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Today’s Agenda

1. Welcome – 5 minutes

2. Treatment of PMADs & Perinatal SUD – 20 minutes

3. CMMI Maternal Opiod Misuse (MOM) Model – 20 minutes

4. Beneficiary Focus Groups Findings: Behavioral Health – 25 minutes
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Health and Human Services (HHS) as part of a financial 
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Government. 
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Objectives

Objectives
1. Describe evidence-based treatment options for common 

perinatal mental health conditions.

2. Summarize key ACOG Clinical Practice Guideline 

recommendations for the treatment and management of perinatal 

mental health conditions.



• Nearly 1 in 5 perinatal people experience MH conditions

• 10% of perinatal women with SUD

• Significant effects on perinatal persons, children and family

• Preventable cause of maternal mortality (22%) and infant mortality

• Untreated cost $14 billion/year

Perinatal MH conditions are prevalent, costly, and have lasting effects on families

Perinatal MH conditions are prevalent, costly, and 

have lasting effects on families
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Perinatal are a critical access point to health care 

including mental health



Obstetric and pediatric teams can make a significant difference in supporting perinatal mental health

Obstetric and pediatric teams can make a 

significant difference in supporting perinatal mental 

health



Understanding the Patient Care Pathway is critical to addressing PMH conditions

Understanding the Patient Care Pathway is critical to 

addressing PMH conditions



Opportunities lost at each step of the cascade, less than
<25 % of women receive treatment

Opportunities lost at each step of the cascade, less than

<25 % of women receive treatment

Cox, E. Q., et al. (2016). "The Perinatal Depression Treatment Cascade: Baby Steps Toward Improving

Outcomes." J Clin Psychiatry 77(9): 1189-1200.



Screening is a process that support treatment

Screening is a process that support treatment



Talk about MMH…early
and often!

Detection and screening is 
a process



Assessment is critical to appropriate treatment

Assessment is critical to appropriate treatment



Understanding treatment options can help patients initiate and sustain treatment

Understanding treatment options can help patients initiate 

and sustain treatment



There is no such thing as no exposure

There is no such thing as no exposure



Evidence-based perinatal mental health care includes psychosocial, pharmacologic, and neuromodulation treatments

Evidence-based perinatal mental health care includes 

psychosocial, pharmacologic, and neuromodulation 

treatments

(Umylny et al., 2017)



Treatments should be tailored to patient’s preferences,
needs, and severity of symptoms

Treatments should be tailored to patient’s preferences,

needs, and severity of symptoms



Therapy is first-line treatment for prevention and mild illness

Therapy is first-line treatment for prevention and mild illness
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• ACOG recommends that obstetricians be 

prepared to counsel patients on the benefits and 

risks of psychopharmacotherapy for perinatal 

mental health conditions

…and initiate psychopharmacotherapy for

perinatal depression or anxiety disorders.



Medications should be considered with symptom impairment, comorbidity, and safety

Medications should be considered with symptom impairment, 
comorbidity, and safety



Prescribing principles doing pregnancy and postpartum

Prescribing principles doing pregnancy and postpartum



Effective pharmacologic treatments exist

Effective pharmacologic treatments exist



SSRI’s are the best studied medication in pregnancy

SSRI’s are the best studied medication in pregnancy

• Breastfeeding generally should not preclude treatment with 

antidepressants
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• ACOG recommends that SSRIs be used as first-line 

pharmacotherapy for perinatal depression and/or 

anxiety. SNRIs are reasonable alternatives.

Pharmacotherapy should be individualized based on 

prior response to therapy (if applicable). If there is no 

pharmacotherapy history, sertraline or escitalopram 

are reasonable first-line medications.
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• ACOG recommends against withholding or 

discontinuing medications for mental health 

conditions due to pregnancy or lactation status alone.



Slide courtesy of Tiffany A. Moore Simas, MD, MPH, MEd, FACOG
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• ACOG recommends that a validated screening tool 

be used to monitor for response to treatment.

If clinically indicated, the pharmacotherapy dosage 

should be up-titrated, with the goal of remission of 

depressive and anxiety symptoms.



Perinatal mental health care should match the intensity of each
patient’s needs.

Perinatal mental health care should match the intensity of each

patient’s needs.





MGUH Mother Baby IOP

MGUH Mother Baby IOP

• 3 days per week (M, W, and Th) ,9:00am –

12:30pm

• Up to 12 weeks, Personalized treatment 

plan determines length of treatment

• Consists of a rotating schedule of group 

therapy and skills

• Mother and dyad focused, room for up to 8

dyads





Mother-Infant
•Parenting Skills
•Attachment-Promoting
•Attunement
•Infant Development
•Play & Music Based

Process

Process
•Birth Stories
•Myths of Motherhood
•Expectations v. Reality
•Art & Expressive 
Therapies

Body-Focused
•Occupational Therapy
•Pelvic Floor
•Yoga
•Infant Massage
•Movement Therapies

Education
•Sleep
•Nutrition
•Lactation
•Self-care
•Medications

Therapy Groups 

(i.e., the "What)

Skills-Based

• CBT

• Behavioral Activation

• DBT

• IPT

• Mindfulness



Key Points

Key Points

• Perinatal mental health conditions are treatable.

• The right treatment should be tailored to symptom severity, 

safety, functioning, preferences, and family context.

• Every treatment decision requires a balanced discussion of 

benefits, risks, alternatives, and the consequences of no 

treatment.

• Supporting the entire perinatal person–infant–family system, 

and understanding the context is critical .



www.acog.org/mentalhealth

FREE TRAINING RESOUCES- Available at
www.acog.org/mentalhealth

FREE TRAINING RESOUCES- Available at

www.acog.org/mentalhealth

http://www.acog.org/mentalhealth




For Official Government Use Only

Government of the District of Columbia Department of Health Care FinanceGovernment of the District of Columbia Department of Health Care Finance

CMMI Maternal Opiod Misuse 
(MOM) Model

(20 minutes)

38



Maternal Opioid
Misuse (MOM)
Model

Medicaid OUD Lessons Learned

DC Maternal Health 
Advisory Group | July 21, 
2026

Division of Health Innovation & Integration (DHII)
State & Population Health Group (SPHG)

7
States Participated

5
Model Years

2,513
Beneficiaries Enrolled
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Model Overview

Projected Target Population

3,300 – 5,000

pregnant & postpartum Medicaid
beneficiaries with OUD and their infants per year

Final Beneficiary Enrollment

2,513

total ever-enrolled
7/01/2021 – 12/31/2025

Model Timeline (January 1, 2020 – March 31, 2026)

PRE-IMPLEMENTATION

2020

10 states selected

Performance period extended to

18 months

TRANSITION PERIOD

2021

July 1: IN, ME, NH, TN, TX 
enrollment began

3 states exit the model
LA, MO, MD

FULL IMPLEMENTATION

2022–2024

7 active states
CO, IN, ME, NH,
TN, TX, WV

WV: Enrollment began Jan 2022
CO:  Enrollment began Sept 2022 

MODEL EXTENSION

2025

6 active states
IN, ME, NH, TN,
TX, WV

NO-COST EXTENSION

2026

3 states continue 
through March 
IN, NH, TX

Source: MOM Model Evaluation Reports (RREG, Westat), 2024-2025; MOM-IMC Lessons Learned Report (Mathematica), 2025.



3

Model Design

Core Features

Integrated Clinical &
Behavioral Health

Care Coordination
& Navigation

Peer Recovery
Support (PRSs/CHWs)

Referrals for
HPPs

Key Design Principles

Flexibility:

State-driven design tailored to local context and existing infrastructure

Integration:

Breaking down silos between maternal health and behavioral health systems

Person-Centered:

Addressing whole-person needs, both clinical and social determinants

Sustainability:

Building organizational capacity for long-term program continuation

Partnership:

Collaboration across health care, MCOs, community organizations, and child welfare

Source: MOM Model Evaluation Report Year 4 (RREG, Westat), 2025; MOM-IMC Lessons Learned Report (Mathematica), 2025.
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External Factors that Shaped Implementation

COVID-19 Public Health Emergency (PHE)

● Pre-implementation period extended from 12 to 18 
months

● Staggered enrollment start dates across all awardees

● Staffing disruptions and health system strain

● Accelerated telehealth adoption (positive adaptation)

● Enrollment challenges due to system disruptions

Evolving Opioid Crisis

● Polysubstance use became increasingly prevalent

● Fentanyl increased overdose risk and treatment 
complexity

● Stimulants (methamphetamine, cocaine) required 
different approaches

● Traditional OUD-focused interventions required 
expansion

  Despite these challenges, awardees demonstrated remarkable adaptability and resilience, providing critical lessons for future models facing external disruptions.

Source: Changes in Opioid Landscape and Its Influence on MOM Implementation, APHA 2025 Conference Poster (RREG, Westat).
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Key Takeaways: Successes & Challenges

The MOM Model provided invaluable insights for designing future state-based models focused on vulnerable populations.

Successful Strategies

Peer Recovery Specialists & CHWs

Built trust and engagement with beneficiaries

Child Welfare Liaisons

Strengthened cross-system coordination

Maternal Health Entry Points

Expanded program reach through trusted 
touchpoints

Key Challenges

COVID-19 Disruptions

Interrupted service delivery and workforce capacity

Data Collection & Submission

Inconsistent processes limited performance 
monitoring

Narrow Target Population

Eligibility constraints limited scale and broader 
impact

Key Achievements

▸  Strengthened partnerships between health care, child 
welfare, and community organizations

▸  Informed development of TMaH and IBH Models

▸  Demonstrated effectiveness of Peer Recovery 
Specialists (PRS)

▸  Improved care coordination for complex populations

▸  Reduced stigma through provider education and 
community engagement

Note: Findings reflect insights from stakeholder interviews with CDPs, SMAs, and Program Administrators (MOM Model Evaluation), 2025.
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Partnerships: Essential Collaborations

Managed Care Entities

States: IN, TX

Enhanced care coordination through MCE partnerships, integrating data and 
case management at scale

Hospitals & Health Systems

States: CO, ME, NH, TN, WV

Integrated clinical care models embedding OUD treatment within maternal 
health settings

Community Organizations

States: All 7 Awardees

Wraparound services addressing social determinants: food, housing, 
transportation, and safety

Child Welfare Agencies

States: All 7 Awardees

Improved cross-system relationships; reduced punitive approaches and 
improved family continuity

  Recommendation: Encourage early partnership development during application phase; provide guidance on effective structures; consider partnership capacity as 
part of awardee selection criteria.

Source: Exit Interview Summaries for CO, IN, ME, NH, TN, TX, WV (2025), Evaluation Team (RREG, Westat, Abt Associates)
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Workforce Innovation: Peer Recovery Specialists

Key Successes

✓  Significant success supporting MOM beneficiaries in navigating care systems

✓  Brought firsthand knowledge of recovery and the healthcare landscape

✓  Reduced stigma through peer-to-peer connection

✓  Provided practical support
     (transportation, appointment reminders, system navigation)

✓  Served as bridge between clinical care and community services

✓  Fostered hope and self-belief among MOM beneficiaries

Key Challenges

Staff capacity varied by model design and scale

 Insufficient staffing for launch and reporting in some cases

 Staff turnover created continuity care challenges

COVID-19 compounded staffing constraints

Peers were often new team members with limited professional 
      development opportunities

 Integration into clinical teams required significant change

  Recommendation: Establish minimum staffing expectations; support peer workforce retention strategies and professional development; build contingency planning 
for staff turnover; train clinical teams on peer integration.

Source: PRSS for Pregnant and Postpartum Patients with OUD, APHA Conference Poster, 2025; MOM Model Evaluation Report Year 4 (RREG/Westat).



8

Health Promotion and Prevention (HPP)

Barriers to Care

Stigma: 

Fear of child welfare involvement; provider bias

Social Determinants: 

Transportation, childcare, housing instability

Substance Use Patterns: 

Fentanyl, polysubstance use require expanded approaches

Legal Context: 

State laws on OUD during pregnancy varied significantly

System Fragmentation: 

Difficulty navigating multiple disconnected service systems

Impact on HPPs

Research showed MOM enrollees experienced significantly higher rates of social 
needs than the general Medicaid population

Food Insecurity Housing Instability

Transportation Barriers Interpersonal Violence

  Recommendation: Treat stigma reduction and HPP screening/referral as core clinical functions; equip care teams to address fear of child welfare involvement 
directly; fund the community partnerships needed to act on identified needs.

Source: Patient Experiences with HRSNs in MOM Population (RREG/Westat), APHA 2025 Conference Presentation Slides..
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Data & Reporting Infrastructure

 Lesson Learned: Awardees used various data and reporting infrastructure strategies but faced challenges with technical capacity and interoperability.

Critical Infrastructure

●  Electronic Health Records (EHR)

●  Health Information Exchanges (HIE)

●  Data sharing agreements

●  State claims data warehouses

●  Quality improvement tracking systems

Challenges

●  Limited technical expertise for automating reporting

●  Insufficient upfront resources for reporting

●  Fragmented data sources — coordination gaps

●  Interoperability issues, limited real-time sharing

●  QI goals required robust infrastructure

Successful Approaches

●  Dedicated data/programming staff (multiple sources)

●  REDCap databases for comprehensive capture (NH, 
WV)

●  Early establishment of data review processes

●  Phased reporting to allow system development

  Recommendation: Assess data infrastructure capacity during application review; provide TA for data sharing; support interoperable systems; establish clear 
reporting requirements early.

Source: MOM Model IMC (Mathematica) Lessons Learned Report, Data and Reporting Infrastructure section, 2025.
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Voices from the MOM Model

Photovoice is a community-based participatory research method, supplemented information gathering through focus groups and interview with 
beneficiaries and providers. 

Pregnancy as a Catalyst: Beneficiary Experiences Weight of HPPs on MOM Beneficiaries

Source: Evaluation of the MOM Model Fourth Annual Report, Implementation Year 3, 2025 (Westat, Urban Institute, Abt Associates, RREG).
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From MOM to TMaH: What These Lessons Mean for the District

MO M LESSON TM aH APPLICAT ION IN D C

Peer recovery specialists & CHWs were MOM’s most effective 
engagement tool — when retention, supervision, and career 
paths were funded

Build workforce supports into the doula, midwife, and CHW expansion 
under Pillar 1 (Access, Infrastructure & Workforce) during pre-
implementation

Stigma and fear of child welfare involvement kept eligible 
women from enrolling and disclosing

Design SUD and behavioral health screening to feel safe — provider 
training, trusted messengers, and proactive child welfare relationships

HPP screening only mattered when partnerships existed to act 
on identified needs

Pair Pillar 3 (Whole-Person Care Delivery) screening with funded 
community partnerships and closed-loop referral

Overambitious targets and weak data infrastructure undermined 
programs from the start

Use the pre-implementation window to build data linkage and set 
realistic milestones before the 2029 VBP launch

TMaH was designed on MOM’s lessons — this Advisory Group is where they become practice in the District.

Source: MOM Model Evaluation & Lessons Learned Reports, 2025; TMaH Model NOFO (CMS, 2024); DHCF TMaH Program (dhcf.dc.gov).



MOM Model
Lessons Learned

Maternal Opioid Misuse 
Model

Questions &
Discussion

Division of Health Innovation & Integration (DHII)
State & Population Health Group (SPHG)
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Appendix: Enrollment & Population Targeting

 Lesson Learned: Persistent challenges related to stigma, social needs, and shifting substance use patterns affected enrollment. Initial targets were often 
overly ambitious.

Key Findings

●  Awardees tended to overestimate enrollment targets before model start

●  Targets were revised downward substantially after implementation began

●  Fear & Stigma remained a significant barrier to enrollment

●  Access-related barriers (transportation, childcare, housing) impacted  
participation

What This Means for TMaH in the District

  Ground reach and engagement projections in DC population data, not 
aspiration

  Use trusted messengers — peers, doulas, community health workers, to 
counter fear and stigma

  Train providers on stigma-free engagement so screening feels safe to answer

  Treat transportation, childcare, and housing as engagement infrastructure

  Build milestone review points so targets adjust with real-world experience

Source: PRSS for Pregnant and Postpartum Patients with OUD, APHA 2025 Conference Poster; MOM Model Evaluation Report Year 4 ( RREG/Westat).
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Appendix: Sustainability: A Holistic Framework

All three dimensions must be addressed simultaneously for true sustainability beyond the demonstration period.

Financial

Funding for non-covered services

Care coordination

Peer Recovery services

Beneficiary engagement

Administrative costs

Capacity

Organizational infrastructure

Appropriate staffing levels

Office space

Organizational buy-in

Workflow integration

Community

Long-term impact

Awareness of services

Provider knowledge

Lasting partnerships

Reduced stigma

Source: MOM Model IMC Sustainability Lessons Learned Report; Evaluation Report Year 4, Ch. 3 (RREG/Westat)
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Appendix: The MaineMOM Service Model: Outreach Video

Backup if embed does not play: youtube.com/watch?v=6wCTJtoyk2s (The MaineMOM Service Model)

https://www.youtube.com/watch?v=6wCTJtoyk2s
https://www.youtube.com/watch?v=6wCTJtoyk2s
https://www.youtube.com/watch?v=6wCTJtoyk2s
https://www.youtube.com/watch?v=6wCTJtoyk2s
https://www.youtube.com/watch?v=6wCTJtoyk2s
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Transforming Maternal Health (TMaH): 

Accessing Behavioral & Mental Healthcare in 

Washington, D.C.



Acknowledgements

Community of Hope partnered with DC Health Care 
Finance and META Consulting to conduct a series of 
focus groups with DC Medicaid beneficiaries to 
understand their experiences navigating perinatal care 
in Washington, DC. This report focuses specifically on 
the findings related to behavioral and mental 
healthcare for perinatal families. 

This work was funded by a grant from the Skyline 
Foundation to Community of Hope.



Background

TMaH supports DC Medicaid in delivering holistic maternal care, addressing physical, mental, 
and social needs to improve outcomes and lower costs. To guide local implementation, DCHF 
launched the DC Healthy Families Focus Group Project to gather residents’ care experiences..

• Currently receiving Medicaid

• Between the ages of 18-44

• A Washington, DC resident

• Receives maternity care in 
Washington, DC

• Had a baby within the last 12 months 
or currently pregnant

• Substance use disorder

• Behavioral health and/or perinatal 
mental health

• Medical complications

• Chronic conditions

• Non-birthing partners and 
caregivers (Fathers)

Eligibility Criteria: Lived Experience Groups: 



Data Collection 

• Demographics included race/ethnicity, 
age, education and ward of residence.

• Participants reported mode of delivery 
and maternal care providers.

• Experiences of mistreatment and 
respectful care were shared.

• Satisfaction with Medicaid was rated 
across prenatal, delivery, and 
postpartum stages.

• Facilitated using a structured discussion 
guide developed with Community of 
Hope.

• Explored experiences with maternal 
care teams and access to 
prenatal/postpartum services.

• Covered non-clinical needs like housing, 
food and transportation.

• Examined participants’ perceptions of 
treatment across care settings.

Demographic and Experience 
Questionnaire

Focus Groups



• 12 focus groups were conducted between February 2026 and May 2026

• 72 DC Medicaid beneficiaries participated

Focus Groups and Participants 

Target Population English Speaking 
Groups

Spanish Speaking 
Groups

Prenatal 2 1

Postpartum 2 1

Subsequent Pregnancy 1 0

Father/Non-Birthing Partner or Caregiver 1 1

Medically Complex Pregnancy 1 1

Behavioral Health / Mental Health / SUD 1 0



Finding #1

Mental health was checked inconsistently and 

follow-through was rare.

“"I did have postpartum depression. It always stayed pending that they were 

going to visit me, but nobody ever came." (Spanish-speaking participant, 
Medical Complications group) 

“So that was kind of a hindrance with my comfortability with speaking about 
things like that because after a while I became used to like, okay, it's no use for 

me to even saying this to you, I'm going to see somebody different next week or 

next month, whatever the next appointment would be. The only time that I 
experienced postpartum depression was with my first son. And I didn't feel 

comfortable speaking or answering truthfully, I guess, about my mental health 

because of again, that barrier of either I would only see my actual provider once 
or twice, or when I would try to schedule with her, she wouldn't have 

availability.” (English-speaking participant, Perinatal mental health/behavioral 

health/SUD group)

 



Mental health screening lacked empathy and 

genuine care.

“They just ask the questions. If you tell them no, then that’s what it is. Don’t 
follow up much deeper than that unless you, I guess, give them a reason. You 
let them know.” (English-speaking participant, Perinatal mental 
health/Behavioral health/SUD group)

“And then when I would see these other providers and they would ask the 
script of questions, it was just, I got tired of it being so automatic, robotic, 
scripted. t seemed like ... I know there's a script, there's a list of questions they 
have to follow and answer, but there was no empathy. There was no tone of 
concern when asked these questions.” (English-speaking participant, 
Perinatal mental health/Behavioral health/SUD group)

Finding #2



Genuine mental health support made a meaningful 

difference; however, wait times and provider 

continuity limited access.

“For me, my provider  they always been pretty good. Anytime they did ask about 

my mental health and I told them anything concerning they would definitely 

connect me with someone immediately. Now sometimes the wait could be iffy. 

Sometimes it could right away, other times it could take weeks.”  (English-

speaking participant, Perinatal mental health/Behavioral health/SUD group)

"They set me up with someone so I could express myself, and yes, it helped me a 

lot." (Spanish-speaking participant, Postpartum group)

Finding #2 (cont.) 



Finding #3 

Residents were forced to advocate for 

themselves and seek out the mental health 

resources they desired.

“I had to deal with my mental health on my own because I mean, they gave 

me different places and stuff, but you know what I’m saying? They didn’t 

point me in a direction I wanted it to go in.” (English-speaking participant, 

Perinatal mental health/Behavioral health/SUD group)

“We deal with it the way that we had to deal with it.” (English-speaking 

participant, Father/non-birthing caregiver group)



Support for mental health during the postpartum period was limited.

Finding #4 

“But I will say the only thing that I didn't like was that when they did talk about 
postpartum or things like that, they made something like it had a time limit on it. 
Oh, if you haven't experienced a postpartum after five weeks, then it's a problem 
and you need to get a little bit more help. I didn't like that because everyone's 
different. So that kind of made me not be as a little bit open after postpartum 
watch.” (English-speaking participant, Perinatal mental health/Behavioral 
health/SUD group)

“So especially with my first pregnancy as a lot of women can't identify with, I 
didn't know what I was feeling because it's the first time of me feeling it. I didn't 
know what to compare it to and I wasn't really offered the resources or tools to 
really identify that within myself. It would either be the extreme points of 
postpartum like, "Are you having thoughts of hurting yourself or hurting baby?" 
Things like that, but not really inclusive about the spectrum.”  (English-speaking 
participant,  Perinatal mental health/Behavioral health/SUD group)



Mental health support for fathers was nearly 

absent.

Finding #5 

“In my case, no. They didn’t say anything to me.” (Spanish-speaking 
participant, Father/non-birthing caregiver group)

“Mental health is real, man. We got to continue to find time for ourselves. 
We give so much time, we give so much energy, we give so much effort 
that we forget ourselves.” (English-speaking participant, Father/non-
birthing caregiver group)

“They gave me information about a group for first-time fathers. I went to 
several of their meetings. I went a couple of times, and honestly it helped. 
It was pretty good.” (Spanish-speaking participant, Father/non-birthing 
caregiver group)



Summary of Findings 

• Mental health screening happened inconsistently — genuine, ongoing conversations occurred where relationships were 
established, while larger facilities or rotating providers offered only one-time screening that was never revisited.

• When residents received genuine support, it made a meaningful difference — but quality depended on individual providers 
rather than a consistent standard, and wait times or scheduling often limited access.

• Residents were frequently left to advocate for themselves and seek out mental health resources on their own, without clear 
direction from their care team.

• Postpartum support was especially limited, with some participants feeling boxed into rigid, narrow timeframes for when 
their experience “counted” as a problem.

• Fathers and non-birthing caregivers experienced the most pronounced gap in support — nearly all reported that no one 
addressed their emotional wellbeing, even after witnessing serious complications.



DISCUSSION
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DHCF is Seeking New Members for the MAC & BAC

DHCF is seeking new members for the DC Medicaid Advisory Committee (MAC) and the Beneficiary Advisory Council (BAC), 
which bring together Medicaid partners and community members to share insights on how to improve the Medicaid program to 
better meet people’s needs.

Who should apply?

 The MAC is open to wide range of community partners, including beneficiaries and their families, providers, advocacy groups, 
and community-based organizations

 The BAC is only open to people with direct experience in Medicaid, such as current or former Medicaid beneficiaries, family 
members, or caregivers of beneficiaries.

 People with direct experience with Medicaid can serve on both the MAC and BAC.

How to apply:

 Apply for the MAC, BAC, or both here: https://forms.office.com/g/Nb3WYcDEsj

 Application Deadline: 5:00 PM ET on Wednesday, July 29, 2026

 Questions? Email dhcfMACandBAC@dc.gov

Visit the DHCF MAC & BAC 
application webpage for 

more details!

https://dhcf.dc.gov/page/now-accepting-applications-fy-2027-mac-and-bac
https://forms.office.com/g/Nb3WYcDEsj
mailto:dhcfMACandBAC@dc.gov
https://dhcf.dc.gov/page/now-accepting-applications-fy-2027-mac-and-bac
https://dhcf.dc.gov/page/now-accepting-applications-fy-2027-mac-and-bac
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Next Steps and Announcements

Funding Opportunity: 
• DBH District of Columbia Pregnant & Parenting Women's Grant – Request for Applications (RFA)

• Seeking applications from certified SUD providers to conduct outpatient treatment services to women who are pregnant or 
parenting in the District of Columbia

Meeting Cadence: We are transitioning to bi-monthly meetings
• We will not be meeting in August.

Next Meeting:
• September 15th, 2026, 11am-12:15pm

➢ Topic: Patient Experience: Community of Hope DC Healthy Families Beneficiary Focus Group Study

Stay in Touch
• Questions: Send questions or requests to dhcf.maternalhealth@dc.gov
• Meeting Materials: Available at https://dhcf.dc.gov/page/transforming-maternal-health

70

https://dbh.dc.gov/publication/application-package-PPW071026
mailto:dhcf.maternalhealth@dc.gov 
https://dhcf.dc.gov/page/transforming-maternal-health
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