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Creating a Seamless 
Accountable Health 

Community that addresses 
Food Security in DC



• Some health-
related social 
needs (HRSNs) 
must be 
addressed via 
services directly to 
individuals 

– Some are 
already being 
approved for 
federal 
financing via 
Medicaid 
waivers

• Other health-
related social 
needs are best 
addressed via 
community 
structural 
interventions 
available to 
everyone 

Upstream and Downstream Social 
Drivers of Health (SDOH)



• Who is this program for?

– DC residents aged 65+ or 18+ with a disability who can qualify for Medicaid, need assistance 
with activities of daily living like dressing, grooming, preparing meals and housing cleaning, and 
who would otherwise need to live in an assisted living community

• Services available may include:

– Case Management, 

– Chore and Personal Care Aides or Participant-Directed Services (such as hiring an authorized 
rep/family member to provide services), 

– Environmental/Accessibility Adaptation, 

– Other Respite/Day/Therapy programs

• The EPD Waiver is part of the national Home & Community Based Services 
(HCBS) program in Medicaid, one of several waiver authorities allowing states to 
provide services that demonstrate comparable quality and superior cost 
effectiveness to institutionalization 

– States are authorized to use ‘savings’ from hypothetical institutional care to pay for HCBS 
services and keep the remainder

– Expanding available services to home-delivered meals, nutritional supplements and medical 
nutrition therapy would be evaluated on similar lines

Elderly and Persons with Disabilities (EPD) 
Waiver: independent, supportive care at home



Medicaid Section 1115 Waiver and 
service-based investments

• What is it? 

• Section 1115 waivers provide states the broadest avenue possible to test new 

approaches in Medicaid, subject to strict evaluation for inclusion in benefit 

package

• Why is it important? 

• Biden administration has encouraged states to propose waivers that expand 

coverage, reduce disparities, and/or advance whole-person care, including by 

addressing health-related social needs (HRSNs)

• What could we do?

• Fall 2022 approval of 1115 waivers in four states (AR, AZ, MA and OR) signals 

CMS support for new state HRSN model, followed by 2023 HRSN approvals 

in CA, WA, IL, and others in progress (NY) or using similar authorities (RI, 

NC), all of which are worth exploring for implementation in DC. Scope and 

eligibility can vary by focus, as well as implementation models varying by 

geographic health care market structures

Link: Kaiser Health News -  Section 1115 Issue Brief

Link: Folder with CMS 1115 waiver approvals for selected states (maintained by DCPCA)

https://www.kff.org/medicaid/issue-brief/section-1115-waiver-watch-approvals-to-address-health-related-social-needs/
https://dcprimarycareassociation-my.sharepoint.com/:f:/g/personal/dpoms_dcpca_org/EtFSGrxUcGFOur1vJ_I-U8UBSYSyOnLGBeOOL-lTU1fUYA?e=IrF2w1


• HRSN services must be evidence-based, tying upstream service 
to preventing downstream health impact

• Medically appropriate for the beneficiary (not a blanket benefit 
for all)

• Evaluation hypotheses: “Broadening the availability of certain 
HRSN services is expected to promote coverage, access to and 
quality of care, improve health outcomes, reduce health 
disparities, and create long-term, more cost-effective alternatives 
or supplements to traditional medical services.”

– This set of criteria applies to inclusion of nutrition services in other 
waivers as well, such as the EPD waiver

• Provided states propose HRSN investment plans that meet this 
criteria, the federal government is just giving money away!* 

– *see terms and conditions (State Health & Value Strategy brief)

Common language among 2022 HRSN 1115 
Waivers – Demonstration Scope

https://www.shvs.org/wp-content/uploads/2022/12/SHVS_Recent-Updates-to-Section-1115-Waiver-Budget-Neutrality-Policy.pdf






Massachusetts Oregon Arkansas Arizona

ACO-enrolled members age 

0-64 who meet at least one 

health needs-based criteria:

• Behavioral Health 

• Complex physical health 

needs

• Assistance needed with 

one or more activities of 

daily living

• Repeated ED use

• Pregnant individuals

 and one social risk factor:

• Experiencing 

homelessness

• At risk of homelessness

• At risk for nutritional 

deficiency/imbalance

Populations eligible for 

HRSN services are 

experiencing major life 

transitions. 

• youth with special health 

care needs (YSHCN); 

• adults and youth 

discharged from IMDs; 

• adults and youth released 

from incarceration; 

• youth involved in child 

welfare system; 

• individuals transitioning 

from Medicaid-only to dual 

eligibility status; 

• individuals who are 

homeless or at risk of 

becoming homeless; 

• and individuals with high-

risk clinical needs residing 

in regions experiencing 

extreme weather events.

3 types of health 

homes are created 

for: 

• Rural individuals 

with SMI/SUD 

diagnosis,

•  Individuals with 

high-risk 

pregnancies/2 

years 

postpartum,

• and young adults 

at high risk for 

long term 

poverty

Enrollees who are 

homeless or at risk 

of becoming 

homeless and who 

meet at least one of 

a list of specified 

clinical and social 

risk criteria (e.g., 

SMI designation, 

high- cost high 

needs chronic 

health conditions or 

co-morbidities, or 

enrolled in AZ’s 

Long Term Care 

System)

2022 HRSN 1115 Waivers - 
Eligibility



Another Example: California 
Enhanced Care Management





Cautionary Note: individual interventions should be 
complementary to structural ones, not either/or

“The bottom line: Medicaid funds used for food programs 
may bolster nutrition "in a way that's important, but [it's] not 
the same way as giving people their own purchasing power," 
Gilkesson tells Axios.”

“CalAIM has the potential to dramatically improve the 
health of patients who are lucky enough to receive new 
benefits, Baackes said. But he isn’t convinced it will save 
the health care system money and believes it will leave 
behind millions of other patients...”

“We often discuss health using the metaphor of a stream, with upstream 
factors bringing downstream effects. Social needs interventions create a 
middle stream. They are further upstream than medical interventions, 
but not yet far enough. Social needs are the downstream manifestations 
of the impact of the social determinants of health on the 
community.  Improvements in our nation’s health can be achieved only 
when we have the commitment to move even further upstream to 
change the community conditions that make people sick. The demand 
for social needs interventions won’t stop until the true root causes are 
addressed.”



DC PACT BACKGROUND
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Racism and the lack 

of accountability, 

alignment and 

investment has led 

to inequitable social 

conditions, and 

inequitable health 

and well-being 

outcomes
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DC functions as 

a seamless 

accountable 

health 

community that 

provides care 

and the social 

conditions for 

racial equity, 

health equity, and 

community well-

being
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Build the movement to 

create a seamless 

accountable health 

community that achieves 

equitable individual and 

community well-being in 

the District of Columbia 

through community 

leadership, policy change, 

infrastructure 

development, and care 

improvement

DC PACT (Positive Accountable Community Transformation) is a 

Collective Impact coalition effort of community providers



#1: By December 2024, guide investment of health system resources to address 

social and structural determinants of health via Medicaid quality 

improvement and payment, social risk management, care model flexibility, 

community benefit, and/or Wellness Funds.

#2: By December 2024, implement DC PACT communication strategies to promote 

and sustain health system dialogue and action on the social determinants of health

#3: By December 2024, ensure all relevant DC PACT partner staff are using DC HIE-

connected technology solutions for social risk assessment and analytics, resource 

location, and care team coordination

#4: By December 2024, leverage citywide well-being assessment to drive health 

system accountability to community-defined progress measures on the social 

determinants of health

DC PACT Strategic Goals
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DC PACT Problem Definition 
Key Metric: Life Expectancy



The DC PACT origin story
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2016: Came together to apply for CMS’s Accountable Health Community pilot project

2017: Commitment to work together without CMS support through Collective Impact Model

2018: Completed a Common Agenda to define where we are and begin engaging more broadly

2019: Received DHCF Community Resource Inventory and Exchange (CoRIE) planning grant

2020: CoRIE technical development phase commenced, led by CRISP and 

DCPCA

2021: Updated our Common Agenda again

2022: Completed baseline data collection in Ward 8 (over 1000 residents 

surveyed) for community well-being assessment to drive health system 

accountability to community-defined priorities on health and social equity

2023: Began Social Care working group to advocate for 

best practice health system investment in social and 

structural determinants of health
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