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Today’s Agenda

1. Welcome – 5 minutes

2. TMaH Community Conversations: Focus Group Findings – 45 minutes

3. Discussion – 20 minutes
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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

⚬ Active and passive recruitment strategies with community-based organizations and partners

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



⚬Black/African American : 38 (52.8%) 

⚬Hispanic/Latino: 34  (47.2%)
oHigh School diploma or GED: 32 (46.4%)

⚬Age 25-34: 38 (55.1%)

Participant Demographics (N = 72)  

⚬ Pregnant and Post-partum : 59 (81.9%) 

⚬Non-birthing partners: 13 (18.1%)

⚬ Single, never married: 33 (47.8%)

⚬ English: 42 (58.3%)

⚬ Spanish: 28 (38.9%) 
Ward 7 Resident: 13 (18.8%)

Ward 8 Resident: 14 (20.3%)



Findings: 

Maternal Care Experiences 



Maternal Care Experience: Providers Seen during Prenatal 

Care 

Most participants reported seeing an OB/GYN followed by a Midwife during their prenatal care visits. Fewer 

participants reported seeing a family doctor or doula. 

N=53; Participants could select all that apply. 



Maternal Care Experience: Mode of Delivery

Most participants reported a vaginal delivery. A smaller percentage of participants reported delivery via C-

section. 

N=54 

Mode of delivery n (%)

Caesarean/C-section 14 (25.9%)

Vaginal 36 (66.7%)

Prefer not to say 4 (7.4%)



Maternal Care 
Experience: Decision 
Making
Overall, participants report positive 
experiences related to decision making.

⚬  73%  reported that their provider 
asked them how involved they 
wanted to be in decision making

⚬  71%  felt their provider respected 
their choices. 

⚬  62% reported that they were 
given enough time to explore 
options.

⚬  66%  reported that their provider 
helped them understand all of the 
information shared. 



Maternal Care Experience: 
Mistreatment by Maternal 
Care Providers 
Most participants did not experience mistreatment 
by their maternal care providers. (84.6%)
⚬5.8% had their physical privacy violated
⚬5.8%  were ignored by healthcare providers
⚬3.8% reported that a provider yelled or scolded 
them
⚬1.9% reported their private/personal 
information was shared without consent
⚬1.9% reported their provider withheld treatment 
or forced them to accept treatment they did not 
want. 
⚬1.9% reported experiencing physical abuse at the 
hands of their maternal care provider. 

N=52, Participants could select all that apply 



Satisfaction with Medicaid Coverage 

Satisfaction with Medicaid coverage was similar across the maternal care continuum. Participants 

reported moderate levels of satisfaction with their coverage.

N=54; SD= Standard Deviation, score range: 1-10 

Maternal care timepoint Mean Score (SD)

Prenatal Care 6.69 (2.56)

Labor and delivery 6.59 (2.45)

Postpartum Care 6.37 (2.56)



Discussion: Check-In  

What findings from the data were new 

or surprising for you, and how might 

this information inform your work 

moving forward?



Findings:

Maternal Care Experiences 

Participant Voices



Cross-Cutting Themes

1. Care is defined by how it feels, not just what is done

2. Getting into care is possible, but moving through is not consistent

3. People are often navigating care without clear information

4. Patients carry the burden of making the system work

5. Mental health support is uneven and often misses the  family system

6. Complications reveal where the system breaks down

7. Administrative systems disrupt care

8. Support outside the clinic makes care possible

9. Identity, language, and insurance status shape trust, safety, and treatment



Theme # 1
Care is defined by how it feels , not just what is done

"My midwives did check on me more frequently than sometimes my family even did. They 

were accountability partners. As pregnant women, we need someone to remind us, keep us 

accountable, to make sure we're caring for ourselves and baby throughout pregnancy and 

even after." 

(SUD/Mental Health/Behavioral Health, English-speaking participant)

"She was always looking out for me. Every time I arrived, she always made me feel 

good. She would always say, 'I'm going to check the baby's little heartbeat.' She would 

talk with me and always check my stomach. And I felt that... that's how midwives are." 

(Postpartum Spanish-speaking participant) 

"I feel like the midwives are part of my family. They gave me advice; they made sure I 

stay on track with my appointments. It's just overall been good."  (Subsequent 

Pregnancy, English-speaking participant)



Getting into care is possible, but moving through it is not consistent

Theme #2

"Without community help, I probably wouldn't ever even know some of the options to do 

some of the things even existed. They really do try to gatekeep certain things.“ 

(SUD/Behavioral Health/Perinatal Mental Health, English-speaking participant

"I had AmeriHealth at first, then it ended up getting changed to WellPoint. Just because of 

the name change, I ended up not being able to see certain people or get certain things. It 

still isn't really clear to me what exactly happened."  (SUD/Behavioral Health/Perinatal 

Mental Health, English-speaking participant)

"Normally when I would call to make the appointments, it is always smooth, but this 

time around, it just seemed like everything is so long. I tried with [one provider], I 

tried with [a second provider], and then I just ended up switching to [a third 

provider]." (Subsequent Pregnancy, English-speaking participant)



People are often navigating care without clear information

"I just feel as though we are given a list of resources and things like that. But when you call 

these, it's always, we know this place or we know that place... and some of the resources are 

not in partnership with them or just stop or doesn't... have the funding because a lot of 

funding has closed with a lot of different organizations and stuff like that. So, it just be like, 

that's disappointing. I just sat and spent 10, 20 minutes going down the list of 50 plus 

resources that was given to me and nothing's coming through.“ (Prenatal, English-speaking 

participant)

Theme # 3 

"Some of them weren't really helpful with giving me other resources or they were like, 'Okay, 

it is what it is type thing.” (Prenatal, English-speaking participant)

"They don't specify certain things. Certain things that they offer, it'd be like, oh, this is 

only while you're pregnant, or this is only while the baby's one month, two months, 

three months. Sometimes you find out until it's too late, literally too late."  (Prenatal 

English-speaking participant)



Theme #4

Patients carry the burden of making the system work

"It's a lot of stuff that I had to end up doing myself that I know for a fact that they 

could have done or they were supposed to do, but they just like, 'Oh, here's the 

number for this. You got to call them and say this and say that.' And I'm like, 'That 

don't really seem like it's my job, but it is what it is.” (Postpartum-English speaking 

participant)

"You just don't know. It's one minute you hear one thing and then they always 

referring you somewhere, and when you get to the place they refer you to, 'Oh, we 

don't no longer fund this or accept this.' So, it's just like, no.“ (Postpartum-Spanish 

speaking participant)

“You have to really be ahead of them. You have to really call every day to see if 

they even checked it or seen it or on your application. It's always something.“ 

(Subsequent Pregnancy, English-speaking participant)



Mental health support is uneven and often misses the postpartum family system

Theme # 5

“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)

“My wife had preeclampsia and it wasn’t detected until the hospital. It became very 
complicated. Her life was at risk. They didn’t give her any information about mental 
health support afterward. She had to ask for it herself.” (Father/non-birthing partner, 
English-speaking)

“In my case, no. They didn’t say anything to me.” “No, in my case, no.” “Same here, no.” 
(Father/non-birthing partner English speaking) 



Theme # 6
Complications reveal where the system breaks down 

"From the moment they started to humiliate me, I said no. I told them, 'I have a 

right to my health.' Because if I don't speak up, they won't listen.” (Medically 

Complex Pregnancy/Delivery, Spanish-speaking participant)

"I started swelling in my body starting at five months of pregnancy. I did not receive 

medication. I did not receive a notification where they told me you have to follow a 

diet. I received nothing. My delivery was complicated to the point that I almost 

died." (Medically Complex Pregnancy/Delivery, Spanish-speaking participant) 



Administrative systems disrupt care 

Theme #7 

"Some of the representatives like, 'Oh, we can't do that.' And I would be like, 'Yes, 

you can.' It literally says you have to give them a 72-hour notice or 24-hour notice, 

but they also do same-day appointments.” (Postpartum, English-speaking 

participant)

"If it was more places that accept Medicaid, that would've been a whole lot easier 

for prenatal care. A lot of places stopped taking DC Medicaid, so it was just so hard." 

(Subsequent Pregnancy, English-speaking participant)



Support outside the clinic makes care possible  

Theme #8 

"The nurses came by and gave me a lot of information, a lot of 

documents. Phone numbers I could call for nurses who weren't from the 

clinic where I was seen. They also called me on behalf of the insurance; 

they would call me offering nurses and asking if I needed them to come 

take care of me here at home. Or if I had an emergency, they gave me 

numbers I could call where they could come pick me up. And if I didn't 

have transportation for my clinic appointments, they also provided 

transportation for me." (Postpartum Spanish-speaking participant) 

"The [transportation assistance] to and from appointments, I probably 

wouldn't have made it to most of my appointments without those rides."  

(SUD/Mental Health/Behavioral Health, English-speaking participant)



Identity, Language, and Insurance status shape trust, safety and treatment  

Theme #9 

"I'm one of those people who respects others to get respect. But especially 

when it comes to my body, if I go to someone to attend to me, it's because 

I need their opinion, not for them to come and tell me what to do without 

respect. If they don't speak to me respectfully, I leave. If I have to file a 

complaint, I will.“  (Prenatal, Spanish-speaking participant) 

"From the moment they started to humiliate me, I said, 'No. It's a right, I 

have a right to my health.' When they treated me badly and I didn't know 

how to speak English, I asked for an interpreter." (Medically Complex 

pregnancy/delivery, Spanish-speaking participant)

"They give you paperwork where everything is written, but I don't remember 

someone explaining it verbally to me." 

(Father and non-birthing partner, Spanish-speaking participant) 



Questions? 



Implications



TMaH Pillars

I. Access, Infrastructure and Workforce 
• Increase access to birth centers and midwives
• Increase access to community health workers and doulas
• Enhance data collection

II.Quality Improvement and Safety
• Reduce avoidable procedures like c-sections for low-risk mothers
• Promote shared decision-making between mothers and providers

III.Whole-Person Care Delivery
• Institute evidence-base medical and social risk assessments
• Promote risk-appropriate care
• Screen for depression, anxiety, and substance use during prenatal and 

postpartum periods



Pillar One: Access, Infrastructure and Safety

Implications for the TMaH Model 

⚬Access was shaped less by clinic proximity or Medicaid enrollment, and more by whether participants knew how to 
navigate the system — first-time parents without prior experience or family guidance faced harder entry and longer delays.

⚬Relational care (having a named provider or caseworker to call directly) functioned as a structural facilitator of access, not 
just a nice-to-have — it reduced scheduling barriers and improved follow-through.

⚬Workforce investment that reduces provider rotation and builds direct, relational contact is itself an access infrastructure 
investment.

⚬The pregnancy-to-postpartum transition was a consistent gap point, with newborn enrollment, coverage continuity, and 
paperwork all colliding with delivery recovery — requiring proactive, system-level support rather than assuming patients 
will manage alone.



Pillar Two: Quality Improvement and Safety

Implications for the TMaH Model 

⚬Quality gaps centered on communication, coordination, and cultural/language responsiveness rather than clinical 

knowledge — Spanish-speaking participants described unrecognized conditions and undelivered diagnoses, while English-

speaking participants described reactive rather than proactive monitoring.

⚬ Language-concordant care should be treated as a patient safety variable, not just a satisfaction metric, since same -language 

providers were credited with materially affecting outcomes.

⚬Respectful treatment is itself a quality and safety measure — dismissiveness and discriminatory treatment affected 

whether participants disclosed concerns or returned for care.

⚬Mental health screening should be continuous (not one-time) and paired with a baseline "warm handoff" standard, so 

disclosing distress doesn't require navigating a separate intake process.



Pillar Three: Whole-Person Care 

Implications for the TMaH Model 

⚬Non-clinical supports (housing, food, transportation, childcare, mental health, peer community) function as the foundation for 
accessing and sustaining all other care, not as optional add-ons — resource list accuracy directly affects care quality.

⚬Mental health support should extend to the whole family system, including preparing non-birthing caregivers during pregnancy 
for postpartum depression, since they are present but currently unreached by the care system.

⚬Alternative care models (group prenatal care, home visiting, doula support, peer programming) delivered meaningful value 
participants often didn't get from individual appointments, but each requires specific implementation conditions (e.g., 
household-level consent for home visiting, addressing access inequities for doulas).

⚬Sustaining these supports requires financing models that recognize care coordination, interpreter access, doula support, and 
similar services as core reimbursable components, rather than leaving them dependent on short-term grants.



Conclusion

⚬ Participants across all focus groups wanted care that felt attentive — listening providers, clear communication, usable 
information, and support that showed up when needed.

⚬ The most valued care experiences were simple, but too rare to count on.

⚬ The biggest gaps occurred during transitions: switching providers/plans, failed referrals, and the postpartum period.

⚬ Poor information sharing and lack of coordination left families to manage complex moments largely alone.

⚬ TMaH's opportunity lies in redesigning how care is delivered — continuity, smoother transitions, extended mental health 
support, whole-family engagement, and language access as a safety issue.

⚬Non-clinical supports (housing, meals, transportation, peer community) should be built into the care model , not treated 
as optional extras.



Group Discussion 
Making Sense of It

⚬Of everything you just saw, what's the one finding that stuck with you most, and why?

⚬Which of the three pillars (Access, Quality/Safety, Whole-Person Care) feels most urgent in your own work or 

community?

Applying It

⚬  How could this information be used in your organization, role, or setting right now?

⚬  What would change in your day-to-day work if these recommendations were implemented?

Making the Case

⚬  If you were talking to a policymaker, what would you say to convince them this matters?

⚬  What's the strongest piece of evidence from the data you'd lead with, and why that one?

Calling for Action

⚬  What would you tell a policymaker to actually do — one concrete first step?

⚬  What's one thing that could be implemented without new funding, versus one thing that clearly requires investment?



THANK YOU!

Scan here to access 
the full report
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Next Steps and Announcements

DHCF Webpages for Doulas:
• We’ve added two new webpages on doula services to the DHCF website:

• Information for Beneficiaries on Doula Services: https://dhcf.dc.gov/doula-services
• Information for Doula Providers: https://dhcf.dc.gov/doula-providers

Next Meeting:
• November 17th, 2026, 11am-12:15pm

➢ Topic: Digital Health/HIE Integration in Maternal Care

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

37

https://dhcf.dc.gov/doula-services
https://dhcf.dc.gov/doula-services
https://dhcf.dc.gov/doula-services
https://dhcf.dc.gov/doula-providers
https://dhcf.dc.gov/doula-providers
https://dhcf.dc.gov/doula-providers
mailto:dhcf.maternalhealth@dc.gov 
https://dhcf.dc.gov/page/transforming-maternal-health
https://dhcf.dc.gov/page/transforming-maternal-health
https://dhcf.dc.gov/page/transforming-maternal-health
https://dhcf.dc.gov/page/transforming-maternal-health
https://dhcf.dc.gov/page/transforming-maternal-health

	Slide 1: Maternal Health  Advisory Group
	Slide 2
	Slide 3: TMaH Award Required Notice
	Slide 4: TMaH Community Conversations: Focus Group Findings  (45 minutes)
	Slide 5
	Slide 6
	Slide 7
	Slide 8
	Slide 9
	Slide 10
	Slide 11
	Slide 12
	Slide 13
	Slide 14
	Slide 15
	Slide 16
	Slide 17
	Slide 18
	Slide 19
	Slide 20
	Slide 21
	Slide 22
	Slide 23
	Slide 24
	Slide 25
	Slide 26
	Slide 27
	Slide 28
	Slide 29
	Slide 30
	Slide 31
	Slide 32
	Slide 33
	Slide 34
	Slide 35
	Slide 36
	Slide 37

