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SENATE THIRD READING 

SB 65 (Skinner) 

As Amended  September 2, 2021 

Majority vote 

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, subject to an appropriation by the Legislature. Establishes 

the California Pregnancy-Associated Review Committee (CPARC) effective August 1, 2022 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, 

upon appropriation by the Legislature. Requires the Department of Health Care Services to 

convene a workgroup to examine the implementation of the Medi-Cal doula benefit enacted 

pursuant to the Budget Act of 2021. Exempts pregnant persons from the California Work 

Opportunity and Responsibility to Kids program from medical verification and county 

determination requirements. 

Major Provisions 

COMMENTS 

1) 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. 

2) 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 
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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. 

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: 

a) About 1/3 of deaths (31%) happened during pregnancy; 

b) About 1/3 (36%) happened at delivery or in the week after; and, 

c) About 1/3 (33%) happened one week to one year postpartum. 

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. 

3) California Pregnancy-Associated Mortality Review (CA-PAMR) and Department of Public 

Health (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. 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.  

4) 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. 

5) 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 
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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.  

6) 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. 

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

Newsom's 2021-22 May Budget Revision, the Department of Health Care Services (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 (GF)) in fiscal year 2021-22 for the 

doula benefit, implementing January 1, 2022 in both Medi-Cal fee-for-service (FFS) and 

Medi-Cal Managed Care. 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. 

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 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. 
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Arguments in 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 OB/GYN. 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. 

Arguments in 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 local health districts (LHDs), resulting 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.  

Arguments in Opposition 
The Department of Finance is opposed to this bill because it results in significant GF impacts not 

included in the Administration's spending plan. 

FISCAL COMMENTS 

According to the Assembly Appropriations Committee, costs for CPARC, fetal infant mortality 

review, midwifery workforce and other provisions are likely in the tens of millions of dollars 

(General Fund). 

VOTES 

SENATE FLOOR:  31-7-2 
YES:  Allen, Archuleta, Atkins, Becker, Bradford, Caballero, Cortese, Dodd, Durazo, Eggman, 

Glazer, Gonzalez, Hertzberg, Hueso, Hurtado, Kamlager, Laird, Leyva, Limón, McGuire, Min, 

Newman, Pan, Portantino, Roth, Rubio, Skinner, Stern, Umberg, Wieckowski, Wiener 

NO:  Bates, Borgeas, Dahle, Grove, Jones, Melendez, Nielsen 

ABS, ABST OR NV:  Ochoa Bogh, Wilk 

 

ASM HEALTH:  11-2-2 
YES:  Wood, Mayes, Aguiar-Curry, Eduardo Garcia, Burke, Carrillo, Maienschein, McCarty, 

Luz Rivas, Rodriguez, Santiago 

NO:  Bigelow, Flora 
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ABS, ABST OR NV:  Nazarian, Waldron 

 

ASM HUMAN SERVICES:  6-1-1 
YES:  Calderon, Arambula, Bryan, Stone, Villapudua, Ward 

NO:  Davies 

ABS, ABST OR NV:  Choi 

 

ASM APPROPRIATIONS:  12-3-1 
YES:  Lorena Gonzalez, Bryan, Calderon, Carrillo, Chau, Gabriel, Eduardo Garcia, Levine, 

Quirk, Robert Rivas, Akilah Weber, Kalra 

NO:  Bigelow, Megan Dahle, Davies 

ABS, ABST OR NV:  Fong 

 

UPDATED 

VERSION: September 2, 2021 

CONSULTANT:  Lara Flynn / HEALTH / (916) 319-2097   FN: 0001596 




