review within 30 days of a request made in writing by a LHD. 
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Midwifery Workforce Training Act (Act) 

19) Requires OSHPD to establish a program to contract with programs that train certified nurse-

midwives and programs that train licensed midwives in accordance with the global standards 
for midwifery education and the international definition of “midwife” as established by the 
International Confederation of Midwives in order to increase the number of students 

receiving quality education and training as a certified nurse-midwife or as a licensed 
midwife. 

 
20) Permits OSHPD to only contract with programs that train certified nurse-midwives and 

programs that train licensed midwives that, at minimum, include, or that intend to create, a 

component of training designed for medically underserved multicultural communities, lower 
socioeconomic neighborhoods, or rural communities, and that are organized to prepare 

program graduates for service in those neighborhoods and communities, or that seek to 
recruit and retain racially and ethnically diverse students, underrepresented groups, or people 
from underserved or historically marginalized communities. 

 
21) Requires OSHPD to adopt standards and regulations necessary to carry out these provisions. 

Authorizes OSHPD, in adopting eligibility standards for programs that train certified nurse-
midwives and that train licensed midwives in accordance with the standards set forth in 
subdivisions 19) and 20) above, to accept those educational standards and competencies 

established by the respective state licensing and regulatory bodies for certified nurse-
midwives and for licensed midwives. Requires OSHPD to take care not to implement 

education or competency standards beyond what is required for the training programs by 
their respective state licensing and regulatory bodies that could inadvertently create an 
unnecessary barrier for training programs to obtain funding for the training of midwives in 

California. 
 

22) Requires OSHPD to develop alternative strategies to provide long-term stability for, or 
expansion of, this Act, such as through funding provided by private foundations and 
administered by the office for the purposes of carrying out this article. 

 
23) Specifies that nothing in these provisions prevents OSHPD from developing a protocol to 

contract with potential programs that train nurse-midwives or that train licensed midwives, in 
order to support the initial startup of new training programs, as long as the eligibility 
requirements are met or can be met through the award of funds. 

 
24) Authorizes OSHPD to pay contracted programs that train certified nurse-midwives and 

programs that train licensed midwives in an amount calculated based on a single per-student 
capitation formula, or through another method, in order to cover the costs of innovative 
special projects or programs. 

 
25) Authorizes funds appropriated to OSHPD for purposes of this bill and awarded by OSHPD to 

eligible programs that train certified nurse-midwives or programs that train licensed 
midwives to be used by the training program to develop new initiatives, projects, or 
curriculum, or to expand existing initiatives, projects, or curriculum. Authorizes awarded 

funds to also be used for general support and sustainability of the overall training program, or 
to sustain specific components of the training program, including, but not limited to, tuition 
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assistance for students, or support for preceptor recruitment, or to sustain preceptor training 
sites for students. 

Medi-Cal post-partum eligibility extension 

26) Extends the duration of eligibility in Medi-Cal and the Medi-Cal Access Program (MCAP) 
for pregnant individuals post-partum period for an additional 10-month period following the 

60-day postpartum period, for a total of 12 months of continuous eligibility after the end of 
pregnancy. 

 
27) Implements the duration of post-partum eligibility only to the extent that any necessary 

federal approvals have been obtained and federal financial participation (FFP) is available.  

 
28) Requires the Department of Health Care Services (DHCS), in the first quarter of 2022, to 

seek any necessary federal approvals to provide for implementation of this requirement any 
state plan amendments (SPA) necessary under federal Medicaid law, as amended by the 
American Rescue Plan Act of 2021 (Public Law 117-2) for services provided after the end of 

the 60-day postpartum period. 
 

29) Suspends implementation of the existing law provisions granting extended eligibility during 
the post-partum period that is limited to an individual with a maternal mental health 
condition. 

Medi-Cal doula benefit 

30) Makes full-spectrum doula care a covered benefit in the Medi-Cal program. 

 
31) Defines “full-spectrum doula care” to mean prenatal and postpartum doula care, continuous 

presence during labor and delivery, and doula support during miscarriage, stillbirth, and 

abortion. Defines “doula care” to also include physical, emotional, and other nonmedical 
care. 

 
32) Defines a “doula” as a birth worker who provides health education, advocacy, and physical, 

emotional, and nonmedical support for pregnant and postpartum persons before, during, and 

after childbirth (the perinatal period) who provides physical, emotional, and nonmedical 
support during miscarriage, stillbirth, and abortion. Defines the “perinatal period” as the 

period including pregnancy, labor, delivery, and the postpartum period. 
 

33) Entitles any Medi-Cal beneficiary who is pregnant as of July 1, 2023, to full-spectrum doula 

care provided by a doula or a community-based doula group.  
 

34) Requires, for a pregnancy that is carried to term, a pregnant person to be eligible for at least 
four appointments during the prenatal period, continuous support during labor and delivery, 
and at least eight appointments during the postpartum period. 

 
35) Defines “postpartum” to mean the one-year period following the end of a pregnancy. 
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36) Requires doula care to be available to any Medi-Cal beneficiary without prior authorization 
or cost-sharing. 

 
37) Requires DHCS to develop multiple payment and billing options for doula care. Requires 

DHCS to ensure all of the following: 

 
a) Any doula and community-based doula group providing services to Medi-Cal 

beneficiaries is guaranteed payment within 30 days of submitting a claim for 
reimbursement; and, 

b) An individual doula is able to obtain a National Provider Identifier number and be 

directly reimbursed by DHCS. Requires a contracting community-based doula group to 
provide DHCS with doula salaries for purposes of this bill. 

 
38) Requires a community-based doula group to be able to obtain reimbursement for any doula 

working as part of their group. Requires DHCS, if a community-based doula group employs 

doulas on a salaried basis, to determine appropriate reimbursement rates based on the salaries 
provided and not on a per-client or per-service basis. 

 
39) Requires doulas to be paid for full-spectrum doula care. 

 

40) Requires DHCS and Medi-Cal managed care (MCMC) plans, in setting reimbursement rates 
for doula care, to take into consideration all of the following: 

 
a) The rate for any paid, community-based doula pilot programs serving the Medi-Cal 

population in the prior five years; 

b) The cost of living in the county; and, 
c) The sustainable living wage, as calculated in the county. 

 
41) Requires the presence at a stillbirth to be reimbursed at the same rate as presence at a labor 

and delivery resulting in a live birth. Requires postpartum services to also be covered for a 

stillbirth. 
 

42) Requires there be a separate reimbursement for presence during miscarriage or abortion. 
 

43) Requires DHCS and MCMC plans to separately reimburse for each prenatal and postpartum 

appointment. Requires a separate reimbursement for administrative costs, including travel 
costs. 

 
44) Requires DHCS to make efforts to revisit the reimbursement rate as necessary to account for 

inflation, cost of living adjustments, and other factors. 

 
45) Requires DHCS to establish a centralized registry listing any doula who is available to take 

on new clients.  
 

46) Requires the registry to align with existing Medi-Cal provider directory requirements. 

 
47) Requires the registry to be searchable by MCMC plan, geographical area, race and ethnicity 

of the doula, languages spoken by the doula, and any relevant specializations, including 
adolescents, homeless, substance use disorder, or refugee or immigrant populations. 
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48) Requires each MCMC plan in each county to provide information about the availability of 
doula care in their materials and notices on reproductive and sexual health, family planning, 

pregnancy, and prenatal care.  
 

49) Requires a MCMC plan to inform all pregnant and postpartum enrollees at each prenatal and 

postpartum appointment about the availability of doula care, the benefits of doula care, that 
doula care is available in addition to other prenatal and postpartum care, and how to obtain a 

doula. 
 

50) Requires the information included on the registry to be accessible by internet website, an 

application on a smartphone, paper, and telephone. 
 

51) Requires DHCS to convene a doula advisory board (board), and requires the board to decide 
on a list of core competencies required for doulas who are authorized by DHCS to be 
reimbursed under the Medi-Cal program. Defines “core competencies” as the foundational 

and essential knowledge, skills, and abilities required for doulas serving Medi-Cal 
beneficiaries. 

 
52) Require the board to reconvene, as deemed necessary by DHCS, at regular intervals, but no 

less than once every five years. 

 
53) Requires core competencies to include, at a minimum, a demonstration of competency, 

through training or attestation of equivalency or lived experience, in all of the following 
areas: 
 

a) Understanding of basic anatomy and physiology as related to pregnancy, the childbearing 
process, the postpartum period, breast milk feeding, and breast-feeding or chest-feeding. 

b) Capacity to employ different strategies for providing emotional support, education, and 
resources during the perinatal period; 

c) Knowledge of and ability to assist families with utilizing a wide variety of nonclinical 

labor coping strategies; 
d) Strategies to foster effective communication between clients, their families, support 

services, and health care providers; 
e) Awareness of integrative health care systems and various specialties of care that a doula 

can provide information for in order to address client needs beyond the scope of the 

doula; 
f) Knowledge of community-based, state-funded and federally funded, and clinical 

resources available to the client for any need outside the doula’s scope of practice. 
g) Knowledge of strategies for supporting breast-feeding or chest-feeding, breast milk 

feeding, and lactation; and, 

h) Knowledge of scientifically-based disease prevention strategies for the client and child, 
including, but not limited to, screenings and vaccinations consistent with 

recommendations by the American College of Obstetricians and the Periodicity Schedule 
developed by the American Academy of Pediatrics and the Bright Futures initiative. 
 

54) Requires at least two-thirds of the membership of the board to be composed of practicing 
doulas who are providing doula care to Medi-Cal beneficiaries. Requires at least two-thirds 

of the practicing doulas on the board to be from communities experiencing the highest 
burden of birth disparities in the state, including doulas who are low income, doulas of color, 
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doulas from and working in rural communities, and doulas who speak a language other than 
English. Requires the board to include at least one obstetrician-gynecologist. 

 
55) Requires a doula, in order to be authorized by DHCS to be reimbursed under the Medi-Cal 

program, to provide documentation that they have met the core competencies specified by the 

board.  
 

56) Permits the board to create alternative ways to meet the core competencies, such as by 
providing documentation of certification through another doula certification program that 
meets the required core competencies.  

 
57) Requires a doula who has met the core competencies set by the board to receive a certificate 

of completion. 
 

58) Requires DHCS to seek to work with outside entities, such as foundations or nonprofits, to 

make trainings available at no cost that meet the core competencies to people who wish to 
become doulas who are from communities experiencing the highest-burden of birth 

disparities in the state, including people who are low income, people of color, people from 
and working in rural communities, and people who speak a language other than English, who 
wish to become doulas. Requires these trainings to be available in a manner that makes them 

accessible to these populations. 

CalWORKs and Momnibus Pilot Program 

59) Makes various changes to the CalWORKS Program with respect to benefits for pregnant 
individuals including: 
 

a) Increasing the pregnancy supplement from $47 to $82 per month, and providing a cost of 
living adjustment; 

b) Allowing families without children to receive aid as soon as a pregnant person applies, 
rather than waiting for verification of the pregnancy and waiting till the six months prior 
to the birth of the baby; 

c) Removing the requirement that pregnant people either work or participate in welfare-to-
work activities, unless they have a medical verification that they cannot. Makes all 

pregnant people eligible for a welfare-to-work exemption; 
d) Providing more assistance to families with a pregnant person facing homelessness.  

Currently, temporary housing assistance is limited to 16 days and there is a one-time 

every 12 months limit on payments for permanent housing assistance.   
e) Deletes the following: i) caps for households with a pregnant person, currently, 

temporary housing assistance is limited to 16 days; and; ii) the one-time a year limit on 
payments for permanent housing assistance.   
 

60) Establishes the Momnibus Pilot as a three-year program, to be administered by counties that 
choose to participate, to test the capacity of the CalWORKs program to serve as a 

distribution point for monthly guaranteed income payments to pregnant people and parents or 
relative caretakers of a child less than 24 months of age, with the goal of reducing prenatal 
and postnatal death and improving short- and long-term health outcomes. Makes these 

provisions subject to an appropriation in the annual Budget Act. 
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(These provisions will be analyzed in depth by the Assembly Human Services Committee.) 

Findings and declarations 

61) Finds and declares the following: 
 
a) The United States has the highest rates of maternal mortality among higher income 

countries. There are an estimated 700 deaths per year in the United States that are 
pregnancy-related, with about three in five deaths deemed preventable; 

b) The United States has an infant mortality rate that is higher than most higher income 
countries. Currently, the United States is ranked 33 out of 36 countries belonging to the 
Organization for Economic Cooperation and Development (OECD), with an average of 

5.7 deaths per 1,000 live births; 
c) California’s Native American infant mortality rate is 11.7 deaths per 1,000 live births, 

followed by Black infants at 8.7 deaths per 1,000 live births, which is far above the 
state’s average of 4.2 deaths per 1,000 live birth; 

d) In areas like Fresno, the disparities are even greater, with the infant mortality rate of 

Black infants at 20.3 deaths per 1,000 live births compared to White infants at 5.1 deaths 
per 1,000 live births; 

e) Prematurity is a leading cause of infant mortality and has been linked to lifelong 
conditions, such as behavioral development issues, learning difficulties, and chronic 
disease; 

f) Racism and racial bias in health care contribute to both the national maternal mortality 
and morbidity crisis and infant mortality and morbidity, in particular for pregnant and 

postpartum people and infants who are Black or Native American; 
g) A study looking at over 32 million births in the United States found that cisgender 

women of color, especially Black cisgender women, were more likely to experience 

additional negative birth outcomes from exposure to the effects of climate change, 
including increased temperature and air pollution from fires, which lead to increases in 

still birth and low birth weight, respectively; 
h) In the United States, transgender individuals represent an estimated 0.6% of the 

population. However, there is little research on the pregnancy outcomes in this 

community. In one very small study, the findings suggested that transgender persons are 
at more risk for depression during and after pregnancy; 

i) California has made great progress in the last decade to improve maternity care, and now 
boasts the lowest maternal mortality rate in the country. However, the improvements in 
maternal mortality have not come with a corresponding improvement in the racial 

disparities in maternal health. Black and Native American pregnant and postpartum 
people in California continue to die at higher rates than non-Hispanic White pregnant and 

postpartum people; and,  
j) California is failing pregnant and postpartum people, especially those in some of the 

state’s most vulnerable and marginalized communities. Pregnant and postpartum people 

in California report discrimination and bias in care based on their race, gender, and 
language. This leads to fear and distrust of the institutionalized maternal health care 

system, particularly by people of color. 

EXISTING LAW:   
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1) Establishes DPH to, among other functions, advance the health and well-being of California's 
diverse people and communities. Requires DPH to track data on pregnancy-related deaths, 

including specified health conditions, indirect obstetric deaths, and other maternal disorders 
predominantly related to pregnancy and complications predominantly related to the 
puerperium, and requires this data to be published at least once every three years. Requires 

DPH to develop a plan to identify causes of infant mortality and morbidity in California and 
to study recommendations on the reduction of infant mortality and morbidity in California.  

 
2) Establishes the Board of Registered Nursing (BRN) within the Department of Consumer 

Affairs for the licensure and regulation of the practice of nursing, and requires the BRN to 

issue a certificate to practice nurse-midwifery to a person who, among other qualifications, 
meets educational standards or the equivalent of those educational standards. Enacts the 

Licensed Midwifery Practice Act of 1993, which provides for the licensure of midwives by 
the Medical Board of California. 
 

3) Establishes OSHPD to, among other functions, collect, analyze, and publish data about 
healthcare workforce and health professional training, identify areas of health workforce 

shortages, and provide scholarships, loan repayments, and grants to students, graduates, and 
institutions providing direct patient care in areas of unmet need. Establishes the Health 
Professions Education Foundation (HPEF) within the OSHPD to, among other functions, 

develop criteria for evaluating applicants for various scholarships and loans. Establishes a 
state medical contract program with accredited medical schools, hospitals, and other 

programs and institutions to increase the number of students and residents receiving quality 
education and training in specified primary care specialties and to maximize the delivery of 
primary care and family physician services to underserved areas of the state. 

 
4) Establishes the Medi-Cal program, administered by DHCS, under which low income 

individuals are eligible for medical coverage. 
 

5) Makes adults who are not pregnant, under age 65 and parents with minor children with 

incomes up to 138% of the federal poverty level (FPL) eligible for Medi-Cal, and makes 
children with incomes up to 266% of the FPL eligible for Medi-Cal.   

 
6) Requires DHCS to adopt the federal option provided under the Omnibus Budget 

Reconciliation Act of 1987 (Public Law 100-203) to extend eligibility for medical assistance 

under Medicaid to all pregnant women and infants with family incomes not in excess of 
185% of the FPL. 

 
7) Makes state-funded perinatal services available under the Medi-Cal program to pregnant 

women and state funded medical services to infants up to one year of age in families with 

incomes from 185% to 208% of the FPL.  
 

8) Establishes the MCAP for pregnant women and infants with family incomes between 208% 
and 322% of the FPL.  
 

9) Makes a woman Medi-Cal eligible, to the extent required by federal law, as though she were 
pregnant, for all pregnancy-related and postpartum services for a 60-day period beginning on 

the last day of pregnancy. 
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10) Defines “postpartum services” as those services provided after childbirth, child delivery or 
miscarriage. 

 
11) Extends continued Medi-Cal eligibility to a pregnant individual who is receiving health care 

coverage under the Medi-Cal program or the MCAP program who is diagnosed with a 

maternal mental health condition for a period of one year following the last day of the 
individual’s pregnancy, subject to specified conditions, including that the individual, or a 

designee of the individual, who seeks to extend Medi-Cal program coverage submits a note 
from that individual’s treating health care provider stating that the health care provider has 
diagnosed the individual with a maternal mental health condition within 60 days following 

the last day of the individual’s pregnancy. 
 

12) Extends, at state option on a time-limited basis, Medicaid FFP for services after the end of 
the 60-day postpartum period under the federal American Rescue Plan Act of 2021 (Public 
Law 117-2). 

 
13) Establishes in state law the CalWORKs program to provide cash assistance and other social 

services for low-income families through Temporary Assistance to Needy Families (TANF). 
Under CalWORKs, each county provides assistance through a combination of state, county, 
and federal TANF funds.   

 
14) Prohibits a pregnant person for whom it has been medically verified that the pregnancy 

impairs the person’s ability to be regularly employed or  participate in welfare-to-
work activities or the county has determined that, at that time, participation will not readily 
lead to employment or that a training activity is not appropriate, from being required to 

participate in Welfare to Work. Requires, if a pregnant person is unable to secure this medical 
verification, but is otherwise eligible for an exemption from welfare-to-work requirements, 

including good cause for temporary illness related to the pregnancy, the pregnant person to 
be exempt from participation.   
 

15) Establishes the CalWORKs Home Visiting Program as a voluntary program for the purpose 
of supporting positive health, development, and well-being outcomes for eligible pregnant 

and parenting people, families, and infants born into poverty.   

FISCAL EFFECT: According to the Senate Appropriations Committee, Senate Budget 
Committee estimates the Medi-Cal Costs of this bill to be $9 million annually. Other provisions 

can only be broadly estimated to be in the multi-millions of dollars in cost pressures to the 
General Fund and other possible other sources. 

COMMENTS: 

1) PURPOSE OF THIS BILL.  According to the author, the United States is failing birthing 
people and babies, particularly women and babies of color. More birthing people and babies 

die in this country than in any other high-income countries, and many of these deaths are 
preventable. The author states that this bill takes a comprehensive approach to improve 

outcomes for birthing parents and babies by closing racial disparities in maternal and infant 
death and near-death experiences. It accomplishes this by requiring comprehensive 
investigations into maternal and infant mortality and morbidity, improving data collection 

and research on socio-economic factors that contribute to negative birth outcomes, expanding 
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postpartum health care for parents and babies, and improving access to health options like 
doulas and midwives which have been proven to improve birthing outcomes for women and 

babies of color. 

2) BACKGROUND.  

a) Disparities in maternal morbidity and mortality.  Since 1999, the reported maternal 

mortality data in California shows a persistent three- or four-fold gap between Black 
mothers and mothers from all other racial groups. According to the California Birth 

Equity Collaborative (CBEC), an initiative at Stanford University’s California Maternal 
Quality of Care Collaborative (CMQCC), maternal mortality rates nearly doubled in 
California between 1999 and 2006. Since CMQCC was founded in 2006, California’s 

maternal mortality rate has declined by 55% while the national maternal mortality rate 
has continued to rise. CMQCC developed evidence-based quality improvement 

toolkits for the leading causes of preventable death and complications for mothers and 
infants, including toolkits on: Cardiovascular Disease, Early Elective Delivery, 
Hemorrhage, Maternal Venous Thromboembolism, Preeclampsia, and Supporting 

Vaginal Birth and Reducing Primary Cesareans. To help California hospitals implement 
the evidence-based care presented in the toolkits, CMQCC launched large-scale outreach 

collaboratives. Statewide collaboratives for hemorrhage and preeclampsia were launched 
individually and then a second time together in 2013 to help hospitals implement both 
obstetric hemorrhage and preeclampsia patient safety bundles. Maternal morbidity 

was reduced by 20.8% between 2014 and 2016 among the 126 hospitals participating in 
the California Partnership for Maternal Safety, the joint hemorrhage and preeclampsia 

collaborative. 
 

b) Failure to reduce gaps in maternal deaths. CMQCC’s clinical safety bundles were 

adopted with the expectation that it would reduce the gap in the number of maternal 
deaths among black women, however, the difference in outcomes for black mothers has 

persisted. Data shows that even in the absence of risk factors such as age over 35 years, 
lack of health insurance, inadequate or no prenatal care, and less than high school 
education, the U.S. system of health care is not protecting Black mothers. According to 

CBEC, increasing evidence points to racism within and across multiple levels, and not 
race, as a key cause of these birth disparities. Data also show variations in the quality of 

care and outcomes across hospitals in California highlighting opportunities for advancing 
equity in quality improvement. 
 

In February of 2017, the American Congress of Obstetricians and Gynecologists released 
a statement of Policy on Racial Bias, which notes, “The racial and ethnic disparities in 

women’s health (including higher rates of preterm birth, maternal mortality, and breast, 
cervical, and endometrial cancer deaths among Black women) cannot be reversed without 
addressing racial bias, both implicit and explicit.  We recognize that structural and 

institutional racism contribute to and exacerbate these biases, which further marginalize 
women of color in the health care system.  Without acknowledging the historical context 

from which these disparities grew, and examining these disparities through a lens that 
takes into account race, gender, and class, an equitable health care system that serves all 
women cannot be realized.” 

 
There are indications that the maternal mortality numbers are going back up in California. 
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In Los Angeles County the maternal mortality rate for Black women in 2013 was 58.6 per 
100,000 and in 2017, the numbers were 85.8 per 100,000, showing a significant increase 

in death in a population that only makes up 9.4% of the County population. Similarly, 
infant death rates remain high. According to a March of Dimes report on 2015 to 2017 
data, Black (8.7 per 1000) and Indigenous/Native American (11.7 per 1000) babies die at 

rates almost twice the state’s average (43 per 1000). California has not released any 
statewide data on maternal mortality rates since 2016.   

 

 
According to the Centers for Disease Prevention and Control, about 700 women die each 
year from complications of pregnancy. A pregnancy-related death can happen during 

pregnancy, at delivery, and even up to a year afterward (postpartum). In the United States 
from 2011 to 2015: 

 
i) About 1/3 of deaths (31%) happened during pregnancy; 
ii) About 1/3 (36%) happened at delivery or in the week after; and 

iii) About 1/3 (33%) happened 1 week to 1 year postpartum. 
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Heart disease and stroke caused more than one in three deaths (34%). Other leading 
causes of death included infections and severe bleeding. 

 
Black and American Indian/Alaska Native women were about three times as likely to die 
from a pregnancy-related cause as White women. 

 
 

c) California Pregnancy-Associated Mortality Review (CA-PAMR) and DPH maternal 

morbidity and mortality reporting. CA-PAMR is a statewide maternal mortality 
examination that aims to identify pregnancy-related deaths during pregnancy or within 

one year of the end of pregnancy, their causes, factors that contributed to the death, and 
improvement opportunities in maternity care and support, with the ultimate goal of 

reducing preventable deaths and associated health disparities. CA-PAMR is a 
collaborative effort between DPH’s Division of Maternal, Child and Adolescent Health, 
CMQCC, and the Public Health Institute. Funding comes from the federal Title V 

Maternal Child Health Block Grant. In a review of maternal deaths from 2002-2007, CA-
PAMR found that: 

 
i) Forty-one percent of pregnancy-related obstetric deaths had a good-to-strong chance 

of preventability; 

ii) Cardiovascular disease is the leading cause of pregnancy-related death; 
iii) Racial and ethnic disparities persist, with African-American women continuing to 

experience higher risk of a pregnancy-related death; 
iv) Multiple patient, facility, and health care  provider factors contributed to pregnancy-

related deaths; and, 

v) Case reviews informed public health prevention programs and led to the development 
of maternity care quality improvement strategies, known as California Toolkits to 

Transform Maternity Care. 
 
There is no existing law mandating the uniform review and reporting of maternal deaths 

in California. Currently this is done through a contract between DPH and the CMQCC 
housed at Stanford University, although SB 464 (Mitchell), Chapter 533, Statutes of 

2019, mandated that data on maternal mortality and morbidity be tracked and sent to 
DPH.  
 

d) FIMR.  The National Fetal, Infant, and Child Death Review Program is housed at the 
federal Health Resources and Services Administration. The program supports FIMR and 

child death review (CDR) teams by providing training and technical support; improving 
data collection and developing an integrated web-based case reporting system; improving 
FIMR and CDR Coordination; and development of prevention recommendations and 

translation of data to action at the local, state and national level. Currently, there are 
approximately 1,350 CDR teams and 175 FIMR programs in the United States. 

According to DPH’s website there are currently 16 counties (both rural and urban) that 
participate in California’s FIMR program: Alameda, Contra Costa, Fresno, Humboldt, 
Kern, Los Angeles, Placer, Sacramento, San Bernardino, San Diego, San Francisco, San 

Joaquin, Solano, Sonoma, Ventura, and Yolo County. 
 

According to Alameda’s FIMR program, FIMR collects and presents data from a variety 
of sources regarding the loss of a fetus or infant. The data is presented to providers 
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throughout Alameda County. A review team identifies factors to help decide what 
changes can be made in the community, to individual behavior, and the health care 

system. The team of providers meets twice a year to review specific infant death cases, 
learn more about the causes of early and untimely deaths, and identify gaps in the health 
care system such as access to insurance and care.  

 
e) Certified nurse-midwives (CNMs) and licensed midwives. CNMs are licensed 

registered nurses (RNs) with additional training in the field of obstetrics and certification 
by the American Midwifery Certification Board or an equivalent program. As a result of 
their additional training, they are considered advanced practice RNs. As RNs, CNMs 

have the same scope of practice as non-advanced practice RNs. However, CNMs are also 
specifically authorized to perform midwifery services and attend childbirth. CNMs attend 

to childbirths in many settings, including the home, birth centers, clinics, and hospitals.  
 
Midwifery is a health care profession dealing with maternal care, similar to obstetrics. 

According to the World Health Organization, midwifery includes the care of a person 
during pregnancy, labor, and the postpartum/postnatal period, including care of the 

newborn. Midwifery providers aim to prevent health problems in pregnancy, detect 
abnormal conditions, seek medical assistance when necessary, and provide emergency 
services when medical help is unavailable.  

 
f) HPEF and the State Loan Repayment Program (SLRP).  OSHPD’s SLRP seeks to 

increase the number of primary care physicians, dentists, dental hygienists, physician 
assistants, nurse practitioners, certified nurse midwives, pharmacists, and 
mental/behavioral health providers practicing in federally designated California Health 

Professional Shortage Areas.  The award maximum is $50,000, but the actual amount 
awarded depends on actual student debt. Since 2018, SLRP has awarded $218,400 to 

certified nurse midwives. Two awards each in 2018 and 2020, and three awards in 2019. 
 

g) Extension of duration of Medi-Cal Post-Partum Coverage. Under existing law, Medi-

Cal coverage, through the Medi-Cal program and the MCAP, extends to 322% of the 
FPL. In addition, state law, as enacted by the health budget trailer bill, SB 104 (Senate 

Committee on Budget and Fiscal Review), Chapter 67, Statutes of 2019, provides a state-
only funded extended duration of Medi-Cal and MCAP eligibility for a pregnant 
individual who is diagnosed with a maternal mental health condition for a period of one 

year following the last day of the individual’s pregnancy. During the current public health 
emergency, federal law conditioned an enhanced Medicaid matching rates on states not 

taking negative action to remove individuals from Medicaid eligibility, except for death, 
movement out-of-state, or at the individual’s request. As a result, pregnant individuals are 
not being disenrolled from Medi-Cal coverage. However, the Centers for Medicare & 

Medicaid Services recently informed DHCS that the continuous coverage requirement 
does not apply to the Children's Health Insurance Program (CHIP) funded MCAP 

program.  
 
The American Rescue Plan Act (ARPA) of 2021 gives states a new option to extend 

Medicaid postpartum coverage from 60 days to 12 months by filing a SPA to their 
Medicaid program. Under the new law, the postpartum coverage duration can also be 

lengthened under the CHIP program (MCAP is funded via CHIP). Under ARPA, states 
that elect the new option must provide full Medicaid benefits during pregnancy and the 
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extended postpartum period. Currently, states are permitted to cover a more narrow set of 
pregnancy-related benefits to those who qualify under the pregnancy pathway, although 

most align their benefits with other Medicaid eligibility groups. States that elect this new 
option however would have to provide full Medicaid benefits. The new option authorized 
by ARPA can take effect starting April 1, 2022 and would be available to states for five 

years. While the new option takes effect next year, currently postpartum women covered 
by Medicaid can remain on the program beyond 60 days because of a federal 

maintenance of effort requirement enacted in 2020 that lasts through the COVID public 
health emergency. This bill would implement the option authorized by ARPA. After five 
years, existing state law (which authorizes the extension of coverage post-partum 

coverage for a pregnant person with a maternal mental health condition) would then take 
effect again. 

 
h) May 2021-22 Budget Revision Proposal on doula benefit in Medi-Cal. As part of 

Governor Newsom’s 2021-22 May Budget Revision, DHCS proposes to add doula 

services as a preventive benefit in Medi-Cal. DHCS describes doula services as including 
personal support to pregnant individuals and families throughout pregnancy, labor, and 

the postpartum period, and states that research suggests that the doula benefit can result 
in offsetting savings, due to avoidance of preterm births and cesarean deliveries. The 
May Revision does not assume cost savings; however, DHCS states such savings could 

accrue as reductions in base expenditures materialize over time. The budget includes 
$402,584 total funds ($152,043 General Fund) in fiscal year 2021-22 for the doula 

benefit, implementing January 1, 2022 in both Medi-Cal fee-for-service (FFS) and 
MCMC. DHCS assumes, for purposes of FFS, of the nearly 100,000 births, reimbursed 
by Medi-Cal FFS, 10% of those births will utilize doula services. DHCS estimates the 

cost for doula services per labor at $450, that utilization of the benefit will phase in over 
three years (25% utilization in first year, 50% in the second and full phase-in occurring in 

the third year), and the annual cost for the doula benefit will be $4.4 million. DHCS is not 
proposing to implement this benefit through a change in state law and is instead 
proposing to add the benefit administratively through filing a State Plan Amendment. 

 
3) SUPPORT. The Black Women for Wellness Action Project, California Nurse Midwives 

Association, NARAL-Pro-Choice California, National Health Law Program, Western Center 
on Law and Poverty, and Women’s Foundation California are the cosponsors of this bill, and 
state, although California has reduced the rates of maternal mortality over the past 30 years, 

mortality and morbidity for Black and Indigenous/Native American pregnant people, women, 
and infants remain considerably higher than the state’s average. Research points to structural 

racism, as well as socioeconomic factors contributing to the racial and geographic disparities 
seen in birthing outcomes of people of color. In addition, California is heading towards a 
maternal health crisis, with critical shortages in maternity providers predicted by 2025. 

Currently California has nine counties that do not have a single OBGYN. California only has 
two nurse midwifery programs in the entire state, and only one direct entry midwifery 

program, approved by their respective state licensing boards. It is becoming increasingly 
difficult for these programs to expand the midwifery workforce in California to meet the 
demand in maternity care deserts and low access areas. 

 
4) SUPPORT IF AMENDED. The County Health Executives Association of California 

(CHEAC) support this bill if it is amended.  CHEAC states, this bill proposes to expand 
required fetal and infant mortality review activities conducted by California LHDs, resulting 
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in significant anticipated ongoing costs to LHDs. These anticipated costs also come at a time 
when LHDs continue to respond to the ongoing COVID-19 pandemic and struggle with 

limited public health infrastructure and workforce. While LHDs are committed to providing 
comprehensive and equitable maternal and child health services, including through fetal and 
infant mortality review processes, it is essential that adequate funding is provided to fully 

implement these services.  
 

As such, CHEAC respectfully requests the following amendment to be added to the end of 
Section 123660 of the Health and Safety Code:  

(d) This section shall only be implemented by local health departments upon an 

appropriation by the Legislature for these purposes in the annual Budget Act or another act. 

5) RELATED LEGISLATION.  SB 492 (Hurtado) requires DPH, in tracking pregnancy-

related deaths, to review pertinent records, including, but not limited to, medical or hospital 
records, death certificates, and medical examiner reports, and to collect the specified socio-
economic information about the pregnant person for each death. SB 492 is on the Senate 

inactive file.  

6) PREVIOUS LEGISLATION.   

a) AB 2258 (Reyes) of 2020 would have established a three-year pilot program in Medi-Cal 
for coverage of full-spectrum doula care. AB 2258 was never heard in the Assembly 
Health Committee due to the COVID-19 public health emergency. 

 
b) SB 464 enacted the California Dignity in Pregnancy and Childbirth Act which requires 

hospitals and alternative birth centers or primary care clinics that provide perinatal care to 
implement an implicit bias program for all health care providers involved in perinatal 
care of patients. SB 464 also requires DPH to track data on pregnancy related deaths and 

severe maternal morbidity and, requires death certificates to include additional 
information regarding the pregnancy status of the decedent consistent with the United 

States Standard Certificate of Death. 
 

c) SB 1237 (Dodd), Chapter 88, Statutes of 2020, removes the requirement for a CNM to 

practice midwifery according to standardized procedures or protocols with a physician; 
revises the provisions defining the practice of midwifery; authorizes a CNM to attend 

cases out of a hospital setting; authorizes a CNM to furnish or order drugs or devices in 
accordance with standardized protocols with a physician; requires a CNM to provide 
specified disclosures to a patient; and, establishes new reporting and data collection 

requirements. 
 

d) AB 577 (Eggman), Chapter 776, Statutes of 2019, extends the duration of the 
requirement that health plans and health insurers provide continuity of care for pregnant 
women to up to 12 months from the diagnosis or from the end of pregnancy, whichever 

occurs later, if the woman presents written documentation of being diagnosed with a 
maternal mental health condition from the individual's treating health care provider. 
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7) DOUBLE REFERRAL. This bill is double referred; upon passage in the Committee, this 
bill will be referred to the Assembly Human Services Committee. 

 
REGISTERED SUPPORT / OPPOSITION: 

Support 

Black Women for Wellness Action Project (cosponsor) 
California Nurse Midwives Association (cosponsor)  

NARAL Pro-Choice California (cosponsor) 
National Health Law Program (cosponsor) 
Western Center on Law and Poverty (cosponsor) 

Women’s Foundation California (cosponsor) 
2020 Mom 

Alliance of Californians for Community Empowerment (ACCE) Action 
Anthem Blue Cross (a Subsidiary of Wellpoint, Inc.) 
BirthWork for All 

Black Wellness & Prosperity Center 
Black Women Organized for Political Action (BWOPA) 

Breastfeed LA 
Business & Professional Women of Nevada County 
California Black Health Network 

California Commission on the Status of Women and Girls 
California Department of Insurance 

California Healthy Nail Salon Collaborative 
California Immigrant Policy Center 
California Latinas for Reproductive Justice 

California Pan-ethnic Health Network 
California Physicians Alliance 

California Rural Legal Assistance Foundation 
California WIC Association 
CaliforniaHealth+ Advocates 

Children Now 
Children's Specialty Care Coalition 

Citizens for Choice 
Coalition of California Welfare Rights Organizations 
Community Clinic Association of Los Angeles County (CCALAC) 

Community Health Councils 
Courage California 

Courageous Resistance of the Desert 
Essential Access Health 
First 5 California 

First 5 Fresno County 
Generation Blue 

Having Our Say Coalition 
Health Access California 
LA Best Babies Network 

Los Angeles County 
March of Dimes 
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Maternal and Child Health Access 
Momma Fit Santa Maria 

National Association of Social Workers, California Chapter 
National Council of Jewish Women CA 
Oakland Better Birth Foundation 

Planned Parenthood Affiliates of California 
Public Law Center 

Religious Coalition for Reproductive Choice California 
San Jose; City of 
Santa Barbara Women's Political Committee 

SMV Doula Collective 
The Fresno Center 

The Praxis Project 
The Women’s Foundation of California, Women’s Policy Institute 
Training in Early Abortion for Comprehensive Healthcare 

United Ways of California (UWCA) 
Women's Health Specialists 

Women's Wisdom Art 

Opposition 

None on file. 
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