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EXECUTIVE SUMMARY

The Health and Human Services Committee of Mayor Vincent C. Gray’s Transition Team was 
composed of a number of stakeholders representing local community organizations and agencies 
within the government.  The committee was charged with assessing the current state of the 
District of Columbia’s health and human services efforts, understanding the best and worst 
aspects of current agency operations, and recommending changes. 

The committee gathered information from key-decision makers within the relevant government
agencies including: Department of Youth Rehabilitation Services   (DYRS); Child and Family 
Services Agency  (CFSA); Department of Health  (DOH); Department of Human Services  
(DHS); Department of Mental Health  (DMH); Department of Disability Services (DDS); Office 
on Aging (DCOA); Medicaid/ Department of Healthcare Financing (DHCF). The meetings, 
conducted in November and December, revealed the strengths and weaknesses of the District’s 
current approach to these issues, as well as specific actions that could be taken at the agency 
level.  

The committee found that, among other needs, the District government would benefit from 
improving cooperation and coordination across these agencies. Many of the beneficiaries of one 
or another agency service stand to benefit from the work of another agency—but they may not 
know how to get access to those services. One approach is to authorize a single point person to 
improve inter-agency communication. In the area of human services, the District has an urgent 
need for a youth development strategy as well as a vision to reach both disconnected young 
people and young people at risk of disconnection up to age 24, and offer pathways to full 
inclusion and participation in our society. Specific, agency-by-agency recommendations follow 
in the extended report. 



REPORT

The Committee’s Leadership

The Health and Human Services Committee of Mayor Vincent C. Gray’s Transition Team was 
chaired by Maria Gomes and Peter Edelman.

Purview

The committee was charged with assessing the current state of the District of Columbia’s health 
and human services efforts, understanding current agency operations, and recommending 
changes. 

Methodology

The committee gathered information from key-decision makers within the relevant government 
agencies: Department of Youth Rehabilitation Services   (DYRS); Child and Family Services 
Agency  (CFSA); Department of Health  (DOH); Department of Human Services  (DHS); 
Department of Mental Health  (DMH); Department of Disability Services (DDS); Office on 
Aging (DCOA); Medicaid/ Department of Healthcare Financing (DHCF). In addition, in 
November and December the committee met with hundreds of outside stakeholders and 
community leaders.  These meetings revealed the strengths and weaknesses of the District’s 
current approach to the relevant issues, as well as specific actions that could be taken to move 
forward

Findings and recommendations

Health Care Finance and HIT

The committee recommends the following:

 Lift the hiring freeze on DHCF

 Increase interagency communication (remove silos)

 Leadership should have both finance and policy expertise, and an understanding of the 
services provided

 Modify the budgeting process and billing authority of agencies

o DHCF should have authority of agencies who bill Medicaid

o Coordinate all HEALTH spending in District, ie DOH and DHCF on HIV/AIDS 
spending, all health related DC agencies and programming – DCPS, CFSA, 
DYRS, OSSE, etc.



o Perhaps look at DDS as an example of what works

o How does money come back into other agencies that bill Medicaid?

o Analysis and connection to contracts and procurement?

 Analyze long-term care spending’s impact on Medicaid budget and the implantation of 
home and community-based waivers

 Maximize reimbursement opportunities in the following areas:

o Health care reform

o EPSDT

 Clarify and make more transparency the spending related to UMC

 Ensure that reimbursement is conducted in a timely manner

 Continue to improve the claim submission process – is this a process issue or a cash flow 
problem?

 Consider the impact of every budget cut from the top down, from Federal match to 
community access.

 Conduct a more holistic and systemic view of each cut with stakeholder input (ie cutting 
hours for PCA’s while moving skilled nursing to the community)

 Send notices to beneficiaries (needs to be in a timely, efficient, culturally competent) any 
time there is change to plan, benefits, access to services

 Divide up school based nursing contracts by more than a single provider (National 
Children’s Medical Center) including Howard University

 Invest in providing dental treatment to working-age populations (35-65) for root canals 
and similar services related to gum disease which can result in significant savings from 
emergency room visits by these patients who suffer problems that could have been 
averted through dental services.

 Greater investment should be made in ensuring annual dental screening of children and 
working-age populations.

 Dedicate greater emphasis to aligning its HIV strategy with President’s National HIV 
AIDS Strategy.

 Increase efforts to coordinate efforts of Departments of Mental Health with Department 
of Health given the significant relationship between patients requiring mental health 
services but who overuse emergency room and other inappropriate health services. 



 Implement program for the All-inclusive Care for the Elderly (PACE) in DC to help with 
addressing the current cost issues relating to long-term care. Seniors in the PACE 
program age in place at home with the support of the PACE site during the day. 

 Adopt modest co-pays around Emergency Room visits, as a way of deterring 
inappropriate overuse of ERs.

Health Information Technology Recommendations- DCPCA

 Foster Health Information Exchange as a key city service.

 Establish an HIE Policy Board/Commission.

 Continue support for leadership by the Districts DHCF and DCPCA to implement and 
build out the District’s HIE across various health care specialties and provider types.

 Develop regulation and governance that allows for appropriate and necessary data 
transfer and reporting related to the HIE.

Health Care Financing Recommendations - DCPCA

 Use the progress made on EHR adoption and HIE development towards the 
implementation of payment reform in the District.

 Support patient centered medical homes efforts through legislation and Medicaid 
payment reform consistent with the intent of Federal health reform.

 Take advantage of both the Federal grant for medical homes planning and the 90% 
Federal match for case management and care coordination.

Support the development of an innovative Accountable Care Organization with community-
based primary care providers at the center, which both helps to preserve Howard University 
Hospital and protects investments made into United Medical Center, as well as offers a potential 
solution for offering affordable, quality care for Medicaid and Alliance beneficiaries.

Mental Health, Addiction, and Recovery

The committee recommends the following:

Address and resolve fragmentation of behavioral health services—The fragmentation of 
mental health across five insurers, the separation of mental health from substance use, and the 
separation of all behavioral health from primary care has several negative consequences.  The 
confusing process makes access difficult, the duplication of efforts wastes D.C. and provider 
resources, and it is difficult to create integrated care solutions.  To address this problem, D.C. 
should:

 Evaluate the collective behavioral health provider capacity under DMH, MCOs, and 
APRA to determine possible duplication or gaps in services, workforce, or locations.



 Evaluate Health Information Technology needs under behavioral health agencies – such 
as DMH, APRA, MCOs, DCPS, and CFSA – to determine whether efficiencies can be 
achieved by defining common data needs.

 Study APRA, DMH, and DOH to structure or realignment efficiencies.

Increase capacity of behavioral health services—The number of people in need of substance 
abuse services from APRA or MCOs, and the number of people needing mental health treatment 
under the MCOs far exceeds the number of people receiving treatment.  There are also needed 
services that do not exist, and insufficient services in key D.C. wards.  The under-utilization of 
behavioral health services contributes to higher costs for our hospitals, correctional institutions, 
ambulance response, child welfare, and juvenile justice systems.  To increase the availability and 
utilization of behavioral health services, D.C. should:,   

 Evaluate and address inadequate reimbursement rates that drive down provider capacity 
in office-based mental health services, including play nursery, day treatment, therapeutic 
after-school program, psychiatrist services, and addiction recovery. 

 Expand workforce capacity through loan repayment programs, particularly targeting 
professionals with needed languages.

 Increase school based mental health and addiction services that include prevention, 
intervention, treatment, and peer support programs

 Invest in prevention, early intervention, and support programs: 

o Expand avenues to access through school-based mental health programs.

o Sustain evidence-based home-visiting programs for high-risk mothers.

o Invest in the support groups shown to engage adults in treatment and sustain them 
in recovery.

 Explore strategies to increase provider capacity in under-served areas by:

o Make public space available for APRA and DMH consumer services/activities 
(schools, libraries, etc.)

o Expand collaborations with faith-based organizations to expand recovery groups.

o Encourage companies to have respite centers

Improve recognition of and response to stigma in behavioral health services—Because of 
high levels of stigma associated with mental health or substance abuse, people in need of 
treatment delay seeking services, their families may be in denial about their need for services, or 



other professionals may not correctly and sensitively approach those with behavioral health 
needs.  To reduce stigma and improve utilization of behavioral health services, D.C. should: 

 Engage in a city-wide anti-stigma campaign for behavioral health services;

 Empower engagement of families and consumers in treatment and recovery:

o Create an ombudsman or patient advocacy office in APRA that reports to DOH 
Director

o Design RFP proposals to be more consumer/family friendly

 End discrimination against patients that have suffered mental health issues or have 
addiction recovery histories

Invest in de-institutionalizing people with behavioral health needs in favor of community-
based treatment

 Continue efforts to expand array of community-based treatments at DMH and APRA:

o Ongoing data collection on service utilization by DMH and APRA,

o Ongoing needs assessment to identify missing gaps in services or target 
populations. 

 Strengthen discharge planning and make the continuum of care seamless;

o Provide clients entering detox with complete information about the continuum of 
care.  

o Improve discharge planning from detox at APRA.

 Strengthen DMH’s PRTF diversion program by requiring participation and cooperation 
from all D.C. agencies and managed care organizations.  

Improve quality of services—Behavioral health services can be difficult to access, not meeting 
the consumer’s or family’s needs, or lacking in needed expertise.  In particular, DMH’s annual 
Consumer Service Reviews show that the children’s mental health system is not functioning well. 
Many of the problems were attributed to lack of effective teaming, which must be more 
thoroughly addressed.  DMH and APRA must continue efforts to improve the expertise, 
competence and quality through oversight:

 Reinstate cultural competency standards in clinical training of all providers at DMH and 
APRA.

 Determine ways to assess impact of cultural competency into service provision efficiency



 Trauma services for male and female youth, MH/APRA users

 DMH customer service must improve waiting times

Appoint leadership with issue competency and a successful track record of expanding 
access, improving quality, and engaging stakeholders—Effective leadership and reform 
requires a breadth of knowledge, management skills, and effective communication with 
stakeholders.  No reform can be implemented perfectly; an agency that can hear and respond to 
feedback is essential to successful change. 

 Stakeholders noted that APRA’s current leadership had little experience in addiction and 
recovery, and it had not engaged stakeholders.

 Stakeholders noted that DMH’s current leadership had competency in mental health 
treatment, a successful record of reform, and generally positive stakeholder relationships.  
One participant noted leadership’s lack of long-time roots in D.C., although agency 
director has been a D.C. resident as a student at Howard University and throughout his 
tenure as agency director.

Human Services

The committee recommends the following:

 Appoint a Deputy Mayor for Families – many of the problems/issues facing children, youth 
and families are not the responsibility of any one agency, and often good reforms are crippled 
by the inability of agencies to coordinate. In order to tackle these challenges and to ensure 
cross-agency communication and implementation of interagency programming and initiatives 
and facilitate public-private partnerships/collaboration, we recommend establishment and 
adequate staffing of this office.

 Invest in prevention and positive youth development programs

 Create a comprehensive Child Abuse Prevention Strategy

 Improve children’s mental health services – access, quantity and quality

 Establish a Youth Development Agency that operates and contracts for youth pathways 
strategy services.  CYITC could be re-engineered for this purpose, serving as an intermediary 
in creating a youth pathways strategy for the city.  CYITC should have a mandate to pursue a 
broad strategy not limited to after-school activities, and could include the city’s summer 
youth employment program.  The Philadelphia Youth Network is an outstanding example 
which combines all available federal, state, local and private resources relating to youth 
development and employment into one pot, distributing them strategically.



DYRS

 Take immediate steps to reduce number of youth at New Beginnings who are awaiting 
placement

 Institute collaborative study among city agencies and court to determine whether youth who 
could be served in the community with appropriate services and without danger to the safety 
of the community are being placed in residential settings outside of the community

 Place a high priority on holding accountable and improving all juvenile justice-related  
services in the community

 Take actions necessary to bring the Jerry M. litigation to closure

CFSA

 Address the Agency’s weak management and top-heavy agency structure

 Shift focus to preventing abuse and maintaining children in families, to address the expensive 
and harmful current practice of unnecessarily removing children from their birth families 

 Implement key policy and practice changes to improve use of kinship care

 Review performance of Collaboratives and chart course forward –either reengineering 
investment in prevention entirely; keep some dispense with others; or retain Collaboratives 
but require them to measure and report outcomes publicly.

 Contract out services for older youth to providers with strong track records in youth 
education and development (agency currently receives $1M in federal funding to assist youth 
aging out of the system and reports only serving 30 youth).

DHS

 Promote information-sharing across programs, forge linkages between agencies, and 
especially focus on modernizing technology especially for the purpose of being more
response to customers and applicants for benefits

 Place particular emphasis on fostering access to benefits through multiple locations and 
portals, with a special focus on using the opportunities afforded by health care reform to 
create new avenues of access

 Pursue available federal funds assiduously, with extra attention to ways in which to improve 
further SNAP and all other nutrition programs by using federal resources



 Take care to do minimum harm to vulnerable families and individuals in considering budget 
cuts, and make sure to do TANF reform in ways that maximize the well-being of children 
and families

 Engage in a full and careful review of TANF policy before contemplating any dramatic 
changes to benefits.

DHS – Homeless Services

 Sustain, and improve upon, progress made through "Housing First," Permanent Supportive 
Housing (PSH) Initiative; 

 Implement and fine-tune the strategic plan developed by the DC Interagency Council on 
Homelessness (ICH) and strengthen the involvement of the ICH's government members to 
assure the best possible connections with mainstream services and resources;

 Achieve the proper balance between permanent housing and shelter; 

 Assure that the shelter system has adequate capacity during hypothermia;

 Assure that shelters are 

o accessible to people with disabilities;

o responsive to the needs of unaccompanied youth;

o geographically appropriate; and

o sufficiently low-barrier;

 Provide adequate case management and supportive services to residents of both PSH and 
shelter, at a time when budgets are shrinking for those services;

 Balance the needs of the "most vulnerable" with the "least vulnerable" (i.e. working 
residents)

 Craft a regional, fact-based, rational response to the "residency" issues that have surfaced in 
light of the proposed residency verification requirements; and

 Advance efforts to improve DHS's contracting out and monitoring of services, including 
defining the appropriate role for The Community Partnership into the future, as DHS brings 
more contracting in-house.

DDS

 Review the relationship between the agency’s two administrations in terms of budget, 
policies and programming. 



o Ensure that the administrations are working together while also meeting their 
distinct federal and local mandates. 

o Ensure that staffs at all levels are knowledgeable about each administration’s 
services and able to make cross-referrals.

 Staff levels should be reassessed, and the DDS should be supported in taking on that 
leadership role. The original vision for the DDS was for the agency to act as a District-
wide leader on disability policy and service issues. Unfortunately, budget cuts have 
reduced the agency’s capacity to fill that role.

 Address cultural competence, language access, and inclusion in the broadest sense across 
both DDS administrations. National best practice models could be replicated and 
implemented. Federal funds are available; for example, the Title V grant administered by 
the Department of Health.

 Pursue data on needs assessment, consumer satisfaction, and service quality and outcome 
to guide policy, program development, and staffing needs.

o For RSA, data are federally mandated. Support the mandate of the State 
Rehabilitation Council to lead collection of consumer satisfaction data.

o For DDA, the Developmental Disabilities Council is currently funding an initial 
needs assessment. Based on the results, DDA may wish to gather additional data 
on issues not covered by the DDC, such as support needs.

o Make all data results public on the DDS web site.

 Regularly engage families and people with disabilities through monthly town hall 
meetings, both to get input and to share new agency developments. Use a variety of 
modalities to engage families including the DDS web site, webinars, conference calls etc. 
Ensure that the agency is accessible to families and family-friendly, broadly.

 Review and address federal and local requirements for issuance of regulations and 
policies. Multiple federally-mandated regulations and policies need to be issued or 
updated and many program areas could benefit from regulation or policy guidance. In 
developing regulations and policies for RSA, ensure that the State Rehabilitation Council 
is actively engaged in the process as mandated by the federal Rehabilitation Act.

 Promote a positive work culture across the agency where staff feel supported and 
engaged by leadership and peers, while being held accountable for outcomes. Provide 
regular and consistent agency-wide communication.

 Hire people with disabilities to work throughout the DDS. This increases in-house 
expertise and makes the agency more person-friendly.

 Review interagency agreements and consider codifying key elements of the agreements 
in law to hold DDS partner agencies accountable for interagency collaboration.



DDS / RSA

 Reduce front-line turnover and vacancies to achieve lower counselor-to-client ratios and 
ensure effective, quality services. Focus on the need to hire and retain Certified 
Rehabilitation Counselors (CRCs) to meet federal CRC staff requirements. 

 Continue and expand improvements in relationships between the RSA and the school 
system with regard to youth transition services. Immediate next steps include:

o Complete MOAs/MOUs between RSA and the OSSE, DCPS, and DCPCS. An 
interagency agreement with the OSSE is federally mandated under the 
Rehabilitation Act and IDEA.

o Ensure that interagency agreements encompass students in nonpublic placements.

o Ensure that interagency agreements address data sharing.

 Immediately fill all vacancies on the State Rehabilitation Council and the Statewide 
Independent Living Council and ensure that they are able to carry out their federal 
mandates under the Rehabilitation Act. Current vacancies threaten RSA’s ability to draw 
down federal funds. Past difficulties in filling vacancies have included Fenty 
administration requirements that members be District residents, and that members only 
serve on 1 board or commission. These requirements made it difficult to fill certain 
federally-mandated slots and should be lifted.

 Immediately review the proposed redesign of the administration of the federal Client 
Assistance Program (CAP) grant from RSA to the Office of Human Rights (OHR). There 
is a public hearing on the proposal scheduled for Dec. 29th. Significant community 
concerns exist, and the issue warrants immediate review.

 Immediately assess the status of the RSA’s federal maintenance of effort (MOE) and, if 
necessary, reprogram local dollars from outside the DDS to the RSA to meet MOE 
requirements and prevent a reduction in federal grant dollars. Each year, RSA receives 
approximately $12.7 million in federal dollars, for which the District must provide a 
MOE of approximately $8 million. The FY 2011 budget cuts the RSA MOE by $2 
million. As a result, the agency’s federal grant may be reduced by $2 million in FY 2013.

 Expand the capacity of RSA to serve both transitioning youth and young adults:

o Expand RSA staff expertise;

o Strengthen relationships with UDC and the D.C. Community College;

o Raise expectations for youth to work and live independently.

 Expand the use of best practice employment models that foster independence and self-
determination, such as micro-enterprise and small business ownership.



 Enhance relationships with all parts of the District’s workforce development system, 
including DOES, UDC, the community college, the OSSE, and the school system to 
address severe unemployment and underemployment among people with disabilities.

o Appoint the RSA Deputy Director to the Workforce Investment Council as 
mandated under the federal Workforce Investment Act.

o Ensure that RSA is fully integrated into Mayor-Elect Gray’s Jobs Plan and related 
activities such as the citywide Jobs Summit.

 Improve employment outcomes in vocational rehabilitation.

 Implement a marketing plan to enhance RSA’s visibility.

DDS/ DDA

 Improve relationships between DDA and other agencies to maximize use of inclusive 
resources and ensure coordination of services. In particular:

o Strengthen the relationship with the Housing Authority to increase access and 
availability of housing choice vouchers. Additionally, strengthen the relationship 
with the Department of Housing and Community Development and the 
Department of Human Services to increase the number, availability and 
affordability of accessible housing units.

o Strengthen the relationship with transportation systems and evaluate the 
relationship with the MTM Transportation Broker.

o Strengthen the relationship with the Office on Aging to ensure that programs are 
accessible to people with intellectual and developmental disabilities and that 
models such as the ADRC are knowledgeable and effective in working with this 
population.

 Look at all resources across District government that are available to serve people with 
intellectual and developmental disabilities to facilitate planning, maximize funding, and 
avoid duplication or contradictory mandates.

 Avoid additional budget cuts. The cuts jeopardize the District’s ability to serve people in 
the community, and may lead to people being forced into nursing homes, hospitals, 
intermediate care facilities, and homeless shelters. The cuts significantly impede DDA’s 
capacity for innovation. The cuts may also hinder the District’s ability to comply with the 
Evans court orders and may lead to new law suits.

 Develop and implement self-directed services in which the allocation of a person’s 
service budget is controlled by the person receiving services. 

 Review and assess with Director Nuss the past effectiveness of the Mayor's Inter-Agency 
Task Force on Coordination and Management of the Supports and Services Delivery 



System for Persons with Intellectual and Developmental Disabilities, established by 
Mayor’s Order 2009-119. Ensure that agency heads receive the Mayor’s personal 
directive to actively collaborate on the Inter-Agency Task Force and report regularly to 
the Mayor on their activities.

 Expand family supports.

 Implement policies and training to ensure person-centered service planning and support 
coordination.

 Work with the community to develop and vet criteria for any waiting list(s).

Other Departments

 The OSSE, DCPS and DCPS should implement policies and practices that decrease the 
number of youth who exit high school with certificates, as opposed to diplomas.

 Federal funding is available for models that allow universities to offer continuing 
education to high school graduates who have received certificates (not diplomas). Models 
exist, including in Virginia at George Mason. UDC and the D.C. Community College 
should develop and implement this type of model and any other models that can increase 
post-secondary opportunities for students with disabilities.

 UDC and the D.C. Community College need to expand their in-house expertise on 
engaging, supporting and accommodating students with disabilities.

 The Child and Family Services Administration needs to expand its in-house expertise on 
working with children and youth with intellectual and developmental disabilities, 
including on technical issues such as guardianship and alternatives to guardianship.

 The Department of Health Care Finance and DDS should look at the effect of the 
District’s new requirement that health insurers that offer dependent coverage must cover 
young adults up to age 26 on the transition from MCOs to adult services.

 Use the District’s disability-related boards and commissions to foster linkages across 
systems either through cross-appointments and/or regular reporting out. Disability-related 
boards and commissions include the State Rehabilitation Council, the Statewide 
Independent Living Council, the Developmental Disabilities Council, the D.C. 
Commission on Disabilities, the Interagency Coordinating Council, and the State 
Advisory Panel on Special Education.

 Ensure that the Office of Boards and Commissions is knowledgeable about the federal 
mandates associated with the District’s disability-related boards and commissions.

 Ensure that key agencies, such as housing agencies, DOES and other parts of the 
workforce development system, education agencies, and the Office on Aging have a clear 



mandate to include people with disabilities in their services and are held accountable for 
doing so through budgeting, outcomes, and data reporting.

 Home health agencies should specify how their services differ from those offered by 
other agencies:

o Currently, people are just given a list of providers and there is nothing to guide 
them (in their best interest) in terms of who has Spanish speaking aides, aides 
very familiar with cooking American food (this is a huge problem), culturally 
sensitive and aware staff, percentage of aides who live in the District of 
Columbia, etc.

Public Health and Persons with Disabilities

The committee recommends the following:

DOH

 Review grants, Assess amount going to salary vs services –reduce % of salary

 Outcomes standardized/standards of care - Mayoral level pull out standards of success 
and also standard of wellness as the lead

 Present and improve structured departments based on DOH infrastructure in other cities

 Complete overhaul of “leadership” and strategic planning process

 Assess advisory groups/role identification and duplications and better define time frames

 Patient data hub – build on the health IT systems that we have

 Alternative methods to prove DC residency to access health services (e.g. homeless 
services/substance detox)

 Develop a State school health plan to clarify services

 Robust Health IT infrastructure disseminate data with ward profiles in community and 
easily accessible online w/ review and distribution to ANC, Schools, Faith Based orgs, 
etcw/ community education component

 Assessment of the “health” dollar in DC Federal, local, distribution from agencies to 
community Cross referenced with data in HIT system

 DOH become content expert on all access issues across continuum of care (PWD, 
language, etc), and workforce to meet need

 CON, RKS, Regs, etc be aligned to provide community based services in the District

 District-wide quality assurance initiative to monitor and grade performance



 Evaluate and/or transfer the grant making capacity of DOH to an entity that can be more 
efficient and effective.

 Home Visitation:

a. With the opportunities for federal funding in support of evidence based home 
visiting programs, and the continued limited local dollars supporting home 
visiting programs in the city, need to ensure those federal dollars are spent wisely 
and efficiently. To support that effort would recommend that the city no longer 
be responsible for direct services, e.g., directly implementing home visiting 
through a city agency, and rather put those out in an RFA for local community 
based agencies to implement. So Healthy Start in wards 5 – 8 would not only 
contract with Healthy Babies to support wards 5 and 6, but also identify other 
partners for wards 7 and 8. This would help in the following ways:

i. Reduce overall costs: city salaries and benefits are often greater than non 
profit CBOs

ii. Support Quality: city could focus their efforts on monitoring performance 
and adherence to evidence standards and protocols

iii. Strengthen Evaluation: The city wouldn’t be in a position of evaluating 
their own programs, but would be able to establish an evaluation of 
programs as an outside evaluator. Could also help to establish outcomes 
that are consistent across all programs receiving home visiting dollars to 
have consistency in measures.

 Centralize training and Technical Assistance: Again, the city could help establish 
training calendars and identify training for all those agencies implementing certain 
programs to come together.

 Consider competing for money through the the ACA Maternal, Infant and Early 
Childhood Home Visiting Program which starts at $100 million, and grows incrementally 
up to a $400 million program by FY2013. The District of Columbia can maximize its 
access to this federal funding for infant and early childhood home visiting by submitting 
a competitive proposal incorporating the evidence- based program, Nurse-Family 
Partnership®.

 Create an office for either Women’s Health or Adolescent Health or Reproductive 
Health. These are all areas that deserve specialized attention. For many women and 
teens, accessing reproductive health services is their entry point for primary care. 

 Coordinate pregnancy prevention services in order to reduce infant mortality. Women 
need access to counseling, social services to help them stabilize their lives and ongoing 
contraceptive services. DOH also has an obligation to be very aggressive in helping 
women so they won’t have babies that die in the first year. 



 Present information online about free and low cost services, how to sign up for health 
insurance, where to go for information and assistance etc. Right now, the website isn’t 
very useful if you don’t already know what you’re looking for.

 Enhance transparency in federal grants writing/proposal development and reporting

 Increase receptivity to and valuing of external stakeholder input into program 
development and planning

 Increase responsiveness to community inquiries regarding DOH programs and policies -
and assess and/or improved customer relations and information sharing across DOH 
programs

 Review and assess mission, purpose and focus of all DOH advisory boards (within first 
100 days). Recommendations for improvements, consolidations, eliminations, etc. 
should be developed and presented to Mayor within the first 100 days.


