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I. General Requirements

I.A. Letter of Transmittal
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I.B. Face Sheet

The Face Sheet (Form SF424) is submitted electronically in the HRSA Electronic Handbooks (EHBs).

I.C. Assurances and Certifications

The State certifies assurances and certifications, as specified in Appendix 2 of the 2026 Title V Application/Annual Report
Guidance, are maintained on file in the States’ MCH program central office, and will be able to provide them at HRSA’s request.

I.D. Table of Contents

This report follows the outline of the Table of Contents provided in the 2021 Title V application/Annual Report guidance.

II. MCH Block Grant Workflow

Please refer to figure 3 in the “Title V Maternal and Child Health Services Block Grant To States Program Guidance and
Forms”, OMB NO: 0915-0172; Expires: December 31, 2026.
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III. Components of the Application/Annual Report 

III.A. Executive Summary

III.A.1. Program Overview

Program Overview

The mission of the DC Department of Health (DC Health) is to promote health, wellness, and equity across the District and 
protect the safety of residents, visitors, and those doing business in our nation's capital. Located within DC Health, the 
Community Health Administration (CHA) support’s the agency’s mission through the implementation of the Framework for 
Improving Community Health. The Framework guides CHA’s strategies, objectives, and activities to improve the population 
health within the District by:
 

Preventing the leading causes of death,

Protecting and promoting the health of mothers and children, and

Ultimately eliminating racial and ethnic disparities in health.

 
The District of Columbia’s (DC) Title V Maternal and Child Health (Title V) Program plays a pivotal role in the fulfillment of 
CHA’s approach toward the protection and promotion of health among mothers and children (MCH) population. The program 
provides vital financial support for the needs assessment, strategic planning, implementation, and evaluation of programs 
and initiatives to address identified MCH needs in the District. In addition to the Framework for Improving Community Health, 
DC Title V supports the framework for improving perinatal health, designed by a collaborative effort between the DC Title V 
team and DC Health leadership.
 
The DC Title V Program is located within the Family Health Bureau (FHB) which functions under CHA. In FY23, senior 
leadership within CHA elected the FHB Chief as the State Title V Director to strengthen the alignment of Title V’s priorities 
with FHB’s role in improving community health. Programs within the bureau, programs within DC Health, and programs 
operating outside of the agency work more closely with the DC Title V team to facilitate collaborative efforts using a life 
course perspective. This perspective recognizes that a person’s health is determined by factors present before conception; 
addresses social determinants of health (SDOH); recognizes that poverty and racism profoundly affect psychosocial well-
being and are major contributors to disparities in birth outcomes and lifelong health; implements systems-level interventions, 
recognize that addressing underlying social policies have broad impacts on improving health; and build collective impact 
while recognizing that sectors beyond public health and medicine must have a role in realizing long lasting equitable 
outcomes for all families.
 
In response to the recurring needs of the District’s vulnerable populations, the DC Title V team implemented a needs 
assessment in 2020 to inform the current block grant. Nine MCH priorities were selected then incorporated in a five-year 
state action plan with strategies, objectives, selected National Performance Measures (NPMs), and written State 
Performance Measures (SPMs) and Evidence-based or Informed Strategy Measures (ESMs).
 

1. Improve women’s reproductive health.
2. Decrease perinatal and infant health disparities.
3. Improve the mental health of children and adolescents.
4. Enhance positive youth development to decrease high-risk behaviors.
5. Enhance coordination for early intervention services to support healthy child development.
6. Improve access to healthcare and healthful foods among women and children.
7. Improve access to healthcare among children with special healthcare needs.
8. Improve access to healthcare among adolescents.
9. Improve oral health of pregnant women, children, and adolescents.
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Using the State Action Plan to drive DC Health’s service to the MCH community, the DC Title V team monitored and/or 
provided strategic oversight and direction for more than 35 relevant programs and initiatives. Nine (9) of the 
programs/initiatives were fully funded by the DC Title V program as a result of a competitive process facilitated through a 
Request for Applications (RFA):

La Clínica del Pueblo – Well-Woman Visits

Unity Healthcare Inc. - Well-Woman Visits

Mary’s Center – Medical Home Identification

Children’s National Medical Center – Medical Home Identification/Transition

DC Breastfeeding Coalition – Breastfeeding Support

Healthy Babies Project Inc. - Positive Youth Development

Youth Advisory Council – Positive Youth Development

Men Can Stop Rape – Positive Youth Development

William Wendt Center for Loss and Healing – Mental Health including Grief- and Trauma-Informed Care

With the strategic collaboration with community-based organizations, DC Health programs/teams, and local agencies, the 
DC Title V program continues to alleviate burdens experienced by the MCH community. The program focuses on the 
District’s strengths - high insurance coverage, the number of health systems, and high political will to improve MCH 
outcomes - while addressing priority needs. One success of this strategic collaboration is the intentional selection of 
leadership to help govern the Title V program including Dr. Kafui Doe as the DC Title V State Director, Dr. Ericka Peterson 
as the Children with Special Health Care Needs (CSHCN) Director, and Lori Garibay as the Family State Leader. These 
leaders along with DC Title V team members participate in various conferences, committees, and task forces to maintain 
the collaborative effort to improve MCH outcomes in the District. One example involves the support of the annual National 
Maternal and Infant Health Summit. In FY23, the DC Title V team provided financial and programmatic support to engage 
over 500+ attendees including elected officials, health experts, and community members.

Title V Population Domains:

The following section provides a synopsis of DC Title V Block grant objectives and activities in supporting the District’s MCH 
population. These are grouped based on the District’s Title V population domains.

Women/Maternal Health 

The DC Pregnancy Risk Assessment Monitoring System (PRAMS) estimates that 65.1% (CI: 58.9, 70.7) of mothers 

who gave birth in 2022 had a health care visit for a regular visit with an OB/GYN and 54.8% (48.6, 60.8) had a health care 
visit with a family doctor in the 12 months before pregnancy. DC Health recognizes the importance of preventative health 
visits to help prevent poor health outcomes, prepare the woman for a healthy pregnancy, and treat existing conditions for a 
better quality of life. Improving women’s reproductive health and promoting equitable access to care are some ways to 
ensure a healthier future for DC residents.
 
DC Health uses PRAMS data to monitor the agency’s impact in encouraging reproductive-aged women to participate in 
preventive healthcare services. By funding two FQHC-managed programs, La Clínica de Pueblo’s, Mujeres Saludables 

(Healthy Women) Program and Unity Health Care Well Woman Project, the DC Title V team continues to enjoy 

monitoring progress as the two grantees served over 3,000 reproductive-aged women in FY23. Both employ a family 
practice model of care rooted in a holistic approach and implement strategies like SDOH screenings and referrals to local 
resources catering to nutritional, mental/behavioral, emotional, legal, and housing needs.
 

Perinatal/Infant Health 

DC Health is driven to continue supporting efforts addressing infant mortality, especially among infants of non-Hispanic 
black mothers with a significantly higher infant mortality rate (10.0 per 1,000 live births) compared to infants of Hispanic 
mothers (3.6 per 1,000 live births) and infants of non-Hispanic white mothers (2.0 per 1,000 live births).
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The DC Title V team collaborates with the District’s HIV/AIDS, Hepatitis, STD, and TB Administration (HAHSTA) to 

address emerging infectious disease issues among pregnant women and infants in the District. Evidence of this 
collaboration includes the implementation of a community outreach plan to promote awareness on diagnosis and treatment 
to providers and pregnant women. Furthermore, DC Title V is joining HAHSTA’s existing efforts to establish a unified agency 
response to the rising rate of congenital syphilis cases in the District. The agency looks forward to engaging the District with 
a wider reach through the maternal health symposium scheduled to occur in FY24.
 
DC Title V continued funding the DC Safe Sleep Program (SSP) to educate and empower parents, caregivers, and 

partnering agencies with information on Sudden Infant Death Syndrome (SIDS), Sudden Unexpected Infant Death (SUID), 
and safe sleep practices. In FY23, 11,581 parents/caregivers were educated on infant-safe sleep practices. SSP’s success 
is attributed to its collaborations with DC Help Me Grow (HMG), the Office of the State Superintendent of Education (OSSE), 
the DC Child and Family Services Agency (CFSA), and the Child Protective Service (CPS).
 
The DC Breastfeeding coalition continued to utilize Title V funds to focus to promote, protect and support culturally 

sensitive programs and activities that build awareness and understanding of the preventive health benefits of breastfeeding. 
In FY23, program staff conducted 421 unique breastfeeding consults. In addition to the consults, the program successfully 
produced an American Sign Language (ASL) Breastfeeding video series to engage the DHH community with education and 
information on breastfeeding.
 
Child Health 

The 2022 National Survey of Children’s Health states that 58.5% of children ages 9 through 35 months did not receive 
developmental screenings. DC Health celebrates the seven (7) point difference from the 2021 to 2022 survey and 
recognizes that efforts can continue to improve. DC Health staff continues to oversee the DC Maternal, Infant, Early 

Childhood Home Visiting (MIECHV) program that offers voluntary home visiting services to promote infant and child 

health, foster education and school readiness, and help prevent child abuse and neglect. In FY23, 27 children received 
services with 70% receiving developmental screenings and 100% who screened positive were successfully linked to 
services.  

The DC Title V Program also continued its partnership with DC Health’s Immunization Division and the Child, 

Adolescent, and School Health (CASH) team to ensure that District children are receiving timely immunization. Staff 

continues to lead with the mission of catching children up on their routine pediatric immunizations as part of pandemic 
recovery. Four grades were identified to receive tailored approaches to encourage immunization compliance: students 
entering PK3, kindergarten, 7 th  grade, and 11 th  grade. By the fall of 2023, immunization compliance in the District of 
Columbia Public Schools (DCPS) and public charter schools rose to 87.5%.

In FY23, DC Health continued to fund Mary’s Center Medical Home Identification for School-Age Children and 

Families Program (Mary’s Center) to support the medical home utilization objective. Low-income families of color often 

face challenges in navigating the healthcare system, especially non-English speakers and immigrants. Challenges often 
appear as language and cultural barriers, discrimination, low health literacy, legal concerns, etc. In response, the Family 
Support Worker (FSW) provided culturally and linguistically appropriate care to 432 referrals for medical, dental, behavioral, 
and social services.

 

Adolescent Health 

Many District adolescents encounter traumatic, stressful, and difficult life events because of existing racial/ethnic, socio-
economic, and geographic disparities occurring within their families and environments. These disparities can be challenging 
to overcome without proper resources and community support. Engaging adolescents with evidence-based interventions to 
promote positive health behaviors and outcomes is a DC Title V priority. That is why the DC Title V team continues to 
support and partner with community-based organizations who target District youth to leverage their strengths in resilience 
and community while providing relevant, quality services that addresses their medical, health, and social needs.
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To help increase linkages to, and navigation through a medical home for adolescents, DC Health encourages and 

empowers students to utilize their school-based health centers as their medical home.  Title V provides support for (DC 

Health) staff overseeing the locally funded School-Based Health Center Program (SBHC), which plays a role in 

addressing each of the priority needs. During FY23, DC Health provided oversight to seven (7) SBHCs which completed 
6,657 total visits (9.5% increase from FY22) and served 4,612 total students (102% increase from FY22). Services provided 
by each School-Based Health Center include preventive and primary care, sexual and reproductive health care, oral health 
care, behavioral/mental health care, health education, immunizations, and linkages/referrals.
 
In FY23, DC Health continued the implementation of the Pediatric Mental Health Care Access (PMHCA) program. By 

partnering with the District of Columbia Department of Behavioral Health (DBH) to implement the DC Mental Health Access 
in Pediatrics (DC MAP) program, the program served 859 children and youth ages 1-21 years to administer timely delivery 
of behavioral health services
 
Children with Special Health Care Needs 

The 2022 National Survey of Children’s Health (NSCH) estimates that 62.5% of children and youth with special health care 
needs (CYSCHN) in the District, ages 0 – 17, did not have a medical home. CYSCHN require adequate, culturally 
appropriate, timely, and quality care to thrive in academic and social environments. Moreover, families of CYSHCN need 
tailored support to navigate the healthcare system while learning how to care for their children’s needs. To bridge the gap 
between CYSCHN and medical home utilization, the DC Title V program continued to fund and provide programmatic and 
technical assistance to the Children’s National Medical Center Parent Navigator Program to implement the strategies 

of employing and empowering Parent Navigators to provide guidance and support to families on accessing services, work 
with providers, and other aspects of care coordination for CSHCN. Additionally, these Parent Navigators provide guidance 
and support to families to encourage adolescents with CSHCN in their transition into adult care (NPM TR). 
 
To enhance the District’s healthcare system and its response to CYSCHN, Title V staff started convening stakeholders in 
FY23 to draft a strategic plan that will implement policy and programmatic initiatives to improve system delivery and the 
overall experience of families of CYSCHN. One of the stakeholders includes Advocates for Justice and Education, Inc 

(AJE), a parent-led community-based organization (CBO) based in Ward 8 to support and advocate for CSHCN. An 

additional CSHCN Subject Matter Expert position was created on the MCH Advisory Council. The assigned AJE 
representative provides advice on improving the health of CSHCN and required support to their families. The partnership will 
continue to expand as the DC Title V program plans to fund AJE to implement a community health equity project for FY25.
 
Overall, the mentioned activities and efforts above will receive additional leadership through the creation of the CYSHCN 
team in the Early Childhood Health Division (ECHD) at DC Health. The Division Chief who also serves as the CYSHCN 

State Director will recruit existing and new staff to strengthen strategies to improving the healthcare experience of 

CYSCHN and their families.
 
Cross-Cutting/Systems Building 

Healthy food access is a priority for DC Health. In the District, 32.8% and 26.6% of adult residents do not eat even one 
serving of fruit or vegetables per day, respectively. Furthermore, 21.2% of Black households with children aged 0-5 years old 
reported food insecurity. 1  These rates are higher in neighborhoods with poor or limited access to full-service grocery stores. 
Access to healthy and affordable food options enables people to make healthy food choices. Because of this clear lack of 
access, DC Health continues to fund programs like Healthy Corner Stores, Joyful Food Market, SNAP-Ed and Produce 

Plus to minimize the existing gap. These programs combined reach over 2000 people in the District by improving the 

nutrition environment and reducing barriers to accessing healthy foods.
 
The DC Title V team recognizes the significance of data in the identification and designing of crosscutting strategies to 
enhance impact across the MCH population. Data reported by the programs mentioned in this overview provide a robust 
understanding of the needs and help with evaluating the impact of implemented programs in the District. As a result, the

Created on 9/27/2024 at 10:26 AMPage 9 of 358 pages



State Title V Director facilitated an internal DC Health stakeholder collaboration in alignment with the State Systems 
Development Initiative (SSDI) to improve data access by addressing needs in the data infrastructure and proposing linkages 
among MCH-related datasets using modern linkage technology.
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III.A.2. How Federal Title V Funds Complement State-Supported MCH Efforts

Title V Supporting State MCH Efforts

 

Funds from the DC Title V MCH Block grant provides essential funding and infrastructure support needed to improve the 
District’s maternal and child health outcomes. With the position of DC Health functioning as both the state and local health 
department, the agency serves as a vital population health strategist, hub, and connector for the District’s robust healthcare 
delivery and public health system.
 
Residing within DC Health’s Community Health Administration (CHA), the Title V program provides the framework for much 
of CHA’s work. The Title V performance measures align with multiple objectives in the framework for improving community 
health developed by CHA. The use of federal Title V funds supports some of the established MCH programs primarily funded 
by the local District funds to achieve the strategic goals. Additionally, programs funded by Title V help to address any existing 
gaps in accessing equitable care for the MCH population including Children with special healthcare needs (CSHCN) in the 
District of Columbia. DC Health leverages Title V funding to bolster federally and locally funded programs and services, 
identify barriers to access and utilization of health care and public health services, and pilot new innovations in support of 
improving health outcomes for our MCH population that is often challenged with navigating the healthcare system or 
overcoming barriers to utilization.
 
Program staff funded through Title V guide strategic partnerships to tackle some of DC’s most complex maternal and child 
health issues and work to build capacity internally and with our community stakeholders. Our partnerships include providers, 
payers, nonprofits, advocacy organizations, academia, consumers, and other District agencies even beyond the health and 
human services agencies. By serving as a convener, DC Title V can identify ways to complement and enhance other state-
supported MCH efforts, totaling approximately 40 million for our state match and maintenance of effort. 
In FY 23, Title V funds complemented the state provided funds to bridge the gap in care for several MCH programs including: 
School Health Nursing, School - Based Health Centers, School-Based Oral Health, DC Help Me Grow, Safe Sleep program, 
Newborn Hearing Screening, Teen Pregnancy Prevention, Breastfeeding promotion, Assistance to families’ w/children 
w/hearing loss, Fatherhood Initiative, Placed-Based Programs, Healthcare Access, Breast and Cervical Cancer Prevention, 
Healthy Start and Pre-Term birth reduction initiatives.
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III.A.3. MCH Success Story

MCH Success Story

Infancy and childhood are critical life stages that can impact the overall health of an individual. The DC Title V program uses 
the life course perspective to influence environments and behaviors during those life stages for downstream positive health 
outcomes. Specifically, the program designs, implements, and supports health interventions to improve the overall health of 
individuals, parents, families, and children living in the District of Columbia. DC Health’s current state action plan contributed 
toward the overarching goals of the Title V MCH federal block grant including ‘Increasing immunization for all children’. Data 
from the World Health Organization proves that vaccination campaigns prevent 4 to 5 million deaths annually worldwide [i] . 
The No Shots, No School campaign by DC Health reflects a collective effort to establish equitable access to timely 

vaccinations for all District youth. The Immunization Division at DC Health, the School Health team at DC Health, and the 

Office of the State Superintendent of Education (OSSE) collaborated to enforce the District’s Immunization of School 

Students Act of 1979 which requires all children matriculating into DC schools to receive their required immunizations. In 
SY22-23, vaccine requirement enforcement was reintroduced for all grade levels. In SY23-24, key grades (Kindergarten, 7th 
and 11th grades) were targeted for enforcement. In two school years, DC increased kindergarten Measles, Mumps, 

and Rubella (MMR) coverage from 78.9% in SY20-21 to 87.5% in SY22-23. This achievement brings the Community 

Health Administration (CHA) at DC Health closer to its 2026 target of 95% MMR coverage.

Three factors are credited with this success: a) the partnership with OSSE to enforce DC law, b) improved data 
completeness, quality and tools, c) and c) increased access to vaccinations in school-associated spaces. In collaboration 
with health and education partners, DC Health implemented school leader and health suite staff trainings, press events, 
outreach initiatives, and place-based vaccine events. School nurses played a significant role in staffing local efforts to 
provide quality services to all grade levels. A unified voice engaged the DC community on the importance of vaccination. 
Moreover, education experts worked with the agency to enforce vaccination requirements through resource sharing and the 
celebration of high-performing schools. Data completeness, quality and tools were improved by connecting with Maryland 
through the IZ Gateway, data sharing with Virginia, expanding data quality staff, and developing a purpose-built data tool for 
school health teams to track student-level non-compliance and print individualized outreach letters for families.

Finally, DC Health and stakeholders enhanced access to immunization in school-associated spaces. This resulted in the 
funding of a) mobile VFC providers, including a retail pharmacy, for place-based events; b) community health centers to 
offer vaccine-only appointments and expanded hours; and c) School-Based Health Centers to provide open-access for all 
students citywide, including the increase of SBHC staff availability. This multifaceted approach ensured an increase in 
vaccination opportunities as well as stakeholder involvement in understanding and promoting the importance of vaccines.

[i]  World Health Organization (WHO). Immunization. [cited 2022 December 8]. Available from: https://www.who.int/news-room/facts-in-
pictures/detail/immunization.
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III.B. Overview of the State

Overview of the State

The District of Columbia is the urban center of the Washington Metropolitan Statistical Area. This geographic area is 
bordered by the county of Arlington and the city of Alexandria in Virginia; Prince George’s and Mongomery counties in 
Maryland; and the Potomac River. At only 68 square miles, it ranks as the 23rd most populated city in the United States. The 
District has a population of approximately 680,000 residents and is divided into over 200 ZIP codes, four (4) quadrants 
(northeast, northwest, southeast, and southwest), and eight (8) principal Wards, which are subdivisions created for the 
purposes of voting and political representation.

Age and Gender

DC’s population skews toward a younger age group, with a median age of 34.8 years [1] . Children under the age of 18 
comprise about 18% of the population; seniors (65 years and over) comprise about 12%. Females comprise about 53.34% 

of the population, while males comprise about 46.66% of the population [2] . The average household size in DC is 2.07 

persons [3] .

Race and Ethnicity

 

The majority of DC’s residents identify as non-White with 41.87% identifying as Black/African 
American (both Hispanic and non-Hispanic). Approximately 80,000, or 11%, of individuals identify 
as Hispanic/Latino with one or more races. [4]   The Northwest quadrant of the District includes 
Wards 1, 2, and 3, has a disproportionately higher White population, at approximately 50.99%, 
59.50%, and 68.13%, respectively, and Wards 1 and 4 have a substantial number of Hispanic 
residents, 19.02%% and 22.31%, respectively compared to 11.69% of the District population. 
Ward 6, located in the heart of Washington DC, is 51.85% White. Approximately 88% of the 
residents in Wards 7 and 8 (the Southeast quadrant) are African American; they experience 
higher poverty rates, earn lower incomes, and experience higher rates of unemployment than 

residents of the District’s other six Wards.
 

2024 DC Demographics By Ward [5]

Ward Total        

Population

% Child

Population

(less than

18)   

%

Child           

Population

(0-9)   

% Population by Race and Ethnicity   

Non-

Hispanic Black   

Non-  

Hispanic White   

Hispanic/  

Latinx   

Non-

Hispanic Asian/PI   

1  83,773 12.12 7.65 21.15 50.99 19.02 6.32

2  82,156 8.80 5.43 14.93 59.50 12.41 10.51

3  76,884 15.72 8.52 9.13 68.13 10.78 7.91

4  82,875 21.23 12.43 44.90 27.40 22.31 2.80

5  90,211 17.66 10.89 49.26 32.20 11.28 3.92

6  108,473 13.16 8.50 31.07 51.85 8.35 5.07

7  74,720 24.36 13.74 88.67 3.95 4.58 0.48

8  73,442 26.37 14.98 88.06 5.45 3.43 0.47

 

Socioeconomic Indicators 

Education: Over 90% of residents are high school graduates or higher, with more than half (62.01%) holding at least a 
bachelor’s degree. Although the District’s median household income is $98,916, 11.86% of the population lives below the 
poverty line. The average household income for Whites is $159,692, yet the average for Blacks is $74,714 and $69,454 for 
American Indian/Alaskan Natives.  16.63% of residents speak another language than English at home, with Spanish being
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spoken in about 9% of all households. [6]

 
School enrollment data for public schools in the District of Columbia during the 2023-24 school year indicate 99,132 
students attend all DCPS K-12 schools. [7]  Regarding educational attainment, 92.51%% of residents are high school 
graduates or higher: 15.29% of residents had earned a high school diploma, 12.06% had completed some college, 25.42% 
had earned a bachelor’s degree, and 36.59% had earned a graduate or professional degree. [8]

 
Income and Unemployment: A review of economic well-being indicators shows that from January 2015 to September 
2023:

The unemployment rate in DC decreased from 7.4% to 5.0%

The unemployment rate in Ward 7 decreased from 12.9% to 8.9% and the unemployment rate in Ward 8 decreased 

from 16.1% to 10.7%

The total number of unemployed DC residents decreased by 8,800

The total number of jobs in DC increased by 31,900 [9]

 
Although the unemployment rate has decreased across the District, disparities continue to exist among resident location. 
The table below [10]  shows a breakdown of the unemployment rate by Ward.
 

Ward   Unemployment Count 

(September 2023)  

Unemployment Rate 

(September 2023)   

1   2,391 3.8

2   2,337 3.6

3   2,044 3.5

4   2,238 4.6

5   2,679 6.2

6   2,563 4.4

7   3,036 8.5

8   2,097 10.1

 
 
Homelessness: In 2023, the District of Columbia was listed among the top 25 U.S. cities with large homeless populations. 
The estimated rate of homelessness is 7.3 per 1,000. In 2023, 704 children were in families experiencing homelessness. [11]

 
Housing: Housing plays a critical role in a person’s health status. Homelessness is closely connected to declines in 
physical and mental health. Over the last decade, DC has seen rapidly rising housing costs, leading to a significant loss of 
affordable housing. The median value of owner-occupied housing unit price of a single-family home was $157,200 in 2000. 
In May 2023, DC home prices were up 2.8% compared to 2022, selling for a median price of $668,000. As of 2024, the 
owner-occupied housing unit median value is $761,465 [12] . On average, homes in Washington, DC sell after 39 days on the 
market.
 
Rent increased from 2023 to 2022 in some parts of D.C. and nearby communities. As of May 2024, the average rent in 
Washington, DC is $2,252 a month. For a studio apartment, the average rent is $1,798 a month. For a 1-bedroom 
apartment, the average rent is $2,252 a month. For a 2-bedroom apartment, the average rent is $3,033 a month. For a 3-
bedroom apartment, the average rent is $3,774 a month [13] .
 
Health Insurance

Created on 9/27/2024 at 10:26 AMPage 14 of 358 pages



In 2021, DC had one of the lowest uninsured rates in the nation, with only 3.7% uninsured residents. Of those insured, 
approximately 34.5% of residents receive public coverage, while 71.9% are privately insured. In 2021, about 40.4% of all 
District children under the age of 19 were covered by publicly funded healthcare coverage according to the US Census 
Bureau. Of the entire child population, 96.3% are insured. The District has historically had higher rates of insured residents, 
in large part due to publicly financed insurance.
 

Health Care System 

There is a diverse and geographically well-distributed network of primary care practice sites that provide a comprehensive 
array of high-quality, well-integrated, and coordinated services to residents of DC, including obstetrical care. From 2006 
through 2015, the District invested more than 70 million dollars to construct or renovate 14 community health centers in 
areas of the city with disparate healthcare access and health outcomes. In 2020, DC had approximately 245.7 active 
primary care physicians per 100,000 residents. 18  Though DC has one of the strongest and most comprehensive primary 
care safety net systems in the nation, not all DC residents are fully engaged in appropriate primary care. Large portions of 
DC’s population are not engaged in needed primary care services, struggle to access care when and where needed, and 
face disparities in health-related outcomes despite the availability of health resources. For example, from June 2015 to May 
2016, only 56% of Medicaid and DC Alliance enrollees had a primary care visit within the last 12-month period. 19

 
The District is home to seven hospitals and hospital systems. All seven of DC’s acute care hospitals provide inpatient 
services, emergency services, comprehensive outpatient medical specialty, and surgical services, with inpatient care being 
the core service provided. Based on current licensure data, DC has a total of approximately 3,380 staffed beds. 20  Four 
hospitals (Children’s National Medical Center, George Washington University Hospital, Medstar Washington Hospital Center, 
and Howard University Hospital) are verified Level I trauma centers. The District also has several neonatal intensive care 
units (NICUs). Children’s National Medical Center and MedStar Georgetown University Hospital are Level IV NICUs, offering 
the highest level of care for premature and ill children. Level III NICUs are available at George Washington University 
Hospital, Howard University Hospital, and MedStar Washington Hospital Center; Sibley Hospital has a Level II NICU. 
Emergency Department (ED) visits saw a significant decrease from 2019 to 2020 due to COVID-19. Unlike in 2021, 2022 
data shows a slight 0.6% increase in ED visits compared to the previous year with a total volume of 376,116 ED visits. 
Notably, 2022 volumes remained below the 2019 pre-COVID-19 levels. 21

 
Of the seven hospitals, five are birthing facilities. These facilities are concentrated in the Northwest and Northeast quadrants 
of the District, which leaves many residents to reside in areas with few hospital options. On February 17, 2022, Mayor Muriel 
Bowser, and Universal Health Services (UHS) along with George Washington University and Children’s National Hospital 
broke ground on the Cedar Hill Regional Medical Center. This $375 million project located in the Southeast Quadrant of DC 
(Ward 8) includes a 136-bed full-service hospital, ambulatory pavilion for physician offices, clinics, and community space, a 
500-car garage, and a helipad for emergency transports. Key services include newborn delivery with a NICU, academic 
medicine, pediatric care, women’s health services, and more.
 

Disease Burden 

The District of Columbia’s 2020 Behavioral Risk Factor Surveillance System (BRFSS) survey found that residents living in 
Wards 7 and 8 were more likely to report having fair or poor health, high blood pressure, and pre-diabetes. About one-third of 
District adults were reportedly overweight, and an additional 24.3% reported being obese. Of those categorized as obese, 
39.6% were African American compared to 11.5% who were White. In 2020, 12.0% of adults were smokers, with the 
majority of those residents living in Wards 7 and 8. While the smoking prevalence in the District continues to decline, the 
use of Hookah has severely increased. In 2019, 17.1% of the District’s residents reported they tried smoking Hookah, and by 
2020 this number had increased to 35.4%.
 
Lastly, 14.5% of District residents reported 14 or more days during which their mental health was not good, with most of the 
residents who reported poor mental health ranging from 18 to 24 years old (21.8%). In 2021, the 10 leading causes of death 
in the District of Columbia, in ranked order, were heart disease, cancer, accidents (unintentional injuries), COVID-19, stroke, 
assault (homicide), diabetes mellitus, chronic lower respiratory diseases, septicemia, and hypertension. These conditions
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accounted for 75.81% of deaths among DC residents. However, most deaths (50.96%) were attributable to just the top three 
leading causes. The District of Columbia has seen a positive trend in life expectancy at birth. Over the past several years, 
the District’s life expectancy has improved at a faster rate than the national average. Currently, the average life expectancy 
is 78 years, an increase from 77.4 years in 2009.  Disparities in life expectancy are evident in DC, with those living in 
impoverished communities having a lower life expectancy than more affluent residents. Life expectancy estimates for 
District of Columbia neighborhoods vary by 22.1 years.  
 
Governance 

The Home Rule Act of 1973 established the Council of the District of Columbia, the legislative branch of local government. 
This Act allowed for an elected mayor and Council and limited federal control of DC. The Act was the result of the ongoing 
push by District residents for control of their own local affairs; however, it maintains Congressional oversight with provisions 
that allow Congress to 1) review all legislation passed by the Council before it can become law and 2) retain authority over 
the District's budget. The existing local government is the most expanded form of self-government since the establishment 
of the District as the seat of the federal government. In 1790, when the District was established on land ceded by Maryland 
and Virginia to the federal government, only about 3,000 citizens lived in the area —far less than the 50,000 required to be a 
state.    
  
The mayor of the District of Columbia is the head of the executive branch of DC’s government. The mayor has the duty to 
enforce city laws, and the power to either approve or veto bills passed by the Council. In addition, the mayor oversees all city 
services, public property, police and fire protection, and most public agencies. There are more than 20 District agencies (or 
departments) divided into five clusters (Planning and Economic Development, Health and Human Services, Education, 
Economic Opportunity and Public Safety and Justice). Each cluster is led by a Deputy Mayor who reports to the City 
Administrator. Sworn in on January 2, 2015, Muriel Bowser currently serves as Washington, DC’s seventh elected Mayor.   
  
The Council of the District of Columbia is the legislative branch of local government. The Council is composed of a 
chairman elected at large and twelve Members —four of whom are elected at large, and one from each of the District's 
eight Wards. A Member is elected to serve a four-year term. The Council’s central role as a legislative body is to make laws. 
However, its responsibilities also include oversight of multiple agencies, commissions, boards and other instruments of 
District government. Working with the Mayor and the executive branch, the Council also plays a critical role in maintaining a 
balanced budget and the fiscal health of the District of Columbia government.   
 
DC Health operates as the District of Columbia’s state and local health department. DC Health works in conjunction with 
The Department of Health Care Finance (DHCF), the District’s state Medicaid agency to ensure all residents in the District 
of Columbia have the supports and services they need to be actively engaged in their health and to thrive. In addition to the 
Medicaid program, DHCF also administers insurance programs for immigrant children, the State Child Health Insurance 
Program (S-CHIP or CHIP) and Medical Charities, a locally funded program. DHCF works to improve health outcomes by 
providing access to comprehensive, cost-effective and quality healthcare services for residents of the District of Columbia.
  
The District of Columbia has historically enacted relatively progressive legislation to support the health and wellbeing of 
women, children and families residing in the District. Several recent examples are listed below:    
 
The Healthy Schools Act (2010) was designed to improve the health and wellness of students attending D.C. public 
schools by enhancing standards for breakfast/lunch access, school nutrition, farm-to-school food policies, physical activity 
and education, and health education. 
 
The Healthy Students Amendment Act (2017) strengthens nutrition requirements for school meals; increases the 
reimbursement for school breakfast; expands breakfast after the bell and alternate serving models to increase breakfast 
participation; requires DCPS to conduct a baseline study and progress reports to align purchasing with the Good Food 
Purchasing Program’s core values; requires the Office of Planning to submit a report to the Mayor and Council regarding 
best practices for developing a central kitchen; and requires that DCPS and public charter school students participate in
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specified amounts of age-appropriate physical education per week.
 
The Food, Environment, and Economic Development in the District of Columbia (FEED DC) Act (2010) offers 
incentives to attract full-service grocery stores into low-income “food deserts” and provides funding for a Healthy Food Retail 
Program, which helps small grocers and markets sell fresh produce and other healthy foods.   
 
The Youth Bullying Prevention Act (2012) requires the establishment of a bullying prevention task force and the 
implementation of bullying prevention policies at District agencies and educational institutions.      
 
The Healthy Tots (HTA) Act (2014) is designed to incentivize early care and education facilities to adopt higher nutritional 
standards and funds sub-grants for physical activity and nutrition programs.   
 
The Prohibition Against Selling Tobacco Products to Individuals Under 21 Amendment Act (2015) amends District
law to prohibit the sale of cigarettes to those under 21 years of age. 
 
The DC Universal Paid Leave Amendment Act (2016) establishes a paid family leave program administered through the 
District of Columbia. The Act provides eight weeks of leave for caring for a newborn or newly adopted child, six weeks for 
tending to a sick relative, and two weeks for taking care of personal medical needs for any worker employed by a private 
business in the District.
 
Beginning January 1, 2023, for the first time, as part of the total 8 maximum weeks of paid leave currently available, 
employees will be eligible to receive up to 2 weeks of paid medical leave to care for their serious health condition. 
Employees will also be eligible to receive leave for more than one qualifying event per year, within the 8 maximum total paid 
weeks.
 
The District of Columbia Living Wage Act (2006) allows for an increase in DC’s living wage to $17.00 per hour by July 
2023. This act also allows for the gradual increase in minimum wage offered to tipped employees, starting at 8.00 per hour 
in July 2023 supplemented by tip credit. The passing of Initiative 82 in 2022 allows for this tip credit to be phased out entirely 
in 2027.
 
The D.C. Maternal Mortality Review Committee Establishment Act (2018) establishes a Maternal Mortality Review 
Committee to examine the causes associated with maternal mortalities of District residents and to help create a strategic 
framework for improving the maternal health outcomes of racial and ethnic minorities in the District.    
 
The Defending Access to Women’s Health Care Services Amendment Act (2018) allows pharmacists to prescribe and 
dispense self-administered contraceptives and requires insurers to cover certain health care services without cost-sharing, 
including breast cancer screening and counseling, screening for HIV, and counseling for sexually transmitted infections.   
 
The Protecting Pregnant Workers Fairness Act of 2014 (PPWFA) requires District of Columbia employers to provide 
reasonable workplace accommodations for employees whose ability to perform job duties is limited because of pregnancy, 
childbirth, breastfeeding, or a related medical condition. Individuals who believe they were denied reasonable 
accommodation or treated unfairly in violation of PPWFA may file a complaint with the DC Office of Human Rights (OHR). If 
a violation is found, employers may be required to provide monetary or other relief to the employee.
 
The Preterm Birth Reduction Initiative (2022) was written based on lessons learned from the Preterm Birth Reduction 
Pilot Program (2019). In 2022, DC Health launched the Preterm Birth Reduction Initiative, in which four District birthing 
facilities (Community of Hope, MedStar Washington Hospital Center, Howard University, and Unity Healthcare) were 
selected as grantees. DC Health works with these prenatal care providers to implement quality improvement initiatives to 
reduce preterm birth. This includes a focus on screening tools and/or procedures to help identify women at risk for preterm 
birth; management of associated risk factors for those at risk for preterm birth; and improving linkages to care, including
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prenatal care, labor and delivery options, social services, and community programs.  
 
The Better Access for Babies to Integrated Equitable Services Act of 2018 (BABIES) eliminated stand-alone screening 

programs and consolidated all newborn screenings (metabolic, hearing, and CCHD) to provide a comprehensive program 
that establishes quality measures and ensures accountability, regardless of whether the baby is born in a hospital, maternity 
center, or at home. This bill was not enacted by the DC Council. However, the Community Health Omnibus Amendment Act 
of 2018, which includes the comprehensive newborn screening provisions of the BABIES Act of 2018 was signed by 
the Mayor on January 30, 2019, and became DC Law 22-290, effective April 11, 2019.  
 
The Better Access for Babies to Integrated Equitable Services Act of 2020 (DC Law 23-118), which became effective 

June 24, 2020, amends the Community Health Omnibus Amendment Act of 2018 to:  
  

1. Require individual and group health benefit plans to cover required newborn screenings.   
  

2. Authorize civil fines and penalties for the failure of hospitals and birthing facilities to comply with newborn screening, 
privacy, reporting, and discharge requirements.  

  
3. Establish a report card that assesses the performance of hospitals and birthing facilities in meeting newborn 

screening, inpatient services, and discharge requirements.  
  

4. Establish a Perinatal and Infant Health Advisory Committee to provide recommendations to the Mayor and the DC 
Health Director regarding improving perinatal health and assuring access to quality perinatal health services.   

  
The Certified Professional Midwife Act of 2020 (DC Law 23-97) amends the Health Occupations Revisions Act of 1985 
to provide for the certification and regulation of certified professional midwives and certified nurse midwives. It also specifies 
requirements for maternity centers, provides reimbursement for services provided by certified professional midwives, 
establishes an Advisory Committee on Certified Professional Midwives to develop guidelines for licensing professional nurse 
midwives, and regulates the profession of certified professional midwifery. Finally, the legislation includes certified 
professional midwives in the District of Columbia Health Professional Recruitment Program. This bill became law effective 
June 17, 2020.  
 
The Postpartum Coverage Expansion Amendment Act of 2020 (Bill 23-326) amends the Telehealth Reimbursement 

Act of 2013 to extend inpatient and outpatient benefits to at least a year after childbirth. The mayor is required to seek a 
Medicaid waiver to enable all health policies covered through the District’s Medicaid program to cover inpatient and 
outpatient maternity and newborn care for at least a year after childbirth. This legislation went into effect on October 20, 
2020. Effective October 1, 2022, the Department of Health Care Finance (DHCF) will provide reimbursement for doula 
services and enroll doulas as providers in health programs (Medicaid, Alliance, and the Immigrant Children’s Program).
 
The Perinatal Health Worker Training Access Act of 2019 (Bill 23-341) requires DC Health to provide grants to 
implement a perinatal health worker-training program to train residents in Wards 5, 7, and 8, to provide culturally congruent 
nonclinical care to women during their perinatal period. A hearing was held on this legislation on December 18, 2019.   
 
The Baby Friendly Hospital Initiative Act of 2018 (Bill 22-808) required all general acute care hospitals and special 
hospitals that have a perinatal unit to adopt the “Ten Steps to Successful Breastfeeding” as created by Baby-Friendly USA, 
an alternative process adopted by a health care service plan that includes evidence-based policies, practices, and targeted 
outcomes, or the Model Hospital Policy. This legislation expired at the end of Council Session 22, and thus did not become 
law.  
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The Community Health Omnibus Act of 2018, Amendment to Chapter 21 (Neonatal Screening Services) of Title 22 
(Health), Subtitle B (Public Health and Medicine) of the District of Columbia Municipal Regulations (DCMR) 2023 
amends 22-B DCMR § 2101.1 to add Spinal Muscular Atrophy (SMA) to the panel of newborn dried blood spot screening 
tests that hospitals and birthing centers must make available to parents of newborns. SMA is a genetic disorder that is 
manifested by weakness and wasting of the muscles that are used for movement. The muscle weakness usually worsens 
with age and can be lethal by age two if left untreated.
 
The addition of SMA follows the recommendations of the DC Committee on Metabolic Disorders and the Health Resources 
and Services Administration’s (HRSA’s) Advisory Committees on Heritable Disorders in Newborns and Children and is 
based on the best available clinical guidelines. SMA is an important addition to the District’s newborn screening panel 
because of the severe impacts of undiagnosed SMA on newborns and their families, the availability of an accurate screening 
test for this condition, and the fact that treatment of SMA can prevent the death of the child and is only effective if 
implemented early.

The Elimination of Discrimination Against Women Amendment Act of 2022. This act amends the District of Columbia 
Commission for Women Act of 1978 to require that all District government agencies conduct gender analyses every 2 
years, and that the Commission for Women develops a citywide action plan to eliminate discrimination against women and 
to require the Commission for Women to provide training on gender equity and human rights to District government 
employees.

D.C. Law 24-168. Medically Necessary Foods Coverage Act of 2022. This act requires health insurers in the District to 
provide coverage for medically necessary foods to treat diseases including Inflammatory bowel disease, Eosinophilic 
disorders, inherited metabolic disorders, and other related conditions. It became law on September 21, 2022. Medically 
necessary foods can include a low protein modified food product, a modified fat preparation product, or a nutritional formula 
tailored for the client.
 

DC Law 25-49 Expanding Access to Fertility Treatment Amendment Act of 2023. Amended the Women’s Health and
Cancer Treatment Rights Federal Law Conformity Act of 2000 to require individual or group health benefits plans to provide 
coverage for the diagnosis and treatment of infertility and standard fertility preservation services. 

DC Law 25-142 Home Visiting Services Reimbursement Act of 2023. Amends Title 1 of the Birth- To-Three for All DC
Act of 2018 to extend health insurance coverage for eligible home visiting services through Medicaid, the DC Healthcare 
Alliance, and the Immigrant Children’s Program. 

 

[1]  Age Data for City: District of Columbia. (2024). DC Health Matters. https://www.dchealthmatters.org/demographicdata? 
id=130951§ionId=942#sectionPiece_209
 
[2]  Sex Data for City: District of Columbia. (2024). DC Health Matters. https://www.dchealthmatters.org/? 
module=demographicdata&controller=index&action=index&id=130951§ionId=943
 
[3]  Households/Income Data for City: District of Columbia. (2024). DC Health Matters. https://www.dchealthmatters.org/demographicdata? 
id=130951§ionId=936#sectionPiece_65
 
[4]  Race Data for City: District of Columbia. (2024). DC Health Matters. https://www.dchealthmatters.org/demographicdata? 
id=130951§ionId=940
 
[5]  Population Data for Ward: Ward 7. (2024). DC Health Matters. https://www.dchealthmatters.org/? 
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id=130951§ionId=938
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III.C. Needs Assessment 
FY 2025 Application/FY 2023 Annual Report Update

 Needs Assessment Update

Summary

The District of Columbia (DC) Department of Health (DC Health) conducted the DC Title V Needs Assessment from 
February 2019 to March 2020, assessing the needs and strengths of its MCH population and infrastructure. The purpose of 
the Needs Assessment was to: 1) better understand the current health status of the District’s MCH populations; 2) ascertain 
current MCH needs through qualitative and quantitative methods; and 3) utilize the findings and Title V National Performance 
Measure System to identify top District priorities and determine allocation of resources and strategies that would improve 
the health and wellbeing of each of the District's five MCH population health domains —women, infants, children, including 
children with special health care needs, and adolescents. Using a mixed-method approach of qualitative and quantitative 
methods, the capacity, accessibility, and quality of delivery of services for DC’s MCH populations were assessed. DC Title V 
received ongoing stakeholder feedback through both formal and informal channels. At the beginning of the needs 
assessment, the team engaged the MCH Advisory Council, comprised of representatives from government agencies, 
consumers and health care, and community-based organizations. Council members participated in key informant interviews 
where they provided input on unmet needs, systematic factors impacting the District’s MCH population, and positive 
protective factors that strengthened their health. The team also conducted a community Discovery Survey to collect the 
public’s perspective on MCH topics, and a focus group with the Youth Advisory Council to solicit input and gain insight from 
middle and high school student representatives.
 
Partnerships and Collaborations

The findings from the Needs Assessment highlight the importance of continuing partnerships with local agencies to improve 
MCH population outcomes. The DC Title V team engaged with both internal and external MCH stakeholders through a variety 
of committees and working groups highlighted throughout this application. Through its partnership with the Office of the 
State Superintendent (OSSE) Division of Early Learning (DEL), Title V worked to implement the Strong Start Early 
Intervention Program (Strong Start) — a statewide, comprehensive, coordinated, multidisciplinary system that provides 
early intervention therapeutic and other services for children ages 0 to 5 with disabilities and developmental delays and their 
families. Title V additionally provided oversight of the Help Me Grow (HMG) program to ensure alignment in program goals, 
objectives, and strategies during program implementation. HMG provides services to District residents through a 
comprehensive and integrated system designed to address the need for early identification of children at risk for 
developmental and/or behavioral problems and to prenatal women. DC Health’s Community Health Administration (CHA) 
actively participates with several District-wide MCH collaborative groups, including the Perinatal and Infant Health Advisory 
Committee, Department of Health Care Finance Perinatal Mental Health Taskforce, State Early Childhood Development and 
Coordinating Council, Child Fatality Review Committee (CFRC) and Infant Mortality Review Subcommittee, Department of 
Health Care Finance Perinatal Quality Improvement Collaborative, the Thrive by Five Coordinating Council, DC Home 
Visitation Council, DC Food Policy Council, CSHCN Advisory Council, Maternal Mortality Review Committee and the D.C. 
Healthy Communities Collaborative, among others.

 
 
Changes in the Health Status and Needs of MCH Population

Key findings resulting from the 2020 MCH Needs Assessment highlighted the following priority areas: well-woman visits; 

breastfeeding; reducing perinatal disparities; mental health including grief and trauma-informed care; addressing implicit 
bias/discrimination; positive youth development; early childhood developmental screening; medical home 
identification/place-based care; and addressing social and economic needs. The findings point to persistent health 
disparities by race/ethnicity, immigration documentation status, and socio-economic status. Furthermore, these findings
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emphasize the need to address social determinants of health such as housing, education, violence, and 
discrimination/implicit bias, which were among the top factors identified by community members as the biggest unmet 
needs of District women, children, and families. Factors identified through the Discovery Survey as positively influencing 
families to thrive within the District community were community support activities, access to public spaces, a safe 
environment, food access, social support, community-based services, public transportation, and quality education.
 
 
Women/Maternal Health

Women comprise the majority of the District’s population (53.34%), with more than a quarter being of reproductive age, 15 
to 44. The racial demographic of women in the District shows that 47% identify as Black, 40% as White and 11% as 
Hispanic. In 2020, during the onset of the COVID-19 pandemic, the primary causes of death among DC residents were 
heart disease, cancer, and COVID-19. Presently, the leading causes of death are heart disease, cancer, and accidents, with 
COVID-19 ranking fourth [1] . Disparities in health for different age and racial/ethnic groups continue to exist despite high 
insurance rates (96.7%) for the maternal health population, which exceeds the national average (92.1%). Nearly 20% of 
women have income below the federal poverty level, with the highest concentration living in neighborhoods in Wards 7 and 
Ward 8, followed by some neighborhoods in Wards 2, 5, and 6. The District’s priorities for Women’s/Maternal Health include 
addressing: well-woman visits, prenatal care, mental health, social and economic needs, and implicit bias/discrimination. 
Establishing a holistic form of care and a safe space to thrive is crucial.
 
Preventative Care Utilization: In 2020, the DC Behavioral Risk Factor Surveillance System (BRFSS) data showed that 

79.2% of women ages 21 to 65 had a pap test in the past 3 years, a decrease compared to 81.3 % in 2018. There is a 
difference across race/ethnicity in utilization of care and there are also clear disparities among wards among adult females 
who did not have a pap test within the past three years. Early initiation into prenatal care can reduce the risk of preterm 
births, low-birthweight babies, and overall improve birth outcomes. In the District, 86% of non-Hispanic white mothers, 53% 
of non-Hispanic Black mothers, 69.4% of Hispanic mothers, and 81.1% of non-Hispanic Asian/Pacific Islander mothers 
initiated prenatal care during their first trimester. Women across wards 7 and 8 have lower rates of first trimester prenatal 
care initiation, ranging from 44.16% to 64.18% [2] .

Chronic Disease Burden: In the 2020 BRFSS report, 29.1% of women in the District reported being obese. There are also 

clear racial disparities in adults who were classified as obese across the District. Black residents reported being more likely 
to be obese (39.6%) compared to 20.8% for Hispanic and 11.5% for White residents. Wards 8 and 7 had the highest 
percentage of adult residents who were obese, at 49.1% and 40.5%, respectively. The percentage of overweight or obese 
mothers prior to pregnancy for all births in the District was about half (46.8%). The highest percentage of overweight or 
obese pre-pregnancy weight was among non-Hispanic Black mothers (60.8%), which was significantly higher than non-
Hispanic white mothers (27.2%) and Hispanic mothers (54.9%).

Substance Abuse: CDC data for 2021 revealed that 5.4% of pregnant women reported smoking at any time during 

pregnancy [3] . The percentage of mothers who smoked cigarettes at any point during pregnancy decreased from 2016 to 
2021, from 7.2% to 4.6% [4] . The percentage of mothers who smoked during pregnancy declined across all maternal age 
groups between 2016 and 2021. According to 2020 BFRSS data, higher rates of tobacco use were reported among non-
Hispanic Black women (19.3% currently smoke) compared to non-Hispanic White women (6.1%). Wards 7 and 8 had the 
highest percentage of adult residents who reported being current smokers. BRFSS also reported a slight decrease in the 
number of women in the District who binge drink (defined as the individuals drinking at least four or five drinks on one 
occasion) in 2020 (20.8%) compared to in 2019 (22%); however, it is significantly higher than the national average (16%). 
Wards 2 had the highest percentage of adult residents who reported being binge drinkers.

 

Perinatal and Infant Health

Infant Mortality Rate (IMR): The DC infant mortality rate has decreased by nearly a half, from 7.4 per 1,000 live births in 

2011 to 4.5 per 1,000 live births in 2020 [5] . The average DC IMR from 2016 through 2020 was 6.4 per 1,000 live births.
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However, there has been a more significant decline in infant mortality in the last couple of years (2019 and 2020), with an 
IMR of 4.7 per 1,000 live births. The IMR is currently below the DC Healthy People 2020 target of 6.0 per 1,000 live births. 
The annual infant mortality disparity ratio comparing infants of non-Hispanic black and non-Hispanic white mothers was 7.6 
in 2011 and 3.5 in 2020. The same ratio comparing infants of Hispanic and non-Hispanic white mothers was 3.4 in 2011 and 
2.6 in 2020.  During the five-year period between 2016 and 2020, the IMR were notably higher among infants of mothers 
aged 20 to 4 years (10.8 per 1,000 live births) and 25 to 9 years (8.2 per 1,000 live births) compared to those of mothers 
aged 30 to 4 years (4.6 per 1,000 live births) and 35 to 39 years (3.6 per 1,000 live births). Additionally, the IMR was higher 
among infants of unmarried mothers (9.4 per 1,000 live births) compared to those of married mothers (2.9 per 1,000 live 
births). Additionally, the IMR was significantly lower among mothers with more than a high school diploma (3.5 per 1,000 live 
births) compared to those with a high school diploma (9.9 per 1,000 live births) and those without a high school diploma (9.5 
per 1,000 live births). Wards 5, 7 and 8 had the highest IMR at 6.0, 9.9, and 12.9 per 1,000 live births, respectively. 
Meanwhile, wards 2 and 3 had the lowest IMR at 2.1 and 3.0 per 1,000 live births, respectively [6] . The most recent IMR 
recorded in the District was 6.81 per 1,000 live births in 2021 [7] .

 

Preterm Births: The percentage of preterm births among all DC resident live births decreased significantly between 2011 

and 2020 from 11.1% to 9.8%. The percentage of preterm births by maternal race and ethnicity varied across 2011 to 2020. 
In 2020, non-Hispanic Black mothers had higher levels of preterm births (12.4%) than non-Hispanic white mothers (7.0%) 
and Hispanic mothers (9.6%). The percentage of preterm births decreased between 2011 and 2020 in all wards, excluding 
wards 3 and 7. Wards 1 and 5 experienced the most significant decreases in preterm birth percentages between 2011 and 
2020. Ward 8 had the highest percentage of preterm birth (13.8%), which was significantly higher than the percentage in all 
other wards except for Ward 7 (13.4%). The most recent preterm birth rates recorded are 10.09% in 2021 and 10.24% in 
2022 [8] .
 
Breastfeeding: The 2022 Breastfeeding Report card reports 87.7% of infants in DC ever breastfed, 66.8% of women 

breastfeeding at six months, and 36.8% at 12 months. Compared to 2020, there is a slight decline in the number of infants 
in DC ever breastfed, but not statistically significant [9] . Indeed, 93.3% of moms who completed the Pregnancy Risk 
Assessment and Monitoring System (PRAMS) survey in 2022 reported that they ever breastfed, which is slightly than 2021
[10] .

 

Child Health

Developmental Delays: Poverty is known as a major risk factor of developmental delays in children. According to the
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American Community 5-Year Survey, 20.4% of children in the District under the age of 6 are living below the poverty level. 
22.8% of all children in the District were living below the poverty level between 2017 and 2021. A significant portion of infants 
and toddlers in DC live in low-income households: 21.4% live in households with incomes that are less than the 100% 
Federal Poverty Line (FPL) and 16.5% live in households with incomes that are within 100 to 200% of FPL. To ensure 
children have early and appropriate access to services, the American Academy of Pediatrics recommends that all children 
aged 9, 18, and 30 months receive a developmental and behavioral screening during their well-child visit. However, only 
approximately 32.2% of children in the District between 9 to 35 months were reported to have received a developmental 
screening using a parent-completed screening tool. Given that multiple points of access can serve as the opportunity to 
screen children for developmental delays (e.g. DC Early Intervention Program/Strong Start led by OSSE for children ages 0 
to 3 and the DC Early Intervention Program led by DCPS for children 3 years and older), the developmental screening rate 
may be underreported. The DC Health Title V team, along with its partners, continues to work on promoting efforts to create 
and implement use of a centralized database (i.e. the Ages and Stages Questionnaire (ASQ) Hub) for developmental 
screening to reduce the duplication of services and connect families to timely and appropriate services.
 
Health Services: According to the 2021 National Survey of Children’s Health, 17% of children aged 0 through 17 in the 

District had no preventive care visits in the past 12 months. 17.7% of Hispanic children received no preventive care visits in 
the last 12 months, and 6.4% of white non-Hispanic children, and 22.9% of Black children had no preventive care visits in 
the past 12 months. According to the 2022 National Survey of Children’s Health, 15.5% of children aged 0 to 16 in the 
District had no preventive care visits in the past 12 months. The data also highlighted disparities among different racial and 
ethnic groups: 18.3% of Hispanic children received no preventive care visits in the last 12 months, compared to 5.8% of 
White non-Hispanic children and 20.1% of Black children.
 
Obesity: Between 2020 and 2021, 17.3% of DC children aged 10 through 17 were considered obese, which is similar to the 

national average (17.0%). This rate is a significant increase from 2019 to 2020 (14.2%). With the most recent data of 2022, 
19.9% of children ages 10 to 17 have obesity, giving DC a ranking of 40 among 50 states and DC [11] . 12.8% of children ages 
2 to 4 have obesity, giving DC a ranking of 39 of 51 states. 24.7% of adults with DC ranking 50 of 51 [12] .
 

Oral Health: Between 2020 and 2021, 80.3% of children in the District ages 1 through 17 had one or more preventive dental 

care visit in the past 12 months. This is higher than the national rate (75.1%). In DC, 82% of Hispanic children, 79.4% of 
white non-Hispanic children, and 81.8% of Black children ages 1 through 17 had one or more preventive dental care visit in 
the past 12 months. Efforts must ensure that resources are equitably distributed to allow access to affordable dental care, 
in particular for those who are Medicaid-eligible and under 2 years old.
 

Children and Youth with Special Health Care Needs (CYSHCN)

There is a shortage in the availability of data illustrating the needs and challenges of CYSHCN in the District. However, 
access to rich qualitative data from partners in the field have allowed for an assessment of this population. In the 2022 
National Survey of Children’s Health, 21.8% of families in DC reported their child has a special health care need, and 
therefore, is vital to provide support for this population. The same survey also estimated that 62.5% of CYSHCN in the 
district did not have a medical home or the care does not meet NSCH’s medical home criteria. The District’s priorities for 
the CYSHCN population include medical home utilization and successful transition from pediatric to adult care.
 
Care Coordination:  The District of Columbia has a first-of-its kind health system - Health Care System (HCS). This is a 

nonprofit health care organization committed to serving people with complex health care needs and eliminating barriers to 
health services by providing the resources of a health plan, a pediatric specialty hospital, home health agency, rehabilitative 
therapy centers and parent foundation assistance. The District offers a Medicaid health plan for CYSHCN through Health 
Services for Children with Special Needs, Inc. (HSCSN). HSCSN serves children and young adults up to age 26 who live in 
Washington, D.C. and receive SSI. Care managers support individuals and families with assistance in connecting to care 
and services prescribed by physicians. A healthcare system professional stated that additional work is required to increase 
quality of services throughout the entire continuum of care. This includes helping CYSHCN integrate back into their
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communities and allowing CYSHCN to practice skills learned in speech therapy, developmental therapy, etc. to engage in 
social interactions, participate in physical activity, and live more independent lives. Despite the District’s improvements in 
expanding access to care, CYSHCN continue to face challenges accessing supportive services within the community. 
According to the 2020 to 2021 National Survey of Children’s Health, among children who needed effective care coordination 
31.2% did not receive it.
 
Adverse Childhood Experiences: CYSHCN may have an increased risk of experiencing adverse childhood experiences 

(ACEs), which include witnessing violence towards a parent/guardian, experiencing violence themselves, living with 
someone who suffered from poor mental health, and more. Approximately 32.4% of CYSHCN in DC were reported to have 
two or more ACEs, almost half the rate of children with no special health care needs (67.7%). Nationwide, 37.0% CYSHCN 
are reported to have two or more ACEs and 63.0% of non-CYSHCN are reported to have two or more ACEs. CYSHCN are 
also at an increased risk for experiencing bullying with 48.0% of CYSHCN between ages 12 to 17 reporting a higher rate of 
experiencing bullying compared to 20.7% of children without a SHCN.
 

Adolescent Health

Sexual Health: In 2019, 44% of high school students in the District reported ever having sex, with 7.9% of youth engaging 

before age 13, a decrease from 2017(45.6% and 8.9% respectively). Approximately one-quarter of currently sexually active 
students (20.8%) reported not using any method to prevent pregnancy and 72.4% of the students reported that they had not 
been tested for a sexually transmitted disease. Teen birth rates have decreased steadily over the years with the current rate 
at 19.3 in 2020, a decrease from the rate in 2019 at 21.0 per 1,000 females ages 15 to 19.
 
In 2021, 28.5% of high school students in the District reported ever having sex, with 5.3% of youth engaging before age 13, a 
decrease from 2019 (7.9%). 9.8% of DC high school students reported being tested for an STD other than HIV, showing a 
significant decrease compared to 2019 (27.6%).
 
Obesity and Nutrition: The 2019 YRBS reported 17.1% of high school respondents were obese and 17.6% were 

overweight. 28.4% of District high school students do not engage in recommended physical activity, with the female rates 
(32.4%) higher than the males (24%). DC was ranked 4th in the country for households with children experiencing food 
hardship (23.3%) by the Food Research and Action Center between 2016 to 017.
 
The 2021 YRBS reported that 16.3% of students in high school had obesity, and 16% of high school students were 
overweight. 32.2% of high school students in the District were physically active for 60 minutes per day on five or more days. 
19.2% of female high school students were not physically active for at least 60 minutes on at least one day, which was 
higher than the rate for male high school students (12.4%).
 
Nationally, childhood obesity continues to be a significant concern, with predictions indicating a rise in obesity rates among 
school-aged children and adolescents from 150 million to over 250 million worldwide by 2030 [13] . With the most recent data 
of 2022, 19.9% of children ages 10 to 17 have obesity, giving DC a ranking of 40 among 50 states and DC [14] .
 
Unintentional Injuries and Violence: In recent years, there has been a slight decline in the percentage of high school 

students reporting risky behaviors. In 2022, about 14% of high school students nationwide reported riding in a car with a 
driver who had been drinking, a number consistent with the rate for DC. Additionally, 4.7% of DC high school students 
reported driving after drinking. In the same year, 18.3% of high school students had been in a physical fight, with 5.8% of 
students experiencing a physical fight on school property. Nationwide, 6.6% of students were threatened or injured with a 
weapon on school property, and 3.1% of high school students reported carrying a weapon on school property. Regarding 
physical dating violence, 9.7% of high school students experienced it in 2022, with 15% of female students and 4% of male 
students reporting it. The prevalence of attempted suicides among high school students was 10.2% in the same year. 
Regarding firearm deaths, DC’s ranking among states shifted from 13 th  in 2013 (8.9 per 100,000) to 26 th  in 2017 (13.1 per 
100,000). As of 2023, DC ranked 22 nd  with a rate of 14.5 per 100,000.
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Substance Abuse: In 2021, 10.1% of high school students used electronic vapor (“vape”) products, which was a decrease 

from 13% in 2019 [15] . High school students in 2021 reported lower rates of “current alcohol use” (15.2%) than in 2019 
(17.8%) and 29.2% of students reported current marijuana use.
 
Emerging Issues – Maternal Health

 
Syphilis cases in the U.S. have increased every year since 2012; there has been a 30% increase in all cases of syphilis 
infection in recent years. From 2016 to 2022, the rate of maternal syphilis increased by 222%, reaching 280.4 per 100,000 
births in 2022. This trend is mirrored in the District, which has seen substantial increases in syphilis cases, particularly 
among women of reproductive age. Nationwide in 2022, there were 3,755 cases of congenital syphilis, with a rate of 102.5 
per 100,000 live births. In the same year, the District reported 12 cases of congenital syphilis, with a rate of 138.6 per 
100,000 live births. This significant increase from previous years highlights a growing public health challenge [16] . Congenital 
syphilis can be transmitted at any stage of pregnancy, with the risk being higher if the mother is newly infected. Over the 
past decade, congenital syphilis rates in the U.S. increased eightfold. In 2022, the District had some of the highest rates of 
primary and secondary syphilis among counties and independent cities in the U.S., continuing a troubling trend. There are 
significant disparities in the rates of reported STDs/STIs, including syphilis. For example, American Indian and Alaska Native 
persons, while constituting only about 0.7% of all live births in the U.S., accounted for approximately 3.6% of all congenital 
syphilis cases. These disparities reflect inequities in access to quality health care [17] . Currently, DC Municipal Regulations 
require mothers to test for syphilis twice during pregnancy: once at the first prenatal visit and again in the third trimester. 
Testing is also recommended at delivery, particularly for high-risk patients who may not have proper medical documentation. 
The DC Title V team strives to continue fostering strong partnerships, including DC Health’s HIV/AIDS, Hepatitis, STD, and 
TB Administration (HAHSTA) to enhance the District’s response to this emerging issue.

 

 

Changes in Program Capacity and Organizational Structure 

Organizational Structure

The District of Columbia is governed by the Mayor, who has the sole authority and responsibility for the daily administration 
of the District government. Within the Office of the Mayor there are four Deputy Mayors representing various public sectors. 
The Deputy Mayor for Health and Human Services serves as a liaison between the Executive Office of the Mayor and the 
health and human service cluster, which includes the Department of Health (DC Health). There are six administrations in 
DC Health, including the Community Health Administration (CHA), which is responsible for administering the Title V grant.

In FY23, the Mayor appointed an Acting Director of DC Health, Dr. Ayanna Bennett. Dr. Bennett is a healthcare and public 
health executive with more than 20 years of experience in clinical practice, clinical service design, system integration, and 
quality improvement. Dr. Bennett most recently served as Chief Health Equity Officer and Director of the San Francisco 
Department of Public Health’s Office of Health Equity, where she focused on quality improvements and sustaining systemic 
change through policy improvement (see Appendix for organizational chart).

All bureaus within CHA in coordination with external partners collaborate to facilitate Title V MCH programming to DC 
residents. The bureaus and their functions are (see Appendix for detailed office and bureau descriptions):

Nutrition and Physical Fitness Bureau – Nutrition and physical fitness promotion

Family Health Bureau – Health of families across the lifespan

Cancer and Chronic Disease Prevention Bureau – Cancer and chronic disease prevention and control

Health Care Access Bureau – Access to quality health services, particularly medical and dental homes

The Family Health Bureau Chief also serves as the Title V MCH State Director for the District of Columbia. The State 
Director works closely with both the Senior Deputy Director, who formerly served as the Title V MCH State Director, and the
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Deputy Director for Policy and Programs to oversee the program, including the management of staff.  Title V Program 
Manager (vacant), and the core Title V team collaborate with the Title V MCH State Director to provide oversight of Title V 
program activities and MCH collaboration throughout the CHA. Moreover, the Title V CYSHCN Director, the State Family 
Leader, and the State Youth Leader convene to execute strategic leadership and planning over the direction of the DC Title V 
program. While the Title V MCH director is responsible for the strategic direction of the program, the Title V Program 
Manager (vacant) and core team oversee the programmatic activities for the Title V grantees and MCH-related projects 
within CHA.

Outside of CHA, the Grants and Budget Monitoring Unit within the Office of the Deputy Director for Operations provides 
grant support through fiscal monitoring of contracts and grant awards. The Center of Policy, Planning, and Evaluation 
(CPPE) provides monitoring and surveillance support of MCH indicators and health outcomes in the District.

[1]  District of Columbia. National Center for Health Statistics. https://www.cdc.gov/nchs/pressroom/states/dc/DC1.htm
 
[2]  Behavioral Risk Factor Surveillance System 2020 Annual Health Report. District of Columbia Department of Health 
https://dchealth.dc.gov/sites/default/files/dc/sites/doh/publication/attachments/DC%20BRFSS%202020%20Annual%20Health%20Report.pdf
 
[3]

https://www.cdc.gov/mmwr/volumes/73/wr/mm7317a2.htm#:~:text=In%202021%2C%20the%20prevalence%20of,pregnancy%20quit%20smoking%20while%20pregnant.
[4]

https://www.cdc.gov/nchs/products/databriefs/db458.htm#:~:text=The%20percentage%20of%20mothers%20who%20smoked%20cigarettes%20at%20any%20time,4.6%25%20(Figure%201).
[5]  State Action Plan - Perinatal/Infant Health - Application Year - District of Columbia - 2023. Health Resources and Services 
Administration Maternal and Child Health. https://mchb.tvisdata.hrsa.gov/Narratives/PlanForTheApplicationYear2/5ff83faa-6561-405a-bd59-
a6c00d8c7cef#:~:text=Infant%20mortality%20is%20often%20viewed%20as%20a,4.5%20per%201%2C000%20live%20births%20in%202020
 
[6]  Perinatal Health and Infant Mortality Report: Summary of the District of Columbia’s Resident Maternal and Infant Health Data and 
Perinatal Health Agenda. District of Columbia Department of Health Center for Policy Planning and Evaluation and Community Health 
Administration https://dchealth.dc.gov/sites/default/files/dc/sites/doh/publication/attachments/2022-07-CPPE-PHIMreport-9-web.pdf
 
[7]  Ely D, Driscoll A. Infant Mortality in the United States, 2021: Data From the Period Linked Birth/Infant Death File. NVSS. 2023;72(11). 
https://www.cdc.gov/nchs/data/nvsr/nvsr72/nvsr72-11.pdf
 
[8]  District of Columbia. National Center for Health Statistics. https://www.cdc.gov/nchs/pressroom/states/dc/DC1.htm
 
[9]  Breastfeeding Report Card. Centers for Disease Control and Prevention. https://www.cdc.gov/breastfeeding/data/reportcard.htm
 
[10]  Prevalence of Maternal and Child Health Indicators for the District of Columbia, 2018-2022. PRAMS. 
https://dataviz1.dc.gov/t/OCTO/views/PramsDashboard/PRAMS? 
%3AshowAppBanner=false&%3Adisplay_count=n&%3AshowVizHome=n&%3Aorigin=viz_share_link&%3Aembed=yes&%3Atoolbar=no
[11]  Washington, D.C. State of Childhood Obesity. https://stateofchildhoodobesity.org/state-data/?state=dc
 
[12]  Washington, D.C. State of Childhood Obesity. https://stateofchildhoodobesity.org/state-data/?state=dc

 
[13]  Washington, D.C. State of Childhood Obesity.
 
[14]  Washington, D.C. State of Childhood Obesity.
 
[15]  Alcohol, Tobacco, and Other Drugs. Office of the State Superintendent of Education. https://osse.dc.gov/ATODprevention
 
 
 
[16]  Trends and Characteristics in Maternal Syphilis Rates During Pregnancy: United States, 2016–2022. Centers for Disease Control and 
Prevention.  https://www.cdc.gov/nchs/products/databriefs/db496.htm
[17]  Annual Epidemiology and Surveillance Report: Data through December 2022. DC Health HIV/AIDS, Hepatitis, STD, and TB 
Administration (HAHSTA). https://dchealth.dc.gov/sites/default/files/dc/sites/doh/publication/attachments/2023-Annual-Surveillance-Report-
v13.pdf
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Click on the links below to view the previous years' needs assessment narrative content: 

2024 Application/2022 Annual Report – Needs Assessment Update 

2023 Application/2021 Annual Report – Needs Assessment Update 

2022 Application/2020 Annual Report – Needs Assessment Update 

2021 Application/2019 Annual Report – Needs Assessment Summary
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III.D. Financial Narrative
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III.D.1. Expenditures

Budget Narrative 

 
1. Expenditures

 
The Community Health Administration (CHA) expended a total of $102,448,723 in Fiscal Year 2023. CHA expended 
$51,154,346 in state funds, $35,574,503 in federal funds, $144,853,028 in American Rescue Plan COVID-19 funds, 
and $866,846 in local intra-district funds. CHA expended $6,599,060 in MCH Title V funding and $46,159,426 in 
state MCH funding.
 
The Community Health Administration spent $13,280,734 on Children with Special Health Care Needs. $2,383,317 
in federal MCH funds and $10,897,417 in local funding. The federal expenditures represent 36% of total federal 
MCH funds expended.
 
The Community Health Administration expended $27,525,914 on Preventive and Primary Care Services, 
$2,502,252 in federal MCH funds and $25,023,662, in local funds. The federal expenditure represents 38% of total 
federal MCH funds expended.
 
The Community Health Administration spent $607,837 on administrative costs. This represents 9% of total federal 
MCH funds expended.
 
During this reporting period, MCH Title V funds supported the following projects:
 

Mental Health Services;
Programs that support school-based physical activity and nutrition education to address childhood obesity;
Safe Cribs Program;
Help Me Grow Program.
Oral Health Programs.
Teen pregnancy prevention programs intended to reduce first-time pregnancy, repeat pregnancy and sexually 

transmitted infections;
The development of a DC Parent Information Network to connect children and youth with special health care 
needs to healthcare, education, and support services
Provide smoking cessation services to perinatal and pregnant women living with children
Family navigation services for children and youth with special health care needs
Transition services for children and youth with special health care needs

Healthy Start perinatal support
Technical and financial assistance to maternity facilities to navigate the 4-D Pathway and achieve Baby 
Friendly designation
Sickle Cell disease
Provide preventive care and well-women visits for Latina immigrants of reproductive age
Funds to address children, adolescents, and their families in need of services to diagnosis, assessment, and 
the treatment of behavioral disorders and ADHD

Provide behavioral support services within DC Public and Public Charter schools for youth with special 
healthcare needs suffering from affective disorder resulting from trauma exposure
Help Me Grow
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Newborn Hearing Screening
Assistance to families with children with hearing loss
Fatherhood Initiative

Place-Based Initiative
Healthcare Access
Preterm Program
 

 
During this reporting period, State funds were used to provide the following services to the Title V population:
 

Teen pregnancy prevention programs intended to reduce first-time pregnancy, repeat pregnancy and sexually 
transmitted infections;
School-Based Health Centers;

School Health Nursing Services
Immunization services
Home Visitation Programs
Home Visitation Programs targeting first-time mothers
Access to Care Initiatives
Breastfeeding peer counselor to help increase breastfeeding rates in under-served communities
Expert care for women at risk for preterm births

Placed-based services
Zero to Three Healthy Steps program which provides early childhood development support to families where 
they are most likely to access it
Programs to address the infant mortality health disparity
Support of the Youth Advisory Committee
Birth-to-Three lactation services
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III.D.2. Budget

1. Budget
 

The proposed Fiscal Year 2025 budget for the Community Health Administration is $98,629,838. The funding is 
composed of $50,599,000 in state funds, $1,369,741 in Inter-agency funds from other DC agencies, $43,034,883 in 
federal funds, and $3,625,905in American Rescue Plan funds. The anticipated federal MCH Title V Block grant 
award is $6,971,679; The proposed state funds allocated for MCH services is $40,828,612.
 
The federal funding will be utilized to support competitive grants to community-based organizations to address the 
following health concerns:
 

Parent Navigation Services for CSHCNs.
Promote health, wellness, and equity for reproductive age women 18-44.
Support for the school health nursing program
The creation of a Breastfeeding-friendly District of Columbia
Newborn Hearing Screening
DC PRAMS survey

Positive youth development for ages 12-17.
Life Empowerment Program for youth ages 12-17.
Community-based mental health program for low-income minority children and adolescents from underserved 
neighborhoods.
To address widening medical and psychosocial disparities due to COVID19.
To increase utilization of preventive health services among low-income immigrant Latina women of 

reproductive age.
DC Youth Advisory Council.
The provision of Family Support Workers working within school-based mental health program
One Key Question certification training
Breastfeeding support
Oral health services for school-age children.

Preterm birth to reduce maternal morbidity.
Support for the Healthy Start Program including doula and group-based centering pregnancy.
Support for families of children with hearing loss.
Educational Audiologist services as a point of entry into the EHDI Program.

 
In Fiscal Year 2025, proposed state funding will address the following programs:

 
Breast and Cervical Screenings;
Evidence-based Home Visitation programs
Home Visitation targeting first-time mothers
School-Health nursing services
School-Based Health Centers

Community and School –based health centers
Healthy Steps Program;
Teenage pregnancy prevention
School-based oral health services
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Smoking cessation;
Diabetes Control Clinical Nutrition Services;

Poison Control;
Breastfeeding services;
Breast and Cervical Screenings;
Placed Based Initiative;
Access to Care Initiatives;
Pre-Term Prevention Perinatal Health;

Help Me Grow Program;
Hearing Aid Assistance Program;
Lactation Professional Certification;
Repayment Incentive to recruit and retain primary care and specialty providers
Teen pregnancy peer education
Sickle Cell Disease
Women’s Health

Substance use and co-occurring disorders
Trauma care and violence prevention
Oral Health
Nutritional Home Delivery of Meals
Joyful Food Markets
Produce Plus

Healthy Corner Stores
Produce RX
School-Based Access to Emergency Medications
Emergency Childcare for birthing parents
“Count the Kids” Stillbirth Reduction Initiative
“Grocery Access Pilot Program”
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III.E. Five-Year State Action Plan

III.E.1. Five-Year State Action Plan Table

State: District of Columbia

Please click the links below to download a PDF of the Entry View or Legal Size Paper View of the State Action Plan Table. 
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III.E.2. State Action Plan Narrative Overview 

III.E.2.a. State Title V Program Purpose and Design

State Title V Program Purpose and Design

 
The District of Columbia (DC) Department of Health (DC Health) has a mission to promote health, wellness and equity 
across the District, and protect the safety of residents, visitors and those doing business in the nation’s capital. DC Health 
fulfills the three core public health functions for the District of Columbia – assessment, policy development and assurance. 
Assessment includes monitoring our population’s health status to identify and solve health challenges. The vital statistics 
system contains information on all births and deaths and provides the most complete and continuous data available. These 
data inform and drive public health planning and program development and are used to track progress toward health goals.
 
In early 2022, DC Health developed the  Framework for Improving Community Health  to guide its actions to improve the 
health of the residents in the District of Columbia. The framework is designed to

Prevent the leading causes of death,

Protect and promote the health of mothers and children,

And ultimately eliminate racial and ethnic disparities in health 

The framework includes quantitative objectives selected based on the health conditions and determinants that burden 
District residents substantially. The objectives were chosen to move key health measures and reach established targets 
over five years. The Bureaus, Divisions, and Programs within the Community Health Administration will collaborate with the 
Title V team to work with other partners within DC Health, within DC government, and multi-sector community partners 
outside of government to meet the objectives established in the framework. The District’s Title V Program purpose aligns 
with the purpose stated in the framework for improving community health by the Community Health Administration (CHA) in 
DC Health. The goals in the CHA framework will significantly contribute to achieving the goals of Title V which includes 
reducing infant deaths, providing better access to quality health care services for the MCH population, and delivering family-
centered, community-based, systems of coordinated care for children with special health care needs.
 
The health status of mothers, infants and children is a major contributor to the overall health status of DC residents. 
Indicators of their health status include adverse outcomes during pregnancy and the perinatal period, the risk factors for 
those adverse outcomes, and factors that influence the health for children during their formative years. The incidence of 
diseases of public health importance within the MCH population, the risk factors for the most important causes of death; and 
the delivery of key preventive health services are major measures to evaluate the health status of residents. The state Title V 
program is designed to reduce or eliminate health disparities and negative health outcomes among the vulnerable MCH 
population in the District. This is currently achieved by providing comprehensive care for all women before, during, and after 
pregnancy and childbirth; providing preventive and primary care services for infants, children, and adolescents; providing 
comprehensive care for children and adolescents with special health care needs; increasing immunization for all children; 
ensuring access to care for all mothers and children; and facilitating the development of community-based systems of 
services for such children and their families. 
DC Health’s approach to address perinatal and infant mortality disparities reflects best practices and core principles 
recognized nationally (Figure 1). As such, this approach also serves as the foundation for DC’s Title V strategies and 
activities.
 
 
 

Figure 1. DC Health Approach to Improve MCH Health Outcomes
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Our framework to improve maternal and child health outcomes is based 
on the overarching goal to ensure every community understands its 
health risks and role in improving perinatal health outcomes. DC Health 
has adopted a strategy to improve perinatal health outcomes that is 
based on these seven core priorities:
 
Every teenage girl and woman is in control of her reproductive health. 

Every pregnant woman receives patient-centered, high-quality prenatal 

care beginning in the 1st trimester. 

Every healthcare provider has the tools and resources they need to 

provide quality care and manage the complex social needs of women 

and infants.

Every healthcare facility and organization providing maternal and infant care has the tools and resources to practice 

evidence-based healthcare and to document Quality Improvement and Quality Assurance activities.

Every newborn receives high-quality neonatal care in the hospital and outpatient setting.

Every parent and caregiver has the life skills and resources needed to nurture and provide for their family.

Every infant, mom and dad has a safe and healthy environment to thrive and receive the support they need to 

promote early childhood development and learning.

 
These seven priorities fall within five overall strategic areas for DC Health’s approach to eliminating preventable infant 
deaths and the health of the District's maternal and child population; improving preconception health;, assuring high-quality 
healthcare; assisting District families with preparing and caring for children; and promoting safe and healthy environments. 
DC Health is actively addressing each of these areas through the administration and/or oversight of various programs, 
strategic partnerships/collaboration and Technical assistance in the District of Columbia. Programs are largely supported 
through federal grants, namely the: Title V Maternal and Child Health Services Block Grant Program (Title V), Maternal, 
Infant, and Early Childhood Home Visiting Program (MIECHV), Healthy Start and Special Supplemental Nutrition Program for 
Women, Infants, and Children (WIC), State Maternal Health Innovation Program, Early Hearing Detection and Intervention 
(EHDI) as well as local funding sources.
 
Changes in the national healthcare landscape have necessitated public health to redefine its role in improving population 
health. Historically, public health departments worked to fill gaps in health care by providing direct services to the 
underserved. The passage of the Patient Protection and Affordable Care Act (ACA) in 2010 expanded access to health 
services through the expansion of insurance coverage and enhanced opportunities for clinical preventive health care 
through the provision of free preventive screenings and exams. Additionally, technological advances have led to wider 
capabilities to collect and analyze data to inform the success of public health programming. In response to these 
transformations and embracing a Public Health 3.0 approach, DC Health has shifted its focus from a direct service provider 
to a convener and capacity builder, with the agency serving as the Chief Health Strategist in the District of Columbia 
community.
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III.E.2.b. State MCH Capacity to Advance Effective Public Health Systems 

III.E.2.b.i. MCH Workforce Development

MCH Workforce Development

The DC Title V State Director (who also serves as the Family Health Bureau Chief) oversees the Title V team and other 
maternal and child health program teams within the Family Health Bureau including contractors, interns and fellows to 
execute the Title V and the Community Health Administration’s (CHA) vision in the District. Funding is used to support the 
core team roles including one Program Manager, one Public Health Analyst, and two Data Analysts. The Public Health 
Analyst position is currently vacant, but the State Director and the Senior Deputy Director of CHA are working together to 
identify skilled candidates to fill those roles. In FY23, the State Director worked closely with the newly appointed Children 
with Special Heath Care Needs (CSHCN) State Director and State Family Leader to strengthen the monitoring and oversight 
of the DC Title V State program in support of the State Action Plan.

The DC Title V State Director provides leadership and administrative oversight over the core team functions. This includes 
leading and supporting the core team in collaborative efforts within CHA and DC Health as well as beyond the agency as it 
relates to the maternal and child health population. The Director also participates in various mayoral committees that relate 
to Title V population domains. Examples include the Healthy Youth and Schools Commission; Community Schools Advisory 
Committee; the Coordinating Council on School Behavioral Health; the DC Developmental Disabilities Council; and the 
Domestic Violence Fatality Review Board. The core Title V team has successfully maintained partnerships with all divisions 
within FHB (Perinatal and Infant Health, Early Childhood Health, and Children and Adolescent School Health) and among all 
four bureaus within CHA (Cancer and Chronic Disease Prevention, Family Health, Nutrition and Physical Fitness, and Health 
Care Access).  Moreover, the team strengthened its relationship with the Center for Policy, Planning, and Evaluation (CPPE) 
in FY23 to continue timely and regular reporting of MCH data. These partnerships result in productive programming, data 
sharing and analysis, and enhanced regular reporting to funders, partners, and sister agencies.

In addition to the core team, Title V funds support 42 staff positions across the agency, a majority of whom work within CHA. 
CHA’s lead data analyst helps streamline CHA’s data capacity especially as it relates to the MCH population to improve 
communication across bureaus and promote effective collaboration among teams. The incumbent also supports 
relationship building between CHA and CPPE by convening data professionals from both administrations to clarify data 
reporting and sharing expectations. Professionals includes the Family Health Bureau’s lead Data Analyst who began 
implementing data reporting and capacity enhancement projects in FY23. The state director is committed to supporting 
current staff with the recruitment of adequate personnel, training to enhance skill development, and technology 
enhancement to increase overall staff capacity.

In FY23, MCH-serving programs within CHA attended the National Maternal and Infant Health Summit in Washington, DC. 
Hosted by Mayor Muriel Bowser and the Mayor’s Office on Women’s Policy and Initiatives (MOWPI), this summit convened 
stakeholders to collaborate and explore strategies to improve perinatal health and address racial disparities in birth 
outcomes. DC Health strengthened its relationship with the Executive Office of the Mayor and MOWPI by providing financial 
support to the execution of the event. Funds supported the communication strategies to engage and invite residents to 
participate in the gathering.  Local community members attended the event to learn of resources available to the general 
public and, specifically, the most vulnerable populations. Various staff from CHA participated in workshops, panels, and 
lectures to help distribute resources and share input within conversations covering the latest MCH issues. Additionally, the 
Title V team supported efforts to collect community feedback for the well-woman campaign during the summit.  The Title V 
team looks forward to increased collaboration with the coordinators of the Summit to increase community awareness of the 
Title V program and collect feedback of services to inform the upcoming Needs Assessment. CHA anticipates expanding the 
MCH workforce capacity by supporting the MCH leadership development of mid-level managers for retention and transition
into senior level roles. 

III.E.2.b.ii. Family Partnership
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III.E.2.b.ii. Family Partnership

Family Partnerships

The DC Title V program continues to expand on efforts to improve family and consumer partnerships with key stakeholders 
and residents in the District. The Title V Director convenes the MCH Advisory Council to receive advice and feedback on 

strategies and opportunities to improve the health of DC’s families and the MCH population. The Advisory Council brings 
together several organizations and groups in DC with a broad range of expertise, including many who have worked for years 
to address and improve health outcomes in DC and other states. The Council:

Serves as the conduit for the exchange of information about families, women, infants, children, and adolescents,

Advises on progress in addressing specific MCH population needs,

Facilitates private and public sector support for improving MCH health outcomes in DC, 

Helps focus efforts among partners and recommends collaborative initiatives, and 

Reviews existing and proposed DC Title V projects.

 
In FY23, the Council continued to commit to facilitating private and public sector support for improving MCH health 
outcomes in DC.  The Council convened quarterly to provide input on topics including but not limited to the Women’s 
reproductive health campaign, DC Hospital Discharge Regulations, CSHCN strategic plan and objectives, and the Spinal 
Muscular Atrophy (SMA) final rulemaking for the Newborn services program. After passing the rulemaking and adding a new 
disorder, Spinal Muscular Atrophy (SMA), SMA is a part of DC’s newborn screening panel, and newborns are actively being 
screened. Several abnormal cases have been reported, and our team has worked with specialists to ensure the necessary 
care and treatment for these newborns.
 
Additionally, the development of the DC Hospital Discharge Regulations is currently in progress and close to the final 
rulemaking phase. The review process has been a multilayer approach involving internal and external DC Health 
stakeholders, including an in-depth and very insightful review by members of the MCH Advisory Council. The Council also 
continues to serve as the PRAMS Steering Committee and provide input for the DC Title V MCH Program.
 
The DC Youth Advisory Council (YAC) was established in FY19 to promote health and build leadership skills among youth 

in the District to empower the next generation of DC leaders and public health professionals. The YAC serves as the 
District’s Youth representation of the overall MCH advisory council and members provide the Title V team with insight into the 
health challenges experienced by the adolescent population. The first 2019-2020 YA C cohort comprises 20 young people, 
ages 14-21, who live in DC and are interested in ensuring better health outcomes for other young people and their 
communities. YAC members received training on current and emerging public health topics and assisted in guiding program 
and policy decisions.
 
FY 23 marked the YAC’s fifth year in operation, during which it continued developing and implementing program activities in 
alignment with DC Health’s mission, the Positive Youth Development Approach, and the tenets of the YAC Framework 
(Relationships and Inclusion, Education, Health, and Wellness, Leadership and Advocacy, and Employment and 
Entrepreneurship).
 
YAC members were trained as youth sexual health educators to increase their capacity and provide peer education. This 
training provided YAC members with the knowledge and competence to facilitate peer one-on-one classroom health 
education sessions within their school community and distribute condoms. Additionally, YAC members conducted data 
analysis and participated in data collection activities, including creating and administering surveys and reporting results. This 
work contributed to the DC Title V State Performance Measure (SPM) which focused on improving tailored adolescent 
engagement.
 
The Division Chief for the Child and Adolescent Health team currently serves as the Title V State Youth Representative in the 
District of Columbia. The team under the leadership of the Youth leader assists with conveying the thoughts and voices of
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the District’s youth to the department on the various important issues as they pertain to performance measures affecting the 
adolescent population.  The   Youth leader oversees the YAC, provide leadership in setting priorities and has members of her 
team participate in the youth and family working group organized by the Department of Behavioral Health (DBH).
 
In FY23, DC’s Early Hearing Detection and Intervention (EHDI), partially funded by Title V, continued its relationship with 

Maryland/District of Columbia Hands & Voices. Maryland/DC Hands & Voices is a family-based organization dedicated to 
supporting families with children who are deaf or hard of hearing without bias, emphasizing communication modes and 
methodology. They provide parents with resources, networks, and information they need to improve communication access 
and educational outcomes for their children. EHDI continues to work with Hands & Voices to implement the Guide by Your 
Side™ program (a family support program that utilizes “guides” to provide support and guidance to parents of children newly 
identified as deaf or hard of hearing (DHH). The Guide by Your Side staff collaborated with DC’s Part C Program’s Strong 
Start staff to assist them in understanding the needs and experiences of parents of newly identified DHH children. The staff 
also assists in performing outreach and engagement activities for children aged three or below, including outreach and 
education with providers.
 
The DC Perinatal Quality Collaborative (DC PQC), funded by DC Health and supported by Title V staff, incorporates the 

consumer voice by having members of the community serve as part of the Patient Family Action Network (PFAN). Members 
serve as part of DCPQC’s advisory board and full committee. As part of the DC Healthy Start (DCHS) program, the PQC 
also serves as the Community Action Network (CAN), which includes Healthy Start patients and families as integral 
members. In FY23, PFAN/CAN members supported DC Health by providing input, feedback and recommendations on the 
development of patient education materials and District-level policies pertaining to maternal and infant health.
 
In FY23, the DCPQC focused on engaging patients and families through the DC Healthy Start CAN and through Social 
Lens. The DC PQC partnered with Social Lens to help facilitate recruitment and engagement, with an emphasis on 
individuals who reside in Wards 7 and 8 in the District. Social Lens is an organization experienced in recruiting individuals 
for research purposes and other engagements. Social Lens utilizes a combination of technical and other outreach methods 
using survey and video platforms to identify and recruit participants in the District. Two levels of participation were 
established: 1) patient partners and 2) patient advocates. Patient partners are defined as individuals who have the interest 
and time to dedicate to engaging directly with birthing hospitals on quality improvement initiatives, attend PQC full committee 
meetings, and assist with developing strategic priorities and action plans. The patient partner role requires more time on 
behalf of the partner. Patient advocates are individuals who have time and interest in participating in activities such as focus 
groups or other time limited activities in support of the DC PQC’s clinical quality improvement efforts. The patient advocate 
role requires significantly less time with the minimum being an hour of time commitment.
 
The DC PQC worked with Healthy Start providers at Community of Hope and Mary Center, as well as DC Health, to identify 
potential participants. As the DC PQC were met with challenges in recruitment, they expanded their reach by engaging with 
Social Lens. In preparation for recruitment, the DC PQC developed orientation and training activities for patients and families 
to ensure they are best equipped to serve in a patient partner or advocate role. The DC PQC/CAN has also continued to 
partner and have had ongoing discussions with DC Health’s HIV/AIDS, Hepatitis, STD, and TB Administration’s (HAHSTA) 
Perinatal Coordinator to discuss potential collaborative opportunities and how to involve patient and family representatives 
from additional vulnerable populations.
 
The DC PQC continues to engage in various training and learning opportunities to improve and enhance patient and family 
engagement. Several DC PQC members are part of the March of Dimes Regional Maternal Infant Health Coalition. The DC 
PQC also takes part in a regional PQC, which consists of regional PQC’s (DC, Maryland and Virginia), and representatives 
from CDC, SAMSHA, HHS, and HRSA. DC PQC members were invited and had the opportunity to co-chair of the March of 
Dimes Regional Maternal Infant Health Coalition which focused on creating maternal care partnerships across DC, 
Maryland and Virginia and will be furthering the respectful care work through a campaign. The DCPQC was invited to take 
part in a federally supported regional PQC collaborative consisting of regional PQC’s, CDC, SAMSHA, HHS, and HRSA. 
This partnership allowed for collaboration with other PQC’s and to share challenges, successes, and brainstorm ideas. In
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addition, the DC PQC partnered with the National Association of Healthcare Quality (NAHQ) on CPHQ training and with 
Social Lens on CAN recruitment activities.
 
PFAN/CAN members also provide insight and guidance to hospital teams implementing the AIM Severe Hypertension in 
Pregnancy Safety Bundle. PFAN/CAN members provide patient-level experiences as part of the hospital team’s Quality 
Improvement projects. As the DC PQC has begun preparations for implementing an additional patient safety bundle, the 
PFAN/CAN members will continue to provide their input and feedback to hospital teams.
 
In FY23, the DC PQC continued the 15-week Certified Professional in Healthcare Quality Community of Learning. The pilot 
in FY22 was developed based on a need identified by the DC PQC to improve QI methodology knowledge and 
competencies in support of the overall efforts of the DC PQC. The pilot which included certification for healthcare quality 
professional (CPHQ) competencies content and opportunity was completed during the first two quarters of calendar year 
2023. The training included on-demand video content, a book resource, practice exams, the CPHQ exam, and weekly 
training sessions in which participants each selected an area of the content outline to teach and lead discussion on for the 
group. All nine participants completed the training and six passed their CPHQ exam. Based on feedback and the success of 
this pilot, a second CPHQ opportunity was offered with an in-person 2.5-day component beginning in September, with 
weekly sessions continuing through FY23. Tools and lessons learned from these training events were incorporated into 
technical assistance and support activities where applicable to ensure the participants learning benefited hospitals by 
providing the necessary tools to implement the quality improvement work.
 
Help Me Grow DC (HMG DC) is an information and referral helpline for pregnant people, parents and caregivers of 

children ages 0-5 in the District funded and supported by the Title V staff. To better understand the needs of families in the 
District, HMG DC provides funding for Parent Cafes as a means for goal concordant care. Goal concordant care is a 
strengths-based approach to eliciting parents’ goals for their child’s well-being that elevates families’ priorities as drivers in 
the process of developmental promotion, early identification of concern, referral, and linkage. In partnership with the Georgia 
Ave Collaborative, Help Me Grow DC envisions early childhood systems that share power with the families they serve, are 
driven by co-developed goals, and enhance conditions for promoting equity and inclusiveness. Parent Cafés are parent-to-
parent events, ideally delivered by parents for parents with staff playing supportive and supporting roles. This shifts from the 
traditional social service paradigm where the program employee is the expert and primary agent of change by mobilizing an 
informal support paradigm where parents are recognized as leaders of their families and resources for each other, as well 
as for the program sponsoring the Cafés, consistent with the principles of family support practice. The Help Me Grow 
program held 4 Parent Cafes in FY23. The Title V program will continue to pursue opportunities to support Parent Cafés to 
equip families and parents with resources needed to support other families in the district.
 
Based on the Be Strong Families model, Parent Cafés are physically and emotionally safe spaces where people talk about 
the challenges and victories of raising a family. Through individual deep self-reflection and peer-to-peer learning, participants 
explore their strengths, learn about the 6 Strengthening Families™ Protective Factors, – parental resilience, social 
connections, concrete support in times of need, knowledge of parenting and child development, and social and emotional 
competence of children – and create strategies from their own wisdom and experiences to improve their lives. 
 
The DC Healthy Start (DCHS) program has maintained a steadfast commitment to fostering family partnerships through 

best practices, collective impact, and quality improvement. Our approach is implemented through two local agencies, 
Mary’s Center (MC) and Community of Hope (COH), both of which build on existing provider and community partnerships. 
These agencies leverage programs aligned with Healthy Start’s goals of improving women’s health, enhancing family health 
and wellness, and promoting systemic change for perinatal women at risk in Wards 5, 7, and 8. Central to the program is a 
focus on the family, working with them to define and achieve their goals, thereby improving their overall well-being. Healthy 
Start Community Health Workers engage with families to understand their needs, strengths, and weaknesses, and tailor 
services accordingly.
 
Enhancements and New Initiatives
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In FY23, DCHS introduced several new initiatives to enhance family partnerships and support. A significant addition is the 
integration of telehealth services, which has ensured continuity of care and support during and after the COVID-19 
pandemic. Telehealth has facilitated virtual prenatal appointments, parenting classes, and mental health support sessions, 
making our services more accessible to families who face barriers to in-person visits. This innovation has been crucial in 
maintaining the engagement and well-being of our participants during challenging times.
 
Moreover, DCHS has expanded its community outreach and engagement efforts by partnering with local schools and 
community centers. These collaborations aim to increase awareness of Healthy Start services and foster greater 
community involvement. We have implemented new community-based workshops focusing on nutrition, physical activity, 
and stress management, tailored to the specific needs of the communities we serve. These workshops not only provide 
valuable health education but also help to build a supportive community network among participants.
 
Fatherhood Initiatives and Data-Driven Approach 
The program has also bolstered its focus on fatherhood through the adoption of the Fatherhood Continuum of Care model, 
delivered by The National Institute for Children’s Health Quality (NICHQ) and the National Healthy Start Association (NHSA) 
Epic Center. This model underscores the importance of fathers and partners being involved throughout the child’s life cycle. 
Fathers participating in prenatal activities are more likely to be involved in their partner’s birth and the infant’s care. Weekly 
fatherhood workshops, such as the 24/7 Dad® program, provide comprehensive fatherhood education, focusing on key 
characteristics necessary to be good fathers. Additionally, the Fathering in 15™ interactive program offers an online tool that 
helps fathers build parenting skills through short, engaging sessions.
 
Furthermore, DCHS has enhanced its data collection and performance measurement processes by leveraging advanced 
data analytics tools. This data-driven approach allows for more precise tracking of health outcomes and identification of 
areas requiring improvement. By continually assessing and responding to the evolving needs of the community, the program 
can implement more effective interventions, ensuring better health outcomes for families.
 
Annual Events and Community Engagement 
Another notable initiative is the annual Sing Talk & Read (STAR) Dads event, held in collaboration with the DC Public Library. 
This event promotes early childhood literacy and strengthens father-child relationships through activities such as reading, 
singing, and interactive games. The STAR Dads event also includes health screenings, fitness and nutrition 
demonstrations, and information on government programs, fostering a supportive environment for fathers and their families. 
These comprehensive efforts ensure that fathers are actively engaged and supported, contributing to the overall health and 
wellness of families within the community.
 
Through these initiatives, DC Healthy Start continues to build on its strong foundation of family partnerships, ensuring that 
our programs remain responsive to the needs of the communities we serve. By integrating new strategies and enhancing 
existing ones, we aim to create a more robust support system for families, ultimately improving maternal and child health 
outcomes in the District of Columbia.
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III.E.2.b.iii. MCH Data Capacity 

III.E.2.b.iii.a. MCH Epidemiology Workforce

MCH Epidemiology Workforce

DC Health strives to fulfill its mission and vision for the District by securing talented Epidemiologists and equipping the 
workforce with data-centered skills to drive the agency ahead in the public health sphere. Initiatives such as the Community 
Health Administration (CHA) Strategic Framework contain CHA’s strategic policy and programmatic initiatives to focus on 
the work of Epidemiologists and data professionals. CHA’s Senior Deputy Director (SDD), Robin Diggs-Perdue, MPH, 
continues to facilitate the framework’s application among CHA efforts using her epidemiological expertise. The SDD leads 
the Title V team and CHA to achieve strategic objectives using data-driven initiatives and improve data quality across the 
administration.

Dr. Kafui Doe, EdD, MPH, CHES, PMP, CPH, serves as the current Title V State Director who also serves as the Family 
Health Bureau Chief which oversees the three (3) divisions: Perinatal and Infant Health Division, Early Childhood and Health 
Division, and Child, Adolescent, and School Health Division. Because of her experience in leadership and strategic planning 
with this bureau alone, Dr. Kafui Doe’s appointment was a strategic placement to continue Title V’s direction of rising as a 
data-driven, innovative, and strategic program that monitors MCH activities across DC Health.

The core Title V team consists of two data analysts. Data Analyst Simileoluwa Ekundayo, MPH FTE contributes a graduate-
level Public Health background with training in Epidemiology and Statistical Analysis and Visualization using Tableau. Data 
Analyst Chrycka Harper, MSW FTE contributes skills in statistical software including SQL and Tableau and received training 
in the MCH Epidemiology through the CityMatch training course program.

In addition to the CHA leadership and the Title V team, Title V funds 42 staff positions across the agency to ensure that the 
entire DC Health community is being utilized to support data-informed change across the District’s MCH population. Title V 
funds 3 Supervisory Management roles, 13 program specialists FTE, 8 Public Health Analyst FTE, 5 Public Health Advisors 
FTE, 6 Program Managers FTE, 3 Public Health Advisors, and 3 Data Analyst FTE that oversee program implementation,
data systems, quality improvement, and/or evaluation. 

The Division Chiefs in the Family Health Bureau; Dr. Ericka Peterson, DrPH, MPH, CPH, MCHES (Early Childhood Health 
Division) ; Lori Garibay , MPH, MA (Children and Adolescent School Health Division); and Lanita Williams BSN, RN, MPH, C-
EFM (Perinatal and Infant Health Division) serve as the Title V CSHCN Director, State Youth and Family leaders respectively. 
Additionally, they provide leadership and oversight on Title V funded grants and programs within their divisions. In Early 
Childhood Health Division (ECHD), Goodwill Apiyo oversees data analytics, data visualization, data processing and 
performs other data functions for programs within the Early Childhood Division. Additionally, he evaluates and reports on 
data tracking developmental screenings, CSHCN, linkages and referrals to care for programs such as Help Me Grow, 
OSSE’s developmental screening program and MIECHV that supports Title V reporting.

In addition to her work, Healthy Start Data Analyst Abieyuwa Omokaro in the Perinatal and Infant Health Division, enhances 
the monitoring and analysis of maternal and newborn data by using statistical software and analytic methods to improve 
timely reporting to local and federal partners including the Title V Block grant report.  The Family Health Bureau Data Analyst 
Matthew Nebiyou works across the Family Health Bureau to coordinate data collection efforts into a unified message that 
communicates health outcomes of families in the District. In addition to that work, Mr. Nebiyou works with the Title V team to 
coordinate KPIs/AWMs and streamline data collection efforts to ensure that the team is making progress toward annual 
goals. This work involves the support of the Title V data visualization project for internal use, coordinating data capacity 
efforts with DC Health’s Vital Records Division and the Office of the Director, and convening FHB’s data professionals to 
identify data management challenges for long-term quality improvement projects.

CHA collaborates with DC Health’s Center for Policy, Planning, and Evaluation (CPPE) to understand health issues, risks 
and outcomes through data collection, surveillance, analysis, research, and evaluation; and provides insight to into the 
design of strategies, interventions and policies to prevent or reduce disease, injury and disability in the District of Columbia. 
Pamela Oandasan, MPH serves as CPPE’s MCH Epidemiologist/PRAMS Coordinator and works closely with Title V to 
ensure that PRAMS data is included in Title V decision-making processes, and Title V’s input is included in crafting new 
questions in the survey as a method to assess emerging MCH issues and needs. Data Analyst Chrycka Harper, MSW 
currently serves as the CHA liaison to PRAMS to represent Title V and CHA’s interest in the development, implementation, 
and evaluation of the PRAMS survey. Moreover, the Title V team works with Dr. Dawit Ayele, Data Management and Analysis 
Division (DMAD) Chief in CPPE, to collect MCH-focused data including infant birth and death rates, maternal morbidity and
mortality, and health insurance coverage. 

Health Statistician Larissa Pardo, MSPH, who now serves as CHA’s lead Data Analyst, coordinated with CHA’s Perinatal 
and Infant Health Division to develop a Newborn Screening Dashboard utilizing Vital Records Data so internal staff can grow 
in effective and reliable data monitoring. Ms. Pardo continues to use her epidemiological background to support the MCH-
related efforts including Title V programming. This includes a monthly convening of CHA’s data professionals to establish 
data goals and objectives for the administration, organize data dictionaries and documentation for standard practice, and 
provide professional development opportunities through workshops and trainings. Ms. Pardo also facilitates data 
professional working groups to support professional development:
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Data Analysis Working Group (DAWG) - a workgroup for DC Health staff to gain knowledge, training, and resources 
to support skill-building in data analysis, visualization, and reporting
Community Health Administration Data Analysis for Decision Making (CHA DAAD)- a working group of CHA data 
analysts who conduct analyses using visualization and reporting tools to support decision-making or influence local 
policy.
Community Health Administration Community of Practice (CHA CoP)- a support network for CHA’s public health data 
professionals working in data governance, management or analysis. This community creates opportunities for 
learning, sharing knowledge and best practices, and collaborating on projects to enhance analysis and visualization 
of data indicators.

Finally, Mr. Nebiyou, Ms. Omokaro, Ms. Pardo, Ms. Oandasan, and other key stakeholders within DC Health currently 
support the MCH Title V Block Grant needs assessment process by participating on the steering committee. This 
committee provides input and assistance into the design and implementation of the needs assessment project. Support 
ranges from literature review to the development of the analysis and evaluation plan. All stakeholders use a public health 
lens, and some use an epidemiological framework, to inform the structure of the needs assessment to ensure that both 
qualitative and quantitative data are collected with equity, accuracy, and efficiency.

III.E.2.b.iii.b. State Systems Development Initiative (SSDI)

Created on 9/27/2024 at 10:26 AMPage 45 of 358 pages



III.E.2.b.iii.b. State Systems Development Initiative (SSDI)

State Systems Developmental Initiative (SSDI)

The District of Columbia Department of Health (DC DOH) is not a current recipient of the SSDI grant.  However, the DC Title 
V team continues to initiate and participate in MCH-related data enhancement projects such as the Severe Maternal 
Morbidity (SMM) working group, Data Analysis Working Group (DAWG), the Data Analysis for Decision Making (DADM), and
the CHA Community of Practice to support a stronger data infrastructure at DC Health. These activities are detailed in the 
Other MCH Data Capacity Efforts section of this report. 

III.E.2.b.iii.c. Other MCH Data Capacity Efforts
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III.E.2.b.iii.c. Other MCH Data Capacity Efforts

Other MCH Data Capacity Efforts

The DC Title V team partners with leadership in the Community Health Administration (CHA) and the Center for Policy, 
Planning, and Evaluation (CPPE) to oversee, monitor, and execute MCH data projects, including management and analysis, 
reporting, and capacity enhancement. All administrations in DC Health including CHA and CPPE focus on using data 
informed strategies to improve health outcomes for the residents in the District. Key players, projects, and programs within 
this collaborative effort include the Severe Maternal Morbidity (SMM) working group, the Pregnancy Risk Assessment 
Monitoring System (PRAMS) working group, CHA’s data capacity enhancement initiatives, and the support of internal 
databases and dashboards that manage MCH data. Moreover, the DC Title V State Director is working to secure a Public 
Health Analyst for the Title V team who would support quality improvement activities related to MCH data efforts.

In FY23, the SMM working group convened to explore innovative solutions to strengthen timely reporting to stakeholders 
including the Maternal Mortality Review Committee (MMRC), DC Council, and the general public. Members of the group 
included DC Health’s Information Technology (IT) team, CHA, CPPE the District of Columbia Perinatal Quality Collaborative 
(DCPQC), and the State Health Planning and Development Agency (SHPDA). Members convened 1-2 times each quarter 
to review the data collection instruments, refine data definitions, identify technology opportunities to execute the data 
collection enhancement, and set priorities for the following meeting. Efforts of the working group were incorporated into the 
Maternal Health Innovation (MHI) strategic plan to expand staff and resource capacity available so that the group’s primary 
objective is obtained.  

The DC Title V team continued partnering with PRAMS to support the timely, efficient, and accurate reporting of MCH 
outcomes in the District. PRAMS is an ongoing, population-based survey of DC residents who delivered a live-born infant. 
PRAMS collects data on maternal behaviors and experiences from preconception to the postpartum periods. The data is 
used to identify groups of women and infants at high risk for health problems, to monitor changes in health status, and to 
measure progress toward improving maternal and child health. DC Title V staff continue to serve as the CHA liaison to 
communicate CHA’s data and evaluation needs and CHA’s use of PRAMS data to inform strategic programmatic and policy 
interventions. The liaison also participates in DC PRAMS’s biweekly meetings which provides updates in survey 
management, analysis, and reporting; and discuss opportunities in community outreach. MCH epidemiologists and 
statisticians are committed to maintaining the public PRAMS dashboard with the latest data for all DC Health and 
community stakeholders to use for data-informed decision making in program and policy initiatives.

The lead Data Analyst within CHA oversees several data capacity enhancement initiatives to support the professional 
development of data professionals, improve communication and collaboration among teams, enhance internal data 
visualization projects, and refine research and analysis to inform local policy. DC Title V maintains a strong relationship with 
the Lead Data Analyst in support of these initiatives as they relate to the MCH population. Moreover, DC Title V staff 
participate in various groups including the Data Analysis Working Group (DAWG), the Data Analysis for Decision Making 
(DADM), and the CHA Community of Practice. These groups convene on a monthly or quarterly basis to share best 
practices and collective learn about the latest techniques in data reporting and visualization.

In addition to the working groups, the DC Title V team supports the maintenance and monitoring of various internal
databases and dashboards available at DC Health. Examples include: 

Help Me Grow’s data management system (Star Database),
Ages and Stages Questionnaire (ASQ) Hub,
Health and Nutrition Delivery System (HANDS) and WIC databases,
OZ EsP database for newborn screenings,
Vital Records and the Data Management and Analysis Division (DMAD) within CPPE,
School Health Management,
Immunization Compliance Portal (ICP),
DC Immunization Information System (DOCIIS) 2.0
Behavioral Risk Factor Surveillance System (BRFSS), and
Youth Behavioral Risk Survey (YRBS).

Respective staff interact with the DC Title V team with MCH indicators and reports to help develop a comprehensive 
overview of the MCH population. Furthermore, Title V staff provides input on the review and revision of data sharing 
agreements to ensure that priorities listed in the State Action Plan are reflected. In efforts to reduce the workload burden, 
staff explored opportunities to merge working groups and convenings where the mission, goals, and objectives aligned. This 
strategy proves to be an effective response to increasing data reporting gaps between federal and state entities due to 
workforce shortage and limited staff capacity.

 

III.E.2.b.iv. MCH Emergency Planning and Preparedness
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III.E.2.b.iv. MCH Emergency Planning and Preparedness

MCH Emergency Planning and Preparedness

The Health Emergency Preparedness and Response Administration (HEPRA) within DC Health serves as the Agency lead 
for emergency planning activities. HEPRA works in conjunction with DC Homeland Security and Emergency Management 
Agency (HSEMA), the Community Health Administration (CHA), as well as other administrations within DC Health for 
planning and coordination of homeland security and emergency management efforts. DC Health and HSEMA collaborate 
with our District, federal and regional partners to ensure that the District of Columbia is prepared to prevent, protect against, 
respond to, mitigate, and recover from all threats and hazards.  The mission of HEPRA is to plan, implement, and direct 
public health emergency preparedness and response for the District. The District of Columbia Homeland Security and 
Emergency Management Agency (HSEMA) is responsible for maintaining the Emergency Operations Base Plan 2023 
(EOP) which is publicly available on the Agency's website.

Public Health Planning

Health Planning in the District of Columbia encompasses Population Health Planning, Healthcare Systems Planning and 
Health Services Planning. Effective health planning begins with a shared understanding of the health trends and key drivers 
of health outcomes observed within a population.  The Community Health Needs Assessment (CHNA) for DC Healthy 
People 2020 established a foundation for this understanding and articulated the need to: 1) better leverage strategic 
partnerships and assets; 2) strengthen the health system by aligning governmental public health and clinical care services 
to address the social determinants of health; and 3) improve coordination of a community-wide agenda focused on 
achieving health equity in the District. The DC CHNA served as a foundation for the DC Healthy People 2030 development
process, which will look to collectively improve population health and equity in the District over the next decade. 

The District of Columbia regularly engages in comprehensive health planning, with the Mayor's Commission on Healthcare 
System Transformation (2020) as another example. The foundational level of these planning efforts is a collaborative Health 
in All Policies (HiAP) approach to health equity, intended to integrate and articulate health considerations into policymaking 
across sectors to improve the health of all communities and people. HiAP recognizes that health is created by a multitude of 
factors beyond healthcare and, in many cases, beyond the scope of traditional public health activities. 

Recovering from the pandemic, the District’s ability to rapidly develop, modify, implement, and evaluate programs and 
policies through data-driven and outcome-oriented approaches have been highlighted throughout its various programs.  The 
post-pandemic recovery efforts also exposed opportunities for continued improvement toward the goal of achieving health 
equity for residents. National recognition by the American Public Health Association (APHA), American Medical Association 
(AMA), and the Centers for Disease Control and Prevention (CDC) amongst other institutions, of racism as a public health 
crisis or threat underscores the need to recognize that cultural sensitivity and affirmation have been inconsistent in health 
settings. This has contributed in part to the pre-existing, disparate health-seeking behavior and health outcomes among 
racial and ethnic minority populations, the vulnerable and underserved. Individuals who experience this discrimination or a 
lack of sensitivity are less likely to re-engage with the health care system and are at increased risk for higher chronic 
disease burden and negative health outcomes.

Addressing equity issues like racism and cultural sensitivity is important because of the disproportionate impact of public
health emergencies like COVID-19 on people of color to achieve health equity in the District. 

 

Public Health Emergency Plans

In FY 23, the District improved on its emergency planning plan and the Title V team was actively involved in providing 
leadership and support in response to emergent needs of the MCH population in the District. The District of Columbia (DC)
has two relevant Emergency Operations Plan (EOP’s) which are updated annually: 

i. The District Emergency Operations Plan (DEOP) addresses all types of emergency preparedness and response at the
District level. ‘Owned’ by DC Homeland Security Emergency Management Agency (HSEMA), supported by DC Health. 

ii. All Hazards Emergency Operations Plan (AHEOP), which accounts for emergency preparedness and response to Health
and Medical Services within DC. ‘Owned’ by DC Health, supported by several partner agencies. 

The EOP identifies the policies, processes, procedures, roles and responsibilities, tasks and actions, and expectations – 
through the delivery of services – of District organizations prior to, during, and immediately following a potential or actual 
incident that adversely impacts the District. Incidents include planned or unplanned events, emergencies, or disasters.  Both 
the DEOP and the AHEOP addresses the needs of the vulnerable MCH population including the Disabilities and Access and 
Functional Needs (DAFN) community in the District. Additionally, DC Health developed a Continuity of Operations Plan 
(COOP), which supports the District Response Plan (DRP) and any DC Health internal Emergency Operating Procedures, 
such as any evacuation plans, Designated Assembly Areas, and Shelter-in-Place plans that specifically considers the 
needs of the MCH population in the District. The purpose of establishing a COOP for DC Health is to ensure the continuity of
essential organizational functions after a disaster. The plan is an “all-hazards” plan, meaning it will allow the agency to 
continue its essential functions after any type of emergency, large or small. 
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The Title V team has continued to be an integral part of the planning and review process for the EOP at DC Health.  Title V
leadership, as part of the executive leadership team within DC Health, is an integral part of the preparedness planning 
process and contributes to the DC Health Incident Management Team (IMT). The role of the Title V leadership within the IMT 
is dependent upon the hazard type facing the District, which in turn determines the type of response required by DC Health. 

DC Health is committed to leveraging all the administrations within the organization to support 
emergency preparedness and response efforts for its residents. The Title V Program within the Community Health 
Administration continues to serve as an important player in understanding and addressing the needs of the MCH population
during an emergency. As the Emergency Support Function (ESF) lead for the District, DC Health facilitates and participates 
in many preparedness training exercises each year. 
 

III.E.2.b.v. Health Care Delivery System
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III.E.2.b.v. Health Care Delivery System 

III.E.2.b.v.a. Public and Private Partnerships

Public and Private Partnerships

DC Health continues to promote a culture of partnering with public and private entities to advance health outcomes for 
residents. The Title V program through the Community Health Administration (CHA) implements a multidisciplinary approach 
to public health initiatives. Partnerships incorporate the representation of various stakeholders, including community 
members, healthcare providers, public health leaders, and leaders in various industries that contribute to the health and 
well-being of the MCH population in the District. These partnerships foster the execution of strategic efforts to reduce 
disparities among mothers, infants, and children. The team maintains existing and have created new partnerships through 
MOU/MOA agreements, data-sharing agreements, strategic planning meetings, community engagement, program 
implementation, and evaluation. In order to leverage partnerships to strategically address gaps, reduce duplication of efforts 
and operating in silos, the team continuously explore opportunities to merge groups where the mission, goals, and 
objectives align. This strategy proves to be an effective response to creating awareness across the different MCH
partnerships about current topics to be addressed for that population. 

Figure 1: Title V Multisector Public and Private Partnerships

Congenital Syphilis Working Group: In response to growing rates of congenital syphilis in the District of Columbia, DC 

Title V partnered with DC Health’s HIV/AIDS, Hepatitis, STD, and TB Administration (HAHSTA) to convene internal MCH 
stakeholders to enhance a unified response to this public health crisis. In addition to reviewing the monitoring and 
surveillance of congenital syphilis in the District, the group is currently informing the design of the Maternal Health 
Symposium which will occur in FY25. 

DC Developmental Disabilities Council (DC DDC): The purpose of DC DDC is to strengthen the voice and presence of 

people with developmental disabilities and their families. The council currently convenes to implement the five-year strategic 
plan to empower families in self-determination, advocacy and leadership, employment, and community living. DC Mayor 
Muriel Bowser appointed the DC Title V State Director to serve on the council as the representative for the MCH 
implementing agency. The director uses the experiences and agenda shared on council to inform DC Title V’s strategy to 
strengthen the healthcare delivery system toward children with special health care needs (CSHCN).  

DC Perinatal Quality Collaborative (DCPQC)/Healthy Start Community Action Network: Title V works with DCPQC to 

share input in the improvement of clinical quality care within the healthcare setting. DCPQC leads quality improvement 
activities to reduce the incidence of maternal mortality/morbidity and improve maternal and infant health outcomes. DCPQC 
also serves as Healthy Start’s Community Action Network (HS-CAN), which addresses gaps in service delivery and informs 
patient-centered services. PFAN/CAN members also provide insight and guidance to hospital teams implementing the AIM 
Severe Hypertension in Pregnancy Safety Bundle. PFAN/CAN members provide patient-level experiences as part of the 
hospital team’s Quality Improvement projects. As the DC PQC has begun preparations for implementing an additional 
patient safety bundle, the PFAN/CAN members will continue to provide their input and feedback to hospital teams.   

Department of Health Care Finance Maternal Health Advisory Group (DHCF-MHAG): The Department of Health Care 

Finance (DHCF) convened an 18-member Maternal Health Advisory Group to gather input from providers, beneficiaries or
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beneficiary advocates, doulas, managed care organizations and stakeholders with experience in maternal health, to inform 
the expansion of postpartum coverage and maternal health services. The Advisory Group advised on training, public 
outreach, program support, and other items related to implementation of new maternal health coverage and benefits. While 
the Advisory Group did not issue formal recommendations as a body, input from group members and discussion at 
meetings shaped the Doula Services State Plan Amendment and related guidance in several ways.

Department of Health Care Finance Perinatal Mental Health Taskforce (DHCF-PMHT): The DHF-PMHT is a mayoral-

appointment community member group that provides comprehensive policy recommendations to improve perinatal mental 
health in the District. The work of the Task Force was divided into four workgroups: i) Navigation and Access; ii) Resources 
and Data; iii) Screening, Referral, and Workforce Development; and iv) Public Awareness and Systems Capacity.

Maternal Health Taskforce (MHTF): DC Health was awarded funding from HRSA for the State Maternal Health Innovation 

(SMHI) Grant in FY23. As part of the grant, DC Health will be implementing a Maternal Health Taskforce. Additionally, DC 
Health will be supporting the Department of Healthcare Finance in applying to implement the CMS Transforming Maternal 
Health Model (TMaH). The application will include alignment with strategic initiatives and priorities of the SMHI grant, as well 
as programs including Title V, the DC Perinatal Quality Collaborative, DHCF’s Maternal Health Advisory Group, and other DC 
funded maternal health programs.

Mayor's Office on Women’s Policy and Initiatives Mowpi: DC Health partnered with the Mayor's Office on Women's 

Policy and Initiatives to implement the maternal health summit in September 2023. Through this summit, the Title V team 
collected feedback to support the development of materials for the wellwoman campaign. The summit was also used to 
highlight and create awareness of DC Health’s HMG program.

Maternal Mortality Review Committee (MMRC): DC Health and the Office of the Chief Medical Examiner (OCME) 

established a partnership to further strengthen efforts in reducing maternal mortality in the District of Columbia. The 
agencies determined that the inclusion of the narrative of Key Informant Interviews will greatly improve the fatality review 
process by filling in the gaps of missing information that can only be provided by a front-line observer (key informant) of the 
adverse events leading to maternal death. Key informant interviews will also aid the Department of Health and the OCME's 
Maternal Mortality Review Committee in developing recommendations and implementing government and community-based 
services designed to improve the system of maternal healthcare and help reduce the rate of maternal mortality. The 
development of the scope of the initiative including drafting of an MOU began in FY23, and the interviews are proposed to 
occur in FY24.   

MCH Advisory Council: The MCH Advisory Council convenes clinicians, healthcare providers, public health and 

community leaders, DC Title V leadership and core staff every quarter to advise on initiatives, programming, and strategies 
to improve MCH outcomes. During FY23, council members provided input on the Newborn Screening: Spinal Muscular 
Atrophy (SMA) Final Rule Publication, Well Woman and Maternal Health Campaign, Title V FY24 MCH priorities and the 
development of the children with special health care needs (CSHCN) strategic plan. The council also expanded in 
membership, now including additional expertise in CSHCN. The Youth Advisory Council (YAC) serves as a subsidiary if the 
MCH advisory council which provides input to the DC Title V team on health topics affecting the adolescent population in the 
District.

Pediatric Mental Healthcare Access Initiative (PMHCA): PMHCA partners with the Department of Behavioral Health to 

implement its DC Mental Health Access in Pediatrics Program (DC MAP). The purpose of this program is to expand access 
and promote behavioral health integration into pediatric primary care.  DC MAP serves as a pediatric mental health team 
that provides consultation, referrals, training, and care coordination to pediatric primary care providers (PPCPs) and other 
pediatric providers. Title V provides strategic input and capacity to help support the initiative's implementation. Our 
partnership has specifically allowed for the expansion of DC MAP core services and brief intervention visits with our School-
Based Health Center (SBHC) Providers and the DC Help Me Grow Program.

NewSTEPs (Tracking and Surveillance through New Data Repository): All abnormal results and follow-up activities are 

recorded and tracked in an internal database management system. DC NMS will continue its collaboration with the national 
newborn screening resource center, Association of Public Health Laboratories’ Newborn Screening Technical Assistance

Created on 9/27/2024 at 10:26 AMPage 51 of 358 pages



and Evaluation Program (NewSTEPs) Program.  DC Health and NewSTEPs recently launched an MOA to establish a 
framework in which the DC NMS program will share data with the data repository for tracking and surveillance of de-
identified case data and quality indicator data.

III.E.2.b.v.b. Title V MCH – Title XIX Medicaid Inter-Agency Agreement (IAA)
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III.E.2.b.v.b. Title V MCH – Title XIX Medicaid Inter-Agency Agreement (IAA)

Background

 

The Title V Block grant needs assessment identified oral health as one of the pressing needs of the MCH population in the 
District. This informed the selection of oral health as the National Performance measure to be addressed during the 2021 to 
2025 Title V block grant cycle. DC Health’s School-Based Oral Health Program (SBOHP) was launched in 2003 to provide 
school-based preventive dental care services to DC children who may not otherwise be accessing care. The SBOHP works 
with a range of partners, including the Office of the State Superintendent for Education (OSSE), DC Public Schools 
(DCPS), and the DC Department of Health Care Finance (DHCF), to coordinate delivery of dental services at DCPS, DC 
public charter schools, and licensed child development centers (LCDCs). The SBOHP provides outreach and education 
services across school communities, and during clinical visits provides fluoride treatments, dental sealants, dental 
screenings and cleanings, and as necessary care coordination services. The SBOHP does not provide restorative services 
(e.g., extractions, restorations) in schools.
 
The SBOHP removes barriers and increases access to preventive oral healthcare services for low-income children; 
educates DCPS students and their families on sound oral health practices and supports families in connecting with dental 
care and “dental homes.” SBOHP vendors aid families with completion and submission of DC Health’s Oral Health 
Assessment Form, a requirement for school attendance.  By delivering place-based care in schools and childcare centers 
and directly supporting families with any required follow-up activities, the SBOHP reduces barriers to accessing and utilizing 
services for oral health care.
 
The SBOHP’s care coordination services link students’ families to ongoing comprehensive care through a dental home. DC 
Health’s dental vendor, Gordon Dental partners with Howard University College of Dentistry (HUCD) to provide participating 
children with follow-up restorative treatment.  In addition, a a care coordination team connects with DHCF’s contracted 
managed care organizations (MCOs) to collaborate on connecting residents covered by DC Medicaid to aid with outreach 
and support connections with dental homes that accept a family's coverage.  In FY23, SBOHP provided outreach, dental 
screenings, prophylaxis, fluoride varnish, dental sealants, and care coordination to 2018 unique students enrolled in 79 
schools. All DC youth residents aged 1 to 19 years are eligible to receive dental services from this program providing the 
have submitted a signed dental consent form by a parent or legal guardian.
 
EPSDT Partnership with Medicaid and DC Public Schools 

DC Health has a Memorandum of Agreement (MOA) with the District of Columbia Public Schools (DCPS), and the DC 
Department of Health Care Finance (DHCF) that establishes the terms and conditions that enable parties to coordinate and 
share data to identify disparities in utilization of the Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) 
services. This data-sharing agreement, known as the School Health Requirements Interagency Collaboration (SHRIC) 
Agreement, includes data related to oral health and preventive health records for Medicaid-enrolled, and Medicaid-eligible 
DCPS students. Information gathered from patients’ records will be used for epidemiological monitoring to identify the 
schools with the highest need and priority for oral and preventive health services and connect them to Medicaid health care 
providers. 
 
Program Outreach and Enrollment 

DC Health contacts school principals, childcare center directors, and administrators by email and phone to encourage 
participation. DC Health also sends information packets to stakeholders including a Readiness Checklist to ensure schools 
and childcare centers understand requirements and expectations for participation in the program. Additionally, contracted 
dental vendors also promote the SBOHP at school and community events, health fairs, and through telemarketing. While 
participating in these types of activities vendors share SBOHP Information packets along with associated flyers and 
brochures to engage families.

 
Schools are prioritized for program participation based on data obtained from the data sharing agreement mentioned above 
which determines the need of health services. In addition, program activities may also be informed by direction by District 
agency leadership and interest by stakeholders. Enrollment in the program is then determined by the timing of visits and the 
submission rate of necessary consent forms.

Created on 9/27/2024 at 10:26 AMPage 53 of 358 pages



 
Data Informed Programming 

DC Health SBOHP efforts on schools that have particularly high need based on a variety of factors known to indicate likely 
barriers to oral health care. To garner this information, DC Health participates in data sharing agreements with DHCF and 
DCPS. The prioritization criteria used to select schools for services include: 

Schools with the lowest submission rates of Oral Health Assessment Forms (OHAF) 

Schools with the highest rates of Medicaid beneficiaries 

Schools with the lowest rates of students with a recorded preventive dental visit in the past six months
 

Care Coordination 

The SBOHP’s dental vendor provides care coordination. Care coordination activities aim to connect families of children who 
receive SBOHP services to dental offices who accept their coverage and have capacity to provide follow-up care in a timely 
fashion.  Following a dental exam at school, the care coordinators contact families and, as appropriate for students covered 
by DC Medicaid, the MCO providing their coverage, to attempt to communicate importance of follow up care and eventually 
schedule a follow-up dental visit. The Oral Health Program maintains a database of all participants receiving care 
coordination services to record follow-up activity and patient outcomes.
 
 
Other Medicaid Partnerships 

 

Help Me Grow Program MOU
 
The District of Columbia Department of Health and the DC Department of Healthcare Finance (DCHF) executed a 
Memorandum of Understanding (MOU) in FY23 to administer the DC Linkage and Tracking System (DCLTS). The DCLTS 
was established to improve the health outcomes for children from birth to twenty-one years at risk for developmental delays 
and disabilities through early identification, tracking, and linkage with appropriate services. 
The DC Help Me Grow (HMG DC) currently serves as the centralized DCLTS to identify, track and link at-risk families with 
infants and children from birth to five years of age to services. HMG DC utilizes the DC LinkU platform to facilitate and track 
referrals. In addition, HMG DC collaborates with other vital early childhood and perinatal and Infant health programs such as 
the Special Supplemental Nutrition Program for Women, Infants, and Children (WIC), Safe Sleep, Healthy Start, and Home 
Visiting Programs to connect families to resources in the District.
 
 
 
DC Health TAINF WIC Data Sharing Agreement

 

A Memorandum of Agreement executed between DC Health through the Community Health Administration (CHA) and the 
Department of Human Services (DHS) through its Economic Security Administration (ESA) was continued in FY23. This 
MOU authorizes the exchange of information between DC Health and DHS/ESA to continue to support the District’s Special 
Supplemental Nutrition Program for Women, Infants, and Children (WIC) and the Temporary Assistance for Needy Families 
(TANF) program. 
This data-sharing agreement will include data for all women (pregnant and postpartum), children under the age of five years, 
and authorized representatives currently residing in a household receiving WIC benefits through DC Health. Data includes 
all individuals and children under the age of five that currently receive TANF benefits through DHS/ESA. A copy of the 
agreement has been attached to the supporting documents.
 

III.E.2.c State Action Plan Narrative by Domain
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III.E.2.c State Action Plan Narrative by Domain

Women/Maternal Health 

National Performance Measures

NPM - Percent of women, ages 18 through 44, with a preventive medical visit in the past year (Well-Woman Visit, 
Formerly NPM 1) - WWV 

Indicators and Annual Objectives

Federally Available Data

Data Source: Behavioral Risk Factor Surveillance System (BRFSS)

2019 2020 2021 2022 2023

Annual Objective 78 78 78 78

Annual Indicator 80.2 79.0 73.2 71.6 73.9 

Numerator 140,926 139,104 128,086 121,452 122,927

Denominator 175,705 176,016 175,097 169,623 166,324

Data Source BRFSS BRFSS BRFSS BRFSS BRFSS

Data Source Year 2018 2019 2020 2021 2022

 

Annual Objectives
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Evidence-Based or –Informed Strategy Measures

ESM WWV.5 - Increase the percent of reproductive aged women receiving care at FQHCs who received
preventive medical visits

Measure Status: Active

State Provided Data 

2022 2023

Annual Objective

Annual Indicator 61.2 73.2

Numerator 17,841 18,086

Denominator 29,152 24,722

Data Source Uniform Data System (UDS) Uniform Data System (UDS)

Data Source Year 2021 2022

Provisional or Final ? Final Final

Annual Objectives

2024 2025

Annual Objective 63.0 64.0
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NPM - A) Percent of women who attended a postpartum checkup within 12 weeks after giving birth (Postpartum 
Visit) B) Percent of women who attended a postpartum checkup and received recommended care components 

(Postpartum Visit) - PPV 
Indicators and Annual Objectives

NPM - A) Percent of women who attended a postpartum checkup within 12 weeks after giving birth (Postpartum 
Visit) - PPV

Federally Available Data

Data Source: Pregnancy Risk Assessment Monitoring System (PRAMS)

2023

Annual Objective

Annual Indicator 89.2 

Numerator 6,138

Denominator 6,877

Data Source PRAMS

Data Source Year 2022
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NPM - B) Percent of women who attended a postpartum checkup and received recommended care components
(Postpartum Visit) - PPV

Federally Available Data

Data Source: Pregnancy Risk Assessment Monitoring System (PRAMS)

2023

Annual Objective

Annual Indicator 88.5 

Numerator 5,398

Denominator 6,100

Data Source PRAMS

Data Source Year 2022
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Evidence-Based or –Informed Strategy Measures 

None

State Performance Measures

SPM 1 - Increase the percentage of women who are Medicaid beneficiaries that received a primary care visit 
within the past year

Measure Status: Active

State Provided Data 

2019 2020 2021 2022 2023

Annual Objective 25 25 54

Annual Indicator 2.5 53.7 86.2

Numerator 505 35,830 66,512

Denominator 20,484 66,769 77,132

Data Source Medicaid Department of
Health Care
Finance -
Medicaid

Department of
Health Care
Finance -
Medicaid

Data Source Year 2021 2021 2022

Provisional or
Final ?

Provisional Final Provisional

Annual Objectives

2024 2025

Annual Objective 56.0 58.0
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SPM 8 - Reduce the percent of women that reported experiencing implicit bias or discrimination in PRAMS

Measure Status: Active

State Provided Data 

2022 2023

Annual Objective

Annual Indicator 12.6 12.7

Numerator 849 825

Denominator 6,740 6,479

Data Source Pregnancy Risk Assessment Monitoring
System

Pregnancy Risk Assessment Monitoring
System

Data Source Year 2021 2022

Provisional or Final ? Final Final

Annual Objectives

2024 2025

Annual Objective 8.0 6.0
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State Action Plan Table

State Action Plan Table (District of Columbia) - Women/Maternal Health - Entry 1

Priority Need

Improving women’s reproductive health and promoting equitable access to care 

NPM

NPM - Percent of women, ages 18 through 44, with a preventive medical visit in the past year (Well-Woman Visit, Formerly 
NPM 1) - WWV

Five-Year Objectives

Increase the percentage of women who are patients at a Federally Qualified Health Center (FQHC) that had their annual 
preventative medical visit from 58% to 63% by 2026

Strategies

Refer and track referral completion of women to preventive care services.

Utilize community-based education groups to promote annual preventive visits.

Prioritize gathering additional data to better understand barriers for reproductive age women in accessing care, 
particularly among women not traditionally engaged in care.

Enhance prenatal care including psychosocial support, education and health promotion.

Explore partnerships with local organizations and government agencies that serve low-income women and families with 
children (0-17).

Implement patient reminders and create outreach initiatives for women in the District to increase knowledge, and 
awareness, and build self-efficacy to attend their well women visits

Assess the quality of care received by women who are Medicaid beneficiaries and identify and address barriers to 
increasing the use of preventative services among reproductive-aged women in the District

Dissemination of mass media communications campaign to increase the rate of reproductive-aged women who attend their 
preventative well-woman visits
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NOMs

NOM - Rate of severe maternal morbidity per 10,000 delivery hospitalizations (Severe Maternal Morbidity, Formerly NOM 
2) - SMM

NOM - Maternal mortality rate per 100,000 live births (Maternal Mortality, Formerly NOM 3) - MM

NOM - Percent of low birth weight deliveries (<2,500 grams) (Low Birth Weight, Formerly NOM 4) - LBW

NOM - Percent of preterm births (<37 weeks) (Preterm Birth, Formerly NOM 5) - PTB

NOM - Percent of early term births (37, 38 weeks) (Early Term Birth, Formerly NOM 6) - ETB

NOM - Perinatal mortality rate per 1,000 live births plus fetal deaths (Perinatal Mortality, Formerly NOM 8) - PNM

NOM - Infant mortality rate per 1,000 live births (Infant Mortality, Formerly NOM 9.1) - IM

NOM - Neonatal mortality rate per 1,000 live births (Neonatal Mortality, Formerly NOM 9.2) - IM-Neonatal

NOM - Post neonatal mortality rate per 1,000 live births (Postneonatal Mortality, Formerly NOM 9.3) - IM-Postneonatal

NOM - Preterm-related mortality rate per 100,000 live births (Preterm-Related Mortality, Formerly NOM 9.4) - IM-Preterm 
Related

NOM - Percent of women who drink alcohol in the last 3 months of pregnancy (Drinking during Pregnancy, Formerly NOM
10) - DP

NOM - Rate of neonatal abstinence syndrome per 1,000 birth hospitalizations (Neonatal Abstinence Syndrome, Formerly 
NOM 11) - NAS

NOM - Teen birth rate, ages 15 through 19, per 1,000 females (Teen Births, Formerly NOM 23) - TB

NOM - Percent of women who experience postpartum depressive symptoms following a recent live birth (Postpartum 
Depression, Formerly NOM 24) - PPD

ESMs Status

ESM WWV.1 - Number of women who responded and participated in PRAMS Inactive

ESM WWV.2 - Number of women referred for an annual well women visit by a perinatal program. Inactive

ESM WWV.3 - Percent of women that participated in PRAMS and reported attending a preventative 
medical visit in the past year.

Inactive

ESM WWV.4 - Reduce the percent of women that reported experiencing implicit bias or discrimination 
in PRAMS

Inactive

ESM WWV.5 - Increase the percent of reproductive aged women receiving care at FQHCs who 
received preventive medical visits

Active
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State Action Plan Table (District of Columbia) - Women/Maternal Health - Entry 2

Priority Need

Improving women’s reproductive health and promoting equitable access to care 

NPM

NPM - A) Percent of women who attended a postpartum checkup within 12 weeks after giving birth (Postpartum Visit) B) 
Percent of women who attended a postpartum checkup and received recommended care components (Postpartum Visit) -
PPV

Five-Year Objectives

Increase the percent of women who had a postpartum checkup from 89.2% to 92% by 2026 

Strategies

Guidance during pregnancy and development of a postpartum care plan

Provide families with continued education on the importance of postpartum care 

NOMs

This NPM was newly added in the 2025 application/2023 annual report. The list of associated NOMs will be displayed in 
the 2026 application/2024 annual report.

ESMs Status

No ESMs were created by the State. ESMs were optional for this measure in the 2025 application/2023 annual report. 
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State Action Plan Table (District of Columbia) - Women/Maternal Health - Entry 3

Priority Need

Improving women’s reproductive health and promoting equitable access to care 

SPM

SPM 1 - Increase the percentage of women who are Medicaid beneficiaries that received a primary care visit within the 
past year

Five-Year Objectives

Increase the percentage of women receiving a well-woman's visit at an FQHC who was screened for SDOH from 55% to 
70% by 2026.

Strategies

Administer the Protocol for Responding to & Assessing Patients' Assets, Risks, and Experiences (PRAPARE) screening 
tool to low-income women and refer them to services including food assistance, transportation, and lactation support.

Maintain partnerships with state programs such as WIC and Link U to coordinate successful referrals to services.
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State Action Plan Table (District of Columbia) - Women/Maternal Health - Entry 4

Priority Need

Improving women’s reproductive health and promoting equitable access to care 

SPM

SPM 8 - Reduce the percent of women that reported experiencing implicit bias or discrimination in PRAMS 

Five-Year Objectives

Reduce the percent of women who reported implicit bias and discrimination while receiving healthcare services from 12.6% 
to 11% by 2026

Strategies

Assess the quality of care received by women who are Medicaid beneficiaries and identify and address barriers to 
increasing the use of preventative services among reproductive aged women in the District

Create opportunities for implicit bias and racial equity training for providers. The strategy to improve the perceived 
treatment of women in the District while receiving medical services is to train those providing services, to provide an 
environment where their patients feel heard, appreciated, and empowered
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Women/Maternal Health - Annual Report

Women/Maternal Health
Annual Report Year 2023 

 
Priority: Improving women’s reproductive health and promoting equitable access to care 

 
Focus Area: Well-Woman Visit

 
Preventative medical visits are necessary to promote and maintain health throughout a woman’s lifespan. The annual well-
woman exam is a routine preventative care and counseling visit. This yearly visit provides an excellent opportunity to 
discuss strategies to maintain a healthy lifestyle and minimize health risks. Visits to a medical care provider primarily focus 
on providing preventive medical care to women of reproductive age, including primary and secondary prevention methods 
like pap smears, cervical cancer screening, mammograms, vaccines, blood pressure screenings, BMI monitoring, 
education and counseling, and perinatal health services. It is recommended that women begin attending well-woman exams 
at age 18. Unfortunately, many women nationwide and in the District do not receive their annual well-woman exam as 
recommended. In the District, 58% of women aged 18-44 have had a primary care visit in the past year.
 
Several individual and systematic factors result in gaps in care. Some of these factors include a lack of awareness and 
patient education among women about the annual exam, insufficient access to primary care providers, and limited time 
during patient appointments for the delivery of preventive services. 
 
In the District, the prevalence of well-woman visits is higher among:

Higher-income women,

Women who reported a high perceived health status, and

Insured women compared to their respective counterparts. 

Racial stratification increases risk factors for poor maternal health factors. Many Black women lack access to quality 
contraceptive care and counseling. Furthermore, Black women often experience negative physical consequences due to 
exposure to chronic stress linked to socioeconomic disadvantage and discrimination over their life course. DC Title V strives 
to improve women’s reproductive health by increasing awareness and access to services while incorporating the social 
determinants of health (SDOH) impacting reproductive-aged women within strategic intervention.
 

Performance Measures:

National Performance Measure (NPM) WWV: Percent of women, ages 18 through 44, with a preventive medical visit

in the past year

Evidence-based or Informed Strategy Measure (ESM) WWV: Increase the percent of reproductive-aged women

receiving care at FQHCs who received preventive medical visits.

 
Objective 1: Increase the percentage of women who are patients at a Federally Qualified Health Center (FQHC) 

that had their annual preventative medical visit from 58% to 63% by 2026.

 
Strategies:

Implement patient reminders and create outreach initiatives for women in the District to increase knowledge, and 

awareness, and build self-efficacy to attend their well women visits
Assess the quality of care received by women who are Medicaid beneficiaries and identify and address barriers to 
increasing the use of preventative services among reproductive-aged women in the District
Dissemination of mass media communications campaign to increase the rate of reproductive-aged women who 
attend their preventative well-woman visits
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Refer and track completion of women to preventive care services
Utilize community-based education groups to promote annual preventive visits
Enhance prenatal care including psychosocial support, education, and health promotion
Explore partnerships with local organizations and government agencies that serve low-income women and families 
with children (0-17) 
Prioritize gathering additional data to better understand barriers for reproductive age women in accessing care, 
particularly among women not traditionally engaged in care 

Activities:
 
The Title V Program continued to fund and provide programmatic and technical support to Unity Health Care, Well Woman 

Project (Unity) in FY23 to address women’s reproductive health in the District. Unity is an FQHC that provides primary care 

in patient-centered medical home settings located in Wards 5, 7, and 8, where the District’s Black population predominantly 
resides. Unity’s community health centers are strategically located in the community to meet patients where they are 
essential in providing Black women with basic, reproductive, and maternal health care services. Unity’s mission is to 
reached people wherever they are to provide compassionate, comprehensive, high-quality health care that is accessible to 
all. This mission advances health equity in the District. Optimal health enables women to thrive in many areas of life, and 
access to affordable and quality healthcare is a priority at Unity Health Care.  Over 70% of Unity’s patient population are 
Black, and over half of their patients have household incomes that fall below the Federal Poverty Level. Many Black women 
experience difficulty accessing reproductive health care that meets their needs. Expanding access to interpregnancy care, 
preconception care, quality prenatal care, and health care over the life course are essential strategies in closing the racial 
gap in birth outcomes. Women’s health in the District remains a critical component of women’s economic security and 
overall well-being of women and infants.
 
Unity’s Well Women project aims to improve access to preventive health services for women of reproductive age 18-44. 
Their primary project goal is to increase the number of reproductive age women engaged in well-women visits from 52% to 
55%. Unity’s project goal and mission are in alignment with Title V’s selected national performance measure and the 
corresponding objective. Unity’s mission and goals are also in alignment with DC Health’s Framework for Improving 
Community Health objective to increase the percent of women ages 18-44 who have had a primary care visit in the past 12 
months and strategy for community-serving organizations to disseminate information about their ability to provide 
contraception and other reproductive health services.
 
Unity utilized evidence-based strategies to improve appointment rates to increase the number of reproductive-aged women 
engaged in well-women visits. They developed and implemented a targeted e-messaging campaign to reach out to women 
of reproductive age to re-enter their wellness program. They intended to capture women who were not seen in the health 
center over the last year, women who did not have an updated cervical cancer screening or did not have a pregnancy 
intention screening. Unity’s Brentwood Health Center in FY23 piloted the implementation of a targeted messaging campaign 
to increase cervical cancer screening. There was an increase in patients accessing screening services directly through 
their Population Health Specialist (PHS).
 
The PHS continuously served in great capacities to follow up with their female patients who previously had abnormal pap 
smears and were due for a follow-up visit. The PHS continued to communicate with patients by phone or certified letter and 
follow-up with patients who were “No-show” to collect and monitor their data and progress. 1,036 certified letters were 
mailed to patients. In the first quarter, Unity hosted a “Pap Rally” Plan Do Study Act (PDSA) to increase cervical cancer 
screenings across all Unity Health Centers. A gap report was downloaded to capture patients due for a cervical cancer 
screening or abnormal pap results, led by Unity’s QI Cancer Group. After the first quarter, the cervical cancer QI group, 
collaborating with the Family Medicine and Population Health departments, created a new workflow and targeted messaging 
campaign. The goal was to increase cervical cancer screenings and reduce follow-up contact time with female patients 
who previously had abnormal pap smears and were due for a follow-up visit. While those activities were ongoing, the 
program and clinical leadership worked on determining factors that would identify women who had not engaged in 
preventive health services annually or at intervals for routine health services. There was not an up-to-date clinical standard
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of operation to identify this by visit type as Unity operates a continuum of care plan that focuses on addressing preventive 
health needs at every visit, despite what the chief complaint was for the visit by the patient. Their providers are trained to 
identify gaps during all visits to address outstanding labs, tests, or screenings, which is imperative to note regarding the 
activities to reach this goal. Once this was identified and the new workflow process was approved by leadership, they 
worked with their communications department to develop a targeted outreach campaign for the population they serve. In 
FY23, 2,887 Cervical Cancer Screenings were completed.
 
The District’s Title V program continued to fund and provide technical oversight and evaluation support to La Clínica del 

Pueblo’s Mujeres Saludables (Well-women) Project (La Clínica) in FY23. La Clínica is a Federally Qualified Health 

Center (FQHC) with a primary care facility strategically located between historic Latino neighborhoods in DC. While La 
Clínica serves residents of the District at large, most of their clients reside in Wards 1, 4, and 5. This trend corresponds to 
neighborhood demographic composition, where these three wards alone account for 50% of the Latino concentration in the 
city. La Clínica’s patient population is 91% Latino, 84% are best served in a language other than English, 36% are uninsured, 
and approximately 89% have an income at or below 200% of the Federal Poverty Level.  Many factors contribute to 
disparities in Latino immigrants’ overall health and access to care, including poverty, language barriers, and immigration 
status. Barriers to healthcare significantly reduce Latino immigrants’ access to preventive care. For women, a unique set of 
health disparities and barriers further reduce preventive care utilization. These barriers include financial accessibility, real or 
perceived discrimination, language and communication barriers, lack of proper documentation for obtaining services in the 
District, inadequate health literacy skills, lack of information, and embarrassment. The provision of a safe, protected 
environment that is rooted in culturally concurrent care is pivotal to enhancing the well-being of the District’s Latino 
population.
 
La Clínica targets its services to low-income, immigrant Latina women of reproductive age (18-44) residing in DC. La 
Clínica’s program, Mujeres Saludables (well-women), aims to increase the percentage of women in their MCH target 
population that attend a preventive medical visit (or well-woman visit) by 10% annually for a cumulative increase of 46% 
during the 5-year project period. Their overall mission aims to increase the utilization of preventive services among female 
patients of reproductive age and decrease no-shows for well-woman appointments.  Mujeres Saludables employs a family 
practice model of care rooted in a holistic approach aimed to eliminate barriers to care. There is a gap in the availability of 
culturally and linguistically appropriate resources for the Latino community in the District. Clients at La Clínica report 
experiencing increased immigration discrimination, xenophobia, racism, and fear of deportation. La Clínica is unique in its 
ability to offer culturally and linguistically appropriate patient care. Their ability to provide staff that can impart this care is 
immeasurable. Supporting the efforts of La Clínica will continue to be a priority for the District's Title V program. La Clínica’s 
project goal and mission are in alignment with Title V’s selected performance measures and corresponding objective. La 
Clínica’s mission and goals are also in alignment with DC Health’s Framework for Improving Community Health objective to 
increase the percentage of women aged 18-44 who have had a primary care visit in the past 12 months and strategy for 
community-serving organizations to disseminate information about their ability to provide contraception and other 
reproductive health services.
 
To achieve their overall program goal, and the goal of the District, to increase utilization of well-woman visits, La Clínica’s 
Mujeres Saludables project uses multiple evidence-based strategies to decrease no-show rates and encourage the 
appropriate use of preventive services. Their first objective aims to improve the use of patient reminders to schedule annual 
preventive medical visits. The indicators implemented to track this strategy are 1) documentation of the number of women 
who received an appointment reminder for their annual preventive service visit and 2) documentation of unique women who 
completed their well-woman visit. La Clínica served 236 patients through well-woman visits, well over their annual goal of 
227. This number accounts for over 50% of eligible (active patients who are female DC residents between the ages of 18 
and 44) that have received their preventive well women’s appointment. La Clinica utilizes its Electronic Medical System 
(EMR) to send out reminders to patients. The EMR runs a report of patients who are due for their visits and alerts a text to 
the patients. Based upon text delivery or bounce back, La Clinica staff will send a follow-up call and a letter or postcard to 
the address on file. La Clinica’s patient services team has created new clinic scheduling guidelines to help ensure patients 
can schedule their preferred appointments based on their needs. This protocol aims to clarify and identify the procedures
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and protocol for patient appointment setting to ensure accurate appointment setting and timeliness of access to care. 
Maximizing schedule utilization is essential. High no-show rates, late arrivals, and last-minute cancellations result in unfilled 
appointments that limit access to appointments for other patients. La Clínica has also changed their phone system to 
include improved messaging and easier routing to make an appointment. These changes aim to resolve the difficulties that 
our patients experience in accessing our services.  The second objective to achieve their primary goal is to increase staff 
capacity in preventive care through training on issues associated with well-woman care, barriers to attendance to preventive 
visits, and strategies to address missed appointments. The indicator implemented to track this strategy is training 25 staff 
members, including clinical providers. 59 staff members received training on Intimate Partner Violence. DC SAFE is an 
intersectional feminist, anti-racist, pro-choice organization centered on the needs and experiences of survivors of Intimate 
Partner Violence (IPV). Its mission is to ensure the safety and self-determination of domestic violence survivors through 
emergency services, court advocacy, and system reform. DC Safe has worked closely with La Clínica for over 15 years to 
ensure that Latina survivors of gender-based violence have access to culturally appropriate, immediate crisis intervention 
services. DC SAFE and La Clínica have a cross-referral agreement that allows for ongoing coordination of services for each 
client.
 
The training reviewed how to recognize intimate partner violence (IPV) in clinical and community-based settings and broke 
down the different services DC safe can provide clients via referrals from La Clinica Staff.  The third objective to achieve 
their primary goal was to educate women of reproductive age regarding preventive services. The key indicators to reach this 
objective were to track the number of women with group-based health education sessions (‘Salud integral de las Mujeres’ 
charlas) and track the number of individuals participating in health fairs. La Clínica reached 182 women through charlas, 
surpassing their annual goal of 120. La Clínica also reached 291 people via health fairs, well over their annual goal.
 
La Clínica has been a role model in surpassing their goals and maintaining a reputation as a trusted, high-quality, and high-
performance health center for the Latino community. However, challenges to accomplish some of their activities did arise. 
Most challenges fell under the need for additional clinical staff to support activities and daily workflow. The capacity to 
incorporate the EMR system and workflow was a challenge, and unique activities are necessary to mitigate these barriers. 
Some actions include hiring key positions to support their model of care, focusing on recruiting and retention, raising 
salaries, and providing more training and professional development opportunities.
 
In FY23, Title V continued to fund and support the Pregnancy Risk Assessment Monitoring System (DC PRAMS). DC 

PRAMS is a surveillance project by the Centers for Disease Control and Prevention and DC Health. DC PRAMS is an 
ongoing, population-based survey of DC residents who delivered a live-born infant. DC PRAMS collects data on maternal 
behaviors and experiences from preconception to the postpartum period. DC PRAMS data is used to identify groups of 
women and infants at high risk for health problems, monitor health changes, and measure progress toward improving 
maternal and child health. The PRAMS project’s vision is for all mothers who give birth in the District of Columbia (DC) and 
their babies to have positive health outcomes. The project’s goal is to make the District of Columbia a place where every 
person who wants to give birth has the support and resources that they need to have a healthy pregnancy and healthy 
babies.
 
The DC PRAMS mission is to administer an ongoing survey so that DC Health is informed of the experiences and behaviors 
of all birthing people in the District and can better assess what strategies are most effective in improving the health of 
mothers and children. PRAMS data allow DC Health to analyze population-level trends alongside stakeholders to coordinate 
efforts and improve health outcomes. A better understanding of maternal attitudes and experiences before, during, and 
shortly after pregnancy allows DC Health to focus on evidence-based approaches to support programs and policies. 
PRAMS has data on the percentage of pregnant women who received preventive care before pregnancy. Preventive care 
before pregnancy is associated with a healthier pregnancy. This project supports Title V’s priority area of improving women’s 
reproductive health. DC PRAMS goals and mission are aligned with Title V’s ESM 1.5: Increase the percent of reproductive-
aged women receiving care at FQHCs who received preventive medical visits and objective 1: Increase the percent of 
women ages 18- 44 who engage in a preventative care service in the past year from 58% to 63% by 2026.
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DC PRAMS data informs FQHCs and other necessary stakeholders in their policy and program implementation, specifically 
in preventive care and implicit bias.  DC PRAMS estimates that 65.1% (CI: 58.9, 70.7) of mothers who gave birth in 2022 
had a health care visit for a regular visit with an OB/GYN and 54.8% (48.6, 60.8) had a health care visit with a family doctor 
in the 12 months before pregnancy. DC Health will work with health systems in the District to implement strategies to 
increase preventative care among reproductive aged women.

DC PRAMS will continue to work with the CDC and the Bloustein Center for Survey Research (BCSR) at Rutgers University 
to ensure the appropriate execution of the PRAMS survey. DC PRAMS has completed the transition from phase 8 to phase 
9. The list of questions for Phase 9 has been revised to reflect the changing priorities of the District of Columbia. A new set 
of metrics will be available from the Phase 9 questionnaire. Implementation of the further study started with mothers who 
gave birth in 2023. A web mode for the survey was also introduced. 

 
In FY23, Title V continued to support DC’s Primary Care Office (PCO) housed in DC Health’s Community Health 

Administration.  The mission of PCO is to ensure that every resident in the District of Columbia engages in equitable, 
comprehensive, patient-centered, quality health care services. PCO is tasked with identifying geographical areas in DC that 
have a Health Professional Shortage Area (HPSA) related to the medical, dental, or mental health provider workforce. A 
shortage is defined as when the population in the HPSA lacks, be it by capacity or providers of a specific discipline, to meet 
the needs of the residents within a defined geographic area or insurance payment type. Women of childbearing age must 
have access to quality care. It is imperative to work with the PCO to address the workforce needs and improve engagement 
in care.
 
With a population whose diversity extends to culture, language, income, and more, the District’s healthcare workforce
needs additional training and support to meet the needs of residents. For example, according to 2022 DC Board of Medicine
(BOM) Licensure Survey data, among the District’s physician workforce, approximately 17% identify as Black and 5% as
Hispanic or Latino, compared to 41% and 11% of District residents, respectively. Statistics like these highlight the need for
sustained focus on building and sustaining cultural and linguistic competence among the District’s healthcare workforce.
The PCO conducted a primary care needs assessment (PCNA) utilizing Medicaid data from 2015 - 2016 and 2018 – 2020.
Medicaid claims were used to analyze primary preventative care utilization patterns for DC Department of Health Care
Finance covered beneficiaries. Among women of childbearing age, 18–44 years old, there are 175,807 women residing in
DC, equating to 26% of the city’s population. The DC Department of Health Care Finance (DHCF) provides healthcare
coverage through Medicaid for 66,769 of those women between the ages of 18–44 in DC. According to the data from the DC
Department of Health Care Finance, the utilization rate for primary or preventative care services for women in this age is
54%.
 
In FY23, PCO continues to aim to increase women of reproductive age who engage in preventative care by 1) developing a 
baseline understanding of workforce-related needs, satisfaction, and wellness, which would inform a program to improve 
workforce retention; 2) enhancing the health professional licensure process to capture data on workforce, which would 
inform programs in future years to address workforce needs; 3) launching a funding opportunity which supported a 
community health worker pilot to test models of care that improve health outcomes amongst low-income populations; and 
4) redesignating health professional shortage areas, to ensure local and federal resources could be directed accurately to 
recruit/retain healthcare providers to shortage areas.
 
PCO coordinates two programs (Health Professional Loan Repayment Program and J-1 Visa Waiver Program), which 
helps recruit/retain providers to health professional shortage areas or for providers that address the District’s leading 
causes of death. The Health Professional Loan Repayment Program (HPLRP) repays healthcare provider loans in 
exchange for providing clinical care in shortage areas. The program is open to primary medical, dental, and mental health 
providers. The J-1 Visa Waiver Program coordinates sponsorship of the physician to work in an underserved area or to 
address the District’s leading causes of death in exchange for a three-year waiver of the requirement to return to the 
physician’s home country. There were 79,475 visits served to people by HPLRP and J-1 participants for primary care in 

FY23. Additionally, 3% of HPLRP and J-1 participants were OB/GYNs in FY23.
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PCO also oversees a Community Health Worker Pilot. The Improving Chronic Disease Outcomes: A Community Health 
Worker Pilot integrates Community Health Workers (CHWs) into the primary medical care team at two grantee 
organizations (Community of Hope and Whitman-Walker Health), to provide CHW services to low-income District residents 
enrolled in Medicaid with uncontrolled hypertension. The goals of this program are to promote engagement with care, 
address social needs, and improve health outcomes for patients with uncontrolled hypertension (and, as applicable, patients 
with comorbid Diabetes Mellitus and/or other identified chronic conditions) this may include adolescents and women of 
child-bearing age.
 
To achieve these goals, home-visiting CHWs hired under the grant will provide services to patients and families focused on 
1) improving clinical care coordination (e.g., including medical information flow, patient and family engagement in care, 
healthcare system navigation), 2) identifying and addressing social needs and social determinants of health impacting 
health outcomes (e.g., screening, referrals, and linkages to internal and external social support services and resources), 
and 3) improving chronic disease self-management (e.g., patient and family health education, coaching, and social support).
 
Grantees were awarded in August 2022, with the last two months of FY22 serving as a development period for grantees to 
begin standing up the program and preparing for deployment of CHWs (e.g., protocol development, hiring, or equipment 
purchases). In FY23, the two-year implementation (FY23 and FY24) period began. Each grantee is expected to provide 
CHW services to at least 500 District residents enrolled in Medicaid. There is no data available for the CHW program during 
this reporting period. Data will be available in FY25.
 

In FY23, the DC Title V team supported DC Health’s Perinatal and Infant Health Division (PIHD) and Primary Care Office 
(PCO) collaborative effort to apply for HRSA’s State Maternal Health Innovation Program Grant (SMHI). The purpose of 

the SMHI is to reduce maternal mortality and severe maternal morbidity (SMM) by supporting state-led demonstrations 
focused on improving maternal health and addressing maternal health disparities through quality services, a skilled 
workforce, enhanced data quality and capacity, and innovative programming. This program also engages public health 
professionals, providers, payers, and consumers through state-led Maternal Health Task Forces (MHTF). Upon recognition 
that DC will receive the Grant, the Title V team looks forward to working closely with SMHI to ensure activities outlined in the 
Title V Needs Assessment are addressed to ensure innovations are conducted to improve the health and well-being of 
women in the District.
 
In FY23, the DC Title V program provided funding ($100,000) to help support The Mayor’s Office on Women’s Policy and 

Initiatives (MOWPI) in conducting Mayor Bowser’s 6 th  Annual National Maternal and Infant Health Summit. The Summit 

focused on working women and best practices for employers of expectant mothers and those returning to the workforce 
after expanding their families, resources to support families, and reimagining what is covered by insurance. 1,431 people 
registered for the Summit and 728 confirmed attendees/participants via Onsite Check-in.
 
There were over 36 tables at the resource fair to connect participants to the available resources in the District that support 
pregnant women and families in DC. There were four Plenary Sessions. Plenary Session 1 Working Women Win: 
Highlighted ways to collaborate with employers and stakeholders to implement policies that support employee retention and 
advancement during preconception, pregnancy, and family-raising. Speakers discussed plans, priorities, and commitments 
that guide their work specifically as they relate to mitigating disparities for working women along lines of race and 
socioeconomic status. Plenary Session 2 Pathways to Progress: Explored partnerships and resources to address diverse 
care needs, which includes using the Help Me Grow Program via Mayor Bowser’s 1-800-MOM-BABY hotline, healthcare 
providers, child welfare options, early childhood education, birthing centers and hospitals, legal assistance, and the use of 
data. Plenary Session 2 Reimagining Coverage: Focused on reducing barriers to improving health outcomes by exploring 
strategies to increase Medicaid re-certification, boosting the utilization of expanded healthcare services, reimaging what is 
covered by insurance and the roles of data and the healthcare workforce to inform these efforts. Plenary Session 4 Lunch 
and Learn (Conversations from the Heart): Actress and comedian Tiffany Haddish told her story. Her story was designed to 
illustrate the resilience, power, and hope that exist in all individuals. The afternoon consisted of the following learning labs:
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Art Activation – symbols of power, caring for mom: building your care team, building and sustaining generational health, 
improving maternal/child health with data, motherhood and movement, getting resources to working moms in Ward 8, 
healing after infant loss, mental health: multidimensional mothers and industry leaders.
 

A post-event survey was conducted to gain participants’ feedback on the Summit to ensure satisfaction for future Summit’s. 
Please see Figure 1. To find respondents overall satisfaction of the Summit. Thirty- Seven participants responded to the 
post-survey question: What was the most valuable part of the Summit? A few responses read: “The resource fair was super 
nice! I did not know so many organizations were available” “Networking with others working in maternal and infant health. 
The incredible speakers” “The most valuable part of the summit was the overall sharing of the real aspects of motherhood, 
from the joys to the losses and all the hard stuff in between and how we can support one another” and “Hearing stories of 
women navigating the healthcare system.” The DC Title V time looks forward to enhancing the post-Summit evaluation for 
increased satisfaction, evaluation of effectiveness and community awareness.
 
Figure 1. Summit Satisfaction Results

 
In FY23, the DC Title V team developed a Well Woman Campaign targeting women in the District to put their health first and 

attend preventative health visits, set to be released in FY24. In addition to the media campaign, DC Health has developed a 
grassroots strategy to employ low-barrier/low-cost initiatives to reduce stress, build resilience, and increase health literacy 
among the target population. The strategy includes tangible materials emphasizing community engagement and community 
activations. The team solicited community feedback to inform its strategy to connect with the target audience. Avenues 
used to collect feedback included the National Maternal Health Summit and the MCH Advisory Council.

Performance Measures: 

SPM 8: Reduce the percent of women that reported experiencing implicit bias or discrimination in PRAMS

Objective 2: Reduce the percent of women who reported implicit bias and discrimination while receiving 

healthcare services from 12.6% to 10.2% by 2026

 
Strategies:

Assess the quality of care received by women who are Medicaid beneficiaries and identify and address barriers to 

increasing the use of preventative services among reproductive aged women in the District

Create opportunities for implicit bias and racial equity training for providers. The strategy to improve the perceived 

treatment of women in the District while receiving medical services is to train those providing services, to provide an 

environment where their patients feel heard, appreciated, and empowered

Activities:

Created on 9/27/2024 at 10:26 AMPage 72 of 358 pages



 
The District of Columbia Hospital Association (DCHA) created the District of Columbia Perinatal Quality Collaborative 

(DCPQC) in collaboration with DC Health.  The DCPQC serves as the Healthy Start Community Action Network (CAN) for 

the District of Columbia and receives funding through the District’s Title V program.  The DCPQC/ CAN serves as the 
District’s champion for reducing maternal mortality, improving maternal and infant health outcomes, and narrowing racial 
and place-based disparities in maternal health. More on the DCPQC can be found in our Perinatal and Infant Health Domain.
 
In FY23, the DCPQC implemented specific program goals to move the needle addressing objective 2: Reduce the 
percentage of women who reported implicit bias and discrimination while receiving healthcare services by 2026. In FY23, 
the DCPQC executed a racial equity and respectful care education and engagement series. The three-part series is offered 
to each hospital team as a group to encourage group collaboration and action in follow-up to each session. The DCPQC 
built on activities for FY23 with all hospitals in hospital specific respectful care training for nurses and providers. The 
percentage of nursing staff who completed the respectful care training over the course of FY23 increased from 65% to 81%, 
while providers who completed respectful care training over the year increased from 58% to 78%. The DCPQC also held 
monthly hospital technical assistance meetings to check-in on how hospitals included equity in their quality improvement 
work. Through this work, hospitals began incorporating race and ethnicity in their data collection and reporting. Hospitals 
used this information to examine differences in performance, such as unnecessary procedures and delays, to target 
improvements aimed at specific populations.  One hospital noted collaborating with all clinical staff across their Women and 
Infant Services and Emergency Department to ensure proper access and review of new policies focused on equitable care. 
By tracking timely treatment improvement efforts by race and ethnicity, hospitals observed disparities in the first quarter of 
FY23 with delivery of timely treatment for non-Hispanic Black women of 55.6% and 61.9% for non-Hispanic White women. 
By the fourth quarter of FY23, performance on timely treatment following quality improvement efforts improved. The disparity 
was addressed with 86.1% and 81.5% improving timely treatment for non-Hispanic Black and non-Hispanic White women 
respectively. 
 
As mentioned above DC PRAMS data informs FQHCs and other necessary stakeholders about their policy and program 
implementation, specifically in preventive care and implicit bias. DC PRAMS estimates that 12.7% (CI: 9.3, 17.1) of mothers 
felt that they were mistreated during a healthcare visit due to race, age, language, or any other reason. About 4.7% (CI: 2.8, 
7.8) felt they were mistreated due to their race or Ethnicity.

Data from PRAMS can support programs by the DC Department of Health to address areas of discrimination in health 
settings and move the needle on SPM 8: Reduce the percentage of women that reported experiencing implicit bias or 
discrimination in PRAMS. Part of DC Health’s framework is to promote respectful care practices and standards through 
training and technical assistance to healthcare organizations and encourage health systems to implement policies to help 
sustain a culture where bias is unacceptable, and all people receive respectful care. DC Health is committed to utilizing data 
and the voice of the women in the District to decrease the implicit bias and discrimination they receive while interacting with 
the healthcare system.
 
Performance Measures:

SPM 1: Increase the percentage of women who are Medicaid beneficiaries that received a primary care visit within 

the past year

 

Objective 3: Increase the percentage of women receiving a well-woman's visit at an FQHC who was screened for 

SDOH from 55% to 70% by 2026

 

Strategies:

The District has made it a priority to support programs and initiatives that address the social determinants of health 

and, in turn, will positively influence our priority to improve women’s reproductive health. Administer the Prepare 

SDOH screening tool to low-income women and refer them to services including food assistance, transportation,
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lactation support. 

Maintain partnerships with state programs such as WIC and Link U to coordinate successful referrals to services.

Activities:
 
La Clínica de Pueblo’s Mujeres Saludables , Well Woman Project (La Clínica) instituted activities in FY23 to achieve 

their secondary goal to expand La Clínica’s capacity to address woman’s holistic health needs by addressing social 
determinants of health (SDOH). La Clínica’s project goal and mission aligns with Title V’s elected objective 3: to increase the 
percentage of women receiving a well-woman’s visit at a FQHC who was screened for SDOH. With their efforts to achieve 
their secondary goal to expand their capacity to address women’s holistic health needs by addressing SDOH, La Clínica 
instituted important evidence-based activities. The first activity included a key indicator to screen 50% of women attending a 
well-women visit for SDOH using their PRAPARE Tool Kit, and 60% of women identified as needing support based on 
SDOH are referred to navigation services. PRAPARE is an acronym for the Protocol for Responding to and Assessing 
Patients’ Assets, Risks, and Experiences. PRAPARE is both a standardized patient risk assessment tool and a process 
and a collection of resources to identify and act on the social determinants of health. The toolkit provides interested users 
the resources, best practices, and lessons learned to guide implementation, data collection, and responses to social 
determinants needs. La Clínica screened 49% of women attending a well-women visit during FY23. La Clínica provided 
referrals and follow-up services that include food assistance (i.e., SNAP, food vouchers, food pantries), AIDS Drug 
Assistance Program (ADAP) application assistance, health insurance application assistance, interpretation, transportation, 
pro bono legal services, and lactation support. For this grant year, La Clínica reported that of women screened with the 
PRAPARE tool, 105% of women were referred to their respective services needs, surpassing their 60% goal. La Clinica’s 
quality improvement to ensure women who screen high (10+) on the PRAPARE tool and those who don’t have a high score 
but indicate a need are referred to services to ensure their patient’s social determinants of health are addressed.
 
Unity Healthcare, Well Woman Project (Unity) instituted activities in FY23 in alignment with Title V’s elected objective 3: to 

increase the percentage of women receiving a well-woman’s visit at an FQHC who was screened for SDOH. Unity’s 
partnership with WIC is a priority to ensure their patients are connected to resources to meet the needs of their families and 
themselves. With in-house DC WIC services, Unity directs all patients who qualify for services to the in-house DC WIC 
offices.
 
Additionally, Unity utilizes its Care Coordinators to ensure their patients are connected to all the resources they need. The 
Care Coordinators provide patients with navigation services and outreach support if patients do not maintain appointments. 
Unity Care Coordinators and Case Management teams ensure their patients are seamlessly connected to social services 
and address their social determinants of health.  Finally, Unity has maintained its external partnership with The Patient-
Centered Outcomes Research Institute (PCORI). PCORI is an independent, nonprofit research organization that seeks to 
empower patients and others with actionable information about their health and healthcare choices. Unity utilizes the PCORI 
external collaboration to ensure all pregnant women can address their mental health and well-being needs. Federally 
Qualified Health Centers (FQHCs) in the District are critical to providing healthcare to patients who most need it. DC Health 
is dedicated to elevating its presence and uplifting its ability to provide holistic patient care.
 

Mental Health is a major factor that influences an individual’s health outcomes. D.C.’s Department of Health Care Finance 
(DHCF) put together a Perinatal Mental Health Task Force that produced a report that provided recommendations to 

improve perinatal mental health in the District. The Perinatal and Infant Health Division (PIHD) maternal health special 
projects lead, and Title V team members were a part of the Task Force. The Task Force met nine times between January 
2023 and September 2023. The work of the Task Force was divided into four workgroups:

(1) Navigation and Access,

(2) Resources and Data,

(3) Screening, Referral, and Workforce Development, and
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(4) Public Awareness and Systems Capacity.

The Task Force sought to thoroughly understand the distinct mental health needs and challenges faced by individuals 
across the District both during pregnancy and in the year after childbirth. The Taskforce Chairs diligently studied numerous 
local and national evidence-based programs and strategies, policies, and initiatives from other states that address or offer 
solutions to improving perinatal mental healthcare. The collaborative efforts led to the development of the report, which 
acknowledges progress and identifies numerous complex challenges encountered by birthing individuals. Finally, the report 
offers thoughtfully crafted recommendations that provide a roadmap toward a future where perinatal mental health services 
are not only accessible but are compassionate, comprehensive, and community driven. DC Health’s Title V team is excited 
to utilize, learn, and refer to the Report for activities/initiatives to address Perinatal Mental in the District.

In FY23, DC Health’s Help Me Grow Program (HMG) continued its partnership with the DC Mental Health Access in 

Pediatrics (DC MAP) program through the Pediatric Mental Health Care Access (PMHCA) Program. More details of HMG 
can be found in the Child Health Domain. HMG continued to refer mothers who indicate they need behavioral health 
concerns to DC MAP to ensure all women have access to quality mental health care. In FY23, DC HMG referred 6 women 
for Mental Health/Counseling services and 4 were successfully linked to services, and two declined to follow up on referrals 
after a referral had been given.

Transportation is also a factor that influences an individual’s health outcomes. Transportation issues include lack of vehicle 
access, inadequate infrastructure, long distances and lengthy times to reach needed services, transportation costs, and 
adverse policies that affect travel. Addressing the barriers to transportation challenges in urban communities such as D.C. 
is crucial to addressing an aspect of an individual’s SDOH. While transportation remains a systematic issue in DC, Mayor 

Bowser’s 2023 Maternal and Infant Health Summit provided discounted rideshare transportation to and from the Summit 

for Summit attendees, utilizing Lyft promo code HELPMEGROW23. There were 192 redeemed rides. The provision of 
transportation services can positively improve an individual’s access to health care services. 
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Women/Maternal Health - Application Year

Women/Maternal Health
Application Year 2025 

 
Priority: Improving women’s reproductive health and promoting equitable access to care 

 
Focus Area: Well-Woman Visit 

 
Performance Measures:

National Performance Measure (NPM) WWV: Percent of women, ages 18 through 44, with a preventive medical visit

in the past year

Evidence-based or Informed Strategy Measure (ESM) WWV: Increase the percent of reproductive-aged women

receiving care at FQHCs who received preventive medical visits.

 
Objective 1: Increase the percentage of women who are patients at a Federally Qualified Health Center (FQHC) 

that had their annual preventative medical visit from 58% to 63% by 2026.

 
Strategies:

Implement patient reminders and create outreach initiatives for women in the District to increase knowledge, and 

awareness, and build self-efficacy to attend their well women visits
Assess the quality of care received by women who are Medicaid beneficiaries and identify and address barriers to 
increasing the use of preventative services among reproductive-aged women in the District
Dissemination of mass media communications campaign to increase the rate of reproductive-aged women who 
attend their preventative well-woman visits
Refer and track completion of women to preventive care services
Utilize community-based education groups to promote annual preventive visits
Enhance prenatal care including psychosocial support, education, and health promotion
Explore partnerships with local organizations and government agencies that serve low-income women and families 
with children (0-17) 
Prioritize gathering additional data to better understand barriers for reproductive age women in accessing care, 
particularly among women not traditionally engaged in care

Activities:
 
In FY25, the DC Title V team will continue to fund Unity Health Care, Well Women Project (Unity). Unity activities will include 
the following:

Integration of a new cervical cancer screening (pap smear) workflow, tracking system, and screening process.

Integration of a new pregnancy intention screening question, training, and tracking system.

Hire a new Family Planning Medical Director to oversee all preventive health initiatives.

Identify an opportunity to track and collect additional data.

Their target population will remain African American women between the ages of 18 to 44. This targeted age range is 
appropriate because it defines the years of reproductive age, and there is a timeliness of routine health care checkups 
among this age group of women. It is vital for women during this age to receive routine checkups on an annual basis, 
regardless of when their follow-up pap smear is according to their previous results. Preventive health care services such as 
pregnancy intention screenings, cervical cancer screenings, and Social Determinants of Health (SDOH) screenings can 
help prevent or minimize the effects of many serious health conditions.
 
In FY25 DC Title V will continue to fund La Clínica del Pueblo’s Mujeres Saludables (Well-women) Project (La Clínica).
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La Clínica plans to continue patient services activities: Well-woman visits, prenatal care, postpartum care, PREPARE 
screenings, care coordination, and staff training. La Clínica plans to continue community health action activities: Charlas 
(Small Group Education Sessions), Individual health education sessions, health fairs, peer navigation, Padres Correspables 
workshops, outreach campaign, and staff training.
 
La Clínica’s target population will remain as the Latinx community because their area of expertise effectively reaches that 
community. La Clínica’s patient population is currently 91% Latinx, 84% are best served in a language other than English, 
36% are uninsured, and approximately 89% have an income at or below 200% of the Federal Poverty Line. La Clínica will 
continue to implement Well-Woman visits to support the increase of female patients at FQHCs who receive their annual 
preventative medical visit. Program staff will also continue to conduct recalls via phone to remind patients about their 
appointments. Furthermore, they will continue to identify barriers through the Protocol for Responding to and Assessing 
Patients’ Assets, Risks, and Experiences (PRAPARE) screenings and address those barriers through care coordination 
and peer navigation. 
 
In FY25 Title V program will continue to fund The Pregnancy Risk Assessment Monitoring System (DC PRAMS). DC 

PRAMS collects surveys from DC residents who had a recent live birth. PRAMS will continue collecting data on maternal 
behaviors and experiences from preconception to the postpartum period. PRAMS data are used to identify groups of women 
and infants at high risk for health problems, monitor changes in health status, and measure progress toward improving 
maternal and child health. DC PRAMS will continue to internally coordinate with the Vital Records Division, located in the 
Center for Policy, Planning, & Evaluation (CPPE) Administration, to obtain the sample of mothers. PRAMS will also continue 
the contract with Rutgers University Bloustein Center for Survey Research (BCSR) which administers the PRAMS survey 
on behalf of the DC Department of Health (DC Health). PRAMS data will continue to provide data to support the different 
MCH programs within DC Health and its partners.
 
In FY25, the DC Title V team will continue to provide subject matter expertise (SME) to support DC’s Primary Care Office 

(PCO). PCO is tasked with identifying geographical areas in DC that have Health Professional Shortage Areas (HPSA) 

related to the medical, dental or mental health provider workforce. A shortage is identified when a population group in a 
geographic area does not have enough access, be it by capacity or providers of a specific discipline, to meet the needs of 
the residents within a defined geographic area or insurance payment type. Areas identified as a HPSA are eligible for federal 
and local resources to reduce the provider shortage or increase providers working within an HPSA. Reducing the provider 
shortage is one tool to help every resident be able to access a medical, dental, and/or mental health provider for 
preventative and primary related care, regardless of their ability to pay, within a reasonable timeframe and within a 
reasonable commute. The PCO will continue to work in partners with HRSA’s Bureau of Health Workforce to maintain the 
current HPSAs to ensure provider recruitment/retention programs that rely on HPSA designations, like National Health 
Service Corps, can continue to place providers in the District, thus improving access to care for underserved populations, 
including women and children. Current partners range from healthcare payors (e.g., DC Medicaid), to professional 
associations (e.g., Medical Society of DC), to public health groups (e.g., Institute for Public Health Innovation), to health care 
organizations (e.g., health systems and safety net providers), and partners internal to the health department (e.g., Health 
Regulation and Licensing Administration). PCO will continue to administer both the J-1 Visa Waiver Program and the 
Community Health Worker Pilot Programs to

Continue to work with health care organizations to process applications and secure visa waivers and recruit 

physicians to the District, thus improving access to care for underserved populations, including women and children,

Administer the Community Health Worker Pilot Program (continue to implement the pilot program, share initial 

findings and successes, work across sectors to promote the use of CHWs, and seek funding to sustain effective 

aspects of the model), and

Improve healthcare workforce data

Standardization of this best practice across all 19 licensed boards and to develop workforce reports for key licensing 

boards).
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As the geographic or population-specific designation as a Health Professional Shortage Area is required for incentive loan 
repayment programs, ensuring the District’s shortage designations are optimized will improve the recruitment/retention of 
healthcare providers to the greatest underserved populations, ultimately improving access to care for women and children. 
The PCO plans to release grant funding to one or two healthcare organizations to cover some costs of the Collaborative 
Care Model implementation to help provide technical assistance to grantees to ensure successful implementation. Mental 
health needs remain high post-pandemic, especially among low-income women in the District. Coupled with the long wait 
times and shortages of mental health providers, this model of care would improve access to mental health care and 
women's health. The PCO is pursuing a Practice Transformation Pilot, funding one or two organizations to engage 
consultants in Lean Six Sigma (a defined approach to quality improvement) to transform the enterprise’s approach to care. 
Lean Six Sigma has a long history in manufacturing and, over the last 20 to 30 years, has demonstrated successes in 
reducing wait times to care, generating bottom-line savings, improving health outcomes, and healthcare workforce 
satisfaction. This practice transformation pilot would seek to improve at least one of these areas for women and/or children.
 
DC Health was awarded funds through HRSA for the State Maternal Health Innovation Program (SMHI), for a 5-year 

project period. The program funds entities, including public health departments, universities to improve maternal health in 
the United States. The purpose of this program is to reduce maternal mortality and severe maternal morbidity by supporting 
state-led demonstrations focused on improving maternal health and addressing maternal health disparities through quality 
services, a skilled workforce, enhanced data quality and capacity, and innovative programming.  DC’s program will target 
low-income women of color who are of child-bearing age but not optimally engaged in care and women who are pregnant 
but not optimally engaged in prenatal care. These key populations typically face transportation, scheduling, and mental 
health barriers to care. DC Health will launch barrier-free access points in community spaces, such as churches, salons, 
and libraries, and staffed by trained community health workers (CHWs), where women can schedule an on-demand 
telemedicine appointment with a primary care provider and be scheduled for a follow up in-person visit with the primary care 
team. Primary Care Teams will use the Collaborative Care Model to address behavioral health needs in the primary care 
space. The CHWs and primary care teams will track appointment engagement and seek to capture non-engaging women in 
the community spaces. Primary are teams will emphasize reproductive health, and use innovative methods to reduce 
barriers to contraception, thereby decreasing unwanted pregnancies.
 
In FY25 DC Health will continue to uplift and promote the Well Woman Campaign encouraging woman to attend their 

preventative health visits.
 
Performance Measures: 

SPM 8: Reduce the percent of women that reported experiencing implicit bias or discrimination in PRAMS

Objective 2: Reduce the percent of women who reported implicit bias and discrimination while receiving 

healthcare services from 12.6% to 10.2% by 2026

 
Strategies:

Assess the quality of care received by women who are Medicaid beneficiaries and identify and address barriers to 

increasing the use of preventative services among reproductive aged women in the District

Create opportunities for implicit bias and racial equity training for providers. The strategy to improve the perceived 

treatment of women in the District while receiving medical services is to train those providing services, to provide an 

environment where their patients feel heard, appreciated, and empowered

Activities: 
Additionally, in FY25, Title V will continue to provide SME support for the District of Columbia Perinatal Quality 

Collaborative (DCPQC). The DCPQC will continue to work with the Clinical Implementation Workgroups to implement 

data-driven quality improvement. To help the hospital further its work using a rapid cycle process improvement, they plan to
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implement Communities of Learning (COL) focused on using data-driven quality improvement to improve bundle-specific 
measures.
 
The DCPQC will continue to implement racial equity, respectful care, and implicit bias trainings for clinical teams composed 
of staff and providers at 100% of the birthing hospitals (Howard University Hospital, Medstar Washington Hospital Center, 
Sibley Memorial Hospital, Georgetown University Hospital and GW University Hospital) in the District taking part in the 
Alliance for Innovation on Maternal Health patient safety bundles including Severe Hypertension in Pregnancy and Obstetric 
Hemorrhage. The DCPQC will also continue training through the Preeclampsia Foundation on patient education focused on 
enabling patient involvement in PQC collaborative efforts.
 
In FY25, Patient and family representatives will be more integrally included in the communities of learning. These individuals 
will work directly with hospital improvement teams as equal members to inform and develop protocols and pilot changes 
designed to improve the quality of care, patient experiences, and clinical outcomes. Lessons learned and a plan identified 
through a national community of learning (COL) along with input directly from participating patients and family members will 
be leveraged to develop plans for the DCPQC to turn thought into action by supporting positive, connected engagement. 
Additional support through national programs such as Momma’s Voices will also be provided to patient and family 
representatives to help them engage effectively with providers on quality improvement and provide feedback on ideas and 
materials.
 
DC PRAMS will continue to work with CDC and Bloustein Center for Survey Research (BCSR) Rutgers University to 

ensure the appropriate execution of the PRAMS survey. Questions about implicit bias and discrimination and preventive 
care will remain in the survey.
 
 

Performance Measures:

SPM 1: Increase the percentage of women who are Medicaid beneficiaries that received a primary care visit within 

the past year

 
Objective 3: Increase the percentage of women receiving a well-woman's visit at an FQHC who was screened for 

SDOH from 55% to 70% by 2026

 
Strategies:

The District has made it a priority to support programs and initiatives that address the social determinants of health 

and, in turn, will positively influence our priority to improve women’s reproductive health. Administer the Prepare 

SDOH screening tool to low-income women and refer them to services including food assistance, transportation, 

lactation support. 
 *new*Maintain partnerships with state programs such as WIC and Link U to coordinate successful referrals to 
services. 

The new strategy is in support of a strategic effort to coordinate referrals into a centralized system that 
provides equitable access to all residents. More details about this transition will appear in the FY24 
Report/FY26 Application.

Activities:
 
The Help Me Grow (HMG) DC program will continue its partnership with the DC Mental Health Access in Pediatrics 

(DC MAP) program. In FY25, HMG will continue to refer mothers who indicate they have behavioral health concerns to DC 

MA P . This will ensure an equitable access to quality mental health care for women .
 
Unity will continue to screen women during their well-woman visits to assess their needs and any threats to their SDOH.
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They will continue to utilize their Care Coordinators to connect women to resources and care in a timely manner. They will 
also continue to utilize their strong partnerships: (Internally) WIC on-site and (Externally) The Patient-Centered Outcomes 
Research Institute (PCORI) an organization that provides mental and behavioral health care to pregnant women in the 
D istrict . To expand reach, Unity will also identify community-based organizations to refer their target population to regarding 
SDOH screenings outcomes.
 
La Clínica will continue to provide PRAPARE screens to women coming for their Well-Woman visits. The PRAPARE 

Implementation and Action Toolkit provides interested users with the resources, best practices, and lessons learned to 
guide implementation, data collection, and responses to social determinant needs. La Clínica will continue to utilize its 
Health Equity internal tool to connect its patients to culturally competent resources to meet all their needs.
 

In FY25, DC Health and the Title V team will continue to partner with FindHelp to build and promote Linkudmv.org. LinkU 

has been identified as the unified, District-wide social needs screening and closed-loop referral platform with a robust 
database of community resources that can support residents in health seeking behaviors.
 
Performance Measures:

NPM Postpartum Visit: A) Percent of women who attended a postpartum checkup within 12 weeks after giving birth 

and B) Percent of women who attended a postpartum checkup and received recommended care components

Objective 4: Increase the percent of women who had a postpartum checkup from 89.2% to 92% by 2026 

 
Strategies:

Guidance during pregnancy and development of a postpartum care plan

Provide families with continued education on the importance of postpartum care

Activities: 

In FY25 PRAMS will continue to track indicators of quality postpartum care. These survey questions include whether a 

patient had a postpartum checkup (4 to 6 weeks after pregnancy). There is also a question that inquires about the patient’s 
engagement with the health system during their check-up. PRAMS is working to add a one-year follow-up survey to ensure 
patients are continually engaged in care.

In FY25, the DCPQC will launch a maternal health postpartum and transitions of care workgroup that will focus on 

community stakeholder input along with outpatient providers, relevant DC Government agency, and hospital representation. 
This workgroup will prioritize issues identified by DCPQC members regarding barriers to the transitions of care between 
delivery and postpartum care and engage in data driven quality improvement efforts to address these concerns.  
In FY25, Unity will continue to utilize their OB Care Coordinators to provide follow-up to all patients that were expected to 

have delivered or delivery information that was placed in the patients’ chart. The OB Care Coordinators will continue to be 
diligent with following up with patients within the first 12 weeks following the patient’s pregnancy. Additionally, in FY25 La 

Clínica will continue to utilize their care team to ensure women are receiving quality and timely (with 12 weeks after delivery) 
postpartum visit care.
 
In FY25 La Clínica will continue to utilize their care team to ensure and track number of deliveries, number of women 

receiving their postpartum appointment, and the number of women receiving their postpartum appoint within 12 weeks post-
delivery.
 
In FY25 the SMHI Program’s primary care team and CHWs will track women post-partum for 3 months and conduct home 

visits to facilitate telemedicine appointments as needed.   
 
In FY25 the HMG care coordinators will continue to provide centralized telephone access point that links every family in DC

to a care coordinator that will answer questions and concerns (such as 1:1 breastfeeding sessions and family, community,
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and health provider outreach), connect them with services in their community, and follow-up to ensure a connection is
made.
 
 

Perinatal/Infant Health
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Perinatal/Infant Health 

National Performance Measures

NPM - A) Percent of infants who are ever breastfed (Breastfeeding, Formerly NPM 4A) B) Percent of infants 
breastfed exclusively through 6 months (Breastfeeding, Formerly NPM 4B) - BF 

Indicators and Annual Objectives

NPM - A) Percent of infants who are ever breastfed (Breastfeeding, Formerly NPM 4A) - BF

Federally Available Data

Data Source: National Immunization Survey (NIS)

2019 2020 2021 2022 2023

Annual Objective 84 84 84 84 84

Annual Indicator 76.9 88.0 85.4 87.7 86.6 

Numerator 6,270 6,804 6,583 6,964 6,034

Denominator 8,153 7,735 7,712 7,941 6,971

Data Source NIS NIS NIS NIS NIS

Data Source Year 2016 2017 2018 2019 2020
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Federally Available Data

Data Source: National Vital Statistics System (NVSS)

2023

Annual Objective 84

Annual Indicator 83.0 

Numerator 6,560

Denominator 7,904

Data Source NVSS

Data Source Year 2022

 

Annual Objectives

2024 2025

Annual Objective 84.0 84.0
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NPM - B) Percent of infants breastfed exclusively through 6 months (Breastfeeding, Formerly NPM 4B) - BF

Federally Available Data

Data Source: National Immunization Survey (NIS)

2019 2020 2021 2022 2023

Annual Objective 30 30 30 30 30

Annual Indicator 23.7 24.0 26.3 29.2 28.1 

Numerator 1,867 1,785 1,966 2,255 1,880

Denominator 7,877 7,447 7,488 7,729 6,686

Data Source NIS NIS NIS NIS NIS

Data Source Year 2016 2017 2018 2019 2020

Federally Available Data

Data Source: National Survey of Children's Health (NSCH)

2023

Annual Objective 30

Annual Indicator 26.2 

Numerator 6,404

Denominator 24,485

Data Source NSCH

Data Source Year 2021_2022

 

Annual Objectives

2024 2025

Annual Objective 30.0 30.0

Created on 9/27/2024 at 10:26 AMPage 84 of 358 pages



Evidence-Based or –Informed Strategy Measures

ESM BF.4 - Percent of women referred for breastfeeding peer counseling support

Measure Status: Active

State Provided Data 

2021 2022 2023

Annual Objective 21

Annual Indicator 19 15.5

Numerator 300 504

Denominator 1,577 3,259

Data Source Health and Nutrition Delivery
System (HANDS)/WIC

Health and Nutrition Delivery
System (HANDS)/WIC

Data Source Year FY2022 FY2023

Provisional or Final ? Final Final

Annual Objectives

2024 2025

Annual Objective 23.0 25.0
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ESM BF.5 - Increase the percent of completed breastfeeding education training

Measure Status: Active

State Provided Data 

2021 2022 2023

Annual Objective 95

Annual Indicator 94.2 98.9

Numerator 213 91

Denominator 226 92

Data Source Health and Nutrition Delivery
System (HANDS)/WIC

DC Health CHA
Breastfeeding Dashboard

Data Source Year FY2022 FY2023

Provisional or Final ? Final Final

Annual Objectives

2024 2025

Annual Objective 96.0 97.0
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ESM BF.6 - Percent of women provided with in-person or telephonic breastfeeding consults/support services

Measure Status: Active

State Provided Data 

2021 2022 2023

Annual Objective 19

Annual Indicator 18.1 21.2

Numerator 285 528

Denominator 1,577 2,496

Data Source Health and Nutrition Delivery
System (HANDS)/WIC

DC Health CHA
Breastfeeding

Dashboard/HANDS

Data Source Year FY2022 FY2023

Provisional or Final ? Final Final

Annual Objectives

2024 2025

Annual Objective 20.0 21.0
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State Performance Measures

SPM 6 - Risk appropriate perinatal care – Decrease the proportion of Medicaid beneficiaries who deliver a low
birth weight infant

Measure Status: Active

State Provided Data 

2021 2022 2023

Annual Objective 0.1

Annual Indicator 0.6 0.1 0.1

Numerator 1,041 453 533

Denominator 1,746 3,452 3,654

Data Source DC Vital Records DC Vital Records DC Vital Records

Data Source Year 2021 2021-2022 2022-2023

Provisional or Final ? Provisional Final Provisional

Annual Objectives

2024 2025

Annual Objective 0.1 0.1
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State Action Plan Table

State Action Plan Table (District of Columbia) - Perinatal/Infant Health - Entry 1

Priority Need

Decreasing perinatal and infant health disparities 

NPM

NPM - A) Percent of infants who are ever breastfed (Breastfeeding, Formerly NPM 4A) B) Percent of infants breastfed 
exclusively through 6 months (Breastfeeding, Formerly NPM 4B) - BF

Five-Year Objectives

Increase rates of breastfeeding initiation among African American women from 63% to 75% by 2026

Strategies

Educate pregnant women about the benefits and management of breastfeeding, with priority given to subpopulations with 
lower rates of breastfeeding initiation and duration.

Refer and track referral completion of women to breastfeeding services.

Exploration of LinkU/FindHelp to increase referrals and counseling for pregnant women, children and adolescents with and 
without special health care needs, and families

ESMs Status

ESM BF.1 - Number of women provided with in-person or telephonic breastfeeding consults/support 
services

Inactive

ESM BF.2 - Number of women referred for breastfeeding peer counseling support. Inactive

ESM BF.3 - Number of staff that completed breastfeeding education training. Inactive

ESM BF.4 - Percent of women referred for breastfeeding peer counseling support Active

ESM BF.5 - Increase the percent of completed breastfeeding education training Active

ESM BF.6 - Percent of women provided with in-person or telephonic breastfeeding consults/support 
services

Active

Created on 9/27/2024 at 10:26 AMPage 89 of 358 pages



NOMs

NOM - Infant mortality rate per 1,000 live births (Infant Mortality, Formerly NOM 9.1) - IM

NOM - Post neonatal mortality rate per 1,000 live births (Postneonatal Mortality, Formerly NOM 9.3) - IM-Postneonatal

NOM - Sudden Unexpected Infant Death (SUID) rate per 100,000 live births (SUID Mortality, Formerly NOM 9.5) - IM-SUID
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State Action Plan Table (District of Columbia) - Perinatal/Infant Health - Entry 2

Priority Need

Decreasing perinatal and infant health disparities 

SPM

SPM 6 - Risk appropriate perinatal care – Decrease the proportion of Medicaid beneficiaries who deliver a low birth weight 
infant

Five-Year Objectives

Reduce the infant mortality disparity ratio among non-Hispanic Black infants from 3.5 to 2.6 by 2026

Strategies

Support home visiting programs, pre-term birth reduction programs, and case management for high-risk women.

Preconception and prenatal nutrition education to help lower the risk of congenital malformations.

Increase infants enrolled in home visiting that are always placed to sleep on their backs, without bedsharing and without 
soft bedding

Increase the percentage of infants with newborn screening test results outside normal limits for a newborn screening 
disorder that receive prompt and appropriate follow-up testing.

Increase early initiation of perinatal care by pregnant mothers in the first trimester
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State Action Plan Table (District of Columbia) - Perinatal/Infant Health - Entry 3

Priority Need

Decreasing perinatal and infant health disparities 

SPM

SPM 6 - Risk appropriate perinatal care – Decrease the proportion of Medicaid beneficiaries who deliver a low birth weight 
infant

Five-Year Objectives

Decrease the percentage of low-birthweight infants with Medicaid insurance from 60% to 40% by 2025

Strategies

Enhance the capacity to provide a space for women to engage in early and continuous prenatal care to prevent maternal 
complications.

Enhance health information technology systems.

Increase identification of women at risk for preterm delivery and offer access to effective treatment to prevent preterm birth 
and referral to Maternal Fetal Medicine specialists.

Increase the identification of effective approaches for improving birth outcomes, such as group prenatal care (e.g., 
Centering Pregnancy) that provides a space to engage the target population through health education sessions to 
increase knowledge to encourage positive pregnancy health outcomes.

Improve access to preconception care services, including screening, health promotion, and interventions that enable 
individuals to achieve high levels of wellness, minimize risks, and enter pregnancy in optimal health.

Increase prenatal care within the first trimester
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State Action Plan Table (District of Columbia) - Perinatal/Infant Health - Entry 4

Priority Need

Decreasing perinatal and infant health disparities 

SPM

SPM 6 - Risk appropriate perinatal care – Decrease the proportion of Medicaid beneficiaries who deliver a low birth weight 
infant

Five-Year Objectives

Increase percent of pregnant women who initiate prenatal care in the first trimester from 68% to 75% by 2026

Strategies

Enhance capacity to provide a space for women to engage in early and continuous prenatal care to prevent maternal 
complications.

Enhance health information technology systems.

Increase identification of women at risk for preterm delivery and offer access to effective treatment to prevent preterm birth 
and referral to Maternal Fetal Medicine specialists.

Increase the identification of effective approaches for improving birth outcomes such as group prenatal care (e.g., 
Centering Pregnancy) that provides a space to engage the target population through health education sessions to 
increase knowledge to encourage positive pregnancy health outcomes.

Improve access to preconception care services, including screening, health promotion, and interventions that enable 
individuals to achieve high levels of wellness, minimize risks, and enter pregnancy in optimal health.
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Perinatal/Infant Health - Annual Report

Perinatal and Infant Health
Annual Report Year 2023 

Priority Area: Decreasing perinatal and infant health disparities

Improving perinatal and infant health outcomes continues to be a priority within the District of Columbia and DC Health. 
Following a life course perspective, the health and well-being of pregnant mothers and their infants significantly impact the 
health status of the overall population. Infant mortality is a key indicator of population health as healthy mothers tend to give 
birth to healthy babies and are best positioned to fully nurture them. Health during infancy and early childhood establishes a 
positive trajectory for health throughout the life course.

In the District, adverse birth outcomes, including preterm births, low birth weight, and infant deaths, continue to 
disproportionately affect non-Hispanic Black mothers and residents in Wards 5, 7, and 8.  In 2019 to 2020, preterm births 
were significantly higher among non-Hispanic Black mothers (13.1%) compared to non-Hispanic White mothers (7.2%). 
Moreover, the infant mortality rate was three to five times higher among non-Hispanic Black infants compared to Hispanic 
and non-Hispanic White infants, respectively, from 2016 to 2020.

Yet, progress on addressing disparities has been stagnant in recent years and geographic areas of the city (Wards 5, 7, and 
8), as well as racial groups (African Americans) continue to face higher mortality rates compared to the rest of the District. 
Across the eight wards, infant mortality rates during 2016-2020 were significantly higher in Wards 5, 7, and 8 at 6.0, 9.9, and 
12.9 per 1000 live births, respectively compared to Wards 2 and 3 at 2.1 and 3.0 per 1000 live births, respectively.   Medicaid 
financed births reported more than triple the rate of infant mortality compared to those births financed by private insurance. 
More than half of all infant deaths (59%) occurred during the neonatal period. Reducing infant mortality depends in large part 
on promoting the health of women of childbearing age, promoting the health of women during pregnancy, reducing preterm 
birth, and reducing low birth weight.

Focus Area 1: Breastfeeding

Breastfeeding has many health benefits for both babies and mothers. Breast milk provides the ideal nutrition for infants and 
can help protect babies and mothers against certain illnesses and diseases. According to survey data from DC’s 
Pregnancy Risk Assessment Monitoring System (DC PRAMS), 93.3% of women ever breastfed during their current 
pregnancy in 2022. However, once stratified by race, clear disparities exist in breastfeeding rates among non-Hispanic Black 
women (89.3%) and non-Hispanic White women (97.2%) in the same year. DC Health strategically targets and supports 
pregnant women and new moms with breastfeeding through intentional programs and activities aimed at addressing the 
barriers that impact mothers’ intent to breastfeed, ability to initiate and maintain breastfeeding and/or continuing 
breastfeeding exclusively.

Performance Measures:

National Performance Measure (NPM): Percent of infants who are ever breastfed

NPM: Percent of infants breastfed exclusively through six months

Evidence-based-or-informed Strategy Measure (ESM): Percent of women referred for breastfeeding peer counseling 

support

ESM: Increase the percent of completed breastfeeding education training

ESM: Percent of women provided with in-person or telephonic breastfeeding consults/support services

Objective 1: Increase rates of breastfeeding initiation among African American women from 63% to 75% by 2026.

Strategies:

Educate pregnant women about the benefits and management of breastfeeding, with priority given to subpopulations 

with lower rates of breastfeeding initiation and duration.

Refer and track referral completion of women to breastfeeding services
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Activities:

In FY23, Title V continued to fund and provide technical assistance and program evaluation support to the DC 

Breastfeeding Coalition (DCBFC). DCBFC operates to increase breastfeeding initiation and continuation rates for all 

infants in the District of Columbia. Working in partnership with maternal and child health professionals, community health 
organizations, and mother-to-mother support groups, DCBFC seeks to promote, protect and support culturally sensitive 
programs and activities that build awareness and understanding of the preventive health benefits of breastfeeding. Through 
its breastfeeding research, advocacy, and educational activities, the Coalition seeks to reduce health disparities, particularly 
among families of color living in DC communities with fewer resources. “Creating a Breastfeeding-Friendly District of 
Columbia”, a project led by the DCBFC, aims to maintain access to culturally congruent peer and professional support for 
breastfeeding at the East of the River Lactation Support Center located in Anacostia (Ward 8) while expanding this capacity 
through evidence-based and evidence-informed strategies that have a high likelihood of sustainability. The target population 
for this project was WIC-eligible women living in Wards 5, 7, and 8 in the District, with a special focus on Black people, 
adolescents, and populations with historically lower rates of breastfeeding. DCBFC focuses on the following key objectives:

ssTo increase basic breastfeeding knowledge and provision of supportive breastfeeding care by home visiting staff;

To facilitate prenatal breastfeeding education classes for Mary’s Center’s Home Visiting Program, Community of 

Hope’s Home Visiting Program, and the United Planning Organization’s Early Learning Program;

To increase breastfeeding support in the District; and

To increase the number of International Board-Certified Lactation Consultant (IBCLC) candidates from 

underrepresented groups.

The DC Breastfeeding Coalition improves the capacity of home visitors and childcare staff to provide breastfeeding 
education and support to families. DCBFC hosted a series of breastfeeding trainings for the three designated community 
partners: Community of Hope, Mary’s Center, and United Planning Organization. The training focused on: Breastfeeding 
Basics, Hand Expression, Breastfeeding Positions and Latch, and Breastfeeding Barriers and Solutions. Enhancing 
breastfeeding training and education gave staff confidence and skills to better educate and support breastfeeding families. 
DCBFC also assists with virtual breastfeeding classes for families served by the three community partner organizations in 
both Spanish and English.

The DCBFC also leads professional development sessions for lactation professionals to become IBCLC’s. The Coalition 
improves access to professional lactation support, particularly among Black residents with low household incomes. DCBFC 
administered lactation support training (Lactation Certification Preparation Course, LCPC) to 11 participants in FY23 and 
achieved a 91% successful completion rate. Lactation Certification Prep Course (LCPC) is taught by a team of International 
Board-Certified Lactation Consultants (IBCLC) deeply rooted in the DC metro area. These practitioners provide professional 
breastfeeding support to some of the most underserved communities in DC. All the instructors are from underrepresented 
groups in the field of lactation; combined they have 34 years of certified lactation consultant experience. Several class 
participants self-identified as a member of one or more of the groups that are underrepresented in the lactation profession.

To conduct individual face-to-face or telephonic breastfeeding consults, East of the River Lactation Support Center (ERLSC) 
continues to operate within the Children’s National Anacostia primary care pediatric clinic. Breastfeeding families are 
provided education and lactation support during their pediatric visit which is an optimal standard of care. This model of 
lactation care provides an opportunity for breastfeeding families to receive services without having to travel outside their 
medical home. Breastfeeding families from all Children’s National primary care locations, DC WIC clinics, and the DC 
community at large are seen at the ERLSC. Breastfeeding families seeking lactation support find ERLSC through various 
points of contact, including the DC Breastfeeding Coalition website, social media outlets, their WIC clinic, and by word of 
mouth. In FY23, DCBFC conducted 421 unique breastfeeding consults.

To facilitate the provision of IBCLC support to DC WIC families during FY23, five DC WIC clinics (Unity-Parkside, Unity-East 
of the River, Unity-Anacostia, Unity-Upper Cardozo and Children’s Health Center- MLK), were served by two DCBFC 
IBCLCs. 302 WIC families received support from DCBFC provided IBCLCs, 87 of which were seen during their prenatal 
period. Moreover, IBCLCs provided direct preceptorship to four (4) WIC peer counselors to increase staff capacity.
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FY23 also included the development and implementation of a Breastfeeding Learning Collaborative for primary care 
pediatricians at Children’s National Hospital (CNH). This project, implemented between February to July 2023, aimed to 
improve evidence-based primary care practice surrounding breastfeeding assessment for pediatric patients from birth to 6 
months of age. The overarching goal of the project was to improve the rate of patients who needed assistance with 
breastfeeding that receive assistance or a referral for services to 70%. Participants were recruited from the faculty and 
pediatric residents with continuity clinic at one of the five community-based primary care sites owned and operated by CNH. 
The project goal of having 10 registered participants was met and exceeded with 34 total registrations (20 faculty, 14 
residents) received. Participants received monthly education topics related to the assessment, management and support of 
breastfeeding. At the onset of the project, 46% of patients with an identified and documented problem breastfeeding had no 
documentation regarding any intervention. At the conclusion of the project, 91% of patients with a documented problem 
breastfeeding received assistance during the visit or a referral for lactation support services. 

Finally, DCBFC engaged in creative and innovative methods to increase public awareness and community engagement 
around breastfeeding. In FY23, five (5) breastfeeding mothers/families and one (1) pregnant woman participated in the 
Breastfeeding & Baby Bump Beautiful Photo Shoot, a campaign promoting positive images around pregnancy and 
breastfeeding. DCBFC also published the American Sign Language (ASL) Breastfeeding video series that features 
education and information specifically targeting the Deaf and Hard-of-Hearing (DHH) community. Videos are only available in 
sign language with closed captioning and the production team is comprised of 80% of individuals who are DHH.

In FY23 Title V continued to provide Subject Matter expertise (SME) and program evaluation guidance to DC Women, 

Infants, and Children (DCWIC). WIC aims to improve birth outcomes, breastfeeding rates, infant feeding practices, 

immunization rates, and more. The mission of WIC is to safeguard the health of low-income (185% of the federal poverty 
line or below) women, infants, and children up to age 5 who are at nutrition risk by providing nutritious foods to supplement 
diets, information on healthy eating, and referrals to health care. DC WIC provides District families access to free, healthy 
food, breastfeeding resources and support, nutrition education, referrals to community organizations, and immunization 
screening. Four Local Agency organizations (Children’s National Hospital, Unity Health Care Inc., Mary’s Center, and 
Community of Hope) provide WIC services in the District, and DC Health serves as the State Agency.

DC Health aims to increase the District’s WIC coverage rate from 48% to 65% by 2026 and increase the percentage of 
mothers who breastfeed their infant. To simplify the enrollment process and reach all eligible families, DC Health and the DC 
Department of Human Services executed a data sharing agreement to share client level Temporary Assistance for Needy 
Families (TANF) and WIC data in FY22. Next steps for FY2023 included finalizing a data matching protocol to identify TANF 
families eligible for WIC but not participating and carrying out quarterly WIC outreach for enrollment. DC WIC uses multiple 
strategies to increase the percent of participants who breastfeed. DC WIC partners with Pacify to provide access to live and 
on-demand breastfeeding support services. Pacify performs services via an app that allows participants to video chat with 
an International Board-Certified Lactation Consultant (IBCLC). This partnership contributes towards achieving DC WIC’s 
FY2022 breastfeeding goal of increasing breastfeeding initiation and duration rates by implementing evidence and practice-
based breastfeeding promotion and support activities. In FY23, 401 WIC participants enrolled in Pacify. Pacify IBCLC’s 
made 365 contacts with WIC participants, providing breastfeeding support. In addition, DC WIC works with the DCBFC 
through the East of the River Lactation Center to provide access to IBCLCs for WIC families mostly residing in Wards 7 and 
8. These WIC sites were chosen based on the high enrollment of Black women and disparate breastfeeding rates seen at 
these sites. In FY2023 IBCLC’s provided 71 high-risk lactation services.

The goal of the DC Healthy Start (DCHS) Program is to improve health outcomes before, during, and after pregnancy, and 

reduce racial/ethnic differences in rates of infant death and adverse perinatal outcomes within the District of Columbia. The 
Healthy Start Program supports the Title V objective of increasing the rate of breastfeeding among women by 2026 by 
adopting and implementing set breastfeeding support strategies at program enrollment and throughout the perinatal period, 
including support breastfeeding policies and training for staff. These strategies include introducing and educating 
participants about breastfeeding at program enrollment. To improve perinatal health outcomes and close the disparity gaps 
based on race and place in the District, DCHS leverages patient-centered medical homes in areas with disparate perinatal 
health outcomes to implement the enhanced case management program. Community of Hope and Mary’s Center are 
community health centers that serve as medical homes for program participants, while also providing comprehensive case
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management and care coordination through DCHS. Additionally, to work toward more equitable birth outcomes and target 
women who are at high risk for adverse perinatal outcomes, DCHS increases social supports in the perinatal period by 
using group prenatal care (Centering Pregnancy) and community-based doula models.  

During enrollment into Mary Center’s Healthy Start program, participants are asked about their intent to breastfeed in 
addition to receiving breastfeeding education and resources to support their decision to breastfeed. Community of Hope 
offers a monthly “Making Milk 101” group education class to provide anticipatory guidance to pregnant patients about 
lactation and infant feeding. The groups are open to the community and foster a safe environment for pregnant people to feel 
empowered, supported, and enlightened as they learn about feeding in the first 24 hours, myths, benefits of skin-to-skin, the 
art of breastfeeding, positioning, latching, and how partners can help provide support. Overall DCHS provides Women’s 
Health Consultation as a telehealth appointment, that includes breastfeeding consultation and during the postpartum, DCHS 
tracks participants’ initiation of breastfeeding, participants who breastfed at least once, and participants who breastfed until 6 
months.

DCHS works to increase participants’ access to lactation services in the postpartum period. These lactation services 
include continued home visits, where Community Health Workers (CHW) provide support through breastfeeding education 
and access to lactation services. In addition, DCHS’s participants are connected to Pacify, an app that offers 24/7 
teleconference-style pediatric and breastfeeding consultation and connects families to a nationwide pool of experts— 
including lactation consultants, registered nurses, and doulas. Following enrollment to Pacify, the CHWs support families to 
ensure ease of future use by running a “test call” where they are connected to an expert on the other end. The Healthy Start 
Program also promotes WIC breastfeeding support groups and encourages engagement with WIC Breastfeeding Peer 
Counselors. Healthy Start ensures the coverage of breastfeeding education as part of Centering sessions. In FY23, DCHS 
held virtual Centering group care sessions in Spanish hosted by the Healthy Start clinical provider and facilitated by two 
CHWs. In these sessions, the prenatal groups can ask about breastfeeding, debunk myths and misconceptions, and seek 
the Centering community’s support in making decisions about breastfeeding. Healthy Start offers integrated doula services 
in its program model. In FY23, Mary Center continued the Supplemental Doula Program to provide contracted doula support 
to participants during the prenatal and postpartum periods. With this service, Healthy Start participants can opt-in to receive 
support from a doula. A doula conducts a postpartum visit 4-10 days after birth to process the birth story, ensure normal 
recovery, and offer support for breastfeeding. Community of Hope also offers the Meet the Doulas program, a 6 session 
education series facilitated by the Healthy Start Doula Team focusing on perinatal education. Healthy Start also works to 
increase access to breast pumps by connecting participants to a breast pump through their insurance services. In addition, 
the Mary’s Center clinic offers breast pumps directly as an initiative to reduce the administrative burden on participants and 
make the device readily available. DCHS ensures the training of staff to offer breastfeeding support. As part of their 
education, our Healthy Start CHWs are trained as Certified Lactation Counselors (CLC). As CLCs, DCHS CHWs can 
provide direct lactation support services when issues or concerns regarding breastfeeding arise.

Focus Area 2: Risk Appropriate Perinatal Care

Perinatal health is the health and well-being of mothers and babies before, during, and after childbirth. During the prenatal 
period, early initiation to care during the first trimester is imperative. Several studies have suggested that poor prenatal care 
utilization is associated with poor birth outcomes including but not limited to infant mortality, low-birth-weight babies, and 
prematurity, especially for Black women. Compared with infants born to mothers who received prenatal care, infants whose 
mothers did not receive prenatal care are three times more likely to have a low birth weight and are five times more likely to 
die in infancy. Women who do not receive prenatal care are also three to four times more likely to die from pregnancy-
related complications than those who do receive care. Establishing early prenatal care and continuation until the time of 
delivery is one of the most effective interventions to improve birth outcomes due to the three major components of prenatal 
care: risk identification, treatment of medical conditions/risk reduction, and education. Quality prenatal care adequately and 
promptly identifies women who are at high risk for preterm birth and coordinates access to high-risk providers to address 
preventable pregnancy-related complications.

The District’s maternal mortality rate and pregnancy-related mortality rate can exceed the U.S. rates, respectively. Black 
women constitute about half of all births in the District but account for 90% of all pregnancy-related death. In contrast, White
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women in the District represent 30% of all births experience and no pregnancy-related deaths. Geographically, a large 
portion of pregnancy-associated deaths occur in Wards 7 and 8 of the District with a predominantly Black population and a 
shortage of birthing hospitals. Recognizing the importance of the health of mothers and children to the District of Columbia, 
DC Health developed and is implementing a focused strategy to improve and eliminate disparities in perinatal health 
outcomes. DC Health is driven to implement effective strategies to improve perinatal care quality and increase early initiation 
into prenatal care among all DC residents to improve birth outcomes.

Performance Measures:

State Performance Measure (SPM) 6: Risk appropriate perinatal care – Decrease the proportion of Medicaid 

beneficiaries who a deliver a low-birthweight infant

Objective 2: Increase percent of pregnant women who initiate prenatal care in the first trimester from 68% to 75%

by 2026

Strategies:

Enhance capacity to provide a space for women to engage in early and continuous prenatal care to prevent maternal 

complications.

Enhance health information technology systems.

Increase identification of women at risk for preterm delivery and offer access to effective treatment to prevent 

preterm birth and referral to Maternal Fetal Medicine specialists.

Increase the identification of effective approaches for improving birth outcomes such as group prenatal care (e.g., 

Centering Pregnancy) that provides a space to engage the target population through health education sessions to 

increase knowledge to encourage positive pregnancy health outcomes.

Improve access to preconception care services, including screening, health promotion, and interventions that enable 

individuals to achieve high levels of wellness, minimize risks, and enter pregnancy in optimal health.

Activities:

In FY23, DC Health’s Community Health Administration (CHA) implemented year 2 of the Preterm Birth Reduction 

Initiative.  Four organizations (Community of Hope, Medstar Washington Hospital Center, Howard University Hospital, and 

Unity Healthcare, Inc.) implemented evidence-based strategies to reduce the occurrence of preterm birth and improve 
health outcomes. As described in DC Health’s Framework to Improve Community Health, the Preterm Birth Reduction 
Initiative supports the Maternal and Reproductive Health Services objective to reduce preterm births among Black women 
from 13.6% to 11.4% by 2026. Programmatic efforts targeted pregnant women at risk for preterm birth, prioritizing women 
with Medicaid and residing in Wards 5, 7, and 8.

The Preterm Birth Reduction Initiative supports the implementation of evidence-based strategies to reduce maternal risk 
factors and the occurrence of preterm births among high-risk District residents. DC Health is funding partners to implement 
quality improvement initiatives to reduce preterm birth, with a focus on institutionalizing best practices in screening and 
referral processes, medication therapy, management of risk factors, and coordination of support services. In FY23, 
$1,375,158.89 was distributed to grantees to implement services to prevent preterm births.

Services provided through the Preterm Birth Reduction Grant include: Centering Pregnancy; perinatal navigation and
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Services provided through the Preterm Birth Reduction Grant include: Centering Pregnancy; perinatal navigation and 
coordination services; doula and midwife support; parental care; behavioral improved connectivity using designated 
Connectivity Coordinators and use of applications such as Mahmee and BabyScripts; referral to high-risk specialty care 
(Maternal Fetal Medicine); behavioral health and substance use screenings and referrals; social determinant of health 
screening and assessment and referral (i.e., WIC, housing, transportation), and postpartum resources. Training and 
education on delivery of care, screening and assessment, service coordination, and quality improvement are also provided
to providers and staff. 

Every month, grantees identify women who are at high risk for preterm deliveries and enroll them into appropriate services
to help reduce the risk of poor outcomes.  The services include Centering Programs, referrals to Maternal Fetal Medicine
Clinics, providing educational material, or pharmaceutical therapy when applicable.  Over 5,000 women have utilized the
services.

 

Additional funds are being utilized to improve connectivity and address data capacity to improve data reporting, such as 
patient-level outcomes (i.e., interventions to delivered to high-risk patients, number of women who delivered preterm, and 
referral tracking).

 

The Maternal Health Learning Collaborative provides an opportunity for grantees to receive collective technical assistance 
and support, including training opportunities and sharing of progress and lessons learned to improve collaboration.  

 
Preterm Birth Reduction Initiative (FY23)

Grantee Number of People Served
Community of Hope 351
Medstar Washington Hospital Center 300
Howard University 882
Unity Health Care 3,199

 

Overall, the Preterm Birth Reduction Initiative Grantees successfully engaged community stakeholders, connected patients 
to tailored nurse navigation, provided preterm birth education and implemented Centering Pregnancy. However, staffing 
challenges affected the overall implementation of some activities. DC Health provided technical assistance to grantees to 
help mitigate challenges and implement innovative strategies.

In FY23 the District’s Title V program continued to fund two Well Woman Projects: Unity Healthcare, Well Woman Project 

(Unity), and  La Clínica del Pueblo’s Mujeres Saludables (Well-Women) Project ( La Clínica) which are discussed in 

further detail in the Women/Maternal Health Domain. Both grantees implemented evidence-based promotion strategies to 

expand access to interception care, preconception care, quality prenatal care, and health care over the life course to 

improve equity of birth outcomes in the District. While both projects focused primarily on well-woman interventions, they 

also implemented strategies directly aligned with Title V’s goal of improving risk-appropriate perinatal care. Their objectives 

focus on increasing the percentage of pregnant women who initiate prenatal care in the first trimester from 68% to 75% by 

2026.
 

Unity serves a majority Black population. It is incredibly important to support the efforts to improve their workflow and ability 

to improve early entry into prenatal care. Unity reported in FY23 using the Uniform Data System (UDS) clinical quality 

measure showing that 70% of pregnant women entered prenatal care during the first trimester. To engage women in early 

prenatal care, Unity hired a Registered Nurse Obstetric Intake Coordinator (RN OB Coordinator) to coordinate efforts in 

increasing early entry into prenatal care rates. All patients with confirmed pregnancies who desired to continue their care at 

Unity were navigated to the RN OB Coordinator. The intake visits allowed the OB RN Coordinator to conduct a
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comprehensive assessment of the patient’s history. This information supported the clinical care teams to develop a care 

plan for the entire pregnancy based on the risks and needs identified during the assessment. In FY23 Unity was able to 

conduct 698 obstetric intake visits with the RN OB Coordinator once the workflow was finalized.
 

One of La Clínica’s project goals involved the enhancement of access and quality of comprehensive prenatal care for 

immigrant and low-income Latina pregnant women.  The key indicator to measure the success of the project was ensuring 

at least 65% of prenatal patients entered prenatal care during their first trimester. To achieve this goal, La Clínica enhanced 

its capacity to provide prenatal care through quality improvement activities such as its Prenatal Clinical Champions 

program. The Prenatal Clinical Champions program convened healthcare professionals with clinical expertise, leadership 

skills, and passion to improve their overall prenatal care capacity, staff training in Spanish provided by Planned Parenthood 

covering Women’s Sexual and Reproductive Rights and Family Planning Methods, group-based health education sessions, 

individual health educations sessions, and community health promotion activities to engage the community. In FY23, the 

total number of unique prenatal patients reached via the Title V Grant was 21, a significant increase from the prior years of 

grant implementation. Of the 21 unique patients served, 11 (52%), were engaged in the first trimester.  La Clínica’s providers 

prioritized women further along in their pregnancy since they had been without care for more time were thus at higher risk of 

worse outcomes. This strategy aligned perfectly with La Clínica’s mission: “To build a healthy Latino community through 

culturally appropriate health services, focusing on those most in need.”

 
The District of Columbia Hospital Association (DCHA) established the District of Columbia Perinatal Quality 

Collaborative (DCPQC) in collaboration with DC Health. The DCPQC serves as the Healthy Start Community Action 

Network (CAN) for the District of Columbia and continued to be funded through the District’s Title V program. The 
DCPQC/CAN serves as the District’s champion for reducing maternal mortality, improving maternal and infant health 
outcomes, and narrowing racial and place-based disparities in maternal health. The DCPQC convenes a team of perinatal 
care providers from across the care continuum including a focus on DC birthing hospitals, public health professionals, and 
other multi-sectoral stakeholders, to improve health outcomes for women and newborns through continuous quality 
improvement. Overarching programmatic goals are to reduce pregnancy-related morbidity and mortality among women in 
the District, reduce racial, geographic, and socio-economic disparities, and to work with participating hospitals to reduce 
impacts of national policies and practices that reflect systemic racism by January 2026.

In FY23, the DCPQC implemented specific program goals aimed at moving the needle addressing objective 2: Reduce the 
percent of women who reported implicit bias and discrimination while receiving healthcare services by 2026. In FY23 the 
DCPQC executed a racial equity and respectful care education and engagement series. The three-part series is offered to 
each hospital team as a group to encourage group collaboration and action in follow up to each session. The DCPQC built 
on activities for FY23 with all hospitals in hospital specific respectful care training for nurses and providers. The percent of 
nursing staff who completed the respectful care training over the course of FY23 increased from 65% to 81% while 
providers who completed respectful care training over the course of the year increased from 58% to 78%. The DCPQC also 
held regular monthly hospital technical assistance meetings to check-in on how hospitals included equity in their quality 
improvement work. Through this work, hospitals began incorporating race and ethnicity in their data collection and reporting. 
Hospitals used this information to examine differences in performance, such as unnecessary procedures and delays to 
target improvements aimed at certain populations.  One hospital noted collaborating with all clinical staff across their 
Women and Infant Services and Emergency Departments to help ensure proper access and review of new policies focused 
on equitable care. By tracking timely treatment improvement efforts by race and ethnicity, hospitals observed disparities in 
the first quarter of FY23 with delivery of timely treatment for non-Hispanic Black women of 55.6% and 61.9% for non-
Hispanic White women. By the fourth quarter of FY23, performance on timely treatment following quality improvement 
efforts improved and the disparity was addressed with 86.1% and 81.5% improving timely treatment for non-Hispanic Black 
women and non-Hispanic White women respectively. 
 
Clinical Implementation Workgroups were provided with patient education training and preeclampsia patient education 
resources by the Preeclampsia Foundation. Each patient education kit included 200 symptom tear sheets, 200 postpartum
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tear sheets, 25 symptom magnets, four clinic posters (two in English and two in Spanish), 100 subject-specific brochures, 
and 25 rubber bracelets. The workgroups added these resources to the patient's discharge packets and distributed them to 
all patients with severe hypertension/ preeclampsia. In FY23, the DCPQC/CAN, submitted hospital discharge data to the 
AIM data center, and hospitals registered to access the AIM data center.  Additional patient representatives were recruited, 
and racial equity and respectful care training were scheduled and implemented.  Hospitals entered data into the AIM data 
center and participated in the Preeclampsia Foundation training and educational resources. Clinical Implementation 
Workgroups met monthly to discuss successes, challenges, and barriers regarding AIM projects. Technical assistance was 
provided to the team to troubleshoot any issues that may arise. Looking forward, the DCPQC continues to explore ways to 
further engage patient and family representatives directly in the Clinical Implementation Workgroups and activities of the 
DCPQC/CAN. Enhancing the availability of data and data reports to support the work of the DCPQC will help to ensure that 
the members are able to make informed decisions and monitor progress effectively. In addition, developing mechanisms to 
engage Clinical Implementation Workgroups in improvement efforts as they work to meet staffing shortages will also be 
critical to enabling the DCPQC to successfully implement the current AIM bundle and expand the capacity of the DCPQC 
efforts to improve outcomes.

Objective 3: Reduce the infant mortality disparity ratio among non-Hispanic Black infants from 3.5 to 2.6 by 2026 

Performance Measures:

SPM 6: Risk appropriate perinatal care – Decrease the proportion of Medicaid beneficiaries who a deliver a low-

birthweight infant

Strategies:

Provide support to newborn screening programs to assist with early diagnosis and connection to intervention 

services.

Incorporate safe sleep education into hospital discharge regulations at birthing facilities in the District.

Support home visiting programs, pre-term birth reduction programs, and case management for high-risk women.

Preconception and prenatal nutrition education to help lower the risk of congenital malformations.

Refer and track referral completion of infants needing additional screening and specialty follow-up.

Activities:

DC Title V program funded and provided evidence-based programmatic support to the District of Columbia’s Universal 

Newborn Hearing Screening Program, also known as the DC Early Hearing Detection and Intervention (DC EHDI) 

Program. Newborn hearing screening checks infants’ hearing shortly after birth. This screening process helps detect a 
possible hearing loss within the first months of an infant’s life. The overarching goal of the DC EHDI program is to ensure 
children who are deaf or hard of hearing (DHH) are identified through appropriate newborn, infant, and early childhood 
hearing screenings for diagnosis and early intervention (EI). EI works to optimize language, literacy, and cognitive, social, 
and emotional development. DC EHDI adheres to the national hearing loss intervention guidelines of 1-3-6. Every newborn 
will receive a hearing screening by one month of age; every infant that does not pass the initial hearing screening and 
rescreening will have completed a diagnostic audiological exam by three months of age, and all infants confirmed as DHH 
will be enrolled into EI services by six months of age. During FY23, 11,284 babies were born in the District of Columbia. Of 
those infants, 11,183 received a newborn hearing screening. The DC EHDI Program supports Title V goals of decreasing 
perinatal and infant health disparities by increasing the percentage of infants with newborn hearing screening test results 
outside normal limits that receive prompt and appropriate follow-up testing. The DC EHDI program continued to implement a 
multifaceted plan for addressing timely diagnosis, referrals to EI services, enrollment in EI services, and family support for 
the program. This plan focused on: (1) Collaborating with birthing hospitals, outpatient screening providers, and other health 
care professionals to ensure timely newborn screenings; (2) Engaging DC’s EHDI partners, stakeholders, and families in 
learning communities; (3) Developing and fostering collaborative partnerships with EI programs and (4) Addressing the 
importance and engagement of families within the EHDI system.

DC EHDI continued to work closely with and provide technical assistance to staff at the five District birthing hospitals, one
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birthing facility, Children’s National Hospital (CNH), Gallaudet Hearing and Speech Clinic, Kaiser Permanente, and other 
service providers to improve data quality, accuracy and timeliness of hearing screening and treatment/care plans reporting. 
The DC EHDI system continued to use the OZ e-SCREENERPLUS (eSP) Database to track newborn hearing screening 
results for all infants born in the District and District infants born in other jurisdictions. This system captures and documents 
initial and repeat screenings, referrals, and diagnoses. All providers (hospital providers and diagnostic audiologists) are 
required to maintain up-to-date records of all infants screened. Staff are required to adhere to the standard operating 
procedures for entry and management of all data entered in OZ eSP. All screening results are extracted on a continuous 
basis and reviewed for accuracy and completeness. When there were errors or incomplete information found in reporting, 
DC EHDI reached out to providers to obtain more information to ensure OZ is updated and accurate.

In addition, DC EHDI continued to contract services from Maryland/DC Hands and Voices (MD/DC Hands and Voices) to 
support families with children who are DHH, without bias around communication modes or methodology. They provide 
parents with resources, networks, and information they need to improve communication access and educational outcomes 
for their children. MD/DC Hands and Voices operates a program called “Guide By Your Side”. The Guide By Your Side 
program provides support and mentorship to parents of children newly identified as DHH through “guides.” The guides are 
parents of children that are DHH and may also be DHH. DC EHDI also continued to work in collaboration with the District’s 
neighboring states of Maryland (MD) and Virginia (VA) to ensure that infants receive appropriate care and follow-up. DC 
EHDI has established protocols with MD and VA’s EHDI Programs to securely exchange newborn hearing screening details 
for one another’s tracking systems. DC EHDI also collaborates with other state EHDI coordinators to learn about the 
successful implementation of evidence-based practices and novel approaches to improve the EHDI system and families’ 
interaction within the system.

DC EHDI also continued to fund an educational audiologist that collaborates with the Office of the State Superintendent of 
Education (OSSE) Part C/Early Intervention Strong Start Program. The educational audiologist assists the families that 
have been referred to Strong Start in their decision-making process regarding communication opportunities, hearing 
technology, early intervention, and additional services as needed until the child ages out of the program at the age of three.

In FY23, DC EHDI also continued to partner with the Office of the State Superintendent of Education (OSSE), Part C/Early 
Intervention (EI) agency and operator of the Strong Start (EI/Part C program) to ensure that children identified as DHH were 
entered into EI services. DC EHDI worked with Strong Start to continue to review a recently drafted data use agreement that 
will allow DC Health to have shared access to data, along with OSSE, to aid both entities in thoroughly following and 
tracking babies who are DHH and qualify for EI services from the referral stage to the admission and participation stages. 
Currently, the drafted data use agreement is being reviewed and accessed for expansion due to HRSA’s EHDI language 
acquisition data focus. After it is updated, it will need to go through both legal teams for DC Health and OSSE prior to 
implementation. Throughout the project period, DC EHDI has focused on the entry of newborn hearing screening data by 
hospital/birth facility staff and additional outpatient screening and service providers. Inconsistent data reporting from the 
hospitals continues to be a challenge for the DC EHDI Program. Although there have been major improvements, there are 
still challenges with reporting included missed/no screen outcomes results for birth and OP screenings and little to no notes 
indicating status on transfers, referrals, newborn’s medical home, and/or notes on newborn’s case to aid follow-up. This 
reporting greatly impacted the program’s ability to accurately conduct surveillance. Duplication of profiles has also been 
problematic. In addition, due to last year’s assessment of the continuous pattern of infants not receiving quality birth hearing 
screenings, DC EHDI and providers are prioritizing implementing Quality Improvement (QI) process solutions. Finding a 
solution is imperative to ensure accurate data is being reported in OZ eSP Database, including the number of profiles 
(aligning with an accurate number of births in DC) and infant profiles that have no follow-ups/listed as in process due to 
being a duplicate. DC EHDI also continues to actively address reporting and other issues through a variety of QI 
mechanisms, including the establishment of protocols around the timeliness of reporting screening results, recording of 
upcoming appointments and medical home information, providing updates on newborns (e.g., inpatient/NICU status, 
transfers to other hospitals, etc.), and on-going communication with birthing facilities and CNH to resolve issues that arise.

All five DC birthing hospitals and CNH have either begun to explore and/or have completed implementation of the OZ NANI 
(Newborn Admission Notification Information) software that interfaces between a hospital’s EHR (Electronic Health Record) 
and OZ SP Database to create an automatic case entry from the birth file. NANI is a secure set of software tools that assist
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newborn screening programs in gathering timely, basic newborn admission information to establish an accurate 
denominator of hospital births and eliminate potential manual entry errors. It also helps to ensure OZ has demographic and 
other appropriate updates, including discharge and transfer information, and updated patient names, all in real-time. Four 
out of the five birthing hospitals have completed implementation and the last one is moving towards implementation. In 
FY23, DC EHDI partnered with OZ and birthing hospitals to identify why data elements such as race, and ethnicity that are 
missing and not transferring over to OZ NANI seamlessly. There appears to be a disconnect when linking the hospital’s 
electronic health record to NANI. DC EHDI is working diligently with the DC OZ eSP Database HL7 Coordinator and hospital 
IT staff to determine where the connection is lost in the transfer of patient records and/or updates and how to improve this 
feature. Additionally, DC EHDI has begun attending the Interagency Coordinating Council (ICC) meetings. The ICC advises 
and assists OSSE and the Division of Early Learning in the performance of its responsibilities, including the identification of 
fiscal and other supports specifically for early intervention programs; the promotion of methods for intra- and inter-agency 
collaboration regarding child find, monitoring, financial responsibility, and the provision of early intervention services; the 
transition of toddlers with disabilities to preschool and other appropriate services; and preparation and submission of annual 
report on the status of early intervention programs for infants and toddlers with disabilities and their families. DC EHDI has 
at least one representative join their quarterly meetings as we work closely with the Part C Strong Start team for DHH 
children in the District. DC EHDI hosts numerous meetings with the DHH community in the District. The program has 
encountered barriers in accessing interpretive services through DC Health. Although the EHDI coordinator requests 
services promptly, interpreters are not typically assigned until the day before a scheduled meeting. In some instances, the 
quality of the interpreters has been poor due to timeliness, lightning, and proper translations. DC EHDI will work with 
leadership to determine the best ways to address this challenge and provide equitable language access for the District’s 
DHH community.

DC Title V program continues to support the DC Health Safe Sleep Program (DC SSP) to educate and empower parents, 

caregivers, and partnering agencies with information on Sudden Infant Death Syndrome (SIDS), Sudden Unexpected Infant 
Death (SUID), and safe sleep practices guided by the American Academy of Pediatrics Safe Infant Sleep recommendations. 
Unexpected deaths that cannot be explained are referred to as either sudden unexplained infant death, SIDS, or deaths of 
undetermined cause. Ensuring babies are sleeping safely greatly reduces a baby's risk of SIDS and other sleep-related 
causes of infant death. To lower the risk of sleep-related deaths, it is vital for all parents and caregivers of a baby to learn 
and understand infant-safe sleep practices. DC SSP has built and operationalized strong community capacity, by 
collaborating and sustaining robust working relationships with over 35 organizations (including local hospitals, daycare 
centers, short-term family shelters, and community organizations) that serve pregnant women and families in the District. 
Primarily using a “Train the Trainer Model”, the SSP Coordinator trains and provides technical assistance to staff at partner 
organizations, as well as providers at childcare settings, across the District that predominantly work in communities at 
higher risk for poor pregnancy outcomes.

One noteworthy partnership involves DC Help Me Grow (HMG) Program where HMG provides safe sleep education to DC 
residents and local agency staff. HMG also supports the SSP’s expansion by increasing engagement with Spanish-
speaking families. The program has also maintained an important relationship with the Office of the State Superintendent of 
Education (OSSE), providing training to licensed childcare center staff in the District, as well as groups with the DC Child 
and Family Services Agency, Child Protective Service (CPS). During the onset of the COVID pandemic, DC SSP shifted 
from in-person training to all virtual training. This approach has become the program’s new training model and continued to 
be a very effective and accommodating way of reaching more partners and their program staff. The program targets infants, 
birth to twelve months in all DC Wards, to ensure all neighborhoods have access to the program with a special emphasis 
on partner agencies serving families in Wards 5, 7 8, which historically have had the highest rates of infant mortality in the 
District.

The DC SSP program is one part of the District’s efforts to provide infant safe sleep education and contribute to the 
saturation of messaging from various angles and venues. The program aligns with Title V’s priority of decreasing perinatal 
and infant health disparities. In FY23, 11,581 parents/caregivers were educated on infant-safe sleep practices. To support 
the program’s long-term sustainability, the DC SSP continues to take steps to ensure partners are educated and infant-safe 
sleep resources are embedded within the community. Additionally, the DC SSP virtual training is reaching significantly more
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participants each year. This shift has increased convenience for District residents and allowed DC Health to provide more 
community partners with technical assistance and program oversight. Looking forward, the program will increase partner 
site visits to strengthen partnerships as well as ensure partners comply with program responsibilities and portable cribs are 
stored properly.

The DC Newborn Metabolic Screening (DC NMS) Program, supported by Title V funding, ensures all newborn infants 

born in the District of Columbia receive timely metabolic and genetic screening for core and secondary health disorders that 
are treatable by diet, vitamins, and/or medication, or by anticipatory measures to prevent adverse reactions. The DC NMS 
Program collaborates with all the District’s pediatric providers, birthing hospitals and facilities to follow-up on abnormal 
screening results based on laboratory recommendations. This includes repeat screenings and referrals for genetic 
counseling and education, clinical evaluation and management, diagnostic (lab) testing, or other follow-up specialty care 
services as indicated. Metabolic and genetic disorders are rare, but can be serious, conditions that can lead to severe 
health and developmental problems or even result in death, if not identified and treated early. The overall goal of the DC NMS 
Program is to ensure that every infant born in the District is screened for 45 inherited disorders via a dried blood spot test 
prior to discharge. Our DC NMS Program aims to link every infant identified with abnormal screening results to a primary 
medical home and to ensure they receive timely and appropriate follow-up for medical referrals and connection to early 
intervention services. The DC NMS Program supports the achievement of Title V measures by decreasing perinatal and 
infant health disparities through the increase of the percentage of infants with newborn screening test results outside normal 
limits for a newborn screening disorder that receive prompt and appropriate follow-up testing.

In FY23, the DC NMS Program continued activities to enhance quality improvement and existing surveillance systems and 
Long-Term Follow-up (LTFU). The DC NMS Program maintained the program’s tracking systems and ensured appropriate 
follow-up information was shared regarding all abnormal labs and rescreening results for both immediate Short-Term 
Follow-up (STFU) and LTFU in coordination with key players involved in the program. This includes all the DC birthing 
facilities and hospitals, PerkinElmer Genetics Laboratory, primary care providers (PCPs), and specialty care providers. 
STFU regarding abnormal results begins immediately within the first days of an infant's life and continues as necessary to 
connect the newborn to additional testing and specialty follow-up if required. Once a diagnosis is made regarding a 
condition, a treatment plan regimen is generated and placed into action. DC NMS continued tracking the newborn in the 
LTFU phase along with both Primary Care Provider (PCP) at the newborn’s medical home and any specialists providing 
care to the newborn. This follow-through helps to ensure the coordination of care, delivery of treatment, and continuation of 
support services in place to provide the best clinical management for the newborn with a shared goal of healthy and 
therapeutic outcomes.

The DC NMS Program also continued to support the activities and partnerships with participation in the DC Fetus and 
Newborn Committee of the District of Columbia Chapter of the American Academy of Pediatrics. These engagements 
yielded valuable participant communication through stakeholder meetings and email interactions and discussions with 
essential health personnel from hospitals, clinics, government, and private entities. These collaborative efforts led to best 
practices in coordinating the inputs of stakeholders and partners into strategic planning for the program. There will also soon 
be a new District Sub-Committee on Metabolic Disorders/Newborn Screening.

Better Access for Babies to Integrated Equitable Services Act of 2020 (BABIES Bill) provided legislation to create updated 
DC hospital discharge regulations. It will standardize newborn screening procedures, including for metabolic and genetic 
disorders, at birth facilities and ensure the provision of comprehensive newborn education across birthing hospitals and 
facilities. The new regulations will be key in streamlining congruency and accuracy across all systems. The DC NMS and 
Perinatal and Infant Heath Division (PIHD) has been leading the effort in drafting the new regulations. They are still in review 
but getting closer to proposing the rulemaking. The DC NMS Program encountered a few challenges in FY23, including 
access to updated contact information to assist with coordinating care between birthing hospitals, pediatricians, and 
families. Low staff capacity across birthing hospitals and delays in implementing evaluation and QA/QI activities has 
impacted these outcomes. Looking forward, the DC NMS Program will continue to focus on PCP's communication 
regarding follow-ups on repeat screenings and tests, referrals, and next steps in coordinating care for their patients, 
transition to a more expansive and streamlined data tracking system (OZ systems which house newborn hearing screening 
data), vital records collaboration with data sharing, quality assurance and quality improvement strategies, data utilization,
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and interoperability and overall providing seamless coordination across the newborn metabolic screening system.

As mentioned earlier in the domain narrative, DC Healthy Start aims to improve health outcomes before, during, and after 

pregnancy, and reduce racial/ethnic differences in rates of infant death and adverse perinatal outcomes within the District of 
Columbia. The program targets residents of Wards 5, 7, and 8 to ensure the identification and management of high-risk 
pregnancies. DCHS provides services and support for mothers, infants up to 18 months, and their families 
(fathers/partners) through comprehensive case management and care coordination to address health and social service 
needs. Two community health centers serve as medical homes for program participants. During the initial perinatal 
assessment and throughout the prenatal period, DCHS participants are assessed for medical risk factors that are indicative 
of a high-risk pregnancy, such as high blood pressure, history of smoking, history of opioid use, and domestic violence. 
Participants designated as high-risk pregnancies participate in more prenatal visits with their medical provider in addition to 
the increased in-person and remote home visits from DCHS community health workers (CHW). DCHS provides screening 
for risks to the fetus and newborn. Using the 4Ps Screening tool, CHWs assess participants in four domains: Partners, 
Parents, Past, and Pregnancy. With the screening tool, DCHS CHWs can detect drug and alcohol use and other factors 
that could pose a risk to the developing fetus and newborn. Positive screens are connected to the appropriate resources 
within the medical home.

As mentioned earlier in this domain narrative, the Preterm Birth Reduction Initiative aims to reduce the occurrence of 

preterm birth among at-risk District residents. The Preterm Birth Reduction Initiative supports the Title V objective of 
reducing the infant mortality disparity ratio among non-Hispanic Black infants by ensuring that all subcontracted 
organizations (Medstar Washington Hospital Center, Unity Health Center, Community of Hope, and Howard University 
Hospital) provide services to at-risk communities serving high proportions of women with pre-term births, Medicaid-insured 
and residing in Wards 5,7, and 8. Organizations focus on developing screening tools and/or procedures to help identify 
women at risk for preterm birth; managing associated risk factors for those at risk for preterm birth; and improving linkages 
to care, including prenatal care, labor and delivery options, social services, and community programs.

 

Objective 4: Decrease the percentage of low-birthweight infants with Medicaid insurance from 60% to 40% by

2025

Performance Measures:

SPM 6: Risk appropriate perinatal care - Decrease the proportion of Medicaid beneficiaries who a deliver a low-

birthweight infant

Strategies:

Enhance the capacity to provide a space for women to engage in early and continuous prenatal care to prevent 

maternal complications.

Enhance health information technology systems.

Increase identification of women at risk for preterm delivery and offer access to effective treatment to prevent 

preterm birth and referral to Maternal Fetal Medicine specialists.

Increase the identification of effective approaches for improving birth outcomes, such as group prenatal care (e.g., 

Centering Pregnancy) that provides a space to engage the target population through health education sessions to 

increase knowledge to encourage positive pregnancy health outcomes.

Improve access to preconception care services, including screening, health promotion, and interventions that enable 

individuals to achieve high levels of wellness, minimize risks, and enter pregnancy in optimal health.

Increase prenatal care within the first trimester

The percentage of low birthweight births in the District significantly decreased from 2011 to 2020 from 10.5% to 9.6%. The 
percentage of low birthweight births among all Medicaid financed births in the District was 12.6%, which was significantly 
higher than the percentage of low birthweight births financed by private insurance (7.2%) and CHAMPUS/TRICARE (4.8%).
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Mothers whose births were Medicaid financed were almost two times more likely than mothers with private insurance to 
have a low birthweight infant.

Activities:

As mentioned earlier in this domain narrative, the Preterm Birth Reduction Initiative aims to reduce the occurrence of 

preterm birth among at-risk District residents. The Preterm Birth Reduction Initiative supports the Title V objective of 
decreasing the percentage of low-birth-weight infants with Medicaid Insurance by ensuring that all subcontracted 
organizations (Medstar Washington Hospital Center, Unity Health Center, Community of Hope, and Howard University 
Hospital) provide services to at-risk communities serving high proportions of women with pre-term births, Medicaid-insured 
and residing in Wards 5,7, and 8. Organizations focus on developing screening tools and/or procedures to help identify 
women at risk for preterm birth; managing associated risk factors for those at risk for preterm birth; and improving linkages 
to care, including prenatal care, labor and delivery options, social services, and community programs.

DC Healthy Start supports the Title V objective of decreasing the percentage of low-birth-weight infants through 

programming and support, including referring participants to Women’s Health Consultation, Centering, and doula care, and 
providing clinical support to CHWs through the clinical provider. DCHS provides Women’s Health Consultation, offered by a 
Healthy Start Clinical Provider as a telehealth appointment. The Women’s Health Consultation visit was instituted as an 
adjunct to regular medical services and targets participants throughout the perinatal period. The Women’s Health 
Consultation covers various areas as needed, including (i) reproductive life planning, supporting participants with short and 
long-term reproductive goals, including preparing for pregnancy or accessing contraception; (ii) postpartum consultation, 
discussing and providing support related to postpartum recovery, postpartum depression, breastfeeding and more; (iii) inter-
conception care, including linkage to primary care services for chronic illness, immunization support, mental health 
assessment, and risk assessment for STI prevention and interpersonal violence. This service aims to create a space for 
participants to engage in early and continued care to prevent complications and improve outcomes for mothers and their 
newborns and infants. DCHS also offers the integration of supplemental doula services. DCHS continued a supplemental 
doula program that started in FY22 that provides a contracted doula to birthing participants during the perinatal period and 
offers live or virtual support.
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Perinatal/Infant Health - Application Year

 

Perinatal and Infant Health
Application Year 2025 

Priority Area: Decreasing perinatal and infant health disparities 

Focus Area 1: Breastfeeding 

Performance Measures:

National Performance Measure (NPM) Breastfeeding: Percent of infants who are ever breastfed

NPM Breastfeeding: Percent of infants breastfed exclusively through six months

Evidence-based-or-informed Strategy Measure (ESM) BF.4: Percent of women referred for breastfeeding peer 

counseling support

ESM BF.5: Increase the percent of completed breastfeeding education training

ESM BF.6: Percent of women provided with in-person or telephonic breastfeeding consults/support services

Objective 1: Increase rates of breastfeeding initiation among African American women from 63% to 75% by 2026.

Strategies:

Educate pregnant women about the benefits and management of breastfeeding, with priority given to subpopulations 

with lower rates of breastfeeding initiation and duration.

Refer and track referral completion of women to breastfeeding services

*new*Exploration of LinkU/FindHelp to increase referrals and counseling for pregnant women, children and 

adolescents with and without special health care needs, and families 
The new strategy is in support of a strategic effort to coordinate referrals into a centralized system that 
provides equitable access to all residents. More details about this transition will appear in the FY24 
Report/FY26 Application.

Activities: 

In FY25, Title V will continue to fund and support the DC Breastfeeding Coalition (DCBFC):

Delivering Breastfeeding Services – The DC Breastfeeding Coalition (DCBFC) will continue delivering 

chest/breastfeeding support services at the East of the River Lactation Support Center, strategically co-located at a 

Children’s National Hospital primary care site. DCBFC receives referrals from pediatricians, DC Women, Infants, 

and Children (WIC), and the community. Consultations are held face-to-face, by video, or by telephone to meet 

chest/breastfeeding individuals where they are and strengthen continuity of care.

Expanding the Lactation Workforce – DCBFC will continue to provide advanced chest/breastfeeding training to 

lactation support staff to create pathways to career advancement. DCBFC will lead at least one cohort of the 

Lactation Certification Preparation Course (LCPC) to prepare individuals to sit for the International Board-Certified 

Lactation Consultant (IBCLC) exam.

Pediatric Provider Learning Collaborative – DCBFC will continue to lead a learning collaborative for pediatricians 

aimed at improving evidence-based primary care practice surrounding breastfeeding assessment for pediatric 

patients from birth to six months of age. This important workforce development initiative will help increase the referral 

rate to breastfeeding support among Children’s National Medical Center patients.

Increasing Representation among international board-certified lactation consultants (IBCLCs) – To increase the 

number of IBCLC candidates from underrepresented groups, DCBFC will continue to dedicate time to mentoring 

candidates from underrepresented groups: Indigenous Peoples, People of Color, Men, Deaf, Developing Countries, 

LGBTQI Community, Low Socio-Economic Individuals/Communities, Adolescents, Generation Z, and People with
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Differing Abilities.

DCBFC focuses on supporting African American individuals of child-bearing age in Wards 5, 7, and 8, with lower household 
incomes and historically lower breastfeeding rates in the District and nationwide. DCBFC also targets teens and 
communities federally designated as Medically Underserved Areas. DC Breastfeeding Coalition leverages the East of the 
River Lactation Support Center to deliver breastfeeding support services to its target audience.

Anticipated Partnerships:

Children's National Hospital – DCBFC plans to continue this strong partnership. Children’s provides in-kind space for 

the East of the River Lactation Support Center (ERLSC) at Children’s primary care site in Anacostia. In FY23, 

DCBFC led a Pediatric Provider Breastfeeding Learning Collaborative for Children’s Practitioners. During the months 

of July and August of FY23, the Pediatric Provider Learning Collaborative focused on clinical skills with the ERLSC 

team providing “hands-on” demonstrations. Five clinical stations taught hand expression, alternative feeding 

methods, breast milk collection and pumping devices, and positioning and latch.

United Planning Organization (UPO) – DCBFC plans to strengthen its partnership with this early learning and 

development center. UPO has identified champions and is eager to leverage early learning teachers to support 

breastfeeding families. DCBFC plans to enhance staff training, organizational breastfeeding policies, family 

education and breastfeeding support, referrals to DC Breastfeeding Coalition, and group breastfeeding classes.

WIC – DCBFC plans to continue its partnership with DC WIC. DCBFC plans to work with WIC to increase referrals 

of participants whose needs exceed the scope of practice of the WIC breastfeeding peer counselors. DCBFC also 

plans to continue leveraging its IBCLC to mentor DC WIC’s IBCLC, who recently achieved certification to assist with 

transitioning from peer counselor to IBCLC.

In FY25, Title V will continue to support DC WIC. DC WIC’s work aligns with the Title V goals and DC Health’s Community 
Health Administration’s (CHA) Framework for Improving Community Health. Below are strategies that DC WIC supports.

CHA Framework: Title V:

Maternal and Reproductive Health Services

Care for Young Children

Nutrition, Physical Activity, and Weight Status

Title V:

Access to quality health care for mothers and children, especially for people with low incomes and/or limited 

availability of care;

Health promotion efforts that seek to reduce infant mortality and the incidence of preventable diseases and to 

increase the number of children appropriately immunized against disease; and

Access to comprehensive prenatal and postnatal care for women, especially low-income and/or at-risk pregnant 

women.

Key planned program activities for FY25 are detailed below.

Grantee Partners – DC WIC supports four grantee providers: Children’s National Health System, Mary’s Center, 

Unity Health Care, and Community of Hope, to offer place-based WIC services in health care settings. Fifty-two 

authorized grocery stores, corner stores, pharmacies, and a commissary in the District and Maryland accepted DC 

WIC benefits.

American Rescue Plan Act Waivers – DC WIC has applied for the American Rescue Plan Act (ARPA) waivers from 

United States Department of Agriculture (USDA) to enable the Program to continue offering remote services and 

benefits to participants. This is a key initiative for WIC nationwide to enhance program uptake, participation, and 

retention.

Pacify – DC WIC continues to utilize Pacify, a lactation support app, for participants to gain access to free 24/7
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virtual lactation support. DC WIC plans to work with Pacify and the Help Me Grow (HMG) Program to expand the 

offering to all mothers across the District in upcoming years.

Online Nutrition Education Platform (ONE): This platform provides customized education that reinforces WIC 

education during and after appointments. This platform provides access to a digital, up-to-date, evidence-based 

educational resource library on a variety of topics including nutrition education, breastfeeding, growth and 

development, cooking and food preparation, and general parenting.

WIC serves pregnant and postpartum women, infants, and children up to five years old with low income (at or below 185% 
of the Federal Poverty Level) in the District across all Wards.

In FY25, DC WIC plans to partner with several entities to increase our capacity for referring WIC participants to necessary 
services in the community.

Department of Behavioral Health (DBH)– DBH will enhance DC WIC grantees’ ability to provide up-to-date 

substance use and abuse resources. DBH provides prevention, intervention and treatment services and supports for 

children, youth and adults with mental and/or substance use disorders, including emergency psychiatric care and 

community-based outpatient and residential services. DBH is a key partner to help DC WIC provide appropriate 

referrals to resources for participants using a trauma informed approach.

LinkU DMV (FindHelp.org) – Continue building the existing relationship to enhance DC WIC’s online referral platform 

through LinkU DMV, an online referral platform for community services and programs. LinkU DMV is managed by 

FindHelp.org, which is a leading social care network that maintains a repository of community programs and 

resources. FindHelp partners with DC Health to provide this DC-specific site, allowing DC WIC Local Agencies to 

receive referrals through LinkU.  DC WIC staff also use LinkU to make referrals and help address social needs of 

WIC families.

DC Lactation Commission – DC WIC will continue to work with the Mayor’s Lactation Commission members to 

build the capacity and presence of the Commission in the community. DC WIC is a key collaborator and facilitates 

partnerships between multiple agencies [Office of the State Superintendent of Education (OSSE), Department of 

Human Resources (DCHR), Department of Health Care Finance (DHCF), Department of Human Services (DHS)] 

and community-based organizations to strengthen a systems approach to support breastfeeding women in the 

District. DC WIC supports the Commission in strategic planning, maintaining membership, and involving local 

stakeholders in the breastfeeding/lactation space.

In FY25, DC Healthy Start Program (DCHS) activities will be coming to an end after the current grant year in completed. 

The award was not granted to DC Health to continue housing and supporting the program in the community. However, the 
DC Title V team will integrate parts of the work with other programmatic efforts within the Community Health Administration 
at DC Health.

Focus Area 2: Risk Appropriate Perinatal Care 

Performance Measures:

State Performance Measure (SPM) 6: Risk appropriate perinatal care – Decrease the proportion of Medicaid 

beneficiaries who a deliver a low-birthweight infant

Objective 2: Increase percent of pregnant women who initiate prenatal care in the first trimester from 68% to 75%

by 2026

Strategies:

Enhance capacity to provide a space for women to engage in early and continuous prenatal care to prevent maternal 

complications.

Enhance health information technology systems.

Increase identification of women at risk for preterm delivery and offer access to effective treatment to prevent
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preterm birth and referral to Maternal Fetal Medicine specialists.

Increase the identification of effective approaches for improving birth outcomes such as group prenatal care (e.g., 

Centering Pregnancy) that provides a space to engage the target population through health education sessions to 

increase knowledge to encourage positive pregnancy health outcomes.

Improve access to preconception care services, including screening, health promotion, and interventions that enable 

individuals to achieve high levels of wellness, minimize risks, and enter pregnancy in optimal health.

Activities:

In FY25, Title V will continue to provide subject matter expertise guidance to the Preterm Birth Reduction Initiative in 

which four District birthing facilities (Community of Hope, Medstar Washington Hospital Center, Howard University and Unity 
Healthcare, Inc.) were selected through a formal request for the application process, to implement evidence-based 
strategies to reduce the occurrence of preterm birth among at-risk District residents and improve health outcomes. The 
awardees shall continue to implement a targeted, community-based approach to reducing preterm birth and health 
disparities by engaging the priority population, but not limited to Black/African American birthing persons and residents of 
Wards 4, 5, 7, and 8 to build relationships and leverage resources within the community utilizing the following strategies:

Increase the identification of effective approaches for improving health outcomes with the goal of promoting the 

dissemination, adoption and sustainability of these approaches.

Reduce the health disparities that occur by categories such as gender, race or ethnicity, income and education, 

disability, neighborhood, or sexual orientation, informed by the target populations identified by the Disparity Impact 

Statement.

Improve access and utilization of health care.

Access to preconception care services, including screening, health promotion, and interventions that enable 

individuals to achieve high levels of wellness, minimize risks, and enter pregnancy in optimal health, including but not 

limited to:

Increase identification of current substance use, including tobacco and marijuana use and referral to DC 

Quitline and counseling services.

Increase referral and enrollment into WIC and other nutritional services.

Increase referral to chronic disease self-management programs, diabetes self-management education, and 

nutritionists.

Provide education on signs and symptoms of preterm birth.

Increase identification of women at risk for preterm delivery and offer access to effective treatment to prevent 

preterm birth and referral to Maternal Fetal Medicine (MFM) specialists.

Prevention of unintended pregnancies.

There are several key indicators that awardees will be responsible for tracking over the course of the grant period. Data 
Reporting templates will be shared with all grantees and must be submitted with all monthly and quarterly, and annual 
progress reports. The indicators are based on DC Health’s overall strategic objectives and serve as key performance 
indicators to assess progress at helping to reduce maternal morbidity and mortality, including classification of high-risk 
women, intervention and gestational age, entry into care, social determinants of health, centering pregnancy, contraception, 
tobacco product use/marijuana use, and mental health.

In FY25, Title V program will continue to fund two Well Woman Projects: Unity Healthcare, Well Woman Project (Unity) 

and La Clínica del Pueblo’s Mujeres Saludables (Well-women) Project (La Clínica), which are discussed in further 

detail in the Women/Maternal Health Domain. Both grantees have implemented evidence-based well-woman promotion 
strategies to expand access to interception care, preconception care, quality prenatal care, and health care over the life 
course to improve equity of birth outcomes in the District. While both projects focus primarily on Well Woman interventions, 
they also implement strategies directly aligned with Title V’s goal of improving risk-appropriate perinatal care. Such as staff 
training, outreach campaigns, health fairs, and individual education sessions. They will continue to enhance the capacity to 
provide a space for women to engage in early and continuous prenatal care to prevent maternal complications.
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In FY25, the DC Healthy Start Program (DCHS) activities will be coming to an end after the current grant year in 

completed. The award was not granted to DC Health to continue housing and supporting the program in the community. 
However, the DC Title V team will integrate parts of the work with other programmatic efforts within the Community Health 
Administration at DC Health.

Objective 3: Reduce the infant mortality disparity ratio among non-Hispanic Black infants from 3.5 to 2.6 by 2026 

Performance Measures:

SPM 6: Risk appropriate perinatal care - Decrease the proportion of Medicaid beneficiaries who a deliver a low-

birthweight infant

Strategies:

Provide support to newborn screening programs to assist with early diagnosis and connection to intervention 

services.

Incorporate safe sleep education into hospital discharge regulations at birthing facilities in the District.

Support home visiting programs, pre-term birth reduction programs, and case management for high-risk women.

Preconception and prenatal nutrition education to help lower the risk of congenital malformations.

Refer and track referral completion of infants needing additional screening and specialty follow-up.

Activities:

Through Title V support, DC Health will continue to house the DC Health Safe Sleep Program (DC SSP) to educate and 

empower parents, caregivers and partnering agencies with information on SIDS, SUID, and safe sleep practices guided by 
the American Academy of Pediatrics Safe Infant Sleep Recommendations. The program will continue to work with our 
partner Cribs for Kids to obtain and distribute portable cribs (called Cribettes) to eligible District residents. The backbone of 
the DC SSP is its partners. The program will continue to maintain and support its wide-reaching and strong partner base 
made up of almost 40 organizations (including local hospitals, daycare centers, short-term family shelters, and community 
organizations) serving pregnant women and families in the District. Primarily using a “Train the Trainer Model”, the SSP 
Coordinator will continue to train and provide technical assistance to staff at partner organizations, as well as providers at 
childcare settings and trainings in conjunction with the Office of the State Superintendent of Education (OSSE) and Children 
and Family Services Agency’s Child Protective Service (CPS). DC SSP will also continue its partnership with DC Help Me 
Grow (HMG) where HMG will provide safe sleep education to residents and local agency staff. HMG will also continue its 
increasing engagement with Spanish-speaking families.

In FY25, the DC SSP will continue to target infants, birth to twelve months, residing in all DC Wards to ensure all 
neighborhoods have access to the program with a special emphasis on supporting connections to partner agencies that 
serve families in Wards 5, 7 8, which historically have had the highest rates of infant mortality in the District. The following 
are the key areas of focus for FY25:

Fatherhood engagement: The DC SSP will emphasize working with partners to identify, educate and provide 

portable cribs to fathers. This is especially important for fathers who don’t live in the baby’s mother’s home and need 

not only to be educated on the dangers of unsafe sleep practices but also to have a safe place for their baby to 

sleep.

Partnership Expansion: The DC SSP has a long-standing and strong group of partners reaching various entities that 

reach moms and families. Even so, the program continues to explore more opportunities to expand its reach. For 

example, a new partner DC SSP is seeking to partner with is My Sister’s Place, a domestic violence shelter in the 

District that will reach particularly vulnerable mothers that need extra support, like receiving safe sleep education and 

a safe sleeping environment for babies.

Quality Assurance: The DC SSP will continue prioritizing ongoing quality assurance to ensure appropriate and 

consistent partner safe sleep training to eligible parents/caregivers, Cribette distribution and application processing. 

The program will begin conducting site visits again, slowed down during the peak COVID pandemic, as the program
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went all virtual. Internally the SSP will also be updating its Procedures and Process manuals and documents to 

effectively coordinate and continue to sustain the program.

DC BABIES Bill Regulations: Additionally, once the final rulemaking for the DC BABIES hospital regulations is 

published, DC Health will promulgate the regulations to assist in enforcing newborn screening and discharge 

requirements like providing education on safe sleep education. The DC BABIES hospital regulations include 

procedures hospitals, and birthing facilities must follow to report on selected clinical quality measures and ensure 

compliance with comprehensive newborn screening and hospital discharge requirements for newborns delivered or 

cared for at a hospital or a birthing facility in DC.

In FY25, the District of Columbia’s Newborn Hearing Screening Program, also known as the DC Early Hearing 

Detection and Intervention (EHDI) Program, will continue to carry out existing key activities and partnerships but also 

work toward creating structures to implement the mandates of the BABIES Bill as follows:

DC BABIES Bill Regulations: The DC BABIES Bill regulations include the release of newborn screening regulations, 

education materials, and informational sessions. The regulations will outline processes to standardize newborn 

screening procedures and data-sharing protocols at birthing hospitals and facilities, including hearing screening.

Formalizing and Establishing New Partnerships: It is also expected that a more formalized partnership will develop 

with the Office of the State Superintendent of Education (OSSE) through a Memorandum of Agreement (MOA) with 

their Early Intervention Program. This MOA will allow DC Health to have shared access to data, along with OSSE, to 

aid both entities in thoroughly following and tracking babies who are deaf or hard-of-hearing (D/HH) and qualify for EI 

services from the referral stage to the admission and participation stages. In addition, DC EHDI will foster new 

relationships with the Office of Health Equity and the Mayor’s Office of the Deaf, Deafblind, and Hard of Hearing 

(MODDHH).

New HRSA EHDI Grant: DC EHDI will continue its newly awarded 5-year grant applications for continued funding to 

support program initiatives and expand personnel. In its application for funding, the program identified opportunities 

for improvement and ways to maximize expenditures. DC EHDI will also work towards developing an enhanced 

infrastructure dedicated to health equity and adherence to the 1-3-6 benchmark. This project plan’s goal is to solidify 

foundational development for the DC EHDI program starting with obtaining accurate data elements to identify 

populations we serve and ensuring children diagnosed as deaf or hard of hearing (D/HH) are linked to appropriate 

care.

OZ Newborn Screening Database: DC EHDI anticipates implementing Telepathy EHDI in all birthing hospitals. 

Telepathy EHDI is a software tool that captures results directly from screening devices and will assist in reducing 

missing newborn hearing screening results. DC EHDI will support birthing hospitals utilizing the new features, 

provide technical assistance when needed, and implement quality improvement work to track and improve utilization.

Stakeholder Engagement: DC EHDI will continue hosting meetings for stakeholder engagement to assess EHDI 

systems and processes. The program will identify, recruit, and sustain external relationships among lapsed or 

missing EHDI stakeholders to support the inclusive representation of DC. Lastly, DC EHDI will develop targeted 

communications for D/HH families and community partners to assist in outreach.

DC EHDI Family Support: DC EHDI will continue to support the Family Support and Follow-Up Coordinator position 

to carry out a range of activities to facilitate family-to-family and adult-to-family support services for the EHDI 

program and serve the families of the D/HH community in the District. Family Support will be carried out in 

collaboration with professionals, other families with children who are D/HH, and current, up-to-date, evidence-based 

information and resources. This coordinator will be responsible for prioritizing all planned family support 

activities/services to be led or informed by feedback from parents of children who are D/HH or D/HH adults, 

conducting extended follow-ups in the EHDI pathway, assisting in mobilizing community partnerships and 

strengthening community collaborations through linking families to appropriate services, including working together 

with internal and external partners supporting a variety of long-term follow-up services. DC EHDI is also exploring 

opportunities to expand partnerships and strengthen the capacity to provide family support and engage families with 

D/HH children and D/HH adults throughout the District’s EHDI care continuum.
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New DC EHDI Program Coordinator: The DC EHDI Team just welcomed their new program coordinator, thus in 

FY24 the coordinator will get acquainted, lead EHI partners and implement the DC EHDI Work Plan.

In FY25, the DC Health Newborn Metabolic Screening (DC NMS) Program will continue to ensure that all newborns 

born in the District of Columbia are screened for 45 inherited metabolic and genetic disorders that are treatable by diet, 
vitamins and/or medication or by anticipatory measures to prevent attacks by testing infants within 48-72 hours of birth for 
genetic and metabolic disorders prior to leaving the hospital. The program’s goal is to lessen the gap for disparities that exist 
in vulnerable populations by offering resources, interventions, referrals, and follow-up management to all families with 
abnormal screening results as follows:

Continued DC NMS Tracking and Follow-up: DC NMS will continue to follow up on all abnormal lab results, verify 

infant links to a primary medical home, specialist, and/or tailored resources to meet individual needs to better ensure 

that newborns needing further testing are evaluated quickly, referred to specialty care and connected to appropriate 

care and treatment.

Tracking and Surveillance through New Data Repository: The DC NMS Program’s follow-up team facilitates the 

efficient communication of presumptive positives and other abnormal screening results to recommend further 

actions to ensure the case is resolved with the infant’s provider(s) in a timely manner. All abnormal results and 

follow-up activities are recorded and tracked in an internal database management system. DC NMS will continue its 

collaboration with the national newborn screening resource center, Association of Public Health Laboratories’ 

Newborn Screening Technical Assistance and Evaluation Program (NewSTEPs) Program. NewSTEPs is a 

nationally recognized resource center aimed with technology tools to assist with creating a data repository to 

manage and store health care information technology. DC Health and NewSTEPs recently launched an MOA to 

establish a framework in which the DC NMS program will share data with the data repository for tracking and 

surveillance of de-identified case data and quality indicator data. The DC NMS Program is building out a process 

with providers providing infants with specialized care and treatment to collect data on individual confirmed cases. 

These efforts will provide a more streamlined approach that will allow comparisons of the prevalence of screening 

disorders to enhance surveillance and follow-up efforts.

OZ Newborn Screening Database: The DC Health newborn screening database system - OZ eSP Database 

currently only receives newborn hearing screening data in conjunction with the DC Early Hearing Detection and 

Intervention (DC EHDI) Program – will continue to expand to integrate the Newborn Metabolic Screening (NMS) 

Program and the Critical Congenital Heart Disease (CCHD) Screening Program into the database to improve and 

streamline data collection and follow-up. By integrating all of DC’s Newborn Screening Programs into one data 

platform, DC NMS anticipates this integrated effort will help streamline and improve newborn screening surveillance 

and create a more seamless and coordinated approach for referrals, intervention, and follow-up activities.

DC BABIES Bill Regulations: Once the final rulemaking for the DC BABIES hospital regulations is published, DC 

Health will promulgate the regulations to assist in enforcing newborn screening requirements like providing education 

on newborn screening, ensuring consistent documentation of those who don’t consent for screening, 

implementation of screening and data sharing with DC Health to ensure appropriate and timely tracking and follow-

up takes place. The DC BABIES hospital regulations include procedures hospitals, and birthing facilities must follow 

to report on selected clinical quality measures and ensure compliance with comprehensive newborn screening and 

hospital discharge requirements for newborns delivered or cared for at a hospital or a birthing facility in DC.

In FY25, Title V will continue to provide SME support for the District of Columbia Perinatal Quality Collaborative 

(DCPQC). The DCPQC will continue to work with the Clinical Implementation Workgroups to implement data-driven quality 

improvement. To help the hospital further its work using a rapid cycle process improvement. They plan to implement 
Communities of Learning (COL) focused on using data-driven quality improvement to improve bundle-specific measures.
 
The DCPQC will continue to implement racial equity, respectful care, and implicit bias trainings for clinical teams composed 
of staff and providers at 100% of the birthing hospitals (Howard University Hospital, Medstar Washington Hospital Center, 
Sibley Memorial Hospital, Georgetown University Hospital and GW University Hospital) in the District taking part in the
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Alliance for Innovation on Maternal Health patient safety bundles including Severe Hypertension in Pregnancy and Obstetric 
Hemorrhage. The DCPQC will also continue training through the Preeclampsia Foundation on patient education focused on 
enabling patient involvement in PQC collaborative efforts.
 
In FY25, patient and family representatives will be more integrally included in the communities of learning. These individuals 
will work directly with hospital improvement teams as equal members to inform and develop protocols and pilot changes 
designed to improve the quality of care, patient experiences, and clinical outcomes. Lessons learned and a plan identified 
through a national community of learning (COL) along with input directly from participating patients and family members will 
be leveraged to develop plans for the DCPQC to turn thought into action by supporting positive, connected engagement. 
Additional support through national programs such as Momma’s Voices will also be provided to patient and family 
representatives to help them engage effectively with providers on quality improvement and provide feedback on ideas and 
materials.
 
In FY25, the DCPQC will launch a maternal health postpartum and transitions of care workgroup that will focus on 
community stakeholder input along with outpatient providers, relevant DC Government agency, and hospital representation. 
This workgroup will prioritize issues identified by DCPQC members regarding barriers to the transitions of care between 
delivery and postpartum care and engage in data driven quality improvement efforts to address these concerns.
 
In FY25, Title V will continue to provide subject matter expertise guidance to the Preterm Birth Reduction Initiative in 

which four District birthing facilities (Community of Hope, Medstar Washington Hospital Center, Howard University and Unity 
Healthcare, Inc.) were selected through a formal request for the application process, to implement evidence-based 
strategies to reduce the occurrence of preterm birth among at-risk District residents and improve health outcomes. The 
awardees shall continue to implement a targeted, community-based approach to reducing preterm birth and health 
disparities, directly affecting infant mortality, by engaging the priority population, but not limited to Black/African American 
birthing persons and residents of Wards 4, 5, 7, and 8 to build relationships and leverage resources within the community.

As previously shared, the DC Healthy Start Program (DCHS) activities will continue for part of FY25 and come to an end. 

DCHS did not get awarded to DC Health to continue to lead and support the program. However, the DC Title V team will 
integrate parts of the work with other programmatic efforts within the Community Health Administration at DC Health.  

Objective 4: Decrease the percentage of low-birthweight infants with Medicaid insurance from 60% to 40% by

2025

Performance Measures:

SPM 6 Risk appropriate perinatal care - Decrease the proportion of Medicaid beneficiaries who a deliver a low-

birthweight infant

Strategies:

Enhance the capacity to provide a space for women to engage in early and continuous prenatal care to prevent 

maternal complications.

Enhance health information technology systems.

Increase identification of women at risk for preterm delivery and offer access to effective treatment to prevent 

preterm birth and referral to Maternal Fetal Medicine specialists.

Increase the identification of effective approaches for improving birth outcomes, such as group prenatal care (e.g., 

Centering Pregnancy) that provides a space to engage the target population through health education sessions to 

increase knowledge to encourage positive pregnancy health outcomes.

Improve access to preconception care services, including screening, health promotion, and interventions that enable 

individuals to achieve high levels of wellness, minimize risks, and enter pregnancy in optimal health.

Increase prenatal care within the first trimester
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Activities:

As previously shared, in FY25, Title V will continue to provide subject matter expertise guidance to the Preterm Birth

Reduction Initiative in which four District birthing facilities (Community of Hope, Medstar Washington Hospital Center,

Howard University and Unity Healthcare, Inc.) were selected through a formal request for the application process, to
implement evidence-based strategies to reduce the occurrence of preterm birth among at-risk District residents and
improve health outcomes. The awardees shall continue to implement a targeted, community-based approach to reducing
preterm birth and health disparities, directly affecting infant mortality, by engaging the priority population, but not limited to
Black/African American birthing persons and residents of Wards 4, 5, 7, and 8 to build relationships and leverage resources
within the community utilizing the following strategies:

Increase the identification of effective approaches for improving health outcomes with the goal of promoting the 

dissemination, adoption and sustainability of these approaches.

Reduce the disparities in health that occur by categories such as gender, race or ethnicity, income and education, 

disability, neighborhood, or sexual orientation, informed by the target populations identified by the Disparity Impact 

Statement.

Improve access and utilization of health care.

Access to preconception care services, including screening, health promotion, and interventions that enable 

individuals to achieve high levels of wellness, minimize risks, and enter pregnancy in optimal health, including but not 

limited to:

Increase identification of current substance use, including tobacco and marijuana use and referral to DC 

Quitline and counseling services

Increase referral and enrollment into WIC and other nutritional services

Increase referral to chronic disease self-management programs, diabetes self-management education, and 

nutritionists

Provide education on signs and symptoms of preterm birth

Increase identification of women at risk for preterm delivery and offer access to effective treatment to prevent 

preterm birth and referral to Maternal Fetal Medicine (MFM) specialists.

Prevention of unintended pregnancies.

As previously shared, the DC Healthy Start Program (DCHS) activities will continue for part of FY25 and come to an end. 

DCHS did not get awarded to DC Health to continue to lead and support the program. However, the DC Title V team will 
integrate parts of the work with other programmatic efforts within the Community Health Administration at DC Health.

Child Health
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Child Health 

National Performance Measures

NPM - Percent of children, ages 9 through 35 months, who received a developmental screening using a parent-
completed screening tool in the past year (Developmental Screening, Formerly NPM 6) - DS 

Indicators and Annual Objectives

Federally Available Data

Data Source: National Survey of Children's Health (NSCH)

2019 2020 2021 2022 2023

Annual Objective 33 33 33 33 33

Annual Indicator 31.3 28.4 32.2 33.8 36.0 

Numerator 5,748 6,117 6,047 6,083 7,782

Denominator 18,357 21,518 18,806 17,995 21,647

Data Source NSCH NSCH NSCH NSCH NSCH

Data Source Year 2017_2018 2018_2019 2019_2020 2020_2021 2021_2022

 

Annual Objectives

2024 2025

Annual Objective 33.0 33.0
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Evidence-Based or –Informed Strategy Measures

ESM DS.3 - Percent of children who received a developmental screening through MIECHV

Measure Status: Active

State Provided Data 

2021 2022 2023

Annual Objective 33

Annual Indicator 81.8 83.3

Numerator 243 205

Denominator 297 246

Data Source Maternal,Infant, and Early
Childhood Home Visiting

MIECHV Program Data
Collection and Reporting

Syste

Data Source Year 2022 2023

Provisional or Final ? Final Final

Annual Objectives

2024 2025

Annual Objective 85.0 85.0
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ESM DS.4 - Percent of children aged 24 to 35 months who received vaccinations on time to support health 
development

Measure Status: Active

State Provided Data 

2021 2022 2023

Annual Objective 75

Annual Indicator 79.4 59

Numerator 9,092 5,319

Denominator 11,449 9,015

Data Source DC Immunization Information
System (DOCIIS)

DC Immunization Information
System (DOCIIS)

Data Source Year 2022 2023

Provisional or Final ? Final Final

Annual Objectives

2024 2025

Annual Objective 77.0 79.0

Created on 9/27/2024 at 10:26 AMPage 118 of 358 pages



NPM - Percent of children with and without special health care needs, ages 0 through 17, who have a medical 
home (Medical Home, Formerly NPM 11) - MH 

Indicators and Annual Objectives

NPM MH - Child Health - All Children

Federally Available Data

Data Source: National Survey of Children's Health (NSCH) - All Children

2019 2020 2021 2022 2023

Annual Objective 30 30 52

Annual Indicator 51.5 46.6 46.8 44.5 45.4 

Numerator 51,094 46,855 47,657 46,619 57,718

Denominator 99,188 100,579 101,756 104,650 127,025

Data Source NSCH-
NONCSHCN

NSCH-
NONCSHCN

NSCH-
NONCSHCN

NSCH-
NONCSHCN

NSCH-All Children

Data Source Year 2017_2018 2018_2019 2019_2020 2020_2021 2021_2022

 

Annual Objectives

2024 2025

Annual Objective 52.0 52.0
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Evidence-Based or –Informed Strategy Measures

ESM MH.2 - Percent of children and adolescents with and without special health care needs referred to a medical 
home

Measure Status: Inactive - Replaced

State Provided Data 

2021 2022 2023

Annual Objective 46

Annual Indicator 44.6 0

Numerator 57,119 0

Denominator 128,070 10

Data Source National Survey of Childrens 
Health

National Survey of Childrens 
Health

Data Source Year 2021 2022

Provisional or Final ? Final Provisional

ESM MH.3 - Percent of adolescents who elected School-based Health Centers (SBHCs) as their medical home

Measure Status: Active

State Provided Data 

2023

Annual Objective

Annual Indicator 29.1

Numerator 1,936

Denominator 6,657

Data Source DC Health School-Based Health Centers

Data Source Year 2023

Provisional or Final ? Final

Annual Objectives

2025

Annual Objective 30.0
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NPM - Percent of children, ages 1 through 17, who had a preventive dental visit in the past year (Preventive 
Dental Visit - Child, Formerly NPM 13.2) - PDV-Child 

Indicators and Annual Objectives

NPM PDV-Child - Child Health

Federally Available Data

Data Source: National Survey of Children's Health (NSCH)

2019 2020 2021 2022 2023

Annual Objective 85 85 85 85 85

Annual Indicator 84.1 81.7 81.3 80.3 80.2 

Numerator 91,795 94,766 94,190 92,683 93,100

Denominator 109,193 115,963 115,923 115,379 116,072

Data Source NSCH NSCH NSCH NSCH NSCH

Data Source Year 2017_2018 2018_2019 2019_2020 2020_2021 2021_2022

 

Annual Objectives

2024 2025

Annual Objective 85.0 85.0
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Evidence-Based or –Informed Strategy Measures

ESM PDV-Child.4 - Percent of Medicaid enrolled children ages 1-17 years receiving preventive dental care
through the School-based Oral Health Program

Measure Status: Active

State Provided Data 

2021 2022 2023

Annual Objective 42

Annual Indicator 43.8 45.8

Numerator 38,933 42,100

Denominator 88,807 91,886

Data Source Medicaid Medicaid

Data Source Year 2022 2023

Provisional or Final ? Final Provisional

Annual Objectives

2024 2025

Annual Objective 44.0 46.0
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State Performance Measures

SPM 3 - Mental Health- Increase the percent of children and adolescents, ages 3-17 with mental health needs who 
received counseling

Measure Status: Active

State Provided Data 

2019 2020 2021 2022 2023

Annual Objective 20 20 9

Annual Indicator 12.3 7.7 11.8

Numerator 19 7,740 11,308

Denominator 154 100,519 95,830

Data Source Wendt Center National Survey of
Childrens Health

National Survey of
Childrens Health

Data Source Year 2021 2021 2022

Provisional or
Final ?

Final Final Final

Annual Objectives

2024 2025

Annual Objective 11.0 13.0
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State Action Plan Table

State Action Plan Table (District of Columbia) - Child Health - Entry 1

Priority Need

Improving coordination to early intervention services and supporting healthy child development 

NPM

NPM - Percent of children, ages 9 through 35 months, who received a developmental screening using a parent-completed 
screening tool in the past year (Developmental Screening, Formerly NPM 6) - DS

Five-Year Objectives

Increase the percent of children ages 9 through 35 months, who received developmental screening using parent-
completed screening tool in the past year from 32.2% to 36.9% by 2026

Increase the percent of children with up-to-date vaccinations at 2 years of age from 71% to 80% by 2026.

Strategies

Link ASQ Enterprise between OSSE and DC Health to determine the scope of screening duplication.

Expand and utilize the Online ASQ Enterprise System to document screenings for early childhood development centers, 
early learning improvement networks, childcare, and medical providers.

Provide leadership for the State Early Childhood Development and Coordinating Council, a multi-sector body with the 
mission of supporting and advocating for policies and practices to improve collaboration and coordination among agencies 
and community partners, to ensure a comprehensive early childhood education and development system.

Screen, coordinate and connect families to services that promote optimal early childhood development to increase a 
child’s chances of successful transition to school.

Implement resources to support families whose children have a positive developmental screening.

Expand awareness, knowledge, and provide support to home-visiting programs.

Promote timely immunization of DC children by working with medical providers and other stakeholders to increase the 
accessibility of immunizations; educating residents about the value of immunization; and tracking and reporting on vaccine 
administration and immunization coverage
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NOMs

NOM - Percent of children meeting the criteria developed for school readiness (DEVELOPMENTAL) (School Readiness, 
Formerly NOM 13) - SR

NOM - Percent of children, ages 0 through 17, in excellent or very good health (Children's Health Status, Formerly NOM 
19) - CHS

ESMs Status

ESM DS.1 - Number of children who received a developmental screening Inactive

ESM DS.2 - Operationalize the use of a centralized registry (ASQ HUB) to track data on 
developmental screening.

Inactive

ESM DS.3 - Percent of children who received a developmental screening through MIECHV Active

ESM DS.4 - Percent of children aged 24 to 35 months who received vaccinations on time to support 
health development

Active
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State Action Plan Table (District of Columbia) - Child Health - Entry 2

Priority Need

Improving access to healthcare and healthful foods among children 

NPM

NPM - Percent of children with and without special health care needs, ages 0 through 17, who have a medical home 
(Medical Home, Formerly NPM 11) - MH

Five-Year Objectives

Increase the percent of children ages 0-17 who have a medical home from 46.8% to 47.9% by 2026 

Strategies

Introduce early connections to a medical home through care coordination and collaboration with non-clinical partners (e.g. 
home visiting, CBOs).

Provide practice-based navigation services to families of children in accessing and coordinating medical care and 
community resources.

Work with SBHCs to implement child-friendly approaches including confidential services; a safe, non-judgmental clinic 
environment; and the availability of services that address adolescents’ most prevalent needs (reproductive and mental 
health services) in the school.

Link families (including partners) who have children 0-5 and have concerns about their child’s developmental and or socio-
emotional health to a medical home.

Increase awareness in schools about the importance of identifying a medical home provider.

Provision of referral assistance with students and families.

Support place-based initiatives to reach children and families where they live and play. 

ESMs Status

ESM MH.1 - Number of children and adolescents with and without special health care needs referred 
to a medical home

Inactive

ESM MH.2 - Percent of children and adolescents with and without special health care needs referred 
to a medical home

Inactive

ESM MH.3 - Percent of adolescents who elected School-based Health Centers (SBHCs) as their 
medical home

Active
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NOMs

NOM - Percent of children with special health care needs (CSHCN), ages 0 through 17, who receive care in a well-
functioning system (CSHCN Systems of Care, Formerly NOM 17.2) - SOC

NOM - Percent of children, ages 3 through 17, with a mental/behavioral condition who receive treatment or counseling 
(Mental health treatment, Formerly NOM 18) - MHTX

NOM - Percent of children, ages 0 through 17, in excellent or very good health (Children's Health Status, Formerly NOM
19) - CHS

NOM - Percent of children, ages 0 through 17, who were unable to obtain needed health care in the past year (Forgone 
Health Care, Formerly NOM 25) - FHC
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State Action Plan Table (District of Columbia) - Child Health - Entry 3

Priority Need

Improving the oral health of Pregnant Women, children and adolescents. 

NPM

NPM - Percent of children, ages 1 through 17, who had a preventive dental visit in the past year (Preventive Dental Visit -
Child, Formerly NPM 13.2) - PDV-Child

Five-Year Objectives

Increase the percent of children aged 1-17 who are <200% FPL (Medicaid proxy) that had a dental visit from 75% to 80% 
by 2026

Strategies

Continue to administer the School-Based Oral Health Program (SBOHP) to increase access to preventive dental services 
for students ages 0 - 17 enrolled at the District’s LCDCs, public schools, and public charter schools, who may not 
otherwise be using the dental care system.

Provide accessible dental homes and oral health education to the DC population

Provide annual preventive oral health services (i.e., education and treatment in every DC school)

Use public-and-private partnerships to ensure every DC resident has equitable access to oral health services

Recruit and retain dental workforce to practice in shortage areas through the State Loan Repayment Program

Research, compile and publish an oral health utilization brief in conjunction with the Primary Care Office (PCO)

Implement a grant program to address workforce challenges following the pandemic and share resources, evaluation 
findings, and lessons learned

Implement a grant program to redirect preventable oral health utilization in emergency departments and share resources, 
evaluation findings, and learnings
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NOMs

NOM - Percent of children, ages 1 through 17, who have decayed teeth or cavities in the past year (Tooth decay or 
cavities, Formerly NOM 14) - TDC

NOM - Percent of children with special health care needs (CSHCN), ages 0 through 17, who receive care in a well-
functioning system (CSHCN Systems of Care, Formerly NOM 17.2) - SOC

NOM - Percent of children, ages 0 through 17, in excellent or very good health (Children's Health Status, Formerly NOM 
19) - CHS

ESMs Status

ESM PDV-Child.1 - Number of children and youth provided with preventive oral health services 
through a SBHC.

Inactive

ESM PDV-Child.2 - Number of children ages 1-17 years receiving preventive dental care from a 
dentist.

Inactive

ESM PDV-Child.3 - Percent of women enrolled in Medicaid that received oral health education 
services

Inactive

ESM PDV-Child.4 - Percent of Medicaid enrolled children ages 1-17 years receiving preventive dental 
care through the School-based Oral Health Program

Active
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State Action Plan Table (District of Columbia) - Child Health - Entry 4

Priority Need

Reducing grief and trauma-related symptoms among children and adolescents. 

SPM

SPM 3 - Mental Health- Increase the percent of children and adolescents, ages 3-17 with mental health needs who 
received counseling

Five-Year Objectives

Increase the percent of children with mental health needs who received counseling from 59.1% to 65% by 2026

Strategies

Provide training and consultation/crisis support on trauma and bereavement to key partner staff (i.e. teachers, 
administrators, social workers).

Provide individual or group therapy to District residents, ages 6-21, who have been exposed to trauma and/or traumatic 
loss.

Engage in service coordination with the DC Department of Behavioral Health and other clinical service providers in partner 
schools and community organizations.

Refer participants to appropriate mental health and other community services as needed and follow-up with parents/legal 
guardians to verify completion.

Provide mental health screenings to children in the District.

Support Care Coordination efforts to increase access to community-based organizations in the District.

Improve maternal and child health, prevent child abuse and neglect, encourage positive parenting and promote child 
development and school readiness.

Exploration of LinkU/FindHelp to increase referrals and counseling for pregnant women, children and adolescents with and 
without special health care needs, and families
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Child Health - Annual Report

Child Health
Annual Report Year 2023 

Priority Area 1: Improving coordination to early intervention services and supporting healthy child development.

The first three years of a child’s life are critical years of social, emotional, and cognitive development that prepare children 
for school and beyond. Caring and supportive environments that promote optimal early childhood development greatly 
increase a child’s likelihood of a successful transition to school. Responsive caregiving and nurturing, secure housing, 
balanced nutrition, and safe communities are important for children to live, learn, grow, and develop to their full potential. 
Many families benefit from receiving help understanding and supporting their child’s development and knowing how to find 
and access the resources they need.  Ensuring families are aware and connected to necessary services relies on
coordination and alignment across multiple systems that influence early childhood development. 

In D.C., exposure to risks and access to resources vary by neighborhood, with several Community Health Needs 
Assessments (CHNA) revealing concerning trends in social determinants of health, such as housing and food insecurity, at 
the Ward- and cluster-level. Specifically, residents in clusters 38 (Douglas and Shipley Terrace) and 39 (Congress Heights, 
Bellevue, and Washington Highlands) in Ward 8 experience continued vulnerability to many negative health outcomes in the 
face of systemic issues like poverty and health inequities.  In addition, families living in the District often face challenges 
navigating complexities within the healthcare, public health, early childhood, and social services systems. Improving 
coordination and alignment across these multiple systems is critical to ensure families are connected to the necessary
resources to support healthy child development. 

Closing the chasm between clinical medicine and public health is one of DC Health’s strategic priorities, especially 
considering opportunities for health promotion are created primarily outside of the health care and traditional public health 
systems. Effective screening and service delivery systems within early childhood is paramount to improving health 
outcomes and success of families and children ages zero to five (0-5) years old in the District. Maintaining a coordinated 
and effective cadre of partners within the early childhood arena lends to credible and long-lasting positive youth development 
(in forecasting the future of children, past the formative years of 0-5). DC Health recognizes the special opportunity to lead 
many of the major health initiatives in the District of Columbia. By doing so, DC Health works with and convenes a variety of
critical partners who collectively assist in making sure the District of Columbia’s youngest residents are connected to and 
receiving optimal services and care. 

Performance Measures:

National Performance Measure (NPM) DS: Percent of children, ages 9 through 35 months, who received a 
developmental screening using a parent-completed screening tool in the past year.
Evidence-based or-informed Strategy Measure (ESM): Percent of children who received a developmental screening 
through MIECHV.

Objective 1: Increase the percent of children ages 9 through 35 months, who received developmental screening
using a parent-completed screening tool in the past year from 32.2% to 36.9% by 2026.   

Strategies: 

Link ASQ Enterprise between OSSE and DC Health to determine the scope of screening duplication.
Expand and utilize the Online ASQ Enterprise System to document screenings for early childhood development 
centers, early learning improvement networks, childcare, and medical providers.  
Provide leadership for the State Early Childhood Development and Coordinating Council, a multi-sector body with the 
mission of supporting and advocating for policies and practices to improve collaboration and coordination among 
agencies and community partners, to ensure a comprehensive early childhood education and development system.
Screen, coordinate and connect families to services that promote optimal early childhood development to increase a 
child’s chances of successful transition to school.
Implement resources to support families whose children have a positive developmental screening. 
Expand awareness, knowledge, and provide support to home-visiting programs. 

Activities:

The District recognizes the critical importance of early childhood development during the first five years and invests 
significant resources in supporting families whose children are not meeting developmental milestones. All District programs' 
goals and strategies are aligned with DC Health’s Community Health Administration Framework for Improving Community 
Health. The Individuals with Disabilities Education Act (IDEA) regulates early intervention and special education for young 
children with developmental delays and disabilities in the District. Disabilities Education Act (IDEA), Part C, focuses on 
special education for children ages 0-3 years and provides funding for states and the District to provide a coordinated 
system for early intervention. In the District, the Strong Start DC Early Intervention Program provides those services. IDEA, 
Part B focuses on the management of special education for school-aged children. In the District, the Early Stages program 
serves children ages 2 years 8 months to 5 years 10 months. Services for children older than 5 years 10 months are
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provided by the school district. These programs use the Ages and Stages Questionnaire (ASQ) to determine if a child 
would benefit from an evaluation. Ages and Stages (ASQ) HUB is managed by DC Health through a subscription from 
Brookes Publishing Company using Title V funds. Each ASQ HUB houses ASQ Enterprise and ASQ Pro accounts that
support multiple programs and their corresponding developmental screening data. ASQ HUB is an effort aimed at better 
coordination of population-level children developmental screening efforts conducted by agencies/ providers that screen 
children in DC. Through the HUB, DC Health will be able to: 

1. map out the developmental screening landscape in the District, 
2. avoid duplication of screening efforts among children residing in the District, 
3. identify developmental screening gaps to ensure all children are identified early for risk of developmental delay,
4. report population level developmental screening data, and 
5. support timely connection for children, with positive developmental screening results, to early intervention.

Through a Memorandum of Understanding (MOU) and an ASQ Hub Linking Agreement, DC Health and the DC Office of 
State Superintendent of Education (OSSE) collaborate closely to support the early identification and Part C eligibility 
determination for infants and toddlers and implement a District-wide system of coordinated developmental screening for 
children from ages two (2) to five (5). Through this MOU, OSSE provides mid-year and annual reports of all screened 
children to DC Health. The Department of Behavioral Health shares its child screening data in DC Health’s ASQ Enterprise 
account, and DC Health staff can monitor children in their care screening for developmental delays. Additionally, DC Health 
leads several programs that screen children for developmental delay in its ASQ Enterprise account such as the Maternal, 
Infant and Early Childhood Home Visiting (MIECHV) Program, Georgetown Parenting Support Program and other local home
visiting programs, and the Help Me Grow Program. 

DC Title V program continues to provide subject matter expertise, guidance, and support to the DC Maternal, Infant and 
Early Childhood Home Visiting (MIECHV) program. MIECHV provides voluntary home visiting services to support 
pregnant women, caregivers, and new moms to promote infant and child health, foster education and school readiness, and 
help prevent child abuse and neglect. MIECHV’s project goal and mission are in alignment with Title V’s NPM 6, ESM 6.1, 
and objective 1 listed above. The District of Columbia's home visiting program uses an early childhood framework that 
promotes the implementation of evidence-based interventions to improve outcomes for prenatal women and parents with 
children ages zero to five years old. Incorporated into the District’s early childhood system, the MIECHV program aims to 
reduce child abuse and neglect and increase school readiness through positive parenting support and timely developmental 
screenings. The overall mission is to improve birth and child health and developmental outcomes through high quality 
evidence-based home-visiting models implemented with fidelity.  There are current and emergent needs, barriers, 
strengths, and opportunities for early detection of developmental delay and disability among children from birth to age 5
years. 

According to the Centers for Disease Control and Prevention’s (CDC) Act Early Response to COVID-19 2020 Needs 
Assessment Report, 91% of participants were “highly impacted” by early identification of developmental delays and 
disabilities in young children from birth to age 5 years, and as a result of COVID-19, the number of children served by early
childhood programs and systems decreased by 48%. 

The District’s MIECHV Program continued to fund the Mary’s Center Home Visiting Program to support their work in 
FY23.  Home visiting services were provided to various participant populations. Of the 188 participants served, 47.3% 
identified as Hispanic or Latino and 52.7% identified as not Hispanic or Latino, with 49.5% identifying as Black or African 
American, 29.3% identifying as White, 20.2% identifying as more than one race, <1% identifying as Asian, and <1% 
identifying as American Indian/Alaskan Native.  Through the DC MIECHV program, Mary’s Center provides and supports the 
delivery of coordinated, high quality and voluntary, evidence-based home visiting services to at least 170 eligible families of 
prenatal women and children birth to age 5 years, living in communities with low income through the implementation of two 
(2) evidence-based home visiting models with fidelity: Parents as Teachers (PAT) and Healthy Families America (HFA). 
Through referral linkages from public and private partnerships, community-based organizations, and health care providers, 
these services target Health Planning Groups/Neighborhoods (formerly called Neighborhood Clusters) within Wards 4, 5, 7 
and 8, which have been identified as the geographical areas with the lowest socio-economic indicators and poorest health
outcomes in the 2020 MIECHV Needs Assessment for Washington DC. 

DC Health delineates statistical neighborhoods to facilitate small-area analyses and visualization of health, economic, 
social, and other indicators to display and uncover disparate outcomes among populations across the city. The targeted 
Health Planning Neighborhoods within Wards 4, 5, 7 and 8, are: 2, 8, 16, 17, 18, 19, 21, 23, 28, 29, 30, 31, 32, 33, 34, 35, 36, 
37, 38, and 39. Children are screened to identify any developmental delays or disabilities before reaching school age. If a 
child's screening is positive, they are referred to early intervention services for additional assessment/evaluation. This is 
pivotal to identifying their needs before school entry. The Family Support Worker (FSW) provides follow up to ensure that the 
family has been successfully linked to services and provides continued assistance to address any barriers to services such 
as language, finances, transportation, etc. In FY23, 81.4% of eligible children enrolled in MIECHV received developmental 
screening. In addition, MIECHV also monitors the proportion of enrolled children (9-35 months of age) that receive timely 
developmental screenings using the schedule guidance provided by the American Academy of Pediatrics (screening at 9 
months, screening at 18 months, and screening at 30 months of age). In FY23, 59% of MIECHV children, ages 9 through 35 
months, received timely screening for depression; and 50% of children with positive screens for developmental delay were
successfully referred and linked to services in a timely manner (i.e., within 45 days of referral). 
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The Georgetown University Parenting Support Program (PSP) helps families with intellectual disabilities navigate the 
systems and environments in which they live. It is estimated that 6 percent (4.1 million) of parents of children under the age 
of 18 had disabilities in the U.S. In 2020, it was estimated that 2.8% or 2,700 parents with a disability have a cognitive 
disability and have children under 18 years of age in D.C. PSP is a voluntary home visiting program that implements the 
Parents as Teachers (PAT) evidence-based home visiting model and the Health & Wellness Curriculum for At-Risk 
Families. The program provides support to parents or caregivers with intellectual or developmental disabilities who are 
pregnant or have children between the ages of 0-5 years. Parents with intellectual and developmental disabilities (IDD) 
experience challenges when their children have developmental delays, disabilities, special health care, or behavioral health
needs. 

Program goals support the Framework’s strategy to increase the number of at-risk families with children under the age of 5 
enrolled in home visiting or home visiting support services as well as increase the percentage of children under age 3 who 
are screened for development using standardized tools. The program has continually promoted screening and early 
detection of developmental delays among children using standardized tools such as the Ages and Stages questionnaire and
linking families to appropriate community services and resources. The essential requirement for the Parents as Teachers 
Model includes monitoring of child health screening, child development screening, and developmental surveillance. All 
parents and caregivers receiving services from PSP engaged in the community, remote/virtual or telephone personal visits. 
Activities such as required screenings as well as identification of priorities for individualized parent support plans among 
others were completed. 

During home visits, a home visitor administers or reviews the parent-administered Ages & Stages Social and Emotional 
(ASQ: SE-2) screening tool which recognizes young children at risk for social or emotional difficulties, identifies behaviors of 
concern to caregivers, and identifies any need for further assessment. In FY23, 8 children in the Georgetown PSP home 
visiting program were screened for Social and Emotional challenges using the ASQ-SE validated screening tool. 
Georgetown University PSP reported zero (0) positive screenings. Recommendations for rescreening of children that score 
in the monitoring zone take place 2-4 months after the initial screening. Parents and home visitors complete age-appropriate 
activities to support the children’s social-emotional development. Recommendations for follow-up action require the parent 
to share the scores with their child’s health care provider, early intervention services as well as continued support and 
monitoring of the child’s social-emotional well-being. When the Georgetown University Parenting Support Program identifies
a child with a positive screening, they have referred them to early intervention organizations such as Strong Start. 

In FY23, Georgetown University PSP provided services for 22 caregivers and 27 children with an average of 12 visits per 
household. Of the children served by the program, 70% of children received a developmental screening with 100% of 
children screening positive for developmental delay being successfully linked to services. Additionally, 100% of children had
a medical home and 80% of children received age-appropriate well child visits.  

In FY23 Title V continued to provide program evaluation support to the Help Me Grow (HMG) DC program. HMG DC works 
with expectant mothers and families with children ages 0-5 years. HMG DC provides a free, confidential, centralized 
telephone access point (1-800-MOM-BABY) that connects callers with Care Coordinators that use motivational interviewing 
to answer questions about pregnancy concerns, breastfeeding, child health and development, or resource needs; connect 
families with resources and services in the community that best fits their needs: and ensure a connection is made through 
follow-up with the families.  According to the DC COVID-19 Pandemic Health and Health Recovery Report, written by DC 
Health Leadership, families continue to experience economic hardships post-pandemic. Therefore, the District recognizes 
the need to continue addressing the social determinants of health contributing to an individual’s quality of life. Families 
consistently communicate prevalent challenges to the Care Coordinators including access to appropriate healthcare, 
access to baby items, affordability and access to healthy foods, safe housing, and job security. Overall, HMG aims to 
support centralized intake and care coordination for more families, increase partnerships within the community for referrals, 
improve early detection and referral to early intervention among healthcare providers, and improve data collection and 
analysis for continuous quality improvement.

Help Me Grow’s data management system (Star Database) supports input of all client information and ensures client follow-
up information is accurately documented to assist Care Coordinators with follow-up procedures. The Star Database allows 
Care Coordinators to organize family interest into two separate categories of inquiry and intake. Inquiry is strictly defined as 
requested services that do not require Care Coordination follow-up past one day or families who call in to gain information 
only. Intake cases are requested services that require care coordination for two (2) or more months which may require care 
coordination interventions. The figure below shows FY23 data of children and families who received services from Help Me
Grow. 

Figure 1. Unduplicated Counts of Children and Families Served by HMG (FY 2023)

 Unique Children Unique Families

Inquiry 139 129

Intake 296 259

Total 435 388
*Unique children/families refer to unduplicated counts of children/families. 
^A child/family is counted once irrespective of the number of times they have been served by the program during the year.
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In FY23 HMG DC partnered with agencies such as the DC Child and Family Services Agency (CFSA), Department of Health 
Care Finance (DHCF), DC Department of Human Services (DHS), DC Office of the State Superintendent of Education 
(OSSE), and District of Columbia Public Schools (DCPS) to develop several MOUs to collectively respond to the challenges 
identified by residents and streamline referral processes. The HMG program is working to increase partnerships with 
agencies through the DC Health’s Ages and Stages (ASQ) Enterprise Account.  Increasing agency participation will improve 
the ability to reduce duplicate screening efforts, increase appropriate screenings, and share developmental screening data
within the District. Future efforts also involve spearheading training for providers within the District who utilize and conduct 
ASQ screens, assessing barriers to utilization, and exploring the feasibility of other tools. 

Performance Measures:

National Performance Measure (NPM) DS: Percent of children, ages 9 through 35 months, who received a 
developmental screening using a parent-completed screening tool in the past year.
ESM 6.4: Percent of children who received vaccinations on time to support healthy development. 

See Child Health FY25 Application for revision to this performance measure

Objective 2: Increase the percent of children with up-to-date vaccinations at 2 years of age from 71% to 80% by
2026. 

Strategies:

Promote timely immunization of DC children by working with medical providers and other stakeholders to increase 
the accessibility of immunizations; educating residents about the value of immunization; and tracking and reporting 
on vaccine administration and immunization coverage

Activities:

DC Health’s Immunization Division aims to increase and sustain immunization coverage to prevent vaccine preventable 
diseases across the lifespan. As part of the pandemic recovery, DC Health Immunization Division focused on catching 
children up with their routine pediatric immunizations. In April 2022, CDC released the Morbidity and Mortality Weekly 
Report on Vaccination Coverage with Selected Vaccines and Exemption Rates Among Children in Kindergarten – United 
States, 2020-21 School Year and DC ranked last out of all states for coverage of two doses of MMR (78.9%), two doses of 
Varicella (78.0%), and five doses of DTaP (78.8%). This data, combined with enforcement of the District’s immunization 
attendance policy led DC Health to partner with the Office of the State Superintendent of Education (OSSE) in launching a 
campaign to increase vaccine compliance of students and schools in all grades. Capitalizing off improvements made in 
immunization compliance during the fall of 2022, the Immunization Division revised the approach to focus on enforcement of 
immunization compliance in four key grades: students entering PK3, kindergarten, 7 th  grade, and 11 th  grade. Additional 
school-associated vaccination opportunities were offered in the last few weeks prior to the start of school, and again at 
specific time points of school outreach. Children entering PK3 needed to have a series of childhood vaccinations occurring 
between the ages of 24-35 months to be compliant to begin school. Enhanced vaccine-only appointments at health centers 
enrolled in the Vaccines for Children program also provided additional capacity to allow children to receive their necessary 
immunizations. In addition, the Immunization Division collected vaccine records for direct data entry to DOCIIS. By the fall of
2023, immunization compliance in DCPS and public charter schools rose to 87.5%. 

 

Priority Area 2: Improving access to healthcare and healthful foods among children.

Providing children with equitable access to quality healthcare and healthful foods is vital for children not only to survive but to 
thrive. Quality health care can influence children’s physical and emotional health, growth, and development and their 
capacity to reach their potential as they grow up into healthy adults. The American Academy of Pediatrics (AAP) specifies 
seven qualities essential to medical home care: accessible, family-centered, continuous, comprehensive, coordinated, 
compassionate, and culturally effective. All children are at increased risk of developing preventable conditions if proper care 
is not provided on time and healthy food provides the required nutrients for positive growth and development in children. 
Without a proper diet, children and families are at an increased risk of preventable diseases including diabetes, 
hypertension, and cancer. Families living in the District of Columbia often face challenges when navigating the complex 
healthcare system. Families can also experience inequitable access to full-service grocery stores if they live in DC Wards 7 
and 8. It is critical for DC Health to ensure all children are connected with quality healthcare and have access to affordable 
healthy food options to ensure optimal thriving in their environments. Below is a detailed report on DC Title V’s approach to
enhancing access to healthcare. 

 For information on the increasing access to healthy food, refer to the Cross Cutting Domain Report. 

Performance Measures:

NPM MH: Percent of children with and without special health care needs, ages 0 through 17, who have a medical 
home.
ESM 11.1: Percent of children and adolescents with and without special health care needs referred to a medical
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home
See Child Health FY25 Application for revision to this performance measure 

Objective 2: Increase percent of children ages 0-17 who have a medical home from 46.8% to 47.9% by 2026.

Strategies:

Introduce early connections to a medical home through care coordination and collaboration with non-clinical partners 
(e.g., home visiting, CBOs).
Provide practice-based navigation services to families of children in accessing and coordinating medical care and 
community resources.
Work with SBHCs to implement child-friendly approaches including confidential services; a safe, non-judgmental 
clinic environment; and the availability of services that address adolescents’ most prevalent needs (reproductive and 
mental health services) in the school.
Link families (including partners) who have children 0-5 and have concerns about their child’s developmental and or 
socio-emotional health to a medical home.
Increase awareness in schools about the importance of identifying a medical home provider. 
Provision of referral assistance with students and families.
Support place-based initiatives to reach children and families where they live and play.

Non-English speakers and immigrant families in the District often face difficulty when interacting with the medical system or 
other points of care. Language and cultural barriers make it hard to engage with such systems, which makes it further 
difficult to understand what services are available and how to access them.  Some families believe they are discriminated 
against by not being offered the same health services and resources as their English-speaking counterparts, and some 
families are dependent on their children to translate- all in the efforts to access care. Title V continued to fund the Mary’s
Center, Medical Home Identification for School-Age Children and Families Program (Mary’s Center) in FY23. 

With this project, Mary’s Center implemented strategies to reduce barriers to health care by providing trauma-informed 
services with a focus on cultural diversities. A dedicated Family Support Worker (FSW) working within an existing School-
Based Mental Health (SBMH) program across 26 DC public and public charter schools educates students and families 
about the importance of selecting a medical home, and to assist with referrals to care and enrollment into medical home 
services at Mary’s Center. A Family Support Worker (FSW) is a short-term case manager who meets with families virtually 
or in person for up to four visits to provide support and connection to area resources. The FSW specializes in providing 
culturally and linguistically appropriate care and services.

In FY23, Mary’s Center FSW presented at all 26 partner school communities. The FSW engages with families of children 
ages 0-17, with or without special healthcare needs and assists with access to health care, which includes medical, dental 
and behavioral health services as well as providing referrals to much needed community resources. The targeted population 
is composed of students and their families from 26 DC public and charter schools, who otherwise would not have access to 
healthcare, such as those who are non- English or limited English speaking; newly arrived families; or those with 
undocumented U.S. status. Mary’s Center maintains a partnership with these 26 schools and currently provides SBMH 
programming within each of the schools. Presentations increased awareness of services offered by Mary’s Center and the 
staff and disseminated information on low-barrier ways to access those services. In addition to linking students and their 
families to a medical home, the FSW provides short-term case management services that include: Referrals to medical, 
dental, and/or BH services and support scheduling,  community education outreach, Social Determinants of Health 
screening, Insurance applications and renewals, SNAP/TANF applications and renewals, WIC referrals, Connection to 
mental health services and resources, Domestic violence resources for victims and survivors, Perinatal support and 
referrals to community resources, i.e. free car seats, transportation assistance, and utilities support. 

At Mary’s Center, 432 referrals were made to the FSW by school staff and clinicians in FY23. 109 SBMH families were 
provided support to enroll/recertify with Medicaid and public benefits such as SNAP and TANF. 23 newly arrived immigrant 
families were supported by the FSW. Mary’s Center implemented a cross-departmental Continuous Quality Improvement 
(CQI) Committee, which tracks quality initiatives across service lines. The CQI program, led by the Director of Quality and 
Outcomes, evaluates outcomes of all programs and departments. The dashboard for this project shows how many 
referrals were made to Mary’s Center, the types of services received, and the level of engagement was measured by a
client attending a second appointment at Mary’s Center.  

This project, supporting the FSW role, provides much-needed access to identifying a medical home that provides high-
quality medical, dental, behavioral health, and social services, which includes short-term case management support. 
Through the Medical Home Identification for School-Age Children and their Families Grant at Mary’s Center, the pressing 
needs of families was emphasized with the referrals received. The team learned that families most often needed connection 
to counseling/therapy services, food resources as well as housing support, i.e., utility and rental assistance. Resources are 
much scarcer for those without legal status in the U.S. and we must explore additional options, such as exploring the 
family’s social support system for assistance. Interventions like this help identify and strengthen support systems and
explore supports that would otherwise go unnoticed, i.e., places of worship, neighbors, and friends.   

At the peak of FY22, many families in the District described challenges involving Medicaid managed care organizations 
(MCO) enrollment or renewals throughout their care coordination process. To support addressing the challenge, DC

Created on 9/27/2024 at 10:26 AMPage 136 of 358 pages



Health’s Help Me Grow (HMG) program partnered with the Department of Health Care Finance (DHCF) to speak with 
Medicaid MCOs during Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) Work Group meetings.  DC 
Health and the Medicaid MCO’s successfully developed a bi-directional referral process where the Help Me Grow Program 
links families with a managed care organization. In addition, Medicaid MCOs refer families to HMG for support with linkage to 
perinatal support, maternal health, and early childhood development. In FY23, HMG enhanced its collaboration efforts with 
CareFirst, Medstar Family Choice, AmeriHealth, and Amerigroup MCO’s. Bi-directional referrals and participation at health 
events afforded families the opportunity to become aware of health education and promotion activities offered by each MCO 
for perspective enrollees. Collaborations with the MCOs increased HMG efforts aimed to reduce the rates of morbidity and
mortality, such as initiatives aimed to increase timely prenatal/postnatal care, behavioral health services, and early 
intervention services for children ages 0-5 years. 

In FY23, Title V continued to support Smart from the Start (SMART). SMART is a two-generation family support, 
community engagement, and school readiness organization with a mission to prevent the achievement gap, and to promote 
healthy development of children living in the most underserved communities in Boston and Washington, DC. In the District 
of Columbia, SMART serves children aged 0-5 and their families in at-risk communities in Ward 8, specifically focusing on 
the Woodland/Fort Stanton, Garfield Heights, and Knox Hill communities. SMART programming is led within city-run housing 
developments in designated classrooms and areas for infant, toddler, and preschool programming and smaller rooms that 
serve as “relaxation stations” for counseling and parent support. The program hires and trains residents from the 
neighborhood to help facilitate and coordinate programming. Additionally, the program serves as an “anchor agency” for 
other organizations in the community to provide on-site services to children and families. In FY23, SMART served 646 
children and 857 families with a customized array of strength-based, culturally appropriate services, community events, and 
connections​. SMART provided a total of 120 events, activities, and workshops for the community. Eight hundred, fifty-seven 
(857) adults attended at least one activity/workshop and 428 adults attended at least two activities/workshops. SMART 
continues to align with DC Health’s Title V priority areas 1 and 2:  Improving coordination to early intervention services and 
supporting health child development and Improving access to healthcare and healthful foods among children by providing 
individualized assessments, counseling, crisis intervention, and care coordination. SMART screened 75% of children 
served for developmental delays and 79.2% of children whose families were involved with SMART continuously for more 
than a year, were on track for physical health and development, cognitive and language development, and social-emotional 
development.  While many needs can be addressed through SMART’s core services, families often require connection to 
outside community services, such as food and clothing, substance use treatment, counseling services, housing, and 
domestic violence services. Staff often accompany families to community agencies to serve as advocates, as well as 
model self-advocacy skills for parents. In FY23, SMART maintained 63 relationships and partnerships with various 
community organizations and developed 10 new partnerships with organizations that serve the Woodland Terrace 
community. SMART referred 128 participants for other services including job training, GED, material assistance (i.e. food, 
clothing, diapers), substance use treatment, domestic violence, court advocacy, behavioral health, DCPS advocacy, etc.

In FY23, The Districts School Health Services Program (SHSP) contributed to NPM MH. The SHSP empowers health 
navigators and case managers to support referrals and connections to medical providers and resources. This program is
discussed in further detail in the Children with Special Health Care Needs Domain. 

Priority Area 3: Reducing grief and trauma-related symptoms among children and adolescents. 

Performance Measures:

State Performance Measure (SPM) 3: Mental Health – Increase the percent of children and adolescents, ages 3- 17, 
with mental health needs who received counseling.

Objective 3: Increase the percent of children with mental health needs who received counseling from 59.1% to
65% by 2026. 

Strategies:

Support Care Coordination efforts to increase access to community-based organizations in the District.
Improve maternal and child health, prevent child abuse and neglect, encourage positive parenting and promote child 
development and school readiness.
Provide training and consultation/crisis support on trauma and bereavement to key partner staff (i.e., teachers, 
administrators, social workers).
Provide individual or group therapy to District residents, ages 6-21, who have been exposed to trauma and/or 
traumatic loss.
Engage in service coordination with the DC Department of Behavioral Health and other clinical service providers in 
partner schools and community organizations.
Refer participants to appropriate mental health and other community services as needed and follow-up with 
parents/legal guardians to verify completion.
Provide mental health screenings to children in the District.
Exploration of LinkU/FindHelp to increase referrals and counseling for children and families

Activities:
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In FY23, the District of Columbia Department of Health (DC Health) began implementing the Human Resource and Service 
Administration (HRSA) grant that expanded the Pediatric Mental Health Care Access (PMHCA) program in DC. DC Health 
continued the interagency partnership with the District of Columbia Department of Behavioral Health (DBH) to implement the 
DC Mental Health Access in Pediatrics (DC MAP) program. DC MAP promotes improving behavioral health in the 
District’s pediatric population by integrating behavioral health with pediatric primary care through consultation, training, and 
technical assistance for pediatric primary care staff. This program is discussed in further detail in the Adolescent Health 
Domain.

In FY23, the District of Columbia’s Help Me Grow (HMG) program continued to partner with DC MAP, in collaboration with 
the Pediatric Mental Health Care Access (PMHCA) Program, to connect District families with urgent mental health support 
without a waitlist. In FY23, HMG referred 21 families to DC MAP. When families are referred to the HMG program, Care 
Coordinators ensure their identified needs are met. To ensure quality assurance, before closing out a case, Care 
Coordinators obtain feedback on the service provided and inquire about additional support services. Families who received 
support expressed satisfaction with the program and that their needs were met. The HMG Care Coordinators take the time 
to identify a family’s needs and concerns, to successfully link families to the right services, and navigate through the 
multifaceted healthcare system. This care coordination is crucial for children that require attention to their mental health
needs to successfully transition into adolescence and adulthood. 

In FY23, the Districts School-Based Health Centers (SBHC) contributed to SPM3. The SBHC’s have Behavioral/Mental 
Health Providers on-site to provide mental health assessments, treatment, counseling, substance abuse intervention, and 
care coordination. SBHCs are participate in DC MAP, in collaboration with the Pediatric Mental Health Care Access 
(PMHCA) Program.  DC Health partners with the DC Department of Behavioral Health to ensure that the behavioral health 
needs of students are met through the School-Based Health Center or Mental Health Providers in the community. Students 
needing specialty care, emergency care, or other services not provided by the School-Based Health Centers receive a 
referral. The SHSP empowers health navigators and case managers to support referrals and connections to medical
providers and resources. This program is discussed in further detail in the Adolescent Health Domain. 
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Child Health - Application Year

Child Health
Application Year 2025 

Priority Area 1: Improving coordination to early intervention services and supporting healthy child development 

Performance Measures:

NPM DS: Percent of children, ages 9 through 35 months, who received a developmental screening using a parent-
completed screening tool in the past year.
ESM DS.3: Percent of children who received a developmental screening through MIECHV.

Objective 1: Increase the percent of children ages 9 through 35 months, who received developmental screening
using a parent-completed screening tool in the past year from 32.2% to 36.9% by 2026. 

Strategies: 

Link ASQ Enterprise between OSSE and DC Health to determine the scope of screening duplication.
Expand and utilize the Online ASQ Enterprise System to document screenings for early childhood development 
centers, early learning improvement networks, childcare, and medical providers.
Provide leadership for the State Early Childhood Development and Coordinating Council, a multi-sector body with the 
mission of supporting and advocating for policies and practices to improve collaboration and coordination among 
agencies and community partners, to ensure a comprehensive early childhood education and development system.
Screen, coordinate and connect families to services that promote optimal early childhood development to increase a 
child’s chances of successful transition to school.
Implement resources to support families whose children have a positive developmental screening. 
Expand awareness, knowledge, and provide support to home-visiting programs. 

Activities:

In FY25, Title V will continue to fund and support the District of Columbia Office of the State Superintendent of Education 
(OSSE) through Strong Start, DC’s Early Intervention Program to ensure the provision of appropriate early intervention 
services to infants and toddlers with delays or disabilities who meet the District of Columbia definition of "developmental 
delay" and their families.  The partnership between Title V and OSSE will ensure that evaluation, assessment, and the initial 
Individualized Family Service Plan (IFSP) meeting for eligible infants/toddlers are conducted within 45 days from referral. 
Additionally, the utilization of online ASQ screenings through developmental screening partnerships will be expanded on in 
FY25 by bringing all child development centers that participate in the District of Columbia childcare subsidy system into the 
Ages and Stages Questionnaire (ASQ) online initiative. Title V will also continue to fund the Ages and Stages (ASQ) HUB 
to better coordinate population-level child developmental screening efforts conducted by agencies/ providers that screen
children in DC. Through the HUB, DC Health will be able to 

1. map out the developmental screening landscape in the District, 
2. avoid duplication of screening efforts among children residing in the District, 
3. identify developmental screening gaps to ensure that all children are identified early for risk of development delay,
4. report population-level developmental screening data, and 
5. timely connect children, with positive developmental screening results, to early intervention.

The ASQ Hub plans to continue all activities and partnerships with agencies such as the DC Office of State and
Superintendent of Education (OSSE), as well as a few additions for expansion: 

Executing an ASQ HUB linking agreement with the DC Public Schools (DCPS) and DC Health funded programs, 
such as SMART, to enable it to link its ASQ Enterprise account to the DC Health HUB and extend services of the 
ASQ HUB to all childhood development centers in DC.
Partnering with DC Children and Family Services Agency (CFSA) and explore ways to bring programs conducting 
developmental screenings under the umbrella of DC Public Schools (DCPS)

An advantage derived from having all agencies, such as OSSE, link their enterprise accounts in the ASQ HUB is that DC 
Health will have data on developmental screenings done to children in the District housed in one central place. This will 
negate the need to annually renew data-sharing agreements between agencies, given that everyone has access to the data 
in one central place. Consequently, all the actors, ranging from assessment workers to evaluators, will be able to see all 
children that have been screened and offer timely follow-ups and evaluation to those with positive screening results thereby 
improving successful linkages to services and early detection of DC children at risk for developmental delay. In FY25, Title V 
will continue to provide SME guidance and support for several home visiting programs to improve pregnant women's and 
their children's health. DC’s home visiting programs are supported by a combination of local and federal funding. Home 
visitors help parents identify their child's emerging skills and learn how they can strengthen these skills and develop new 
ones. Local funding has been from the Birth-to-Three for All DC Act of 2018 (Bill 22-203) since April 1, 2019. A new
competitive home visiting grant was released in the final quarter of FY23 with selected projects beginning October 1, 2023.
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Project periods for home visiting programs are anticipated through September 30, 2027. A new competitive Home Visiting 
Expansion grant for a promising approach home visiting program will be released during the final quarter of FY24, with a 
projected start date of October 1, 2024.

Federal funding is through the Health Resources and Services Administration’s Maternal, Infant, and Early Childhood Home 
Visiting (MIECHV) Program. In FY24, DC Health will continue to fund the Mary’s Center and support their efforts to provide 
high-quality, voluntary home visiting services to support pregnant women, caregivers, and new mothers through the 
Maternal, Infant, and Early Childhood Home Visiting (MIECHV) Program. This evidence-based home visiting program will 
continue to improve maternal, infant and child health, promote child development and school readiness, encourage positive 
parenting, and help prevent child abuse and neglect. The Mary’s Center is an influential partner whose target population 
include pregnant mothers, caregivers and families with children ages zero through three years old (HFA) and kindergarten 
entry (PAT), residing in communities with high or disproportionate concentrations of the following indicators; premature 
births; low-birth weight infants; infant mortality (including infant death due to neglect); child maltreatment; and indicators 
conferring risk for poor perinatal, newborn or child health outcomes such as (poverty, crime, domestic violence, less than 
high school education, unemployment and substance abuse), residing in the District. The MIECHV program’s FY24 
activities will align with the listed Title V performance measures and objectives above. The MIECHV program will use the
following activities below, which will contribute to addressing the need of timely developmental screenings of eligible children 
enrolled in the MIECHV program: 

Provide awareness and education to families/caregivers regarding the importance of timely developmental 
screenings
Increase collaboration amongst programs and further development between new and existing partnerships
Remove/Reduce communication challenges between families, home visiting programs, and medical providers
Coordinated/Centralized intake data system to help reduce duplicative reporting
Staff training
Encourage more in-person home visits

In FY25, the MIECHV program has yet to anticipate major changes planned regarding the overarching program goals. 
However, there will be some changes that will contribute to the Title V objectives. In coordination with Help Me Grow (HMG) 
DC, the MIECHV program and other home visiting programs funded through DC Health will continue the development of a 
new, updated data system to provide a coordinated and centralized intake system with implementation anticipated during FY 
25. This system will allow a centralized intake process where caregivers can access one point for assessments and 
provide a subsequent referral to an appropriate home visiting provider, and the coordination process will allow providers
within this system to collaborate and to decide what the best fit is for families. 

In FY25, Smart from the Start (SMART) will continue to use a two-generational approach to provide children and families 
with programs to improve their health, education and economic outcomes. SMART will focus on improving its 
developmental screening rates for children 0-5 and will share data with DC Health’s Ages and Stages Questionnaire (ASQ) 
Hub.  Additionally, Smart will continue to increase the number of fathers served in their Fatherhood programming while 
increasing their network of community partners that can facilitate coaching and mentorship for participants.  SMART from
the Start will increase workshops focused on mental health concerns, including PTSD, nutrition, financial literacy, and 
positive father-child engagement. 

Performance Measures:

NPM DS: Percent of children, ages 9 through 35 months, who received a developmental screening using a parent-
completed screening tool in the past year.
Updated ESM DS.4: Percent of children aged 24 to 35 months who received vaccinations on time to support 
healthy development 

Rationale: Based on the feedback received in FY23, this ESM was updated to refine the target population 
reached and improve monitoring of this goal

Objective 2: Increase the percent of children with up-to-date vaccinations at 2 years of age from 71% to 80% by
2026. 

Strategies:

Promote timely immunization of DC children by working with medical providers and other stakeholders to increase 
the accessibility of immunizations; educating residents about the value of immunization; and tracking and reporting 
on vaccine administration and immunization coverage

Activities:

The school year 2024-2025 will continue focusing on key grades PK3, kindergarten, 7 th  and 11 th . Additional updates to the 
definition of Immunization compliance led by DC Health’s Immunization Division may be reflected for certain grades. DC 
Health follows the Advisory Committee on Immunization Practices recommendations which means that as soon as a child 
is eligible to receive a vaccine, they are considered due for school-entry. Once a student is due for a vaccine, that student is 
considered non-compliant in kindergarten, with the exception of 7 th  and 11 th  grades, where a student who is overdue for a
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vaccine will be considered non-compliant. Up-to-date immunizations are required for entry into every grade. However, non-
compliant students entering grades PK3, Kindergarten, 7th grade, and 11th grade may face temporary exclusion from 
school until they’re immunized.  

DC Health will provide enhanced access to immunizations in partnership with Vaccines for Children medical providers. 
School-associated vaccination events will occur over the late summer and early fall, targeting schools with high 
immunization non-compliance. In addition to vaccine access, DC Health is training new Immunization Points of Contact 
(IPOCs), School Nurses, and other school health team members on how to use the Immunization Compliance Portal. The 
ICP is the source of all school and student-level vaccination reporting, where users can pull compliance reports and print 
letters for families who are missing any immunizations. DC Health has and will continue to provide virtual training, standing 
office hours, and in-person experiences in collaboration with the School Nurse Institute and the School Leaders Meetings, in 
partnership with the Child, Adolescent, and School Health (CASH) team, to use the non-compliant letter in the ICP as a form 
of outreach and constant reminder of what vaccine a child is due to receive.  

All students who are not up to date with school-required immunizations will be reminded of their status prior to and at the
start of the school year. Families of students in the PK3, Kindergarten, 7th and 11th-grade bands will also be notified that 
they are eligible for temporary exclusion if they remain non-compliant.  

Education Partners will include:  

Office of the State Superintendent of Education  

DC Public Schools  

DC Public Charter Schools  

Department of Health Care Finance, Division of Managed Care  
 

Health Care Partners will include:  

Any eligible VFC provider who has capacity to conduct school-associated vaccination events by request.  

Priority Area 2: Improving access to healthcare and healthful foods among children 

Performance Measures:

NPM Medical Home: Percent of children with and without special health care needs, ages 0 through 17, who have a 
medical home
New ESM Medical Home: Percent of youth who elected School-based Health Centers (SBHCs) as their medical 
home 

Justification: According to the feedback received during FY23, the ESM was revised to reflect one of the
evidence-based interventions used to increase medical home utilization among youth. See Data Form 10 for 
more information regarding how the performance measure is operationalized and justified using literature.

Objective 2: Increase percent of children ages 0-17 who have a medical home from 46.8% to 47.9% by 2026

Strategies:

Introduce early connections to a medical home through care coordination and collaboration with non-clinical partners 
(e.g., home visiting, CBOs).
Provide practice-based navigation services to families of children in accessing and coordinating medical care and 
community resources.
Work with SBHCs to implement child-friendly approaches including confidential services; a safe, non-judgmental 
clinic environment; and the availability of services that address adolescents’ most prevalent needs (reproductive and 
mental health services) in the school.
Link families (including partners) who have children 0-5 and have concerns about their child’s developmental and or 
socio-emotional health to a medical home.
Increase awareness in schools about the importance of identifying a medical home provider. 
Provision of referral assistance with students and families.
Support place-based initiatives to reach children and families where they live and play

Priority Area 3: Reducing grief and trauma-related symptoms among children and adolescents 

Performance Measures:

State Performance Measure (SPM) 3: Mental Health – Increase the percent of children and adolescents, ages 3- 17, 
with mental health needs who received counseling
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Objective 3: Increase the percent of children with mental health needs who received counseling from 59.1% to
65% by 2026. 

Strategies:

Support Care Coordination efforts to increase access to community-based organizations in the District.
Improve maternal and child health, prevent child abuse and neglect, encourage positive parenting and promoting 
child development and school readiness.
Provide training and consultation/crisis support on trauma and bereavement to key partner staff (i.e., teachers, 
administrators, social workers).
Provide individual or group therapy to District residents, ages 6-21, who have been exposed to trauma and/or 
traumatic loss.
Engage in service coordination with the DC Department of Behavioral Health and other clinical service providers in 
partner schools and community organizations.
Refer participants to appropriate mental health and other community services as needed and follow-up with 
parents/legal guardians to verify completion.
Provide mental health screenings to children in the District.
*new*Exploration of LinkU/FindHelp to increase referrals and counseling for pregnant women, children and 
adolescents with and without special health care needs, and families 

The new strategy is in support of a strategic effort to coordinate referrals into a centralized system that 
provides equitable access to all residents. More details about this transition will appear in the FY24 
Report/FY26 Application.

Activities:

In FY25, Title V, will continue to fund Mary’s Center, Medical Home Identification for School-Age Children and Families 
Program (Mary’s Center). Mary’s Center delivers medical, dental, behavioral health, and social services through an 
integrated approach denoted as the Social Change Model. The organization’s work is rooted in the principle that treating 
individuals and families for their health problems alone is insufficient; rather, health care, social services and education must 
be coordinated. Mary’s Center offers a comprehensive and integrated set of supports to help individuals and families 
achieve physical and mental health and to overcome life challenges.  Mary’s Center will continue to employ a full-time 
dedicated Family Support Worker within the existing School-Based Mental Health (SBMH) program to educate students and 
families about the importance of selecting a medical home and to assist with referrals to care and enrollment into medical 
home services at Mary’s Center. The FSW will continue to serve at-risk children (many of whom live in immigrant and 
Spanish-speaking households) who would otherwise not have access to behavioral health care and would be at high risk of
academic failure, behavioral and emotional issues, truancy, and trauma-related symptoms such as anxiety and depression. 
The FSW will continue to connect vulnerable students in DC public and public charter schools to medical homes. 

In FY25, Mary’s Center will continue to increase awareness in partner schools about the importance of medical home 
identification. Activities will include building collaborations with school nurses to help identify students that frequently report 
to the nurse’s office as a possibility of needing an assigned pediatrician; building partnerships with Parents/Teachers 
Organizations (PTOs) to present on educational materials about Mary’s Center services; addressing referral and 
assistance with student/family appointments at Mary’s Center; and tracking appointments for medical and dental services to 
measure health home engagement. Furthermore, program staff will aim to reduce barriers to care in a culturally and 
linguistically manner by engaging families of children ages 0 to 17 and assist them in completing their initial medical 
appointments as well as provide them access to oral health care. By aiding with scheduling initial appointments for 
intake/assessment, the SBMH FSW helps more children receive care. The SBMH FSW will track all referrals made as well 
as how many of the children schedule and keep a second appointment, either for medical care or for dental services. Mary’s 
Center embraces culturally diverse communities, providing them with the highest quality of care, regardless of their ability to 
pay. Non-English speakers and immigrant families in the District often experience challenges when engaging the healthcare 
system because of language and cultural barriers. Some families also feel like they are discriminated against by not being 
offered the same resources as their English-speaking counterparts, and some families are dependent on their children to 
translate. DC Title V is excited to continue its partnership with Mary’s Center since its staff speak more than 30 languages,
and approximately 70 percent of staff are Spanish-English bilingual. 

In FY25, the Title V team will continue to provide guidance and subject matter expertise to support Help Me Grow DC 
(HMG). HMG is eager to continue its journey in serving the early childhood population. DC Health strives to ensure that all 
District expectant mothers and caregivers with children ages 0-5 can access and navigate District wide resources to 
achieve optimal levels of healthy life-style factors. Help Me Grow DC has developed program strategies in hopes to serve
more DC families in coordination with community partners and DC Health Agency programs. 

The HMG Team will continue to create new community and health provider partnerships and incorporate new partnership 
programming into (HMG) care coordination services. Help Me Grow DC will continue to support families who require 
assistance accessing perinatal support, maternal health, and early childhood development.

HMG and the Safe Sleep Program (SSP) will continue to collaborate to address infant mortality in the district, by 
providing infant safe sleep training to families who speak English and Spanish.
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HMG will also continue its partnership with DC Department of Transportation (DDOT) to provide car seat vouchers in 
the interest of infant safe safety while traveling.
Continued support on-site support at DC Vital Records will be provided to Spanish speaking families who experience 
barriers trying to obtain their child’s birth certificate due to language barriers. HMG will also continue its partnerships 
with five embassies who work to assist families who face barriers obtaining DC services and resources. Those 
embassies are (El Salvador, Guatemala, Honduras, Mexico and Peru).
To assist with increasing overall breastfeeding rates across the district, HMG DC provides Basic Lactation Services. 
This activity will work to increase the duration of breastfeeding beyond an infant’s 8th week of life. HMG will continue 
to refer families to Pacify Lactation support with its own code. Eligible mothers or Women, Infant and Children (WIC) 
enrolled mothers will be referred to WIC’s breastfeeding peer counseling.
HMG is collaborating with Child and Family Services Agency (CFSA) to present to their Family Success Centers as 
well as presentation to DHS Economic Security Service Center Customer Listening Sessions. Both collaborations 
are with the intention of enhancing HMG’s visibility and utilization within the community.
HMG DC will continue its partnership with Department of Health Care Finance (DHCF) to ensure families are 
connected to their specific MCO with the continued goal of a bi-directional referral process.
To aid in the Title V program to support families who have children with special heath care needs (CSHCN), HMG’s 
Care Coordination team assist families with obtaining proper documentation to apply for Health Services for Children 
with Specials Needs (HSCSN) benefits.
HMG DC will continue to work with the School Health Services Program (SHSP) to provide health navigation 
services for families
HMG will continue to partner with DCMAP, through PMHCA, to provide short-term therapy support to families of 
young children with MH concerns, including parents who may have Perinatal Mood and Anxiety Disorders (PMADs).

HMG is collaborating with other Family Health Bureau programs to create a database that will allow HMG to capture specific 
participant data, including the reflection of other utilized District services such as Home Visiting, WIC, Parent as Teachers 
(PAT), Ages and Stages Questionnaire, etc. Help Me Grow DC will continue its early childhood work with expectant mothers 
and families with children ages 0-5. HMG will continue to provide services and resources to families within the stated
parameters. 

Help Me Grow is partnering with a newly contracted managed care organization Amerigroup Insurance. HMG will utilize this 
partnership to create a bi-directional referral process to ensure Amerigroup enrollees can access all District resources and 
services. HMG is working daily to establish new partnerships with the DC community, these new pending relationships will 
be revealed in upcoming reporting.

In FY25, Title V will continue supporting the School Health Services Program (SHSP) and the School-Based Health Centers 
(SBHC) to ensure children receive the appropriate care. These programs’ activities are spoken to in further detail in the
Adolescent Health Domain. 

 

Adolescent Health
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Adolescent Health 

National Performance Measures

NPM - Percent of children with and without special health care needs, ages 0 through 17, who have a medical 
home (Medical Home, Formerly NPM 11) - MH 

Indicators and Annual Objectives

NPM MH - Adolescent Health - All Children

Federally Available Data

Data Source: National Survey of Children's Health (NSCH) - All Children

2019 2020 2021 2022 2023

Annual Objective 30 30 30

Annual Indicator 51.5 46.6 46.8 44.5 45.4 

Numerator 51,094 46,855 47,657 46,619 57,718

Denominator 99,188 100,579 101,756 104,650 127,025

Data Source NSCH-
NONCSHCN

NSCH-
NONCSHCN

NSCH-
NONCSHCN

NSCH-
NONCSHCN

NSCH-All Children

Data Source Year 2017_2018 2018_2019 2019_2020 2020_2021 2021_2022
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Evidence-Based or –Informed Strategy Measures

ESM MH.2 - Percent of children and adolescents with and without special health care needs referred to a medical 
home

Measure Status: Inactive - Replaced

State Provided Data 

2021 2022 2023

Annual Objective 46

Annual Indicator 44.6 0

Numerator 57,119 0

Denominator 128,070 10

Data Source National Survey of Childrens 
Health

National Survey of Childrens 
Health

Data Source Year 2021 2022

Provisional or Final ? Final Provisional

ESM MH.3 - Percent of adolescents who elected School-based Health Centers (SBHCs) as their medical home

Measure Status: Active

State Provided Data 

2023

Annual Objective

Annual Indicator 29.1

Numerator 1,936

Denominator 6,657

Data Source DC Health School-Based Health Centers

Data Source Year 2023

Provisional or Final ? Final

Annual Objectives

2025

Annual Objective 30.0
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NPM - Percent of adolescents with and without special health care needs, ages 12 through 17, who received 
services to prepare for the transition to adult health care (Transition, Formerly NPM 12) - TR 

Indicators and Annual Objectives

NPM TR - Adolescent Health - All Adolescents

Federally Available Data

Data Source: National Survey of Children's Health (NSCH) - All Adolescents

2019 2020 2021 2022 2023

Annual Objective 22 22 22 22 22

Annual Indicator 21.5 20.0 19.4 18.2 18.8 

Numerator 5,113 4,570 4,316 4,286 6,196

Denominator 23,830 22,891 22,228 23,612 32,878

Data Source NSCH-
NONCSHCN

NSCH-
NONCSHCN

NSCH-
NONCSHCN

NSCH-
NONCSHCN

NSCH-All
Adolescents

Data Source Year 2017_2018 2018_2019 2019_2020 2020_2021 2021_2022

 

Annual Objectives

2024 2025

Annual Objective 22.0 22.0
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Evidence-Based or –Informed Strategy Measures

ESM TR.2 - Percent of CSHCN provided with transition services

Measure Status: Active

State Provided Data 

2021 2022 2023

Annual Objective 27

Annual Indicator 26.8 22

Numerator 2,193 2,215

Denominator 8,182 10,068

Data Source National Survey of Childrens
Health

National Survey of Childrens
Health

Data Source Year 2021 2022

Provisional or Final ? Final Final

Annual Objectives

2024 2025

Annual Objective 28.0 29.0
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NPM - Percent of children, ages 1 through 17, who had a preventive dental visit in the past year (Preventive 
Dental Visit - Child, Formerly NPM 13.2) - PDV-Child 

Indicators and Annual Objectives

NPM PDV-Child - Adolescent Health

Federally Available Data

Data Source: National Survey of Children's Health (NSCH)

2019 2020 2021 2022 2023

Annual Objective 85 85 85 85 85

Annual Indicator 84.1 81.7 81.3 80.3 80.2 

Numerator 91,795 94,766 94,190 92,683 93,100

Denominator 109,193 115,963 115,923 115,379 116,072

Data Source NSCH NSCH NSCH NSCH NSCH

Data Source Year 2017_2018 2018_2019 2019_2020 2020_2021 2021_2022
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Evidence-Based or –Informed Strategy Measures

ESM PDV-Child.4 - Percent of Medicaid enrolled children ages 1-17 years receiving preventive dental care
through the School-based Oral Health Program

Measure Status: Active

State Provided Data 

2021 2022 2023

Annual Objective 42

Annual Indicator 43.8 45.8

Numerator 38,933 42,100

Denominator 88,807 91,886

Data Source Medicaid Medicaid

Data Source Year 2022 2023

Provisional or Final ? Final Provisional

Annual Objectives

2024 2025

Annual Objective 44.0 46.0
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State Performance Measures

SPM 3 - Mental Health- Increase the percent of children and adolescents, ages 3-17 with mental health needs who 
received counseling

Measure Status: Active

State Provided Data 

2019 2020 2021 2022 2023

Annual Objective 20 20 9

Annual Indicator 12.3 7.7 11.8

Numerator 19 7,740 11,308

Denominator 154 100,519 95,830

Data Source Wendt Center National Survey of
Childrens Health

National Survey of
Childrens Health

Data Source Year 2021 2021 2022

Provisional or
Final ?

Final Final Final

Annual Objectives

2024 2025

Annual Objective 11.0 13.0
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SPM 4 - Teen Pregnancy Prevention- Decrease the percentage of live births to teenagers ages 15 to 19 

Measure Status: Active

State Provided Data 

2019 2020 2021 2022 2023

Annual Objective 24 18 18 18 6

Annual Indicator 19 17 15.4 12.4 11.8

Numerator 373 323 301 234 233

Denominator 19,632 19,000 19,518 18,829 19,767

Data Source Kids Count Kids Count Kids Count Vital
Records/Census

Vital
Records/Census

Data Source Year 2018 2019 2020 2021/2022 2022/2023

Provisional or
Final ?

Final Final Final Final Provisional

Annual Objectives

2024 2025

Annual Objective 18.0 18.0
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SPM 7 - Promote the retention of youth participating in tailored adolescent health programming, including the 
Youth Advisory Council and positive youth development (PYD) curriculum

Measure Status: Active

State Provided Data 

2022 2023

Annual Objective

Annual Indicator 87.8 88.6

Numerator 324 326

Denominator 369 368

Data Source DC Health CHA YAC, MCSR, and
Healthy Babies

DC Health CHA YAC, MCSR, and
Healthy Babies

Data Source Year 2022 2023

Provisional or Final ? Final Final

Annual Objectives

2024 2025

Annual Objective 89.0 90.0
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State Action Plan Table

State Action Plan Table (District of Columbia) - Adolescent Health - Entry 1

Priority Need

Improving access to healthcare among adolescents. 

NPM

NPM - Percent of children with and without special health care needs, ages 0 through 17, who have a medical home 
(Medical Home, Formerly NPM 11) - MH

Five-Year Objectives

Increase the proportion of adolescents 0 to 17 who have a medical home from 46.8% to 47.9% by 2026 

Strategies

Work with SBHCs to implement adolescent-friendly approaches including confidential services; a safe, non-judgmental 
clinic environment; and the availability of services that address adolescents’ most prevalent needs (sexual and mental 
health services) in the school.

Encourage and empower students to utilize school-based health centers as their medical home. 

ESMs Status

ESM MH.1 - Number of children and adolescents with and without special health care needs referred 
to a medical home

Inactive

ESM MH.2 - Percent of children and adolescents with and without special health care needs referred 
to a medical home

Inactive

ESM MH.3 - Percent of adolescents who elected School-based Health Centers (SBHCs) as their 
medical home

Active
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NOMs

NOM - Percent of children with special health care needs (CSHCN), ages 0 through 17, who receive care in a well-
functioning system (CSHCN Systems of Care, Formerly NOM 17.2) - SOC

NOM - Percent of children, ages 3 through 17, with a mental/behavioral condition who receive treatment or counseling 
(Mental health treatment, Formerly NOM 18) - MHTX

NOM - Percent of children, ages 0 through 17, in excellent or very good health (Children's Health Status, Formerly NOM
19) - CHS

NOM - Percent of children, ages 0 through 17, who were unable to obtain needed health care in the past year (Forgone 
Health Care, Formerly NOM 25) - FHC
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State Action Plan Table (District of Columbia) - Adolescent Health - Entry 2

Priority Need

Improving access to healthcare among adolescents. 

NPM

NPM - Percent of adolescents with and without special health care needs, ages 12 through 17, who received services to 
prepare for the transition to adult health care (Transition, Formerly NPM 12) - TR

Five-Year Objectives

Increase the percentage of adolescents ages 12 to 17 who use transition planning services from 19.4% to 25% by 2026 

Strategies

Assist students with finding an adult therapist and checking eligibility to enroll in Medicaid (transition).

Train pediatric/adult providers around transition.

Work with school health services (school nurses and SBHCs) to provide transition planning to seniors.

Build communications/media to promote transition.

Exploration of LinkU/FindHelp to increase referrals and counseling for pregnant women, children and adolescents with and 
without special health care needs, and families

NOMs

NOM - Percent of children with special health care needs (CSHCN), ages 0 through 17, who receive care in a well-
functioning system (CSHCN Systems of Care, Formerly NOM 17.2) - SOC

ESMs Status

ESM TR.1 - Number of CSHCN provided with transition services Inactive

ESM TR.2 - Percent of CSHCN provided with transition services Active
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State Action Plan Table (District of Columbia) - Adolescent Health - Entry 3

Priority Need

Improving the oral health of Pregnant Women, children and adolescents. 

NPM

NPM - Percent of children, ages 1 through 17, who had a preventive dental visit in the past year (Preventive Dental Visit -
Child, Formerly NPM 13.2) - PDV-Child

Five-Year Objectives

Increase the percent of children aged 1-17 who are <200% FPL (Medicaid proxy) that had a dental visit from 75% to 80% 
by 2026

Strategies

Continue to administer the School-Based Oral Health Program (SBOHP) to increase access to preventive dental services 
for students ages 0 - 17 enrolled at the District’s LCDCs, public schools, and public charter schools, who may not 
otherwise be using the dental care system.

Provide accessible dental homes and oral health education to the DC population

Provide annual preventive oral health services (i.e., education and treatment in every DC school)

Use public-and-private partnerships to ensure every DC resident has equitable access to oral health services

Recruit and retain dental workforce to practice in shortage areas through the State Loan Repayment Program

Research, compile and publish an oral health utilization brief in conjunction with the Primary Care Office (PCO)

Implement a grant program to address workforce challenges following the pandemic and share resources, evaluation 
findings, and lessons learned

Implement a grant program to redirect preventable oral health utilization in emergency departments and share resources, 
evaluation findings, and learnings
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NOMs

NOM - Percent of children, ages 1 through 17, who have decayed teeth or cavities in the past year (Tooth decay or 
cavities, Formerly NOM 14) - TDC

NOM - Percent of children with special health care needs (CSHCN), ages 0 through 17, who receive care in a well-
functioning system (CSHCN Systems of Care, Formerly NOM 17.2) - SOC

NOM - Percent of children, ages 0 through 17, in excellent or very good health (Children's Health Status, Formerly NOM 
19) - CHS

ESMs Status

ESM PDV-Child.1 - Number of children and youth provided with preventive oral health services 
through a SBHC.

Inactive

ESM PDV-Child.2 - Number of children ages 1-17 years receiving preventive dental care from a 
dentist.

Inactive

ESM PDV-Child.3 - Percent of women enrolled in Medicaid that received oral health education 
services

Inactive

ESM PDV-Child.4 - Percent of Medicaid enrolled children ages 1-17 years receiving preventive dental 
care through the School-based Oral Health Program

Active
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State Action Plan Table (District of Columbia) - Adolescent Health - Entry 4

Priority Need

Reducing grief and trauma-related symptoms among children and adolescents. 

SPM

SPM 3 - Mental Health- Increase the percent of children and adolescents, ages 3-17 with mental health needs who 
received counseling

Five-Year Objectives

Increase the percent of adolescents ages 12 to 17 with mental health needs who received counseling from 59.1% to 65% 
by 2026

Strategies

Provide training and consultation/crisis support on trauma and bereavement to key partner staff (i.e. teachers, 
administrators, social workers).

Provide individual or group therapy to District residents, ages 6-21, who have been exposed to trauma and/or traumatic 
loss.

Engage in service coordination with the DC Department of Behavioral Health and other clinical service providers in partner 
schools and community organizations.

Refer participants to appropriate mental health and other community services as needed and follow-up with parents/legal 
guardians to verify completion.

Provide mental health screenings to adolescents in the District.

Provide accessible mental health programs in school-based health centers and community-based organizations.

Provide training for behavioral health professionals.
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State Action Plan Table (District of Columbia) - Adolescent Health - Entry 5

Priority Need

Enhancing positive youth development for adolescents to decrease high-risk behaviors. 

SPM

SPM 4 - Teen Pregnancy Prevention- Decrease the percentage of live births to teenagers ages 15 to 19  

Five-Year Objectives

Reduce births to teens ages 15 to 19 from 15.6% to 10.4% by 2026

Strategies

Provide oversight for DC Health’s Teen Pregnancy Prevention (TPP) Program to increase enhanced knowledge regarding 
access to and increasing the use of contraception methods including long-acting reversible contraceptives (LARCs) 
among adolescents.

Implement One Key Question (OKQ) and develop reproductive health plans for students who visit in SBHCs or participate 
in the TPP program.

Increase the availability of adolescent-friendly health services.

Create sustainable community-clinical linkages for adolescent health services.

Provide accessible pregnancy prevention programs within schools.
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State Action Plan Table (District of Columbia) - Adolescent Health - Entry 6

Priority Need

Enhancing positive youth development for adolescents to decrease high-risk behaviors. 

SPM

SPM 7 - Promote the retention of youth participating in tailored adolescent health programming, including the Youth 
Advisory Council and positive youth development (PYD) curriculum

Five-Year Objectives

Retain at least 85% of youths (aged 14-21) engaged in tailored adolescent health programming, including the Youth 
Advisory Council and PYD curriculum.

Strategies

Increase participation in YAC across all DC public, private, and charter schools.

Promote peer health education and survey implementation within youth-focused curriculum.

Facilitate in-person engagement within the partner schools to promote youth-serving programs, increase participation, and 
maintain retention.

Increase the availability of adolescent-friendly health services.

Create sustainable community-clinical linkages for adolescent health services.

Provide the youth with opportunities to become leaders and advocates within their community.
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Adolescent Health - Annual Report

Adolescent Health
Annual Report Year 2023

According to the World Health Organization, adolescence is the phase of life between childhood and adulthood, from ages 
10 to 19. This period is a unique stage of human development and an important time for laying the foundations of good 
health. Adolescents experience rapid physical, cognitive, and psychosocial growth. This affects how they feel, think, make 
decisions, and interact with the world around them. Despite being thought of as a healthy stage of life, there is significant 
death, illness, and injury in the adolescent years. In the District of Columbia (DC), adolescents experience various health 
issues that affect their development mentally and physically.  Without effective prevention strategies, the level at which these
experiences affect their lifestyle in adulthood is high. 

In recent years, data has shown that poor mental health has become a significant cause for concern for adolescents in the 
District. According to the Youth Risk Behavior Survey (YRBS), DC high school students have increasingly reported feeling 
sad or hopeless (36.3% of students in 2021 compared to 25.5% in 2012), especially female students and those who identify 
as lesbian, gay, bisexual, transgender, or were unsure of their sexual identity. Mental health and disorders were among the 
health indicators that worsened over the last few years, with approximately 16.32% of adolescents experiencing major 
depressive episodes (MDEs) on average from 2019-2020. The most recent National Survey of Drug Use and Health 
conducted in 2021 estimated that 16.53% of adolescents ages 12 to 17 in DC experienced an MDE in the past year. The
COVID-19 Pandemic negatively impacted youth mental health with the effects still felt in DC. 

Additionally, adolescents in DC continue to experience multiple health challenges related to engaging in high-risk behaviors 
resulting in substance use, STD/STI transmission, and pregnancy. DC high school students were more likely to report using 
marijuana in the past 30 days and before the age of 13 than high school students nationally in the 2021 YRBS. Additionally, 
28.5% of high school students reported ever having sexual intercourse, 18% reported currently being sexually active; and 
5.3% reported having sexual intercourse for the first time before the age of 13 years (higher than national figure of 3.2%). 
Further, amongst students who reported being sexually active, 18.3% of DC high school students reported not using any 
method to prevent pregnancy during last sexual intercourse compared to 13.7% of high school students in the US. An 
increase in the number of high school students who drank or used drugs before last sexual intercourse between 2019 and 
2021 from 16.5% to 20.7% was also a concerning observation. Due to unsafe sexual practices, adolescents and youth have 
been disproportionately affected by STIs compared to other age groups in DC and were especially at-risk for gonorrhea and 
chlamydia infections. In 2021, one in five chlamydia cases were amongst adolescents aged 13-19 and one in two gonorrhea 
cases were under the age of 30. In 2021, the chlamydia case rate for the 13-17 age group was 1,570.3 per 100,000 and for 
the 18-19 age group 3,381.1 per 100,000; the gonorrhea case rate for the 13-17 age group was 483.7 per 100,000 and for 
the 18-19 age group 1,122 per 100,000. In 2021, there were 230 new HIV diagnoses, 0.4% of which were in the 13-17 age 
group, 3.5% in the 18-19 age group, and 9.6% in the 20-24 age group. Moreover, the teen birth rate in DC was 15.6 births
per 1000 females aged 15-19 years – nearly a 65% decrease between 2011-2020. However, DC birth rates for adolescents 
ages 15 to 17 were consistently higher than national rates for the same age group. 

Expanding adolescent access to healthcare is important to improve the population’s overall health and well-being. 
Approximately 70.5% of adolescents (aged 12-17) received a preventive check-up according to the 2020 to 2021 National 
Survey of Children’s Health. Within the District, more accessible mental health services are a recognized community need 
and high priority, especially for adolescents. According to the Designated Health Professional Shortage Area (HPSA) 
Statistics as of March 2021 from HRSA’s Bureau of Health Workforce, 122,341,224, or approximately one-third of the U.S. 
population, lives in a designated Mental Health Professional Shortage Area, and only 27.2% of the mental health needs in
these shortage areas have been met. 

To address the adverse health outcomes of adolescents, DC Health contributes to the Title V priorities by partnering with 
various community-based organizations that carry out evidence-based approaches and strategies. Through consistent 
programming and monitoring, DC Health provides quality services to combat the increasing risk factors seen within the
adolescent health population. Below are program activities and results from fiscal year 2023. 

Priority Area 1: Reducing grief and trauma- related symptoms among children and adolescents.

Traumatic experiences during childhood and adolescence have profound effects on psychosocial wellbeing and lifelong 
health throughout the lifespan. Children and adolescents who experience chronic and traumatic stress have lower 
educational achievement rates, increased likelihood of involvement with the criminal legal system, and significantly higher 
risks for mental and physical health problems. The NIH estimates that high doses of childhood trauma shorten life 
expectancy by an average of 20 years. Children and adolescents in low-income Wards of DC are at increased health risk 
due to high rates of exposure to chronic stressors (e.g. community and domestic violence, racism, poverty, incarceration 
loss of parents/caregivers, etc.). In alignment with best practices to reduce grief and trauma-related symptoms DC Health is 
committed to increasing access to mental health and grief and trauma-informed care in school-based and community-
based settings.

Performance Measures: 

State Performance Measure (SPM) 3 Mental Health: Increase the percent of children and adolescents, ages 3-17
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with mental health needs who received counseling.

Objective 1: Increase the percent of adolescents age 12 to 17 with mental health needs who received counseling
from 59.1% to 65% by 2026. 

Strategies:

Provide training and consultation/crisis support on trauma and bereavement to key partner staff (i.e., teachers, 
administrators, social workers).
Provide individual or group therapy to District residents, ages 6-21, who have been exposed to trauma and/or 
traumatic loss.
Engage in service coordination with the DC Department of Behavioral Health and other clinical service providers in 
partner schools and community organizations.
Refer participants to appropriate mental health and other community services as needed and follow up with 
parents/legal guardians to verify completion.
Provide mental health screenings to adolescents in the District.
Provide accessible mental health programs in school-based health centers and community-based organizations.
Provide training for behavioral health professionals.

Activities:

In FY23, Title V funded the Wendt Center for Loss & Healing’s Resilient Scholars Project-School/Community-Based 
Program (Wendt Center) to provide high-quality, evidence-based mental health services through group or individual 
therapy to children/adolescents (ages 6-21 years) suffering from affective disorders resulting from trauma and/or traumatic 
loss in DC Public and Public Charter Schools and community programs located primarily in Wards 1, 4, 5, 6, 7 and 8.  The 
program maintained the following multifaceted goal for FY23: Increase access to effective mental health care through the 
provision of high-quality, evidence-based mental health services in community-based or virtual settings to low-income 
children (ages 6 to 21) exposed to trauma and grief, and through specialized training services informed by evidence-based 
practices that expand the capacity of members of the school workforce to effectively support trauma- and grief-impacted 
children.  

In FY23, the Wendt Center for Loss and Healing completed the following activities:

Provided accessible, effective, evidence-based mental health services at school/community partner sites in-person 
and/or via tele-therapy services.  
Expanded the capacity of DC schools to meet the needs of trauma- and grief-impacted students through the 
development and provision of specialized training informed by evidence-based practices to school personnel.
Provided 19 in-person therapy, individual (up to 15 sessions per individual) or group (10-12 sessions per group), 
using evidence-based interventions and techniques (CM-TF-CBT; Play Therapy; TCTSY) to children on the Wendt 
Center’s office-based waitlist.
Administered pre- and post-assessment measures to all children completing therapeutic services.

In FY23, the Wendt Center reached 128 low-income children and adolescents (ages 6–21) exposed to trauma and grief with 
effective high-quality evidence-based mental health services either in individual or group-based sessions. The Wendt Center 
partnered with nine DC public and public charter schools to reach a total of 93 children and adolescents in group or 
individual therapy. They also partnered with the Washington Nationals Youth Baseball Academy and Washington Jesuit 
Academy to serve 30 children and adolescents in group or individual therapy this summer.  Pre- and post- assessment 
measures were administered to all children or adolescents who completed therapeutic services. Students referred for 
trauma-focused services completed the Structured Trauma-Related Experiences and Symptoms Screener (STRESS) 
Youth Self-Report, and those referred for grief-focused services, completed the Persistent Complex Bereavement Disorder 
(PCBD) Checklist Youth Version 1.0.  Students completed these tests prior to receiving services and then after to measure 
whether a reduction in symptoms of trauma or grief occurred.

The Wendt Center also worked to expand the capacity of DC schools to meet the needs of trauma- and grief-impacted 
students through the development and provision of specialized trainings informed by evidence-based practices to school 
personnel. In collaboration with the George Washington University (GWU) School of Public Health’s School-Based 
Community of Practice, the Wendt Center created and provided a two-day workshop informed by evidence-based practices 
on facilitating grief groups in schools to 83 school personnel. School personnel expressed significant interest in the training, 
and a formal partnership for FY24 was developed to continue the work stemming from successes. Additionally, in 
collaboration with the GWU Community of Practice, Wendt Center revised the Grief and Trauma Certification Program for 
school-based mental health professionals and completed the program with a cohort of eight school-based mental health 
professionals. The center also developed and published three tip sheets for school-based staff and school-based mental 
health professionals focused on ensuring that classrooms are grief- and trauma-informed, ways to incorporate this material 
into lesson plans, ways to support student regulation, and/or ways to tend to self.  parents and caregivers were provided 
with supportive outreach to help them increase their knowledge of the symptoms and impact of trauma and grief and of how
to effectively support their children and access appropriate resources. All parents or caregivers with children or adolescents 
enrolled in school-based or summer programming received a project manual and an electronic newsletter. 
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Training on grief and trauma has had success in building capacity across the District. Successful partnerships were 
facilitated with nine schools (Anacostia High School, Columbia Heights Education Campus, DC Prep Anacostia Middle 
School Campus, Eastern High School, EL Haynes High School, Eliot Hine Middle School, Johnson Middle School, KIPP DC: 
College Preparatory, and Miner Elementary) and two (2) community partners, and multiple new modalities were explored, 
including Culturally Modified TF-CBT and Trauma Sensitive Yoga (TCTSY). The potential to reach of students is maximized 
through the training offered to staff in the nine (9) DC Public and Charter Schools. The continued impact of the COVID-19 
pandemic led to a decrease in student enrollment numbers for school-based therapy services both individual and group 
sessions. The effects of the COVID-19 pandemic have also caused challenges in carrying out meaningful outreach efforts 
with caregivers. Community-based organizations also expressed increased burnout and frequent turnover among staff 
which presented difficulties in partnering with local summer camps where the Wendt Center provides summer therapy
services. 

The Pediatric Mental Health Care Access (PMHCA) program uses the telehealth model to execute the integration of 
behavioral health into pediatric primary care. The PMHCA program provides teleconsultation, training, technical assistance, 
and care coordination support services for pediatric primary care and other primary care providers to identify pediatric 
behavioral health conditions. Additionally, they assist with the diagnosis, treatment, and referral of children with specified
conditions, contributing to Title V’s state performance measure (SPM). 

DC Health continued its interagency partnership with the District of Columbia Department of Behavioral Health (DBH) to 
implement the DC Mental Health Access in Pediatrics (DC MAP) program. DC MAP promotes improving behavioral health in 
the pediatric population by integrating behavioral health with pediatric primary care through consultation, training, and
technical assistance. The telehealth expansion of existing pediatric mental health care access addresses timely detection, 
assessment, treatment, referral, and integration with Pediatric Primary Care Providers. 

The overall goal is to achieve a sustained reduction in barriers to mental health treatment and follow-up in DC and to 
increase the quality of telehealth mental health training and resources. The expansion of telehealth services to improve 
diagnostic accuracy with patients to allow for more rapid responses to critical mental health needs is being implemented 
and will be an ongoing process. Immediate and specific mental health training is also being facilitated for Pediatric Primary 
Care Providers to address mental health concerns with their patients. Additionally, DC MAP continues to provide 
community-based mental health resources for patients.  

DC MAP provides rapid assistance through telehealth services to alleviate barriers for patients who may feel uncomfortable 
meeting a new mental health provider or traveling to different sites to receive services. Implementation of telehealth 
consultation supports a more accurate evaluation of the clinical situation. It can bring awareness of acute concerns and 
demonstrate effective collaboration facilitated by the family's Pediatric Primary Care Provider to form a connection and build 
rapport with mental health providers. Psychoeducation can improve family follow-up with specialty care providers by 
providing telehealth consultation concerning diagnosis, prognosis, treatment options, and resources. School-based mental 
health services remain the ideal location for the pediatric population identified by their Pediatric Primary Care Provider as 
needing additional mental health support to receive services. The process for developing a referral system for patients 
identified by their Pediatric Primary Care Provider within the DC School-Based Health Center program has been 
implemented. DC MAP continues to offer their regular services to the providers at the SBHC sites, and expansion services 
of brief intervention based on an inclusionary and exclusionary criterion. A DC MAP mental health resource guide was 
created for the providers to utilize within the SBHCs as a guide to exhaust services available before reaching out to DC
MAP. 

In support of program implementation, the DC MAP team tracked key performance measures via their online database, 
AdvancedMD. In FY23, the program served 881 individuals, including 859 children and youth (1-21 years), six infants (under 
one year), two pregnant women for whom providers contacted the pediatric mental health team for consultation or referral, 
11 non-pregnant women over the age of 22, and three others.

In FY23, 24 providers formally enrolled with DC MAP to use consultation (teleconsultation or in-person) or care coordination 
support services; 10 providers were both enrolled and contacted the program for consultation (teleconsultation or in-person) 
or care coordination support services. In total, 880 consultations and referrals were provided to pediatric providers. 
Providers contacted the pediatric mental health team for consultation (teleconsultation or in-person) or care coordination 
support services for the following conditions most frequently: depressive disorders, anxiety disorders, and Attention-
Deficit/Hyperactivity Disorder (ADHD).

In FY23, with support from Concert Health, there was a total of 20 trainings that were held on topics ranging from 
mental/behavioral health conditions to medications to practice improvement/systems change/quality improvement. Across 
sessions, 87 providers were trained. DC MAP also maintained partnerships with Help Me Grow, AmeriHealth, MedStar 
Family Choice, Virginia Mental Health Access Program, and Maryland Behavioral Health Integration in Pediatric Primary
Care. 

In FY23, there was a fluctuation in provider consultation and enrollment each quarter. DC MAP, however, continues to 
maintain a successful partnership with Concert Health to provide training throughout the fiscal year. The main challenge was 
that families were not following through with scheduling appointments with the recommended mental health referral or 
outpatient provider. The DC MAP team continues to explore barriers and develop solutions to understand family motivation
and how providers engage with families regarding recommendations. 
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In FY23, Project Resources and Education for Adolescent in Community Health (Project REACH) implemented 
several activities including, identifying teen-friendly community organizations for partnerships and identification of patient 
needs including teen friendly education, reproductive and mental health services, vaccines, and comprehensive well visits; 
mobile medical van community outreach; provided evidence-based weekly reproductive health educational sessions and bi-
monthly mental health education sessions; and, facilitated continued access to youth-friendly services within primary care 
medical homes for non-parenting and parenting teens. 

Through Project REACH, Children's National Hospital contributed to Title V’s performance measure in increasing adolescent 
access to mental health resources in the District. To address the widening medical and psychosocial disparities in DC, 
Project REACH is a multipronged teen-friendly program facilitated through the primary care medical home to youth in DC
ages 13-19. While the priority focus area is mental health including grief and trauma-informed care, Project REACH also 
promotes adolescent health by increasing access to other adolescent-friendly services and education (e.g., reproductive 
health care). This program focused on three main goals in FY23: 

1. Expand and evaluate a teen-friendly social media campaign utilizing human-centered design to disseminate 
culturally appropriate information on general healthy behaviors, reproductive health, mental health, accessing 
resources, life skills, and other topics identified by youth for youth ages 13-19 years in Washington, DC. In May 2022
modified to: Service patients ages 13-21 through the mobile medical program (and when indicated CHCTHEARC), 
who reside in the District of Columbia (Discussed further below). 

2. Implement virtual evidence-based/evidence-informed group education for teens ages 13-19 years annually. 
3. Facilitate access to youth-friendly services through the primary care medical home for non-parenting and parenting 

teens ages 13-19 years by providing care coordination for reproductive health services, mental health services, and 
comprehensive health services.

Due to issues achieving the intended reach with the social media campaign, Children’s National Project REACH pivoted to 
leveraging a mobile medical van to conduct community outreach and provide services to patients ages 13 to 21 in DC. In 
FY23, 201 teens received adolescent-friendly services via the mobile van. 28 youth-serving organizations were identified 
and 15 were contacted to explore partnerships and interest in hosting mobile van sessions. In support of the No Shots, No 
School initiative, Children’s partnered with 5 public charter schools to facilitate immunization events with the mobile van. 

Children’s National Project REACH program implemented evidence-based virtual group education for teens, including 
longitudinal educational series and routine reproductive and mental health sessions. Attendance and participant 
engagement was tracked by facilitators via attendance logs and surveys. For the longitudinal evidence-based series (Teen 
Steps of Success (SOS)), 20 teens participated, and one cohort was conducted. Additionally, 30 teens participated in 
reproductive health education sessions offered weekly, 13% scheduled a related healthcare visit as a result of attendance. 
Due to staffing limitations and priority setting for reproductive health education and comprehensive care, mental health 
sessions were briefly paused during FY23 then resumed in the last quarter of the same fiscal year.

Children’s National Project REACH program also facilitated continued access to youth-friendly services within the primary 
care medical home for non-parenting and parenting teens (ages 13 to 19 years) through care coordination and closed loop 
referrals. Data were collected via a care coordinator referral tracking database. 137 youth patients received reproductive
health care coordination and 160 youth patients received mental health care coordination. 

In FY23, Children’s National Project REACH program achieved the following successes:

The replacement of the social media campaign to the mobile medical van better met the needs of teens during the 
grant year and promising community engagement and partnerships occurred to expand the work in FY24.
Hiring and onboarding a seasoned reproductive health case manager led to a successful round of quality 
improvement, improved data tracking, and formalized partnerships for future connection with mobile medical 
programs and fixed health centers.

In FY23, Children’s National Project REACH program experienced challenges recruiting and maintaining engagement for 
teens throughout the longitudinal Teen SOS group. The project is now working to increase referrals to the program from 
fixed health sites and community partners. The program functioned without a full-time mental health provider for much of
FY23, and the LICSW in charge of mental health care coordination also transitioned from the organization. 

Priority Area 2: Enhancing positive youth development for adolescents to decrease high-risk behaviors. 

Performance Measures:

SPM 4: Teen Pregnancy Prevention - Decrease the percentage of live births to teenagers ages 15 to 19. 

Objective 2: Reduce births to teens ages 15 to 19 from 15.6% to 10.4% by 2026. 

Strategies:

Provide accessible pregnancy prevention programs within schools.
Provide oversight for DC Health’s Teen Pregnancy Prevention (TPP) Program to increase enhanced knowledge 
regarding access to and increasing the use of contraception methods, including long-acting reversible
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contraceptives (LARCs) among adolescents.
Implement One Key Question (OKQ) and develop reproductive health plans for students who visit in SBHCs or 
participate in the TPP program.
Increase the availability of adolescent-friendly health services.
Create sustainable community-clinical linkages for adolescent health services.

Activities:

In FY23, Title V staff continued to provide oversight to Crittenton Services of Greater Washington for the Teen 
Pregnancy Prevention program (Crittenton). Crittenton programming empowers teen girls (grades 7 to 12) across 
Wards 5, 7, and 8 in DC to overcome obstacles, make positive choices, and achieve their goals through programs in 
schools. Crittenton implements the SNEAKERS program (primary prevention), which teaches healthy relationships with 
peers, dating partners, and parents; reproductive health, nutrition, and fitness; academic and career options and enrichment 
activities. Crittenton also implements The PEARLS program (secondary prevention), which enables pregnant and parenting 
teens to develop positive life and parenting skills and avoid subsequent teen birth. Aligning with the Centers for Disease 
Control and Prevention's Community-Wide TPP Initiative Framework, DC Health’s programming aims to engage youth early 
in preventive health and reproductive life planning through a multicomponent, community-wide approach, which contributes
to Title V's performance measure (see above). 

In FY23, Crittenton Services of Greater Washington focused on the following goals: 

1. Teen Pregnancy Prevention Program participants will have enhanced knowledge regarding existing contraception
methods and how to access them and will increase their use. 

2. SNEAKERS and PEARLS participants will hold positive attitudes toward healthy relationships, have post-secondary
educational plans, and avoid pregnancy. 

3. SNEAKERS and PEARLS participants will develop essential life and leadership skills 
4. Teen Pregnancy Prevention Program participants will develop a reproductive life plan based on their awareness

and/or intent to become pregnant. [One Key Question] 
5. Crittenton will continuously learn from and improve program content and delivery.

Activities of the program included registering and retaining SNEAKERS and PEARLS participants; delivery of program 
sessions and conducting focus groups with participants to assess knowledge of contraceptive methods before and after
program participation. 

In FY23, Crittenton Services of Greater Washington registered 266 participants in SNEAKERS and PEARLS programming, 
of which 238 remained active throughout the school year. Crittenton completed 21 total cohorts (20 SNEAKERS cohorts 
and 1 PEARLS cohort), delivering 496 total sessions. At the conclusion of the program year, only one (1) SNEAKERS
participant reported a primary pregnancy, and zero (0) PEARLS participants reported a secondary pregnancy. 

To evaluate programming, pre-tests were given to participants at the beginning of sessions and post-tests at the end.
Across SNEAKERS and PEARLS groups, 209 registered participants completed pre-tests, and 167 registered participants 
completed post-tests. 

In FY23, Crittenton administered the One Key Question (OKQ) survey to 160 SNEAKERS and PEARLS participants, 
providing 24 referrals to teen-friendly, qualified reproductive health care providers for all sexually active participants who 
responded yes or no and indicated no or inconsistent contraceptive use. Crittenton reviewed and discussed 22 participants’ 
plans.  

At the conclusion of the 2022-2023 school year, the Crittenton team documented lessons learned to identify potential areas 
for program improvement. Crittenton held close-out meetings with schools and conducted structured discussions regarding 
program delivery, program outcomes, and school support, summarizing lessons learned and recommendations to update 
the curricula and train staff. Crittenton also revised its program delivery strategy and reporting policies and procedures to 
improve data capture and program outcomes. Crittenton held two (2) weeks of staff training focusing on Advancing Youth 
Development, Mental Health First Aid for Teens, Trauma Informed Care, and organizational policies and procedures.  

In FY23, Crittenton Services of Greater Washington’s SNEAKERS and PEARLS program achieved the following:

Resumed in-person programming and continued to provide emotional support to program participants.
Registered 266 program participants.
Held an Annual Leadership Summit in person.
100% of students reported they would be promoted to the next grade level.
99.6% of students avoided primary pregnancy and secondary pregnancy.

In FY23, Crittenton Services of Greater Washington’s SNEAKERS and PEARLS program experienced the following
challenges and areas for improvement: 

Group Registration issues due to delays in getting into some schools caused by criminal background check 
requirements.
At times, issues within the school environments (e.g., school lockdowns, school disruptions due to behavioral
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issues, school absenteeism) caused delays both in recruitment and program delivery.
COVID-19 outbreaks resulted in higher absentee rates and school cancellations of groups. 

Performance Measures:

SPM 7: Positive Youth Development - Retain 80% of youth engaged in curriculum-based learning within youth-
serving programs.

Objective 3:  Retain at least 85% of youths (aged 14-21) engaged in tailored adolescent health programming,
including the Youth Advisory Council and positive youth development (PYD) curriculum. 

Strategies:

Provide the youth with opportunities to become leaders and advocates within their community.
Increase participation in YAC across all DC public, private, and charter schools.
Promote peer health education and survey implementation within a youth-focused curriculum.
Facilitate in-person engagement within the partner schools to promote youth-serving programs, increase 
participation, and maintain retention.
Increase the availability of adolescent-friendly health services.
Create sustainable community-clinical linkages for adolescent health services.

Activities:

In FY23, the DC Health Youth Advisory Council (YAC) continued to promote health and leadership skills among DC youth 
to empower the next generation of DC leaders and public health professionals and contribute to the work of the Maternal and 
Child Health Advisory Council and DC Health’s Community Health Administration. The YAC continued developing and 
implementing program activities in alignment with DC Health’s mission, the tenants of the Positive Youth Development 
Approach, the YAC Framework with core components (Relationships and Inclusion, Education, Health and Wellness, 
Leadership and Advocacy, and Employment and Entrepreneurship). YAC’s programming and mission supports with Title V’s
performance measure for positive youth development (see above). 

In FY23, the DC Health YAC was comprised of DC youth, ages 14 to 21, who attended a DC Public or Public Charter High 
School and/or were enrolled in college or post-high school programs in the District. Weekly YAC sessions and workshops 
were conducted to train members on public health topics, discuss best practices that promote, maintain, and protect youth 
physical, social, and mental health, and request members’ perspectives on health guidance and messaging as needed. The 
group also discussed available adolescent health services and programs in DC and how to best address barriers or 
negative experiences with these services to promote youth utilization and advocate for youth-friendly adolescent health 
services to policymakers and providers. To build leadership and advocacy skills, YAC members were tasked with working 
on projects and presentations to address relevant health topics.

In FY23, the Young Women’s Project (YWP) a DC YAC grantee implemented the 2022-2023 Youth Advisory Council in 
partnership with DC Health. The YWP is a DC nonprofit that builds the leadership and power of all young people to 
transform DC institutions to expand rights and opportunities for DC youth. The partnership with YWP will assist DC Health 
in accomplishing strategic priorities by strengthening public and private partnerships and implementing data drive outcome-
oriented program approaches. The partnership with the community-based grantee will also enable the YAC to support other 
Adolescent Health programs within DC Health and other youth programs and services in the District of Columbia.  YAC
members provide youth representation on DC Title V’s MCH Advisory Council. Their participation shares current sentiments 
and issues among youth in the District to inform Title V’s response. 

In FY 23, Young Womens Project, Youth Advisory Council (YAC) members achieved the following:

YAC members were trained as youth sexual health educators in order to increase their capacity and provide peer 
education. This training provided YAC members with the knowledge and competence to facilitate peer one on one 
classroom health education sessions within their school community and distribute condoms.
YAC members conducted data analysis and participated in data collection activities which included creating and 
administering surveys and reporting results.
YAC members facilitated 20 classroom health presentations reaching a total of 500 young people and administered 
1000 pre/post assessments.
YAC members distributed a total of 2000 condoms in seven (7) DC high schools.

An analysis was conducted to explore participant perspectives and knowledge change during the SY 2022-2023 cohort 
period. In FY23, 19 of the original 22 YAC members (70%) were retained, measured by those who completed both the pre 
assessment and post-assessment at the end of the cohort period. In general, when comparing pre-and post-assessment 
scores, YAC members reported increased capacity in the following areas:  the ability to advocate for issues affecting youth 
throughout DC, awareness of mental health resources and services available in DC and understanding of the Positive Youth 
Development Approach and the YAC Framework. Additionally, YAC members reported increased confidence in their ability 
to: identify barriers that contribute to negative experiences for youth when trying to access adolescent health services, 
educate the community and advocate for policies and programs that improve health outcomes for District residents, and
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raise awareness and advocate for youth-friendly mental health and counseling services. The pre-and post-assessment 
results were used to understand which topics were successfully addressed in YAC educational programming and which 
ones may require additional focus or retailoring in future years.

In FY23, 262 session feedback forms were completed. Most YAC members (78%) indicated they would feel “somewhat 
comfortable” or “extremely comfortable” presenting on the session topic along with other YAC members and 73% felt the 
topic was either “extremely important” or “very important.” Overwhelmingly, members cited satisfaction with the 
programming, reporting an annual approval rating of 83 of 100 across all sessions. Results of the feedback forms were 
continually reviewed to ensure YAC members were deriving value from the routine educational sessions, incorporating 
feedback received in future lessons.  
In FY23, the YAC experienced a drop in retention due to the implementation of the hybrid model. Some YAC members had 
difficulty adjusting to in person participation after being engaged in a virtual model for almost two (2) years. Despite this 
challenge, YAC members gradually made the transition and completed a number of outreach activities. During the FY24 
recruitment process, Young Womens Project made it clear to returning and new members that in person participation would
be the expectation. 

The Healthy Babies’ Life Empowerment Program (HBP) was funded to equip vulnerable, low-income District 
adolescents (ages 12-17 in Wards 5,7, and 8) with evidence-based health education and life skills training to help them build 
stable lives. The priority area for this program is positive youth development. This program focused on the following goals in
FY23: 

1. Utilizing the Sisters Informing Healing Leading Empowering (SIHLE), Making Proud Choices, and Real Essentials as
evidence-based curricula, to reduce teen pregnancy/STIs among 750 District youth (ages 12-18) over the course of 
five (5) years. 

2. Increase high school graduation/higher education attainment with retained program participants at 6 months post-
program completion. 

In FY23, HBP completed the following activities:

1. Engaged low-income District residents ages 12-18 in evidence based PYD health and life skills programming that
provides continuous quality improvement, including the facilitation of workshops. 

2. Disseminated and evaluated pre-and post-assessments to measure knowledge change amongst participants. 
3. Engaged youth in routine booster session workshops that addressed life skills and career exploration elements to

help improve high school completion rates. 

In FY23, HBP’s LEP engaged 207 low-income District residents ages 12-18 in evidence based PYD health and life skills
programming. Pre-tests were administered at the beginning of the cohorts and post-tests at the end. Survey results 
measured sexual health and pregnancy prevention knowledge, contraceptive knowledge and confidence in usage, safe 
sexual behaviors, and risky sexual behaviors, and understanding of healthy relationships. In FY23, the following were 
additional key results from the LEP post-tests: 

75% of youth understand abstinence is the only way to prevent pregnancy.
89% of youth understand STD/STI prevention.
93% of youth understand the elements of a healthy relationship.
72% feel confident accessing birth control methods.
92% of Youth established a high education plan.
91% of youth followed through with referral for additional educational support.

In FY23, HBP continued to implement monthly booster sessions with a total of 27 sessions that occurred. These booster 
sessions include workshops that address various topics including, building healthy relationships, choosing a career path,
and advocacy. 

In March FY23, the Healthy Babies Project, Life Empowerment Program (LEP), organized and hosted its First Annual 
“What's the Dilemma “Youth Conference. This Youth conference was held in person at the Marriot in Washington DC. 
Workshops were held focusing on creating healthy relationships, emotional regulations, sexual health, and financial literacy. 
In total, 32 youth and community partners participated in the “What’s the Dilemma” Conference. HBP plans to continue 
hosting this yearly conference in partnership with community partners to raise awareness and increase participation. HBP 
also established two new partnerships with Core DC and Her Resiliency to expand program reach and provide 
programming for teens experiencing homelessness in DC. 

In FY23, Men Can Stop Rape (MCSR), was funded by Title V to continue the Women Inspiring Strength and 
Empowerment (WISE) and Men of Strength (MOST) Clubs in support of the positive youth development priority area. In 
FY23, MCSR utilized effective strategies to increasing adolescents' (ages 12 to 17) engagement in tailored programming on
health and life skills topics. 

 In FY23, MCSR focused on the following goals:

1. To implement WISE and MOST Club programming that engages adolescents ages 12 to 17 at 14 school locations in
weekly programming about health, life, and career skills topics. 
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2. To engage WISE + MOST Club members in the development and implementation of Community Strength Projects 
that demonstrate their increased understanding of health, life, and career skills topics and share this learning with
the broader community. 

3. To train professionals to implement WISE and MOST Club programming; become trainers in their own communities 
on the role of engaging men and boys in gender-based violence prevention; and develop bystander intervention and
consent skills amongst youth-serving professionals and key stakeholders. 

4. To deepen the effectiveness and sustainability of programming that produces statistically significant changes in
attitudes, behaviors, and relevant outcomes for adolescent health based on key indicators. 

In FY23, MCSR completed the following activities: 

1. Facilitated weekly WISE and MOST Club programs at 14 school locations for a minimum of 15 students per 
location, led by MCSR-trained facilitators and guided by MCSR's 22-session curriculum, which provides  hour per
week of group mentoring that deepens, increases, and sustains their awareness and understanding of healthy, 
prosocial behaviors at the individual, relationship, community, and societal levels.  

2. Mentored youth in the development of tangible life and career skills that will help them successfully transition from
high school into adulthood. 

3. Guided WISE + MOST Club Members in planning, implementing, and assessing Community Strength Projects.  
4. Provided professional development opportunities to youth-serving professionals seeking to engage youth in positive

youth development programming via a minimum of two trainings and additional technical assistance hours as 
needed/requested. 

5. Tailored and implemented evaluation tools to track key indicators. 
6. Analyzed evaluation data to assess the impact of programming and to enhance program sustainability.

In FY23, MCSR reached 817 students in clubs, Community Strength Projects, and other events (noting this is a duplicated
count and at times, there was an overlap in student participation across activities). 

In FY23, MCSR guided 709 WISE + MOST Club Members in planning, implementing, and assessing five (5) Community 
Strength Projects (CSP), including Teen Dating Violence Awareness month workshops, SAAM Workshops, SAAM open 
meetings and WISE Holiday Party. The Community Strength Projects translate the lessons of the MCSR curricula guiding 
MOST and WISE Clubs into inspired public action, as students in the MOST and WISE Clubs organize and become leaders 
in their schools and communities. Through intergenerational and near-peer mentoring, club members developed, executed, 
and evaluated their own youth-led initiatives. By sharing what they learn in their Clubs with the broader community, it 
expanded their capacity as leaders and allowed them to earn service-learning credits to fulfill graduation requirements along
the way. 

In FY23, MCSR also hosted four Healthy Masculinity Training Institutes (HMTIs) to provide professional development
opportunities to youth-serving professionals. 

 In FY23, MCSR achieved the following successes: 

The successful implementation and completion of another program year of MOST and WISE clubs in the 
Washington DC area.
The successful return to in-person trainings for training team.
The opportunity for MOST and WISE students to provide technical assistance to the federal govt by participating in a 
Teen Dating Violence Awareness Event hosted by the Department of Justice.
The release of our first few Podcasts episodes.
Newly established collaboration with the local Boys and Girls club of Washington DC.
Newly established partnership with Roosevelt SHS which involves providing a MOST club class during the school 
day.

Priority Area 3: Improving access to healthcare among adolescents. 

Performance Measures:

NPM: Percent of children with and without special health care needs, ages 0 through 17, who have a medical home.
ESM: Number of children and adolescents with and without special health care needs referred to a medical home.
NPM: Percent of adolescents with and without special health care needs, ages 12 through 17, who received 
services to prepare for the transition to adult health care.

Objective 4: Increase the proportion of adolescents 0 to 17 who have a medical home from 46.8% to 47.9% by
2026.

Objective 5: Increase the percentage of adolescents ages 12 to 17 who use transition planning services from
19.4% to 25% by 2026.

Strategies: 

Encourage and empower students to utilize school-based health centers as their medical home.
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Work with SBHCs to implement adolescent-friendly approaches, including confidential services;, a safe, 
nonjudgmental clinic environment; and the availability of services that address adolescents’ most prevalent needs 
(sexual and mental health services) in the school.
Assist students with finding an adult therapist and checking eligibility to enroll in Medicaid (transition).
Work with school health services (school nurses and SBHCs) to provide transition planning to seniors.
Build communications/media to promote transition.
Empower and encourage adolescents to utilize school-based health centers as their gateway and guide into adult 
care.

Activities:

Title V provides support for DC Health staff overseeing the locally funded School-Based Health Center Program (SBHC).
The program aims to improve the physical, social, emotional, and behavioral health of students, as well as minimize the
effects of poverty and other adverse childhood experiences, enabling students to thrive in the classroom and beyond.

During FY23, DC Health continued to provide oversight to seven (7) SBHCs operated by four DC Health grantees – 
Children’s National Hospital, MedStar Health Research Institute, Mary’s Center, and Unity Health Care, Inc. – in seven DC 
Public high schools. SBHCs are open year-round and promote an adolescent-friendly approach due to evidence supporting 
the need for care to be accessible, equitable, acceptable, appropriate, comprehensive, effective, and efficient. Services 
provided by each School-Based Health Center include preventive and primary care, sexual and reproductive health care, 
oral health care, behavioral/mental health care, health education, and linkages/referrals:

Preventative and Primary Care services provided by the School-Based Health Centers consist of promoting and 
maintaining health through risk screenings, well-child examinations, and immunizations. School-Based Health 
Centers evaluate, diagnose, and treat students with chronic illnesses such as diabetes, asthma, and obesity.  
Sexual and Reproductive health care and life planning services provided by School-Based Health Centers include 
counseling and provision for various contraceptives, including oral contraceptives, Depo-Provera injections, and 
long-acting reversible contraceptives (i.e., subdermal implants, intrauterine devices (IUDs). Also provided are 
sexually transmitted infection screening, counseling, and prenatal care services.  
Behavioral/Mental Health Providers are on-site to provide mental health assessments, treatment, counseling, 
substance abuse intervention, and care coordination. DC Health partners with the DC Department of Behavioral 
Health to ensure that the behavioral health needs of students are met through the School-Based Health Center or 
Mental Health Providers in the community. Students needing specialty care, emergency care, or other services not 
provided by the School-Based Health Centers receive a referral. 
Preventive oral health services are provided at certain sites. These services include oral health screenings, dental 
cleaning, topical fluoride treatments, oral health education, and counseling.

 

In FY23, SBHCs completed 6,657 total visits and served 4,612 total students (unduplicated), an increase from the 6,082 
visits and 2,284 (unduplicated) students served in FY22. The breakdown of service utilization is listed in the tables below. 
SBHC operators continued to routinely report data to DC Health, including monthly narratives, quarterly data reports, and 
annual end of year reports.

Table 4. FY24 School-Based Health Centers Utilization by Service and School

FY 23 School-Based Health Centers Utilization by Service and School (Oct 1, 2022 – Sep 30 th , 2023)
Service  Anacostia Ballou Cardozo Coolidge Dunbar Roosevelt Woodson
Total Visits 964 500 1931 1220 554 420 1068
Total number 
of students 
who visited
SBHC 

530 440 1204 943 474 271 750

Well Child
Visits 

114 41 296 77 61 76 218

Mental/ 
Behavioral 
Health Visits

114 29 1879 819 6 51 1050

Sexual Health
Visits 

459 53 340 336 13 129 229

Oral Health
Visits 

104 21 238 78 0 19 83

Asthma Care
Visits 

58 30 48 18 19 15 83

 

The SBHCs were instrumental in assisting with the Immunization Compliance policy for the 2023-2024 school year. During
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the summer of 2023, they served as mass immunization sites for students who attended schools in Washington, DC. 
During the fall of 2023 the SBHC sites served as additional immunization sites for high school students who attend a school 
with a SBHC and middle school students who attend a SBHC feeder school. By immunizing additional students during the 
summer and fall of 2023, the SBHC’s were able to increase the number of students who were compliant with their 
immunizations. This increase was especially pronounced for high schools where the SBHC’s are co-located and for middle
school students who attend schools that feed into the respective high schools. who needed their childhood vaccinations. 

Twenty-nine percent (1936/6657=29%) of students who enrolled in the SBHCs elected them as their medical home. The 
SBHC’s do not capture data on the exact number of students who need to be referred to a medical home. However, all 
seven SBHCs are operated by four organizations that have networks of medical care providers within DC. Any student who
is seen at any of the SBHCs can be referred to providers in the community within our outside-of-the-community networks. 

In FY23, the SBHCs continued making strides to address gaps in services provided by the clinics. This includes providing 
additional immunization support, increasing the number of well child visits and sports physicals completed in the SBHC’s, 
increasing the number of behavioral health, dental and reproductive health services offered at the SBHCs. Closing health 
services gaps in the SBHCs have resulted in an increase in utilization by students who are enrolled in the clinics. 

The SBHCs were able to increase immunization compliance at their schools. SBHC providers and staff contacted 
noncompliant students who were enrolled in the school to schedule and provide childhood and COVID-19 vaccinations. 
Students had the ability to fully enroll in the SBHC or enroll as one-time visits to receive necessary vaccinations and
become compliant. 

DC Health made access to adolescent-friendly reproductive health care a priority for FY23. As a result, the SBHC operators 
have diversified the types of birth control available to students and have taken steps to ensure that all forms of birth control 
are offered to students (including LARC). Some of the SBHC operators have also taken a public health approach to 
addressing reproductive health by hiring reproductive health specialists and health educators to provide health education to
students in addition to medical care. 

To increase adolescent access to behavioral health services, the SBHC’s began a partnership with the Pediatric Mental 
Health Care Access (PMHCA) program to ensure that eligible students receive behavioral health services in a timely 
manner. The partnership involves the use of the DC MAP referral process for students who are unable to receive care
directly from the schools and SBHCs. 

The SBHCs also began incorporating health education and health information dissemination to the whole student body
through bulletin boards, tabling at school events, health seminars, and small group activities. 

Increasing overall SBHC enrollment is an area for improvement that the SBHCs and DC Health have been strategizing to 
improve over the past fiscal year. DC Health has set an overall goal that all SBHC’s should reach at least 50% of the 
students enrolled in the school. In FY23, three of the seven SBHC’s enrolled at least 50% of the students enrolled in the 
school and five of the seven SBHC’s increased their overall enrollment. SBHC staff have increased their visibility in schools 
and DC overall through recruitment tables, informational meetings, and their assistance with the immunization compliance 
program. 

To ameliorate the burden experienced by staff turnover, DC Health staff provided additional technical assistance to site staff
as they hired and maintained providers at SBHCs. 
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Adolescent Health - Application Year

Adolescent Health
Application Year 2025 

Priority Area 1: Reducing grief and trauma-related symptoms among children and adolescents. 

Performance Measures:

State Performance Measure (SPM) Mental Health:  Increase the percent of children and adolescents, ages 3-17 with
mental health needs who received counseling.

Objective 1: Increase the percent of adolescents age 12 to 17 with mental health needs who received counseling
from 59.1% to 65% by 2026. 

Strategies:

Provide training and consultation/crisis support on trauma and bereavement to key partner staff (i.e., teachers, 
administrators, social workers).
Provide individual or group therapy to District residents, ages 6-21, who have been exposed to trauma and/or 
traumatic loss.
Engage in service coordination with the DC Department of Behavioral Health and other clinical service providers in 
partner schools and community organizations.
Refer participants to appropriate mental health and other community services as needed and follow up with 
parents/legal guardians to verify completion.
Provide mental health screenings to adolescents in the District
Provide accessible mental health programs in school-based health centers and community-based organizations.
Provide training for behavioral health professionals.

Activities:

In FY25, the Wendt Center for Loss & Healing will continue the Resilient Scholars Project. This community-based mental
health program creates pathways to healing and health for low-income, minority children and adolescents from underserved
neighborhoods of the District who are impacted by trauma and grief. The project partners with schools and other child-
serving organizations in the lowest-income Wards of DC to provide intensive, evidence-based trauma and grief therapy to
students affected by violence, racism, abuse, deaths of loved ones, poverty, and other Adverse Childhood Experiences
(ACEs). The project also provides specialized trauma and grief training to build the capacity of District public and public
charter school systems to support traumatized and grieving students effectively. 

In FY25, the Wendt Center for Loss & Healing will continue to focus on the following:

Increase access to effective mental health care by providing high-quality, evidence-based mental health services in 
community-based or virtual settings to low-income children (ages 6-21) exposed to trauma and grief.
Increase access to effective mental health care by providing specialized training services informed by evidence-
based practices that expand the capacity of members of the school workforce to support trauma effectively- and 
grief-impacted children.

In FY25, as part of the Pediatric Mental Health Care Access Grant (PMHCA), DC Health will continue to partner with the 
District of Columbia Department of Behavioral Health (DC DBH) to expand services offered within the DC Mental Health 
Access in Pediatrics (DC MAP) program, including the provision of pediatric mental health care telehealth access, 
continuous quality improvement, and extensive collaboration with regional and national partners. In preparation for FY 25, a 
Memorandum of Understanding (MOU) will be signed to continue the partnership between DC Health and DC DBH. Paving 
the Way will continue to serve as a subcontractor of DBH to implement DC MAP and the strategic planning of expanding
services. The PMHCA telehealth expansion will continue to address the following priority areas: the timely detection, 
assessment, treatment, and referral for behavioral health conditions. 

DC Health will continue to monitor the Pediatric Primary Care Providers (PPCP) and practices enrolled in the DC MAP 
services through quarterly reviews of utilization regarding the services and enroll such providers to continue expanding the 
program.  Personalized plans for providers and/or practices will be developed as needed to adopt DC MAP telehealth 
services and to address any potential obstacles. This ongoing goal will encourage PPCPs to consistently use DC MAP's 
services, including teleconsultation, training, technical assistance, and care coordination. In partnership with organizations 
such as Concert Health at least ten telehealth trainings will be provided for PPCPs on select mental health topics in a 
webinar format employed for large sessions. DC MAP will continue its integration expansion efforts with Help Me Grow DC
and School Based Health Centers based on the agreed upon criteria. 

The key activities for FY25 are as follows: 

PPCPs will be contacted about their use and experience with telehealth services, including implementation
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challenges. The challenges will also be identified and addressed for those PPCPs using DC MAP services who are 
not formally enrolled. 
There will be ongoing surveying (or phone calls if needed) to review the experiences of PPCP sites. The utilization 
and satisfaction with DC MAP telehealth, obstacles to use, and potential expansions (e.g., screening training, etc.) 
will be assessed. Modifications to enhance telehealth for their MH service provision will occur so that input from all 
providers/practices is collected. This evaluation will also include items to elicit and identify unmet needs, 
modifications needed to engage different patient populations, and cultural attunement to optimize mental health 
delivery for all PPCP practice patients.
There will be continued technical assistance in telehealth and mental health delivery. The partnership with Concert 
Health to provide professional development and individualized training will continue with the inclusion of cultural 
competency within the training curriculum. 
DC MAP will also begin exploring the regional expansion of its services by partnering with Virginia Mental Health 
Access Program (VMAP) and Maryland Behavioral Health Integration in Pediatric Primary Care (MDBHIPP).

In FY25, through the Resources and Education for Adolescents in Community Health (REACH) program, Children’s 
National Medical Center will continue addressing the widening medical and psychosocial disparities due to COVID-19. 
Project-REACH will continue implementing a multipronged teen-friendly program facilitated through the primary care
medical home. The priority focus area is Mental Health, Including Grief and Trauma-Informed Care. Children’s National 
anticipates partnering with community-based organizations. 

In FY25, through Project REACH, Children’s National Medical Center will continue to focus on the following:   

Serve patients ages 13 to 21 through the mobile medical program (and when indicated CHC-THEARC) who reside 
in the District of Columbia.
Implement evidence-based/evidence-informed virtual group education for adolescents (ages 13 to 19 years) annually 
to include the following: (a) 15-week longitudinal educational series; (b) weekly reproductive health education 
sessions; (c) bimonthly mental health education sessions.
Facilitate continued access to adolescent-friendly services within the primary care medical home for non-parenting 
and parenting adolescents ages 13 to 19 years annually by providing care coordination and closed-loop referral 
processes.

Priority Area 2: Enhancing positive youth development for adolescents to decrease high-risk behaviors. 

Performance Measures:

SPM Teen Pregnancy Prevention: Decrease the percentage of live births to teenagers ages 15 to 19.
SPM Positive Youth Development: Retain 80% of youth engaged in curriculum-based learning within youth-serving 
programs.

Objective 2: Reduce births to teens ages 15 to 19 from 15.6% to 10.4% by 2026.

Objective 3:  Retain at least 85% of youths (aged 14-21) engaged in tailored adolescent health programming,
including the Youth Advisory Council and positive youth development (PYD) curriculum. 

Strategies:

Provide accessible pregnancy prevention programs within schools.
Provide the youth with opportunities to become leaders and advocates within their community.
Increase participation in YAC across all DC public, private, and charter schools.
Promote peer health education and survey implementation within a youth-focused curriculum.
Facilitate in-person engagement within the partner schools to promote youth-serving programs, increase 
participation, and maintain retention.
Provide oversight for DC Health’s Teen Pregnancy Prevention (TPP) Program to increase enhanced knowledge 
regarding access to and increasing the use of contraception methods, including long-acting reversible 
contraceptives (LARCs) among adolescents.
Implement One Key Question (OKQ) and develop reproductive health plans for students who visit in SBHCs or 
participate in the TPP program.
Increase the availability of adolescent-friendly health services.
Create sustainable community-clinical linkages for adolescent health services.

Activities:

In FY25, Crittenton Services of Greater Washington will continue to provide oversight for DC Health’s Teen Pregnancy 
Prevention Program. DC Health’s Teen Pregnancy Prevention (TPP) Program will continue expanding its focus to 
incorporate a more inclusive approach to Adolescent Health. The program will address two of the state’s top priority needs: 
Mental Health, including Grief and Trauma-Informed Care and Positive Youth Development. Program participants will 
continue to receive enhanced knowledge regarding existing contraception methods, how to access them, and how to
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appropriately use them. The TPP grantee will also expand the implementation of One Key Question® at the grantee sites.
Crittenton Services of Greater Washington anticipates partnering with school and community-based organizations. 

In FY25, Crittenton Services of Greater Washington will continue to focus on the following:  

Teen Pregnancy Prevention Program participants will have enhanced knowledge regarding existing contraception 
methods and how to access them and will increase their use.
SNEAKERS and PEARLS participants will have positive attitudes toward healthy relationships, have post-secondary 
educational plans, and avoid pregnancy.
SNEAKERS and PEARLS participants will develop essential life and leadership skills.
Teen Pregnancy Prevention Program participants will develop a reproductive life plan based on their awareness 
and/or intent to become pregnant.
Crittenton will continuously learn from and improve program curricula and delivery.
SNEAKERS and PEARLS participants who receive mental health and other services will report improvements to 
Crittenton staff.

Performance Measures:

SPM Positive Youth Development: Retain 80% of youth engaged in curriculum-based learning within youth-serving 
programs.

Objective 3:  Retain at least 85% of youths (aged 14-21) engaged in tailored adolescent health programming,
including the Youth Advisory Council and positive youth development (PYD) curriculum. 

Strategies:

Provide the youth with opportunities to become leaders and advocates within their community.
Increase participation in YAC across all DC public, private, and charter schools.
Promote peer health education and survey implementation within a youth-focused curriculum.
Facilitate in-person engagement within the partner schools to promote youth-serving programs, increase 
participation, and maintain retention.
Increase the availability of adolescent-friendly health services.
Create sustainable community-clinical linkages for adolescent health services.

Activities:

In FY25, the Youth Advisory Council (YAC) will continue to implement activities in alignment with DC Health’s mission, the
tenants of the Positive Youth Development Approach and the YAC Framework core components (Relationships and
Inclusion, Education, Health and Wellness, Leadership and Advocacy, and Employment and Entrepreneurship). The YAC
will continue to recruit and engage youth ages 14 to 21 years of age that reside in the District of Columbia and attend DC
Public, Public Charter, Private and Parochial high schools and target this population with health education and outreach
activities. This work will continue contributing to Title V’s SPM for positive youth development.  As a subsidiary of the MCH
Advisory Council, YAC members will continue to provide input into Title V’s response to prevalent issues among adolescents 
living in the District. 

In FY25, DC Health will continue to partner with The Young Women’s Project as a grantee to implement the YAC program 
and pursue activities outlined in the FY24 grantee work plan to increase the community reach and scale up of the work. 

In FY25, the YAC will maintain the following goals:

Recruit, engage, and retain 30 YAC members aged 14-21 from all eight Wards, who are racially and ethnically 
diverse, identify with all gender types, and bring diverse life experiences to the cohort.
Build the work readiness and performance of the YAC members so they can perform required duties and be ready to 
successfully enter the workforce.  
Improve YAC members’ capacity to solve problems in their own lives; communicate assertively; set and achieve 
goals; resolve conflicts; build cooperative, supportive relationships; and make healthy decisions.
Improve YAC members’ sexual health knowledge and healthy sexual behaviors, including postponing pregnancy, 
using all forms of contraception correctly, using barrier methods to prevent STIs, accessing sexual health clinic 
services, and utilizing risk-analysis techniques in sexual decision-making.
Improve YAC members’ mental health-wellness knowledge, skills, and attitudes so that they can understand and 
navigate toxic stress, anxiety, and trauma, build resilience through emotional, physical, and social health, build 
positive coping skills, avoid, and understand substance abuse, and get connected to adult providers.
Train YAC members and have them work to improve peer health outcomes through individual and group projects that 
may include condom distribution and classroom presentations for agency and council level.
Increase YAC member leadership and advocacy skills through engagement with DC Health initiatives and 
awareness activities (e.g., condom distribution in schools, school-based STI testing in schools, immunization, 
COVID-19, access to school-based clinics and health services, health literacy, etc.).
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Leverage social media accounts to improve peer health knowledge and awareness.

In FY25, YAC will continue to sustain current partnerships with other District agencies and community-based organizations 
to support Adolescent Health programs within DC Health and youth programs and services in the District of Columbia. The 
YAC will also provide support in providing guidance on system-level strategies that will support adolescent health services
and initiatives in the District. 

In FY25, the Healthy Babies’ Life Empowerment Program will continue to equip vulnerable, low-income District 
adolescents, ages 12-17, with evidence-based health education and life skills training to help them build stable lives. The 
priority area for this program is Positive Youth Development. The annual estimated reach is 150 low-income adolescents in 
the District in Wards 5, 7, and 8. Healthy Babies’ Life Empowerment Program anticipates partnering with school and
community-based organizations. 

In FY25, Healthy Babies’ Life Empowerment Program will continue to focus on the following: 

Utilizing the Sisters Informing Healing Leading Empowering (SIHLE), Making Proud Choices, and Real Essentials as 
evidence-based curricula to reduce teen pregnancy/STIs among District adolescents (ages 12-18)
Increase high school graduation / higher education attainment with retained program participants within six months 
post-program completion.

In FY25, the Men Can Stop Rape (MCSR) will continue the implementation of Women Inspiring Strength and 
Empowerment (WISE) and Men of Strength (MOST) Clubs in support of the Title V Program priority area for Positive Youth
Development. The Clubs utilize effective strategies for achieving the DC Department of Health’s goal to increase the 
percentage of adolescents ages 12 to 17 that engage in tailored programming on health and life skills topics. In addition, 
MCSR anticipates partnering with school and community-based organizations. 

In FY25, through the WISE and MOST clubs, MCSR will continue to focus on the following:

Implement WISE and MOST Club programming that engages adolescents ages 12 to 17 at 14 school locations in 
weekly programming about health, life, and career skills topics.
Engage WISE + MOST Club members in developing and implementing Community Strength Projects that 
demonstrate their increased understanding of health, life, and career skills topics and share this learning with the 
broader community.
Train professionals to implement WISE and MOST Club programming; become trainers in their communities on the 
role of engaging men and boys in gender-based violence prevention; and develop bystander intervention and consent 
skills among youth-serving professionals and key stakeholders.
Deepen the effectiveness and sustainability of programming that produces statistically significant changes in 
attitudes, behaviors, and relevant outcomes for adolescent health based on key indicators.

Priority Area 3: Improving access to healthcare among adolescents. 

Performance Measures:

NPM: Percent of children with and without special health care needs, ages 0 through 17, who have a medical home.
New ESM Medical Home: Percent of youth who elected School-based Health Centers (SBHCs) as their medical 
home 

Justification: According to the feedback received during FY23, the ESM was revised to reflect one of the
evidence-based interventions used to increase medical home utilization among youth. See Data Form 10 for 
more information regarding how the performance measure is operationalized and justified using literature.

NPM12: Percent of adolescents with and without special health care needs, ages 12 through 17, who received 
services to prepare for the transition to adult health care.

Objective 4: Increase the proportion of adolescents 0 to 17 who have a medical home from 46.8% to 47.9% by
2026. 

Objective 5: Increase the percentage of adolescents ages 12 to 17 who use transition planning services from
19.4% to 25% by 2026. 

Strategies:

Encourage and empower students to utilize school-based health centers as their medical home.
Work with SBHCs to implement adolescent-friendly approaches, including confidential services;, a safe, 
nonjudgmental clinic environment; and the availability of services that address adolescents’ most prevalent needs 
(sexual and mental health services) in the school. 
Assist students with finding an adult therapist and checking eligibility to enroll in Medicaid (transition). 
Work with school health services (school nurses and SBHCs) to provide transition planning to seniors. 
Build communications/media to promote transition. 
Empower and encourage adolescents to utilize school-based health centers as their gateway and guide into adult
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care. 
*new* Exploration of LinkU/FindHelp to increase referrals and counseling for pregnant women, children and 
adolescents with and without special health care needs, and families 

The new strategy is in support of a strategic effort to coordinate referrals into a centralized system that 
provides equitable access to all residents. More details about this transition will appear in the FY24 
Report/FY26 Application.

Activities:

In FY25, Title V will continue supporting DC Health staff overseeing the locally funded School-Based Health Center 
Program (SBHC). DC Health continues to manage seven (7) SBHCs operated by four DC Health grantees – Children’s 
National Hospital, MedStar Health Research Institute, Mary’s Center, and Unity Health Care, Inc. –in seven DC Public high 
schools. SBHCs will be open year-round and promote an adolescent-friendly approach due to evidence supporting the need 
for care to be accessible, equitable, acceptable, appropriate, comprehensive, effective, and efficient. All providers will 
continue to offer the following services: primary care, acute care, reproductive health services, oral health services, 
behavioral health services, and linkages and referrals, including transition planning. There will be an increased focus on 
prevention and treatment of sexually transmitted infection (STI)/sexually transmitted diseases (STD) in response to 
increasing rates among adolescents in the District.

Students will also continue to be able to elect an SBHC site as their medical home. While it is not a requirement for students 
to identify an SBHC as their medical home, research shows that adolescents are more likely to receive timely and 
appropriate care when SBHCs are available as a primary medical home. DC Title V staff looks forward to analyzing the data
on adolescent election and utilization of SBHCs to grow understanding of their medical, dental, and reproductive, and 
behavioral health needs. 

In FY25, DC Health will continue to evaluate the needs of the students and the services provided to ensure that the SBHCs 
provide a variety of high-quality health services to enrolled students. This includes but is not limited to improving access to 
behavioral health, dental and reproductive health services. Students with and without special healthcare needs who are 
enrolled in SBHCs will continue to have an opportunity to elect the SBHC as their medical home. 

During FY25, the SBHCs plan to strengthen their behavioral services through behavioral health providers and the 
partnership with the Pediatric Mental Health Care Access (PMHCA) grant to align with recommendations provided by the 
Coordinating Council on School Behavioral Health. The SBHC will continue to expand access to the PMHCA grant to 
students at all seven sites. SBHCs plan to address gaps in dental services, especially for schools who do not have dental 
offices in the SBHC. The SBHCs will continue to provide behavioral health services by having providers (therapists, 
psychiatrists, social workers, and case workers) in the SBHCs. Additionally, eligible students will be able to continue 
receiving brief intervention services through the PMHCA grant and all SBHC students will continue to receive referrals to
community health providers through DC MAP and the PMHCA grant. 

The SBHCs will also improve the dental services offered to students. Each of the primary care providers offer oral health 
assessments during well-child visits. Sites with a full-service dental Operatory refer students to the dental suites within the 
SBHCs, and sites without full-service dental operatory refer students to community-based dental offices (within and outside 
of their organizational networks). Additional sites were able to open dental suites during FY22, those sites that had 
previously established dental suites will continue to provide dental care throughout FY25. DC Health also plans to partner 
schools without dental services with the School-Based Oral Health program. The School-Based Oral Health Program 
providers will deliver dental services to students at some schools without dental providers, especially schools in high-priority
wards. 

Historically, the SBHCs have assisted with transitioning seniors from Pediatric to Adult care. The SBHCs will provide 
transition readiness assessments to students 18 and older. The assessments will determine what type of assistance each 
student will receive. The types of assistance have varied from providing referrals to adult PCPs and scheduling annual 
physical exams for students to provide literature and guidance on how to navigate healthcare as an adult. During FY25, the 
SBHCs plan to continue providing transitional care services to graduating seniors. Additionally, the SBHCs and DC Health 
will begin to evaluate this process to measure the impact and provide guidance for improving the health care transition 
education, as needed.

In FY25, the telehealth program for the School Health Services Program (SHSP) will be expanded to include additional 
schools that have recently enrolled in the SHSP. The school health services telehealth program is not meant to replace the 
student's medical home but is meant to be an added resource in support of care coordination for that student. This program 
will greatly increase consistent access to medical care while limiting a student’s time away from class and parental time 
away from work. The student can be seen by a licensed medical provider who will be able to assess the student's current 
medical needs and provide treatment plans/medication as deemed necessary.

In FY25, a data-sharing agreement between DC Health, the Department of Health Care Finance (DHCF), and DC Public 
Schools (DCPS) will be utilized to assist in identifying students who are Medicaid beneficiaries who have/ have not had a 
well-child examination. A quality improvement and outreach plan in coordination with DHCF will be implemented to identify 
coordinated outreach to DCPS students who have yet to receive a well-child examination to ensure all students are properly 
navigated to a medical home. This data-sharing agreement will put a systematic data-sharing process in place, fill gaps in
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current DC Health data on well-child visits based on DCHF data and illustrate documented outreach to families from MCOs
and school health program.

 

 

Children with Special Health Care Needs
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Children with Special Health Care Needs 

National Performance Measures

NPM - Percent of children with and without special health care needs, ages 0 through 17, who have a medical 
home (Medical Home, Formerly NPM 11) - MH 

Indicators and Annual Objectives

NPM MH - Children with Special Health Care Needs

Federally Available Data

Data Source: National Survey of Children's Health (NSCH) - CSHCN

2019 2020 2021 2022 2023

Annual Objective 35 35 35

Annual Indicator 35.0 30.8 36.2 44.8 41.4 

Numerator 7,978 7,537 8,970 10,500 10,228

Denominator 22,790 24,511 24,793 23,440 24,679

Data Source NSCH-CSHCN NSCH-CSHCN NSCH-CSHCN NSCH-CSHCN NSCH-CSHCN

Data Source Year 2017_2018 2018_2019 2019_2020 2020_2021 2021_2022
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Evidence-Based or –Informed Strategy Measures

ESM MH.2 - Percent of children and adolescents with and without special health care needs referred to a medical 
home

Measure Status: Inactive - Replaced

State Provided Data 

2021 2022 2023

Annual Objective 46

Annual Indicator 44.6 0

Numerator 57,119 0

Denominator 128,070 10

Data Source National Survey of Childrens 
Health

National Survey of Childrens 
Health

Data Source Year 2021 2022

Provisional or Final ? Final Provisional

ESM MH.3 - Percent of adolescents who elected School-based Health Centers (SBHCs) as their medical home

Measure Status: Active

State Provided Data 

2023

Annual Objective

Annual Indicator 29.1

Numerator 1,936

Denominator 6,657

Data Source DC Health School-Based Health Centers

Data Source Year 2023

Provisional or Final ? Final

Annual Objectives

2025

Annual Objective 30.0
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NPM - Percent of adolescents with and without special health care needs, ages 12 through 17, who received 
services to prepare for the transition to adult health care (Transition, Formerly NPM 12) - TR 

Indicators and Annual Objectives

NPM TR - Children with Special Health Care Needs

Federally Available Data

Data Source: National Survey of Children's Health (NSCH) - CSHCN

2019 2020 2021 2022 2023

Annual Objective 20 20 20 20 20

Annual Indicator 17.0 14.5 12.2 17.6 26.0 

Numerator 1,538 1,531 1,322 1,519 2,452

Denominator 9,055 10,588 10,814 8,642 9,424

Data Source NSCH-CSHCN NSCH-CSHCN NSCH-CSHCN NSCH-CSHCN NSCH-CSHCN

Data Source Year 2017_2018 2018_2019 2019_2020 2020_2021 2021_2022

 

Annual Objectives

2024 2025
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Evidence-Based or –Informed Strategy Measures

ESM TR.2 - Percent of CSHCN provided with transition services

Measure Status: Active

State Provided Data 

2021 2022 2023

Annual Objective 27

Annual Indicator 26.8 22

Numerator 2,193 2,215

Denominator 8,182 10,068

Data Source National Survey of Childrens
Health

National Survey of Childrens
Health

Data Source Year 2021 2022

Provisional or Final ? Final Final

Annual Objectives

2024 2025

Annual Objective 28.0 29.0
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State Action Plan Table

State Action Plan Table (District of Columbia) - Children with Special Health Care Needs - Entry 1

Priority Need

Improving access to healthcare among children with special health care needs 

NPM

NPM - Percent of children with and without special health care needs, ages 0 through 17, who have a medical home 
(Medical Home, Formerly NPM 11) - MH

Five-Year Objectives

Increase the percentage of CSHCN 0 to 17 who have a medical home from 36.2% to 42.2% by 2026

Strategies

Introduce early connections to a medical home through care coordination and collaboration (e.g. home visiting, CBOs).

Provide practice-based navigation services to families of CSHCN in accessing and coordinating medical care and 
community resources.

Employ and empower Parent Navigators to provide guidance and support to families about how to access services, work 
with providers, and other aspects of care coordination for CSHCN

ESMs Status

ESM MH.1 - Number of children and adolescents with and without special health care needs referred 
to a medical home

Inactive

ESM MH.2 - Percent of children and adolescents with and without special health care needs referred 
to a medical home

Inactive

ESM MH.3 - Percent of adolescents who elected School-based Health Centers (SBHCs) as their 
medical home

Active
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NOMs

NOM - Percent of children with special health care needs (CSHCN), ages 0 through 17, who receive care in a well-
functioning system (CSHCN Systems of Care, Formerly NOM 17.2) - SOC

NOM - Percent of children, ages 3 through 17, with a mental/behavioral condition who receive treatment or counseling 
(Mental health treatment, Formerly NOM 18) - MHTX

NOM - Percent of children, ages 0 through 17, in excellent or very good health (Children's Health Status, Formerly NOM
19) - CHS

NOM - Percent of children, ages 0 through 17, who were unable to obtain needed health care in the past year (Forgone 
Health Care, Formerly NOM 25) - FHC
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State Action Plan Table (District of Columbia) - Children with Special Health Care Needs - Entry 2

Priority Need

Improving access to healthcare among children with special health care needs 

NPM

NPM - Percent of adolescents with and without special health care needs, ages 12 through 17, who received services to 
prepare for the transition to adult health care (Transition, Formerly NPM 12) - TR

Five-Year Objectives

Increase the percentage of CSHCN ages 12 to 17 who use transition planning services from 12.2% to 22.5% by 2026 

Strategies

Work with School health services (school nurses and school based health centers (SBHCs)) to provide transition planning 
to seniors.

Build communications/media to promote transition.

Employ and empower Parent Navigators to provide guidance and support to families to encourage adolescents with SHCN 
to transition into adult care

Assist students with finding an adult therapist and checking eligibility to enroll in Medicaid (transition).

Train pediatric/adult providers around transition 

NOMs

NOM - Percent of children with special health care needs (CSHCN), ages 0 through 17, who receive care in a well-
functioning system (CSHCN Systems of Care, Formerly NOM 17.2) - SOC

ESMs Status

ESM TR.1 - Number of CSHCN provided with transition services Inactive

ESM TR.2 - Percent of CSHCN provided with transition services Active
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Children with Special Health Care Needs - Annual Report

Children with Special Healthcare Needs
Annual Report Year 2023 

Priority 1: Improving access to healthcare among children with special health care needs 

Focus area: Medical Home

Caring for a child or children and youth with special health care needs (CYSCHN) requires adequate resources and support 
to mitigate against further adverse health outcomes. Healthcare services must be both available and accessible to families 
to meet the needs of children who are medically complex and address health disparities among underserved communities. 
The National Survey of Children’s Health (NSCH) estimates that 62.5% of CYSCHN in the District, aged 0 to 17, did not have 
a medical home in 2022.  NSCH proposes that a proper medical home includes a personal doctor or nurse, a usual source 
of care, and family-centered care.

Families of CYSHCN in the District need a medical home to receive the best resources and support for their social, health, 
and emotional needs. However, several barriers continue to hinder families from successfully accessing health care 
services: 1) difficulty with systems of care within the primary care practice, 2) inability to access specialty care, 3) broken 
communication with providers during and between visits to ensure that concerns are addressed, 4) lack of linkage to 
community resources, 5) lack of financial assistance with equipment, medications, and other needs not covered by 
insurance, and 6) barriers for families who primary language is not English or who have low levels of literacy, and 7) lack of 
adult healthcare transition planning. As a result, families of CYSHCN often experience frequent levels of frustration, 
disappointment, discouragement, and burnout.

Providers also struggle to meet the needs of CYSHCN and their families due to 1) limited knowledge and training on the 
usage of care coordination tools in the primary care setting, 2) limited practice time and resources to coordinate care and 
community linkages, 3) lack of knowledge of available community resources, 4) lack of expertise in managing children with 
medically chronic complex needs, and 5) lack of accessible adult health care providers to plan and transition care for 
adolescents with special health care needs.

The DC Title V program responds to the mentioned barriers by strategically overseeing programs that employ peer 
professionals and care coordination services to assist families.

Performance Measures:

National Performance Measure (NPM) Medical Home: Percent of children with and without special health care 

needs, ages 0 through 17, who have a medical home

Evidence-based or-informed Strategy Measure (ESM) MH.3: Percent of children and adolescents with and without 

special health care needs referred to a medical home

Objective 1: Increase the percentage of CSHCN 0 to 17 who have a medical home from 36.2% to 42.2% by 2026

Strategies:

Employ and empower Parent Navigators to provide guidance and support to families about how to access services, 

work with providers, and other aspects of care coordination for CSHCN

Introduce early connections to a medical home through care coordination and collaboration (e.g., home visiting, 

CBOs)

Provide practice-based navigation services to families of CSHCN in accessing and coordinating medical care and 

community resources

Activities:

To continue providing services to CYSHCN, the Title V program funded the Children’s National Medical Center (CNMC) 

Parent Navigator program. Parent navigators work with families of CYSHCN to identify and address barriers across

Created on 9/27/2024 at 10:26 AMPage 186 of 358 pages



access, communication, transition, medical and community resources. Using peer-to-peer support and coaching, parent 
navigators assist with appointment scheduling, communication and coordination with providers and other care team 
members, identification, and linkage with medical and community. In support of the performance measures centered on 
transition (listed above), the CNMC Parent Navigator program aims to provide ongoing and consistent practice-based 
navigation services to families of CYSHCN in accessing and coordinating medical care and community resources. In FY23, 
the program provided navigational services to 278 unique families.  The program also resolved 630 issues related to 
appointment scheduling, care coordination, assessments, and other issues common to families of CYSHCN. Out of the 
families served, 105 individuals completed satisfaction surveys and demonstrated a 94.9% program satisfaction rate. 
Parent Navigators prove to be an effective and reliable strategy to help families of CYSCHN navigate the intricate, yet 
complicated healthcare system.  

The Title V program also continued its support of the Help Me Program (HMG), which provides services to children with 

special healthcare needs. A major pillar of HMG programming involves the early identification of developmental delays in 
children. The Ages and Stages Questionnaire (ASQ) platform allows interested families to complete the form in the comfort 
of their homes. The use of the online ASQ platform provides HMG Care Coordinators the opportunity to discuss and 
educate parents/caregivers on the importance of developmental milestones, early detection of developmental concerns and 
early intervention, and encourage parents/caregivers to complete the developmental screenings. Because access to the 
ASQ platform enhanced through the online pathways, 24 families completed a developmental screening in FY23 compared 
to eight (8) families in FY22 which is a 20% increase.  

In addition to the ASQ platform, Title V funds and supports the partnership between the Office of the State Superintendent of 
Education (OSSE) Strong Start program and HMG to implement a state-wide system of providing appropriate early 
intervention services to infants and toddlers with delays or disabilities and their families. Strong Start maintains ASQ 
developmental screenings and refers children identified with behavioral/emotional concerns to HMG for additional support 
and services. Additionally, Strong Start supports care coordination for health services for children with special needs 
enrollment and addresses access issues through collaboration/connections and referral to HMG, especially for families of 
CYSHCN who do not meet the eligibility criteria for OSSE programs. To help achieve health equity for families experiencing 
ineligibility, HMG Program Coordinators provide annual presentations to OSSE’s service coordinators’ meetings to improve 
awareness of HMG services. Detailed activities for HMG can be found the Child Health Domain.

Additionally, another program supported and funded by Title V that serves CSHCN is the School Health Services Program 

(SHSP). SHSP provides four identified scopes of work for children with special healthcare needs, including:

1. in-person health suite staffing and direct services,
2. on-demand telehealth services,
3. care coordination and school health integration services, and
4. training, technical assistance, and support.

Services are available to students attending elementary and secondary public and public charter schools in the District. 
Parent Navigators and Outreach Coordinators directly support the students and their families while establishing and 
maintaining relationships with community resources and providers to understand the services available and their 
accessibility. This information is then shared with Case Managers, Health Navigators, and health suite staff. Parent 
Navigators also inquire about gaps within service delivery and resources available to coordinate with Case Managers to 
provide appropriate assistance. Case Managers are social workers, registered nurses, or licensed practical nurses 
experienced in caring for or managing chronic conditions in children and adolescents. Some of their responsibilities include:

Determine the frequency of interventions based on the student's needs.

Develop Individualized Health Plans (IHPs) for students with chronic conditions.

Collaborate with stakeholders and healthcare professionals to ensure students’ IHP incorporates goals and 

interventions to support academic success.

Coordinate with school staff to design formats for the student’s medical treatment during school matriculation.

In FY23, the District’s SHSP experienced 272,559 encounters, more than half of which occurred in Wards 4 and 8. The top
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three types of encounters included:

Acute Care Management - injuries, illnesses, incidences, chronic illness, head check, follow-up, and first-aid

Preventative Care – Vision and Hearing Screenings

Medical Procedure Administration – catheterization, wound care, nasogastric or gastric tube feedings, diabetes care, 

respiratory care, and blood pressure checks

To continue the strategic approach to addressing the needs of the CSHCN community in the District, the DC Title V program 
engaged Advocates for Justice and Education, Inc. (AJE) to establish an official partnership for FY24. The partnership 
entails funding support for a health equity project that convenes parent and medical provider stakeholders to identify the 
critical needs of CSHCN and draft recommendations for policy improvement. AJE staff incorporate community engagement 
principles when engaging parents and medical providers to build trust and rapport with both groups separately. Furthermore, 
staff are using the results of a CSHCN needs assessment to inform engagement and agenda setting. The DC Title V 
program looks forward to incorporating the outcomes of this project into the CSHCN strategic plan and the MCH Needs 
Assessment.

Focus area: Transition 

Performance Measures:

NPM Transition: Percent of adolescents with and without special health care needs, ages 12 through 17, who 

received services to prepare for the transition to adult health care

ESM TR.2: Percent of CSHCN provided with transition services

Objective 2: Increase the percentage of CSHCN ages 12 to 17 who use of transition planning services from 12.2% 

to 22.5% by 2026

Strategies:

Employ and empower Parent Navigators to provide guidance and support to families to encourage adolescents with 

SHCN to transition into adult care

Activities:

The CNMC Parent Navigator program continues to operate as DC Title V program’s primary facilitator of services to 
CSHCN. In FY23, program staff provided services to 77 CYSHCN to assist adolescents with successful transition from 
pediatric care to adult care. Of the families that received transition planning services, only six (6) of the teens were eligible 
for transitioning and four (4) were transferred to an adult care provider.

The DC Title V program will continue to work with CNMC strengthen the implementation of transition planning services 
including troubleshooting challenges and exploring partnerships to help increase the number of families seen by parent 
navigators. Program staff started conversations with CNMC regarding a CSHCN needs assessment in FY23. The scope of 
the needs assessment will primarily target families of CYSHCN who receive services from CNMC and it will explore their 
experience in navigating the District’s healthcare system. Activities of the needs assessment will commence in FY24 and 
FY25.
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Children with Special Health Care Needs - Application Year

Children with Special Healthcare Needs
Application Year 2025 

Priority 1: Improving access to healthcare among children with special health care needs 

Focus area: Medical Home

As the DC Title V team continues to document both the strengths and weaknesses of healthcare delivery toward CYSHCN, 
the team along with CHA leadership recognize that improvement involves a multi-year, systematic strategy that addresses 
every level mentioned in the social ecological model. IN addition to the relationship ecosystem, improvement in the 
management and monitoring of data is vital to both execute and evaluate decisions for policy and program development. 
The programs and activities listed below capture a portion of DC Title V’s strategic approach. However, the implementation 
of both the CYSHCN needs assessment and the Title V MCH needs assessment are avenues to help refine and implement 
the strategy. Medical home utilization and successful transition are existing priorities under the National Performance 
Measure framework, but DC Title V anticipates the recognition of new priorities that must be incorporated in the 2026 to 
2030 State Action Plan to support efforts to improving the experience for CYSCHN and their families.

Performance Measures:

NPM MH: Percent of children with and without special health care needs, ages 0 through 17, who have a medical 

home

New ESM MH.3: Percent of youth who elected School-based Health Centers (SBHCs) as their medical home

Justification: According to the feedback received during FY23, the ESM was revised to reflect one of the 

evidence-based interventions used to increase medical home utilization among youth. See Data Form 10 for 

more information regarding how the performance measure is operationalized and justified using literature.

Objective 1: Increase the percentage of CSHCN 0 to 17 who have a medical home from 36.2% to 42.2% by 2026

Strategies:

Employ and empower Parent Navigators to provide guidance and support to families about how to access services, 

work with providers, and other aspects of care coordination for CSHCN

Introduce early connections to a medical home through care coordination and collaboration (e.g., home visiting, 

CBOs)

Provide practice-based navigation services to families of CSHCN in accessing and coordinating medical care and 

community resources

Activities:

The DC Title V team will continue to fund the Children’s National Medical Center (CNMC) Parent Navigator program 

for FY25. Program staff eagerly await another year of a successful partnership with the DC Health to provide enhanced 
services to DC residents and families with special health care needs. Proposed initiatives for the upcoming fiscal year 
include:

Navigation services: Provide ongoing and consistent practice-based personalized navigation services to 350 

families of CYSHCN in accessing and coordinating medical care and community resources.

Medical Home Identification: Implement a new population health engagement project that engages HSCSN 

patients followed by the Goldberg Center who had three or more low acuity emergency department (ED) visits and 

no documented primary care provider (PCP) visit. The project is expected to help reduce ED visits and reconnect 

families to their PCP. Staff will also continue to facilitate the Autism project of connecting children ages 0 to 5 who 

have not been seen by their PCP within the last 18 months to 2 years. However, the project will only focus on the 

remaining eligible patients after the completion of the current project and any families that were a no-show or
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rescheduled.

Evaluation: Administer patient satisfaction surveys to 30% of families served, approximately 117 families.

Community Needs Assessment: Facilitate a District-wide needs assessment workshop among families of children 

with special needs within the District of Columbia. Program staff aims to partner with community agencies, including 

Health Services for Children with Special Needs (HSCSN), a specialty managed care organization for children, 

adolescents, and young adults with special health care needs eligible for the Supplemental Security Income (SSI) 

Program. Needs Assessment activities will be completed by the end of FY25.

Community trainings: Educational workshops will be discontinued due low participation rates. Staff will continue to 

explore innovative ways to raise awareness around critical CYSCHN issues with the target population. One area of 

exploration involves connecting with families through text messages written about relevant topics e.g., emergency 

preparedness, education and individualized education programs (IEPs).

In FY25, The Help Me Grow DC (HMG) Team will continue to create new community partnerships and incorporate new 

partnership programming into HMG care coordination services. To aid in the Title V program to support families who have 
CSHCN. HMG’s Care Coordination team will assist families with obtaining proper documentation to apply for HSCSN 
benefits. Details of HMG’s FY25 plans are expounded in the Child Health Domain.

Additionally, the Title V team will continue to work with the School Health Services Program (SHSP) to provide care 

coordination, direct services, and telehealth services to children with complex medical needs.

The DC Title V team will work closely with the School-based Health Center (SBHC) program to monitor medical home 

utilization among youth in the District for enhanced reporting of the revised performance measure, see above. Details of 
SBHC’s FY25 plans are expounded in the Adolescent Health Domain.

Finally, the DC Title V team is excited to work with the Advocates for Justice and Education, Inc (AJE) in FY25 to 

implement the recommendations from the health equity community needs assessment for families with CYSHCN. AJE will 
convene parent and provider stakeholders to draft recommendations for policy and program improvement for the CYSCHN 
healthcare experience in the District.

Focus area: Transition 

Performance Measures:

NPM TR: Percent of adolescents with and without special health care needs, ages 12 through 17, who received 

services to prepare for the transition to adult health care.

ESM TR.2: Percent of CSHCN provided with transition services.

Objective 2: Increase the percentage of CSHCN ages 12 to 17 who use of transition planning services from 12.2% 

to 22.5% by 2026  

Strategies:

Employ and empower Parent Navigators to provide guidance and support to families to encourage adolescents with 

SHCN to transition into adult care.

Build communications/media to promote transition.

Create partnerships with special health care needs adult providers.

Collaborate with universities to assist with connecting students to adult medical homes.

Train pediatric/adult providers around transition with CSHCN.

Collaborate with DC Health Care Finance to increase reimbursement opportunities for CSHCN adult providers who 

accept public insurance.

Activities: 

The CNMC parent navigator program will continue implementing initiatives focused on transition support for youth with
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special health care needs. Program staff aims to provide robust services to 60 CYSHCN by incorporating the Six Core 
Elements of Health Care Transition with planning for a successful transition from pediatric care to adult care. Staff also 
plans to assist at least 25% of young adults that eligible to be connected to an adult provider.

In addition, the SHSP care coordination and student health record review process will continue to ensure the identification of 

students in District of Columbia Public and Public Charter schools with special healthcare needs. School health suite staff 
proactively review all student health records to ensure student’s health needs are met during the school day. Children with 
special health care needs are identified during this process and school health suite staff coordinate directly school 
administration to secure a one-to-one dedicated aid for the student.

 

Cross-Cutting/Systems Building
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Cross-Cutting/Systems Building 

State Performance Measures

SPM 2 - Healthy Food Access- Percent of children living in households that were food insecure at some point 
during the year

Measure Status: Active

State Provided Data 

2019 2020 2021 2022 2023

Annual Objective 20 18 18 18 14

Annual Indicator 19 15 15.4 14 18

Numerator 24,000 19,000 20,000 17,000 22,000

Denominator 126,316 126,666 129,600 121,428 122,222

Data Source KIDS Count KIDS Count KIDS Count KIDS Count - DC
Action

KIDS Count - DC
Action

Data Source Year 2017 2019 2020 2021 2022

Provisional or
Final ?

Final Final Final Final Final

Annual Objectives

2024 2025

Annual Objective 13.5 13.0
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State Action Plan Table

State Action Plan Table (District of Columbia) - Cross-Cutting/Systems Building - Entry 1

Priority Need

Improving access to healthcare and healthful foods among children 

SPM

SPM 2 - Healthy Food Access- Percent of children living in households that were food insecure at some point during the 
year

Five-Year Objectives

Reducing the percent of children living in households that were food insecure at some point during the year from 7.5% to 
4.2% by 2026

Strategies

Provide free healthy foods to children and their families through pop up markets located in food insecure areas of the 
District.

Build capacity among corner store managers to increase inclusion of healthy foods in their stores.

Collaborate with the DC Department of Small and Local Business Development to explore sustainability strategies, such as 
cooperative produce purchases among Healthy Corners vendors.

Increase access to fruits and vegetables for low-income DC residents, improve the viability of farmers’ markets operating in 
communities with high poverty rates, and improve attitudes and understanding of healthy eating through education.

Set up mobile farmers’ markets in low-income neighborhoods.

Provide nutrition education and healthy food demonstrations.

Build public-and-private partnerships with the DC Community to provide affordable and healthy food

Enhance data sharing agreements and capacity among DC Health and partners to increase enrollment and participation in 
food access programs

Increase access to healthy food at DCPS schools
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State Action Plan Table (District of Columbia) - Cross-Cutting/Systems Building - Entry 2

Priority Need

Improving the oral health of Pregnant Women, children and adolescents.

Five-Year Objectives

Increase the percent of children aged 1-17 who are <200% FPL (Medicaid proxy) that had a dental visit from 75% to 80% 
by 2026

Strategies

Continue to administer the School-Based Oral Health Program (SBOHP) to increase access to preventive dental services 
for students ages 0 - 17 enrolled at the District’s LCDCs, public schools, and public charter schools, who may not 
otherwise be using the dental care system.

Provide accessible dental homes and oral health education to the DC population

Provide annual preventive oral health services (I.e., education and treatment in every DC school)

Use public-and-private partnerships to ensure every DC resident has equitable access to oral health services

Recruit and retain dental workforce to practice in shortage areas through the State Loan Repayment Program

Research, compile and publish an oral health utilization brief in conjunction with the Primary Care Office (PCO)

Implement a grant program to address workforce challenges following the pandemic and share resources, evaluation 
findings, and lessons learned

Implement a grant program to redirect preventable oral health utilization in emergency departments and share resources, 
evaluation findings, and learnings
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Cross-Cutting/Systems Building - Annual Report

Cross-Cutting/Systems Building
Annual Report Year 2023 

Priority: Improving access to healthcare and healthful foods among children, adolescent, and pregnant women 

Focus area: Preventative Dental Visit

In the District of Columbia, there are a number of Health Professional Shortage Areas (HPSA) as defined by the Health 
Resources and Services Administration (HRSA) indicating shortages of capacity and/or providers of mental, dental, or 
primary care clinicians. To meet the demand for care, DC would need to recruit an additional 122 primary medical, dental, 
and mental health providers. The District of Columbia’s Primary Care Office (PCO) is tasked with identifying geographical 
areas in DC that have HPSAs related to the medical, dental, or mental health provider workforce. A shortage is identified 
when the population in the HPSA does not have enough access. This could be by capacity or providers of a specific 
discipline to meet the needs of the residents within a defined geographic area or insurance payment type. Areas identified 
as HPSAs are eligible for federal and local resources to reduce the provider shortage or increase providers working within 
an HPSA. Reducing the provider shortage is one tool to help every resident be able to access a medical, dental, and/or 
mental health provider for preventative and primary related care, regardless of their ability to pay, within a reasonable
timeframe and within a short commute. 

Two dental HPSAs exist within the District and they primarily cover Wards 7 and 8 and a portion of Ward 2. Areas 
designated as a HPSA have a shortage of providers that are available either by appointment availability or insurance 
accepted for low-income or Medicaid-insured residents. To eliminate the HPSA, provider capacity for General Dentists and
Pediatric Dentists would need to increase by 22 full-time providers. 

According to the National Survey for Children’s Health (NSCH), in the last 5 years, approximately 81%, percent of children in 
the District between the ages of 1 and 17 years self-reported a preventive visit during the past 12 months, which is slightly 
higher than the national average at 78%. However, according to CMS 416, an annual report of utilization of care for youth 
covered by Medicaid, on average, only 46% of children covered by District of Columbia Medicaid aged 1-18 years had 
confirmed receipt of preventive dental care between the years 2019 and 2023.

The District of Columbia’s dental workforce is experiencing a time of transition requiring additional development and support. 
Based on findings from the 2023 DC Board of Dentistry Licensure Survey, among the District’s dentists, approximately 28% 
identify as Black or African American and 5% as Hispanic or Latino, compared to 44% and 11% of District residents, 
respectively. Statistics like these highlight the need for sustained focus on building and sustaining cultural and linguistic 
competence among the District’s healthcare workforce. With a population whose diversity extends across categories of 
culture, language, and income, the District’s healthcare workforce needs additional training and support to meet the needs 
of residents better. In addition, according to the same DC Board of Dentistry Licensure Survey, between 2017 and 2023, the 
number of licensed dentists in the District decreased by approximately 10%. The most commonly cited driver of attrition 
was retirement followed by burnout and poor workforce culture including factors such as chronic work-related stress, 
anxiety, depression, and exhaustion.

Performance Measures:

National Performance Measure (NPM) PDV-Child: Percent of children, ages 1 through 17, who had a preventive 
dental visit in the past year
ESM PDV-Child.4: Percent of Medicaid enrolled children ages 1-17 years receiving preventive dental care through 
the School-based Oral Health Program

 
Objective 1: Increase the percent of children aged 1-17 who are <200% FPL (Medicaid proxy) had a dental visit
from 75% to 80% by 2026. 

Strategies:

Provide accessible dental homes and oral health education to the DC population
Provide annual preventive oral health services (I.e., education and treatment in every DC school)
Use public-and-private partnerships to ensure every DC resident has equitable access to oral health services
Continue to administer the School-Based Oral Health Program (SBOHP) to increase access to preventive dental 
services for students ages 0 - 17 enrolled at the District’s licensed child development centers (LCDCs), public 
schools, and public charter schools, who may not otherwise be using the dental care system.

 

Activities:

The Oral Health Program (OHP) assesses and promotes oral health across the District of Columbia with an emphasis on

access to comprehensive oral health services for all residents through a dental home. The OHP sits within the Primary
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Care Office (PCO) which prioritizes systems level changes to make improvements in equitable access and use of 

preventive health care, including dental care.  The OHP aims to address barriers to care and empower all DC residents with 

the tools to achieve optimal oral health. The OHP continues to partner with Department of Healthcare Finance (DHCF), 

District of Columbia Public School (DCPS), District of Columbia Public Charter School (DCPCS), Office of the State 

Superintendent of Education (OSSE), Gordon Dental Associates (GDA) mobile dental provider, Health Resources and 

Services Administration (HRSA), Immunization Program, Healthy Start, Title V, and the Women Infant and Children (WIC) 

Program to improve access and utilization of oral health services in the District. An anticipated partnership to start in FY24 

or FY25 includes the Colgate Bright Smiles Bright Futures (BSBF) program to introduce a virtual oral health education 

platform.

In FY23, the OHP completed and published an Oral Health Needs Assessment (OHNA) report. The OHNA is a 
comprehensive report describing community characteristics and social determinants of health, the local safety net 
infrastructure, the distribution of services, local workforce education and training resources, and an assessment of oral 
health integration across District co-located provider organizations. In FY23, OHP collaborated with the DC Board of 
Dentistry to develop and administer a comprehensive survey of dental providers as part of biennial licensure cycle, including 
a validated survey of Workforce Wellness, an audit of clinical locations and services, and an assessment of the continued 
impact of COVID-19. This research supported the maintenance of DC Health resources and provided valuable context for
engaging partners in activities that improve access and efficiency. 

In FY23, OHP continued to oversee the School-Based Oral Health Program (SBOHP), a community program targeting the 
Title V population. The SBOHP provides stop-gap preventive dental clinical services to children in DC public schools 
(DCPS), DC public charter schools (DCPCS), and licensed child development centers (LCDCs). The SBOHP program 
partners with sister organizations and programs like the Family Health Bureau, the Department of Health Care Finance (DC 
Medicaid), DC Public Schools, and the Office of State Superintendent of Education to exchange data and prioritize services 
to schools that have the highest rates of Medicaid enrolled students, students experiencing homelessness, and students 
that have not seen a dentist in the last six months. DC Health contracts with a vendor to provide initial dental care in schools 
coupled with individual support to connect families with follow-up care and, ultimately, a dental home. Services provided 
include dental examinations, teeth cleanings, fluoride varnish treatments, cavity-preventing sealants, oral health education, 
referrals, and care coordination. Importantly, in FY23, following a pause in services related to Public Health Emergency, 
DCPS resumed participation in the program.

Finally, also in FY23, DC Health developed, updated, and expanded the data platform capturing vendor activities and 
services provided through the program. This expanded data collection capability will allow not only allow OHP to better 
manage and track data quality and output metrics, but will also allow for a more comprehensive understanding of the needs,
challenges, and opportunities for the program. 

In FY23, 1,919 unique students, enrolled across 83 schools (15 DCPCS, 20 DCPS and 47 LCDCs) received oral health 
examinations. Fifty-three percent (53%) of all schools covered by the SBOHP were in a HRSA-defined dental HPSA (Ward 7 
& 8). That said, these students represent a fraction of youth in the District who would benefit from additional opportunities to 
receive these services. The Program currently has one vendor who provides preventive clinical services; soliciting another 
vendor would increase the number of students served.

Focus area: Healthy Food Access

Diets high in refined grains and sugar increase a person’s risk for obesity.  In the District, 32.8% and 26.6% of adult
residents do not eat even one serving of fruit or vegetables per day, respectively. These rates are higher in neighborhoods
with less access to full-service grocery stores. Access to healthy and affordable food options enables people to make
healthy food choices. When healthy, affordable options are not available or when unhealthy foods are more prominent or
actively promoted, people may choose foods that are higher in calories and lower in nutritional value.  In the District, there 
are 76 full-service grocery stores. However, these stores are not evenly distributed across the eight neighborhood wards. 
Wards 1 thru 6 are home to at least 9 full-service grocery stores each, while Wards 7 and 8 have only 3 and 1 full-service 
grocery store, respectively. This is known as the “Grocery Gap,” in DC. Wards 7 and 8 are also the neighborhoods with the 
greatest proportion of individuals living below the federal poverty level, have the highest rates of obesity, and have some of
the lowest rates of fruit and vegetable consumption in the District. 

Additional barriers to accessing healthy foods, such as a lack of transportation, neighborhood safety, and the cost of food, 
can make healthy choices more difficult for individuals. Changing the nutrition environment reduces these barriers and can
have major impacts on people’s dietary behaviors. 

The DC Title V team collaborates with the Nutrition and Physical Fitness Bureau (NPFB) to monitor community-based 
organizations and implement federal nutrition programs to help reach the Title V objective, performance measure, and 
strategies listed above. These programs also align with the following objectives within the Community Health 
Administration's (CHA’s) Strategic Framework:
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Reduce the prevalence of obesity in 2- to 4-year-olds participating in WIC
Reduce the prevalence of obesity in adolescents in high schools
Stop the increase in obesity in adults
Increase the percent of adults who report eating vegetables at least one time per day

Performance Measures:

State Performance Measure (SPM) Healthy Food Access: Percent of children living in households that were food 
insecure at some point during the year

Objective 2: Reducing the percent of children living in households that were food insecure at some point during
the year from 7.5% to 4.2% by 2026 

Strategies:

Increase access to healthy food at DCPS schools
Enhance data sharing agreements and capacity among DC Health and partners to increase enrollment and 
participation in food access programs
Build public-and-private partnerships with the DC Community to provide affordable and healthy food
Provide free healthy foods to children and their families through pop up markets located in food insecure areas of the 
District.
Build capacity among corner store managers to increase inclusion of healthy foods in their stores.
Collaborate with the DC Department of Small and Local Business Development to explore sustainability strategies, 
such as cooperative produce purchases among Healthy Corners vendors.
Increase access to fruits and vegetables for low-income DC residents, improve the viability of farmers’ markets 
operating in communities with high poverty rates, and improve attitudes and understanding of healthy eating through 
education.
Set up mobile farmers’ markets in low-income neighborhoods.
Provide nutrition education and healthy food demonstrations.

Activities: 

District of Columbia Women, Infants, and Children (DC WIC)

As discussed in the Perinatal and Infant Health domain report; DC WIC aims to improve birth outcomes, breastfeeding
rates, infant feeding practices, immunization rates, and nutrition. To support client nutrition, WIC aims to improve the client
experience by enhancing choice, integrating technology, and strengthening quality nutrition services.

Client Experience by enhancing Choice: To simplify the WIC enrollment process and reach all eligible families, DC 
Health and the DC Department of Human Services executed a data-sharing agreement to share client level TANF and WIC 
data. FY23 included finalizing the data matching protocol to identify TANF families eligible for WIC but not participating and 
carrying out quarterly WIC outreach for enrollment. Every quarter DC WIC receives data matching information and DC WIC 
sends out text messages to DC families that qualify for WIC but are not currently enrolled as a method to help encourage 
eligible participants in scheduling a WIC appointment. Clients can utilize information in the text messages to request a WIC
appointment at the DC WIC Clinic of their choice. 

To get feedback from participants on the recent changes in the WIC program, DC WIC partnered with American University 
and DC Hunger Solutions to conduct focus groups with participants. The focus groups sort participant feedback on how 
recent changes to the program has affected their WIC Program engagement. Some of the changes evaluates were the 
eWIC rollout, formula shortage and services post public health emergency ending.  Overall, most participants were satisfied 
with the program and valued in person services. They also enjoyed the flexibility of virtual appointments and wanted DC WIC 
to increase the number of services offered online. As a result, DC WIC is working to improve the number of services
available virtually and acquiring platforms that will ensure high quality online WIC service. 

Integrating Technology:

In partnership with its four Local Agencies and American University, DC WIC completed all 3 years of the 3-year telehealth 
evaluation and innovation project funded by the USDA and Tufts University. DC WIC’s project, “Advancing Telehealth 
Technology and Innovation in DC WIC” (ATTAIN DC WIC), began evaluation of current telehealth activities to identify ways to 
enhance the Program’s telehealth services. This was completed in December of FY23. By the end of the Study, DC had 
successfully demonstrated that online WIC services are possible, especially with the Telephone. While clients preferred 
video appointments, they were also some of the most challenging appointments for both participants and staff to complete 
due to technological hinderances. DC WIC to seeking a solution to the challenges identified to improve online services.

The DC WIC Farmers Market Nutrition Program (FMNP) transitioned from using paper checks to using a QR Code for
participants to shop at Farmers Markets. This was an eFMNP project supported with ARPA Grants. With eWIC FMNP, 
participants are able to use a QR code at the point of sale in farmer markets. This eases the transaction for both farmers 
and families. Participants are able to track their benefits and know how much they have left using a portal. DC WIC 
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participants receive a QR code virtually by text or email from their clinics. They can also be printed and attached to the
eWIC cards for participants who prefer physical copies. 

Strengthening Quality of Nutrition Services

With the pandemic and the public health emergency significantly affecting the program in terms of program standards and 
practices. DC WIC program staff embarked on a goal to standardize services and equip staff with the skills to do their work.
DC utilized all waivers available to continue implementing some flexibility in service delivery, especially for remote services. 

The program updated new employee training and increased it to 3 days to ensure all aspects of the program were well 
covered. Training for existing staff continued quarterly. Staff received a monthly newsletter to stay updated of changes within
the program. 

DC WIC worked to improve access to food and reduce nutrition insecurity, especially in areas with the greatest needs in the 
District. In FY23, a new WIC local agency was added to replace Howard University called Community of Hope. They opened 
two locations in the Southwest and Northeast quadrants of DC. This ensured that services delivery continued for existing
and new WIC participants. 

In addition, it helped the program respond to serving new migrants arriving in the District during the year. WIC Local
agencies set up temporary clinics at shelter locations to serve the families. 

Breastfeeding service improvements are at the core of the work done by DC WIC. Through training and enhanced services 
provided by the WIC staff, the DC WIC Breastfeeding initiation rate increased from 73% in FY22 to 76% by the end of 2023. 
This met the annual goals of a 3% increase in breastfeeding initiation. Overall breastfeeding rate increased from 40.8% in
FY22 to 47.1% in FY23 

DC SNAP-Ed

The District of Columbia’s SNAP-Ed Program (DC SNAP-Ed) overall mission is to improve the likelihood that persons 
eligible for SNAP will make healthy food and physical activity choices within a limited budget consistent with the current 
Dietary Guidelines for Americans and Physical Activity Guidelines for Americans. The DC SNAP-Ed program utilizes the 
SNAP-Ed evaluation framework to implement interventions targeted at improving the health and wellness of District 
residents on an individual level, within environmental settings, and through sectors of influence. DC SNAP-Ed uses direct 
and indirect education, policy, system, and environmental approaches, and social marketing to achieve its program goals. 

Goals and objectives for the DC SNAP-Ed Program are based on Key Behavioral Outcomes (KBO) identified by the US 
Department of Agriculture (USDA), Food and Nutrition Services (FNS) as well as the FNS SNAP-Ed Evaluation Framework, 
Healthy People 2020, the 2015-2020 Dietary Guidelines for Americans (DGA), and the 2018 Physical Activity Guidelines. 
State level goals and objectives also take into consideration local initiatives and priorities. In FY23, DC SNAP-Ed aimed to
achieve the following goals and objectives, as related to the Title V objectives listed above: 

1. Increase consumption of healthy foods and beverages and decrease consumption of unhealthy foods and
beverages. 

2. Increase access to affordable foods that promote well-being and prevent disease for all residents.
3. Increase physical activity and reduce sedentary behavior. 
4. Implement policies, systems, and environmental approaches to improve the food environment. 
5. Leverage multi-sector partnerships to increase capacity of DC SNAP-Ed to implement direct education and policy,

systems, and environmental change. and beverages.) 

To meet these goals, DC SNAP-Ed implements the following activities: 

Direct Education: Engaging, evidence-based behavior focused nutrition education and/or physical activity 
intervention conducted at the individual and interpersonal level. 
Indirect Education: Health education materials or supports that are shared with SNAP-eligible residents to 
supplement direct education. 
Policy, Systems, and Environmental Approaches: Changes made in writing or practice to expand access or improve 
the appeal of sites where people can make choices about food and beverages and engage in physical activity. 

DC SNAP-ed aims to reach the SNAP-eligible population across the lifespan who live in District neighborhoods with high 
rates of chronic disease, and obesity and are experiencing food insecurity. As of FY24, an average of 135,510 District 
residents participated in SNAP.  Ward level data shows the highest concentration of SNAP recipients in geographic Wards 7 
and 8. The program connects with the SNAP-eligible population through four areas of reach: direct education, indirect 
education; policy, system, and environmental approaches (PSE approaches), and social marketing. Data is collected and 
reported on through the Program Evaluation and Reporting System (PEARS) on a quarterly basis. Data is used on an 
ongoing basis to inform program quality improvement and reach. The tables below outline DC SNAP-Ed's reach in FY23:
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DC SNAP-Ed Direct Education 
Participation by Ward in FY23

Ward FY23

1 454
2 166
3 270

4 449
5 2643
6 775

7 2446
8 2886

 

 

DC SNAP-Ed Direct Education Participation by 
Reported Race and Ethnicity in FY23

 FY23

Ethnicity
Hispanic/Latino 1,292

Non-Hispanic/Latino 6,528

Race

American Indian or 
Alaska Native

9

Asian 259
Black or African 

American
7,825

Native Hawaiian or 
other Pacific Islander

157

White 1,246
 

DC SNAP-Ed Direct Education 
Participation by Age in FY23

 FY23
Less than 5

years 907

5-17 years 2,383
18-59 years 1,978

60 years and
older 3,383

Total* 8,651
 

Program successes and challenges 

Navigating Nutrition Incentives at Farmers Markets:

To ensure residents maximized their federal nutrition benefits at markets, DC Health and FRESHFARM, developed and 
conducted a Food Navigator training for FRESHFARM market managers and other SNAP-Ed Partners providing education 
at market. Food Navigators support residents in navigating the farmer’s market environment and building relationships with 
farmers, vendors, and market managers. Through the Food Navigator Program, DC Health and FRESHFARM trained 45 
nutrition educators from 16 organizations on how to connect residents with federal and local nutrition programs.

Creating Healthy Food Retail Environments:

Grocery Stores: DC SNAP-Ed grantee, American University, began conducting point-of-purchase nutrition education in two
grocery stores in Ward 7 of Washington, DC to provide shoppers with knowledge and skills to consume healthier foods and 
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beverages. Topics included reducing sugar-sweetened beverage consumption, increasing fruit and vegetable intake, and
meal preparation and planning. AU SNAP-Ed reached 1,058 residents through point-of-purchase education. 

Corner Stores: DC SNAP-Ed grantee, the University of the District of Columbia (UDC) utilized the USDA Healthy Corner 
Stores: Making Corner Stores Healthier Places to Shop Toolkit to develop a train-the-trainer curriculum that would 1) help 
stores identify healthy products to highlight 2) show store owners how to increase demand for healthier products, and 3) 
increase customer consumption of healthy foods. A total of 22 store owners attended training sessions, with 16 stores
reporting healthy changes to their store environments. 

Farmers Markets: FRESHFARM and UDC SNAP-Ed conducted nutrition education across District farmer’s markets. 
Market education was tailored to align with produce being sold at market, and focused on giving shoppers ideas for how to 
use the produce they bought in their own meals and cooking. A total of 679 residents were reached through market 
education efforts. In a survey conducted at market, 97% of participants indicated that they are confident cooking
meals/recipes with the featured produce after SNAP-Ed education. 

Partnership with the Commodity Supplemental Food Program (CSFP):

To support participants in CSFP in using all the items in their monthly food boxes, DC SNAP-Ed teamed up with the CSFP 
to implement direct nutrition education at pick-up sites and provide additional support and healthy recipes through a Text 
Message Program. DC SNAP-Ed aligned nutrition education, food demonstrations, and text messages with items 
participants received in their boxes, highlighting a different commodity each month. Additionally, Grocery Plus and DC 
SNAP-Ed partnered to create “Health on the Shelf,” a recipe book that aligns with foods provided in monthly CSFP boxes, to 
support participants’ ability to cook the foods provided in their monthly box. Health of the Shelf was designed with an older
adult audience in mind, using larger fonts, simple ingredients, and cooking methods that are physically accessible. 

Joyful Food Markets (JFM)

Martha’s Table is a nonprofit that focuses on supporting children and families by increasing access to quality education, 
opportunities for health and wellness, and connecting families with resources. Martha’s Table oversees Joyful Food Markets, 
which are pop-up monthly markets held in 56 elementary schools in Wards 7 and 8 in D.C. Designed like farmers' markets, 
families shop at no cost for a variety of produce items and pantry staples, with each child taking home a 15-pound bag of 
groceries.  Joyful Food Markets focused on 1) school-based and summer markets to increase healthy food access, 2) 
nutrition education through interactive cooking demonstrations and healthy recipes based on the USDA’s MyPlate and 
SNAP-Ed curricula, and 3) community engagement to improve the community food environment through multi-sector 
partnerships, volunteers, and supporters of the program.  Partnering with Capital Area Food Bank and Dreaming Out Loud, 
Joyful Food Markets targets elementary, middle, and high school students and their families in Wards 7 and 8. Families in
these wards experience higher rates of food insecurity and chronic disease than in other surrounding parts of the city. 

In FY23, Joyful Food Markets aimed to achieve the following goals:

1. By the end of September 2023, increase healthy food access for D.C. families living in low-income/low-access
communities through school-based and summer seasonal nutrition markets. 

2. By the end of September 2023, increase alignment and partnerships with at least 5 local and federal nutrition/food
access programs 

3. By September 2023, improve nutritional literacy and food agency (one’s ability to procure and prepare food within the
context of one’s social, physical, and economic environment) for District residents living in low-income/low access 
communities 

4. By the end of September 2023, develop bi-directional referral pathways with at least 5 community-based 
organizations to connect at least 100 DC families to social support services and resources including but not limited
to healthcare, mental and emotional wellness, and economic support.  

5. By the end of September 2023, reach at least 7,700 students and families who reside in D.C. through school-based
nutrition markets through targeted outreach, marketing, and promotional activities 

6. By the end of September 2023, improve data collection and reporting efforts to measure community impact

Results from the FY23 include:

1. Hosting 487 pop-up markets held in 56 elementary schools in Wards 7 and 8 in D.C.
2. Distributing 620,503.5lbs of food across 53,029 grocery bags to 6,952 participants 
3. Referring 120 to food access partner programs 
4. Reaching 4760 families reached through outreach activities at markets and community events

 FY22 FY23
# of Markets 499 487
# of Grocery Bags Distributed 50,883 53,029
# of Meals Distributed 518,497 516,610

 

Martha’s Table Joyful Food Markets remain committed to supporting children and families in Wards 7 and 8 with convenient
access to healthy food at no-cost to residents. Despite hosting slightly less markets due to staff and partner capacity, 
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