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Thank You

The DC Health Matters Collaborative is exceedingly thankful to the hundreds of partners 
who shared their time, expertise, and passion with us. We would also like to thank you for 
reading this report, and your interest and commitment to improving the health of all of our 
District of Columbia communities. 

Special thanks to the members of our Community Advisory Board who contributed to 
the development and content: Children’s Law Center, Clean Air Partners (DC-MD-VA), DC 
Appleseed, DC Central Kitchen, DC Fiscal Policy Institute, DC Greens, Department of Aging 
and Community Life, DC Police Foundation, DC Public Library, The National Alliance to 
Advance Adolescent Health, National Council for Behavioral Health, Seabury Resources for 
Aging, and the Office of the State Superintendent for Education.
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The DC Health Matters Collaborative - a unique collaboration among 
five DC hospitals (Children’s National Health System, Howard University 

Hospital, HSC Health Care System, Providence Health System, and 
Sibley Memorial Hospital) and four community health centers (Bread 

for the City, Community of Hope, Mary’s Center, and Unity Health Care) 
- authored this community health needs assessment to serve as a 

community-driven foundation for our community health improvement 
efforts. The four priority community needs are: mental health, care 

coordination, health literacy, and place-based care. In interviews, focus 
groups, and town halls, 28 themes emerged related to these priorities. 

When analyzed, the themes can be organized into four action areas, or 
 directives from the community:  

1) Foster Community Dialogue, 2) Build Relationships,  
3) Develop Workforce Capacity, and 4) Simplify the Path to Wellness.  

 
This is a roadmap for the health system to bring DC closer to a state of 

health equity for all residents.

Executive Summary
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Background: The Impetus for Action
Hospital community benefit requirements within the Patient Protection and Affordable Care Act of 2010 (ACA) 
shine light on non-profit hospitals’ special obligation to invest in community needs. The ACA requires all 
non-profit hospitals to develop a community health needs assessment with an evidence-based planning and 
prioritization process. Hospitals are further required to adopt strategies to address the identified needs. This 
strategy – often referred to as a community health improvement plan (CHIP) – guides hospitals’ investment 
to the identified priority areas. Per the most recent regulations, the needs assessment and improvement plan 
must be adopted by hospital boards. Community health centers have embraced a similar philosophy and com-
parable requirements for decades.

In an effort to promote collaborative work that reduces redundancy and positions us to make a meaningful 
collective impact on health, several DC hospitals and community health centers voluntarily came together in 
2012 to form a coalition – then named the DC Healthy Communities Collaborative – that would issue a joint 
community health needs assessment and improvement plan. To date, the Collaborative has sponsored three 
needs assessments – in 2013, 2016, and this current 2019 report. 

The 2016 assessment represented a shift from a focus on individual clinical conditions to larger social deter-
minants of health that affect a wide range of health and quality-of-life outcomes. In order to achieve this shift 
in direction, we placed a much larger emphasis on having our community’s perspective shape this work. For 
the current 2019 assessment, we continue the same emphasis on community perspectives.  

Key Objectives of This Report
The purpose of this community health needs assessment (CHNA) is to lay the foundation to engage in com-
munity health improvement efforts that lead to a more equitable state of health for DC residents. The key 
objectives of this report are:

• Engage community stakeholders in a bi-directional dialogue to identify systems and policy ap-
proaches to addresses community-defined needs.

• Update indicators related to the demographics, socioeconomic characteristics, health behaviors, 
health status, and health care utilization of DC residents on our portal – DC Health Matters – with 
attention to differences by ward, race, ethnicity, age, and sex.

Our Approach
The 2019 CHNA uses a concurrent nested study design. This design uses multiple approaches to collect data, 
but prioritizes one approach that ultimately guides the project. In our case, we prioritized qualitative methods 
that focused on collecting community perspectives. The other approach – collecting quantitative data – is 
embedded or nested into our approach and plays a supporting role. 

Community Perspective (Qualitative Data) 
In our qualitative work, we engaged with over 300 community stakeholders across a diverse cross-section of 
DC spanning health and non-health disciplines. Using semi-structured data collection tools, we conducted 
interviews, focus groups, and a town hall to probe community partners on how policy and systems changes 
can address community needs with a particular focus on elevating health equity in our city. We used the Rapid 
Identification of Themes from Audio (RITA) method to analyze the interview and focus group data within the 
Dedoose qualitative software. As a supplement to the formal qualitative data collection process, we piloted a 
Photovoice project with a group of adolescents to solicit their perspectives related to the influence of schools 
and communities on their mental health. [See Appendix 2: Focus Group & Interview Script.]

Population, Health Status, and Health Behavior Data (Quantitative Data) 
In our quantitative work, we used data from the census, American Community Survey, and Claritas to provide 

Executive Summary
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a basic landscape of DC population characteristics, including socioeconomic factors, such as those related 
to poverty, education, and housing. Additionally, we analyzed health care utilization among DC residents via 
hospital, emergency department and community health center data. These data serve as proxy indicators 
of health care access and the efficacy of preventive and primary care services. The quantitative analysis 
revealed troubling variances in health, well-being, and preventive behaviors that often correlate with 
place of residence, race, and ethnicity. These data provide important context and guide how and where 
we invest our resources for the greatest impact. In an effort to provide ongoing timely information to the 
public, the majority of the quantitative data is posted, and will be continually updated, on our portal – 
DCHealthMatters.org. 

We also consulted reports and assessments released by colleagues in the health system – government 
agencies, other hospitals, and academic researchers – as we designed, collected, and analyzed our findings. 
[See Appendix 3: Scan of Assessments for brief summaries and opportunities for collaboration.]

Identifying and Prioritizing Community Needs
For this 2019 assessment, we continued to prioritize the four needs identified in our 2016 assessment:1 

1. Mental Health: the prevention and treatment of psychological, emotional, and relational issues that 
lead to higher quality of life.

2. Care Coordination: deliberate organization of patient care activities and information-sharing protocols 
among all of the participants concerned with a patient’s care to achieve safer and more effective care. 

3. Health Literacy: the ability to obtain, process, and understand basic health information and services 
needed to make appropriate health decisions.

4. Place-Based Care: care options that are convenient and culturally sensitive.

Since the release of the 2016 CHNA, the Collaborative has organized work groups to address these four needs 
using policy- and systems-focused approaches. Given the time and effort that it takes to make substantive 
progress in these four critical areas, we – in consultation with our community partners – decided to carry 
forward the four needs rather than re-canvas our community to identify new needs. 

Executive Summary
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Findings
Our data collection process resulted in a rich collection of 28 themes that focus on how best to address our 
four priority areas – mental health, care coordination, health literacy, and place-based care – from a policy 
and systems approach. Through analysis of these themes, the Collaborative identified four broad action areas 
under which the individual themes could be organized: 

Action Area 1 – Foster Community Dialogue: facilitate 
communication and collaboration among residents, health 
professionals, community organizations, policymakers, and 
other stakeholders.

Action Area 2 – Build Relationships: strengthen trust and 
genuine relationships as a foundation for collaboration to 
improve health and well-being.

Action Area 3 – Develop Workforce Capacity: cultivate 
health and social care professionals through approaches 
that are responsive to the communities and persons they 
serve.

Action Area 4 – Simplify the Path to Wellness: make it  
easier to engage with the health system by removing 
complexity, redundancy, and/or inefficiency within health 
and social service organizations.

The table on the next page provides a summary of findings for each of the four priority areas. More detail on 
these themes is presented in the full report.

Next Steps
The DC Health Matters Collaborative will work with community partners to address the aforementioned needs 
in a measurable fashion that will move DC closer to a state of health equity. Our efforts will be documented 
and disseminated in a three-year community health improvement plan (CHIP) that will be publicly available 
in November 2019. 

The CHIP will be a living document of concrete, actionable plans for addressing the four community needs. 
It will use the action area framework to guide development of strategies for policy and systems changes. We 
will engage with our community advisory board (CAB) and external stakeholders (including residents and 
neighborhood leaders) to develop, propose and vet strategies, take action, and share accountability. 

We invite all DC stakeholders to join us in working toward health equity. Community members are 
welcome to attend meetings of our Community Advisory Board or working groups. Contact us via email at  
collab@dchealthmatters.org for more information.

Executive Summary
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About the  
DC Health Matters
Collaborative
The DC Health Matters Collaborative is a 
coalition of hospitals and federally qualified 
health centers (FQHCs) that combine efforts 
and resources to assess and address community 
needs. This work is undertaken in partnership, 
is data-driven, and engages the community. The 
ultimate pursuit is an equitable and sustainable 
state of health for District of Columbia residents.  
 
Our work revolves around three key products: 
1) DCHealthMatters.org – a community-driven, 
interactive web portal that provides actionable 
and timely local health information and resources, 
2) a community health needs assessment (CHNA) 
conducted every three years, and 3) a community 
health improvement plan (CHIP), which is a 
roadmap for action on identified needs. The 
CHIP strategies aim upstream to make changes 
to policy and systems. Our framework moves 
beyond the clinical interaction, aiming to modify 
the social conditions of the community and, 
ultimately, reduce disease and health disparities 
across the District of Columbia.

The Collaborative advances working groups to 
advance CHIP strategies in Mental Health, Care 
Coordination, Health Literacy, and Place-Based 
Care. Each group meets monthly and includes 
participants from members of the Collaborative 
and other community stakeholders and experts. 
We have formal and informal relationships with a 
variety of city organizations, including many that 
serve on our Community Advisory Board.

In the creation of this CHNA report, we extend 
our gratitude to the numerous organizations 
and individuals who contributed, including the 
government agencies and community-based 
organizations that participated in our focus 
groups, key informant interviews and town hall.
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The mission of Bread 
for the City is to help 
Washington, DC residents 
living with low income 
to develop their power 

to determine the future of their own 
communities. https://breadforthecity.org 

As the nation’s children’s 
hospital, the mission of 
Children’s National is to excel 
in Care, Advocacy, Research 
and Education. 
https://childrensnational.org/ 
 

Community of Hope’s mission 
is to create opportunities 
for low-income families in 
Washington, DC, including 
those experiencing 
homelessness, to achieve 
good health, a stable home, 

family-sustaining income, and hope.
www.communityofhopedc.org 

Howard University Hospital 
(HUH) has a mission to 
lead in the advancement 
of health equality, health 
promotion and health 
outcomes on a local, 

national and global level.  
http://huhealthcare.com/ 

Mary’s Center is a 
Federally Qualified 
Health Center whose 
mission is to build 

better futures through the delivery of health 
care, education, and social services.  
www.maryscenter.org/ 

The mission of The HSC 
Health Care System is to 
provide and coordinate 
innovative, high quality, 
community-based care 
for individuals with 

complex needs and their families. 
https://hschealth.org/ 

Providence is 
transforming to a 
new healthcare 
delivery model that 

re-envisions how we deliver care to 
meet the community’s health needs and 
can best contribute to building healthier 
communities.
www.providencehealthyvillage.org 

Sibley Memorial 
Hospital’s mission is to 
deliver excellence and 
compassionate care — 
every person, every time. 
www.hopkinsmedicine.

org/sibley-memorial-hospital/ 

Unity Health Care is 
promoting healthier 
communities through 
compassion and 
comprehensive health 

and human services, regardless of ability to 
pay. www.unityhealthcare.org 

 
Ex-Officio Members

DC Hospital 
Association’s mission 
is to be a unifying 
voice working to 
advance hospitals and 

health systems in the District of Columbia 
by promoting policies and initiatives that 
strengthen our system of care, preserve 
access and promote better health outcomes 
for the patients and communities they serve.
www.dcha.org/

DC Primary Care 
Association works 
to create healthier 
communities through 
advocacy and the 

development of the infrastructure to 
support a high quality, equitable, integrated 
health care system that gives every DC 
resident a fair shot at a full and healthy life. 
www.dcpca.org/

Our Members

https://childrensnational.org/
http://huhealthcare.com/
http://www.maryscenter.org/
https://hschealth.org/
http://www.hopkinsmedicine.org/sibley-memorial-hospital/
http://www.hopkinsmedicine.org/sibley-memorial-hospital/
http://www.unityhealthcare.org
http://www.dcha.org/
http://www.dcpca.org/
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Chapter 1: Background

The Community Health Needs Assessment is a federal 
requirement for non-profit hospitals; this report is the 
third iteration of the DC Health Matters Collaborative’s 

assessment. This 2019 assessment places ongoing 
focus on the 2016 CHNA priorities: mental health, care 

coordination, health literacy, and place-based care. We 
leverage the capacity, expertise, and relationships that 

have been built to address these needs more effectively. 
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To most Americans, Washington, DC is the seat 
of the country’s federal government, where 
lawmakers debate and power brokers lobby. 
It is a tourist destination adorned with marble 
monuments, a cultural center for art and artifacts, 
and a hub for global connections. Beyond the 
“government town,” the District of Columbia is 
a hometown. It is a community where 700,000 
residents of all ages live, learn, worship, work, 
eat, commute, caretake, exercise, and create.

DC has robust resources and a growing, 
demographically diverse population. It is also 
currently grappling with displacement and 
disparities – different outcomes attributable 
to factors like race and income. The health 
disparities are especially dire; life expectancy can 
vary by 21 years depending on where you live in 
the District.2 

This Community Health Needs Assessment, 
sponsored by the DC Health Matters 
Collaborative, is an effort to better understand 
current challenges and possible solutions. This 
report presents qualitative and quantitative 
information about the healthcare landscape, 
non-clinical conditions that influence health, and 
the opportunities for action in our unique and 
dynamic hometown.

About the Collaborative
The DC Healthy Communities Collaborative 
(DCHCC) was established in 2012 to combine 
efforts and resources to assess and address 
community needs.

Today, the coalition is renamed the DC Health 
Matters Collaborative. Membership includes five 
hospitals (Children’s National, HSC Health Care 
System, Howard University Hospital, Providence 
Hospital, and Sibley Memorial Hospital); four 
Federally Qualified Health Centers (FQHCs) 
(Bread for the City, Community of Hope, Mary’s 
Center, and Unity Health Care); and two ex-
officio members (DC Hospital Association and 
DC Primary Care Association). DC Department of 
Health is also a partner of the Collaborative.

Background

“How do we get 
accountability and pull 
each other up and get the 
city to succeed overall?”  
       – Focus Group Participant
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The principal products of the Collaborative are: 1) 
the Community Health Needs Assessment (CHNA) 
presented in this report, and 2) the corresponding 
Community Health Improvement Plan (CHIP) 
forthcoming in November 2019. DCHealthMatters.
org, our community health data portal, supports this 
important work. 

Assessing Community Health Needs
Impetus for Action
The initial catalyst for the Collaborative’s formation was a new federal requirement in the Patient Protection 
and Affordable Care Act of 2010 (ACA). Non-profit hospitals are required to invest in “community benefit” 
activities – traditionally categories in community health services and charity care – though the volume and 
scope of such benefits are undefined at the federal or District level. Section 9007 of the ACA added a new 
element to non-profit hospitals’ community benefit obligations: the Community Health Needs Assessment.

The CHNA regulations require the needs assessment to be conducted every three years. A subsequent 
Community Health Improvement Plan (CHIP) is meant to guide hospitals’ investments in the identified priority 
areas. The needs assessment and improvement plan must be adopted by hospital boards and made available 
to the public.3 In an effort to reduce redundancy, combine resources, and improve partnerships, several 
hospitals and health centers came together in 2012 to form the Collaborative and issue a joint community 
health needs assessment and community health improvement plan. 

The Collaborative issued the first District-wide CHNA in 2013 and the second in 2016. As the process has 
developed over two CHNA cycles, we have expanded the focus from the individual and clinical to broader 
social and environmental factors that affect health.

Collective Impact is the commitment of 
a group to a common agenda using a 

structured form of collaboration:  
the definition of the Collaborative.

Background

http://DCHealthMatters.org
http://DCHealthMatters.org
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The Collaborative engages a Community Advisory 
Board (CAB) of community-based and government 
organizations to help define, guide, and evaluate our 
work. For the 2019 CHNA cycle, these organizations 
included the Children’s Law Center, Clean Air Partners 
(DC-MD-VA), DC Appleseed, DC Central Kitchen, DC 
Fiscal Policy Institute, DC Greens, Department of 
Aging and Community Life, DC Police Foundation, 
DC Public Library, The National Alliance to Advance 
Adolescent Health, National Council for Behavioral 
Health, Seabury Resources for Aging, and the Office 
of the State Superintendent for Education. 

Defining Community
An important piece of context for a community 
health needs assessment is “who is the community?” 
“Community” can be defined in several ways. 
Collaborative organizations all serve DC as well as 
neighboring Maryland and Virginia.

For this 2019 CHNA, we define our community as 
the residents of the District: not only the DC patients 
who cross into our healthcare organizations, but all 
those living within the geographic boundaries of 
the city.  At present, we do not include the nearby 
Virginia and Maryland counties in our analysis or 
improvement plan; however, we consult the work 
of hospitals and organizations in these jurisdictions, 
as needed. Because specific utilization and patient 
population data for DC hospitals and community 
health centers (regardless of the patients’ place 
of residence) is important to consider, we provide 
these data on DCHealthMatters.org. Data show 
the similarity of experiences between DC and our 
neighboring jurisdictions.

Assessment Evolution and 
Framework
The process for our triennial CHNA effort has 
evolved since the first version published in 2013. Collective impact remains at the heart of our efforts, while 
each iteration has effectively moved the focus of the work further upstream. We know that upstream factors 
– such as economic disadvantage, historical injustices, risk exposure, built environment, and lack of access 
to resources – play a fundamental causal role in poor health outcomes — and thus represent important 
opportunities for improving health and reducing health disparities.

The 2013 CHNA
The Collaborative (then the DCHCC) partnered with the RAND Corporation to conduct the first 
needs assessment, published in June 2013. The quantitative analysis of health data in the District 
revealed four priority areas: asthma, overweight/obesity, sexual health, and mental health and 
substance abuse. The 2013 assessment and improvement plan are located on DCHealthMatters.org.  

Spotlight on DC Health Matters

 
 
DCHealthMatters.org provides a one-stop resource for 
online access to community health indicators and related 
resources that impact the health of DC communities. 
The portal contains hundreds of community health 
measures, evidence-based promising practices, 
local resources, and funding opportunities. The 
Community Health Needs Assessment, Community 
Health Improvement Plan, and an up-to-date 
CHIP progress tracker are also available at  
DCHealthMatters.org.

Background

http://DCHealthMatters.org
http://DCHealthMatters.org
http://DCHealthMatters.org
http://DCHealthMatters.org
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The 2016 CHNA
For the 2016 CHNA, the Collaborative (then known as DCHCC) adopted a new approach with an expanded 
focus on qualitative data, community engagement, and the non-clinical determinants of health such as 
food insecurity and community safety. Qualitative data sources included key informant interviews with 31 
experts and leaders, an online survey completed by 113 healthcare providers and staff, focus groups with 
40 participants from community-based organizations, and a community town hall with 80 attendees. Data 
on socio-demographics, health behavior, hospital discharges, emergency department visits, and community 
health center visits were also included.

The 2016 CHNA identified nine community-defined needs: care coordination, food insecurity, place-based 
care, mental health, health literacy, healthy behaviors, health data dissemination, community violence, 
and cultural competency. Four priorities were elevated based on importance to the community, capacity to 
address the issue, alignment with the mission of member organizations, and strength of existing interventions 
and collaboration; the four final priorities were mental health, care coordination, health literacy, and place-
based care.

The 2019 CHNA
For the 2019 assessment, the Collaborative prioritized the needs identified in 2016: mental health, care 
coordination, health literacy, and place-based care. Acknowledging that these four needs still persist in the 
District, collaborative members agreed to use the assessment to dig deeper rather than start anew. This way, 
we can leverage the capacity, expertise, and relationships that have been built to address these needs more 
effectively.

As with the 2016 CHNA, the Collaborative conducted a series of focus groups and interviews with DC 
community-based groups, local leaders, and other stakeholders. We also analyzed several quantitative data 
sources to gain a deeper understanding of demographic, socioeconomic, health behavior, and health status 
factors. To synthesize the many findings into actionable domains, we grouped them into four action areas: 
foster community dialogue, build relationships, develop workforce capacity, and simplify the path to wellness.

“You can’t separate mental health from 
place-based care, how we’re coordinating 
our care, or the community understanding 
what needs to be done.”                                               

     - Focus Group Participant

Background



The 2019 CHNA report focuses largely on qualitative 
findings that highlight community perspectives; a 
wealth of up-to-date quantitative data are available 
on the DCHealthMatters.org data portal and  
integrated into this report, as relevant.

Health Equity Framework
At the start of our process, Collaborative members 
adopted the Robert Wood Johnson Foundation’s 
definition of health equity as a guiding framework: 
“Health equity means that everyone has a fair and just 
opportunity to be healthier. This requires removing 
obstacles to health such as poverty, discrimination, and their consequences, including powerlessness and lack 
of access to good jobs with fair pay, quality education and housing, safe environments, and healthcare.” We 
recognize that health inequities are present in our city by race, neighborhood, income, immigration status, 
age, gender, and other factors. In our assessment process, we probed community stakeholders to share 
their perspectives related to health inequities and suggest how to best address inequity issues. We used the 
quantitative data to further assess health disparities.  

Scan of Other Assessments
It is important to note that other groups in DC undertake health-related assessments for a variety of purposes 
and audiences. The Collaborative was formed out of a desire to collaborate and reduce duplication of effort, 
and we continue to learn from health systems partners and strive to align efforts. Therefore, Appendix 2 of this 
report is a scan of other select assessments published in DC since 2016 and highlights places of alignment. For 
example, we can draw from the findings of the resident-level survey that MedStar Health System conducted 
for its 2018 CHNA and find ways to work together going forward. 

In summary, the Collaborative strove for an action-oriented, intentional process for the 2019 CHNA to build 
on progress and identify further opportunities to achieve equity for all residents.

Community Health Improvement Plan
The CHNA findings inform the development of the Community Health Improvement Plan (CHIP), which 
outlines strategies and activities by which the Collaborative can work collaboratively with community partners 
to address priority needs. Our CHIP strategies aim to make upstream policy- and systems-level changes. This 
framework moves the work beyond clinical interaction to modify social conditions in the community in order 
to reduce disease and improve health. 

The Collaborative established working groups to advance CHIP strategies with a three-year time horizon (2016-
2019). Each group meets monthly and includes members of the Collaborative, experts, and other invested 
community stakeholders. A progress tracker on DCHealthMatters.org is updated each month to report on the 
advancement toward each working group’s goals and strategies.

Beyond the work of the Collaborative, the full scope of non-profit hospitals’ community benefit activities is 
detailed in annual community benefit reports on each organization’s website.  

Our CHNA
The CHNA is the product of an ongoing dialogue about the community’s needs related to mental health, 
care coordination, health literacy, and place-based care. It lays the foundation for the Collaborative’s efforts 
to create a healthier community and more equitable system for DC residents. 

This report begins with a landscape of key figures related to socio-demographic characteristics and health 
status of DC residents with special attention paid to differences by ward, race, and ethnicity. We also note 

14Background

Key Objectives for this CHNA:
a) to gain a deeper understanding of 
the context and factors that impact 

community-identified needs, and 
b) identify a collection of actions that 
will form the basis of the 2019-2021 

Community Health Improvement Plan.

http://DCHealthMatters.org
http://www.dchealthmatters.org/tiles/index/display?alias=CHIPPriorityAreaLandingPageProgressTracker


issues and events “beyond the numbers” contextual to our assessment. We then present our methodology 
and qualitative findings, including the 28 themes (or actions) that were most salient in our conversations 
with community stakeholders. We close with next steps and an invitation to be involved in our work.

This report fulfills the CHNA requirements for the five non-profit hospitals that are part of the Collaborative 
(Children’s National, Howard University Hospital, HSC Health Care System, Providence Hospital, and Sibley 
Memorial Hospital), and provides data to support assessment reporting requirements for the four health 
centers (Bread for the City, Community of Hope, Mary’s Center, and Unity Health Care).

The DC Health Matters Collaborative thanks the hundreds of partners who shared their time, expertise, 
and passion with us. We look forward to continuing to work together to refresh, reframe, and refine our 
strategies to address community needs.

15Background



Advocates for Justice and Education
AmeriGroup DC Medicaid
Advisory Neighborhood 
Commissions 
AppleTree Early Learning 
Bainum Family Foundation
Bernice Fonteneau Senior Wellness 
Center
Bread for the City
Bridgeport Healthcare
Briya Public Charter School
Catholic Charities
Center for Health and Health Care 
in Schools
Child and Family Services Agency
Children’s National Health System
City Arts and Prep Public Charter 
School
Clean Air Partners (DC-MD-VA)
Commission on Fathers, Men and 
Boys
Community of Hope
DC Councilmembers or 
representatives of Anita Bonds, 
Brianne Nadeau, Charles Allen, 
David Grosso,  Elissa Silverman, Jack 
Evans, Mary Cheh, Robert White Jr., 
Vincent Gray
DC American Academy of Pediatrics 
Chapter
DC Behavioral Health Association
DC Board of Medicine
DC Board of Nursing
DC Board of Pharmacy
DC Board of Psychology
DC Central Kitchen
DC Dental Society
DC Department of Behavioral 
Health
DC Department of Consumer and 
Regulatory Affairs
DC Department of Fire and 
Emergency Medical Services
DC Department of Forensic Services
DC Department of Health Care 
Finance
DC Department of Housing and 
Community Development
DC Department of Human 
Resources

DC Department of Human Services
DC Department of Insurance, 
Securities, and Banking
DC Department of Motor Vehicles
DC Department of Parks and 
Recreation
DC Department of Small and Local 
Business Development
DC Department of Transportation
DC Department of Youth 
Rehabilitation Services
DC Department on Disability 
Services
DC Department of Public Works
DC Greens
DC Health
DC Hospital Association
DC Office of Latino Affairs
DC Office of the Deputy Mayor for 
Education
DC Office of the Deputy Mayor for 
Health and Human Services
DC Office of the State 
Superintendent for Education
DC Office of Veterans Affairs
DC Office on Aging
DC Office on Women’s Policy and 
Initiatives
DC Police Foundation
DC Prep Public Charter School
DC Primary Care Association
DC Public Library
DC Public Schools
DC Senior Wellness Centers
District of Learning/Fair Chance DC
Eliana’s Light
ES Fitness LLC.
Food & Friends, Inc.
Fort Lincoln Family Medicine
George Washington University
Georgetown University
Georgetown University Medical 
Center
Hattie Holmes Senior Wellness 
Center
Health Services for Children with 
Special Needs
Howard University Hospital
HSC Health Care System

KIPP Schools DC
Kozmique Light Meditations
La Clinica Del Pueblo
Latin American Youth Center
Mary’s Center
MedStar George Washington 
University Hospital
MedStar Health
MedStar Washington Hospital 
Center
Meridian Public Charter School
Metro Health
Metropolitan Police Department
Mission Partners
Model Cities Senior Wellness Center
Monument Academy
National Alliance to Advance 
Adolescent Health
National Council for Behavioral 
Health
Perry Family Health Center
Planned Parenthood of 
Metropolitan Washington, DC
Prince George’s County Public 
Schools
Providence Health Care System
Radical Mindfulness
Redstone Center
Restorative DC
Seabury Resources for Aging
Sibley Memorial Hospital
So Others Might Eat
Somerset Prep DC
Spanish Catholic Center
State Board of Education
The Sibley Group
Total Family Care Coalition
United Way of the National Capital 
Area
Unity Health Care
University of the District of 
Columbia
Wendt Center For Loss and Healing
Whitman-Walker Clinic

Thank you to these organizations for participating in interviews, 
focus groups or the town hall in support of this needs assessment.
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DC Health Matters Collaborative: 
Investing in Policy Work and Partnerships

In 2018, the Collaborative launched a new grant-making initiative. It awarded $150,000 
($75,000 each) to two DC-based non-profit organizations to tackle the District’s priority 

health needs through policy and systems strategies over the next two years. 
MedStar Georgetown University Hospital (MGUH) will expand the current work of the 
Early Childhood Innovation Network (ECIN) at MedStar Washington Hospital Center’s 

Obstetrician–gynecologists clinic to include additional perinatal health advocacy and family 
navigation, case management, and support. MGUH will target its integrated mental health 
care model to pregnant or parenting women who receive care at the clinic, with a focus on 

women who are at high risk for or are evidencing symptoms of depression and anxiety.
The Institute for Public Health Innovation is serving as the backbone organization of the new 
D.C. Healthy Housing Collaborative, which will include numerous public and private partners. 
The D.C. Healthy Housing Collaborative will address the social determinants of poor housing 

conditions that contribute to significant inequities in asthma and other health outcomes in 
the District of Columbia. Project partners will work with lower-income renter households, 
households impacted by asthma, and housing organizations to: 1) improve understanding 

of and capacity for remediation of health-related housing hazards; 2) pilot a coordinated 
care model for home remediation and repair services; and 3) train participating families 

in leadership development skills (e.g. public speaking, effective testimony, community 
organizing, and systems thinking).
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Chapter 2: Landscape

Collaborative hospitals and community health centers 
serve DC residents and individuals living in Maryland and 

Virginia, as well as national and international patients. This 
CHNA focuses predominantly on our DC population.  

The District is a unique and dynamic city, with a diverse 
population and many community assets. At the same 

time, we face striking health disparities and pressing 
health issues comparable to other urban areas. More 

detailed information, particularly related to demographic, 
socioeconomic and health metrics, is available at 

DCHealthMatters.org. 

http://dchealthmatters.org
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DC is a diverse urban setting that encompasses 68 square miles of land situated between the Northern Vir-
ginia counties of Arlington and Alexandria and the Maryland counties of Montgomery and Prince George’s. It 
is the 20th most populated city in the United States, with more than 700,000 residents.4 

DC is governed by an elected mayor and executive branch, including the Department of Health, Department of 
Behavioral Health, and Department of Health Care Finance which operates one of the most inclusive Medicaid 
programs in the country. The District’s budget and laws are subject to review by the United States Congress, 
though it does not have voting representation in Congress.

The District is divided into eight wards of roughly equal population size, each with its own rich history, vibrant 
neighborhoods, and diverse population. [See Figure 1.] Each ward elects a representative to the DC Council, 
and five at-large Councilmembers represent all wards. The Council is effectively the legislative branch of 
local government and oversees the District’s annual budget. Within the wards, 40 Advisory Neighborhood 
Commissioners (ANCs) consider a wide range of policies and programs affecting their neighborhoods, from 
traffic and parking to zoning and sanitation. ANCs are the body of government with the closest official ties to 
the people in a neighborhood. We focus most of the Collaborative’s work at the ward or ANC level and present 
on relevant policies and programs to the DC Council. 

Composition of DC Residents
In 2019, DC was home to 710,893 residents, a population comparable to the cities of Boston and Denver. 
DC’s population has increased by 18.1% since 2010. Our city continues to be a racially and ethnically diverse 
city, though the proportions of racial groups are changing. [See Table 1.] Black residents comprise 45.2% of 
the population in 2019 compared to 50.7% in 2010; the Latinx population grew to 11.7% compared to 9.1% 
in 2010. DC has a sizable community of immigrants, many of whom emigrated from El Salvador and Ethiopia. 
Over 14% of DC’s population was born in another country.5 [See Appendix 1: Landscape Infographic for more.]

Compared to other states, DC is the second 
youngest “state” with a median age of 34.6 years 
– only Utah (30.7 years) has a younger median 
age.6 This average reflects a number of families 
with children as well as the dynamic professional 
workforce drawn to Washington. Females 
comprised 52.5% of the population – a fairly stable 
representation since 2010.

Socioeconomic Characteristics of 
DC Residents
Socioeconomic status is the social standing of an 
individual or group. It is often measured as a com-
bination of education, income, and occupation. 
Low socioeconomic status is strongly correlated 
with inequities in access to resources, as well as 
issues related to privilege, power, and control. 
People with lower socioeconomic status typically 
experience poorer health and die younger than 
those with more economic advantage. 

Citywide averages often paint DC as a socially and 
economically rich city; however, a more detailed 
look reveals a story of profound inequities. 
Socioeconomic characteristics of DC residents vary 
immensely across the city. Health inequities follow 

1U.S. Census Bureau, 2013-2017 American Community Survey 
5-Year Estimate
2U.S. Census Bureau, 2010 American Community Survey
2010 Source: U.S. Census Bureau, 2010 Census
2019 Source: Claritas Population Estimates, 2019. Accessed at 
DCHealthMatters.org (April 2019).

Table 1: DC Demographics, 2019
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Figure 1: Neighborhoods in Washington, DC

Source: by Peter Fitzgerald, 2008. Accessed at https://en.wikipedia.org/wiki/Neighborhoods_in_
Washington,_D.C.#/ (June 2019)

Landscape
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the same pattern. For 
example, there are direct 
correlations between the 
concentration of poverty 
in segments of the city, 
particularly in Wards 7 
and 8, and patterns of 
poor health outcomes 
concentrated in the same 
areas. 

The Collaborative-
supported web portal 
– DCHealthMatters.org 
– provides hundreds 
of socioeconomic and 
health indicators that 
illustrate this pattern. 
In this chapter, we 
will highlight two 
illustrative examples of 
stark inequities – life 
expectancy and infant 
mortality – both of which 
are often considered 
prime indicators of a 
community’s health. 

Life Expectancy
Life expectancy is the 
average number of 
years that a newborn is 
expected to live. The average life expectancy in DC is 79 years.7 This is comparable to the U.S. average, but 
about seven years shorter than for babies born in neighboring Virginia counties, such as Arlington or Fairfax.8 
Life expectancy within DC varies even more dramatically: DC has a 15+ year difference in life expectancy by 
ward: 87.6 years in Ward 3 compared to 72 years in Ward 8. [See Figure 2 on the next page.] The disparities are 
even more grave when we consider life expectancy at the DC neighborhood level: the neighborhoods with the 
lowest and highest life expectancies ranged from 68.4 years in the St. Elizabeth’s neighborhood (Ward 8) to 
89.4 years in the Woodley Park area (Ward 3), a 21-year difference. Likewise, there are significant differences 
in the socioeconomic status of these neighborhoods, including poverty levels. Families in St. Elizabeth’s live in 
poverty at a rate that is more than 15 times greater than families in Woodley Park: 24.2% compared to 1.6%, 
respectively.9

Racial differences in life expectancy are also striking. When compared to other racial groups, the life expectancy 
for Black residents is the lowest. White males in the District are expected to live almost 15 years longer than 
Black males (83.2 and 68.8 years, respectively). White females in the District are expected to live approximately 
9 years longer than Black females (85.2 and 76.2 years, respectively).10

For context, the U.S. currently has the lowest life expectancy among high-income countries. Based on 
Organisation for Economic Co-operation and Development (OECD) data (2016), U.S. life expectancy is 78.6 
years, ranked between the Czech Republic and Turkey. The countries with the highest life expectancy include 
Japan (84.1 years), Switzerland (83.7 years), and Spain (83.4 years). Within the U.S., life expectancy ranges by 
state as well: Minnesota (81.1 years) to Mississippi (75.0 years).11

Landscape

Table 2. Extreme Differences Between the Wealthiest (Ward 3) and 
Least Wealthy (Ward 8) Areas of the District

1 DC Kids Count, 2016. Accessed at https://datacenter.kidscount.org/data/tables/6748-
child-poverty-by-ward (June 2019). 
2 American Community Survey (ACS) Estimates, 2013-2017. Accessed at https://planning.
dc.gov/page/american-community-survey-acs-estimates (April 2019).  
3 Behavioral Risk Factor Surveillance System (BRFSS), 2016. Accessed at https://dchealth.
dc.gov/service/behavioral-risk-factor-surveillance-system (June 2019)
42015 data. Not available in 2016 BRFSS report.

http://dchealthmatters.org
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Infant Mortality
Infant mortality is defined as an infant who dies before reaching one year of age. The DC infant mortality rate 
(IMR) decreased from 13.1 per 1,000 live births in 2007 to 7.1 per 1,000 live births in 2016, yet continues to 
exceed the DC Healthy People 2020 target of 6.0 per 1,000 live births.12

Large disparities persist in the IMR by race and place: DC’s IMR was significantly higher for infants of 
Black mothers compared to infants of Latina and White mothers (11.5, 5.3, and 2.6 per 1,000 live births, 
respectively). During the five-year period 2012-2016, Wards 5, 7, and 8 had the highest infant mortality rates 
of 9.2, 9.3, and 14.6 per 1,000 live births, respectively. During 2015-2016, these three wards accounted for 
44% of all live births yet 66% of all infant deaths. These three wards also have the highest rates of poverty and 
unemployment, and the lowest level of educational attainment across the city. In contrast, the IMR in Wards 
2 and 3 (two of the wealthiest wards) was about 2.2 per 1,000 live births. 

Life expectancy and IMR are but two examples of the extreme inequities that exist within the boundaries of 
DC. To further highlight the disparities across the city,  Table 2 compares selected metrics for residents in Ward 
3 (the wealthiest ward) and Ward 8 (the poorest ward): it is clear that the disparities across the city are not 
limited to life expectancy and IMR. 

As part of this 2019 CHNA effort, the Collaborative continues to update DCHealthMatters.org to provide 
additional demographic and socioeconomic indicators of the DC population – from a citywide, census 
tract, and ward perspective – with a focus on variations in age, race, ethnicity, education, and poverty.  

Community Assets
All communities have needs that require attention. However, it is important to understand each community’s 
assets and strengths, as well. A community asset is anything that can improve the quality of life in a commu-
nity. This broad definition can range from people to physical structures to community services. The DC com-
munity is rich with assets such as parks, libraries, and recreation centers. Our strongest asset is our people 
– diverse, inclusive, and active.

Landscape

Figure 3: Infant Mortality by Ward, 2012-2016Figure 2: Life Expectancy by Ward, 2011-2015

Source: DC Health Equity Report, February 2019 Source: DC Health Perinatal Health Report, May 2018

http://DCHealthMatters.org


“Being a diverse city makes us great _ 
and being a safe space for diversity.” 
    – Focus Group Participant
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For a relatively small geographic area, DC has a high concentration of assets. However, these assets are not 
always dispersed in an equitable manner across the city. As part of this 2019 CHNA, we have created a map 
gallery on our web portal – DCHealthMatters.org – to provide a visual understanding of the distribution of 
physical assets in DC, including, but not limited to, recreation centers, public schools, grocery stores, places of 
worship, park space, and pharmacies. Below are a few notes about these specific assets: 

• Public Schools: DC is home to 92,245 K-12 students and 264 schools. More than half of the 
students (52.7%) attend DC public schools and 47.3% attend public charter schools.13  Schools 
are anchor institutions in neighborhoods, offering meeting places and programs for families 
in addition to being centers of learning for young people. Seven DC schools have school-
based health centers overseen by DC Department of Health, where students have access to 
comprehensive primary health services. These centers are focused on the prevention, early 
identification and treatment of medical and behavioral concerns that can interfere with a 
student’s learning and improve attendance. In addition, every school has a school nurse to 
improve the health of students, enabling them to thrive in the classroom and beyond by 
creating greater alignment, integration, and collaboration between education and health.  

• Community/Recreation Centers: Neighborhood residents often look to their 
community recreation centers as trusted gathering venues. To date, DC has 65 
community/recreation centers. Additionally, many of these facilities offer fitness 
centers with a variety of wellness activities and exercise equipment. In 2016, Mayor 
Bowser announced that as part of the FitDC initiative, DC would waive resident 
fees at these fitness centers. Fitness centers exist within Wards 1, 4, 5, 6, 7, and 8.14  

• Grocery Stores:  There are plenty of grocery stores and independently owned supermarkets 
in wealthier parts of the District, like Northwest DC; however, grocery stores are rare east of 
the Anacostia River. [See Figure 4.] Currently, there is only one supermarket in Ward 8 and two 
in Ward 7, neighborhoods with a combined population of about 160,000 people. However, 
these supermarkets are sometimes undersupplied and often do not have WIC eligible foods 
available. In 2019, Ward 8 will add a full-service grocery store – Good Food Markets – as 
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part of a mixed-use development 
property in the Bellevue 
neighborhood. For customers who 
receive Supplemental Nutrition 
Assistance Program benefits (i.e., 
food stamps), Good Food Markets 
will provide an additional 15% 
discount on all fresh produce. 

• Places of Worship: Places of 
worship are well distributed 
across the city and are especially 
well established in Wards 7 and 8. 
The Leadership Council of Healthy 
Communities (LCHC) identifies 
more than 30 places of worship in 
Ward 8 alone.15 DC is also home to 
a variety of synagogues, mosques, 
and temples across the city.  

• Park Space: DC boasts a wealth 
of green space, which comprises 
20% of its land; 90% is owned and 
operated by the National Park 
Service (NPS). The Trust for Public 
Land (a national environmental 
group) ranks DC sixth out of 
60 cities with regard to access 
to public parks. Rankings were 
calculated using three factors: park size, accessibility to residents, and how much each city 
spends on systems for park programs and maintenance. Park planning based upon age of 
residents is needed.  Play space may be lacking for all ages, especially middle school students. 

• Pharmacies: Pharmacies are important community assets, especially among populations 
with high rates of chronic illness. Pharmacies have long been in short supply in Wards 7 
and 8 despite those areas being home to a high percentage of residents with chronic 
illness that require medications. As of 2018, there are 22 pharmacies in Wards 7 
and 8. There were 17 in Ward 1, which is about half as populous as Ward 7 or 8.16 

• Hospitals and Community Health Centers: The District is home to eight acute care hospitals 
and several federally qualified health centers (FQHCs) that provide comprehensive primary 
and specialty care. Among the eight hospitals, the following are part of the DC Health Matters 
Collaborative: Children’s National, Howard University Hospital, Providence Health System, 
and Sibley Memorial Hospital. The Collaborative’s newest member is the HSC Health Care 
System, which is comprised of a health plan, pediatric specialty hospital, home health agency, 
and rehabilitative therapy centers. As for primary care, the District’s FQHCs have 52 locations 
in DC that provide care largely to low-income residents covered by Medicaid and living in 
households earning less than 200% of the federal poverty level.  The following FQHCs are 
members of the Collaborative: Bread for the City, Community of Hope, Mary’s Center, and 
Unity Health Care. There are hundreds of other non-profit and private practices that provide 
primary care services to residents.
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Figure 4: Food Insecurity and Grocery Stores, 2011-2015

Source: District of Columbia GIS Office. Accessed at https://opendata.
dc.gov/datasets/low-food-access-areas (May 2019) 



The Landscape Beyond the Numbers
In closing Chapter 2, we highlight six pressing issues that DC residents have faced – some unique to DC 
and others shared across the nation – since our 2016 CHNA.  These issues are commonly referred to at the 
Collaborative’s community gatherings – be they public forums, focus groups, or workgroup meetings – as 
critical areas of concern among our community partners and DC residents: 

• Closure of Hospitals
• Shortage of Birthing Facilities
• Threats to Immigrant Health
• Gentrification
• Suicide Among Teens
• Opioid Abuse 

We provide here a short synthesis of each issue along with selected references for those who would like to 
learn more. 

Closure of DC Hospitals
Providence Health System in Ward 5 – DC’s longest continuously operating hospital – closed inpatient 
psychiatric and acute care services in 2018-2019. Until the end of April 2019, Providence continued running a 
scaled-back emergency department, after ending most acute-care services in December 2018. The closure was 
contested by many DC residents, as well as Catholic and union leaders, who accused Ascension, Providence’s 
parent organization, of abandoning its religious mission to serve poor patients.  Providence is now working 
to develop a “Healthy Village” that focuses on primary and preventive care. The first large investment in the 
village will be bringing an urgent care center to the campus.

Providence serves some of DC’s poorest neighborhoods; 86% of its patients are on Medicare or Medicaid.17 
Some stakeholders argue that the District 
has one of the highest hospital bed-to-
population ratios in the nation, making 
it possible, in theory, for the other 
DC hospitals to absorb Providence’s 
patient population. However, other 
hospitals are maldistributed across the 
city, making it difficult for residents 
in Wards 5, 7, and 8 to access care.  
[See Figure 5.] DC Council hearings 
on this issue can be found on the  
DC Council website.18

Shortage of Birthing Facilities
In late 2017, DC saw the closure of two 
hospital maternity wards that served 
predominantly Black and low-income 
women: Providence Health System 
in Ward 5 and United Medical Center 
(UMC) in Ward 8. Providence Hospital in 
Northeast closed its maternal and infant 
care department in October of 2017 (a 
year before closing acute care services); 
United Medical Center in Southeast 
DC, the city’s only public hospital, 
permanently closed its maternity unit 

Figure 5: Hospitals in DC by Ward in 2017

Source: DC Health Systems Plan, 2017, accessed at https://dchealth.
dc.gov/node/1274961 (June 2019)
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and prenatal services two months later. Additionally, DC Department of Health Care Finance did not renew 
MedStar’s managed care arm – Family Choice – for one of three five-year managed-care contracts; this further 
limited access to birthing services at Washington Hospital Center (a MedStar facility) for Medicaid-insured 
women. DC women, particularly those who live in the east end of the city, are finding it difficult to access 
maternal care, including prenatal, delivery, and postnatal services. The impact of these closures on maternal 
and child health outcomes for the residents of the District, particularly those living closest to UMC, remains 
uncertain and a concern. 

As of October 2018, DC’s rate of maternal mortality was 36.1 per 100,000 live births, while the nationwide rate 
is 20.7, according to an analysis of data from the Centers for Disease Control and Prevention.19 Internationally, 
the U.S. is the only developed country to show a steady increase in maternal mortality from 1990-2015, 
according to a 2017 report funded by the Bill & Melinda Gates Foundation.20 

Black women are three to four times more likely than white women to die from childbirth in the U.S. The 
District is a case in point. DC’s chief medical examiner testified at a December hearing on maternal mortality 
that 75% of the maternal deaths DC recorded between 2014 and 2016 were Black women.21 A documentary 
from The Atlantic – “Maternity Desert” – follows a 24-year-old Black woman living in Southeast DC as she 
navigates a high-risk pregnancy that, combined with her Medicaid coverage, requires her to visit a hospital 
every two weeks to be seen by an Ob–Gyn.22 Her experience is shared by many pregnant women in DC. 

These issues of access and equity are present alongside high infant mortality and teen pregnancy rates, 
creating what some perceive as a maternal care crisis in DC. To address this, DC Council established a Maternal 
Mortality Review Committee23 within the Office of the Chief Medical Examiner to determine the causes 
associated with maternal mortalities of District residents. The law went into effect in June 2019 and MMRC 
members were beginning to be sworn into office.

Threats to Immigrant Health
Comparable to many towns across the U.S., issues of immigration – and, particularly immigrant health – 
are top of mind for DC residents. In 2015, 95,117 immigrants comprised 14.1% of DC’s population: 48,047 
women, 42,852 men, and 4,218 children. The top countries of origin for immigrants were El Salvador (15.3% 
of immigrants), China (4.9%), Ethiopia (4.7%), Mexico (4%), and India (3.9%). An enduring concern among 
immigrant families, as well as the healthcare community, is immigrant access to health and prevention 
services, such as annual check-ups, immunizations, and chronic care.

DC Healthcare Alliance is a unique benefit 
funded by local dollars offered to residents 
not eligible for Medicaid, primarily recent or 
undocumented immigrants. It is a popular 
program, but participation in the Alliance 
program has remained relatively flat in recent 
years while the immigrant population has 
grown. [See Figure 6.]

Administrative and logistic barriers may make 
it difficult for the immigrant community to use 
health and well-being services. An example of 
an administrative burden is the need for face-
to-face interviews every six months at a DC 
social service center to maintain coverage in 
the Immigrant Health program. In contrast, DC 
residents with Medicaid coverage only need to 
renew every 12 months and can do so online if 
they choose. This type of barrier is particularly 
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Figure 6: DC Alliance Enrollment, July 2010- 
November 2017

Source: DC Department of Health Care Finance. Accessed at 
https://dhcf.dc.gov/page/monthly-medicaid-and-alliance-enroll-
ment-reports (April 2019)
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“Things like gentrification, 
housing, community violence, 
and safety aren’t always 
thought about from this 
public health perspective, so 
connecting those dots is going 
to improve so many outcomes 
that we’re all collaboratively 
working towards.” 
                   – Town Hall Participant  
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painful for immigrant residents, who are grappling 
with hostile federal policies that make accessing 
public benefits a fearful, intimidating process.

Also, “public charge” fears may be hindering 
participation in the program. Public charge is the 
degree to which an individual is likely to become 
“primarily dependent on the government for 
subsistence, as demonstrated by either the 
receipt of public cash assistance for income 
maintenance, or institutionalization for long-term 
care at government expense.”24 The meaning of 
“primarily dependent on” has been changed 
by the current federal administration to the 
extent that immigration officials could turn away 
immigrants seeking to come to or remain in the 
US if they have received, or are judged likely 
to receive in the future, benefits tied to need. 
Individuals who are likely to become a public 
charge are inadmissible to the US and ineligible 
to become lawful permanent residents, though 
this has historically not been an issue since most 
need-based programs are not available to non-
citizens. 

Two pieces of legislation passed by the DC 
Council have sought to ease barriers. One allows 
undocumented beneficiaries to re-apply for the 
program over the phone, and the other allows 
beneficiaries to re-apply just once a year and at 
community health centers, where people often 
feel more comfortable. The DC Fiscal Policy 
Institute estimates that these changes could 
increase the number of people covered by 1,600-
6,000 enrollees. While both bills were passed 
unanimously into law in 2017, they were not fully 
accounted for in the budgets for Fiscal Year 2018 
or 2019.25

Gentrification
Gentrification is a process of renovating 
urban neighborhoods. It is a common and 
controversial topic in politics and urban planning, 
as gentrification can improve the material 
quality of a neighborhood while pricing out and 
displacing current, established residents and 
businesses. In addition, displacement has many 
health implications that contribute to disparities 
among special populations, including the poor, 
women, children, the elderly, and members 
of racial/ethnic minority groups. These special 
populations are at increased risk for the negative 
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consequences of gentrification, including increased stress 
and poor mental health. In DC, several neighborhoods are 
undergoing gentrification, including Columbia Heights, Navy 
Yard, and Petworth. [See Figure 7.]

DC residents worry that rising housing costs will drive 
low-income residents out of their neighborhoods, with 
upscale developments such as the $2.5 billion construction 
of The Wharf. The National Community Reinvestment 
Coalition’s study found that the District had the highest 
percentage of gentrifying neighborhoods out of all the 
cities analyzed (2000-2013).26 Frustrations have risen to 
the level of lawsuits. A lawsuit against the government 
filed in 2018 alleged that around 39,000 Black residents 
had been forced out of the city from 2000-2010, while 
the area gained 50,000 White residents.27 In another 
example, low-income Black residents won a case against 
the DC Housing Authority, temporarily stopping the 
$400 million planned razing and redevelopment of Barry 
Farm, one of the city’s largest public housing complexes. 
 
Suicide Among Youth
Teen suicide is a growing health concern nationally, as well as 
within DC. It is the second-leading cause of death for young 
people ages 15-24, surpassed only by accidents, according 
to the US Centers for Disease Control and Prevention.28 
Mental illness is the leading risk factor for suicide. 

In February 2018, the Office of the State Superintendent of 
Education (OSSE) released the 2017 DC Youth Risk Behavior Survey (YRBS) report, which provides a broad analysis 
of youth health risk behavior, including a deep dive into the mental health of DC’s youth. The survey revealed 
that about 17% of high schoolers in the District reported having attempted suicide in 2017 – compared to about 
7.4% nationally.29 A closer look at the District’s racial/ethnic minority and sexual minority youths reveals even 

more startling statistics. [See 
Figure 8.] Black and Latinx high 
schoolers in the District reported 
a rate of attempted suicide three 
times that of White students. 
And nearly a third of lesbian, 
gay, or bisexual high schoolers 
reported attempting suicide 
in the past year, compared 
with 1 in 8 heterosexual 
high schoolers. The mental 
health of DC’s youth remains 
a pressing issue among our 
community. More information is 
available via the YRBS report.30 
 
Opioid Abuse

Opioids are a class of drugs that 
includes the illegal drug heroin, 

Figure 8: Suicide Attempts among DC High Schoolers
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Figure 7: Gentrification and Displacement 
in DC Neighorhoods, 2000-2013

Source: NCRC, “Shifting neighborhoods: Gentrification 
and cultural displacement in American cities,” 2019. 
[Note: map from 2000-2013 notes no Asian or 
Hispanic Displacement in DC at that time.]

Source: District of Columbia Youth Risk Behavior Survey, 2017. Accessed at https://
osse.dc.gov/service/dc-youth-risk-behavior-survey-yrbs (April 2019)
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synthetic opioids such as fentanyl, and pain relievers available legally by prescription, such as oxycodone, 
hydrocodone, codeine, morphine, and many others. With prolonged use, pain-relieving effects may lessen 
and pain can become worse. In addition, the body can develop dependence. Opioid abuse and addiction have 
become a national crisis – and this drug 
epidemic hits close to home.

The District has one of the highest rates 
of opioid abuse in the United States. The 
number of people who have died from 
opioid-related overdoses in the District has 
more than tripled over three years. [See 
Figure 9.] About 279 people in the District 
died in 2017 from opioid overdoses, up 
from 83 people in 2014, according to 
District figures. The majority of deaths was 
among Black residents, and most were 
adults aged 40-69. Fatal overdoses were 
more common among men, and were most 
prevalent in Wards 7 and 8.31 

Now, DC has released a plan aimed at 
dialing back those numbers. The plan, 
known as LIVE. LONG. DC., has seven broad 
goals focusing on prevention, treatment, 
and recovery.32 Under the initiative, DC will 
establish a review board to examine opioid-related deaths and launch programs to educate residents on the 
risks of drug use. A federal grant will largely fund the roughly $24 million initiative.

DC released its plan days after a Washington Post investigation found the city lagged in responding to the 
opioid crisis. According to the Post, District officials distributed the overdose reversal drug Naloxone at a lower 
rate compared to cities with similar opioid problems.

Conclusion
The District is a unique and dynamic city, with a diverse population and many community assets. At the same 
time, we face many of the same health issues as other urban areas. Further, we see startling segregation 
and health disparities. This chapter provided an abbreviated backdrop to DC’s geography, demographic, and 
socioeconomic characteristics, community assets, and pressing issues. The four CHNA priority areas – mental 
health, care coordination, health literacy, and place-based care – remain critical areas of focus in our ever-
changing DC landscape. More detailed information, particularly related to socioeconomic and health metrics, 
is available at DCHealthMatters.org. 

Figure 9: Opioid Deaths in DC and US Populations, 1999-
2016

Landscape

Source: Centers for Disease Control and Prevention WONDER Online 
Database, Multiple Cause of Death Files, 1999-2016. Accessed at https://
wonder.cdc.gov/ (April 2019)

http://DCHealthMatters.org
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Chapter 3: Methods

The 2019 CHNA used a structured, mixed-methods 
approach – a combination of qualitative and quantitative 
data – to delve deeper into stakeholder perspectives on 
four priority needs that the DC community identified in 

the 2016 CHNA: mental health, care coordination, health 
literacy, and place-based care. As the Collaborative’s 

assessments have evolved from the initial 2013 version 
to the current 2019 CHNA, our emphasis on non-clinical 
determinants of health, community engagement, health 

equity, and shared ownership continues to grow.



31

The DC Health Matters Collaborative has conducted three community health needs assessments (CHNAs) that 
were released in 2013, 2016, and 2019. The methods we used across these three assessments share many at-
tributes, but there are also some key differences. All of the Collaborative’s CHNAs relied on a mixed methods 
approach that integrated both quantitative and qualitative data: 

• 2013: The assessment methods focused heavily on quantitative data and identified four clinical 
priorities: obesity, sexually transmitted infections, asthma, and mental health.

• 2016: The assessment methods prioritized the role of qualitative data (community perspectives) 
in defining new priority needs and shifted our focus from clinical areas to broader non-clinical 
determinants of health. The assessment identified four priority needs: mental health, care coor-
dination, health literacy, and place-based care.

• 2019: The assessment methods continued to prioritize the input of community stakeholders 
while using the quantitative data to provide contextual information. The 2019 CHNA focused on 
gathering community perspectives on how the healthcare system and partners can use policy 
and systems changes to address the four priority areas identified in the 2016 assessment: mental 
health, care coordination, health literacy, and place-based care.

As the Collaborative’s assessments have evolved from the initial 2013 version to the current 2019 CHNA, our 
emphasis on non-clinical determinants of health, community engagement, health equity, and shared owner-
ship continues to grow.

Overview of the 2019 CHNA Process
For the 2019 CHNA, the Collaborative worked over a 16-month period – November 2017 through February 
2019 – to design the assessment, collect and analyze data, meet with community stakeholders, and draft the 
final report.

Each Collaborative member organization contributed to the assessment. Individuals with advanced public 
health research expertise and data analytics skills led the design and data efforts, trained facilitators led 
qualitative data collection, policy experts connected emerging findings to policy initiatives, and editors 
reviewed the final product for cohesion and clarity. In addition to internal reviewers, representatives from 
the Collaborative’s Community Advisory Board also reviewed the findings to ensure that they resonated with 
their experiences.

Assessment Focus: Policy and Systems Changes
The focus of this 2019 CHNA is to gain information that strengthens and/or identifies policy and systems 
actions that can make a positive difference in our four priority areas: mental health, care coordination, health 

literacy, and place-based care. Our work builds upon 
the 2017-2019 CHIP, which was the Collaborative’s 
first foray into addressing community needs using a 
policy and systems lens. 

Policy and systems approaches go beyond addressing 
community needs with “new programs”; rather, they 
alter the systems that create the structures in which 
we work, live, and play. Policy and systems changes 
work hand-in-hand. Often systems changes focus on 
organizations changing their rules and infrastructure 
or instituting processes at the higher system level that 
ensure a healthier workplace; these systems changes 
can result in broader policy changes. 

Policy change involves changes in policies 
at the legislative or organizational 

level. Policies are written rules that are 
enforceable and impact groups of people.

Systems change involves changes made to 
the rules within or across organizations. It 
is an intentional process designed to alter 
the components that cause the system to 

behave in a certain way.

Methods
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Study Design: Concurrent Nested Design
The 2019 CHNA uses a concurrent nested study design. This design uses multiple approaches to collect data, 
but prioritizes one approach that ultimately guides the project. In our case, we prioritized qualitative methods 
that focused on collecting community perspectives. The other approach – collecting quantitative data – is 
embedded or nested into the project and plays a supporting role. Traditionally, assessments often prioritize 
quantitative methods and use qualitative data (such as community input) to further explain, corroborate, or 
discount the quantitative findings. We have flipped that model to ensure that the qualitative data (commu-
nity’s perspectives) drive our work, with the quantitative data playing a secondary explanatory role.

Qualitative Data
We collected the qualitative data through semi-structured interviews with invited community stakeholders, as 
well as a series of focus groups. Our assessment team included trained qualitative researchers who provided 
guidance about the research methods, assisted with the data collection, and conducted structured analysis of 
the large volume of recorded data using Dedoose coding software.

The interviews (n = 32) and focus groups (n 
= 7) followed a semi-structured format and 
utilized similar sets of questions related to how 
policy and systems changes can address our 
four priority areas with a particular focus on 
elevating health equity in our city (Appendix 
1). Under the guidance of our qualitative 
research experts, Collaborative leadership and 
community partners facilitated the interviews 
and focus groups. All interviews and focus 
groups were digitally recorded.

Methods

Table 3. Qualitative Data Sources 
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Qualitative Data Source:  
Community Stakeholders
We engaged community stakeholders from a variety of 
sectors including, but not limited to, health, education, 
transportation, social service, and advocacy, as well as 
government officials and agencies. Table 3 (previous 
page) includes a summary of the participants.

Our efforts were focused at the organization level 
rather than the DC resident level. We drew DC resident 
perspectives from other local needs assessments, as 
described in Appendix 3, and will be engaging direct-
ly with DC residents as we develop the Community 
Health Improvement Plan (CHIP). The Collaborative 
looks forward to learning from DC Department of 
Health’s citywide resident-level survey that assesses 
community perspectives on health and well-being. 
The survey data collection period is May 2019 – July 
2019, with publication of results in November 2019.

Qualitative Data Analysis Methods
We used the Rapid Identification of Themes from 
Audio (RITA) method to analyze the interview and 
focus group data within the Dedoose qualitative soft-
ware.33 This unique data analysis method allows re-
searchers to work directly from audio recordings of 
the interviews and focus groups rather than the tradi-
tional qualitative method of coding from transcribed 
documents. Working directly with the audio files 
allows for a more efficient, less costly data analysis 
approach that can capture nuanced vocal expressions 
that are not as easily apparent within written tran-
scripts. 

The RITA method identifies themes by tabulating the 
frequency of themes in standard time intervals across 
the data.  The analysis occurred through a six-step 
process:

Step 1. Identify research foci
The assessment focused on identifying specific 
policy and systems actions that health systems 
and community organizations can undertake to 
improve mental health, care coordination, health 
literacy, and place-based care in the city.

Step 2. Develop a codebook
The codebook lists and defines codes. 
These codes were informed by the findings 
of the 2016 CHNA, existing research, field 
notes taken by the focus group leaders and 
interviewers, and the review of a subset of 
the focus group and interview data.

Methods
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Step 3. Designate time intervals
We divided the audio data into standard two-minute intervals to balance the desires between 
retaining the specificity of the data and capturing participants’ complete ideas. The research 
team also generated a coding grid listing each code as a row and columns for each two-minute 
interval.

Step 4. Refine the codebook
Refining the codebook involved checking a randomly selected subsample of the interviews and 
focus groups to ensure that the codebook reflected all codes represented in the data accurately. 

Step 5. Code data
Coding involved identifying the presence of ideas/constructs within each time interval. Two 
qualitative researchers independently coded each interview, and differences were resolved 
through consensus.34 Codes were grouped into larger themes. Themes present in at least 15% of 
CHNA interviews and focus groups are included in this report.

Step 6. Summarize codes into themes
We identified a total of 28 themes across the four priority areas. The themes were then organized 
into four action areas: Foster Community Dialogue, Build Relationships, Develop Workforce 
Capacity, and Simplify Paths to Wellness. 

Town Hall Conversations
As described above, we focused most of our data collection at the organization level, while drawing on 
resident-level surveys and conversations convened by other groups. [See Appendix 2: Scan of Assessments for 
details on MedStar Health’s CHNA and DC Health’s Health Systems Plan.] 

In February 2019, after coding results, we convened a town hall event at a DC community venue – The Hill 
Center at The Old Naval Hospital – with three objectives:

1. Share key themes from the CHNA data collection to date;
2. Probe for more details related to the themes;
3. Collaborate with stakeholders and community partners to prepare for future action.

More than 50 community stakeholders across a wide area of disciplines and sectors attended the town hall. 
Photos and insights – including feedback and details related to the themes presented – are woven throughout 
this report and will inform our upcoming CHIP efforts. Attendee participation, energy, and feedback 
corroborated our sense of a renewed energy to work in partnership to improve health and well-being among 
DC residents. We will host more community gatherings as a centerpiece of our CHIP efforts; feedback from 
residents and organizations on our proposed strategies will be fundamental to achieving our goals.

Methods
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Photovoice: A Pilot Project 
to Capture Community 
Voices
Photovoice is a qualitative 
method used in community-
based participatory research that 
gives voice to underrepresented 
populations through the use of 
photography. Photovoice programs 
are a structured creative process 
through which people express their 
voices, opinions, and raise awareness 
about a topic in the community.  
 
 
 
 

In an effort to bring diverse voices into our assessment, and to partner with 
more community-based organizations, the DC Health Matters Collaborative 
sponsored a Photovoice project in collaboration with the Latin American 
Youth Center (LAYC) in the spring of 2019. Seven high school students, 
representing a diverse group of DC high schools, were selected and 
compensated to participate in a 12-week Photovoice aterschool program. 
LAYC staff led the students through a series of educational activities related 
to mental health topic as well as Photovoice concepts. After discussing 
these topics together, participants went out into the community with 
cameras to capture their perspectives related to risk and protective factors 
related to mental health in their community and schools. The photographs 
were taken at community settings in Wards 1 and 2 as well as a public 
high school (Columbia Heights Education Campus). Select photographs 
were interpreted through discussions in a group setting and narratives were developed that explain how the 
photos respond to the research question. These selections were printed on canvas and participants presented 
two exhibits – one at Latin American Youth Center and another for Community Health Improvement Week at 
Children’s National. A sample of the Photovoice images and accompany text follows this chapter.

Quantitative Data 
The quantitative data reflect various attributes of our DC population, including demographic, socioeconomic, 
health status, and healthcare utilization metrics. Our assessment team included trained public health and 
data analytics experts who led the data collection, analysis, and reporting of the metrics.

All of these metrics are available on our DCHealthMatters.org portal. As described in Chapter 1, this interactive 
web portal is a one-stop resource for community health indicators and related resources that are tailored to 
the DC community. DC Health Matters’ customizable Community Health Dashboard tool allows for comparison 
of DC metrics against national averages, past trends, and Healthy People 2020 goals. The portal also includes a 
Disparities Dashboard to view data by race, age, and gender. More comprehensive – and continually updated 
– data are available at DCHealthMatters.org. 

Several chapters in this CHNA report include relevant quantitative data to add context and clarity. The 
Collaborative also used the quantitative data to guide internal discussions related to the qualitative themes 
that were derived from conversations with our community stakeholders.

Methods

http://DCHealthMatters.org
http://DCHealthMatters.org
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Quantitative Data 
Sources 
We collected the quantitative data 
through several secondary data 
sources, such as census population 
data, local surveys, surveillance 
data, and administrative healthcare 
records (primary care, hospital 
admissions, and emergency room 
visits). Below is a description of 
select data sources.

Census Bureau and American 
Community Survey 
We used the Census Bureau’s 
population estimates and the 
American Community Survey data 
to arrive at a description of the 
DC population. These population 
estimates are commonly used 
in federal funding allocations, as 
survey controls, as denominators 
for rates, and as indicators of 
recent demographic changes. We 
supplement these two data sources with Claritas estimates that provide enhanced 2010 Census data and 
extrapolations.35

Survey and Surveillance Data
We relied on several surveys, such as the Behavioral Risk Factor Surveillance System (BRFSS) and Youth Risk 
Behavior Survey (YRBS), as well as disease surveillance data, to gain a sense of general health status and 
behavior among DC residents. BRFSS and YRBS are both instruments from the Centers for Disease Control and 
Prevention (CDC) that are administered by DC Health and OSSE respectively.  

Healthcare Utilization Data 
We obtained hospital administrative files from the DC Hospital Association to analyze inpatient hospital 
discharges and emergency department visits for all DC community, acute care hospitals. We accessed primary 
care data from the Health Resources Services Administration (HRSA) Uniform Data System (UDS). These data 
sources enabled us to display the rates at which healthcare services are used, the most common reasons for 
accessing care, and potentially preventable visits. In addition, these utilization statistics can be indicators of 
the availability and efficacy of preventive and primary healthcare.

Quantitative Data Analysis Methods
Our data analysis methods varied based on the data source. Certain data files, such as the YRBS and BRFSS 
surveys, were already tabulated, customized for the DC population, and available online; other data sources, 
such as the healthcare utilization data, required more robust data management and analysis. Statistical 
analyses were performed using SAS software (SAS software version 9.4; SAS Institute). When possible, we 
created maps to visually represent demographic, socioeconomic, and health indicators from a geographic 
perspective. All maps were produced using  ArcGIS Pro software (version 2.1, Esri). Data metrics and maps are 
posted to the DCHealthMatters.org portal. 

Methods

Table 4. Quantitative Data Sources 

Note: these are a subset of the data available on DCHealthMatters.org

http://dchealthmatters.org
http://DCHealthMatters.org


Action Areas 
Our data collection process resulted in a rich collection 
of 28 themes that focus on how best to address our four 
priority areas – mental health, care coordination, health 
literacy, and place-based care – from a policy and systems 
approach. Guided by the RWJF Action Framework concept, 
the Collaborative developed and mapped the individual 
themes into four broad action areas: 

• Action Area 1 – Foster Community Dialogue: 
facilitate communication and collaboration 
among residents, health professionals, 
community organizations, policymakers, and 
other stakeholders.

• Action Area 2 – Build Relationships: strengthen  
trust and genuine relationships as a foundation 
for collaboration to improve health and well-
being.

• Action Area 3 – Develop Workforce Capacity: cultivate health and social care professionals 
through approaches that are responsive to the communities and persons they serve.

• Action Area 4 – Simplify the Path to Wellness: make it easier to engage with the health system 
by removing complexity, redundancy, and/or inefficiency within health and social service 
organizations.

These action areas translate a broad range of themes into four domains of action. These areas will guide how 
the Collaborative and community partners will respond to the CHNA findings, as will be documented in the 
upcoming CHIP (release date: November 2019). 

Conclusion
The Collaborative used a structured, mixed-methods approach to delve deeper into stakeholder perspectives 
on four priority needs that the DC community identified in the 2016 CHNA: mental health, care coordination, 
health literacy, and place-based care. Our methods placed an emphasis on non-clinical determinants of health, 
community engagement, and health equity. We supplemented the qualitative findings with quantitative 
data that resides largely on our DCHealthMatters.org portal. Our data collection led to the identification of a 
substantive list of community-defined themes (actions) that are described in the following chapters. Using the 
action area framework, the Collaborative will work with community partners to move from identifying actions 
to addressing them. 

Methods 37
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Spotlight on Photovoice
The DC Health Matters Collaborative thanks the Latin American Youth Center and 

students for lending their support, talents, and insights on the important topic 
of mental health among youth. [See Chapter 3 for details.] The following pages 

contain select photographs and narrative from the Photovoice project.
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Surroundings  

The best way to keep from falling deep is to be around people that are open-minded and that listen. TRUE friends 
are the best people to be around as they are honest and will accept the flaws that are slowly being discovered 
day by day. These people will be with you through each new discovery, each new episode, and each turning point. 
Through it all they are with you every step of the way. Being around positive surroundings will help you from 
submerging into the darkness of your mind and emotions as it will keep you uplifted and in reality.    
 
Reaching Out  
Help is not always therapy! It is finding the thing that works for you. Whether it be a book, music, running, 
swimming, boxing, eating, the best thing is to find your thing. Reaching out for support takes great vulnerability, 
for many people are afraid to show weakness. As it takes great courage it should also be greatly received. Through 
this time it is best to know your limits. Finding those coping mechanisms and friends help alleviate your conscience 
and self-esteem.   
 
Voice  
Although many people do not enjoy talking about their personal problems, just talking in general is a great stress 
reliever. It takes away the boulder that constantly sits on your shoulders. Talking does not mean spilling out every 
secret that makes you; it just means sitting and having a chat. It can be about anything. Open up to the heavier 
things when the time arrives. People are able to get through their days by just having a conversation with one 
another.  
 
Alleviation  
As you come to terms with yourself and those around you it makes it easier to go through life. No one is really 
alone as there are many that go through the same issues. Fly high and soar into the world just like a white dove. 
Show others that even through the darkness, light has a way of shining through.

Estefany Carranza-Orellana (12th Grade) 



Skylar Hopper-Roberts (12th Grade)
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Liquor Tree
This picture shows how your vision is impaired when you are intoxicated. It made me feel terrible because 
every day I see intoxicated people throw their liquor bottles down or leave their empty six pack cases in my 
environment and I begin to not only see the harm being done to my community mentally, I see the destruction of 
my environment that individuals work so hard to keep clean. I do not want the younger generation to think that it 
is ok to destroy their minds, because addiction is a disease.

Panic Attack
The walls are moving closer, the light is dimming, is the door to success far or close, you can’t tell. Are you going 
to make it to the door or are you going to have a mental breakdown because of the pressure. This flipped hallway 
is the reality of a senior trying to make it to college. This is my reality every day at my school, I constantly suffer 
panic attacks or cry by myself because I am scared of failing. This is not healthy and I feel as if schools, especially 
rigorous academic schools, should focus on the mental state of their students, not just what their GPA looks like. 

Gold Is Not Always Right
According to www.secureteen.com 30% of boys are pressured by their peers to take part in sexual activity. Every 
so often, it is the male peers who direct this pressure towards other teenagers forcing them to have sex even 
when they are not ready. 23% of girls feel the same kind of pressure. However, even if these individuals give in 
they are judged by people because of who their sexual partners are, how many times they had sex, if they were 
“good enough”, and if they fail any of these expectations they are teased which leads to suicide, depression, social 
anxiety, and paranoia.

Financial Plan
In this picture I wanted to capture the good and bad of a financial aid class. It educates you, but it scares you as 
well, because of all the money you have to think about paying for an education you deserve. You are either stuck 
paying back loans, or not going to college.



Wendy Blanco (12th Grade)
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Dona Nobis Pacem
I titled this picture collage Dona Nobis Pacem, which means grant us peace because we humans deserve peace 
because conflicts shatter and development occurs.

Our lives are a mixture of different roles, but it is very important to have balance in our lives. Sometimes, there are 
obstacles and barriers; however, it’s not impossible. The pole in the middle of the Buddha picture signifies that. 
As you see in the left corner of the picture, the flowers have not bloomed yet. This demonstrates that the water 
and nourishment are needed daily to get to that state. Our minds work similarly as we get older. Here, Buddha 
was captured because Buddhism is a main form of mental training involving meditation. To be exact, studies have 
shown Buddhism reduces stress, anxiety and even depression. 

Murals offer access to art and creative expressions and here is where we see the difference between murals and 
graffiti. Murals promote a sense of identity and highlight diversity in one’s neighborhood. In the bright mural 
picture, I saw and felt the color yellow representing happiness, honor, optimism and enlightenment. The brown 
woman in the middle made me feel inspired to reach for my goals even if they might seem impossible. I can 
imagine what it might represent to others walking by.  

Going to a park in Adams Morgan and watching kids play is ordinary. Yet, have you seen kids play in a playground 
and know exactly what they want to do and set a plan for the day? The layout of the playground reinforces the 
idea that toddlers and kids have the ability and access to get on the swings, slides, monkey bars, etc. This enables 
a good mental health for kids at a young age. This is because at a young age, one can be aware of their actions and 
enjoy time. Here, the kids demonstrated great time management, communication skills and teamwork. 
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Climate change is mental health today

According to the National Institute of Mental Health, as of 2017 an estimated 17.3 million adults in the United 
States had at least one major depressive episode. As for adolescents between 12 and 17 there are an estimated 
2.3 million in the United States who experience at least one major depressive episode with severe impairment. 
The idea behind this collage is to illustrate how the way we treat the environment is a physical image of how we 
feel on the inside and how it ultimately negatively affects people in return. This trash that we released ourselves 
is polluting the air and sea, and in return comes back to us as we inhale these bad gases and we see these 
animals and creatures like turtles going extinct and becoming endangered when they are meant to be holding 
our planet in balance. Mental health is a struggle for people and while it cannot be seen physically, people 
express it through the way they treat the environment and the way they treat their surroundings. 

These images depict the true form of society’s mental health state today, as we see a cut down tree illustrating 
the bareness mental health can leave on a person, how bare and lonely it is, with no branches to cover it. We 
see trash near the harbor portraying how no matter how much we try and hide the struggles we have, they can 
still be seen even if it is just a little spot that no one pays attention to. Lastly the image of the tree with “you’re 
ugly” tagged on the front with an arrow pointing to it is a cry for help. This tag is speaking on behalf of people 
going through insecurities that have manifested over the years and no one ever admits to their insecurities. 
However, this tree does it for you as it says what the person feels, and this sign can trigger someone experiencing 
these insecurities. As of today, we mistreat and misuse our environment which reflects mental health as the data 
shows 17 million people are struggling with mental health diseases.

Hope Moshi (12th Grade) 
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Protect our youth

With this collage the picture that says ‘protect children not guns’ is a risk factor and protective factor. The reason 
for this is because in my school specifically we have to go through metal detectors and put our backpacks through 
an x-ray machine.  The officers in school are too worried about cell phones while students are entering the school 
with pocket knives and lighters. 

This is bad, because they are there to protect us, and they are more worried about the cell phones rather than our 
safety. It’s a risk factor because it puts a strain on our mental health because we are worried that someone will get 
killed since the officers are worried about cell phones rather than weapons. 

The sign acts as a protective factor because it is promoting child safety. People playing basketball and taking pic-
tures are examples of things that we can be doing to relieve ourselves from the stress around our safety, that we 
are faced with every day. 

The bus stop also acts as a protective factor of mental health because it is giving us more examples of things that 
we can do as youth to help us better our mental health. 

Overall, our safety affects our mental health and these are some ways that we can relieve our stress.  

Jaden Randolph (11th Grade) 
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Youth Empowerment
I titled this collage “Youth Empowerment,” as this collage shows women encouraging other women to be strong, pow-
erful women who encourage young people to be their best selves and be great. This collage relates to mental health 
because it empowers young women to have strong emotional wellness in a patriarchal society. I believe it’s important 
for youth to see murals and posters of respected people that will encourage them to be themselves and spread positiv-
ity. These posters and murals show youth that if they work hard and believe in themselves they can do anything they 
put their mind to.

The first picture in the collage affects the mental health of people of color by giving the viewer a feeling of pride, by 
showing the three people happy. The mural is bright and colorful and gives me a feeling of happiness or pride. 

The second picture is of Ruth Bader Ginsburg, an American lawyer and jurist. I chose this picture because it gave me 
pride to see a woman working in the courtroom. This picture made me feel powerful and encouraged me to challenge 
myself. This poster connects to mental health because it has a positive effect on women and encourages girls to get 
outside their comfort zone. 

The third picture is of Maya Angelou, an African American author and poet. I chose this picture because it affects my 
mental health in a positive way. The lines from her poem “Still I Rise” describe how she feels on a daily basis and makes 
me personally feel inspired. This picture connects to mental health because it encourages people in general to feel 
good about themselves no matter what others may say. 

The last picture is of my sister, taking a picture of a mural of Thomas Edison. I included this picture because I’ve seen 
most youth do not take notice in it, whereas Skylar admires it. This image connects to mental health because it shows a 
member of the community admiring a mural instead of painting over it or defacing it as I’ve seen done before.

Jordan Hopper-Roberts (10th Grade)
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I, Too Am America
Feeling like you belong is important because without identity you are lost. This mural represents diversity, and 
with diversity comes a sense of identity. This makes me feel happy and accepted, especially during a time where 
people of color and different ethnic backgrounds are discriminated against by the current president.

Black Girl Magic
Women of color are constantly being mentally abused every day, and told they are not beautiful enough because 
they don’t fit society’s idea of beauty. Also, both women are Afro-Latina, a group often misrepresented in the 
Latino community because they are not considered Latino enough or too African. This picture shows that people 
of color are beautiful too and that you shouldn’t have to starve yourself or bleach your skin to be beautiful. It 
helps avoid identity issues. This relates to mental health because according to www.factfile.org, “males are 5 to 
9 times less likely to have dissociative identity disorder than females.” This makes me feel upset, because not 
accepting who you are can make you feel alone and lost in the world.

They Won’t Do It Again
At my school we don’t have these posters, and I feel as if this is a problem. This poster gives teenagers knowledge 
that they can apply to their own life. Teens who suffer dating abuse are subject to long-term consequences 
like alcoholism, eating disorders, promiscuity, thoughts of suicide, and violent behavior. According to www.
dosomething.org 1 in 3 young people will be in an abusive or unhealthy relationship. 

La Universidad-Almost There!
Going to college is a very exciting experience, especially for families of color. As a senior I am excited to go to 
college and can’t wait to further my education, however the closer I get the more I feel anxiety about my future 
and what the world expects of me. I feel as if schools should not only provide counseling, but provide stress 
relieving activities such as yoga or meditation. 

Skylar Hopper-Roberts (12th Grade)
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Chapter 4: Mental Health

Mental health is a state of well-being in which an 
individual realizes his or her own potential, can cope 

with the normal stresses of life, can work productively 
and fruitfully, and is able to make a contribution to 

community.36 The importance of mental health is 
stressed in WHO’s definition of health: “Health is a state 

of complete physical, mental, and social well-being and 
not merely the absence of disease or infirmity.”



47

The 2016 Community Health Needs Assessment (CHNA) identified mental health as a priority need for which 
the healthcare sector could play a leading role in impacting positive change. Stakeholders noted the following 
challenges related to mental health in the District in 2016: mental health stigma, disconnection of mental health 
from primary care encounters, difficulty maintaining engagement with patients through follow-up visits, and 
substance use. The 2016 CHNA also found that an inequitable distribution of mental health resources across 
the District — from screenings to therapists and psychiatrists — complicated access to care for residents of 
under-resourced areas of the District, specifically Wards 5, 7, and 8. The former assessment also identified a 
shortage of pediatric psychiatrists in the District. The complete 2016 CHNA, as well as supporting quantitative 
data relating to mental health, can be found on DCHealthMatters.org. 

As part of the 2019 CHNA process, the Collaborative conducted a series of citywide interviews and focus 
groups to probe deeper into how the healthcare system and citywide partners could address mental 
health issues in the District. This chapter summarizes the top ten mental health themes that resulted 
from this qualitative data collection process. A detailed description of our methodology is included in  
Chapter 3. 

Ten Mental Health Themes 
Organized into Four Action 
Areas
The DC Health Matters Collaborative engaged with more 
than 300 DC stakeholders to identify policy- and systems-
level actions that hospitals, community health centers, 
and the broader healthcare system should consider to 
improve mental health care in the District. The most 
frequent themes are organized into four action areas. 
These action areas provide the Collaborative with a 
framework for measurable and sustainable actions across 
the priorities: 

Action Area 1 – Foster Community Dialogue:  
facilitate communication and collaboration among 
residents, health professionals, community organizations, policymakers, and other stakeholders.

Action Area 2 – Build Relationships: strengthen trust and genuine relationships as a foundation for 
collaboration to improve health and well-being.

Action Area 3 – Develop Workforce Capacity: cultivate health and social care providers through 
approaches that are responsive to the communities and persons they serve.

Action Area 4 – Simplify the Path to Wellness: make it easier to engage with the health system by 
removing complexity, redundancy, and/or inefficiency within health and social service organizations. 

As part of the qualitative analysis, we grouped individual codes from the interviews and focus groups into 
larger themes for each of the priority areas.  The resulting themes and code frequencies related to mental 
health, organized within these action areas, are below.

These themes will guide the Collaborative’s development of the Community Health Improvement Plan (CHIP) 
and the tangible goals that the Collaborative establishes for improving mental health care in the District.

Mental Health Findings

http://DCHealthMatters.org
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Mental Health Themes Related to Fostering Community 
Dialogue
The “Foster Community Dialogue” action refers to facilitating communication and collaboration among DC 
stakeholders, including residents, providers, community organizations, and policymakers. Genuine dialogue 
is bi-directional, iterative communication whereby all stakeholders have opportunities to express their views 
and experiences about mental health, including perceived needs, preferences, and resources.

Mental Health Theme 1: Understand community members’ perspectives.
Understanding community members’ beliefs and perspectives about mental health and related needs and 
services is essential for designing care systems and interventions that are accessible and responsive. Moreover, 
involving community members in defining priorities helps to avoid paternalistic approaches, acknowledges 
community members’ agency, and positions the healthcare system as a collaborative partner. Collaborative 
should gather information about community members’ perspectives about mental health, including:

• Concerns and questions about mental health
• Awareness of mental health services available in the District
• Areas of interest for education about mental health
• Barriers and preferences in accessing mental health services

Participants identified grassroots education efforts (e.g., door knocking), social media, and town halls as 
strategies for gathering these perspectives.

Mental Health Findings
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Mental Health Theme 2: Educate 
stakeholders about mental health. 
Participants noted that stigma about mental health has 
decreased since the 2016 CHNA, but gaps in knowledge 
about mental health and treatment options have 
persisted. Many providers, policymakers, and community 
members lack general knowledge about mental health 
issues and services available in the District. 

• Community Members: Participants 
identified gaps in knowledge about 
mental health as a factor contributing to 
inequity across the District. In addition to 
soliciting information from community 
members about what they would like to 
learn about mental health, participants 
noted that knowledge gaps — particularly 
about mood, personality, and substance 
use disorders — may also contribute to 
mental health stigma, which discourages 
residents from accessing care. Healthcare 
organizations should also work to inform 
community members about the availability 
of services and how to engage those 
services.

• Political Entities: Healthcare organizations 
in the District should also educate local 
officials about the urgency of mental 
health needs in the District, including 
DC Councilmembers and their staff and 
Advisory Neighborhood Commissioners, 
as well as Constituent Services staff for the 
DC Mayor and Council members. These 
education efforts should target:

• Acuity of mental health needs in the District
• Volume of services rendered
• Unmet need for services
• Resources required (e.g., funding, 

personnel, infrastructure) to provide 
services and meet unmet needs

• Community perspectives on mental health

Mental Health Theme 3: Gather data 
about mental health in the District.
Participants expressed the need for more comprehensive, 
in-depth data about mental health morbidity, disparities, 
and service utilization in the District. These data could be 
used to design interventions, develop provider training 
curricula, and inform strategic planning — including 
where to locate services. Participants noted the need for 
the following types of information:

Mental Health Findings

“As much as I think we’re 
removing stigma barriers 
for depression or anxiety 
or other things that 
primary care clinics tend 
to be comfortable with... 
the conversation just has 
to continue to evolve on 
addictions, or we’re not 
going to see as much 
progress there.”  
      – Focus Group Participant
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• Diagnoses and procedures: Identifying common diagnoses/procedures may help inform train-
ing needs

• Numbers served: Assess the number of patients served, including patient demographics that 
may allude to health equity concerns

• Unmet need: Determine numbers of persons on waitlists, length of time from intake to first 
session

Participants suggested that the advent of the Chesapeake Regional Information System for Our Patients 
(CRISP), a health information exchange tool, may offer opportunities to help gather data about mental health 
service utilization across the District.

Mental Health Theme 4: Assess quality of mental health services. 
Participants proposed involving stakeholders in developing an agreed-upon set of quality measures to enable 
the District to evaluate existing mental health services. Evaluating existing service models (e.g., co-locating 
mental health services in primary care settings) and programs may help identify approaches that are effective 
in promoting mental health, preventing and treating illness, and reducing disparities among residents of the 
District. For example, participants noted that there is not a clear and consistent measurement tool used across 
the District to identify when behavioral services have been terminated because therapeutic goals have been 
attained or when services have ended due to other factors (e.g., transfer or referral to another provider, client 
declining further treatment, and lack of attendance). 

Participants felt that reporting standards should encourage consistent reporting while minimizing the burden 
of reporting these data. Standardizing process and outcome measures may help determine the effectiveness 
of services. The health system, in conjunction with community members, should identify and implement 

universal quality measures for 
mental health, including:

• Possible process indicators: 
referral data, follow-up 
completion rates,  and  patient 
engagement in treatment 
following discharge from 
hospitalization

• Possible outcome indicators: 
symptom acuity

Participants recommended that 
quality measures be sufficiently 
nuanced to capture process and 
outcome data about patient care 
while not disincentivizing the 
provision of services for persons 
with complex mental health issues. 
This is especially important because 
persons with complex mental health 
issues may simultaneously be most 
in need of services while having 
difficulty maintaining consistent 
connection with mental health and 
other resources.

Mental Health Findings

Table 5. Citywide Emergency Department and Inpatient Admissions 
Related to Mental Health, District of Columbia, 2017
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“I’m always baffled by why 
we can’t trust each other 
and work together. And 
if we do that effectively, 
then maybe that feeling of 
trust would come down to 
our patients, our families 
and communities.” 
            – Focus Group Participant

Mental Health Themes Related to Building Relationships
Building relationships requires trust and genuine collaboration. Community members’ distrust of the healthcare 
system and mental health services contributes to reluctance to seek treatment for psychological, emotional, 
behavioral, and substance abuse disorders, particularly among racial and ethnic minorities and among 
immigrants. Similarly, distrust between healthcare organizations may keep providers from sharing promising 
practices or information about patients/clients. Relationship-building will require providers to address issues 
that create distrust or discourage collaboration among providers, such as the competitive local and federal 
grant landscapes, shared patient populations, and lack of funding sources that incentivize collaboration. 

Mental Health Theme 5: Improve relationships between and within the health 
system and local government agencies. 
Some participants reported difficulty working with DC Department of Health and the DC Department of 
Behavioral Health (DBH), including challenges referring patients for services, managing grants, and receiving 
funding, as well as receiving information from either agency. Participants also noted that they were often 
unclear about DC Department of Health’s and DBH’s priorities and roles in coordinating mental healthcare 
services across the District. Participants identified the creation of an Interagency Council on Mental & Behavioral 
Health as a possible way to promote collaboration between the health system and DC governmental agencies. 
This Council would:

• Report directly to the DC Mayor, City Administrator, and Deputy Director
• Identify mental health service models and approaches that are effective for providing services  

in DC
• Recommend strategies and policies that the District could use to meet the mental health needs 

of District residents and reduce mental health disparities in the District37 

Mental Health Theme 6: Improve cultural and linguistic access to mental  
health services. 
Cultural and linguistic issues often result in minority and immigrant residents facing unique contexts that 
complicate accessing healthcare in the District. Some participants noted that while much focus is given to 
disparities by neighborhood, there are also elevated risks for mental illness by race or immigration status.

Mental Health Findings
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Spotlight on Mental Health Workgroup:
Building a Resilient Mental Health Workforce

The Collaborative’s workgroups implement the strategies for policy and system change 
laid out in the 2016 CHIP. The Collaborative’s Mental Health Workgroup identified provider 

burnout and staff turnover as key barriers to providing behavioral health services through a 
workforce survey and other information collected. As a response, the workgroup developed 

and delivered trainings and gathered policies, practices and resources to support self-care 
for mental health and primary care providers. Additionally, the workgroup held a Building a 

Resilient Health Care Workforce in Washington DC community convening in October 2018 
with more than 30 healthcare providers and professionals from local hospitals, community 

health centers, government, and education sectors to identify strategies for individuals and 
organizations to promote mental wellness and self-care in their workplaces. As a result of 

the convening, participants learned about local workplace wellness programs, initiatives and 
practices, and discussed strategies to promote and sustain efforts.

Please visit our 2017-2019 Community Health Progress Tracker at DCHealthMatters.org to learn more
about the accomplishments of the Mental Health Workgroup.

http://DCHealthMatters.org


Source: District of Columbia Youth Risk Behavior Survey 2017. Accessed at https://nccd.cdc.gov/Youthonline/
App/Results.aspx (April 2019). 
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For example, the OSSE Youth Risk Behavior Survey found that Latina high school students in the 
District were 3.6 times more likely to report suicide attempts as their white female classmates.38 
Racial, ethnic, immigrant, and sexual minorities also face the specter of biases that may contribute to 
pathological normative behavior. This may be particularly relevant for children’s behaviors in schools.  
A pediatrician discussed disparities in how children’s behaviors might be perceived and referred for behavioral 
services across the District:

From a behavioral health perspective, there are behaviors that are developmentally appropriate 
and tolerated in some parts of the city that are not tolerated in other parts of the city. Behaviors 
that are tolerated in Ward 3 get a child in detention or expulsion from daycare or school in Wards 
7 or 8. That inequity creates a labeling of children. From a behavioral health perspective, there is a 
need to make sure that there are clinicians who are willing to call out the question as opposed to 
immediately prescribing medication. This is a critical component of care for kids in the city.

Recruiting, retaining, and training mental health providers who understand the challenges facing minority 
residents and can provide care in ways that are culturally and linguistically responsive is key for enhancing the 
capacity of the mental health workforce across the District. 

• Recruit and retain linguistically diverse clinicians: Participants noted that there was a shortage 
of Spanish and Amharic-speaking clinicians across the District. Increasing the number of clinicians 
who are able to provide services in Spanish and Amharic will reduce barriers for residents seeking 
care.

• Trauma-informed care: Residents in Wards 5, 6, 7, and 8 face elevated risks for exposure to 
community violence. The healthcare system and mental health providers are uniquely positioned 
to help train other social service providers and inform the design of systems — school, social 
service, and healthcare — that acknowledge the sequelae of trauma and provide environments 
where survivors may access support. Healthcare organizations should also continue to train their 
providers about trauma-informed care and strategies for treating trauma.

Mental Health Themes Related to Developing Workforce 
Capacity
Developing Workforce Capacity spans a broad set of objectives aimed at cultivating a health and social 
services workforce that is responsive to the communities and persons they serve, and building capacity in 

Mental Health Findings

Table 6. Mental Health Among DC High Schoolers, 2017
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the institutions in which they work. 
Specific to mental health, participants 
noted that the healthcare system may 
further build its workforce by increasing 
the number of licensed and lay mental 
health professionals as well as enhancing 
their cultural and linguistic competence.  

Mental Health Theme 7: 
Increase the number of 
qualified mental health 
professionals.
Participants discussed the critical 
need to expand the capacity of DC’s 
mental health system to better respond 
to needs. Specifically, participants 
perceived a shortage of psychiatrists 
(particularly pediatric psychiatrists), child 
psychologists, drug and alcohol abuse counselors, and fully licensed therapists.

Some participants disagreed, noting that there may not be a shortage of providers but there is an issue 
with how the providers are distributed across the District, with Wards 5, 6, 7, and 8 facing the brunt of the 
distribution disparity. Participants identified strategies for increasing the number of licensed mental health 
professionals, including:

• Increasing clinical training opportunities (e.g., psychology internships/externships) in high-
need areas across the District

• Incentivizing fully licensed providers to provide services in high-need areas
• Offering competitive salaries that help offset the high cost of living in the DC metropolitan area
• Continuing to revise reimbursement rate policies to encourage clinicians to provide services in 

the District
• Providing ongoing training and continuing education courses for practicing clinicians

Participants also recommended training non-mental health professionals to a) recognize mental health needs, 
and b) refer clients to mental health services, including primary care physicians, emergency room physicians 
and staff, community health workers, and peer support workers. 

Mental Health Theme 8: Recruit, train, and provide reimbursement for Community 
Health Workers and Peer Support Workers (CHW/PSW). 
In addition to gathering information directly from community members about their perspectives on mental 
health, participants identified increasing utilization of Community Health Workers and Peer Support Workers 
as a way to build trusting relationships with community members. Community Health Workers/Peer Support 
Workers may build rapport with community members through shared experiences, understanding of 
cultural circumstances affecting communities, and the additional time they can devote during appointments. 
Respondents suggested CHW/PSWs receive training regarding:

• Identification of mental health and substance use needs (e.g., administering screens)
• Referral protocols
• Cultural competence
• Documentation of appointments 
• Maintaining appropriate boundaries

Mental Health Findings

Figure 10: Language Spoken at Home for DC Population 
5+ Years of Age, 2013-2017

Source: American Community Survey (ACS). Accessed at https://planning.
dc.gov/page/american-community-survey-acs.estimates (April 2019). 



“I want to hire more 
District residents, but 
there is not a lot of 
workforce development 
happening on the mental 
health side that can 
really help us develop 
more people that already 
live in this community to 
come into mental health. 
Finding that workforce is 
super challenging.” 
 – Focus Group Participant
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• Ethical considerations when working 
with community members who have 
mental health needs

• Referral coordination and connection 
with external mental health services

Currently, funding for CHWs and PSWs is often tied 
to temporary funding sources like grants rather 
than reimbursement for services through insurance 
coverage. Unfortunately, this funding strategy may 
limit Community Health Workers’ and Peer Support 
Workers’ abilities to maintain relationships with 
community members. Healthcare organizations 
should advocate for reimbursement structures for 
these roles that incentivize staffing these positions.

Mental Health Themes 
Related to Simplifying the 
Path to Wellness 
Simplifying the path to wellness refers to making it 
easier for DC residents to engage with the health 
system, by removing complexity, redundancy, 
and inefficiency within health and social service 
organizations. This includes easing access to mental 
health services as well as addressing non-clinical 
factors that impact well-being and one’s ability 
to engage with the healthcare system. The result 
is a system wherein the “right” thing is also the 
“easy” thing to do. In this vein, participants spoke 
about the need to increase the availability of case 
management services and continue integrating 
mental health services within other settings, 
specifically schools and primary care clinics.

Mental Health Theme 9: Implement 
and expand case management. 
Case management services help patients identify 
and connect with resources or navigate challenging 
realities. Participants identified the primary non-
clinical determinants of health for residents of the 
District as income instability, housing instability, 
racial discrimination, immigration/documentation 
status, and community violence. Each of these 
contexts can precipitate and exacerbate mental 
health issues as well as access to mental healthcare. 
Case management services may help residents 
navigate the challenging realities imposed by these 
contexts. In addition to addressing these larger 
issues, participants discussed case management 
focus on:

Mental Health Findings



“The things that make mental health 
work, especially in schools, is the people 
factor. It’s someone talking to the teachers 
[and] the school leaders. It’s someone 
who’s owning family engagement.” 

– Community Leader
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• Transition care after discharge from hospitalization or emergency room visits
• Assistance with referrals
• Ongoing engagement with mental health services

Mental Health Theme 10: Promote mental health integration. 
Since the Collaborative released the 2016 CHNA, the District has seen the expansion of mental health services 
into primary care and school settings. This has resulted from the combined efforts of the health system and 
policymakers to develop partnerships with primary care providers and schools, adapt approaches to providing 
mental health services, and modify and develop reimbursement policies for these services. A senior staff 
member for a DC Council member discussed how school-based mental health represents an improvement in 
mental healthcare in the District over the past few years:

I think the District has made some improvements with respect to school-based mental health. 
We’ve done that through a couple budget cycles and trying to fund mental health services within 
some of the schools for students on a wide variety of mental health priorities, not just trauma and 
violence.…There has to be continued investments in mental health. The school-based health centers 
are a promising step forward. Kids are in school every day. We are putting care in schools.

Integrating mental health services into primary care and school settings facilitates early identification of 
mental health issues, lowers barriers to seeking care, reduces stigma, and helps normalize mental health as 
part of overall health. In discussing further development of mental health integration into primary care and 
schools, participants identified different but overlapping needs for the primary care versus school settings. 

• Community stakeholders suggested that mental health services provided in primary care settings 
should include:

 ◦ Mental health and substance abuse screenings
 ◦ Ongoing outpatient therapy services
 ◦ Psychiatric consultation and medication management
 ◦ Mental health personnel – such as therapists, psychiatrists, and community health workers 

– integrated into primary care settings



• Mental health integration in schools should include:

 ◦ Mental and behavioral health screening
 ◦ Early intervention services
 ◦ Outpatient psychotherapy services, including 

individual and family therapy
 ◦ Extended hours to facilitate parents’ participation 

in children’s treatment and family therapy
 ◦ Mental health personnel – such as licensed 

counselors, therapists, and clinical social workers 
– integrated into primary care settings

Conclusion
Mental health remains a priority concern for our community 
stakeholders. Issues of inequitable distribution of mental 
health resources across the District, rising rates of depression 
and suicidal ideation, and persistent stigma weigh heavily on 
our community. This chapter described many opportunities to 
improve access to and delivery of high-quality mental healthcare, 
as well as to improve relationships with communities and within 
the health system.

As with the other priority areas, the mental health themes 
will inform the development of the 2019 Community Health 
Improvement Plan (CHIP). Through the CHIP, the Collaborative 
will further operationalize these findings into strategies for 
systems changes and advocacy priorities to improve mental 
health in the District in the years ahead.

Source: Health Resources & Services 
Administration, Health Professional Shortage 
Areas (HPSAs), accessed at https://data.hrsa.
gov/data/download (June 2019.)
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Figure 11: Health Professional Short-
age Areas (HPSAs) for Mental Health 
in DC, 2017
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Chapter 5: Care Coordination

Care coordination involves deliberately organizing 
patient care activities and sharing information among 

all of the participants concerned with a patient’s care to 
achieve safer and more effective care. This means that 
the patient’s needs and preferences are known ahead 

of time and communicated at the right time to the right 
people, and that this information is used to provide safe, 

appropriate, and effective care to the patient.
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The 2016 Community Health Needs Assessment (CHNA) identified care coordination as a priority need for 
which the healthcare sector could play a leading role in impacting positive change. In 2016, stakeholders 
identified the following challenges requiring better care coordination: the impact of non-clinical determinants 
of health, complexity of the healthcare system, lack of communication across providers, incompatible electronic 
medical records systems, and disconnected health resources. The complete 2016 CHNA, as well as supporting 
quantitative data, can be found on DCHealthMatters.org. 

As part of the 2019 CHNA process, the Collaborative 
conducted a series of citywide interviews and focus groups 
to probe deeper into how the healthcare system and 
partners across the city could address care coordination 
issues in the District. This chapter summarizes the top 
nine care coordination themes that resulted from this 
qualitative data collection process. A detailed description 
of our methodology is included in Chapter 3. 

Eight Care Coordination 
Themes Organized into Four 
Action Areas
The DC Health Matters Collaborative engaged with more 
than 300 DC stakeholders to identify policy- and systems-
level actions that hospitals, community health centers, 
and the broader healthcare system should consider to 
improve care coordination in the District. The most frequent themes are organized into four action areas. 
These action areas provide the Collaborative with a framework for driving measurable and sustainable actions: 

Action Area 1 – Foster Community Dialogue: facilitate communication and collaboration among 
residents, health professionals, community organizations, policymakers, and other stakeholders. 

Area 2 –  Build Relationships: strengthen trust and genuine relationships as a foundation for collaboration 
to improve health and well-being.

Action Area 3 – Develop Workforce Capacity: cultivate health and social care providers through 
approaches that are responsive to the communities and persons they serve.

Action Area 4 – Simplify the Path to Wellness: make it easier to engage with the health system by 
removing complexity, redundancy, and/or inefficiency within health and social service organizations. 

As part of the qualitative analysis, we grouped individual codes from the interviews and focus groups into larger 
themes for each of the priority areas. The resulting themes and code frequencies related to care coordination, 
organized within these action areas, are on the next page. 

These themes will guide the Collaborative’s development of the Community Health Improvement Plan by 
informing our actions for improving care coordination in the District.

Care Coordination Themes Related to Fostering 
Community Dialogue
Fostering community dialogue refers to encouraging communication and collaboration among DC stakeholders, 
including residents, providers, community organizations, and policymakers. Genuine dialogue is bi-directional 
and iterative communication whereby all stakeholders have opportunities to express their views and 
experiences about care coordination, including perceived needs, preferences, and resources.

http://DCHealthMatters.org
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Care Coordination Theme 1: Improve communication among healthcare 
providers, social service agencies, and educational systems.
Participants identified three targets for improving communication among healthcare providers, social service 
agencies, and educational systems: 

• Discharge Planning & Communication: Develop a better system to convey medical records, dis-
charge orders, and follow-up recommendations following hospitalizations or emergency room 
encounters to patients’ primary care team.

• Referral Feedback: Equip clinicians, particularly specialists and those in private practice, to 
inform referring providers when patients present for care, as well as share medical records.

• Feedback Following Prescription Fulfillment: Implement a system that informs physicians when 
patients’ prescriptions have been filled to help physicians track adherence and coordinate care 
for patients in an effort to improve patient outcomes.

Care Coordination Themes Related to Building 
Relationships
Care coordination requires building collaborative relationships among an array of stakeholders. Distrust, 
competition among providers, and regulatory restrictions (e.g., Health Insurance Portability and Accountability 
Act [HIPAA], Family Educational Rights and Privacy Act [FERPA]) have inhibited collaboration across healthcare 
organizations, social service agencies, and education systems. Participants noted some successes since 2016 
in overcoming regulatory barriers and collaborating across systems (e.g., the expansion of school-based health 
centers). Several challenges remain, including a lack of funding that incentivizes collaborative partnerships, 
and concern about poor cultural competence among healthcare providers.
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Care Coordination Theme 2: Incentivize collaboration among healthcare, social 
service, and education systems. 
Healthcare organizations should advocate for policy and system changes, across the city and within 
organizations, that incentivize collaboration among healthcare and social service and education systems, 
specifically changes that:

• Prioritize collaboration in grant opportunities: Competition for funding, including for grants, 
may de-incentivize collaboration between organizations. Policies and grant opportunities could 
instead require and/or reward collaboration among healthcare organizations, social services 
agencies, education systems, and other community stakeholders.

• Encourage data sharing among healthcare organizations: Healthcare organizations may be re-
luctant to share information with other organizations for various reasons, ranging from patient 
privacy concerns to potential loss of competitive advantage. However, it may be advantageous 
for healthcare organizations to share:

 ◦ Patient-level data: medical records, referral information, and case management notes
 ◦ Health systems-level data: standardized health quality data, health outcome data, service 

utilization.
Data sharing may facilitate better coordination of patient care and serve as a catalyst for quality 
improvement efforts. 

• Engage social service agencies: Healthcare organizations should communicate with social ser-
vices agencies (e.g., housing organizations, DC Public Schools (DCPS), food pantries) to help pa-
tients address non-clinical determinants of health. There are programs in the District that have 
already endeavored to do so. For example, DCPS developed an interagency memorandum of 
agreement with the DC Department of Health Care Finance and DC Department of Health to (a) 
determine where to place school-based health centers and (b) connect students with healthcare 
providers. A CHNA participant involved in this effort shared:

We’ve navigated FERPA and HIPAA to allow us to share our student data with DC Medicaid. 
They tell us which of our students have Medicaid, have gone to the doctor in the past 
two years for a well-child visit, and have gone to the dentist in the past two years. We 
then use that data to prioritize the needs of our schools by rank-ordering the schools  
and working with the Department of Health to identify providers who can come and 
provide services… We’ve developed a plan with two oral health providers to provide oral 
health services to our students. We can [now] bring more services directly into our schools 
that our students need. 

OSSE is working to expand similar efforts into charter schools. Another example of an important 
social service connection is between healthcare organizations and food services, such as the Capital 
Area Food Bank (CAFB), given the connection between food insecurity and health. 

Care Coordination Theme 3: Enhance 
contextually, linguistically, and culturally 
appropriate care.
Participants discussed the importance of assessing 
the specific needs of Spanish-speaking and other 
cultural and linguistic minority community members; 
participants suggested using this information to develop 
care coordination services that are responsive to 
unique needs of these community members. Providing 
culturally and linguistically competent care coordination services will help improve the experiences of Spanish-
speaking patients in the healthcare system and improve health outcomes. Recommendations include:

Data Highlight: 
Among 61,004 people age five and older 

who speak Spanish at home, 26,452 
don’t speak English very well.39
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“The health system is set 
up in such a way that you 
are truly managing your 
care on your own.” 
         – Focus Group Participant

62

• Design care coordination services 
that consider the needs of Spanish-
speaking patients: Spanish-
speaking patients may face unique, 
non-clinical contexts that impact 
health (e.g., immigration issues, 
language barriers). 

• Ensure that care coordination, 
marketing, and outreach efforts 
are tailored to Spanish-speaking 
populations: Care coordination 
programs should retain Spanish-
speaking staff and provide written 
materials in Spanish. In addition 
to producing materials in Spanish, 
the messages contained therein 
should reflect the preferences 
and needs of Spanish-speaking 
communities.

Care Coordination 
Themes Related to 
Developing Workforce 
Capacity 
Developing workforce capacity spans a broad 
set of objectives aimed at cultivating a health 
and social service workforce that is responsive 
to the communities and persons they serve, and 
building capacity in the institutions in which they 
work. Healthcare, social service, and educational 
systems often function in silos both across and 
within systems; further workforce training offers 
opportunities to equip providers to work across 
existing barriers to coordinate care.40

Care Coordination Theme 4: Train 
health services providers, including 
clinical/social support groups, and 
individuals to coordinate care.
Participants discussed the need to train providers 
to coordinate care. This training should address:

• The value and role of care 
coordination in promoting positive 
health outcomes

• Identifying non-clinical factors 
impacting patients’ health (e.g., 
housing quality and instability, 
income instability, immigration 
issues) and making referrals to 
appropriate services
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“Informational awareness is a big problem. I think 
people want help but they don’t know where to find it.” 
                                                                 – Focus Group Participant
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• Utilizing technological resources (e.g., the Health Information Exchange, Aunt Bertha) to facilitate 
care coordination

• Strategies for managing and following up on referrals

Including care coordination concepts early in professional training initiatives (e.g., medical school internships, 
fellowships, graduate training, and community health workers’ programs) will help equip the workforce to 
coordinate care within and across health and social service systems. 

We note that coordinating care is an essential feature of Medicaid managed care organizations (MCOs) currently 
operating in the District. Therefore, the MCOs should be consulted about the impact of this model in DC, 
including best practices, lessons learned, and opportunities for future improvement.

Care Coordination Themes Related to Simplifying the Path 
to Wellness
Simplifying the path to wellness refers to making it easier for DC residents to engage with the health system by 
removing complexity, redundancy, and inefficiency within health and social service organizations. Coordinating 
care aids patients by clarifying next steps, wayfinding, and addressing other barriers. The result of this support 
is a system wherein the “right” thing is also the “easy” thing to do. Participants spoke about the need to 
increase the availability of case management services, invest in technology that facilitates care coordination, 
expand integrated care models, advocate for value-based contracts, and address non-clinical determinants  
of health. 

Care Coordination Theme 5: Invest in technology and other supports that better 
facilitate coordination of services.
Recent years have seen the advent of new technologies for sharing patient information and connecting 
patients with resources. Specific technology approaches to evaluate, expand, fund, and/or initiate information- 
sharing include:

• Aunt Bertha: an online portal that helps connect patients with community resources
• Health Information Exchange: secure and protected exchange of health information
• Hack-a-thons: events where programmers create technological solutions to healthcare problems
• Unite Us: an online care coordination tool currently used by the U.S. Veterans Administration to 

facilitate referrals, track patients’ progress, and follow up with referrals
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Each of these tools has been deployed to limited 
extents to assist DC residents; however, providers may 
not use these resources due to lack of knowledge, 
time, or perceived value. Participants recommended 
continued development, evaluation, and scaling of 
these tools to assess their effectiveness.

Care Coordination Theme 6: Curate and 
disseminate resource lists.
Participants discussed the need for up-to-date 
resource lists that are made widely available to 
members of the community, healthcare organizations, 
community agencies, social workers, community 
health workers, and other personnel who work with 
community members. Perennial changes in funding 
and programming for support services make it 
difficult to maintain an accurate account of service 
providers. Organizations may create their own lists 
rather than sharing resources: a product of what 
participants described as “working in silos.” 

Aunt Bertha — an online database that helps 
community members find resources for food, 
clothing, shelter, employment, and social services in 
communities across the country —  was identified 
as a valuable tool in connecting families to needed 
services. The Collaborative has been actively working 
to expand the use and functionality of the tool in the 
District as part of the 2016-2019 CHIP, and will launch 
the tool as DC Health Matters Connect in 2019. CHNA 
Participants said that the healthcare system in the 
District should continue to support and expand the 
use of Aunt Bertha in the following areas:

• Support and expand the platform: Aunt Bertha is a bi-directional tool that allows community-
based organizations to post information about their services, while also providing community 
members and organizations free and unlimited access to that information. Aunt Bertha has 
additional subscriptions that allow organizations to access additional features, including team 
data sharing and reporting capabilities. The Collaborative has worked in partnership with the 
Capital Area Food Bank to promote the use of Aunt Bertha but did not own a direct license itself 
until 2019. Stakeholders suggested encouraging new organizations to employ the tool.

• Educate providers and social service agencies about Aunt Bertha: Providers and social service 
agencies may not use Aunt Bertha due to lack of knowledge, time, or perceived value; the 
Collaborative should inform users about this resource.

Care Coordination Theme 7: Expand the use of interdisciplinary teams in  
primary care. 
Drawing from the example of the MyHealthGPS41 program, participants noted that interdisciplinary and 
coordinated care was a promising approach for improving healthcare services in the District. MyHealthGPS, 
launched in 2017, draws on this model by embedding interdisciplinary teams in primary care settings to 
integrate and coordinate care for eligible patients on Medicaid with chronic health issues.42 Participants 
recommended that this model be expanded to serve:

Spotlight on DC Health Matters Connect

 
 

Launching in 2019, DC Health Matters Connect will 
connect individuals and providers with thousands 
of social services, listed by zip code. The platform 
facilitates referrals and follow-up between providers. 

https://dchealthmattersconnect.auntbertha.com/
https://dchealthmattersconnect.auntbertha.com/
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• Patients with fewer or no chronic illnesses
• Complex contextual barriers (i.e., income instability, housing instability, limited English 

proficiency)

Care Coordination Theme 8: Advocate for citywide policies that incentivize 
positive health outcomes and wellness.
Participants recommended that healthcare organizations support the exploration of efforts to develop value-
based contracts (VBCs), which tie payment to outcomes rather than service volume:

• Assess physicians’ and healthcare organizations’ motivations for resisting and/or pursuing 
VBC: According to participants, managed care organizations in the District have explored 
VBCs in recent years, and have encountered resistance from providers with concerns about 
reimbursement. Understanding healthcare providers’ perspective and concerns about VBCs will 
help in developing the compromises necessary to establish these contracts across the District.

• Develop reimbursement schedules for VBCs: Physicians have expressed concerns that linking 
medical reimbursement to health outcomes does not account for the time they spend on 
patient care, nor their limited control over their patients’ non-clinical determinants of health. 
Reimbursement rates should be formulated based on research on best practices to balance 
these concerns. 

Conclusion
Developing systems, infrastructure, and tools for coordinating care remains a priority for our DC community. 
Several issues present challenges, including adverse non-clinical determinants of health, disjointed 
communication among healthcare providers and with other systems, lack of collaboration among providers, 
and a lack of culturally and linguistically appropriate services. This chapter described opportunities to improve 
care coordination services across the District.

As with the other priority areas, the care coordination themes will inform the development of the 2019 
Community Health Improvement Plan (CHIP). Through the CHIP, the Collaborative will further operationalize 
these findings into strategies for systems changes and advocacy priorities to improve care coordination in the 
District in the years ahead. 

“Care coordination is 
probably where I’m most 
optimistic.” 
                         – Healthcare Leader



66

Spotlight on Care Coordination Workgroup: 
Launching a Resource Connection Tool

The Collaborative’s workgroups implement the strategies for policy and system change 
laid out in the 2016 CHIP. Over the last several years, the Collaborative’s Care Coordination 

Workgroup supported the organization of patient care activities and information sharing 
among healthcare providers, government agencies, and community organizations across 
Washington. A key accomplishment was the identification of a resource connection tool. 

Aunt Bertha was piloted by three Collaborative members (Children’s National, Mary’s 
Center and Providence) with the help of the Capitol Area Food Bank. The pilot included 

eleven trainings advocating for the use of the tool across the organizations. Additionally, 
those participating in the pilot enhanced two areas of Aunt Bertha by adding 105 new 

program listings to the platform (within the areas of pediatric mental health and senior 
services). Based on the feedback of the participants, the pilot was successful; this led the 

Care Coordination group to continue exploring the use of a resource inventory across the DC 
community. The Care Coordination Workgroup decided to purchase a license for Aunt Bertha 

and implement the tool across Collaborative organizations.

Please visit our 2017-2019 Community Health Progress Tracker at DCHealthMatters.org to learn more
about the accomplishments of the Care Coordination Workgroup.

http://DCHealthMatters.org
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Health literacy is the ability to obtain, process, and 
understand basic health information and services 

needed to make appropriate health decisions. Health 
literacy requires a complex combination of reading, 

listening, analytical and decision-making skills, and the 
ability to apply these skills to health situations.

Chapter 6: Health Literacy
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The 2016 Community Health Needs Assessment (CHNA) identified health literacy as a priority need for which 
the healthcare sector could play a leading role in impacting positive change. In 2016, stakeholders noted the 
following challenges related to health literacy in the District: low general literacy, limited knowledge about 
health, lack of awareness about available services, and trouble understanding how to navigate our complex 
health system, as well as communication barriers between providers and residents. The complete 2016 CHNA, 
as well as supporting quantitative data, can be found on DCHealthMatters.org.

For the 2019 CHNA, the Collaborative conducted a series 
of interviews and focus groups to assess how the health 
system and its partners across the District could improve 
health literacy in the District. This chapter summarizes 
six major themes that emerged from the qualitative 
data collection process. A detailed description of the 
methodology is included in Chapter 3.

Six Health Literacy Themes 
Organized into Four Action 
Areas
The DC Health Matters Collaborative engaged more than 
300 stakeholders across the District to identify policy 
and systems-level actions that the health system should 
consider to improve health literacy among residents. The 
six most salient themes are organized into four action 
areas. These action areas provide the Collaborative with a framework for driving measurable and sustainable 
action: 

Action Area 1 – Foster Community Dialogue: facilitate communication and collaboration among 
residents, health professionals, community organizations, policymakers, and other stakeholders.

Action Area 2 – Build Relationships: strengthen trust and genuine relationships as a foundation for 
collaboration to improve health and well-being.

Action Area 3 – Develop Workforce Capacity: cultivate health and social care providers through 
approaches that are responsive to the communities and persons they serve.

Action Area 4 – Simplify the Path to Wellness: make it easier to engage with the health system by 
removing complexity, redundancy, and/or inefficiency within health and social service organizations. 

As part of the qualitative analysis, we grouped individual codes from the interviews and focus groups into 
larger themes for each of the priority areas. The resulting themes and code frequencies related to health 
literacy, organized within these action areas, are on the next page. 

These themes will guide the Collaborative’s development of the Community Health Improvement Plan (CHIP) 
by informing our actions for improving health literacy in the District. 

Health Literacy Themes Related to Fostering Community 
Dialogue
Fostering community dialogue refers to encouraging communication and collaboration among DC stakeholders, 
including residents, providers, community organizations, and policymakers. Genuine dialogue is bi-directional, 
iterative communication whereby all stakeholders have opportunities to express their views and experiences 
about health literacy, including perceived needs, preferences, and resources.

http://DCHealthMatters.org
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Health Literacy Theme 1: Define health literacy 
Participants observed that there is not a standard definition of health literacy employed by healthcare 
organizations and policymakers across the District. Defining what health literacy uniquely means in the 
District will allow stakeholders to begin to assess health literacy supports and needs in communities across 
DC. Current definitions of health literacy may place blame on patients/residents, stigmatize health literacy 
barriers, and employ paternalistic approaches to conceptualizing health literacy. A pediatrician noted:

I think we still take a very paternalistic view of how we create health literacy, and we have not 
effectively figured out what the patients really want to be more informed about. So we produce, 
as a healthcare system, a lot of information to improve the knowledge that people have around 
their disease or their health maintenance but we don’t ask them what they really need. That has 
to start to shift.

A broad range of informants should help define health literacy and the metrics for assessing it, including DC 
residents, health literacy content experts, clinicians, and insurance providers.

Health Literacy Theme 2: Assess health literacy across the District
Healthcare organizations should collaborate to assess the current state of health literacy in the District. The 
last comprehensive assessment of DC’s health literacy data, from the 2003 National Assessment of Adult 
Literacy (NAAL),43 is outdated and may not reflect current dynamics (e.g., internet or phone access). A new 
assessment should:
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•	 Measure residents’ health literacy: Participants identified the following as targets of measuring 
residents’ health literacy:

 ◦ Knowledge about navigating the healthcare system, including patient rights and health 
insurance

 ◦ Health knowledge, regarding physical health, medical terminology, mental health, and 
substance use disorders

 ◦ Ability to understand written and oral health communication, including during medical 
appointments, that would allow patients to make informed decisions

• Gather information about how DC residents access health information: Understanding patients’ 
current and preferred mediums for accessing health information is vital to developing health 
communication strategies. A senior advisor discussed the need to understand how community 
members access health information: 

In terms of disseminating information, you have to meet people where they are. 
Information has to be disseminated at DC Rec Centers, at churches, at schools, and 
through social media such as Twitter and Facebook. People who don’t have regular 
access to email still somehow find their way onto Twitter and Facebook. There’s a reason 
almost everyone has a Facebook account. Those are means to get people involved.

• Assess the health literacy needs of immigrant residents: Immigrant residents face unique 
challenges when accessing the health system, including language and cultural barriers that 
add to any baseline health literacy challenges. Further, immigrant residents may also face 
contextual challenges (e.g., concerns about immigration status or hospitals’ use and reporting 
of information) that contribute to mistrust or misunderstandings.

Health Literacy Themes Related to Building Relationships
An increase in residents’ health literacy may also support the development of trusting relationships with the 
healthcare system. Engaging community members about their preferences for receiving and accessing health 
information and continuing health education efforts, as well as expanding cultural and linguistic competence, 
offers ways to build sustainable relationships.

Health Literacy Theme 3: Expand health education efforts
Participants noted that certain policies have increased health literacy efforts across the District. The leader 
of one healthcare organization in the District discussed how regulations requiring the Certificates of Need 
attainment process to include health education contributed to their organization expanding outreach efforts 
in Wards 7 and 8:

When we talk about health equity, I’ll give you a prime example: kidney transplantation. We went 
for a Certificate of Need and part of our focus was outreach, and there’s no outreach being done 
in Wards 7 and 8. However, they have the largest number of residents on dialysis. When you look 
at that and begin to look at why, you begin to see that they did not have the health knowledge to 
understand that they were a candidate for a transplant. They thought that dialysis was something 
that they would do for the rest of their life. There wasn’t anyone — really anyone — doing the 
screening and doing the outreach in a way that helped them through and educated them to a 
different life, a different opportunity, a different option of dealing with their health issues. 

Participants recommended that future health education efforts:

•  Identify community members’ preferences for health literacy and education: Seeking an un-
derstanding of community members’ preferences for health education directly will help health-
care organizations develop initiatives that better meet true needs. 
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Spotlight on Health Literacy Workgroup: 
Assessing Clinical Screening for Health Literacy

The Collaborative’s workgroups implement the strategies for policy and system change laid 
out in the 2016 CHIP. To this end, our Health Literacy Workgroup connected with multiple 

stakeholders to assess the current health literacy screening practices in Washington, DC 
among Federally Qualified Health Centers (FQHC) and hospitals. Survey responses were 

collected from 48 respondents total; 25 respondents were staff representing hospitals and 
23 were staff representing FQHCs. Conclusions included that overall, health literacy practices 

are being implemented in both hospitals and FQHCs, but there needs to be improvement. 
Major barriers to implementing health literacy practices include the belief that there is 

inadequate time to implement a program and the concern that there is a lack of monetary 
resources to implement a program. The recommendations included the importance of 

addressing the gaps and barriers to implementing health literacy practices to achieve better 
patient understanding, as well as for both health centers and hospitals to invest resources 

that prioritize patient education in order to create more effective means of communication 
between patient and provider. The full report is available on our website.44 

Please visit our 2017-2019 Community Health Progress Tracker at DCHealthMatters.org to learn more
about the accomplishments of the Health Literacy Workgroup.

http://DCHealthMatters.org
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• Identify initiatives that effectively 
improve health literacy: Identifying, 
incentivizing, and expanding 
initiatives that have made positive 
impact and support health literacy 
will help healthcare organizations 
and policymakers better understand 
the nature and scope of health 
literacy challenges across the District.

• Expand current education efforts 
in more languages: Health literacy 
represents a disproportionate 
challenge for non-native English 
speakers and immigrant communities. 
Future health education efforts should 
be provided in more languages, 
particularly Spanish. They should also 
be designed and conducted in ways 
that are culturally appropriate and 
relevant to residents.

Health Literacy Themes 
Related to Developing 
Workforce Capacity 
Workforce development spans a broad set of 
objectives aimed at cultivating a health and 
social service workforce that is responsive to the 
communities and people they serve, and building 
capacity in the institutions in which they work. 
Participants noted that the healthcare workforce 
could be trained to screen patients for health 
literacy levels and adjust communications to meet 
patients’ specific needs. Additionally, participants 
suggested that expanding the use of community 
health workers across the District may help 
promote health literacy across the District and 
help residents engage with the healthcare system.

Health Literacy Theme 4: Train 
healthcare professionals to 
assess health literacy and adjust 
communication.
Clinicians may lack training about how to serve and 
empower patients across levels of health literacy. 
Equipping providers with the knowledge and tools 
to address diverse health literacy levels will help 
meet patients’ needs and promote positive health 
outcomes. Health professionals should receive 
training to enhance their abilities to:
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“The definition of health literacy 

places the responsibility on the 

individuals to better understand 

the healthcare system, as opposed 

to placing the responsibility on the 

system to better understand the 

barriers and the community.  

There’s a need to rethink that.”  

                  – Focus Group Participant
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• Use screening tools to measure patients’ health literacy: Healthcare organizations should 
identify health literacy screening tools to help providers identify when patients may have 
difficulty understanding health information. Providers should receive training to a) administer 
these tools, b) interpret the findings, and c) identify individual patients’ health literacy strengths 
and barriers that may support their abilities to navigate the healthcare system, understand 
diagnoses, understand directions for taking prescriptions, follow medical advice, make health 
decisions, and advocate for their needs.

• Communicate across health literacy gradients: Providers should receive training to enhance 
how they effectively communicate with patients, including: 

 ◦ Reducing the use of jargon
 ◦ Limiting medical counseling to two to three points
 ◦ Distributing and explaining medical information in plain language 
 ◦ Using diagrams or drawings
 ◦ Enhancing the readability of medical literature
 ◦ Using teach-back and show-back techniques to demonstrate understanding

Health Literacy Theme 5: Utilize Community Health Workers to promote and 
facilitate health literacy.
Utilizing community health workers (CHWs) represents an opportunity to increase equity, by serving 
communities through trusted peers when trust or access may be barriers to “traditional” health settings. With 
appropriate training and oversight, employing CHWs can help community members overcome health literacy 
barriers related to: 

• Navigating the healthcare system: Assisting community members with “wayfinding” within the 
healthcare system, accessing care, and interacting with various components of care delivery 
(e.g., insurance, primary care, medical specialties, discharge planning).

• Coordinating referrals and follow-up care: CHWs can help schedule referral appointments and 
follow up on referral completion and/or prescription fulfilment.

• Connecting with community resources: Helping patients address non-clinical determinants 
of health by helping them contact and engage social service agencies and other community 
organizations.
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• Providing health information: CHWs may help direct patients to reliable, accurate, culturally, and 
linguistically appropriate health education resources as well as providing direct health education 
themselves.

• Supporting immigrants and patients with limited English proficiency: Hiring CHWs with diverse 
language and cultural backgrounds can provide a direct contact for immigrant and language 
minority patients, thereby reducing the barriers that they face when accessing the healthcare 
system.

Several organizations across the District currently employ CHWs, but their roles and titles vary and their 
continued presence is often contingent on tenuous funding mechanisms, such as grants or philanthropic funds. 
Work is needed regarding:

• Standardization of the CHW Role: A common definition of the role of CHWs across the District is 
necessary, including standardizing the role, responsibilities, scope of practice, and ethics. Further 
defining the CHW role will allow for the development of training, professional development, and 
continuing education for CHWs. Standardizing the CHW role will also help providers and commu-
nity members develop expectations for working with CHWs across the District. 

• Financing of the CHW Services: Many of the services that CHWs provide occur external to the 
medical encounter but are necessary for patients to access care, enact the behaviors, or procure 
the resources (e.g., prescriptions) that support health. However, there is little or no guaranteed 
funding for these services, and CHWs are often funded through grants or philanthropic funds. 
This results in the inconsistent presence, interruptions and delays in accessing services, and 
underutilization of CHWs across healthcare entities in the District. Securing a system of consistent 
and equitable financing for CHW services will promote the wider adoption of CHWs across 
healthcare entities, solid role within the team of care, and a realistic livable wage for the workers 
in the District.

Health Literacy Themes Related to Simplifying the Path to 
Wellness 
Simplifying the path to wellness refers to making it easier for DC residents to engage with the health system by 
removing complexity, redundancy, and inefficiency within health and social service organizations. The result is 
a system wherein the “right” thing is also the “easy” thing to do. Promoting general literacy and health literacy 
among District residents will help them access health services and promote better health outcomes for all 
residents across the city.

Health Literacy Theme 6: Improve general literacy across the District.  
General literacy is often a predecessor to health 
literacy. When a patient’s basic reading level is low, 
interpreting health information and/or following 
medical instructions will be difficult. In order to 
enhance general literacy in the community, healthcare 
organizations should work with other sectors, such 
as the education system, to advocate for policies that 
support and expand existing literacy programs across 
the District, including policies that:

• Strengthen literacy education in public schools: Primary and secondary schools lay the founda-
tion for general literacy. Enhancing literacy education through DC schools will equip students to 
understand health materials, navigate healthcare systems, and make health decisions as adults. 
The DC Council passed the Healthy Schools Act in 2010 requiring public and charter schools 
to provide health education to students. Further, the DC State Board of Education revised the 

Literacy estimates in DC are outdated by 
more than 15 years:

In 2003, 19% of DC residents 16 years and 
older lacked basic prose literacy skills.45 
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Health Learning Standards in 2016, which resulted in greater emphasis on health skills and how 
to apply health skills and knowledge to medical decision-making. Collaborative members can 
draw on these policy mandates and continue to advocate for the incorporation of health literacy 
into general K-12 education curricula.

• Include health in adult literacy curricula: Adult literacy programs often focus on job readiness but 
may not include instruction related to health literacy. Healthcare organizations can collaborate 
with existing adult literacy programs to include health literacy components.

Conclusion
Health literacy continues to be a top priority in the DC community. This chapter described several opportunities 
for the healthcare system to address this, including better defining and assessing health literacy, increasing 
general literacy levels among residents of all ages, and considering mechanisms to enhance residents’ abilities 
to understand and navigate the healthcare system, possibly through the integration of community health 
workers. These actions could potentially improve health outcomes – and equity – across the District. 

Combined with the findings identified in other chapters of this CHNA, the health literacy themes will inform the 
development of the 2019 Community Health Improvement Plan (CHIP). Through the CHIP, the Collaborative 
will further operationalize these findings into strategies for systems changes and advocacy priorities to improve 
health literacy in the District in the years ahead.
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Chapter 7: Place-Based Care

Place-based care refers to the delivery of educational, 
preventive, and clinical resources and services to 

convenient locations outside of traditional medical 
practices, such as community centers, schools, and 

other neighborhood venues.
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The 2016 Community Health Needs Assessment (CHNA) identified place-based care as a priority need for DC 
residents. Specifically, the 2016 CHNA found that an inequitable distribution of healthcare resources across the 
District complicated the process of accessing care for residents of Wards 5, 7, and 8. Stakeholders identified 
potential solutions, such as utilizing community health workers, home visiting from nurses and doctors, and 
providing mobile medical units to help bring care to residents. The 2016 CHNA report also envisioned making 
schools and other community resources hubs where medical services may be co-located to reduce residents’ 
barriers to accessing services and improve health outcomes. The complete 2016 CHNA, as well as supporting 
quantitative data, can be found on DCHealthMatters.org.

For the 2019 CHNA, the Collaborative conducted a series of citywide interviews and focus groups to 
probe deeper into how the healthcare system and citywide partners could address place-based care 
issues in the District. This chapter summarizes the top ten place-based care themes that resulted 
from this qualitative data collection process. A detailed description of the methodology is included  
in Chapter 3.

Four Place-Based Care Themes Organized into Four Action 
Areas
The DC Health Matters Collaborative engaged with more than 300 stakeholders to identify policy and systems-
level actions that hospitals, community health centers, and the broader healthcare system should consider 
to improve place-based care in the District. The most frequent themes are organized into four action areas. 
These action areas provide the Collaborative with a framework for driving measurable and sustainable actions: 

Action Area 1 – Foster Community Dialogue: facilitate communication and collaboration among 
residents, health professionals, community 
organizations, policymakers, and other 
stakeholders.

Action Area 2 – Build Relationships: 
strengthen trust and genuine relationships as a 
foundation for collaboration to improve health 
and well-being.

Action Area 3 –  Develop Workforce Capacity: 
cultivate health and social care providers 
through approaches that are responsive to the 
communities and persons they serve.

Action Area 4 – Simplify the Path to Wellness: 
make it easier to engage with the health system 
by removing complexity, redundancy, and/or 
inefficiency within health and social service 
organizations. 

As part of the qualitative analysis, we grouped individual codes from the interviews and focus groups into 
larger themes for each of the priority areas.  The resulting themes and code frequencies related to place-
based care, organized within these action areas, are on the next page.

These themes will guide the actions that the Collaborative proposes to address issues related to improving 
place-based care in the Collaborative’s Community Health Improvement Plan. [Note: No place-based care 
themes grouped exclusively into the “Build Relationships” action area, though it is a secondary aspect of most 
themes.]
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Place-Based Care Themes Related to Fostering Community 
Dialogue
Fostering community dialogue refers to encouraging communication and collaboration among DC stakeholders, 
including residents, providers, community organizations, and policymakers. Genuine dialogue is bi-directional, 
iterative communication whereby all stakeholders have opportunities to express their views and experiences 
about place-based care, including how to define and evaluate place-based care across the District. 

Place-Based Care Theme 1: Assess community perspectives related to the 
distribution of community assets across the District.
Since the 2016 report, the Collaborative and other groups have worked on initiatives to enhance place-based 
care, including extending the hours of primary care clinics and expanding school-based health centers across 
the District. At the same time, hospitals have closed or reduced service areas in neighborhoods we had 
identified as under-resourced. The Health System Plan produced by DC Department of Health (summarized in 
Appendix 3) outlines service utilization, coverage, and travel patterns. Using this document as a foundation, 
stakeholders should also evaluate the effectiveness of current place-based care efforts and identify areas for 
improvement. This kind of assessment will allow the healthcare system and policymakers to develop evidence-
based initiatives.

Two major themes emerged in our conversations regarding such evaluation: 

• Define benchmarks for evaluating place-based care: The healthcare system and policymakers 
should define markers of successful place-based care, specific to the context of the District. 
These measures should include:
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 ◦ Community-driven markers of success: Community members’ definitions and expectations 
of place-based care should help define successful place-based care in the District.

 ◦ Caseload size: Expected caseload size for clinical providers and support providers (i.e., 
social workers, case managers, community health workers) should also be identified for 
the purpose of measuring healthcare quality.

 ◦ Geographic distribution of healthcare resources: Equitable geographic distribution of 
healthcare resources may, in part, help to define success.

• Assess a wide range of perspectives and topics: The assessment should gather information from 
a range of stakeholders through several lenses, including DC residents, non-clinical organizational 
staff, and special populations (e.g., immigrants, non-native English speakers, and youth). Specific 
topics of interest include:

 ◦ Physician and provider burden
 ◦ Residents not already connected to a managed care organization (MCO): existing data may 

oversample persons who are connected to MCOs or other healthcare organizations. Ensure 
that data collected includes persons who are not connected to existing health resources. 

Place-Based Care Themes Related to Developing Workforce 
Capacity
Workforce development spans a broad set of objectives aimed at cultivating a health and social service workforce 
that is responsive to the communities and 
persons they serve, and building capacity in the 
institutions in which they work. Encouraging 
the establishment and viability of high-quality 
healthcare resources that are located in all of 
the communities where residents live and work 
represents a way to promote place-based care 
and health equity across the District.

Place-Based Care Theme 2: 
Incentivize healthcare providers to 
practice in under-resourced areas. 
Healthcare resources are unevenly distributed 
across the District; participants felt there 
were fewer places to seek high-quality care 
in Wards 5, 7, and 8. The conversations for 
this CHNA occurred after Providence Health 
System closed its obstetrics unit in 2017 and 
as it moved to close its acute care services. 
A healthcare executive discussed the impact 
of these closures on healthcare access for 
residents in the most under-served areas of DC: 

Another warning sign is the closure 
of Providence and the closure of two 
obstetric units — Providence and UMC. 
The good news is that they’re thinking 
about a [new] hospital — but that’s not 
until 2023. None of this was planned very 
well.

Hot and cold spots based on fertility rate of women age 15-50 by 
Census Tract. Source: 2013-2017 American Community Survey 
5-year estimates

Figure 12: Fertility Hot Spots and Cold Spots, with 
Operational Birthing Hospital Locations
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These developments have exacerbated the difficulties that residents of Wards 5, 7, and 8 have experienced 
when accessing healthcare. Participants recommended advocating for policies that correct this pattern, 
including: 

• Incentivize the establishment and maintenance of healthcare services: Incentivize the 
establishment and maintenance of practices and clinics providing these services in under-
resourced areas, particularly Ob-Gyn providers, acute care organizations, and mental health 
services — inpatient, outpatient, and psychiatric. Incentives may include tax abatements, 
student and business loan forgiveness, or access to capital.

• Supplemental funding to sustain services: It may be difficult for healthcare providers to balance 
high proportions of patients using public insurance in some neighborhoods with insufficient 
reimbursement rates, which threatens the long-term sustainability of healthcare resources. 
Providing ongoing, supplemental funding for healthcare organizations serving certain areas of 
the District will boost the economic viability of maintaining clinical services.

Private and small practices offer opportunities for providers to build trusting, longitudinal relationships 
with patients and communities, and enhance geographic health equity by increasing access to primary care 
throughout the District. However, few private practices exist in Wards 5, 7, and 8. The healthcare system 
should support, incentivize, and advocate for the growth of private practices in under-resourced communities 
across the District, including:

• Assess barriers and facilitators to establishing private practices in the District: Policymakers 
need information about what motivates medical and mental health providers to establish private 
practices in under-resourced areas so they may develop initiatives and incentives to encourage 
the establishment of private practices in the District.

• Loan forgiveness for providers in private practice: The healthcare system should research and 
advocate for incentives like loan forgiveness for providers operating private practices in under-
resourced areas, including physicians, advanced practice nurses, clinical psychologists, and 
licensed clinical social workers. This may encourage providers to establish private practices in 
communities.

“For place-based care and 
health literacy, we are not 
thinking creatively enough or 
thinking boldly enough.” 
                     – Government Official
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Spotlight on Place-Based Care Work:
Connecting with Communities of Faith

The Collaborative’s Mental Health and Health Literacy Workgroups each intergrated one 
place-based care strategy from the CHIP into their agendas. In an effort to meet people 
where they are, the Health Literacy Workgroup took a deeper dive in supporting health 

literacy improvement efforts in faith communties and congregations. With Collaborative 
support, Wesley Theological Seminary selected Health Ministries within Wards 5, 7, and 

8 to assess the needs of their congregation’s population, develop culturally competent 
content; help to mobilize, coordinate, and disseminate educational resources; and build a 

sense of trust among collaborators and congregation. One objective emerged early: working 
with health ministers to support their community members to navigate the system of care. 
Through the summer of 2019 Wesley will conduct “train the trainer” education for Health 

Ministers on requested topics and work with the collaborative to build relationships between 
congregations and health institutions. In the meantime, Wesley produced a summary report 

about target populations and best practices, and is currently conducting a survey among 
providers about their experience with culturally relevant topics such as African American folk 

practices and spiritual assessments in the clinic to identify areas for future work.

Please visit our 2017-2019 Community Health Progress Tracker at DCHealthMatters.org to learn more
about the accomplishments of the Health Literacy and Mental Health Workgroups.

http://DCHealthMatters.org
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“Access is the biggest 
driver of inequity… Not 
just access of location, 
but also access of 
hours, and access to 
quality providers that 
are not burned out.”  
 – Focus Group Participant
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Place-Based Care Themes Related to Simplifying the Path to 
Wellness
Simplifying the path to wellness refers to making it easier for DC residents to engage with the health 
system by removing complexity, redundancy, and inefficiency within health and social service organizations. 
The result is a system wherein the “right” thing is also the “easy” thing to do. This includes easing access 
to healthcare services through place-based care. Participants spoke about the need to expand primary 
care hours, develop and disseminate resource lists, and develop novel approaches to place-based care. 
 
Place-Based Care Theme 3: Continue to expand the availability and accessibility of 
existing healthcare services.

Participants discussed ways to increase accessibility to healthcare services: 

• Maintain and expand extended hours at primary care clinics: Several healthcare organizations 
in the District have extended the hours of operation of primary care clinics. This may enable 
patients with inflexible schedules due to work, school, caregiving commitments, transportation 
limitations, or other circumstances to access care. It may also divert patients with non-urgent 
health issues from emergency departments. Clinics with traditional hours of operation (9am to 
5pm) should consider this change.

• Extend hours of school-based clinics: School-based clinics are embedded in locations that are 
familiar to youth and families. Extending the hours of operations beyond the school day will allow 
parents greater opportunities to participate in their children’s medical visits and promote better 
pediatric outcomes.

Place-Based Care Theme 4: Develop and deploy innovative models of place-
based care.
Focus group and interview participants believed that developing innovative place-based models of care will 
help to expand the capacity and reach of healthcare organizations across the District. Healthcare organizations 
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can support the development of innovative approaches through:

• Expanding the use of technology to facilitate medical encounters: Recent years have seen the 
growth of technology platforms to facilitate medical appointments. Continue to adopt and expand 
telehealth and telemedicine options for meeting with patients.

• Co-locating medical services with social service and community organizations: Conducting 
medical encounters in non-traditional locations may help reduce barriers to accessing care for 
residents (i.e., schools, libraries, home visitation, community centers, social service agencies, etc.). 
Changes to the federal Free Care Rule in 2016 expanded the ability of states to collect Medicaid 
reimbursement for medical services, thereby opening the door for the growth of school-based 
medical services. A program coordinator in the District discussed how healthcare organizations 
and DC Public Schools are collaborating to determine the most advantageous approach to securing 
reimbursement for school-based health services:

We’ve been working with [DC] Healthcare Finance to figure out if we wanted to 
amend the State Plan and include all of the other medical services that are being 
provided by schools that are not just for students receiving special education 
services…. We have not made a final determination because of the way that we seek 
reimbursement from the Feds. It may not actually be in our financial best interest 
to do this but we’re still trying to run some numbers. It might make sense for some 
charter schools to do it, but not DCPS.... That’s one thing that’s exciting that the City 
is trying to decide but it could definitely increase access to federal reimbursement.

Conclusion
As initially identified through the 2016 CHNA, place-based care remains a priority for our community stakeholders. 
The unbalanced distribution of healthcare resources and community trust across the District is a barrier to 
health equity. This chapter highlighted opportunities to improve access to conveniently located, high-quality 
healthcare services by expanding existing healthcare services and developing new models of place-based care. 

As with the other priority areas, the place-based care themes will inform the development of the 2019 
Community Health Improvement Plan (CHIP). Through the CHIP, the Collaborative will further distill these 
findings into strategies for systems changes and advocacy priorities to improve place-based care in the District 
in the years ahead.
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More from our conversations
 “People need to be culturally competent. We need to be neighborhood competent, too.”  
          – Focus Group Participant

“Health equity is really about meeting a patient where they are.” – Focus Group Participant

“If we’re going to locate in a community, we should get community buy-in. It would be a 
good practice if folks just take a little moment and include the neighborhood in the process. 
What do they want?”        – Focus Group Participant

“I’ve been practicing in DC for about ten years, and I think we’re at a real height of scarcity 
and high barriers to medically impactful services. What I see is my families just having to fight 
for everything… housing and education and Medicaid.” – Focus Group Participant

“Better resources and uniform training of coordinators would be helpful. There isn’t a linear 
guide to services in DC. Each organization has created a working document that works for 
them that is siloed.”        – Focus Group Participant
 
“Things are not well translated – when we get anything for free or anything sent to us, many 
times the Spanish is really bad. You want to cry.”    – Focus Group Participant

“What is it that we believe? If a hospital says ‘the thing that is most important to us is health 
equity’ then everything runs from that. If you have something like that as your focus, then 
everything falls into place.”       – Focus Group Participant

“Our patients need to know that we hear everything else they are dealing with.”  
          – Focus Group Participant

“We can’t be afraid to say we may need to target our resources differently to truly achieve  
‘one DC.’”         – Town Hall Participant  

“Racism is a determinant of health. It’s not all implicit bias. Some of the racism is willful and 
deliberate in the clinical setting.”       – Town Hall Participant  

“Patients need the empowerment to say ‘I am here to get your help, but this is my life, my 
body and my decision to make.’ We need to teach shared decision-making.”  
          – Town Hall Participant
  
“I think the policy/systems perspective is the best approach to achieve equity. The downside 
is that it’s a long process. It takes so many years, but it is really what’s needed.”  
          – Government Official
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Chapter 8: Next Steps

This Community Health Needs Assessment (CHNA) is an 
important, but not final, step in our community health 

improvement efforts. The findings from this report 
will inform our Community Health Improvement Plan 

(CHIP) which will detail our response to the assessment 
findings. We invite all DC stakeholders to join us in 

working toward health equity for District residents. 
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This 2019 Community Health Needs Assessment (CHNA) focuses on the four priority areas that our community 
stakeholders prioritized in the 2016 assessment: mental health, care coordination, health literacy and place-
based care. We engaged with a diverse group of community stakeholders to determine policy and systems-level 
actions the healthcare sector could take in order to make progress in the four priority areas. Our assessment 
process led to a substantive list of 28 recommended actions that we detailed in Chapters 4-7.

As our next step, the Collaborative – in partnership with our community stakeholders – will develop a 
Community Health Improvement Plan (CHIP) that outlines how we move from assessing to actually addressing 
the District’s health needs.

Community Health Improvement Plan
To be released in November 2019, the CHIP will be a living document of concrete, actionable plans for addressing 
the four community needs. It will use the action area framework from this report to guide development of 
strategies for policy and systems changes. We will engage with external stakeholders, our community advisory 
board (CAB) members, and other community representatives to create and move this plan into action, as 
shared accountability of this plan is critical for success. We will also host community-level conversations, and 
reach out to more residents and neighborhood leaders.

We will continue to apply an equity lens in developing our improvement plan by pursuing these following 
short- and long-term actions (adapted from Healthy People 2020): 

• Pay attention to the root causes of health inequities and health disparities, specifically social 
determinants of health and the role of health policy in increasing health equity 

• Focus particular attention on groups that have experienced major obstacles to health associated 
with socioeconomic disadvantages, including historical and contemporary injustices

• Promote equal opportunities for all people to be healthy and to seek the highest level of health-
care possible

• Distribute resources in a manner that progressively reduces health disparities and improves 
health for all

• Put forth continuous efforts to maintain a desired state of equity after avoidable health inequi-
ties and health disparities are eliminated

“It’s not just who is at the table, but how they are 
brought to the table and how they are engaged at 
the table. If you invite me to the table, invite me 
as an equal player, let me help set the agenda.’”  
                                              – Focus Group Participant
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As our member organizations – and the health system in general – look to make a real difference in our 
community, we must work cohesively, reach across all sectors, and share accountability. The Collaborative has 
taken steps in the right direction by bringing several local hospitals, community health centers, government 
agencies, and community organizations to the table. We must sustain these collaborations to see true impact.

Collaboration with Community Partners
The Collaborative was formed out of a desire to collaborate on citywide community health improvement 
initiatives. We strive to learn from and align efforts with our peers while reducing duplication and sharing 
resources. Appendix 3 of this report is a Scan of Other Assessments, which summarizes five assessments 
published in DC since 2016 and places for potential alignment with the Collaborative’s work. The two most 
analogous efforts are MedStar Health’s 2018 Community Health Needs Assessment, and DC Department of 
Health’s 2017 Health Systems Plan. 

There is significant intersection between the priorities named in the Collaborative’s and Medstar’s CHNAs. 
Specifically, we share an emphasis on mental and behavioral health, linkage to resources and services, and 
attention to non-clinical factors that impact health such as transportation. We are also in dialogue with many 
of the same key partners and community-based organizations. Going forward, we will continue to have 
discussions about areas for partnership in the development and execution of our respective Community 
Health Improvement Plans. 

Our assessment also identified many of the same needs as DC Health’s Health Systems Plan. There are also 
many recommendations that we share, support, and plan to work toward together, including efforts to:

• Promote the bi-directional integration of medical and behavioral health services in outpatient 
settings through co-located and enhanced referral models.

• Reduce stigma around behavioral health issues.
• Promote health literacy to improve health outcomes. 
• Support workforce training and capacity building efforts, including evidence-informed place-

based strategies.
• Promote health equity by implementing policies and practices across all sectors that aim to 

address social determinants of health, improve health outcomes, and reduce disparities.

The Collaborative has engaged with staff from MedStar Health and DC Department of Health in this and prior 
CHNA efforts, and will continue to work with them as part of CHIP planning and implementation, workgroup 
projects, and the community advisory board. 

Accountability and Transparency
To enhance accountability and transparency, the Collaborative will continue to evolve our online portal 
of community health information known as DCHealthMatters.org. As noted earlier, this portal is a 
clearinghouse of community health indicators and related resources that are tailored to the DC community.  
DCHealthMatters.org will house both this needs assessment and the accompanying CHIP. It will serve as the 
reporting, tracking, and monitoring mechanism for the CHIP and include a community feedback tool. We 
will use several data sources to track progress on our CHIP goals, including citywide survey data, hospital 
administrative data, demographic population files, and qualitative community perspectives (focus groups/
interviews).

The Collaborative is committed to maintaining DCHealthMatters.org to ensure transparency and accountability 
as we work to advance community health. In addition to posting the assessment to DCHealthMatters.org, 
each Collaborative organization will post this assessment and the corresponding CHIP to their individual 
organizational websites.

Next Steps

http://DCHealthMatters.org
http://DCHealthMatters.org
http://DCHealthMatters.org
http://DCHealthMatters.org
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Join Us on This Journey
We invite all DC stakeholders to join us in working toward health equity. Community members are 
welcome to attend meetings of our Community Advisory Board or working groups. Contact us via email at  
collab@dchealthmatters.org for more information.

mailto:collab%40dchealthmatters.org?subject=
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Appendix 2: 
Focus Group & Interview Script

1. What is your reaction to the Collaborative’s strategies and approach to [insert priority 
area]?

2. With regards to [insert priority area], what has changed in the last 2-3 years since the 
2016 CHNA? 

3. We know from our work that health inequities are present in our city (ex: by race, neigh-
borhood, income, immigration status, etc.). What are the biggest issues you see in DC 
related to inequity generally and specifically related to [insert priority area]? What can 
the Collaborative do to take steps towards equity, in general and in [priority areas]?

4. We may have an opportunity to work with the DC Department of Health or other agen-
cies to collect new data or make existing data more accessible. What information do you 
think is missing (or too hard to access) about [insert priority area] in DC? 

5. What policy actions do you think would make the biggest difference in [insert priority 
area] in DC? How would these policy changes make a difference in our community? [An 
example of policy actions related to asthma would be new regulations about indoor air 
quality in schools.]

6. What systems changes within healthcare organizations do you think would make the 
biggest difference in [insert priority area] in DC? How would these changes in the 
healthcare system impact [priority area] in DC? [An example of systems change related 
to asthma would be new screening tools integrated into ED visits for asthma attacks.]

7. What are the best ways to engage DC organizations, groups and leaders in this impor-
tant work? 

8. Are there any additional comments you would like to make based on the discussion 
we’ve had here today?
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The DC Health Matters Collaborative was formed out of a desire to collaborate on citywide community 
health improvement initiatives. We strive to learn from and align efforts with our peers while reducing 
duplication and sharing resources. Producing a CHNA – this report – is a requirement for all non-profit 
hospitals and federally qualified health centers: a requirement that we have embraced as a sincere 
opportunity to collaborate with community organizations in improving the health and well-being of 
DC residents.  

We know that we are not alone in our desire to define and respond to community needs. Several 
other groups in DC undertake health-related assessments and surveys for a variety of purposes and 
audiences. Presented below are summaries of a selection of six assessments published in DC since 
2016, their findings, and places for potential alignment:

• MedStar Health: Community Health Needs Assessment, 2018
• DC Department of Health: Health Equity Report, 2019
• DC Department of Health: DC Health Systems Plan, 2017
• The District of Columbia State Medicaid Health IT Plan (2018-2023): Improving Care 

Through Innovation 
• District of Columbia Office of the State Superintendent of Education: DC Youth Risk 

Behavior Survey, 2017
• Washington Area Women’s Foundation: District of Columbia Family Planning Commu-

nity Needs Assessment, 2018
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We found many shared themes among these assessments. In brief, the most common areas of overlap 
were: 

• A need for stronger, seamless linkages to and among the many available services in the 
District

• A perceived shortage or maldistribution of high-quality services, from primary care to 
mental health services

• Transportation as a key barrier to or facilitator of health access
• Low health literacy, specifically a lack of information – or misunderstanding or negative 

perceptions about – services available in the District and prescribed treatment options, 
often paired with a mistrust or sense of alienation from the health system

• A need for services, education, and support related to mental health-related issues (e.g., 
substance use and depression) for residents of all ages

• Disparate and inequitable health outcomes and care access by race/ethnicity, neighbor-
hood, gender, sexual orientation, and language spoken

• Opportunities for collaboration and innovation among providers, agencies, organiza-
tions and sectors

These common themes strengthen the Collaborative’s resolve to address priority health needs. The 
Collaborative welcomes opportunities to collaborate with our peers in making a difference in the 
health and well-being of DC residents.

MedStar Health: Community Health Needs 
Assessment, 2018
Scope and Purpose
MedStar Health is a non-profit health system that operates hospitals, ambulatory care, and 
urgent care centers and the MedStar Health Research Institute in the region. Three of MedStar’s 
ten hospitals operate in DC: MedStar Washington Hospital Center (MWHC), MedStar National 
Rehabilitation Hospital, and MedStar Georgetown University Hospital (MGUH). To meet the ACA’s 
CHNA requirements, MedStar used a systematic approach to identify the needs and assets, with a 
special focus on underserved communities within its geographic footprint. The report was released in 
2018, as MedStar’s three-year CHNA cycle began the calendar year before the Collaborative’s.

Each hospital’s Advisory Task Force used quantitative population-level data, as well as findings from 
a survey and community input sessions, to name health priority areas that span health outcomes as 
well as social, environmental, and economic barriers. There were 3,345 survey respondents, and 150 
people participated in community input sessions. Task Forces also identified potential implementation 
strategies and key partners to address priority areas. One CHNA report was published by the system, 
with data and recommendations broken out by hospital. For the three hospitals located in the District 
of Columbia, the combined “community benefit service area” covers zip codes 20011, 20019, and 
20020, with emphasis on wards 5, 7, and 8.

Appendix 3: Scan of Assessments

https://ct1.medstarhealth.org/content/uploads/sites/6/2014/08/MedStar_CHNA_Report_2018-FINAL.pdf?_ga=2.253337930.2103119045.1537382278-2013286405.1537382278
https://ct1.medstarhealth.org/content/uploads/sites/6/2014/08/MedStar_CHNA_Report_2018-FINAL.pdf?_ga=2.253337930.2103119045.1537382278-2013286405.1537382278
https://ct1.medstarhealth.org/content/uploads/sites/6/2014/08/MedStar_CHNA_Report_2018-FINAL.pdf?_ga=2.253337930.2103119045.1537382278-2013286405.1537382278
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Brief Summary of Findings
Within the MedStar CHNA report, there is a chapter for each hospital with population-level health 
outcomes data related to high-priority diseases, strategies, and anticipated outcomes of actions in 
the area, and metrics for evaluation (program-specific and public health metrics). Priorities were 
identified in three overarching categories: 

• Health and wellness
• Access to care and services
• Social determinants of health

The community health priorities for DC hospitals varied only marginally; all included:

• Chronic Disease Prevention and Management
• Linkage to Resources and Services
• Transportation (to or from health-related services)
• Food Access
• Employment
• Housing

MedStar’s Georgetown University Hospital and Washington Hospital Center also included behavioral 
health and access to mental health services as priorities, and Georgetown additionally listed access 
to substance use services and linkage to resources and services within schools. MedStar identified 
broad system-wide priorities that encompassed all of the above, plus access to affordable child care.

For each priority, hospital Task Forces determined the level of engagement for which the organization 
was best positioned – leader, partner, or supporter – “based on factors such as system strengths 
and assets, community expertise and assets, and current programming.” The CHNA also includes the 
community assets named by survey respondents, including local health departments, community 
healthcare providers and organizations, social service agencies, pharmacies, faith-based institutions, 
schools, homeless shelters, employment agencies, food banks, and other community-based 
organizations. Key partners operating in the service area and issue areas are detailed in the CHNA 
chapters, including DC and Maryland government agencies, local organizations, and community 
resources like Aunt Bertha.

Opportunities for Connection
Since the Collaborative’s formation, MedStar representatives have been engaged in discussions about 
our respective CHNA processes. Ultimately, MedStar did not join the Collaborative as they focused on 
a systemwide CHNA process that included their facilities outside of DC.  For the Collaborative’s current 
2019 CHNA, MedStar staff participated in our focus group sessions. The Collaborative also studied 
MedStar’s community survey as providing important insight into the perspectives of community 
members.

Readers will notice significant intersection between the priorities named in the Collaborative’s and 
Medstar’s CHNAs. Specifically, we share an emphasis on mental and behavioral health, linkage to 
resources and services, and attention to non-clinical factors that impact health such as transportation. 
We are also in dialogue with many of the same key partners and community-based organizations. 
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Going forward, we will continue to have discussions about areas for partnership in the development 
and execution of our respective Community Health Improvement Plans. 

DC Health: Health Equity Report, 2019
Scope and Purpose
The DC Department of Health (herein referred to as DC Health) released “Health Equity in the District 
of Columbia” in February 2019. The purpose of the report is to document “a baseline assessment 
of health equity and opportunities for health in Washington, DC.” The report presents select health 
outcomes of DC residents (e.g., leading causes of death, life expectancy) as well as structural, non-
clinical “key drivers” of health. The Health Equity Report paints a visual picture of disparate health 
outcomes and inequities present in the city, especially by race, by mapping data across eight wards 
and 51 neighborhoods. The key takeaway is that “your zip code may be more important than your 
genetic code for health.” 

The stated goals of the report are to:

• Develop a baseline assessment of social determinants of health in the District of 
Columbia.

• Inform the narrative regarding improving opportunities for health and achieving health 
equity.

• Engage a broad spectrum of the community in essential multi-sectorial solution 
development.

Brief Summary of Findings
The bottom line of the Health Equity report is: “While the overall health of District residents has 
improved during the past decade, health disparities and inequities – as measured by almost any 
indicator – are evident by race, income, and geography across the District of Columbia.” This is seen 
in both population health data and other non-clinical indicators. As a starting point, nearly 1 in 5 Black 
residents (19.5%) report fair/poor health, compared to 9.1% of all other races. 

Through mapping data related to nine key drivers, we see a more robust, nuanced and comprehensive 
snapshot of the well-being of District residents and the state of equity in the community. The “Nine 
Key Drivers” are Education, Employment, Income, Housing, Transportation, Food Environment, 
Medical Care, Outdoor Environment and Community Safety. Research shows that indicators related 
to these nine drivers, such as lack of jobs, racial and economic segregation, and concentrated poverty, 
negatively impact neighborhood quality, community safety, and quality of life. Below are selected 
data highlights from the report for the nine drivers of health:

1. Education 
“The 2016 adjusted cohort graduation rate data reveal racial and ethnic differences. White 
students had a 91.4% graduation rate, compared with African-American students (67.7%), and 
Latino students (69.2%).”

2. Employment
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“Six neighborhoods in Wards 7 and 8 had unemployment rates in excess of 20%, and one 
neighborhood (Bellevue) had an unemployment rate of 30%. At the other end of the spectrum, 
unemployment in Wards 2 and 3 averaged just 3.7% for the same period – 40% lower than the 
national average.”

3. Income
“In 2015, the median household income for Black households in the District was $40,677, 
barely over a third of that of White households at $115,890. Within the District, 21% of adults 
earning $15,000 or less reported only fair/poor health, compared with only 3.0% of those 
earning $75,000 or more.”

4. Housing
“The occurrence of cost-burdened households (gross rent as a percentage to household 
income equal to 35% or greater) differs in concentration across the District, ranging from 
19.9% of households in Capitol Hill to a high of 59.6% in Historic Anacostia.”

5. Transportation
“Despite the growth of new rideshare options, access gaps in public transportation remain in 
the District, especially further away from the center. Capital Bikeshare and bike lanes are also 
much more concentrated towards the city center, with a paucity of biking options beyond.”

6. Food Environment
“The large majority of residents live within one mile of a grocery store. [However,] food insecu-
rity remains a major barrier to healthy eating in the District, with 11.4% of residents classified 
as food insecure from 2011–2016 and 4.0% classified as very low food security.”

7. Medical Care
Though a high percentage of DC residents have insurance coverage (94.2%), there are dispari-
ties by racial/ethnic resident groups. “Nearly 1 in 7 Hispanic residents (13.5%) have no health 
insurance compared with 1 in 15 (11.8%) Black residents, and 1 in 30 (3.5%) White residents.”

8. Outdoor Environment
“Analysis showed that vulnerability to climate change was not evenly distributed. Wards 7 and 
8 had the highest concentrations of vulnerability, as well as a large elderly population.”

9. Community Safety
“Between 2009 and 2013, the District ranked first in the nation in firearms deaths. Mortality 
due to homicide was 16.0 per 100,000 in the District, three times the national rate of 5.2. Of 
all homicide deaths in the District, over 70% were people ages 16 to 39 years, and 81% were 
Black males.” 

Opportunities for Connection
The Health Equity report will serve as an important reference for the Collaborative. The Collaborative 
shares DC Health’s philosophy that “opportunities for health are created primarily outside of the 
healthcare and traditional public health systems.” As health systems, our members are committed to 
“collaborative action for change” across sectors to achieve health equity. We are especially interested 
in learning more from community partners about what the report notes as: “the historical forces 
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that have left a legacy of racism and segregation, as well as structural and institutional factors that 
perpetuate persistent inequities.”

The Collaborative and DC Health have a shared mission of assessing and addressing community needs. 
Several of the high-priority needs identified in the Collaborative’s assessment process are noted in the 
Health Equity report. For example, health literacy is elevated as a systemic issue: “More than 1 in 3 
adults have limited health literacy. Few adults (12 %) are considered “proficient.” Only 9% scored in the 
highest numeracy levels. Nearly 9 in 10 adults may lack the skills to manage their health and prevent 
disease; with consequences for how individuals and communities understand their health risks, the 
benefits available to them, the ways in which they access medical care, including the health behaviors 
they exhibit.” The Report also noted that discrimination and generational poverty can impact mental 
health. As part of our CHIP work, we will work with several community partners, including DC Health, 
to develop goals and measures for social and racial equity as suggested in the Health Equity Report.

DC Department of Health: DC Health Systems Plan, 
2017
Scope and Purpose
By law, DC’s State Health Planning and Development Agency (SHPDA) within the Department of 
Health (DC Health) is tasked with developing a comprehensive Health Systems Plan (HSP) to “serve as 
a guide for public and private investments in public health and healthcare delivery systems” and “help 
promote the health and well-being of residents across the District.” SHPDA published the current HSP 
in 2017. The qualitative data collection process for the HSP is similar to the Collaborative process, 
including key informant interviews and community-based focus groups engaging service providers, 
health department officials, community stakeholders, and community residents. Quantitative data 
to describe D.C.’s population were compiled from existing sources including Healthy People 2020, 
the Behavioral Risk Factor Surveillance System (BRFSS) survey, the DC Health Matters Collaborative’s 
CHNA, and the U.S. Census Bureau. The Plan assesses data and trends related to hospital services, 
primary care, specialty care, behavioral health, and post-acute care services. It concludes with 
recommendations in the priority areas of Health Services Strengthening, Health Systems and 
Structures, and Community Health.

Brief Summary of Findings
The HSP contains a broad range of DC demographics and health status data, as well as key social 
determinants of health and barriers to care in the District (poverty, income, and employment; 
education; housing and homelessness; safety and violence; transportation; food access; health 
literacy). It names key health issues and disparities in DC according to data and community input: 
health insurance coverage and access to care; health risk factors (e.g., obesity, tobacco use, and 
alcohol abuse); chronic and complex conditions; behavioral health (including anxiety, depression, 
special challenges for children and people experiencing homelessness, and suicide); mental illness 
and substance use; oral health; maternal and child health. 

Key findings of the Health Systems Plan – many of which echo our own findings – paint a picture of 
the healthcare landscape in DC: 
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• The top major diagnostic category in DC in 2014 was pregnancy and childbirth; mental 
diseases and disorders was #5.

• While there are not major service gaps or surpluses in DC by the numbers, resources 
may be maldistributed or inaccessible to low-income patients or non-native English 
speakers.

• Hospital data reveal that many residents travel long distances to facilities across town, 
though they may have other resources closer to their homes, indicating that supply may 
be less of an issue per se than the reputation of institutions.

• A high proportion of DC residents are not fully engaged in appropriate primary care; 
40-66% of Medicaid enrollees living in some wards are not engaged in care. 

• Emergency services may be overused and accessed inappropriately for non-emergency 
care and/or for conditions that may be prevented with appropriate primary care ser-
vices.

• Lack of coordination and health literacy need to be addressed in order to increase 
primary care usage and health status.

DC Department of Health notes that the health field is shifting to focus more on preventive services, 
as well as the social determinants of health. It further encourages more collaboration across sectors 
and institutions in order to “improve care coordination, reduce fragmentation of services, support 
patient/provider communication, enhance primary care medical and specialty care follow-up, and 
promote smoother care transitions.” It notes the opportunity for the DC Health Matters Collaborative 
to expand its membership to include all of DC’s hospitals and the leading community-based community 
health and social service agencies.

The Plan next presents a landscape of DC’s Public and Private Behavioral Health System, utilization 
statistics, and challenges. While DC Department of Health states that there is not a general shortage 
of behavioral health providers in the District, interviewees reported a shortage of certain types of 
professionals, particularly psychiatrists (especially child psychiatrists). Financial barriers exist, such 
as insufficient insurance benefits and a shortage of providers willing to accept insurance. Further, 
stigma, lack of health literacy, the challenge of navigating insurance coverage, and racial/ethnic, 
linguistic and cultural barriers present challenges to meeting the need for these services. As with other 
sectors, there is a need for more coordinated care, better mental health integration into primary care 
and other settings, and enhanced capacity in the workforce. Workforce capacity recommendations 
include supporting patient navigator or community health worker programs and regular training for 
providers.

The District of Columbia’s post-acute care system (including long-term care, nursing homes, 
rehabilitation facilities, hospice, and home health) is also covered in the HSP.  Again, the service capacity 
in this sector was found to be sufficient for demand, with opportunities to improve coordination and 
service integration, family and caregiver engagement, multi-sector collaboration, and health literacy, 
among others.

Opportunities for Connection
Our assessment identified many of the same needs as the HSP. We appreciate that the Collaborative’s 
2016 CHNA was a quoted source for the HSP, and recommendations were made for our group. 
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The three community forums of residents that were conducted as part of the HSP assessment are 
especially valuable, as was the effort to hold forums in neighborhoods “experiencing the greatest 
health disparities.” As with the MedStar CHNA, we can learn from what forum participants expressed 
for the HSP.

There are also many recommendations that we share, support, and could work toward together. 
These areas of alignment with the HSP are numerous:

• Promote the bi-directional integration of medical and behavioral health services in out-
patient settings through co-located and enhanced referral models.

• Reduce stigma around behavioral health issues.
• Promote well-coordinated, patient-centered care transitions that enhance patients’ re-

covery, increase independence, and reduce inappropriate hospital readmissions.
• Promote multi-sector collaboration within and across service systems and sectors.
• Promote health literacy “universal precautions” to improve health outcomes. 
• Support initiatives that improve supportive systems (e.g., transportation, scheduling, 

insurance enrollment) and empower system navigation and self-management.
• Support workforce training and capacity building efforts, including evidence-informed 

place-based strategies.
• Explore sustainable financing structures to address social determinants of health, barri-

ers to access and engagement, care coordination, and service integration, and funding 
streams such as community benefit funding, alignment of government programs and 
investments, payment reform/value-based payment, and private foundation or corpo-
rate support.

• Promote health equity by implementing policies and practices across all sectors that 
aim to address social determinants of health, improve health outcomes, and reduce 
disparities.

The Collaborative has engaged DC Department of Health in this and prior CHNA efforts, as well as 
CHIP planning and implementation, workgroup projects, and the community advisory board. We will 
consult the Department of Health’s HSP in the development of the CHIP, and the Department of 
Health will continue to be a critical partner.

The District of Columbia State Medicaid Health IT Plan 
(2018-2023): Improving Care Through Innovation
Scope and Purpose
The District of Columbia Department of Health Care Finance (DHCF) is DC’s Medicaid agency as well 
as the State Health Information Technology Coordinator, responsible for policy related to electronic 
health records (EHRs), health information technology (health IT), and health information exchange 
(HIE). It is required by the federal Centers for Medicare & Medicaid Services (CMS) to produce the 
State Medicaid Health Information Technology Plan every two years, in order to assess current health 
IT and HIE implementation, evaluate evolving needs, and define goals and metrics to evaluate success. 
The most recent plan was released in October 2018. The plan highlights the District’s goal to “design 
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and implement an electronic network that provides actionable health-related information whenever 
and wherever it is needed, to support person-centered care and improve health outcomes” by 2021.

The plan presents a portrait of health and services in DC, details the current technology and HIE 
landscape, and includes feedback collected through 29 interviews and five focus groups with health 
system stakeholders, including patients, payers, and providers. The feedback informed a roadmap for 
meeting the District’s HIE and health IT goals – for individual health, population health, and public 
health – over the next five years.

Brief Summary of Findings
Common themes were identified through stakeholder interviews and focus groups, and surveying 
other local assessments about opportunities for improvement in health IT and HIE. The findings 
included: 

• A lack of well-coordinated, person-centered care
• The impact of social determinants on residents’ care
• Disparities in health outcomes
• Gaps in public health information 

DHCF’s State Medicaid Health IT Plan’s top priority projects related to improving health IT and HIE 
use for 1) transitions of care across settings, and 2) public health connectivity, including registries and 
case reporting. Areas “for longer-term consideration” included the collection, exchange, and use of 
data about social determinants of health, and using analytics to manage population health.

The plan further outlines a “maturity model” for the system and an evaluation framework for 
DHCF’s goals and activities, as well as the intention to develop a structured, ongoing community  
engagement process.

Opportunities for Connection
The Health IT Plan shares common findings with our needs assessment, including the opportunity 
to improve information sharing across providers, improve care coordination, and track referrals. 
Members of the Collaborative participated in the interviews and focus groups for the plan, and we 
hope to directly engage with the DC HIE Policy Board – “an entity designed to reflect the diversity 
and composition of the District’s health system.” There is potential for collaboration, especially in 
better tracking of transitions of care (including the use of Aunt Bertha.) It could also be possible for 
the Collaborative to serve as a hub for connections to clinicians for technical assistance, community 
engagement, and education described in the plan.

District of Columbia Office of the State Superintendent 
of Education: DC Youth Risk Behavior Survey, 2017
Scope and Purpose
The Youth Risk Behavior Survey (YRBS) is a survey of health risk behaviors conducted in middle and 
high schools every two years in Washington, DC and around the United States. The CDC developed 
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the Youth Risk Behavior Surveillance System (YRBSS) in 1990 to monitor priority health risk behaviors 
that contribute markedly to the leading causes of death, disability, and social problems among youth 
and adults in the United States. The Office of the State Superintendent of Education (OSSE) – the 
state education agency for the District – oversees the survey administration and analysis in DC. These 
behaviors are often established during childhood and early adolescence. The biennial YRBS included 
data from more than 30,000 District students in grades six through 12. YRBS data are compared to 
results from 2015.

Brief Summary of Findings
The YRBS covers six topic areas including: Behaviors that contribute to unintentional injuries and 
violence; tobacco use; alcohol and other drug use; sexual risk behaviors; unhealthy dietary behaviors; 
physical inactivity. The report contains a tremendous amount of data, including several metrics 
relevant to issues of equity; for example: 

• Lesbian, gay, or bisexual high school students were two to three times more likely to feel 
sad or hopeless and to think seriously about, plan, and attempt to kill themselves.

• Female high school students are 45% less likely to be physically active (at least four days 
per week) than male peers, while Black and Hispanic students were less active than 
their white peers.

The survey also revealed increases from 2015 in the following behaviors:

• High school marijuana use
• Middle schoolers who had their first drink of alcohol under age 11
• Middle school and high school students who had ever had sex
• High school students who had been threatened or injured with a weapon on school 

property in the last year

Further, the increase in risky behaviors is compounded by a decrease in the use of prevention methods 
that could mitigate harm; condom use among sexually active high schoolers is down from 66.6% in 
2015 to 61.2% in 2017.

OSSE uses the YRBS data to target trainings for District teachers and principals at public and public 
charter schools and licensed personnel at child development facilities on how to identify and refer 
students with behavioral health needs. Data are also used for public awareness campaigns and 
training parents, family members, teachers, school personnel, and peers for curriculum or resources: 
for example, how to assist youth facing mental health challenges or crises. OSSE is revamping current 
programs and strategically partnering with various agencies and organizations to address the issues 
reflected in the report.

Opportunities for Connection
It is important to understand real-world behaviors – and, if possible, the social and environmental 
factors behind them – in order to anticipate areas for intervention. Healthcare organizations and 
providers can partner with the education sector in this multi-faceted work: for example, working with 
OSSE to expand the availability of resources to schools and families. The findings reflect a disconnect 
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between evidence-based curriculum available to educators and real-world behaviors of students; this 
may point to issues of health literacy discussed throughout this CHNA. OSSE’s recommendation to 
diversify professional development offerings intersects with what we’ve detailed in this CHNA about 
workforce capacity. OSSE’s drive to include youth at the table to address some of the risky behaviors 
identified in the YRBS fits within our Community Dialogue domain.

Washington Area Women’s Foundation: District 
of Columbia Family Planning Community Needs 
Assessment, 2018
Scope and Purpose
Researchers from the George Washington University Milken Institute School of Public Health (GW), 
with support from the Washington Area Women’s Foundation and The Alexander and Margaret 
Stewart Trust, conducted a community needs assessment for the DC Family Planning Project. The 
purpose was to analyze the landscape of family planning services and contraceptive utilization in 
the District for women ages 15-29. The report is based on primary and secondary qualitative and 
quantitative data through May 2018. The data was gathered through surveys, focus groups, and 
interviews with family planning providers and administrators, as well as more than 1,600 women 
ages 15-29 living in or receiving healthcare services in DC across all eight wards.

Brief Summary of Findings
The statistical backdrop of the assessment is a relatively high teen birth rate in DC: 25.6 births per 
1,000 teens (ages 15-19) in 2015, compared to 22.3 births per 1,000 teens nationally. The rate was 
highest among teens in Wards 4, 5, 7, and 8.

The researchers found a disconnect between the availability and utilization of contraceptive services 
(including same-day appointments and low- or no-cost services). This gap may be due to:

• Limited availability of adolescent-friendly services
• Concerns about confidentiality
• Low levels of knowledge or negative perceptions about the side effects and comfort of 

contraceptive methods 

As a result, a significant number of sexually active young women are not accessing reproductive 
healthcare. Levels of knowledge about highly effective Long Acting Reversible Contraceptive (LARC) 
methods – such as intrauterine devices (IUDs) and implants – were lowest among teens, Black 
adolescents/women, and adolescents/women living in Wards 4, 5, 7, and 8.

The report notes that a woman’s ability to obtain and adhere to contraceptives impacts education 
and workforce participation, family stability, and mental well-being for her and her children. Social 
determinants of health can be major barriers to this access, from housing insecurity and limited 
access to transportation to low health literacy and concerns about safety.

Recommendations based on these findings include a range of education and outreach efforts for 
different audiences, increased reimbursement for provision of sexual health services, and a focus on 
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making services and providers more adolescent-friendly.

Opportunities for Connection 
Many of the overarching themes of the report match our CHNA findings, especially the underlying 
mistrust or concerns about cultural appropriateness of available health services. The stories told in 
the report echoed those we heard in focus groups, especially related to health literacy: a disconnect 
between availability and one’s knowledge of services, misinformation about prevention and treatment 
options, the need for culturally appropriate care (particularly for adolescents and young women of 
color), and some workforce capacity and communication issues. Going forward, the Collaborative 
should work with the DCFPP Community Advisory Board as they identify opportunities to broker 
trusting relationships with providers and improve access to health information among young women 
across DC.

Conclusion
This chapter presented summaries of five assessments published in DC since 2016 while noting 
many places of alignment with the Collaborative’s CHNA findings. As the Collaborative works toward 
responding to its CHNA findings in its upcoming Community Health Improvement Plan (CHIP), we place 
high value in working in partnership with our peers, highlighting existing resources, and learning from 
analogous assessments. Through our respective research, key themes have emerged that present 
opportunities to work together, from supporting better linkages to and between services to increasing 
health literacy across the lifespan of all residents. Collaboration is the core of the Collaborative’s 
model and work, and will be critical to making a significant and sustainable impact on the health of 
our community.
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