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Executive Summary 

Intimate partner violence (IPV) and maternal morbidity and mortality are public health crises in California that 
intersect to disproportionately affect people of color. Experiences of IPV can increase the risk of maternal and 
infant morbidity and mortality; in fact, IPV during pregnancy or immediately postpartum is a leading cause of 
maternal mortality. IPV during pregnancy is also linked to higher rates of depression; fewer prenatal care visits; 
and increased likelihood of stillbirth, preterm delivery, and fetal injury. California policymakers and programs have 
implemented many recent initiatives to address maternal mortality, decrease disparities, and improve birth 
outcomes in the state. However, integrating IPV prevention and intervention services into these initiatives is 
essential to fully address the root causes of high maternal mortality rates. 

This policy brief highlights evidence-informed strategies and opportunities to integrate IPV services into maternal 
health care and capitalize on the opportunities presented by recent maternal health initiatives. This brief presents 
recommendations for preventing and addressing IPV (1) during pregnancy, (2) through postpartum care, and (3) 
through perinatal care delivered by doulas. The Department of Health Care Services (DHCS), managed care plans 
(MCPs), California Department of Public Health (CDPH), California Maternal Quality Care Collaborative (CMQCC), 
health care providers, local health jurisdictions, care coordinators, hospitals, and policymakers should pursue the 
recommendations listed in Table 1 through the strategies summarized in the brief. 

Table 1. High-level recommendations 

Recommendation Actor 

Strategies to prevent and address IPV during pregnancy 

1. Partner with IPV experts to raise awareness among health care providers, care coordinators, 
and local health jurisdictions administering maternal health programs about the prevalence 
and impacts of IPV among pregnant people. 

DHCS, CMQCC, CDPH, 
MCPs 

2. Ensure health care providers receive training to prevent and address IPV among pregnant and 
postpartum people. 

MCPs, DHCS 

3. Equip providers with tools and strategies to offer patients culturally responsive, 
nonjudgmental, and supportive prenatal education about adverse developmental outcomes 
associated with prenatal IPV experiences. 

MCPs 

4. Partner with IPV advocates to safeguard survivor privacy within the Medi-Cal Connect system. DHCS, MCPs, health care 
providers 

5. Encourage MCPs to build partnerships with IPV CBOs to serve as Enhanced Care Management 
(ECM) and Community Supports providers for pregnant and postpartum members who are at 
risk of or experiencing IPV. 

DHCS, MCPs 

6. Partner with IPV advocacy organizations to design and tailor culturally responsive community 
education programs. 

MCPs, health care 
providers 

7. Identify, support, and fund existing multi-sectoral collaboratives working on social drivers of 
health, improved maternal health outcomes, and birth equity, particularly among communities 
of color, to infuse an IPV lens into these efforts. 

DHCS, CDPH, MCPs 

8. Continue to expand and incorporate the nonmedical workforce, including community health 
workers, community health representatives, promotores, and IPV advocates, into maternal 
health programs, and require training on best practices for addressing IPV. 

DHCS, MCPs 

9. Screen all patients for mental health conditions consistently throughout the perinatal period, 
given that previous experience of IPV is a significant risk factor.  

Health care providers 
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Recommendation Actor 

Strategies for incorporating interventions for the postpartum period 

10. Ensure comprehensive postpartum visits address IPV through universal education and 
referrals.  

MCPs 

11. Disrupt the cycle of violence by working with IPV advocacy organizations to train pediatric 
providers on a two-generation IPV intervention approach using a standard curriculum and 
covering IPV services during home visits. 

DHCS, MCPs, pediatricians 

12. Link pregnant and postpartum people experiencing or at risk for IPV to parenting and family 
relationship programs to strengthen connections to community supports and IPV services. 

Health care providers, 
people working in public 
health programs 

13. Promote economic stability for pregnant and postpartum people experiencing or at risk for 
IPV. 

Policymakers 

Strategies to engage doulas to address IPV 

14. Provide economic guidance and support to help doulas become billable providers, receive 
appropriate billable rates, and explore alternative payment options and compensation. 

DHCS, MCPs 

15. Train doulas to address IPV through prenatal and postpartum care. DHCS 
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Introduction 

Intimate partner violence (IPV) has a substantial negative effect on maternal health.i Recent and emerging 
California policies have spurred widespread momentum to address long-standing disparities in maternal health. It 
is essential to act now to imbed IPV prevention and intervention services in maternal health initiatives. The 
purpose of this policy brief is to highlight evidence-informed strategies and opportunities to integrate IPV services 
into maternal health care in California to improve maternal health and birth outcomes and reduce disparities. 

IPV is a pervasive issue in California and across the United States. Two in five women in the United States (41 
percent) and more than one-third (35 percent) of women in California have experienced IPV in their lifetimes.1,2 
From 8 to 37 percent of women have experienced reproductive coercion in their lifetimes,3 which is a specific form 
of IPV that involves exerting power and control over reproduction through interference with contraception and 
pregnancy coercion.4,5,6,7 People of color are at increased risk of experiencing IPV.8 In the United States, 44 percent 
of Black women, 46 percent of American Indian or Alaska Native women, and 54 percent of multiracial women 
have experienced IPV in their lifetimes.9 

Maternal mortality is a parallel public health crisis and has a similarly disproportionate effect on people of color 
and parents with low incomes. From 2018 to 2020, the pregnancy-related mortality ratio in California was three to 
four times higher for Black pregnant people than the ratio for Hispanic/Latinx, Asian/Pacific Islander, and White 
pregnant people. The pregnancy-related mortality ratio for people covered by Medi-Cal, California’s Medicaid 
program, was more than double the ratio for those covered by private insurance.10 

IPV during pregnancy has significant negative consequences on the physical and mental health of pregnant 
people.11 IPV can worsen during pregnancy12 and IPV during pregnancy or immediately postpartum is a leading 
cause of maternal mortality.13,14 Pregnant people are more likely to be murdered during pregnancy or 
immediately postpartum than they are to die from hypertensive disorders, hemorrhage, or sepsis, the three 
leading obstetric causes of maternal mortality.15 People experiencing IPV during pregnancy are more than twice 
as likely to experience depression than those not affected by IPV.11 IPV during pregnancy is associated with many 
negative health impacts for both the pregnant person and the fetus. Pregnant people experiencing IPV are less 
likely to receive adequate prenatal care16 and violence during pregnancy can result in stillbirth, pelvic fracture, 
placental abruption, fetal injury, preterm delivery, or low birth weight.11,12 People who require hospitalization for 
physical violence while they are pregnant are at eight times the risk of fetal death and nearly six times the risk of 
neonatal death.11 

Amid high levels of maternal morbidity and mortality in the state, particularly among people of color, California 
has implemented several initiatives to improve maternal health and reduce health disparities. (Appendix A 
summarizes some of these initiatives.) For example, in January 2023 the state implemented new Medi-Cal benefits, 
such as expanding Medi-Cal coverage to 12 months postpartum and covering doula services. 17,18 California is also 
funding additional education and training for midwives who support people with low- to moderate-risk 
pregnancies with a whole-person approach throughout pregnancy and postpartum.19 The California Department of 
Public Health (CDPH) is currently addressing Black maternal and infant morbidity and mortality through three 
initiatives: the Perinatal Equity Initiative (PEI), Black Infant Health (BIH), and Community Birth Plan (CBP).20  

 

i We acknowledge and respect that pregnant, postpartum, and parenting people have a range of gender identities and do not 
always identify as women or mothers; therefore, this brief uses nongendered language when possible. 
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California’s Department of Health Care Services (DHCS) is implementing efforts to improve maternal health and 
reduce disparities. The DHCS 2022 Comprehensive Quality Strategy’s 50x25 Bold Goals aim to reduce maternity 
care disparities for Black and Native American people by 50 percent and improve maternal depression screening 
by 50 percent by 2025.21 In addition, DHCS began requiring Medi-Cal managed care plans to report on maternal 
health and health equity measures through the Managed Care Accountability Sets (MCAS) for reporting year 
2024.22 In 2023, DHCS began developing its Birthing Care Pathway (BCP), a comprehensive policy and care 
roadmap that aims to reduce maternal morbidity and mortality and address significant racial and ethnic disparities 
in maternal health outcomes among Black, American Indian/Alaska Native, and Pacific Islander individuals. The BCP 
outlines new and ongoing Medi-Cal care delivery, policy, and program initiatives for pregnant and postpartum 
people from conception through 12 months postpartum and aligns them with related Medi-Cal benefit and 
payment strategies. BCP policies focus on improving access to providers, strengthening clinical care and care 
coordination, providing whole-person care, and modernizing how Medi-Cal pays for maternity care. The BCP 
includes opportunities to address and prevent IPV by (1) requiring that Medi-Cal risk assessments include IPV 
screening, (2) addressing health-related social needs of pregnant and postpartum members, and (3) emphasizing 
the importance of trauma-informed care.23  

In October 2023, the Health Resources and Services Administration (HRSA) awarded California $10 million through 
the State Maternal Health Innovation grant, which the California Maternal Quality Care Collaborative (CMQCC) will 
administer. The CMQCC will work with the Office of the Surgeon General, CDPH, and DHCS to convene a Maternal 
Health Steering Committee and Task Force to issue a baseline assessment, develop and implement a strategic plan, 
and fund community-centered interventions to improve perinatal outcomes.24 In January 2025, California received 
$17 million in federal funding to implement the 10-year Centers for Medicare & Medicaid Services (CMS) 
Transforming Maternal Health (TMaH) Model. In synergy with its BCP, DHCS will work with managed care plans 
(MCPs), providers, and community partners to implement this value-based payment and care delivery model that 
aims to improve maternal health outcomes and reduce health care expenditures through a whole-person 
approach to pregnancy, childbirth, and postpartum care.25 

On a national level, in summer 2023 the federal government released the landmark U.S. National Plan to End 
Gender-Based Violence, presenting a comprehensive approach to prevent and respond to sexual violence, IPV, 
stalking, and other forms of gender-based violence.26 Maternal–infant health and efforts to confront structural 
racism that contributes to health disparities in maternal morbidity and mortality are also high priorities on national 
and state policy agendas (see Appendix A).27,28,29 

Given the significant impact of IPV on maternal health, the current California and federal policy momentum to 
address long-standing disparities in maternal health offers a synergistic opportunity to integrate IPV within the 
maternal health initiatives mentioned earlier and others and thereby advance health equity. Mathematica 
conducted a targeted evidence review and key informant interviews to identify evidence-informed strategies to 
address and prevent IPV that promote maternal and infant health, advance equity, and improve quality of care. 
(Appendix B describes our approach). 

This brief presents recommendations for preventing and addressing IPV (1) during pregnancy, (2) through 
postpartum care, and (3) through perinatal care delivered by doulas. We explain the evidence supporting each 
approach and highlight the actors (such as MCPs, DHCS, and CDPH) that can implement each recommendation.  

https://www.cms.gov/priorities/innovation/innovation-models/transforming-maternal-health-tmah-model
https://www.cms.gov/priorities/innovation/innovation-models/transforming-maternal-health-tmah-model
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Evidence-Informed Recommendations and Implementation Strategies 

I. Strategies to prevent and address IPV during pregnancy 

Pregnancy can often be an especially risky period for IPV; many pregnant people report their experience of abuse 
started or intensified when they became pregnant.12 IPV during pregnancy can jeopardize both maternal and 
infant health. We offer the following recommendations to support a coordinated, trauma-informed,ii and survivor-
centerediii response to IPV. 

Recommendation 1. Partner with IPV experts to raise awareness among health care providers,iv care 
coordinators,v and local health jurisdictions administering maternal health programs about the prevalence and 
impacts of IPV among pregnant people. [DHCS, CMQCC, CDPH, and MCPs] 

DHCS, CDPH, and MCPs should partner with IPV advocates and organizations that can provide the expertise to craft 
trauma-informed, survivor-centered, and culturally and linguistically sensitive educational campaigns and 
messages. 

• Strategy 1.1. Continue and expand opportunities for maternal health services and programs to connect with 
IPV advocates and organizations through the BCP work. [DHCS] Throughout the BCP’s implementation and 
ongoing development, DHCS must continue and expand collaborations with IPV advocates to incorporate 
survivor-centered perspectives. While the policies DHCS is pursuing and exploring through the BCP have 
potential to address IPV, strong representation from the survivor community is essential to ensure sensitivity 
and safety as efforts progress.  

• Strategy 1.2. Include IPV experts, such as Futures Without Violence, the California Partnership to End 
Domestic Violence, and other IPV service organizations, as part of the CMQCC Maternal Health Steering 
Committee and Maternal Health Task Force. [CMQCC, DHCS, and CDPH] The Maternal Health Task Force will be 
multidisciplinary and diverse (see Introduction).24 Futures Without Violence,vi the California Partnership to End 
Domestic Violence,vii and other IPV organizations can provide essential expertise on how to address the impacts 
of IPV in maternal health to achieve the Task Forces’ goals of improving perinatal outcomes. 

 

ii Trauma-informed approaches deliver care with an understanding of the vulnerabilities and experiences of trauma survivors, 
including the prevalence and physical, social, and emotional impacts of trauma. Elements of trauma-informed care include 
awareness of the effects of trauma on survivors; physical and emotional safety for survivors; trustworthiness in processes and 
relationships; empowerment in decision-making processes; and inclusiveness for all, including people from historically 
marginalized groups and people with disabilities. Adapted from the Office for Victims of Crime and the National Network to End 
Domestic Violence.  
iii A survivor-centered approach creates a supportive environment, ensures safety and dignity to promote a survivor’s recovery, 
and reinforces the survivor’s capacity to make decisions. Adapted from USAID. 
iv In this brief, health care provider refers to physicians, obstetricians, nurses or midwives.  
v In this brief, care coordinators include community health workers, promotores, community health representatives, social 
workers, and patient navigators. 
vi Futures Without Violence trains medical professionals to respond to IPV and works with advocates and policymakers to 
educate and build sustainable community leadership around violence prevention.  
vii The California Partnership to End Domestic Violence is California’s recognized domestic violence coalition and represents 
more than 1,000 survivors, advocates, and organizations across the state.  

https://www.futureswithoutviolence.org/
https://www.cpedv.org/who-we-are
https://www.cpedv.org/who-we-are
https://www.ovcttac.gov/taskforceguide/eguide/4-supporting-victims/41-using-a-trauma-informed-approach/
https://nnedv.org/spotlight_on/understanding-importance-trauma-informed-care/
https://nnedv.org/spotlight_on/understanding-importance-trauma-informed-care/
https://pdf.usaid.gov/pdf_docs/PA00TMNM.pdf
https://www.futureswithoutviolence.org/
https://www.cpedv.org/who-we-are
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• Strategy 1.3. Help health care providers understand the impacts of IPV and the opportunity to improve key 
outcomes and advance health equity by addressing IPV. [MCPs] IPV increases the risk for pregnancy 
complications and poor maternal health outcomes. Health care providers can fill a critical role in reducing 
violence and the adverse health burdens associated with IPV with early detection and treatment of IPV. DHCS 
incentivizes MCPs to narrow health disparities and improve maternal and birth outcomes, including through 
specific quality and performance measures that are linked to compensation in value-based care in MCP 
contracts. As Table 2 illustrates, IPV impacts many risks and health conditions that MCPs and health care 
providers report on through the MCAS. MCPs should engage IPV experts and consult evidence-informed 
resources to provide this education and support to their providers. MCPs can use the California Partnership to 
End Domestic Violence’s resource list as a starting place to identify IPV experts and resources in their 
communities.30 

Table 2. Crosswalk of Managed Care Accountability Set measures with IPV-associated risks 

Relevant MCAS measures22 IPV-associated risks 

Prenatal and Postpartum Care: 
Postpartum Care* 

IPV during pregnancy or immediately postpartum is a leading cause of maternal 
mortality. Black pregnant people are three to seven times more likely than White 
pregnant people to die from pregnancy-associated homicide.13,14  

Prenatal and Postpartum Care: 
Timeliness of Prenatal Care* 

People experiencing IPV before and during pregnancy are more likely to receive 
inadequate prenatal care.16 Those experiencing IPV during pregnancy are two times 
more likely to miss prenatal care visits or initiate prenatal care later than 
recommended compared to people not experiencing IPV.11 

Nulliparous, Term, Singleton, Vertex 
Cesarean Birth Rate 

One recent study found IPV was not associated with an increased risk of cesarean 
delivery, but IPV was associated with increased risk of other adverse obstetric 
outcomes, such as preterm birth and neonatal intensive care unit admission.31 
However, older studies found people who experienced IPV had a higher rate of 
cesarean delivery.32 

Prenatal Depression Screening and 
Follow Up/Postpartum Depression 
Screening and Follow-Up 

Experiencing IPV during pregnancy is associated with high depression rates during 
pregnancy and postpartum; people experiencing IPV during pregnancy are 2.5 times 
more likely to experience depression.11 

Well-Child Visits for the First 30 
Months of Life—0 to 15 months 

Children of people experiencing IPV are less likely to receive the recommended 
number of well-child visits within their first year of life. In addition, children of people 
experiencing IPV are less likely to have a regular site for well-child care or primary 
pediatric provider.33 

Note: DHCS identified the measures indicated with an asterisk (*) for stratification by race and ethnicity. 

Recommendation 2. Ensure health care providers receive training to prevent and address IPV among pregnant 
and postpartum people. [MCPs, DHCS] 

People affected by IPV are likely to interact with health care providers (for example, nurses, physicians, or 
midwives), making this a critical opportunity to offer universal education, assessment, and response to IPV, even 
for those who do not disclose violence (see the following CUES description). Training health care providers on how 
to offer prevention education and response to IPV is an important intervention to improve providers’ knowledge 
and self-perceived readiness to respond to IPV, and subsequently the care and health outcomes for IPV survivors. 
IPV advocacy organizations are well positioned to help health providers respond to IPV. MCPs should partner with 
IPV experts to offer trainings and continuing education. Universal education can prevent and assess for IPV and 
offer harm-reduction strategies and tailored care plans, including support getting to health care appointments or 
managing care if an abusive partner is interfering. Making warm referrals to local IPV programs can help mitigate 

https://www.cpedv.org/national-and-state-links
https://www.cpedv.org/national-and-state-links
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the impact of these poor outcomes. Universal education is a best practice and, if combined with screening, can 
encompass a range of IPV experiences. The universal education approach centers equity and focuses on treating 
patients with respect by giving them key information about healthy and unhealthy relationships and where to get 
supports without requiring disclosure first.34,viii 

• Strategy 2.1. Adopt and provide training to health care 
providers on confidentiality, universal education, 
empowerment, and support (CUES). [MCPs] Despite 
implementation of the 2012 American College of Obstetricians 
and Gynecologists (ACOG) recommendation to screen for IPV 
during pregnancy and postpartum and the United States 
Preventive Services Task Force recommendation to screen 
women of reproductive age for IPV and provide or refer 
individuals who screen positive to support services,35,36 

screening rates remain low, with slightly more than one-quarter 
of pregnant people being screened during pregnancy.37 Many survivors do not disclose their experiences of IPV 
or delay disclosure; some survivors are more likely to disclose their experiences of IPV with friends or family 
members than formally report to health care providers. Fear of judgment, shame, worries about data privacy 
issues, and concerns about child welfare involvement make disclosure challenging, and the disclosure itself can 
amplify a survivor’s immediate risk of harm; thus, rates of disclosure in health care settings are much lower than 
the known prevalence of IPV.38,39 Therefore, screening in isolation is not a sufficient method to address or 
respond to IPV; universal education is essential, whether in combination with or in place of screening. In 
addition to universal education, MCPs can support health care providers to follow professional association 
guidelines for IPV screening during and after pregnancy by adopting and integrating a validated IPV screening 
tool, endorsed by IPV advocates, into the electronic health record. The US Preventive Services Task Force 
provides a detailed discussion of IPV screening tools.40  

• Strategy 2.2. Augment opportunities for maternal health service providers and programs to partner with IPV 
advocates and organizations. [DHCS, MCPs] Staff and providers will need specialized training to implement BCP 
policies to include IPV screening as part of Medi-Cal risk assessments and to enhance trauma-informed care. 
Throughout the BCP’s implementation, DHCS must continue and expand collaborations with IPV advocates to 
implement survivor-centered policies and further integrate IPV service organizations into the Medi-Cal care 
delivery landscape. Although DHCS BCP workgroups have incorporated diverse perspectives, including pregnant 
and postpartum Medi-Cal members,23 DHCS can expand representation from and encourage MCP and provider 
partnerships with IPV survivors and advocates. As DHCS continues to explore strategic opportunities to increase 
universal education and provider IPV training to improve maternal health through the BCP, partnerships with IPV 
experts will be critical. Connecting clinical services with IPV advocates will strengthen linkages and make these 
connections part of the continuum of care. 

 

viii Advocates are working to reform California’s mandatory reporting law, which requires health care providers to report to local 
law enforcement if they provide medical services to a patient who they suspect may be suffering from a physical injury caused 
by a firearm or assaultive or abusive conduct. 

 
“CUES flips the problem with screening; 
low percentages screen positive for IPV. 
In CUES, 100 percent of people know 
that other people are in complicated 
relationships besides me.” 

— Key informant 

https://ipvhealth.org/health-professionals/educate-providers/
https://jamanetwork.com/journals/jama/fullarticle/2708120
https://www.futureswithoutviolence.org/userfiles/file/HealthCare/mandatory_calif.pdf
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• Strategy 2.3. Support effective trauma-informed care with organizational- and clinical-level policies and 
practices. [MCPs] An effective response to IPV requires a trauma-informed approach, meaning providers and 
staff recognize the impact of current and past trauma on patients’ health and well-being and promote healing in 
a safe and supportive environment. Adopting a trauma-informed approach to care can improve patients’ 
engagement and health outcomes and prevent staff burnout. Organizational practices shift the health care 
setting’s culture to address the potential for trauma in both patients and staff, and trauma-informed clinical 
practices address the impact of trauma on individual patients. 

/ Strategy 2.3.1. Adopt trauma-informed organizational practices that support health and public health 
workforces and enable them to access the services they need to heal from their own experiences of IPV or 
trauma. [MCPs and local health jurisdictions] Health care staff 
and social workers working with survivors often experience their 
own secondary traumatic stress.41,42,43 A key informant 
highlighted the urgent need for better strategies to support 
health and social service providers, stating inadequate support 
for these workforces is “… destroying the people that help the 
people.” The key informant explained, “Thinking about how we 
build in workforce sustainability relative to people being able to hold trauma, how can we build a workforce 
that takes care of its people?” Three evidence-informed strategies to support staff working with patients and 
families in health care and public health include strengths-based attitudes and practices, reflective practice, 
and reflective supervision. For a more in-depth exploration and descriptions of these strategies, see:  

• Strengthening Trauma-Informed Staff Practices44 

• Key Ingredients for Trauma-Informed Care Implementation45  

• Adopting a Trauma-Informed Approach to Improve Patient Care: Foundational Organizational-Level Steps46 

/ Strategy 2.3.2. Strengthen trauma-informed clinical practices by training health providers and nonclinical 
staff to recognize trauma and healing as universal experiences and create a safe, supportive, and 
nonjudgmental setting for patients, including pregnant people with experiences of IPV. [MCP] Incorporating 
an IPV and trauma-informed approach recognizes the ways in which IPV can influence survivors’ symptoms 
and presentations, their experience of clinical interactions, and their responses to treatment. Clinical 
survivor-centered approaches prioritize survivors’ voices and autonomy to disclose IPV in their own time and 
access resources through a variety of channels to match their readiness and self-defined needs.47 Trainings 
should equip providers to guide discussions that help shape birthing plans to maximize the patient’s agency 
and comfort, consider partner interference, avoid retraumatization, and enhance the likelihood the patient 
will engage in preventive care during and after pregnancy.48,49 

• Strategy 2.4. Ensure health care providers and care coordinators 
receive training and partner with IPV advocates to provide 
adaptable and culturally, linguistically, and contextually specific 
safety planning. [MCPs] Safety plans can include strategies to help 
patients to be safer if leaving the abusive partner is not feasible. 
Health care providers should offer supportive care regardless of a 
survivor’s readiness to leave an abusive relationship. Health care 

 
“It’s hard to hear hard stories… how 
can we build a workforce that takes 
care of its people?” 

— Key informant 

 

 
“When you are in a violent relationship 
your needs are not about the health care 
but about your safety.” 

— Key informant 

https://eclkc.ohs.acf.hhs.gov/sites/default/files/pdf/utha-trauma-brief-05-strengthening-trauma-informed-staff.pdf
https://www.samhsa.gov/sites/default/files/programs_campaigns/childrens_mental_health/atc-whitepaper-040616.pdf
https://bettercareplaybook.org/plays/adopting-trauma-informed-approach-improve-patient-care-foundational-organizational-level
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providers do not have to navigate safety planning on their own; they can partner with IPV organizations to offer 
safety planning to help survivors prepare to navigate dangerous situations in the safest way possible. Table 3 
lists key components of safety planning.50 Safety planning must also address culturally specific needs and 
histories: for example, recognize the violence inherent in threatening to remove children from their homes, 
especially in Native communities, and that fear might prevent a survivor from disclosing they need help. For 
some, focusing on staying in the relationship more safely might be more appropriate than leaving a tight-knit 
community that provides support and healing in other ways.  

Table 3. Effective safety planning components 

Effective safety planning components 

• Center empowerment and advocacy 

• Address individual strengths and needs 

• Educate individuals about IPV 

• Elevate parenting strategies that support child well-being 
postpartum 

• Identify threats 

• Link to resources 

• Provide behavioral health support as needed 

• Include follow-up safety and wellness checks 

Recommendation 3. Equip providers with tools and strategies to offer patients culturally responsive, 
nonjudgmental, and supportive prenatal education about adverse developmental outcomes associated with 
prenatal IPV experiences. [MCPs] 

MCPs can work with IPV experts to identify and 
share empowering educational resources 
appropriate for their patient populations, such as 
those related to adverse developmental outcomes 
associated with prenatal IPV exposure. MCPs can 
share these resources directly with their subscribers 
and serve as primary prevention for high-risk 
patients (for example, those with lower prenatal 
care visits and/or prenatal substance use). See 
Words Matter for best practices for empowering 
and humanizing strategies for providers.54 

• Strategy 3.1. Orient providers to existing tools to 
support maternal and infant health and safety. 
[MCPs] Examples of evidence-based educational 
resources include Connected Parents, Connected 
Kids and Text4baby. See Exhibit 1 for details. 

Recommendation 4. Partner with IPV Advocates to 
Safeguard Survivor Privacy within the Medi-Cal 
Connect System. [DHCS, MCPs, health care 
providers]  

In 2024, DHCS began rolling out Medi-Cal Connect, a 
statewide data sharing software where Medi-Cal 
members, DHCS, health plans, state partners and 
agencies, health care delivery partners, local 

Exhibit 1. Tools that can help protect pregnant 
people and their children.  

• Connected Parents, Connected Kids is a tool that home 
visitors, perinatal health care providers, and other child-
serving professionals can distribute to patients during 
universal education. The safety card outlines questions 
survivors can ask themselves about their relationships, 
birth control use, and parenting, while offering 
supportive messages and referrals to national support 
services for help. This tool also prompts providers with 
quick phrases to improve discussions with survivors 
about the impact of IPV on their parenting and children 
and offers strategies to support their children and other 
parents who might be experiencing IPV.51 

• Text4baby is a free mobile application and information 
service designed to promote maternal and infant health 
through text messaging, from pregnancy until a baby’s 
first birthday. Messages from health care professionals 
address topics such as prenatal care, signs and 
symptoms of labor, urgent alerts, breastfeeding, 
nutrition, exercise, oral health, immunizations, 
developmental milestones, safe sleep, family violence, 
injury prevention, mental health, and substance abuse.52 
Text4baby’s ongoing evaluation efforts indicate the 
service supports increased knowledge and increases the 
likelihood participants will access health care services 
and speak with their providers about specific topics.53 

https://www.chcs.org/media/Words-Matter-Strategies-to-Reduce-Bias-in-Electronic-Health-Records_102022.pdf
https://www.dhcs.ca.gov/CalAIM/Documents/What-is-Medi-Cal-Connect.pdf
https://www.futureswithoutviolence.org/CPCK-Online-Safety-Card
https://text4baby.org/
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business partners, and Tribal/Urban Indian Organizations can access aggregated Medi-Cal member data on health 
care utilization, social services, public health, behavioral health, and demographic and socioeconomic variables.55 
Authorized agencies and providers can use Medi-Cal Connect to evaluate the full scope of what services members 
are receiving, identify gaps in care, and connect members to necessary supports, including services provided by 
connected community-based organizations (CBOs).56 In late 2026, Medi-Cal members will be able to access Medi-
Cal Connect to review their benefits and enrollment status and review eligibility for additional Medi-Cal programs. 
While this has great potential to link survivors with the services they need, there are also strong concerns over the 
confidentiality of the data, who has access to the data, and how survivors can control their data. Before 
implementation, DHCS must partner with IPV advocacy organizations to implement strong privacy and security 
measures unique to ensuring IPV survivor safety. 

• Strategy 4.1. Safeguard survivor privacy and safety when documenting and sharing IPV risk data and when 
making referrals through Medi-Cal Connect. [DHCS, MCPs, health care providers] For IPV survivors, there is a 
serious concern about how information is shared and with whom, and there can be serious negative 
consequences, such as harmful retaliation from their partner if they discover abuse has been disclosed. As 
Medi-Cal Connect allows for greater data interoperability, DHCS must account for the increased likelihood of 
entities inadvertently sharing private IPV data or that unauthorized users can access confidential health data. 
Prior to Medi-Cal Connect’s implementation, DHCS should collaborate with survivors and IPV advocacy 
organizations to determine the precautions and design protocols necessary to ensure survivors’ 
confidentiality, privacy needs and protect safety. An important part of this is ensuring that patients provide 
informed consent that they know how and when their information would be accessed. Survivors and IPV 
advocacy organizations are intimately familiar with survivors’ complex privacy and confidentiality needs and 
can offer state agencies invaluable insight to ensure that referral processes are survivor centered and 
information is kept confidential. DHCS should also require entities with Medi-Cal Connect access to receive 
training on IPV-specific confidentiality procedures, to protect IPV and other sensitive data behind a firewall, 
and to limit access to IPV data. For IPV organizations that receive Medi-Cal Connect access, MCPs should 
provide technical assistance resources and additional funding to change IPV service organizations’ preferred 
practices for receiving referrals. IPV organizations typically accept referrals by phone call, which does not 
require submitting patient details electronically.  

Recommendation 5. Encourage MCPs to build partnerships with IPV CBOs to serve as Enhanced Care 
Management (ECM) and Community Supports providers for pregnant and postpartum members who are at risk 
of or experiencing IPV. [DHCS, MCPs] ECM is a statewide Medi-Cal benefit where members with complex needs 
receive comprehensive care management, including connections to medical and social services. To receive ECM 
services, members must fall into one of nine Populations of Focus, such as the Birth Equity Population of Focus, 
which includes pregnant or postpartum beneficiaries who are subject to racial or ethnic disparities. MCPs are 
required to contract with providers specializing in care for the Birth Equity Population of Focus such as doulas, 
midwives, substance-use disorder specialists, housing navigators, and others who provide Community Supports to 
members.57 MCPs should contract with IPV CBOs to provide ECM services and Community Supports to pregnant 
and postpartum members who are at risk of or experiencing IPV, as these organizations have valuable expertise in 
how to care for these members.23 To encourage partnerships between MCPs and IPV CBOs, DHCS should establish 
enforceable network adequacy parameters for MCP service provision, perform outreach to potential ECM 
providers, and provide technical assistance (TA) as providers navigate the MCP contracting space. 

https://www.dhcs.ca.gov/CalAIM/ECM/Documents/ECM-Policy-Guide.pdf
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• Strategy 5.1. Provide TA to IPV CBOs becoming ECM providers. [DHCS] Many CBOs becoming ECM providers 
have never contracted with MCPs or provided Medi-Cal services before, presenting challenges with billing, 
contracting, and ECM implementation. As IPV CBOs build partnerships with MCPs, DHCS should perform 
outreach to connect new providers to TA resources through the Providing Access and Transforming Health 
(PATH) TA Marketplace, an online resource of trainings and best practice models for ECM. Training modules on 
the PATH TA Marketplace are developed by successful ECM providers, showcasing successful implementation 
strategies and information.58 As MCPs contract with IPV CBOs, DHCS should identify example partnerships and 
reach out to providers to develop additional trainings specific to IPV services.  

Recommendation 6. Partner with IPV advocacy organizations to design and tailor culturally responsive 
community education programs. [MCPs and health care providers] 

MCPs and health care providers should recognize the role extended families and communities play in birthing 
plans in various cultures, and partner with IPV advocacy organizations to offer culturally responsive supportive 
resources to pregnant peoples’ chosen extended networks. MCPs and health providers could make educational 
resources available in the following ways: in-person trainings or community presentations, free webinars, 
information on the MCP website, print or electronic newsletters, hard-copy resource packets, or resource cards 
displayed throughout health care settings. It is important that information is culturally appropriate and available in 
a variety of languages. One key informant explained, “Often in a western worldview, it’s just the pregnant person 
and their provider; but within American Indian communities it can be a person supported by a whole network, and 
that whole network needs to be supported with the same kind of education because they are so critical (especially 
in after-birth care).” The key informant concluded, “Responsibility and burden cannot be held exclusively on the 
pregnant person; they are already experiencing so much burden and stress that we should be surrounding them in 
a community that is equipped with all the information they need.” This education could better position extended 
family and community networks with the resources they need to be strong supports for maternal and infant health 
and safety. 

• Strategy 6.1. Refer patients to culturally responsive community-centered supports. [MCPs and health care 
providers] One key informant underscored the importance of providing services in nonmedical settings, 
explaining “We’re really interested in community-centered, family-centered supports that are out of the medical 
model, because of the harm associated with it,” referencing the harm caused by centuries of racist structural 
designs, implicit bias, and discriminatory behaviors that have permeated the health care system and lifting up 
the role health care providers and programs can play in connecting survivors to community-centered supports. 
MCPs could support these efforts by joining work groups or steering committees, sponsoring local education and 
outreach activities, or spotlighting these efforts in provider and member newsletters. 

https://www.ca-path.com/ta-marketplace
https://www.ca-path.com/ta-marketplace
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Recommendation 7. Identify, support, and fund existing multi-sectoral collaboratives working on social drivers 
of health, improved maternal health outcomes, and birth equity, particularly among communities of color, to 
infuse an IPV lens into these efforts. [DHCS, CDPH, and MCPs] 

With the growing recognition of the interplay of social conditions as risks or protective factors, multisectoral 
collaboratives are working to address root causes and provide community-based solutions to confront health 
inequities. Social drivers of health are often linked to risk and impacts of IPV, including poor nutrition, housing 
instability, and lack of transportation as a barrier to accessing health care. Experiencing IPV is associated with an 
increased likelihood that an individual does not have food security, 
transportation, child care, or time off work.16,59,60 One key informant from 
DHCS said, “I think that there is so much to be learned from the good work 
that is done on the public health side and we are trying to be better partners 
and collaborators in looking at the total needs.” Another key informant 
highlighted the need to coordinate and co-locate services to minimize 
barriers to access, explaining, “If you are trying to get all of the perinatal 
support services, even in Oakland you will be driving around all day long and 
what about people with limited transportation. Being pregnant or with a 
newborn getting around is hard; it is a time of restricted mobility and yet we ask people to do all this running 
around.” 

To minimize silos and address these social drivers of health, DHCS, CDPH, and MCPs must first identify linkages and 
encourage collaboration and referral between maternal health programs and IPV services. Drawing on cross-
cutting taskforces could also present an opportunity to coordinate funding for shared goals across agencies and 
organizations. 

• Strategy 7.1. Identify, fund, and link to promising, culturally responsive local multisectoral collaboratives and 
community-based programs addressing risks and promoting 
protective factors to address social drivers of health, 
including IPV. [MCPs and local health jurisdictions] Culturally 
responsive community-based programs that address maternal 
and infant health through social drivers of health are 
important intervention opportunities for IPV. Table 4 
highlights select maternal health programs that address SDOH 
and could incorporate IPV.  

Table 4. Maternal health programs that address SDOH and could incorporate IPV 

Program Details 

African American 
Infant and Maternal 
Mortality 
Prevention Initiative 

The African American Infant and Maternal Mortality (AAIMM) Prevention Initiative in Los Angeles 
County addresses root causes of birth disparities. One of AAIMM’s evidence-based programs is group 
prenatal care that provides culturally specific care. Other programs provide direct services to pregnant 
people to support whole-person care and social support.61 

 
“We are trying to be better 
partners and collaborators 
in looking at the total 
needs.” 

—  Public health informant 

 
MCPs and local health jurisdictions can 
identify and fund existing SDOH 
multisectoral collaboratives using a newly 
released toolkit from the Institute for 
Medicaid Innovation. 

https://www.first5la.org/african-american-infant-and-maternal-mortality-aaimm/#:%7E:text=The%20Los%20Angeles%20County%20African,Black%20families%20in%20L.A.%20County.
https://medicaidinnovation.org/wp-content/uploads/2023/10/IMI-SDOH-Toolkit_Authentic-Partnerships_Sept-2023.pdf
https://medicaidinnovation.org/wp-content/uploads/2023/10/IMI-SDOH-Toolkit_Authentic-Partnerships_Sept-2023.pdf
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Program Details 

Black Infant Health The Black Infant Health (BIH) Program is a group-based intervention focused on improving maternal and 
infant health outcomes by helping Black women and birthing people build resilience, gain social 
support, and improve skills for reducing stress—proven strategies for addressing IPV.62,63 BIH is a group-
based intervention that provides prenatal and postpartum sessions as well as healthy meals, 
transportation, and other supportive services. The program demonstrated improvements in health 
outcomes among Black pregnant people. An evaluation of this program showed significant positive 
changes, including a 60 percent decrease in participants reporting no practical or emotional support 
and a 35 percent decrease in depressive symptoms.64 

Black Mothers 
United 

Black Mothers United offers Black pregnant and postpartum people support and services, including 
doulas, lactation support, health and wellness services such as yoga and mindfulness, and opportunities 
to socialize with other expecting people to share experience in a judgment-free space.64 

Humboldt County 
Better Birthing 

In Humboldt County, Tribal leaders and a local hospital engaged in a community codesign process to 
establish their “Better Birthing” work for Native pregnant people. The community designed solutions to 
address health disparities and implemented culturally responsive birthing care initiatives, such as 
building a more diverse and reflective workforce, increasing the agency of pregnant people, expanding 
the role of Native support systems in birthing environments, and accommodating traditional practices, 
such as waiting to register births until after the blessing and naming ceremony.65 

Partnerships between MCPs and CBOs improve health outcomes, improve quality-of-care metrics, and advance 
MCPs’ economic justice and business enterprise requirements.66 

• Strategy 7.2. Map maternal and public health services offered at the local level to help the broader maternal 
health workforce link pregnant people to whole-person care. [CDPH] Absent a comprehensive understanding 
of maternal health services at the local level, health providers cannot consistently or effectively make 
connections between and across providers. CDPH’s Maternal, Child and Adolescent Health Division and Injury 
and Violence Prevention Branch represent important opportunities for alignment and braiding with health 
systems to prevent IPV and effectively support pregnant survivors with culturally responsive services to meet 
their physical, social, and emotional needs. CDPH should develop and disseminate a comprehensive list of 
maternal public health services sortable by local counties or regions and identify whether or how CDPH violence 
prevention initiatives integrate with local maternal health programs and services. CDPH could then share this 
information with MCPs to enable health care providers, care coordinators, and others involved in maternal 
health care to link to all available services to support maternal health and safety. CDPH should also help ensure 
that this list is kept up to date.  

• Strategy 7.3. Encourage providers to establish a referral process to survivor-centered, culturally and 
linguistically appropriate services. [MCPs] MCPs should make connections with care coordinators, including 
community health workers (CHWs), to support referrals. MCPs can consult available mapped lists of maternal 
health and IPV services from DHCS or CDPH (Strategy 5.2), in combination with 2-1-1,67 to support health care 
providers in establishing strong formalized partnerships with IPV organizations and facilitating a warm referral: a 
supported referral to an IPV organization from a health provider. Ideally, warm referrals involve the provider 
offering a patient access to an onsite IPV advocate. If an advocate is not co-located, the provider should offer 
use of the clinic’s phone to call a local resource. Providers need to understand the scope of the services provided 
by their local IPV organization, such as languages spoken, child care offerings, group sessions, safety planning, 
and other services. If the patient is not ready or comfortable reaching out, the provider should offer the contact 
information for IPV services so the patient can reach out independently.68  

https://www.cdph.ca.gov/Programs/CFH/DMCAH/BIH/Pages/default.aspx
https://blackmothersunited.org/
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Recommendation 8. Continue to expand and incorporate the nonmedical workforce, including CHWs, 
community health representatives (CHRs), promotores, and IPV advocates, into maternal health programs and 
require training on best practices for addressing IPV. [DHCS and MCPs] 

CHWs, CHRs, and promotores, are embedded in communities and are trusted health authorities who can serve as 
an additional intervention point for addressing IPV. CHRs are Indian Health Service–funded CHWs who provide 
culturally specific health care services, promotion, and outreach to tribal communities.69 Promotores provide 
health education and system navigation to their communities. People in these nonmedical roles are uniquely 
positioned to meet the needs of community members experiencing IPV. In 2022, California became the only state 
to specifically extend Medicaid coverage to include CHW services related to IPV and violence prevention,70 
providing additional opportunities to engage CHWs in addressing IPV in maternal health care.  

• Strategy 8.1. Incorporate IPV-trained CHWs, CHRs, and promotores directly into maternal health programs. 
[DHCS and CDPH] CHWs, CHRs, and promotores are trusted community members who leverage their community 
connections and lived experience to improve health care access and outcomes. CHW services address perinatal 
health conditions, sexual and reproductive health, IPV, and violence prevention, among other issues.72 
Mathematica’s companion brief, Using California’s Community Health Worker Initiatives to Address Intimate 
Partner Violence, provides recommendations and strategies for leveraging CHWs and promotores to address and 
prevent IPV.71 CHWs can provide important services to people during pregnancy and postpartum, including 
maternal and infant health education and care coordination. CHW support during pregnancy and postpartum is 
linked with decreased stress levels, decreased depressive symptoms, increased emotional support, increased 
referral follow-through, and increased parental confidence.72 IPV-trained CHWs can provide this support to 
pregnant and postpartum people while simultaneously offering resources on IPV services. 

• Strategy 8.2. Directly hire CHWs or contract with smaller CBOs that employ CHWs. [MCPs] CHWs and 
promotores are currently reimbursable through Medi-Cal.73 Directly employing CHWs, CHRs, and promotores 
through MCPs or contracts with smaller CBOs could increase their professional stability. It would also build trust 
between pregnant people and the health system by incorporating this culturally responsive workforce in health 
institutions.74 This is particularly important when supporting people who have experienced trauma and violence 
and those who have been traumatized by the traditional medical system, such as populations of color. 

• Strategy 8.3. Include information on addressing IPV in required CHW trainings. [DHCS] CHWs must 
demonstrate minimum qualifications through a (1) certificate pathway, (2) work experience pathway, or (3) 
violence-prevention-only pathway. CHWs must also complete six hours of continuing education training 
annually.75 CHW violence prevention services are evidence based, trauma informed, and culturally responsive to 
reduce further violence and promote recovery and improved health outcomes.72 CHWs qualified through the 
violence-prevention pathway are well equipped to address IPV, but DHCS should include training on IPV in the 
certificate pathway and the continuing education requirements to reach all CHWs. 

• Strategy 8.4. Cover IPV advocates as billable providers. [DHCS] IPV advocates can integrate maternal health and 
IPV services to better support pregnant and postpartum people with experiences of IPV. As part of the shift to 
expand the nonmedical workforce to better serve communities and address health disparities, DHCS should 
consider IPV advocates as billable providers as an extension of this workforce. For example, North Carolina’s 
Healthy Opportunity Pilots covers IPV advocates as billable providers for IPV case management services.76 

https://blueshieldcafoundation.org/sites/default/files/publications/downloadable/CHW%20Issue%20Brief%20Final%20FINAL%20(002).pdf
https://blueshieldcafoundation.org/sites/default/files/publications/downloadable/CHW%20Issue%20Brief%20Final%20FINAL%20(002).pdf
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Recommendation 9. Screen all patients for mental health conditions consistently throughout the perinatal 
period, given that previous experience of IPV is a significant risk factor. [Health care providers] 

Consistent depression screening is essential because the onset of perinatal depression occurs nearly equally 
preconception, during pregnancy, and postpartum.77,78,79 People experiencing IPV during pregnancy are three 
times more likely to report symptoms of depression in the postnatal period than pregnant people who do not 
experience IPV.80 Depression screening is especially crucial for parents 
and pregnant people experiencing IPV, as IPV can exacerbate mental 
health challenges and create additional barriers to seeking help.81,82 
Untreated postpartum depression can hinder maternal–infant bonding, 
potentially affecting the child’s emotional and cognitive development.83 
For parents and pregnant people experiencing IPV, screening for 
mental health conditions can be a gateway to safety planning, revealing 
effective parenting strategies to promote positive childhood 
experiences, and connecting them with appropriate resources. 

• Strategy 9.1. Leverage available referral platforms and resources to address patients’ needs, including social 
drivers of mental and physical health. [MCPs and health care providers] Linkages and open communication 
channels between health and mental health providers, substance abuse providers, IPV advocacy and legal 
organizations, and public health programs can enhance services 
and supports for pregnant and postpartum families at higher risk 
for adverse outcomes due to health-related social needs, 
including IPV. Referrals to individual or group therapy and 
counseling can help address perinatal or postpartum depression 
and trauma resulting from IPV.84,85 Trained counselors can 
support the survivor with prenatal cognitive-behavioral 
interventions, including education about abuse and safety 
behaviors. These approaches can improve health outcomes for 
mothers and infants and interrupt intergenerational cycles of 
family violence.86 

II. Strategies for incorporating interventions for the 
postpartum period 

Data show that more than half of pregnancy-related deaths occur during the first postpartum year. ACOG 
recommends care coordination during this critical period to provide tailored support, based on the patient’s risk 
factors, and to facilitate the transition to primary and, if needed, specialist care.87,88 Postpartum interventions also 
present an important opportunity to address IPV. 

We offer recommendations for collective coordination, response, and referral for the extended Medi-Cal 
postpartum coverage period with the potential to improve maternal health, promote parental bonding, and 
interrupt intergenerational cycles of violence. 

 
For parents and pregnant people 
experiencing IPV, screening for 
mental health conditions can be a 
gateway to safety planning. 

 
MCPs and health care providers can build 
linkages with prevention strategies outlined 
in Comprehensive Prevention Plans 
developed for county child welfare agencies 
and/or probation department. These plans 
will include evidence-based programs for 
providing behavioral health services to 
pregnant and postpartum individuals at risk 
of child welfare involvement. 

https://www.cdss.ca.gov/inforesources/cdss-programs/ffpsa-part-iv/comprehensive-prevention-plan-toolkit-and-template
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Recommendation 10. Ensure comprehensive postpartum visits address IPV through universal education and 
referrals. [MCPs] 

A comprehensive postpartum visit should include a full assessment of physical, social, and psychological well-being 
and safety.90 Employing a standard postpartum visit template has been shown to significantly increase adherence 
with recommended counseling and documentation guidelines for postpartum visits.89 For example, ACOG provides 
standard IPV questions and language to use in postpartum visits36 and the Alliance for Innovation on Maternal 
Health Community Care Initiative (AIM CCI) provides maternal safety bundles—a small set of evidence-based, 
equity-focused, community-informed, and community-tested interventions. AIM CCI offers bundles related to 
postpartum safety and wellness and IPV during and after pregnancy.90 

• Strategy 10.1. Before hospital discharge, assess and address potential safety and access barriers to ensure 
comprehensive postpartum visit attendance and develop a detailed, personalized postpartum care plan. 
[MCPs, hospitals, health care providers, and care coordinators] Health care providers and care coordinators 
should work with patients, and their chosen support person, before postpartum hospital discharge to prioritize 
the patient’s autonomy and needs. They should also support access to a comprehensive postpartum check-up 
within 12 weeks of giving birth,90 by addressing and surmounting potential obstacles that might prevent the 
visit. In the case of IPV, this support could include addressing any partner interference with coming to 
postpartum checkups and facilitating home visits when appropriate. MCPs should cover needed services 
identified through the postpartum visit. They should also collaborate with postpartum people to develop a 
detailed and personalized postpartum care plan to span the period between birth and one year postpartum and 
account for medical and behavioral health, social, and IPV-related safety needs. Postpartum visits and care plans 
are an important intervention point for assessing IPV and safety. 

• Strategy 10.2. Equip programs supporting new parents with educational 
materials on IPV and resilience-building strategies to support parents 
and children. [MCPs and local health jurisdictions] MCPs and local health 
jurisdictions should connect postpartum people to local programs 
supporting new parents and work with IPV advocates to equip programs 
with educational material and resources related to IPV to share with 
participants. For example, crisis nurseries, such as the Bay Area Crisis 
Nursery, offer emergency child care, shelter, respite care, food, and diapers. For new mothers with experiences 
of IPV, these settings could provide a safe space for them to rest and make personal phone calls or safety plan 
arrangements.91 Family resource centers are local community centers that support parents and families. Their 
supports and services vary by area, but can include parent groups, resource libraries, classes, and play groups. 
They also can provide referral information for home visitation services and food and clothing banks; therefore, 
they could be an ideal community resource to display IPV educational materials and facilitate referrals to IPV 
organizations and services. Training tools are available for programs serving new parents, including Futures 
Without Violence’s Connected Parents, Connected Kids training resources and tools for providers and 
educational materials for clients. 

 
Crisis nurseries provide a safe 
space for new mothers 
experiencing IPV to rest and 
make safety plans. 

 

 

https://journals.lww.com/greenjournal/citation/2012/02000/committee_opinion_no__518__intimate_partner.51.aspx
https://journals.lww.com/greenjournal/citation/2012/02000/committee_opinion_no__518__intimate_partner.51.aspx
https://www.aimcci.org/available-bundles/community-care-for-postpartum-safety-and-wellness/
https://www.aimcci.org/community-care-to-address-intimate-partner-violence-during-and-after-pregnancy/
https://bayareacrisisnursery.org/
https://bayareacrisisnursery.org/
https://www.futureswithoutviolence.org/CPCK-Online-Safety-Card
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Recommendation 11. Disrupt the cycle of violence by working with IPV advocacy organizations to train pediatric 
providers on a two-generation IPV intervention approach using a standard curriculum and covering IPV services 
during home visits. [DHCS, MCPs, and pediatricians] 

The American Academy of Pediatrics recommends universal education for caregivers using trauma-informed, 
healing-centered engagement as an approach to support IPV survivors (Strategy 2.1).92 Most caregivers 
experiencing IPV will seek care for their children but not for themselves. Thus, the pediatric setting presents an 
important opportunity to identify postpartum depression (see Recommendation 7), address IPV, and support 
healing with referrals to mental health and IPV services.93 

• Strategy 11.1. Train pediatricians on recognizing subtle signs of possible IPV and tactics partners can use 
during pediatric encounters to control, manipulate, or discredit IPV survivors. [MCPs] Examples of these 
behaviors include limiting health care access, monopolizing conversations during health care visits, controlling 
medical decision making, and manipulating the health care team’s perceptions.94 

• Strategy 11.2. Fund IPV services through home visiting and encourage pediatricians to make referrals to home 
visiting programs. [MCPs] In addition to pediatric visits with universal education, IPV screenings, and referrals, 
home visiting services present an important opportunity for intervention. Home visitation programs can 
effectively disrupt intergenerational cycles of violence with the following activities:95 

/ Educating pregnant and postpartum people about IPV and resources 

/ Offering universal education 

/ Connecting people with IPV experiences or risk of IPV and their children to community resources and 
behavioral health services 

/ Speaking with empathy with parents about the potentially harmful health effects related to their own 
experiences of IPV and their children’s exposure to IPV 

/ Providing these services during a child’s first two years reduces the risk of subsequent episodes of violence 
against the mother96 

The BCP report indicates that DHCS is collaborating with CDPH and CDSS to identify opportunities to further 
promote home visiting programs to pregnant and postpartum Medi-Cal members. Concrete planning efforts 
and establishing metrics for success can aid progress.23 

Mathematica’s companion brief, Recommendations for Medi-Cal Managed Care to Prevent and Address Intimate 
Partner Violence, provides more information on proactive and responsive services to support the intergenerational 
impact of IPV.97  

Recommendation 12. Link pregnant and postpartum people experiencing or at risk for IPV to parenting and 
family relationship programs to strengthen connections to community supports and IPV services. [health care 
providers and people working in public health programs] 

The National Plan to End Gender-Based Violence and the Centers 
for Disease Control and Prevention’s IPV Technical Package 
endorse connecting new parents to parenting and family 
relationship programs as an effective intervention to disrupt 
intergenerational cycles of violence and improve infant 
developmental outcomes.26,65  

 
“If you are a new parent with experience 
of IPV, how can we support you to be the 
most present, best parent you can be?” 

— Key informant 

 

https://blueshieldcafoundation.org/sites/default/files/Medi-Cal%20Recomendations%20Brief%2011.17.pdf
https://blueshieldcafoundation.org/sites/default/files/Medi-Cal%20Recomendations%20Brief%2011.17.pdf


For Healthier Mothers and Babies in California, Start with Safety: Strategies to Address and Prevent Intimate Partner Violence 

Mathematica® Inc. 16 

• Strategy 12.1. Fund and work to expand availability of and access to parenting programs that support 
postpartum people with experiences of IPV, while ensuring health care providers and people working in public 
health make referrals to these programs. [DHCS, CDPH, and MCPs] Evidence suggests challenges with 
emotional regulation, conflict management, and communication increase risk of both perpetration and 
victimization of IPV. Parenting programs offer intervention opportunities to build key skills and address IPV 
through a primary prevention approach.65 Table 5 provides examples of evidence-based parenting programs that 
address IPV.  

Table 5. Evidence-based parenting programs that address IPV 
Program Details 

Nurturing Parenting 
Program 

The Nurturing Parenting Program is an evidence-based, family-centered, and trauma-informed 
initiative customized to cultivate nurturing parenting skills as an alternative to abusive and 
neglectful parenting and child-rearing practices.98 The Substance Abuse and Mental Health Services 
Administration and the National Registry of Evidence-based Programs and Practices recognize the 
Nurturing Parenting Program as an effective program,99 and evaluations have found the program 
improved parenting knowledge and increased child welfare.100,101 

Mothers in Mind Mothers in Mind is a community-based group parenting program designed for parents with 
experiences of IPV and their children. The dyadic model, which addresses the relationship between 
two people, is built to resemble a parent–child play group and provide trauma-informed parenting 
support. The program seeks to strengthen the parent–child connection and provide tools for coping 
with trauma and violence.102,103 A program evaluation indicated Mothers in Mind effectively 
supported key parenting outcomes, including parent–child connections and parenting self-efficacy, 
and promoting maternal health and well-being.105 

North Carolina’s 
Healthy Opportunities 
Pilots 

North Carolina’s Healthy Opportunities Pilots address social drivers of health needs for Medicaid 
beneficiaries, including those with experiences of IPV, and offers an evidence-based parenting 
curriculum to people experiencing IPV. The trauma-informed curriculum provides group and one-
on-one instruction on parental stress, coping with parental challenges, and children’s behavioral or 
health issues. The state Medicaid agency covers up to 20 sessions in either classroom settings or 
beneficiaries’ homes.104 

• Strategy 12.2. Fund and promote fatherhood programs, especially for men with histories of violence, to prevent 
IPV and interrupt intragenerational cycles of violence. [DHCS, CDPH, and MCPs] Fatherhood programs are 
intervention opportunities to prevent IPV.105,106 Futures Without Violence created the Fathering After Violence 
framework and established the National Institute on Fatherhood and Domestic Violence to offer technical 
assistance to professionals working with fathers who have used violence, operating under the belief that they can 
be held responsible and be encouraged to change their behavior through fatherhood.107,108 Examples of culturally 
congruent fatherhood programs include Black Daddy Dialogue and the Good Road of Life, detailed in Exhibit 2.  

  

https://www.nurturingparenting.com/
https://www.childdevelop.ca/mothersinmind/about-mim
https://www.ncdhhs.gov/about/department-initiatives/healthy-opportunities/healthy-opportunities-pilots
https://www.futureswithoutviolence.org/userfiles/file/Children_and_Families/FAV_Reparative%20Framework.pdf
https://www.futureswithoutviolence.org/userfiles/file/Children_and_Families/FAV_Reparative%20Framework.pdf
https://www.futureswithoutviolence.org/engaging-men/national-institute-on-fatherhood-domestic/
https://www.blackinfantsandfamilies.org/black_daddy_dialogue_social_support_group
https://www.nativeprideus.org/programs.html
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Exhibit 2. Examples of culturally congruent fatherhood programs 

Black Daddy Dialogue  Good Road of Life 

• Engages Black fathers 
• Led by and for Black dads109 
• Discussion topics include:110 

– Parenting skills 
– Communication skills 
– Mental health 
– Healthy relationships 
– Boundaries 
– Discipline practices 
– Self-care 
– Cultural stressors 

 • A culture-based program that uses sources of strength 
such as spirituality, humor, and healing to assist Native 
men and their family members in addressing the impact 
of colonization, trauma, racism and other challenges 
that threaten the well-being of children and families.111 

• Designed to help Native men reclaim their roles as brave 
warriors, fathers, and husbands who provide for and 
protect their families and communities. 

• Program evaluation found that the program increased 
participants’ willingness to ask for help, supported 
healthy coping strategies, and fostered self-esteem and 
communication.112 

Recommendation 13. Promote economic stability for pregnant and 
postpartum people experiencing or at risk for IPV. [Policymakers] 

Economic levers are essential intervention points for pregnant and postpartum 
people experiencing IPV. One key informant explained, “99 percent of IPV 
victims do not have economic freedom. Where are they going to go? Everything 
is so expensive these days.”  

• Strategy 13.1. Address IPV through guaranteed basic income program pilots. [Policymakers] For many people, 
a significant reason for staying in or returning to an abusive relationship is fear about their ability to financially 
provide for themselves and their children. Almost three-fourths (73 percent) of survivors indicated they stayed 
with their abusive partners longer due to financial barriers.113 When IPV survivors have access to resources to 
build economic stability, they are more likely to stay safe and secure. Therefore, guaranteed basic income 
programs for pregnant people could aim to assist people experiencing IPV as well. In a community–academic 
partnership, Expecting Justice piloted the first pregnancy income supplement program in the United States 
called the Abundant Birth Project. The project provides unconditional cash supplements to communities 
experiencing disproportionately high rates of adverse outcomes as a strategy to reduce preterm births and 
improve economic outcomes.114,115,116 

• Strategy 13.2. Provide care coordination to ensure postpartum people experiencing IPV can connect with all 
available financial supports. [Policymakers, MCPs, CDPH, local health jurisdictions, and multi-sectoral 
partnerships] CHWs, IPV organizations, and other care coordinators can connect postpartum people 
experiencing IPV with financial supports. For example, the California Young Child Tax Credit provides a credit up 
to $1,083 per tax return for individuals who qualify for the Earned Income Tax Credit and have a child younger 
than 6,117 providing additional financial support that could reduce relationship conflicts.118 Additionally, 
providers can refer to the resource guide DHCS developed with the Employment Development Department and 
Legal Aid at Work, which outlines opportunities for providers to connect pregnant and postpartum beneficiaries 
to financial supports.119 In July 2025, DHCS will begin rolling out the California Behavioral Health Community-
Based Organized Networks of Equitable Care and Treatment (BH-CONNECT) program, which will provide 
coverage of rent or temporary housing for up to six months for specific populations who are at risk of or 
experiencing homelessness (including pregnant and postpartum members).120 121 

 
“The economics of this 
situation [IPV] is a huge 
problem.” 

— Key informant 

 

https://expectingjustice.org/abundant-birth-project/
https://legalaidatwork.org/factsheet/leave-pay-and-accommodations-for-pregnant-and-birthing-workers-in-california/
https://www.dhcs.ca.gov/CalAIM/Pages/About-BH-CONNECT.aspx
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• Strategy 13.3. Continue to press for equitable access to existing programs, such as paid parental leave and 
affordable child care. [Policymakers] Half of those experiencing IPV indicated that not being able to afford child 
care had a major impact on their decision to stay with an abusive partner.115 Paid leave offers a range of 
benefits, including reducing financial stress and relationship conflicts, fostering egalitarian parenting practices, 
and enhancing breast-feeding and infant–parent bonding.122,123,124 Though most California workers contribute to 
and are eligible for paid family leave for up to eight weeks to attend to a sick family member or bond with a 
newborn or adopted child, California workers with very low wages, who are disproportionately women, Black, 
and Latinx Californians, are less likely to have paid parental leave.125 Additional child care supports, such as 
expanded publicly funded child care and universal prekindergarten, are also critical protective factors against 
IPV. 

III. Strategies to engage doulas to address IPV 

Doulas are professionals who offer emotional and physical support to individuals and families during the entire 
journey through pregnancy, childbirth, and the postpartum period. Doulas address questions, help create birth 
plans, provide support during birth, and advocate for the birthing person, contributing to more equitable and 
culturally responsive care and ultimately enhancing outcomes, especially within communities of color. A study of 
Medicaid beneficiaries in three states, including California, found people who received doula care during 
pregnancy had a 53 percent lower chance of cesarean delivery and a 58 percent lower chance of postpartum 
depression or postpartum anxiety.126 People receiving doula care also have lower rates of preterm birth,127 are 
four times less likely to have a low birth weight baby,128 are two times less likely to have birth complications,130 
and are more successful with breastfeeding.129 Doulas provide emotional support that effectively lowers stress and 
anxiety during the labor period.131 Doula care increases the odds of respectful care, particularly for Black and 
Asian/Pacific Islander pregnant people and those on Medi-Cal.130 Doulas improve birth outcomes and health 
equity, and through their close personal interactions with pregnant and postpartum people, are well positioned to 
support people experiencing IPV. 

We offer the following recommendations to provide additional support for the doula workforce in California and 
increase doulas’ capacity for addressing IPV among their patients. 

Recommendation 14. Provide economic guidance and support to help doulas become billable providers, receive 
appropriate billable rates, and explore alternative payment options and 
compensation. [DHCS and MCPs] 

Doula services became an approved Medi-Cal benefit in January 2023.18 

However, implementation of the benefit has been challenging. Doulas 
face many new barriers, including navigating the complicated process to 
enroll as a provider and learning how to bill, but technical assistance (TA) 
and support from DHCS is limited. One key informant said, “Applying to 
be a Medi-Cal provider is hard and painful, so we feel that for our doulas. 
That’s the biggest barrier.” While California’s initial Medi-Cal billing rate 
for doulas was low, it was raised in January 2024 to appropriately 
compensate and incentivize the doula workforce and improve service 
availability.131 

 
DHCS launched a Doula 
Implementation Stakeholder 
Workgroup in March 2023 
comprised of doulas, providers, 
consumer and community 
advocates, county representatives, 
and health plans. This workgroup is 
developing a report identifying 
barriers to doula access and 
recommendations to increase 
access, which it expects to release in 
July 2025. 
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• Strategy 14.1. Offer TA for doulas on how to enroll as Medi-Cal providers. [DHCS] DHCS has provided 
instructions outlining how doula providers can enroll as Medi-Cal providers,132 but DHCS should consider 
implementing a TA model similar to the PATH TA Marketplace to further support doula enrollment. This TA 
marketplace provides free capacity-building resources to CBOs, providers, local government agencies, federally 
qualified health centers, and Medi-Cal Indian Health Program designees implementing ECM and community 
supports services.133 A central hub for doulas with additional enrollment and billing resources akin to this TA 
marketplace, including a DHCS enrollment specialist available for one-on-one assistance, would strengthen 
doulas’ network and capacity in the state.  

• Strategy 14.2. Raise the billing rate for doulas with training on IPV to reflect the expertise that goes into the 
specialty. [DHCS] Higher billing rates enable more people, particularly Black and Native American people who 
represent the communities emphasized in the 50x2025 Bold Goals, to view doula services as a viable career 
path, thereby increasing the availability of and access to doula services. On January 1, 2024, DHCS increased 
Medi-Cal fee-for-service doula rates. The rate for initial 90-minute visits increased from approximately $126 to 
$198 per visit; prenatal and postpartum visits increased from about $60 to $162 per visit; and the maximum 
total doula reimbursement for “all initial recommendation visits and support during vaginal delivery” increased 
from approximately $1,515 to $3,153, making California’s reimbursement rate one of the highest in the 
country.133, 134 Going forward, DHCS could also increase the billing rate for doulas who complete specific training 
on IPV, as they would provide more comprehensive services.  

• Strategy 14.3. Explore alternative payment models for doula services. [MCPs] MCPs should consider equitable 
pricing models for doulas. For example, MCPs could provide doulas who specialize in IPV services higher rates 
than the Medi-Cal fee schedule. Another option is to employ doulas through community organizations, 
capitalizing on the trust and structure those organizations have already built. DHCS and CDPH could potentially 
use Title V funding to support community organizations’ efforts to train, certify, and bill for doula services.135 

Recommendation 15. Train doulas to address IPV through prenatal and postpartum care. [DHCS and MCPs] 

Formal IPV screening is not part of most doula practices, but assessment and conversations around IPV often occur 
naturally as part of a doula’s interactions with patients, making doulas an effective and trusted touch point for IPV 
prevention and intervention. 

• Strategy 15.1. Require IPV training for doulas. [DHCS] Doulas can qualify as covered Medi-Cal providers through 
a training pathway or experience pathway.136 All doulas must complete three hours of continuing education 
every three years. Although IPV training is included as a recommended training in the Medi-Cal provider manual 
for doula services,18 DHCS should require IPV training for all doulas to better support their patients’ health and 
safety needs. DHCS should partner with IPV advocates to develop and provide the training.  

• Strategy 15.2. Provide doulas with supplemental training and resources on IPV. [DHCS and MCPs] Health Plan 
of San Mateo, for example, does not require doulas to complete formal IPV screenings for their patients. 
However, the MCP provides doulas with training and information about available community resources so 
doulas are prepared if a patient discloses IPV. Other MCPs should similarly partner with IPV advocates to 
develop resource lists and orient doulas to community resources that address the needs of IPV survivors to 
support their doula workforce in addressing IPV. 
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• Strategy 15.3. Engage doula collectives directly on ways to address IPV among their patients. [MCPs and 
DHCS] Doula collectives are collaborative professional networks in which individual doula practices come 
together to participate in continuing education, networking, and special events.137 MCPs should work directly 
with doula collectives to solicit suggestions on needed trainings, resources, and workforce development so 
doulas can best support patients experiencing IPV. MCPs can establish doula advisory boards, hire doula 
consultants, facilitate evaluation mechanisms, or otherwise engage with doula collectives to receive continuous 
feedback and ensure doulas have the resources they need to address IPV in their work. 

Conclusion and Next Steps 

Acting now to integrate IPV services into maternal health care in California is vitally important for enhancing 
maternal health and safety and advancing birth equity. The recommendations and strategies in this policy brief 
provide action-oriented approaches for integrating IPV services during pregnancy and postpartum care and 
through care delivered by doulas, CHWs, and other partners and potential extensions of maternal health care. 
Working together, DHCS, CDPH, MCPs, IPV advocates and service organizations, and community partners can 
optimize opportunities to prevent and address IPV among pregnant and postpartum people and, in so doing, 
promote health equity, improve infant and child wellness, save lives, and create paths to healing for survivors and 
families. 
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Appendix A. Recent California Maternal Health Initiatives 
Table A.1. Recent initiatives 

Initiative Type Details 

Momnibus Act Legislation In 2021, Governor Gavin Newsom signed the California Momnibus Act, which seeks 
to improve maternal and infant outcomes, particularly for people of color. The law 
will improve research and data collection on racial and socioeconomic factors that 
contribute to higher rates of maternal and infant mortality in communities of color, 
strengthen the work of the Pregnancy-Associated Mortality Review Committee to 
investigate pregnancy-related deaths and make recommendations on best practices, 
support the midwifery workforce, establish a work group to support implementation 
of the new Medi-Cal doula benefit, and reduce CalWORKs paperwork requirements 
for pregnant people.138 

Expanding Medi-Cal 
coverage to 12 
months postpartum 

Medi-Cal 
benefit 

As of April 2022, pregnant people in California have 12 months of postpartum 
coverage for the full breadth of Medi-Cal services, regardless of income changes, 
citizenship, or immigration status.139 

Medi-Cal coverage of 
doula services 

Medi-Cal 
benefit 

As of January 2023, doula services are an approved Medi-Cal benefit. Doula services 
are available through Medi-Cal managed care plans and fee-for-service Medi-Cal.18 

Funding for midwife 
education and training 

Budget The 2022–2023 California budget included funding for midwives to receive 
additional education and training through the Song-Brown program.19  

50x25 Bold Goals Strategy Under California’s 2022 Comprehensive Quality Strategy, the state outlined 
“50x2025 Bold Goals” to close disparities in maternity care for Black and Native 
American people by 50 percent and improve maternal depression screening by 50 
percent by 2025.21 

Birthing Care Pathway Medi-Cal care 
model 

The Department of Health Care Services (DHCS) developed a Birthing Care Pathway 
that covers people from conception through 12 months postpartum to address 
racial disparities in maternal health outcomes and reduce maternal morbidity and 
mortality. DHCS convened work groups through fall 2023 on clinical care, social 
drivers of health, and member voice to inform their work. A report released in 
February 2025 details DHCS’ new and updated approaches and outlines 
opportunities for further exploration, including universal IPV education and provider 
training.23 

Population Health 
Management (PHM) 
Program 

Program The Population Health Management (PHM) Program, which California rolled out in 
2023, requires managed care programs to address maternal health outcomes and 
racial disparities in maternity care. The program complements the new 2024 
managed care contract requirements to develop a Health Equity and Quality 
Transformation Program and offer equity-focused interventions that address health-
related social needs and incorporate community health workers and doulas.140 

Medicaid 
Accountability Set 
Performance 
Measures 

Standards DHCS requires Medi-Cal managed care plans to report on the Managed Care 
Accountability Sets (MCAS). The 2024 MCAS includes multiple maternal health and 
health equity measures, including Prenatal and Postpartum Care: Postpartum Care; 
Prenatal and Postpartum Care: Timeliness of Prenatal Care; Nulliparous, Term, 
Singleton, Vertex Cesarean Birth Rate; Postpartum Depression Screening and Follow-
Up; Prenatal Depression Screening and Follow-Up; and Well-Child Visits for the First 
30 Months of Life—0 to 15 months.22 

Equity and Practice 
Transformation 
Provider Payments 

Payment 
program 

DHCS provides one-time Equity and Practice Transformation Provider Payments 
totaling $700 million to managed care plans or providers that advance equity and 
improve quality measures in maternity care in pursuit of the 50x2025 Bold Goals.141 
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Initiative Type Details 

Perinatal Health 
Equity 

Program The Perinatal Health Equity program encompasses California Department of Public 
Health efforts to address Black maternal and infant morbidity and mortality through 
three initiatives: Perinatal Equity Initiative (PEI), Black Infant Health (BIH), and 
Community Birth Plan (CBP).142 Through group prenatal care interventions; 
pregnancy intentionality, preconception, and interconception care interventions; 
fatherhood or partnership initiatives; home visitation programs; and other evidence-
based strategies, the PEI aims to address root causes of disparities in infant 
mortality.143 The Black Infant Health (BIH) Program is a voluntary, group-based 
intervention focused on improving maternal and infant health outcomes by helping 
Black women build resilience, gain social support, and improve skills for reducing 
stress.144 The Community Birth Plan coordinates efforts to reduce preterm birth 
rates among the Black community, hospitals, perinatal health care providers, and 
other community organizations.145 

State Maternal Health 
Innovation Award 

Grant In October 2023, the Health Resources and Services Administration awarded 
California $10 million as part of the State Maternal Health Innovation grant. The 
California Maternal Quality Care Collaborative (CMQCC) will administer the awards. 
CMQCC will work with the Office of the Surgeon General, CDPH, and DHCS to 
convene a Maternal Health Steering Committee and a Maternal Health Task Force to 
issue a baseline assessment, develop and implement a strategic plan, and fund 
community-centered interventions to improve perinatal outcomes.24 

Transforming 
Maternal Health 
Model 

Grant In January 2025, the Centers for Medicare & Medicaid Services awarded DHCS $17 
million to implement the Transforming Maternal Health (TMaH) Model, a value-
based payment and care delivery model that aims to improve maternal health 
outcomes and reduce health care expenditures through a whole-person approach to 
pregnancy, childbirth, and postpartum care.25 DHCS is working with MCPs, providers, 
CBOs, and other partners to implement the TMaH model in Fresno, Kern, Kings, 
Madera, and Tulare counties.146 
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Appendix B. Methods 

Approach 

Mathematica conducted a targeted evidence review of peer-reviewed and gray literature, consulted an advisory 
committee of experts for recommendations of key informants to engage and to share preliminary findings, and 
interviewed key informants. We conducted 11 interviews in summer 2023 with key informants from the 
Department of Health Care Services (DHCS), California Department of Public Health (CDPH), and managed care 
plans; home visiting experts; intimate partner violence (IPV) advocates; doulas; and experts in culturally responsive 
maternal health care. We used a semi structured interview protocol to guide our 60-minute interviews. We 
recorded our discussions and consulted transcripts to support coding of interview data. We then analyzed the data 
and abstracted high level themes. 

Research questions 

The following research questions informed our approach: 

1. What strategies are effective to prevent and address IPV during pregnancy to promote maternal and infant 
health? 

2. What postpartum interventions improve maternal mental health, promote parental bonding, and interrupt 
intergenerational cycles of violence? 

3. How can Medi-Cal managed care plans integrate evidence-informed and promising IPV prevention and 
intervention strategies to promote maternal physical and mental health? 

4. How can integrating these interventions help managed care plans meet DHCS’ Comprehensive Strategy Bold 
Goals and Medi-Cal’s Accountability Set measures for prenatal and postpartum care performance? 

5. How can doulas and community health workers help to prevent and address IPV among pregnant people with 
current or historical experiences of IPV? 

  



For Healthier Mothers and Babies in California, Start with Safety: Strategies to Address and Prevent Intimate Partner Violence 

Mathematica® Inc. 24 

References 
 

1 Centers for Disease Control and Prevention. “Fast Facts: Preventing Intimate Partner Violence.” October 2022. 
https://www.cdc.gov/violenceprevention/intimatepartnerviolence/fastfact.html.  
2 National Coalition Against Domestic Violence. “Domestic Violence in California.” 2020. 
https://assets.speakcdn.com/assets/2497/ncadv_california_fact_sheet_2020.pdf.  
3 Basile, K., S.G. Smith, Y. Liu, E. Miller, and M.J. Kresnow. “Prevalence of Intimate Partner Reproductive Coercion in the United 
States: Racial and Ethnic Differences.” Journal of Interpersonal Violence, vol. 36, no. 21–22, November 2021. 
https://doi.org/10.1177/0886260519888205. 
4 Leemis, R.W., N. Friar, S. Khatiwada, M.S. Chen, M.J. Kresnow, S.G. Smith, S. Caslin, and K.C. Basile. “The National Intimate 
Partner and Sexual Violence Survey: 2016/2017 Report on Intimate Partner Violence.” National Center for Injury Prevention and 
Control, Centers for Disease Control and Prevention, October 2022. 
https://www.cdc.gov/violenceprevention/pdf/nisvs/nisvsreportonipv_2022.pdf. 
5 Basile, K.C., S.G. Smith, Y. Liu, M.J. Kresnow, A.M. Fasula, L. Gilbert, and J. Chen. “Rape-Related Pregnancy and Association 
with Reproductive Coercion in the U.S.” American Journal of Preventive Medicine, vol. 55, no. 6, December 2018, pp. 770–776. 
https://doi.org/10.1016%2Fj.amepre.2018.07.028. 
6 Holliday, C.N., H.L. McCauley, J.G. Silverman, E. Ricci, M.R. Decker, D.J. Tancredi, J.G. Burke, P. Documet, S. Borrero, and E. 
Miller. “Racial/Ethnic Differences in Women’s Experiences of Reproductive Coercion, Intimate Partner Violence, and 
Unintended Pregnancy.” Journal of Women’s Health, vol. 26, no. 8, August 2017, pp. 828-835. 
https://doi.org/10.1089%2Fjwh.2016.5996. 
7 Alexander, K.A., T.C. Willie, R. McDonald-Mosley, J.C. Campbell, E. Miller, and M.R. Decker. “Associations Between 
Reproductive Coercion, Partner Violence, and Mental Health Symptoms Among Young Black Women in Baltimore, Maryland.” 
Journal of Interpersonal Violence, vol. 36, no. 17–18, September 2021. https://doi.org/10.1177/0886260519860900. 
8 Cho, H. “Racial Differences in the Prevalence of Intimate Partner Violence Against Women and Associated Factors.” Journal of 
Interpersonal Violence, vol. 27, no. 2, January 2012, pp. 344–363. https://doi.org/10.1177/0886260511416469. 
9 Black, M.C., K.C. Basile, M.J. Breiding, S.G. Smith, M.L. Walters, M.T. Merrick, J. Chen, and M.R. Stevens. “National Intimate 
Partner and Sexual Violence Survey: 2010 Summary Report.” National Center for Injury Prevention and Control, Centers for 
Disease Control and Prevention, 2011. https://www.cdc.gov/ViolencePrevention/pdf/NISVS_Report2010-a.pdf. 
10 California Department of Public Health. “The California Pregnancy Mortality Surveillance System.” September 29, 2023. 
www.cdph.ca.gov/ca-pmss. 
11 Alhusen, J., E. Ray, P. Sharps, and L. Bullock. “Intimate Partner Violence During Pregnancy: Maternal and Neonatal 
Outcomes.” Journal of Women’s Health, vol. 24, no. 1, January 2015, pp. 100–106. https://doi.org/10.1089%2Fjwh.2014.4872. 
12 American College of Obstetricians and Gynecologists. “Intimate Partner Violence.” April 2023. 
https://www.acog.org/womens-health/faqs/intimate-partner-violence.  
13 Wallace, M., V. Gillispie-Bell, K. Cruz, K. Davis, and D. Vilda. “Homicide During Pregnancy and the Postpartum Period in the 
United States, 2018–2019.” Obstetrics & Gynecology, vol. 138, no. 5, November 2021, pp. 762–769. 
https://doi.org/10.1097/aog.0000000000004567. 
14 Campbell, J., S. Matoff-Stepp, M.L. Velez, H. Hunter Cox, and K. Laughon. “Pregnancy-Associated Deaths from Homicide, 
Suicide, and Drug Overdose: Review of Research and the Intersection with Intimate Partner Violence.” Journal of Women’s 
Health, vol. 30, no. 2, February 2021, pp. 236–244. https://doi.org/10.1089/jwh.2020.8875. 
15 Lawn, R.B. “ Homicide Is Leading Cause of Death for Pregnant Women in US.” BMJ, vol. 379, October 2022. 
https://doi.org/10.1136/bmj.o2499. 
16 Testa, A., J. Lee, D. Semenza, D.B. Jackson, K. Ganson, and J.M. Nagata. “Intimate Partner Violence and Barriers to Prenatal 
Care.” Social Science & Medicine, vol. 320, March 2023. https://doi.org/10.1016/j.socscimed.2023.115700. 
17 Williams, S. “American Rescue Plan Act Postpartum Care Extension.” Memorandum to All County Welfare Directors, All 
County Welfare Administrative Officers, All County Medi-Cal Program Specialists/Liaisons, All County Health Executives, All 
County Mental Health Directors, and All County Meds Liaisons, Department of Health Care Services, California Health and 
Human Services Agency, October 17, 2022. https://www.dhcs.ca.gov/services/medi-cal/eligibility/letters/Documents/22-
23.pdf. 
18 California Department of Health Care Services. “Doula Services as a Medi-Cal Benefit.” n.d. 
https://www.dhcs.ca.gov/provgovpart/Pages/Doula-Services.aspx.  
 

https://www.cdc.gov/violenceprevention/intimatepartnerviolence/fastfact.html
https://assets.speakcdn.com/assets/2497/ncadv_california_fact_sheet_2020.pdf
https://doi.org/10.1177/0886260519888205
https://www.cdc.gov/violenceprevention/pdf/nisvs/nisvsreportonipv_2022.pdf
https://doi.org/10.1016%2Fj.amepre.2018.07.028
https://doi.org/10.1089%2Fjwh.2016.5996
https://doi.org/10.1177/0886260519860900
https://doi.org/10.1177/0886260511416469
https://www.cdc.gov/ViolencePrevention/pdf/NISVS_Report2010-a.pdf
http://www.cdph.ca.gov/ca-pmss
https://doi.org/10.1089%2Fjwh.2014.4872
https://www.acog.org/womens-health/faqs/intimate-partner-violence
https://doi.org/10.1097/aog.0000000000004567
https://doi.org/10.1089/jwh.2020.8875
https://doi.org/10.1136/bmj.o2499
https://doi.org/10.1016/j.socscimed.2023.115700
https://www.dhcs.ca.gov/services/medi-cal/eligibility/letters/Documents/22-23.pdf
https://www.dhcs.ca.gov/services/medi-cal/eligibility/letters/Documents/22-23.pdf
https://www.dhcs.ca.gov/provgovpart/Pages/Doula-Services.aspx


For Healthier Mothers and Babies in California, Start with Safety: Strategies to Address and Prevent Intimate Partner Violence 

Mathematica® Inc. 25 

 

19 California Department of Health Care Access and Information. “Song-Brown Certified Nurse Midwifery (CNM) Training 
Programs Grant Guide.” 2024. https://hcai.ca.gov/wp-content/uploads/2024/10/2024-25-Certified-Nurse-Midwifery-Grant-
Guide.pdf.  
20 Maternal, Child and Adolescent Health. “How Can California Reduce Disparities in Maternal and Infant Health? Fact Sheet.” 
Center for Family Health, California Department of Public Health, July 2020. 
https://www.cdph.ca.gov/Programs/CFH/DMCAH/CDPH%20Document%20Library/Communications/FactSheetPHE_2020.pdf. 
21 California Department of Health Care Services. “DHCS Comprehensive Quality Strategy.” n.d. 
https://www.dhcs.ca.gov/services/Pages/DHCS-Comprehensive-Quality-Strategy.aspx.  
22 California Department of Health Care Services. “Medi-Cal Accountability Set (MCAS) for Health Care Delivery Systems.” 
December 30, 2022. https://www.dhcs.ca.gov/dataandstats/reports/Documents/Medi-Cal-Accountability-Set-Reporting-Year-
2024.pdf.  
23 California Department of Health Care Services. “Birthing Care Pathway Report.” February 2025. 
https://www.dhcs.ca.gov/CalAIM/Documents/Birthing-Care-Pathway-Report.pdf.  
24 California Maternal Quality Care Collaborative. “U.S. Health Resources & Services Administration Awards California a $10 
Million State Maternal Health Innovation Award.” October 25, 2023. 
https://www.cmqcc.org/sites/default/files/news/CMQCC_HRSA_Award_Announcement_Oct252023.pdf. 
25 Centers for Medicare & Medicaid Services. “Transforming Maternal Health (TMaH) Model.” n.d. 
https://www.cms.gov/priorities/innovation/innovation-models/transforming-maternal-health-tmah-model.  
26 The White House. “U.S. National Plan to End Gender-Based Violence: Strategies for Action.” May 2023. 
https://www.whitehouse.gov/wp-content/uploads/2023/05/National-Plan-to-End-GBV.pdf. 
27 The White House. “White House Blueprint for Addressing the Maternal Health Crisis.” June 2022. 
https://www.whitehouse.gov/wp-content/uploads/2022/06/Maternal-Health-Blueprint.pdf. 
28 U.S. Department of Health and Human Services. “CMS Releases Maternity Care Action Plan to Implement Biden–Harris 
Maternal Health Blueprint; Launches Industry Call to Action.” July 26, 2022. https://www.cms.gov/newsroom/press-
releases/cms-releases-maternity-care-action-plan-implement-biden-harris-maternal-health-blueprint-launches.  
29 Khanal, Priti. “Improving Maternal Health Outcomes: State Policy Actions and Opportunities.” Center for Health Care 
Strategies, March 5, 2021. https://www.chcs.org/resource/improving-maternal-health-outcomes-state-policy-actions-and-
opportunities/.  
30 California Partnership to End Domestic Violence. “Resources and Materials.” n.d. https://www.cpedv.org/national-and-state-
links.  
31 Mead, J.S., C.C. Pollack, A.E. Paris, R.T. Emeny, R.A. Puelo, and A.R. St Ivany. “Obstetric Outcomes Among Women with a 
History of Intimate Partner Violence in the United States.” Obstetrics & Gynecology, vol. 142, no. 1, June 2023, pp. 80–89. 
https://doi.org/10.1097/aog.0000000000005216. 
32 Mogos, M.F., W.N. Araya, S.W. Masho, J.L. Salemi, C. Shieh, and H.M. Salihu. “The Feto-Maternal Health Cost of Intimate 
Partner Violence Among Delivery-Related Discharges in the United States, 2002–2009.” Journal of Interpersonal Violence, vol. 
31, no. 3, November 2014. https://doi.org/10.1177/0886260514555869. 
33 Bair-Merritt, M.H., S.S. Crowne, L. Burrell, D. Caldera, T.L. Cheng, and A.K. Duggan. “Impact of Intimate Partner Violence on 
Children’s Well-Child Care and Medical Home.” Pediatrics, vol. 121, no. 3, March 2008, pp. 473–480. 
https://doi.org/10.1542/peds.2007-1671. 
34 Futures Without Violence National Health Resource Center on Domestic Violence. “The Evidence Behind CUES: An 
Intervention to Address Intimate Partner Violence in Health Settings.” n.d. https://ipvhealth.org/wp-
content/uploads/2021/08/Evidence-for-CUES_1.28.21.pdf.  
35 American College of Obstetricians and Gynecologists. “Committee Opinion No. 518: Intimate Partner Violence.” Obstetrics & 
Gynecology, vol. 119, no. 2, February 2012, pp. 412–417. https://doi.org/10.1097/aog.0b013e318249ff74. 
36 U.S. Preventive Services Task Force. “Screening for Intimate Partner Violence, Elder Abuse, and Abuse of Vulnerable Adults: 
US Preventive Services Task Force Final Recommendation Statement.” JAMA, vol. 320, no. 16, 2018, pp. 1678–187. 
https://doi.org/10.1001/jama.2018.14741. 
37 Kozhimannil, K.B., V.A. Lewis, J.D. Interrante, P.L. Chastain, and L. Admon. “Screening for and Experiences of Intimate Partner 
Violence in the United States Before, During, and After Pregnancy, 2016–2019.” American Journal of Public Health, vol. 113, no. 
3, March 2023, pp. 297–305. https://doi.org/10.2105/AJPH.2022.307195. 
38 Miller, C., O.L. Adjognon, J.E. Brady, M.E. Dichter, and K.M. Iverson. “Screening for Intimate Partner Violence in Healthcare 
Settings: An Implementation-Oriented Systematic Review.” Implementation Research and Practice, vol. 2, September 2021. 
https://doi.org/10.1177/26334895211039894. 
 

https://hcai.ca.gov/wp-content/uploads/2024/10/2024-25-Certified-Nurse-Midwifery-Grant-Guide.pdf
https://hcai.ca.gov/wp-content/uploads/2024/10/2024-25-Certified-Nurse-Midwifery-Grant-Guide.pdf
https://www.cdph.ca.gov/Programs/CFH/DMCAH/CDPH%20Document%20Library/Communications/FactSheetPHE_2020.pdf
https://www.dhcs.ca.gov/services/Pages/DHCS-Comprehensive-Quality-Strategy.aspx
https://www.dhcs.ca.gov/dataandstats/reports/Documents/Medi-Cal-Accountability-Set-Reporting-Year-2024.pdf
https://www.dhcs.ca.gov/dataandstats/reports/Documents/Medi-Cal-Accountability-Set-Reporting-Year-2024.pdf
https://www.dhcs.ca.gov/CalAIM/Documents/Birthing-Care-Pathway-Report.pdf
https://www.cmqcc.org/sites/default/files/news/CMQCC_HRSA_Award_Announcement_Oct252023.pdf
https://www.cms.gov/priorities/innovation/innovation-models/transforming-maternal-health-tmah-model
https://www.whitehouse.gov/wp-content/uploads/2023/05/National-Plan-to-End-GBV.pdf
https://www.whitehouse.gov/wp-content/uploads/2022/06/Maternal-Health-Blueprint.pdf
https://www.cms.gov/newsroom/press-releases/cms-releases-maternity-care-action-plan-implement-biden-harris-maternal-health-blueprint-launches
https://www.cms.gov/newsroom/press-releases/cms-releases-maternity-care-action-plan-implement-biden-harris-maternal-health-blueprint-launches
https://www.chcs.org/resource/improving-maternal-health-outcomes-state-policy-actions-and-opportunities/
https://www.chcs.org/resource/improving-maternal-health-outcomes-state-policy-actions-and-opportunities/
https://www.cpedv.org/national-and-state-links
https://www.cpedv.org/national-and-state-links
https://doi.org/10.1097/aog.0000000000005216
https://doi.org/10.1177/0886260514555869
https://doi.org/10.1542/peds.2007-1671
https://ipvhealth.org/wp-content/uploads/2021/08/Evidence-for-CUES_1.28.21.pdf
https://ipvhealth.org/wp-content/uploads/2021/08/Evidence-for-CUES_1.28.21.pdf
https://doi.org/10.1097/aog.0b013e318249ff74
https://doi.org/10.1001/jama.2018.14741
https://doi.org/10.2105/AJPH.2022.307195
https://doi.org/10.1177/26334895211039894


For Healthier Mothers and Babies in California, Start with Safety: Strategies to Address and Prevent Intimate Partner Violence 

Mathematica® Inc. 26 

 

39 Feder, G.S., M. Hutson, J. Ramsay, and A.R. Taket. “Women Exposed to Intimate Partner Violence: Expectations and 
Experiences When They Encounter Health Care Professionals: A Meta-Analysis of Qualitative Studies.” Archives of Internal 
Medicine, vol. 166, no. 1, January 2006, pp. 22–37. https://doi.org/10.1001/archinte.166.1.22. 
40 Feltner, C., I. Wallace, N. Berkman, C.E. Kistler, J.C. Middleton, C. Barclay, L. Higginbotham, J.T. Green, and D.E. Jonas. 
“Screening for Intimate Partner Violence, Elder Abuse, and Abuse of Vulnerable Adults: Evidence Report and Systematic Review 
for the US Preventive Services Task Force.” JAMA, vol. 320, no. 16, pp 1688–1701. https://doi.org/10.1001/jama.2018.13212.  
41 Beckerman, N.L. “Domestic Violence Counselors and Secondary Traumatic Stress (STS): A Brief Qualitative Report and 
Strategies for Support.” Social Work in Mental Health, vo. 16, no. 4, February 2018, pp. 470–490. 
https://doi.org/10.1080/15332985.2018.1425795. 
42 Choi, G.Y. “Organziational Impacts on the Secondary Traumatic Stress of Social Workers Assisting Family Violence or Sexual 
Assault Survivors.” Administration in Social Work, vol. 35, no. 3, May 2011, pp. 225–242. 
https://doi.org/10.1080/03643107.2011.575333. 
43 Gates, D.M., and G.L. Gillespie. “Secondary Traumatic Stress in Nurses Who Care for Traumatized Women.” Journal of 
Obstetric, Gynecologic & Neonatal Nursing, vol. 27, no. 2, March 2008, pp. 243–249. https://doi.org/10.1111/j.1552-
6909.2008.00228.x. 
44 National Center on Parent, Family, and Community Engagement. “Understanding Trauma and Healing in Adults: Brief 5. 
Strengthening Trauma-Informed Staff Practices.” 2020. https://eclkc.ohs.acf.hhs.gov/sites/default/files/pdf/utha-trauma-brief-
05-strengthening-trauma-informed-staff.pdf. 
45 Menschner, C., and A. Maul. “Key Ingredients for Successful Trauma-Informed Care Implementation.” Center for Health Care 
Strategies, April 2016. https://www.samhsa.gov/sites/default/files/programs_campaigns/childrens_mental_health/atc-
whitepaper-040616.pdf.  
46 The Playbook. “Adopting a Trauma-Informed Approach to Improve Patient Care: Foundational Organizational-Level Steps.” 
n.d. https://bettercareplaybook.org/plays/adopting-trauma-informed-approach-improve-patient-care-foundational-
organizational-level.  
47 Machtinger, E.L., K.B. Davis, L.S. Kimberg, N. Khanna, Y. Cuca, C. Dawson-Rose, and M. Shumway. “From Treatment to 
Healing: Inquiry and Response to Recent and Past Trauma in Adult Health Care.” Women’s Health Issues, vol. 29, no. 2, March 
2019, pp. 97–102. 
48 Johnson, S., N. Kasparian, A.S. Cullum, T. Flanagan, C. Ponting, L. Kowalewski, and E.K. Main. “Addressing Adverse Childhood 
and Adult Experiences During Prenatal Care.” Obstetrics and Gynecology, vol. 141, no. 6, June 2023, pp. 1072–1087. 
https://doi.org/10.1097/aog.0000000000005199. 
49 Miller, E., B. McCaw, B.L. Humphreys, and C. Mitchell. “Integrating Intimate Partner Violence Assessment and Intervention 
Into Healthcare in the United States: A Systems Approach.” Journal of Women’s Health, vol. 24, no. 1, January 2015, pp. 92–99. 
https://doi.org/10.1089/jwh.2014.4870. 
50 Sabri, B., S. Tharmarajah, V.P.S. Njie-Carr, J.T. Messing, E. Loerzel, J. Arscott, and J.C. Campbell. “Safety Planning with 
Marginalized Survivors of Intimate Partner Violence: Challenges of Conducting Safety Planning Intervention Research with 
Marginalized Women.” Trauma Violence Abuse, vol. 23, no. 5, December 2022, pp. 1728–1751. 
https://doi.org/10.1177/15248380211013136.  
51 Futures Without Violence. “Safe Homes, Safe Babies: Perinatal Safety Card.” n.d. 
https://www.futureswithoutviolence.org/safe-homes-safe-babies-perinatal-safety-card/.  
52 Text4baby. “Free Text Messages to Keep You and Your Baby Healthy.” n.d. https://text4baby.org/.  
53 Text4baby. “Text4baby Research and Evaluation.” n.d. https://www.text4baby.org/about/data-and-evaluation.  
54 Casau, A., and M.C. Beach. “Words Matter: Strategies to Reduce Bias in Electronic Health Records.” Center for Health Care 
Strategies, October 2022. https://www.chcs.org/media/Words-Matter-Strategies-to-Reduce-Bias-in-Electronic-Health-
Records_102022.pdf. 
55 California Department of Health Care Services. “What is Medi-Cal Connect?” December 2024. 
https://www.dhcs.ca.gov/CalAIM/Documents/What-is-Medi-Cal-Connect.pdf.  
56 California Department of Health Care Services. “Medi-Cal Connect: Frequently Asked Questions.” 2024. 
https://www.dhcs.ca.gov/CalAIM/Documents/Medi-Cal-Connect-Overview-QA.pdf.  
57 California Department of Health Care Services. “CALAIM Enhanced Care Management Policy Guide.” August 2024. 
https://www.dhcs.ca.gov/CalAIM/ECM/Documents/ECM-Policy-Guide.pdf.  
58 California Department of Health Care Services. “Technical Assistance Marketplace – PATH TPA.” n.d. https://www.ca-
path.com/ta-marketplace.  
 

https://doi.org/10.1001/archinte.166.1.22
https://doi.org/10.1001/jama.2018.13212
https://doi.org/10.1080/15332985.2018.1425795
https://doi.org/10.1080/03643107.2011.575333
https://doi.org/10.1111/j.1552-6909.2008.00228.x
https://doi.org/10.1111/j.1552-6909.2008.00228.x
https://eclkc.ohs.acf.hhs.gov/sites/default/files/pdf/utha-trauma-brief-05-strengthening-trauma-informed-staff.pdf
https://eclkc.ohs.acf.hhs.gov/sites/default/files/pdf/utha-trauma-brief-05-strengthening-trauma-informed-staff.pdf
https://www.samhsa.gov/sites/default/files/programs_campaigns/childrens_mental_health/atc-whitepaper-040616.pdf
https://www.samhsa.gov/sites/default/files/programs_campaigns/childrens_mental_health/atc-whitepaper-040616.pdf
https://bettercareplaybook.org/plays/adopting-trauma-informed-approach-improve-patient-care-foundational-organizational-level
https://bettercareplaybook.org/plays/adopting-trauma-informed-approach-improve-patient-care-foundational-organizational-level
https://doi.org/10.1097/aog.0000000000005199
https://doi.org/10.1089/jwh.2014.4870
https://doi.org/10.1177/15248380211013136
https://www.futureswithoutviolence.org/safe-homes-safe-babies-perinatal-safety-card/
https://text4baby.org/
https://www.text4baby.org/about/data-and-evaluation
https://www.chcs.org/media/Words-Matter-Strategies-to-Reduce-Bias-in-Electronic-Health-Records_102022.pdf
https://www.chcs.org/media/Words-Matter-Strategies-to-Reduce-Bias-in-Electronic-Health-Records_102022.pdf
https://www.dhcs.ca.gov/CalAIM/Documents/What-is-Medi-Cal-Connect.pdf
https://www.dhcs.ca.gov/CalAIM/Documents/Medi-Cal-Connect-Overview-QA.pdf
https://www.dhcs.ca.gov/CalAIM/ECM/Documents/ECM-Policy-Guide.pdf
https://www.ca-path.com/ta-marketplace
https://www.ca-path.com/ta-marketplace


For Healthier Mothers and Babies in California, Start with Safety: Strategies to Address and Prevent Intimate Partner Violence 

Mathematica® Inc. 27 

 

59 Waterman, E.A., M. McLain, H. Zulfiqar, T.A. Qadeer, and S.M. Ciavoi. “The Link Between Intimate Partner Violence and Food 
Insecurity: A Review of Quantitative and Qualitative Studies.” Trauma, Violence, & Abuse, July 2023. 
https://doi.org/10.1177/15248380231186152. 
60 Bailey, B.A., and R.A. Daugherty. “Intimate Partner Violence During Pregnancy: Incidence and Associated Health Behaviors in 
a Rural Population.” Maternal and Child Health Journal, vol. 11, February 2007, pp. 495–503. https://doi.org/10.1007/s10995-
007-0191-6. 
61 First 5 LA. “African American Infant and Maternal Mortality.” n.d. https://www.first5la.org/african-american-infant-and-
maternal-mortality-aaimm/.  
62 California Department of Public Health. “Black Infant Health Program Evaluation: Intermediate Outcomes Among Prenatal 
Group Model Participants.” September 2021. https://www.cdph.ca.gov/Programs/CFH/DMCAH/BIH/Pages/Data-Brief-
Intermediate-Outcomes-2015-2018.aspx. Accessed October 10, 2023. 
63 Niolon, P.H., M. Kearns, J. Dills, K. Rambo, S. Irving, T. Armstead, and L. Gilbert. ”Preventing Intimate Partner Violence Across 
the Lifespan: A Technical Package of Programs, Policies, and Practices.” National Center for Injury Prevention and Control, 
Centers for Disease Control and Prevention, 2017. https://www.cdc.gov/violenceprevention/pdf/ipv-technicalpackages.pdf. 
64 Black Mothers United. “What We Offer.” n.d. https://blackmothersunited.org/.  
65 Sacks, A., and T. Both. “Redesigning the Birth Experience of Native Parents: A Case Study of Community Codesign.” Nonprofit 
Quarterly, January 10, 2023. https://nonprofitquarterly.org/redesigning-the-birth-experience-of-native-parents-a-case-study-
of-community-codesign/.  
66 Institute for Medicaid Innovation. ”Value of Investing in Social Determinants of Health Toolkit.” September 2023. 
https://medicaidinnovation.org/wp-content/uploads/2023/10/IMI-SDOH-Toolkit_Authentic-Partnerships_Sept-2023.pdf. 
67 2-1-1 United Way of California. “211 is a Free Information and Referral Service that Connects People to Health and Human 
Services in their Community 24 Hours a Day, 7 Days a Week.” n.d. https://www.211ca.org/about-2-1-1.  
68 Futures Without Violence. “Health Materials for Patients, Providers, and Advocates.” n.d. 
https://www.futureswithoutviolence.org/health-materials-index/.  
69 Indian Health Service. “Community Health Representative.” n.d. https://www.ihs.gov/chr/.  
70 California Department of Health Care Services. “Medi-Cal Coverage of Community Health Worker (CHW) Services Is Effective 
July 1, 2022.” Updated August 19, 2022. https://mcweb.apps.prd.cammis.medi-cal.ca.gov/news/31781_01.  
71 Blue Shield of California Foundation and Mathematica. “Breaking the Cycle of Intimate Partner Violence: Using California’s 
Community Health Worker Initiatives to Address Intimate Partner Violence.” March 2023. 
https://blueshieldcafoundation.org/sites/default/files/publications/downloadable/CHW%20Issue%20Brief%20Final%20FINAL%
20(002).pdf.  
72 Lutenbacher, M., T. Elkins, and M.S. Dietrich. “Using Community Health Workers to Improve Health Outcomes in a Sample of 
Hispanic Women and Their Infants: Findings from a Randomized Control Trial.” Hispanic Health Care International, vol. 21, no. 
3, June 2022, pp. 129–141. https://doi.org/10.1177/15404153221107680. 
73 Parma, A. “Community Health Worker Medi-Cal Benefit: Implementation and the Role of Community Partners Like First 5.” 
First 5 Center for Children’s Policy, n.d. https://first5center.org/blog/community-health-worker-medi-cal-benefit-
implementation-and-the-role-of-community-partners-like-first-5.  
74 Indian Health Service. ”Community Health Representative: About Us.” n.d. https://www.ihs.gov/chr/aboutus/.  
75 Miller, J., A. Quan, and S. Chapman. “Understanding California’s Community Health Worker/Promotor Workforce: CHW/P 
Training Programs.” California Health Care Foundation, February 2023. https://www.chcf.org/wp-
content/uploads/2023/02/UnderstandingCHWPWorkforce.pdf. 
76 North Carolina HOP. “NC Medicaid Managed Care: Healthy Opportunities Pilot Fee Schedule and Service Definitions.” North 
Carolina Department of Health and Human Services, March 2023. https://www.ncdhhs.gov/healthy-opportunities-pilot-fee-
schedule-and-service-definitions/open. 
77 Venkatesh, K.K., H. Nadel, D. Blewett, M.P. Freeman, A.J. Kaimal, and L.E. Riley. “Implementation of Universal Screening for 
Depression During Pregnancy: Feasibility and Impact on Obstetric Care.” American Journal of Obstetrics and Gynecology, vol. 
215, no. 4, October 2016. https://doi.org/10.1016/j.ajog.2016.05.024. 
78 American College of Obstetricians and Gynecologists. “Screening and Diagnosis of Mental Health Conditions During 
Pregnancy and Postpartum: Clinical Practice Guideline.” June 2023. https://www.acog.org/clinical/clinical-guidance/clinical-
practice-guideline/articles/2023/06/screening-and-diagnosis-of-mental-health-conditions-during-pregnancy-and-postpartum.  
79 Hutchens, B.F., and J. Kearney. “Risk Factors for Postpartum Depression: An Umbrella Review.” Journal of Midwifery & 
Women’s Health, vol. 65, no. 1, January 2020, pp. 96–108. https://doi.org/10.1111/jmwh.13067. 
 

https://doi.org/10.1177/15248380231186152
https://doi.org/10.1007/s10995-007-0191-6
https://doi.org/10.1007/s10995-007-0191-6
https://www.first5la.org/african-american-infant-and-maternal-mortality-aaimm/
https://www.first5la.org/african-american-infant-and-maternal-mortality-aaimm/
https://www.cdph.ca.gov/Programs/CFH/DMCAH/BIH/Pages/Data-Brief-Intermediate-Outcomes-2015-2018.aspx
https://www.cdph.ca.gov/Programs/CFH/DMCAH/BIH/Pages/Data-Brief-Intermediate-Outcomes-2015-2018.aspx
https://www.cdc.gov/violenceprevention/pdf/ipv-technicalpackages.pdf
https://blackmothersunited.org/
https://nonprofitquarterly.org/redesigning-the-birth-experience-of-native-parents-a-case-study-of-community-codesign/
https://nonprofitquarterly.org/redesigning-the-birth-experience-of-native-parents-a-case-study-of-community-codesign/
https://medicaidinnovation.org/wp-content/uploads/2023/10/IMI-SDOH-Toolkit_Authentic-Partnerships_Sept-2023.pdf
https://www.211ca.org/about-2-1-1
https://www.futureswithoutviolence.org/health-materials-index/
https://www.ihs.gov/chr/
https://mcweb.apps.prd.cammis.medi-cal.ca.gov/news/31781_01
https://blueshieldcafoundation.org/sites/default/files/publications/downloadable/CHW%20Issue%20Brief%20Final%20FINAL%20(002).pdf
https://blueshieldcafoundation.org/sites/default/files/publications/downloadable/CHW%20Issue%20Brief%20Final%20FINAL%20(002).pdf
https://doi.org/10.1177/15404153221107680
https://first5center.org/blog/community-health-worker-medi-cal-benefit-implementation-and-the-role-of-community-partners-like-first-5
https://first5center.org/blog/community-health-worker-medi-cal-benefit-implementation-and-the-role-of-community-partners-like-first-5
https://www.ihs.gov/chr/aboutus/
https://www.chcf.org/wp-content/uploads/2023/02/UnderstandingCHWPWorkforce.pdf
https://www.chcf.org/wp-content/uploads/2023/02/UnderstandingCHWPWorkforce.pdf
https://www.ncdhhs.gov/healthy-opportunities-pilot-fee-schedule-and-service-definitions/open
https://www.ncdhhs.gov/healthy-opportunities-pilot-fee-schedule-and-service-definitions/open
https://doi.org/10.1016/j.ajog.2016.05.024
https://www.acog.org/clinical/clinical-guidance/clinical-practice-guideline/articles/2023/06/screening-and-diagnosis-of-mental-health-conditions-during-pregnancy-and-postpartum
https://www.acog.org/clinical/clinical-guidance/clinical-practice-guideline/articles/2023/06/screening-and-diagnosis-of-mental-health-conditions-during-pregnancy-and-postpartum
https://doi.org/10.1111/jmwh.13067


For Healthier Mothers and Babies in California, Start with Safety: Strategies to Address and Prevent Intimate Partner Violence 

Mathematica® Inc. 28 

 

80 Howard, L.M., S. Oram, H. Galley, K. Trevillion, and G. Feder. “Domestic Violence and Perinatal Mental Disorders: A 
Systematic Review and Meta-Analysis.” PLoS Med, vol. 10, no. 5, May 2013. https://doi.org/10.1371/journal.pmed.1001452. 
81 Edmond, T., S. Bowland, and M. Yu. “Use of Mental Health Services by Survivors of Intimate Partner Violence.” Social Work in 
Mental Health, vol. 11, no. 1, December 2012, pp. 34–54. https://doi.org/10.1080/15332985.2012.734180. 
82 Sullivan, C.M. “Support Groups for Women with Abusive Partners: A Review of the Empirical Evidence.” National Resource 
Center on Domestic Violence, October 2012. https://www.dvevidenceproject.org/wp-
content/themes/DVEProject/files/research/DVSupportGroupResearchSummary10-2012.pdf. 
83 Stein, A., R.M. Pearson, S.H. Goodman, E. Rapa, A. Rahman, M. McCallum, L.M. Howard, and C.M. Pariante. “Effects of 
Perinatal Mental Disorders on the Fetus and Child.” Lancet, November 2014. https://doi.org/10.1016/s0140-6736(14)61277-0. 
84 Crear-Perry, J., R. Correra-de-Araujo, T.L. Johnson, M.R. McLemore, E. Neilson, and M. Wallace. “Social and Structural 
Determinants of Health Inequities in Maternal Health.” Journal of Women’s Health, vol. 30, no. 2, February 2021, pp. 230–235. 
https://doi.org/10.1089/jwh.2020.8882. 
85 Dagher, R.K., and D.E. Linares. “A Critical Review on the Complex Interplay Between Social Determinants of Health and 
Maternal and Infant Mortality.” Children (Basel), vol. 9, no. 3, March 2022, p. 394. https://doi.org/10.3390/children9030394. 
86 Van Parys, A.S., A. Verhamme, M. Temmerman, and H. Verstraelen. “Intimate Partner Violence and Pregnancy: A Systematic 
Review of Interventions.” PLoS ONE, vol. 9, no. 1, January 2014. https://doi.org/10.1371/journal.pone.0085084. 
87 Trost, S., J. Beauregard, G. Chandra, F. Njie, J. Berry, A. Harvey, and D.A. Goodman. “Pregnancy-Related Deaths: Data from 
Maternal Mortality Review Committees in 36 US States, 2017–2019.” Division of Reproductive Health, National Center for 
Chronic Disease Prevention and Health Promotion, 2022. https://www.cdc.gov/reproductivehealth/maternal-
mortality/docs/pdf/Pregnancy-Related-Deaths-Data-MMRCs-2017-2019-H.pdf. 
88 American College of Obstetricians and Gynecologists. “Committee Opinion No. 736: Optimizing Postpartum Care.” Obstetrics 
& Gynecology, vol. 131, no. 5, May 2018, pp. 140–150. https://doi.org/10.1097/aog.0000000000002633. 
89 Grotell, L.A., L. Bryson, A.M. Florence, and J. Fogel. “Postpartum Note Template Implementation Demonstrates Adherence to 
Recommended Counseling Guidelines.” Journal of Medical Systems, vol. 45, no. 14, January 2021. 
https://doi.org/10.1007/s10916-020-01692-6. 
90 Alliance for Innovation on Maternal Health Community Care Initiative. “Maternal Safety Bundles.” n.d. 
https://www.aimcci.org/bundles/.  
91 Casey Family Programs. “Issue Brief: Safe Children.” February 2019. https://maryvilleacademy.org/wp-
content/uploads/2019/09/Issue-Brief-What-Do-We-Know-About-Crisis-Nurseries-2019.pdf. 
92 Thackeray, J., N. Livingston, and M.I. Ragavan. “Intimate Partner Violence: Role of the Pediatrician.” Pediatrics, vol. 152, no. 1, 
July 2023. https://doi.org/10.1542/peds.2023-062509. 
93 Blair-Merritt, M., B. Zuckerman, M. Augustyn, and P.F. Cronholm. “Silent Victims: An Epidemic of Childhood Exposure to 
Domestic Violence.” New England Journal of Medicine, vol. 369, no. 18, pp. 1673–1675. 
https://doi.org/10.1056/NEJMp1307643. 
94 Ragavan, M.I., L.A. Query, M. Bair-Merritt, D. Dowd, E. Miller, and K.A. Randell. “Expert Perspectives on Intimate Partner 
Violence Power and Control in Pediatric Care Settings.” Academic Pediatrics, vol. 21, no. 3, April 2021, pp. 548–556. 
https://doi.org/10.1016/j.acap.2020.02.021. 
95 The Family Violence Prevention Fund. “Realizing the Promise of Home Visitation: Addressing Domestic Violence and Child 
Maltreatment.” 2010. 
https://www.futureswithoutviolence.org/userfiles/file/Children_and_Families/Realizing%20the%20Promise%20of%20Home%2
0Visitation%202-10.pdf.  
96 Sharps, P.W., L.F. Bullock, J.C. Campbell, J.S. Alhusen, S.R. Ghazarian, S.S. Bhandari, and D.L. Schminkey. “Domestic Violence 
Enhanced Perinatal Home Visits: The DOVE Randomized Clinical Trial.” Journal of Women’s Health, vol. 25, no. 11, November 
2016, pp. 1129–1138. https://doi.org/10.1089/jwh.2015.5547. 
97 Blue Shield of California Foundation and Mathematica. “Breaking the Cycle of Intimate Partner Violence: Recommendations 
for Medi-Cal Managed Care to Prevent and Address Intimate Partner Violence.” n.d. 
https://blueshieldcafoundation.org/sites/default/files/Medi-Cal%20Recomendations%20Brief%2011.17.pdf.  
98 Nurturing Parenting. “About Us: Nurturing Parenting Programs.” n.d. https://www.nurturingparenting.com/.  
99 Nurturing Parenting. “Included in SAMHSA’s National Registry of Evidence-Based Programs & Practices.” n.d. 
https://www.nurturingparenting.com/nrepp.html. 
100 Greeno, E.J., J.A. Cosgrove, and B.R. Lee. “The Evaluation of a Nurturing Parenting Program Implemented by Child Welfare 
Workers.” Children and Youth Services Review, vol. 127, August 2021. https://doi.org/10.1016/j.childyouth.2021.106118. 
 

https://doi.org/10.1371/journal.pmed.1001452
https://doi.org/10.1080/15332985.2012.734180
https://www.dvevidenceproject.org/wp-content/themes/DVEProject/files/research/DVSupportGroupResearchSummary10-2012.pdf
https://www.dvevidenceproject.org/wp-content/themes/DVEProject/files/research/DVSupportGroupResearchSummary10-2012.pdf
https://doi.org/10.1016/s0140-6736(14)61277-0
https://doi.org/10.1089/jwh.2020.8882
https://doi.org/10.3390/children9030394
https://doi.org/10.1371/journal.pone.0085084
https://www.cdc.gov/reproductivehealth/maternal-mortality/docs/pdf/Pregnancy-Related-Deaths-Data-MMRCs-2017-2019-H.pdf
https://www.cdc.gov/reproductivehealth/maternal-mortality/docs/pdf/Pregnancy-Related-Deaths-Data-MMRCs-2017-2019-H.pdf
https://doi.org/10.1097/aog.0000000000002633
https://doi.org/10.1007/s10916-020-01692-6
https://www.aimcci.org/bundles/
https://maryvilleacademy.org/wp-content/uploads/2019/09/Issue-Brief-What-Do-We-Know-About-Crisis-Nurseries-2019.pdf
https://maryvilleacademy.org/wp-content/uploads/2019/09/Issue-Brief-What-Do-We-Know-About-Crisis-Nurseries-2019.pdf
https://doi.org/10.1542/peds.2023-062509
https://doi.org/10.1056/NEJMp1307643
https://doi.org/10.1016/j.acap.2020.02.021
https://www.futureswithoutviolence.org/userfiles/file/Children_and_Families/Realizing%20the%20Promise%20of%20Home%20Visitation%202-10.pdf
https://www.futureswithoutviolence.org/userfiles/file/Children_and_Families/Realizing%20the%20Promise%20of%20Home%20Visitation%202-10.pdf
https://doi.org/10.1089/jwh.2015.5547
https://blueshieldcafoundation.org/sites/default/files/Medi-Cal%20Recomendations%20Brief%2011.17.pdf
https://www.nurturingparenting.com/
https://www.nurturingparenting.com/nrepp.html
https://doi.org/10.1016/j.childyouth.2021.106118


For Healthier Mothers and Babies in California, Start with Safety: Strategies to Address and Prevent Intimate Partner Violence 

Mathematica® Inc. 29 

 

101 Gross, M., A. Bhagwat, and R. Cole. “Impact Evaluation of the Nurturing Parenting Program Nurturing Skills for Families.” 
Princeton, NJ: Mathematica, October 2022. https://dcs.az.gov/sites/default/files/DCS-Reports/NPP_ImpactReport_2022-10-
11.pdf. 
102 Mothers in Mind. “About MIM.” n.d. https://www.childdevelop.ca/mothersinmind/about-mim.  
103 Jenney, A., K. Scott, and M. Wall. “Mothers in Mind: Exploring the Efficacy of a Dyadic Group Parenting Intervention for 
Women Who Have Experienced Intimate Partner Violence and Their Young Children.” International Journal on Child 
Maltreatment, vol. 5, September 2021, pp. 57–79. https://doi.org/10.1007/s42448-021-00094-6. 
104 North Carolina HOP. “NC Medicaid Managed Care: Healthy Opportunities Pilot Fee Schedule and Service Definitions.” North 
Carolina Department of Health and Human Services, March 2023. https://www.ncdhhs.gov/healthy-opportunities-pilot-fee-
schedule-and-service-definitions/open. 
105 Pfitzner, N., C. Humphreys, and K. Hegarty. “Research Review: Engaging Men: A Multi-Level Model to Support Father 
Engagement.” Child & Family Social Work, vol. 22, no. 1, July 2015, pp. 537–547. https://doi.org/10.1111/cfs.12250. 
106 Wilson, A., E. Karberg, H. Wasik, M.E. Scott, J. Laurore, J.C. Areán, and M. Bair-Merritt. “Domestic Violence Prevention and 
Intervention in Fatherhood Programs.” OPRE Report #2020-53. May 2020. https://www.futureswithoutviolence.org/wp-
content/uploads/domestic_violence_prevention_intervention_529.pdf. 
107 Futures Without Violence. “National Institute on Fatherhood & Domestic Violence.” n.d. 
https://www.futureswithoutviolence.org/engaging-men/national-institute-on-fatherhood-domestic/.  
108 Areán, J. C., L. Davis, H. Wasik, M.E. Scott, J. Laurore, and M. Bair-Merritt. “Healing and Supporting Fathers: Principles, 
Practices, and Resources for Fatherhood Programs to Address and Prevent Domestic Violence.” Office of Planning, Research, 
and Evaluation, U.S. Department of Health and Human Services, June 2020. https://www.acf.hhs.gov/opre/report/healing-and-
supporting-fathers-principles-practices-and-resources-help-address-and-0.  
109 Black Infants & Families Los Angeles. “Dads Need a Village, Too!” n.d. https://www.blackinfantsandfamilies.org/fatherhood.  
110 Skiffer-Thompson, A., and D. Mauldin. “African American Infant & Maternal Mortality (AAIMM) Prevention Initiative: Doula 
Program & Fatherhood Engagement.” Webinar, November 10, 2022. https://welcomebaby.labestbabies.org/wp-
content/uploads/2022/11/AAIMM-Doula-Program-and-Fatherhood-Engagement-presentation.pdf. 
111 Healthy Start EPIC Center. “The Good Road of Life.” n.d. https://healthystartepic.org/resources/evidence-based-
practices/the-good-road-of-life/.  
112 Kelley, A., C. Small, and M. Charani. “Responsible Fatherhood Program for Native Men: A Mixed-Method Evaluation of the 
Good Road of Life Training.” Journal of Family Strengths, vol. 20, no. 1, December 2020. 
https://digitalcommons.library.tmc.edu/cgi/viewcontent.cgi?article=1426&context=jfs. 
113 Hess, C., and A. Del Rosario. ”Dreams Deferred: A Survey on the Impact of Intimate Partner Violence on Survivors’ Education, 
Careers, and Economic Security.” Institute for Women’s Policy Research, 2018. https://iwpr.org/wp-
content/uploads/2020/09/C475_IWPR-Report-Dreams-Deferred.pdf. 
114 Expecting Justice. “Abundant Birth Project.” n.d. https://expectingjustice.org/about-abp/.  
115 Department of Social Services. “Notice of Intent to Award: California Guaranteed Income Pilot Program.” California Health 
and Human Services Agency, November 2022. https://lostcoastoutpost.com/loco-media/loco-
media/blog/post/35542/GINoticeofIntenttoAward-112122.pdf. 
116 Boyd-Barrett, C. “Can Guaranteed Income Improve the Health of Pregnant People and Children?” Next City, March 27, 2023. 
https://nextcity.org/features/can-guaranteed-income-improve-the-health-of-pregnant-people-and-children. 
117 California Department of Social Services. “Child Tax Credit.” n.d. https://www.cdss.ca.gov/tax-outreach/child-tax-
credit#:~:text=Claim%20the%20California%20Young%20Child,child%20under%206%20years%20old.  
118 National Institute of Justice. “Economic Distress and Intimate Partner Violence.” January 2009. 
https://nij.ojp.gov/topics/articles/economic-distress-and-intimate-partner-violence#financialstrain.  
119 Legal Aid at Work. “Leave, Pay, and Accommodations for Pregnant and Birthing Workers in California: A Guide for Healthcare 
and Service Providers.” February 2025. https://legalaidatwork.org/factsheet/leave-pay-and-accommodations-for-pregnant-and-
birthing-workers-in-california/.  
120 California Department of Health Care Services. “About BH-CONNECT.” n.d. https://www.dhcs.ca.gov/CalAIM/Pages/About-
BH-CONNECT.aspx.  
121 California Department of Health Care Services. “BH-CONNECT FAQs.” n.d. https://www.dhcs.ca.gov/CalAIM/Pages/BH-
CONNECT-FAQs.aspx.  
122 Schappell D’Inverno, A., D.E. Reidy, and M.C. Kearns. “Preventing Intimate Partner Violence Through Paid Parental Leave 
Policies.” Preventive Medicine, vol. 114, September 2018, pp. 18–23. https://doi.org/10.1016/j.ypmed.2018.05.024. 
 

https://dcs.az.gov/sites/default/files/DCS-Reports/NPP_ImpactReport_2022-10-11.pdf
https://dcs.az.gov/sites/default/files/DCS-Reports/NPP_ImpactReport_2022-10-11.pdf
https://www.childdevelop.ca/mothersinmind/about-mim
https://doi.org/10.1007/s42448-021-00094-6
https://www.ncdhhs.gov/healthy-opportunities-pilot-fee-schedule-and-service-definitions/open
https://www.ncdhhs.gov/healthy-opportunities-pilot-fee-schedule-and-service-definitions/open
https://doi.org/10.1111/cfs.12250
https://www.futureswithoutviolence.org/wp-content/uploads/domestic_violence_prevention_intervention_529.pdf
https://www.futureswithoutviolence.org/wp-content/uploads/domestic_violence_prevention_intervention_529.pdf
https://www.futureswithoutviolence.org/engaging-men/national-institute-on-fatherhood-domestic/
https://www.acf.hhs.gov/opre/report/healing-and-supporting-fathers-principles-practices-and-resources-help-address-and-0
https://www.acf.hhs.gov/opre/report/healing-and-supporting-fathers-principles-practices-and-resources-help-address-and-0
https://www.blackinfantsandfamilies.org/fatherhood
https://welcomebaby.labestbabies.org/wp-content/uploads/2022/11/AAIMM-Doula-Program-and-Fatherhood-Engagement-presentation.pdf
https://welcomebaby.labestbabies.org/wp-content/uploads/2022/11/AAIMM-Doula-Program-and-Fatherhood-Engagement-presentation.pdf
https://healthystartepic.org/resources/evidence-based-practices/the-good-road-of-life/
https://healthystartepic.org/resources/evidence-based-practices/the-good-road-of-life/
https://digitalcommons.library.tmc.edu/cgi/viewcontent.cgi?article=1426&context=jfs
https://iwpr.org/wp-content/uploads/2020/09/C475_IWPR-Report-Dreams-Deferred.pdf
https://iwpr.org/wp-content/uploads/2020/09/C475_IWPR-Report-Dreams-Deferred.pdf
https://expectingjustice.org/about-abp/
https://lostcoastoutpost.com/loco-media/loco-media/blog/post/35542/GINoticeofIntenttoAward-112122.pdf
https://lostcoastoutpost.com/loco-media/loco-media/blog/post/35542/GINoticeofIntenttoAward-112122.pdf
https://nextcity.org/features/can-guaranteed-income-improve-the-health-of-pregnant-people-and-children
https://www.cdss.ca.gov/tax-outreach/child-tax-credit#:%7E:text=Claim%20the%20California%20Young%20Child,child%20under%206%20years%20old
https://www.cdss.ca.gov/tax-outreach/child-tax-credit#:%7E:text=Claim%20the%20California%20Young%20Child,child%20under%206%20years%20old
https://nij.ojp.gov/topics/articles/economic-distress-and-intimate-partner-violence#financialstrain
https://legalaidatwork.org/factsheet/leave-pay-and-accommodations-for-pregnant-and-birthing-workers-in-california/
https://legalaidatwork.org/factsheet/leave-pay-and-accommodations-for-pregnant-and-birthing-workers-in-california/
https://www.dhcs.ca.gov/CalAIM/Pages/About-BH-CONNECT.aspx
https://www.dhcs.ca.gov/CalAIM/Pages/About-BH-CONNECT.aspx
https://www.dhcs.ca.gov/CalAIM/Pages/BH-CONNECT-FAQs.aspx
https://www.dhcs.ca.gov/CalAIM/Pages/BH-CONNECT-FAQs.aspx
https://doi.org/10.1016/j.ypmed.2018.05.024


For Healthier Mothers and Babies in California, Start with Safety: Strategies to Address and Prevent Intimate Partner Violence 

Mathematica® Inc. 30 

 

123 Booth, J. “How Maternity Leave Affects Your Health.” Forbes, October 9, 2023. https://www.forbes.com/health/family/how-
maternity-leave-affects-health/. 
124 Huang, R., and M. Yang. “Paid Maternity Leave and Breastfeeding Practice Before and After California’s Implementation of 
the Nation’s First Paid Family Leave Program.” Economics & Human Biology, vol. 16, January 2015, pp. 45–59. 
https://doi.org/10.1016/j.ehb.2013.12.009. 
125 Schumacher, K. “Paid Family Leave Payments Don’t Add Up for California Workers.” California Budget & Policy Center, 
February 2022. https://calbudgetcenter.org/resources/paid-family-leave-program-is-out-of-reach-for-many-californians/. 
126 Falconi, A.M., S.G. Bromfield, T. Tang, D. Malloy, D. Blanco, S. Disciglio, and W. Chi. “Doula Care Across the Maternity Care 
Continuum and Impact on Maternal Health: Evaluation of Doula Programs Across Three States Using Propensity Score 
Matching.” eClinical Medicine, vol. 50, August 2022. https://doi.org/10.1016/j.eclinm.2022.101531. 
127 Kozhimannil, K.B., R.R. Hardeman, F. Alarid-Escudero, C.A. Vogelsang, C. Blauer-Peterson, and E. A. Howell. “Modeling the 
Cost-Effectiveness of Doula Care Associated with Reductions in Preterm Birth and Cesarean Delivery.” Birth, vol. 43, no. 1, 
March 2016, pp. 20–27. https://doi.org/10.1111/birt.12218. 
128 Gruber, K.J., Su. Cupito, and C.F. Dobson. ”Impact of Doulas on Healthy Birth Outcomes.” Journal of Perinatal Education, vol. 
22, no. 1, January 2013. https://doi.org/10.1891/1058-1243.22.1.49. 
129 Sobczak, A., L. Taylor, S. Solomon, J. Ho, S. Kemper, B. Phillips, K. Jacobson, C. Castellano, A. Ring, B. Castellano, and R.J. 
Jacobs. “The Effect of Doulas on Maternal and Birth Outcomes: A Scoping Review.” Cureus, vol. 15, no. 5, May 2023. 
https://doi.org/10.7759%2Fcureus.39451. 
130 Mallick, L.M., M.E. Thoma, and E.D. Shenassa. “The Role of Doulas in Respectful Care for Communities of Color and Medicaid 
Recipients.” Birth, vol. 49, no. 4, June 2022, pp. 823–832. https://doi.org/10.1111/birt.12655. 
131 California Department of Health Care Services. “Doula Services Frequently Asked Questions.” August 2024. 
https://www.dhcs.ca.gov/provgovpart/Pages/Doula-Providers-Reimbursement-FAQ.aspx.  
132 California Department of Health Care Services. “Doula Applicant Information.” n.d. 
https://www.dhcs.ca.gov/provgovpart/pages/doula.aspx.  
133 California Department of Health Care Services. “DHCS Launches Technical Assistance Marketplace to Support New Medi-Cal 
Providers.” February 2023. https://www.dhcs.ca.gov/formsandpubs/publications/oc/Documents/2023/23-05-TA-Marketplace-
2-2-23.pdf. 
134 Chen, Amy. “State of the States (November 2024): Efforts to Expand Access to Doula Care in Medicaid and Private 
Insurance.” Birthing Advocacy Doula Trainings, December 2024. https://www.badoulatrainings.org/blog/state-of-the-states-
efforts-to-expand-access-to-doula-care-in-medicaid-and-private-
insurance#:~:text=Minnesota%20and%20California%20now%20have,benefit%20in%20Medicaid%20managed%20care.  
135 Anderson, B., L. Shapiro, A. Camaliche, and M. Marshall. “Investing in Our Moms: Three Ways State Medicaid Programs Can 
Improve Maternal Health.” Families USA, May 2023. https://familiesusa.org/wp-content/uploads/2023/05/MCH-2023-
28_State-Policy-Lever-Paper.pdf. 
136 The training pathway requires providing support on at least three births and completing at least 16 hours of training in 
prenatal support techniques, foundations on anatomy of pregnancy and childbirth, childbirth education, labor support 
techniques, lactation support, nonmedical comfort measures, and developing a community resource list. The experience 
pathway requires at least 5 years of active doula experience and three client testimonial letters or professional letters of 
recommendation. (https://mcweb.apps.prd.cammis.medi-cal.ca.gov/assets/0075B242-F893-41DB-A418-
4129A274E46C/doula.pdf?access_token=6UyVkRRfByXTZEWIh8j8QaYylPyP5ULO.) 
137 Doula Trainings International. “Doula Agency vs. a Collective: Which is For You?” n.d. 
https://wearedti.com/blogs/news/doula-agency-vs-a-collective-which-is-for-
you#:~:text=A%20collective%20(also%20known%20as,mastermind%20sessions%2C%20and%20weekend%20retreats.  
138 Office of Governor Gavin Newsom. “Governor Newsom Signs ‘Momnibus’ Act to Tackle Racial Disparities in Maternal and 
Infant Health.” October 2021. https://www.gov.ca.gov/2021/10/04/governor-newsom-signs-momnibus-act-to-tackle-racial-
disparities-in-maternal-and-infant-health/. 
139 Williams, S. “American Rescue Plan Act Postpartum Care Extension.” Memorandum to All County Welfare Directors, All 
County Welfare Administrative Officers, All County Medi-Cal Program Specialists/Liaisons, All County Health Executives, All 
County Mental Health Directors, and All County Meds Liaisons, Department of Health Care Services, California Health and 
Human Services Agency, October 17, 2022. https://www.dhcs.ca.gov/services/medi-cal/eligibility/letters/Documents/22-
23.pdf. 
140 California Department of Managed Health Care. “Health Equity and Quality Committee.” n.d. 
https://www.dmhc.ca.gov/AbouttheDMHC/DMHCPublicMeetings/OtherMeetings/HealthEquityAndQualityCommittee.aspx. 
 

https://www.forbes.com/health/family/how-maternity-leave-affects-health/
https://www.forbes.com/health/family/how-maternity-leave-affects-health/
https://doi.org/10.1016/j.ehb.2013.12.009
https://calbudgetcenter.org/resources/paid-family-leave-program-is-out-of-reach-for-many-californians/
https://doi.org/10.1016/j.eclinm.2022.101531
https://doi.org/10.1111/birt.12218
https://doi.org/10.1891/1058-1243.22.1.49
https://doi.org/10.7759%2Fcureus.39451
https://doi.org/10.1111/birt.12655
https://www.dhcs.ca.gov/provgovpart/Pages/Doula-Providers-Reimbursement-FAQ.aspx
https://www.dhcs.ca.gov/provgovpart/pages/doula.aspx
https://www.dhcs.ca.gov/formsandpubs/publications/oc/Documents/2023/23-05-TA-Marketplace-2-2-23.pdf
https://www.dhcs.ca.gov/formsandpubs/publications/oc/Documents/2023/23-05-TA-Marketplace-2-2-23.pdf
https://www.badoulatrainings.org/blog/state-of-the-states-efforts-to-expand-access-to-doula-care-in-medicaid-and-private-insurance#:%7E:text=Minnesota%20and%20California%20now%20have,benefit%20in%20Medicaid%20managed%20care
https://www.badoulatrainings.org/blog/state-of-the-states-efforts-to-expand-access-to-doula-care-in-medicaid-and-private-insurance#:%7E:text=Minnesota%20and%20California%20now%20have,benefit%20in%20Medicaid%20managed%20care
https://www.badoulatrainings.org/blog/state-of-the-states-efforts-to-expand-access-to-doula-care-in-medicaid-and-private-insurance#:%7E:text=Minnesota%20and%20California%20now%20have,benefit%20in%20Medicaid%20managed%20care
https://familiesusa.org/wp-content/uploads/2023/05/MCH-2023-28_State-Policy-Lever-Paper.pdf
https://familiesusa.org/wp-content/uploads/2023/05/MCH-2023-28_State-Policy-Lever-Paper.pdf
https://mcweb.apps.prd.cammis.medi-cal.ca.gov/assets/0075B242-F893-41DB-A418-4129A274E46C/doula.pdf?access_token=6UyVkRRfByXTZEWIh8j8QaYylPyP5ULO
https://mcweb.apps.prd.cammis.medi-cal.ca.gov/assets/0075B242-F893-41DB-A418-4129A274E46C/doula.pdf?access_token=6UyVkRRfByXTZEWIh8j8QaYylPyP5ULO
https://wearedti.com/blogs/news/doula-agency-vs-a-collective-which-is-for-you#:%7E:text=A%20collective%20(also%20known%20as,mastermind%20sessions%2C%20and%20weekend%20retreats
https://wearedti.com/blogs/news/doula-agency-vs-a-collective-which-is-for-you#:%7E:text=A%20collective%20(also%20known%20as,mastermind%20sessions%2C%20and%20weekend%20retreats
https://www.gov.ca.gov/2021/10/04/governor-newsom-signs-momnibus-act-to-tackle-racial-disparities-in-maternal-and-infant-health/
https://www.gov.ca.gov/2021/10/04/governor-newsom-signs-momnibus-act-to-tackle-racial-disparities-in-maternal-and-infant-health/
https://www.dhcs.ca.gov/services/medi-cal/eligibility/letters/Documents/22-23.pdf
https://www.dhcs.ca.gov/services/medi-cal/eligibility/letters/Documents/22-23.pdf
https://www.dmhc.ca.gov/AbouttheDMHC/DMHCPublicMeetings/OtherMeetings/HealthEquityAndQualityCommittee.aspx


For Healthier Mothers and Babies in California, Start with Safety: Strategies to Address and Prevent Intimate Partner Violence 

Mathematica® Inc. 31 

 

141 California Department of Health Care Services. “Equity and Practice Transformation Payments Program.” n.d. 
https://www.dhcs.ca.gov/qphm/pages/eptprogram.aspx.  
142 Maternal, Child and Adolescent Health. “ How Can California Reduce Disparities in Maternal and Infant Health? Fact Sheet.” 
Center for Family Health, California Department of Public Health, July 2020. 
https://www.cdph.ca.gov/Programs/CFH/DMCAH/CDPH%20Document%20Library/Communications/FactSheetPHE_2020.pdf. 
143 California Department of Public Health. “Perinatal Equity Initiative.” April 2023. 
https://www.cdph.ca.gov/Programs/CFH/DMCAH/PEI/Pages/default.aspx.  
144 California Department of Public Health. “Black Infant Health Program Evaluation: Intermediate Outcomes Among Prenatal 
Group Model Participants.” September 2021. https://www.cdph.ca.gov/Programs/CFH/DMCAH/BIH/Pages/Data-Brief-
Intermediate-Outcomes-2015-2018.aspx.  
145 California Department of Public Health. “Community Birth Plan: A Collaborative Effort to Reduce African-American Preterm 
Birth.” February 2019. https://www.cdph.ca.gov/Programs/CFH/DMCAH/Pages/Community-Birth-Plan.aspx.  
146 California Department of Public Health. “California Selected for New Medi-Cal Initiative to Improve Maternal Health and 
Advance Birth Equity.” January 2025. https://www.dhcs.ca.gov/formsandpubs/publications/oc/Pages/2024/25-01-TMaH-1-6-
25.aspx.  

https://www.dhcs.ca.gov/qphm/pages/eptprogram.aspx
https://www.cdph.ca.gov/Programs/CFH/DMCAH/CDPH%20Document%20Library/Communications/FactSheetPHE_2020.pdf
https://www.cdph.ca.gov/Programs/CFH/DMCAH/PEI/Pages/default.aspx
https://www.cdph.ca.gov/Programs/CFH/DMCAH/BIH/Pages/Data-Brief-Intermediate-Outcomes-2015-2018.aspx
https://www.cdph.ca.gov/Programs/CFH/DMCAH/BIH/Pages/Data-Brief-Intermediate-Outcomes-2015-2018.aspx
https://www.cdph.ca.gov/Programs/CFH/DMCAH/Pages/Community-Birth-Plan.aspx
https://www.dhcs.ca.gov/formsandpubs/publications/oc/Pages/2024/25-01-TMaH-1-6-25.aspx
https://www.dhcs.ca.gov/formsandpubs/publications/oc/Pages/2024/25-01-TMaH-1-6-25.aspx

	For Healthier Mothers and Babies in California, Start with Safety: Strategies to Address and Prevent Intimate Partner Violence
	List of Abbreviations
	Executive Summary
	Introduction
	Evidence-Informed Recommendations and Implementation Strategies
	I. Strategies to prevent and address IPV during pregnancy
	Recommendation 1. Partner with IPV experts to raise awareness among health care providers,3F  care coordinators,4F  and local health jurisdictions administering maternal health programs about the prevalence and impacts of IPV among pregnant people. [D...
	Recommendation 2. Ensure health care providers receive training to prevent and address IPV among pregnant and postpartum people. [MCPs, DHCS]
	Recommendation 3. Equip providers with tools and strategies to offer patients culturally responsive, nonjudgmental, and supportive prenatal education about adverse developmental outcomes associated with prenatal IPV experiences. [MCPs]
	Recommendation 4. Partner with IPV Advocates to Safeguard Survivor Privacy within the Medi-Cal Connect System. [DHCS, MCPs, health care providers]
	Recommendation 6. Partner with IPV advocacy organizations to design and tailor culturally responsive community education programs. [MCPs and health care providers]
	Recommendation 7. Identify, support, and fund existing multi-sectoral collaboratives working on social drivers of health, improved maternal health outcomes, and birth equity, particularly among communities of color, to infuse an IPV lens into these ef...
	Recommendation 8. Continue to expand and incorporate the nonmedical workforce, including CHWs, community health representatives (CHRs), promotores, and IPV advocates, into maternal health programs and require training on best practices for addressing ...
	Recommendation 9. Screen all patients for mental health conditions consistently throughout the perinatal period, given that previous experience of IPV is a significant risk factor. [Health care providers]

	II. Strategies for incorporating interventions for the postpartum period
	Recommendation 10. Ensure comprehensive postpartum visits address IPV through universal education and referrals. [MCPs]
	Recommendation 11. Disrupt the cycle of violence by working with IPV advocacy organizations to train pediatric providers on a two-generation IPV intervention approach using a standard curriculum and covering IPV services during home visits. [DHCS, MCP...
	Recommendation 12. Link pregnant and postpartum people experiencing or at risk for IPV to parenting and family relationship programs to strengthen connections to community supports and IPV services. [health care providers and people working in public ...
	Recommendation 13. Promote economic stability for pregnant and postpartum people experiencing or at risk for IPV. [Policymakers]

	III. Strategies to engage doulas to address IPV
	Recommendation 14. Provide economic guidance and support to help doulas become billable providers, receive appropriate billable rates, and explore alternative payment options and compensation. [DHCS and MCPs]
	Recommendation 15. Train doulas to address IPV through prenatal and postpartum care. [DHCS and MCPs]


	Conclusion and Next Steps
	Appendix A. Recent California Maternal Health Initiatives
	Appendix B. Methods
	Approach
	Research questions

	References


