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CONTEXT

AT A GLANCE
The version of California Assembly Bill (AB) 2258
analyzed by CHBRP would establish a three-year
pilot program in Medi-Cal for coverage of doula
care across 14 specified counties.
1. CHBRP estimates that, in the first year
postmandate, 10.2 million Medi-Cal enrollees
within the 14 specified counties would have
insurance subject to AB 2258.
2. Benefit coverage. Benefit coverage of doula
care would increase from 0% at baseline to
100% postmandate.
3. Utilization. Approximately 20% of the almost
204,000 eligible pregnant women1 who
experienced live birth, abortion, miscarriage, or
stillbirth would use the doula services offered
by the pilot.
4. Expenditures. Total net annual Medi-Cal
expenditures in the 14 pilot counties would
increase by $32,495,448, or 0.08%.
5. Medical effectiveness. The medical
effectiveness review examined the impact of
doulas on a multitude of maternal and neonatal
and infant outcomes. Findings across
outcomes varied.
6. Public health. AB 2258 would produce an
unknown but positive impact on birth
experiences, including improved agency for
pregnant Medi-Cal enrollees, especially among
the racial and ethnic minority populations that
access community-based doula care in the first
year, postmandate.
7. Long-Term Impacts. The reduction in
cesarean deliveries among Medi-Cal managed
care enrollees is unlikely to be reflected in
prospectively set payments in the short-term.
After 2 to 3 years when rates are recalculated,
reductions in caesarian deliveries could be
reflected in the payments made to plans, which
may result in savings to the Medi-Cal program.

CHBRP notes that persons who do not identify as “women”
may also experience pregnancy.

Full spectrum doulas are trained to provide nonclinical
emotional, physical, and educational support to help
women manage pain, fear, fatigue, and uncertainty
throughout their pregnancy and postpartum; doulas do
not provide medical care.2 In addition to supporting
pregnant people, doulas also may support their partners
and families.
Because insurance does not commonly cover doula
services, traditional doulas typically serve higher-income
women due to the associated out-of-pocket costs.
Traditional doulas are trained to provide unconditional,
nonjudgmental support; however, some may lack
cultural and historical understanding of how race,
institutional bias, and social determinants influence birth
outcomes.
In contrast, community-based doulas practice full
spectrum care, but focus on women of color and
underserved pregnant women who face disparities in
care and in maternal and infant outcomes. The
community-based doula practice extends beyond most
traditional doula practices to encompass culturally
congruent, trauma-informed care, which provides
intensive support throughout the perinatal period,
including extensive postpartum visits. Their training
covers ways that social determinants of health affect
pregnancy and birth outcomes. Many community doulas
have shared experience and reside in the communities
they serve.

BILL SUMMARY
Assembly Bill (AB) 2258 would establish a 3-year pilot
program in Medi-Cal for coverage of full-spectrum doula
care. For a pregnancy carried to term, enrollees are
eligible for at least four prenatal appointments,
continuous support during labor and delivery, and at
least eight postpartum appointments during the first year
postpartum. Beginning July 1, 2021, the Department of
Health Care Services (DHCS) shall establish a “fullspectrum” doula care pilot program for all pregnant and
postpartum Medi-Cal enrollees residing in 14 counties,
as specified. Full-spectrum doula care is defined as
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including prenatal and postpartum doula care,
continuous presence during labor and delivery, and
doula support during miscarriage, stillbirth, or abortion.
AB 2258 provides multiple definitions related to doula
care, specifies how reimbursements for doula care are
provided and determined, establishes a state-wide doula
registry, requires notification of availability of doula care
to eligible enrollees, establishes a set of “core
competencies” doulas must possess, and requires a
program evaluation.
CHBRP is unable to determine how many doulas
currently exist in California, how many provide care, and
how many would meet the core competency
requirements specified within AB 2258. CHBRP
assumes the supply of doulas in California would meet
the needs of Medi-Cal enrollees in the 14 specified
counties for the purposes of this analysis.

IMPACTS
Benefit Coverage, Utilization, and Cost
CHBRP estimates that approximately 204,000 female
Medi-Cal beneficiaries aged 15 to 44 years (childbearing
age) who reside in the 14 counties identified by AB 2258
would be eligible for the doula pilot program due to
pregnancy or postpartum status.

Benefit Coverage
Currently, no enrollees in Medi-Cal that would be subject
to AB 2258 have coverage for full-spectrum doula
services as proposed in AB 2258. Postmandate, 100%
of enrollees in the 14 counties would have coverage for
doula care through the pilot program.

Utilization
Due to the lack of benefit coverage, CHBRP concludes
that Medi-Cal is providing no doula services to their
enrollees in the 14 pilot counties, and if any Medi-Cal
enrollees are using doula services they are paying outof-pocket for the service or relying on other community
or hospital programs that are not covered by Medi-Cal.
While CHBRP is aware of some existing doula care pilot
programs, these programs are not available to all
pregnant enrollees and may not be available as of July
1, 2021.
Postmandate, CHBRP estimates approximately 20% of
the almost 204,000 eligible pregnant women who
experience live birth, abortion, miscarriage, or stillbirth
Current as of April 14, 2020

would use the doula services offered by the pilot. As a
result, vaginal deliveries would increase by 3,441
(2.44%), while cesarean deliveries would decrease by
the same number (which represents a 5.84% decrease
because the number of vaginal deliveries exceeds the
number of cesarean deliveries in Medi-Cal).

Expenditures
The prices CHBRP used to calculate the costs
associated with the doula pilot program are based on
external benchmarks and relative costs of equivalent
programs. The rates used by Medi-Cal in each pilot
county could differ substantially, and therefore the costs
of the program estimated by CHBRP may not be
supported by final reimbursement rates and methods
used by DHCS in estimating the expenditures for the
pilot or the long-term actual costs of the pilot program.
CHBRP estimates that each pilot participant would use,
based on the language in AB 2258, four prenatal doula
visits ($120), one labor/delivery attendance or equivalent
service ($360), and eight postpartum doula visits ($240),
for a total all-inclusive rate of $720 on average for each
pilot program participant. Despite the predicted reduction
in cesarean deliveries due to the pilot program, the
blended Medicaid maternity supplemental (kick)
payments used to compensate health plans for labor and
delivery costs will not reduce Medicaid expenditures
enough to offset the costs of administering the program.
AB 2258 would increase total net annual Medi-Cal
expenditures in the 14 pilot counties by $32,495,448, or
0.08%.

Number of Uninsured in California
Because the change in expenditures is limited to the
Medi-Cal program and does not cause increases in
private insurance premiums, CHBRP expects no
measurable change in the number of uninsured persons
due to the enactment of AB 2258.

Medical Effectiveness
The medical effectiveness review summarizes findings
from evidence on the effectiveness of doula care for
pregnant and postpartum persons, including prenatal
and postpartum doula care, continuous presence during
labor and delivery, and doula support during
miscarriage, stillbirth, and abortion. Specifically, this
review assesses the incremental impact of adding doula
care to the standard perinatal care that pregnant women
receive as compared with standard perinatal care alone.
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There is evidence that adjunctive doula care
interventions are more effective than standard perinatal
care alone for decreasing the use of pain medication
(including epidurals) during labor, and increasing the
incidence of spontaneous vaginal delivery.
There is evidence that adjunctive doula care
interventions are not more effective than standard
perinatal care alone for managing severe labor pain,
reducing the use of synthetic oxytocin for labor
augmentation, reducing the incidence of perineal
trauma, managing postpartum depression, promoting
sustained breastfeeding after hospital discharge,
managing pain during surgical abortions or miscarriages,
reducing NICU admissions, and reducing the duration of
hospital stays for infants.
There is inconclusive evidence regarding the
effectiveness of adjunctive doula care interventions as
compared with standard labor care alone for duration of
labor, rates of cesarean delivery, rates of operative
vaginal delivery, breastfeeding initiation, preterm birth,
and low neonatal birth weight.
There is insufficient evidence to assess the effectiveness
of doula care interventions as compared with standard
labor care alone for attendance at childbirth classes,
infant mortality, maternal mortality, and prenatal
depression or anxiety. Please note that absence of
evidence is not evidence of no effect. Maternal and
infant mortality are rare outcomes, and no studies to
date have been of sufficient size to assess the effect of
doula care interventions on mortality.
Finally, there is insufficient evidence to determine
whether adjunctive doula care — delivered at any stage
of pregnancy or postpartum, during labor and delivery, or
for abortion, miscarriage, or stillbirth — is associated
with harms.
CHBRP notes the lack of studies using certified doulas,
and, more specifically, the community doula model, in
the U.S. Medicaid population. The above outcomes with
inconclusive or insufficient evidence outcomes are due
to this lack of studies. The limited and preponderance of
evidence conclusions are based on more studies with
the limitations as noted in the main body of the analysis.

Public Health
In the first year postmandate, CHBRP estimates AB
2258 would:


Decrease disparities in access to doula services
between Medi-Cal (low income) and higher
income pregnant women;
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Increase spontaneous vaginal births by about
3,400 cases (with a commensurate decrease in
cesarean births);
o

Likely reduce disparities between Medi-Cal
beneficiaries’ and privately insured
enrollees’ cesarean birth rates and may
decrease disparities within the Medi-Cal
population among racial/ethnic groups,
specifically for Latina and black Medi-Cal
beneficiaries, who experience the highest
rates of cesarean deliveries in California;



Decrease unwanted/unnecessary pain
medication use during labor by an unknown
quantity; and



Increase maternal satisfaction with the birth
experience.

Due to evidence of no effectiveness of doula services,
CHBRP projects that AB 2258 would not change rates of
severe labor pain, utilization of synthetic oxytocin,
breastfeeding, NICU admission, or prolonged infant
hospital stay.
CHBRP is unable to project a change in rates of
maternal mortality, infant mortality, preterm birth and low
birth weight due to insufficient or inconclusive evidence
of doula services.
The projected decrease in cesarean deliveries would
likely result in some decreased rate of complications
from wound infections, organ damage during surgery,
prolonged healing, and increased risk for future
cesarean deliveries. Infant rates of negative health
outcomes (e.g., asthma, decreased intestinal
microbiome diversity) could also be reduced. CHBRP
also anticipates an unquantified decrease in the use of
pain medication, including epidurals, based on the
evidence reviewed.

Long-Term Impacts
The 14-county pilot program proposed in AB 2258 is
limited to three years without further legislative or
administrative action. If the program is successful based
upon the required evaluation, DHCS would have the
option of expanding the pilot to additional counties and
also continuing to operate the pilot in the existing
counties. If the pilot results in additional doulas obtaining
training, obtaining a National Provider Identification
number, and being added to the registry, additional
supply would be available to provide services to
pregnant women in the state if doula services became
more popular and readily accessible. That could result in
additional women participating (above the estimated
20% participation rate) and additional utilization of
services.
www.chbrp.org
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Despite the cost offsets created by fewer cesarean births
in fee-for-service Medi-Cal, the long-term costs would
increase if utilization increased over time. In the case of
this pilot, the reduction in cesarean deliveries among
Medi-Cal managed care enrollees is unlikely to be
reflected in the prospectively set maternity supplemental
(kick) payments made to plans in the short term.
However, after 2 to 3 years when rates are recalculated,
if the mix of cesarean and vaginal delivery changes due
to the program, it could be reflected in the maternity
supplemental (kick) payments made to plans, which may
result in savings to the Medi-Cal program.
To the extent that (1) the doula supply expands
according to the bill’s criteria, and (2) pregnant Medi-Cal
beneficiaries learn about and engage doula support,
CHBRP projects an unknown, positive public health
impact on some physical and emotional perinatal
outcomes in years 2 and 3 of the pilot program due to
physical, educational, and social supports provided by
community-based doulas. These improvements include
continued reductions in potentially preventable cesarean
deliveries and use of pain medication, including
epidurals. Qualitative evidence also supports the
conclusion that doulas would improve pregnant Medi-Cal
beneficiaries’ birth experiences as well as access to
community and social supports.
In the long term, because Medi-Cal covers
approximately 50% of births in California, the pilot
program established by AB 2258 could begin to reduce
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statewide racial/ethnic and income disparities in
spontaneous vaginal delivery rates and birth
experiences (e.g., undesired pain medication use);
however, the extent of the changes is unknown.

Essential Health Benefits and the
Affordable Care Act
Medi-Cal plans are not subject to the same set of
Essential Health Benefits (EHBs) as nongrandfathered
small group and individual market plans and policies and
are not subject to the requirement to defray costs,
should a benefit exceed EHBs.

At the time of this CHBRP analysis, there is
substantial uncertainty regarding the impact of the
COVID-19 pandemic on premium rates and health
plan enrollment, including how the pandemic will
impact healthcare costs in 2021. Because the
variance of potential outcomes is significant,
CHBRP does not take these effects into account as
any projections at this point would be speculative,
subject to federal and state decisions and guidance
currently being developed and released. In addition,
insurers’, providers’, and consumers’ responses are
uncertain and rapidly evolving to the public health
emergency and market dynamics.
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