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To assist the District of Columbia's efforts in preventing opioid overdose deaths through the utilization of 
prevention and intervention efforts. The Opioid Fatality Review Board’s (OFRB) review of opioid deaths 

and subsequent development of recommendations will improve the response of District Government 
agencies, private organizations, individuals, and the community to the opioid crisis. 
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Greetings from the Chief Medical Examiner 

The opioid crisis in the District of Columbia persists, with a significant 
number of overdose deaths attributed to fentanyl. This crisis affects 
the lives of our residents, particularly those in our most vulnerable 
communities. While overdose fatalities stemming from the opioid 
crisis remain a nationwide concern, the District of Columbia boasts a 
team of diverse leaders representing both government and 
community-based systems. These leaders are dedicated to 
addressing the most challenging aspects associated with opioid-
related deaths. The District of Columbia's Opioid Fatality Review 
Board (OFRB) continues to work to provide solutions to this complex 
issue.  

OFRB maintains its monthly meetings to tackle systemic issues and formulate recommendations that 
challenge conventional thinking about substance use disorder (SUD) and its treatment. Just as 
naloxone has transformed the chances of surviving an opioid overdose, we can continue working to 
enhance the prospects for those grappling with substance abuse dependencies in the District of 
Columbia. The OFRB's work provides a unique opportunity to assess our healthcare system and 
develop well-founded, yet robust recommendations to enhance SUD services throughout our 
exceptional city. 

Sincerely, 

Francisco J. Diaz, MD FCAP FASCP 
Chief Medical Examiner 
Office of the Chief Medical Examiner 
Washington, DC 
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Greetings from the Opioid Fatality Review Board Chair 

The District of Columbia is experiencing an unprecedented opioid overdose epidemic accompanied by an 
increase in opioid-related fatalities. This epidemic is driven primarily by fentanyl, and it continues to 
disproportionately affect African American residents in the city. The District of Columbia now has the highest 
rates in the country for both opioid-related morbidity and mortality. Information about practical solutions to 
opioid-related morbidity and mortality in the District of Columbia is scarce, meaning prevention and 
treatment entities are ill-equipped to deal with this problem. Creative solutions are required to mitigate this 
complex epidemic.  

It is an honor to serve as chair of the District’s OFRB. I commend Mayor Bowser’s innovation in forming this 
body and the hard work of my colleagues from District Government agencies that contribute to this effort. I 
continue to be inspired by the collective reverence for those we have lost and the determination to devise 
effective and timely solutions to save the lives of those at risk. 

In Truth and Service, 

Kenan Zamore, MPH  
Opioid Fatality Review Board Chair 

Greetings from the Opioid Fatality Review Board Vice-Chair 

OFRB continues its efforts to reduce the number of fatal and non-fatal overdoses. According to the Office 
of the Chief Medical Examiner, in 2022, there were 458 opioid-related fatal overdoses, with an average of 
38 deaths per month. The District of Columbia also experienced numerous non-fatal overdoses in 2022, as 
most opioid-related fatal overdoses contained fentanyl. OFRB continues to focus on innovative solutions to 
reduce opioid deaths by conducting retrospective case reviews and developing recommendations for 
relevant stakeholders. OFRB is driving systemic changes in District Government agency policies and 
programs. 

It remains an honor to serve as vice-chair of the OFRB. Although the challenge seems insurmountable, we 
will continue to tackle the diverse and difficult challenges of the opioid crisis, as this is our collective 
responsibility.  

Sincerely, 

Jewell J. Reddick, PharmD, Esq. 
Opioid Fatality Review Board Vice-Chair 
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Board Composition 

OFRB members include the following District Government agencies, community-based service 
providers, and residents affected by opioid drug overdose deaths.  

Kenan Zamore, MPH  
Chair 

Department of Health 

Jewell J. Reddick, PharmD, Esq. 
Vice-Chair 

 District Resident Member 

Alexandra Evans, MFS 
Chemist 

Department of Forensic Sciences 

Captain La'Kisha L. Lacey 
Street Calls Program 

Fire and Emergency Medical Services 

Ciena Bayard 
Forensic Toxicologist  

Office of the Chief Medical Examiner 

Elliot Tommingo 
 Director  

Mayor's Office of Veterans Affairs 

Reginald Whren Counselor 
Community Service 

Provider 

Commander Ramey Kyle 
Violent Crime Suppression Division 

Metropolitan Police Department 

Chaka A. Curtis, RN 
Psychiatric Nurse/PASRR Coordinator 

Department of Behavioral Health 

Dr. Richard S. Schottenfeld, M.D 
Professor and Chair of Psychiatry 

Howard University Hospital 

Tyrone Guyse 
Supervisory Special Agent 

 Drug Enforcement Administration 

Dr. Beth Jordan, MD, CCHP 
Medical Director Department of 

Corrections 

Rhonda Johnson 
Community 

Representing the District of Columbia 

Kevin Petty  
Community 

Representing the District of Columbia 

Dominique K. Vinson Program 
Analyst 

 Department of Human Services 

Dr. Barbara Wynter  
Chief Clinical Officer 

Court Services and Offender Supervision Agency 

Dr. Sharon Hunt (participant) State 
Opioid Treatment Authority 

Department of Behavioral Health 
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Executive Summary 

OFRB is proud to present its 2022 Annual Report to explore the root causes of overdose deaths in the 
District of Columbia. OFRB conducts retrospective reviews of opioid-related deaths, develops prevention-
focused recommendations and advocates for the implementation of systemic interventions that will serve 
the most impact in the District of Columbia.  

Authority 

OFRB was established by Mayor's Order 2019-0243 on May 2, 2019. 

OFRB falls under Goal 1 of LIVE. LONG. DC. – the District's Strategic Plan to reduce opioid use, misuse, and 
related deaths. The purpose of the strategic plan is to level-set and develop strategic goals through the 
utilization of a multidisciplinary approach, aiming to reduce opioid fatalities in the District of Columbia.  

Goal 1: Reduce legislative and regulatory barriers to establish comprehensive surveillance and response 
systems. This supports sustainable solutions to emerging trends in SUD, opioid-related non-fatal overdoses, 
and opioid-related fatalities.  

Methodology 

OFRB convenes on the second Tuesday of each month to review selected cases using a retrospective 
approach of multidisciplinary records of decedents who died from an opioid overdose. A Recommendations 
Subcommittee meeting is held to formally adopt recommendations proposed during official meetings.  
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An Overview of the Opioid Crisis in the District 1, 2 

The DC Office of the Chief Medical Examiner (OCME) investigated a total of 458 opioid-related fatal 
overdoses, with an average of 38 deaths per month.  

The crude mortality rate observed in 2022 was 68.2 deaths per 100,000 individuals, marking an increase 
since 2018. 3 

Opioid Decedent Demographics 

Age  
Three hundred and thirty-three (72%) of reported fatal opioid overdoses occurred among adults between 
the ages of 40 and 69, while 126 (30%) deaths occurred between people of ages 50 and 59. 

Race/Ethnicity  
Overall, 390 (85% ) of all opioid-related deaths were prevalent among African Americans. 

Gender 
Three hundred and thirty (72%) of the decedents were males. 

Jurisdiction of Residence  
Three hundred and one (66%) of the decedents were residents of the District of Columbia. High mortality 
rates were observed in Wards 5, 7, and 8 from 2017 through 2022.  

1Source: Epidemiology and Surveillance Reports | OCME (dc.gov) 
2 Source:  Opioid Overdose Dashboard
3 The crude mortality rate (CDR) is the total number of deaths in a year divided by the average total population.
Source: https://www.sciencedirect.com/topics/mathematics/crude-death-rate 

https://ocme.dc.gov/sites/default/files/dc/sites/ocme/Opioid%20related%20Overdoses%20Deaths%202017-2022.pdf
ttps://dataviz1.dc.gov/t/OCTO/views/DCHealthLiveLongDCDashboardFinal/OpioidLandingPage?%3AshowAppBanner=false&%3Adisplay_count=n&%3AshowVizHome=n&%3Aorigin=viz_share_link&%3Aembed=yes&%3Atoolbar=no
https://www.sciencedirect.com/topics/mathematics/crude-death-rate


9 | P a g e

Case Selection for OFRB Review 

The OCME Fatality Review Specialist requests DC Health’s Vital Records for opioid-involved deaths of 
adults who died in the District of Columbia. Cases identified for a full case review are selected based on the 
decedent's level of involvement with the District of Columbia’s government agencies. The selection offers a 
magnified systemic view of the role and impact of District Government agencies on decedents diagnosed 
with a substance use disorder. 

Decedent records are requested from the following District government agencies: 

Office of the Chief Medical Examiner (OCME) – Toxicology reports, death investigation 
reports, autopsy reports, and scene investigative reports. 

Metropolitan Police Department (MPD) – Police reports, investigative reports, arrest history, and 
death reports (PD 120). 

DC Department of Human Services (DHS) – Any records related to Temporary Assistance for 
Needy Families (TANF), Social Security Income (SSI), or Social Security Disability Income (SSDI), 
emergency housing, and homeless services. 

DC Department of Health (DC Health) – Vital records, Prescription Drug Monitoring Program 
(PDMP), and Naloxone distribution. 

DC Fire and Emergency Service Department (FEMS) – Emergency Medical and transport 
records, naloxone administrations, and non-fatal overdose history.  

Department of Forensic Sciences (DFS) - Data on substances tested or found during the death 
scene investigation. 

DC Department of Behavioral Health (DBH) – SUD services including detoxification, residential 
treatment, outpatient, prevention and recovery, records, and mental health-related diagnostic service 
assessments. 

DC Department of Health Care Finance (DHCF) – Insurance information and claim charges. 

Mayor's Office of Veterans Affairs (MOVA) – Medical records, treatment services, counseling, 
and community support records. 

Court Services and Offender Supervision Agency (CSOSA) – Supervised release records for 
previous offenders. 

Department of Corrections (DOC) – Incarceration history and relevant medical records. 

District of Columbia Superior Court – Criminal records including felony and misdemeanor charges 
with the disposition. 

Pretrial Services Agency (PSA) – Supervision, drug testing, and treatment service records from 
the Superior Court Drug Intervention Program (“Drug Court”). 

Drug Enforcement Agency (DEA) – Federal drug-related criminal investigations. 
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Individual Case Reviews 

OFRB completed seven (7) full case reviews in 2022 of decedents who died of an opioid overdose in 
the District of Columbia in 2020. Details of the findings include: 

Decedent Demographics/ 
Ward of Residence Cause of Death Associated Risk Factors 

36/African American/Male/ 
Ward 2 

Acute intoxication by the 
combined effects of 

diphenhydramine, ethanol, 
eutylone, and fentanyl 

 Chronic homelessness
 Adverse childhood

experiences (ACEs)
 Financial instability
 Substance use disorder
 Unresolved mental health

diagnoses
 Extended periods of

incarceration

45/African American/Male/ 
Ward 5 

Subdural Subarachnoid and 
Intracerebral hemorrhages in 

the setting of fentanyl and 
phencyclidine intoxication 

 Financial insecurity
 Housing insecurity
 Substance use disorder
 Unresolved mental health

diagnoses
 History of incarceration

26/White/Male/ 
Undomiciled 

Cocaine and fentanyl 
intoxication in the setting of 

hypothermia 

 Housing insecurity
 Financial insecurity
 Family history of substance

use
 Unresolved mental health

diagnosis

32/African American/Male/ 
Ward 8 

Acute intoxication by the 
combined effects of fentanyl 

and heroin 

 Financial insecurity
 Housing instability
 Unresolved mental health

diagnosis
 Polysubstance use

40/African American/Male/ 
Ward 5 

Combined toxic effects of 
cocaine, fentanyl, and heroin 

 Housing insecurity
 Financial insecurity
 Co-morbidities

55/African American/Male/ 
Undomiciled 

Combined toxic effects of 
cocaethylene, cocaine, 

fentanyl, and heroin 

 Housing Insecurity
 Depression
 Suicidal ideation
 Polysubstance use

50/African American/Male/ 
Ward 5 

Cocaine and fentanyl 
intoxication 

 Polysubstance use
 Housing instability
 Unresolved mental health

diagnosis
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OFRB 2022 Case Review Findings and Observations: 

Since OFRB was established in May 2019, several recommendations have been developed to meet its goal 
of mitigating opioid-related fatalities. The table below highlights common findings and observations noted 
by OFRB of cases reviewed in 2022.  

Many of the decedents reviewed lacked ongoing comprehensive care 
services. An integrated and continuous care approach promotes sustained 
recovery, reduces the risk of adverse outcomes, and is essential in 
addressing the complex needs of individuals with opioid use disorder. 
Considering these findings, it is evident that maintaining continuity of care 
is essential in addressing the opioid crisis in the District of Columbia by 
ensuring that individuals with opioid use disorder receive the necessary 
support and treatment to achieve lasting recovery. 

Stigmatization of individuals with substance use disorders (SUD) can deter 
them from seeking treatment. Reducing the stigma and improving access 
and availability of treatment services are ongoing challenges in the District 
of Columbia. 

Social factors such as financial insecurity, lack of education, and access to 
healthcare can increase the risk of SUD. Addressing the social determinants 
of health is integral to prevention efforts. 

To address the opioid crisis in the District of Columbia effectively, it is 
imperative to incorporate trauma-informed care into opioid use disorder 
treatment strategies. Trauma-informed care recognizes the prevalence and 
profound impact of trauma and integrates trauma-sensitive approaches 
into the treatment of individuals with opioid use disorder. This approach has 
shown significant promise in enhancing outcomes for those battling opioid 
addiction. Several District agencies, including DBH and DOC, offer trauma-
informed services to residents of the District of Columbia. 

SUD is influenced by a combination of genetic, environmental, and 
psychological factors. Some individuals may be more genetically 
predisposed to addiction because of environmental stressors and trauma.  

The Social 
Determinants of 

Life 

Opioid Use 
Disorder And 

Trauma 
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OFRB 2022 Statistical Case Summary 

The following is a statistical summary of 391 decedents who died of an opioid overdose in the District of 
Columbia in 2020. This information was gathered from DC Health Vital Statistics - Death Certificate, 
OCME, DHCF, DBH, MOVA, DHS, and DOC.  

The following information was observed among these cases: 

Two hundred and seventy-eight (71%) of the decedents were male. Three hundred and thirty-four (85%) were 
Black. Approximately 180 (46%) of the DC residents who died at home resided in Ward 7 (22%) and Ward 
8 (22%). In the review of toxicology reports, fentanyl was detected in 360 (92%) of the cases, with 29 (7.5%) 
instances of Acetyl fentanyl present.4 The demographic descriptive summary, along with the toxicology 
reports, highlights the fatal effects of fentanyl on those with SUD.  

Records indicated 240 (61%) of the decedents had no prior documented overdoses. In some cases, 
decedents may have been using heroin for years without any documented overdose. It was not known if 
Narcan was used, available, or if it was present at the scene(s). Additionally, OCME records indicated 298 
(76%) of the decedents had no evidence of previous treatment. Regarding agency involvement, records 
indicated more than half of the decedents in this review were known to DOC (52%), DBH (68%), and DHCF 
(80%). The goal of the multi-system involvement is to assist District agencies in developing more targeted 
programs for at-risk populations.  

Opioid-related deaths were more common among men than women. Seventy-one percent of the cases 
reviewed involved men and 29% involved women. 

4 Acetyl fentanyl, like the schedule II opioid fentanyl, is a potent opioid analgesic. The abuse of acetyl fentanyl has been linked to overdose deaths in the United 
States. Source: https://www.deadiversion.usdoj.gov/drug_chem_info/acetylfentanyl.pdf  

0 50 100 150 200 250 300

Men

Women

279

112

Figure 1:  OFRB 2022 Statistical Reviews:  Decedent Gender

https://www.deadiversion.usdoj.gov/drug_chem_info/acetylfentanyl.pdf
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As indicated in Figure 2, 
most OFRB case reviews 
involved Black 
Americans (334, 85%). 

Most OFRB decedent case 
reviews involved older 
individuals between the ages 
of 50-59 (116, 30%) and 60-
69 (105, 27%). 
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Figure 2:  OFRB 2023 Case Reviews
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Figure 3:  OFRB 2022 Case Reviews - Decedent Age 



14 | P a g e

Figure 4. 2020 OFRB Decedent State of Residence 

State of Residence № of Decedents 
(%) 

DC 292 (74) According to the death certificates, 
approximately 292 (74%) of the decedents 
resided in the District, 50 (13%) in Maryland, 
12 (3%) in Virginia, and 20 (5%) were 
undomiciled. Outside of the area, 5 (1%) of 
the decedents resided in West Virginia, 4 
(1%) in North Carolina, and 3 (1%) in Florida. 
Additionally, 5 (1%) of the decedents lived in 
other states, including Arizona, Delaware, 
Pennsylvania, California, and Georgia, with 
one individual residing in each state. 

MD 13 (50) 

Undomiciled/Homeless 20 (5) 

VA 12 (3) 

NC 2 (1) 

AZ/DE/PA/GA 5 (1) 

WV 4 (1) 

FL 3 (1) 

Figure 5. 2020 OFRB Injury Locations 

Injury Location № of Decedents (%) 
Home 178 (46) 

Hospital 73 (19) 
Non-Residence 69 (18) 

Outside 31 (8) 
Shelter 16 (4) 
Vehicle 10 (3) 
Hotel 7 (2) 
Other 6 (2) 

Nursing Home 1 (1) 

Almost half of the fatalities, 178 (46%), occurred at the decedent’s home. However, 73 (19%) died at a 
hospital, and 69 (18%) in a non-residential building.5 Additionally, 31 (8%) died outside, 16 (4%) at a shelter, 
10 (3%) in a vehicle, 7 (2%) in a hotel, and 6 (2%) in the other category. 6 Lastly, approximately 1 (1%) of the 
decedents died in a nursing home. 

5 The non-residence location means that the decedent did not die at their residence, but at a friend’s place, restaurant, work, etc. 
6 If the decedent died outside, locations such as an alleyway, homeless encampment, bus stop, etc., are included in this category.  The other category included 
decedents found in the water (2), a portable restroom (2), and a hallway (1).
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Residence 

Of the 292 decedents who resided in the District of Columbia, 75 (26%) resided in Ward 8, 54 (19%) in Ward 
7, 53 (19%) in Ward 5, 41 (14%) in Ward 6, 26 (9%) in Ward 1, 21 (7%) in Ward 4, 10 (3%) in Ward 2, and 12 
(4%) in Ward 3.  

Injury 

Of the 178 (46%) residents who died at home, 39 (22%) lived in Ward 8, 40 (22%) in Ward 7, 30 (17%) in 
Ward 5, 23 (13%) in Ward 6, 16 (9%) in Ward 4, 15 (8%) in Ward 1, 8 (4%) in Ward 3, and 7 (4%) in Ward 2. 

The causes of death from fatal overdoses often involve multiple illicit drugs. According to the death 
certificates of the 391 decedents, fentanyl was detected in 359 (92%) of the post-mortem samples. 
Additionally, 137 (35%) of the decedents had cocaine or its metabolite in their system, while heroin was 
present in 97 (25%) of the cases. Furthermore, 88 (23%) had alcohol detected. Sixty-three (16%) had PCP 
present, 38 (10%) of the decedents had a fentanyl analog, 30 (8%) had methadone, and 19 (5%) had 
benzodiazepines present.  

Of the 38 (10%) cases with fentanyl analogs, Acetyl fentanyl was identified in 29 (7.4%) decedents, 6 (1.5%) 
of Para-Fluoroisobutyryl fentanyl, and 6 (1.5%) instances of Valeryl fentanyl were also present in cases.7 

Previous Overdoses 

According to OCME records, 240 (61%) of the decedents had 
no previously documented overdose, 62 (16%) had an overdose 
between one month and a year prior to their death, 43 (11%) had 
an overdose more than a year ago, 34 (9%) had an overdose 
within the last month, and 12 (3%) had an overdose recorded, but 
the timing was unknown. Specific information regarding the total 
number of overdoses a person experienced in the past was not 
available. 

7 Para-Fluoroisobutyryl fentanyl and Valeryl fentanyl are DEA Schedule I controlled substances. 

https://pubchem.ncbi.nlm.nih.gov/compound/fentanyl
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Figure 6:  OFRB 2022 Case Reviews – Decedent History of Substance Use Treatment 

Type of treatment 
№ of 

Decedents 
(%) 

Description 

Current Treatment 52 (13) According to DHCF records, 298 (76%) decedents did 
not have documentation of treatment, 52 (13%) were 
currently seeking treatment prior to their death, and 41 
(10%) of the decedents had sought treatment in the past. 

No evidence of treatment 298 (76) 
Treated in the past 41 (10) 

Systems Involvement 

The following is a breakdown of decedents’ involvement with District Government agencies: 

Systems Involvement 2020 OFRB Decedents Known to the agency 
Agency Names Yes (%) No (%) 

Mayor’s Office of Veteran Affairs (MOVA)  a 21 (5) 338 (87) 
Department of Healthcare Finance (DHCF)  b 313 (80) 78 (20) 
Department of Corrections (DOC)  c 205 (52) 186 (48) 
Department of Behavioral Health (DBH) d 265 (68) 126 (32) 
Department of Human Services (DHS) e 196 (50) 195 (50) 

a. As indicated on the death certificate, 338 (87%) had no previous military involvement.
Twenty-one (5%) were previously enlisted in the U.S. Armed Forces.  

b. Three hundred and thirteen (80%) of the decedents were known to DHCF.

c. Two hundred and five (52%) of the decedents were known to DOC.

d. Two hundred sixty-five (68%) were known to DBH either through 35 K Mental Health Clinic 8 or the
ARC SUD Center. Of these decedents, records indicate 234 (88%) received services from the 
Stabilization Center, and 213 were recognized at the ARC SUD Center, 9while 181 received services from 
both programs. 

e. One hundred ninety-six decedents (50%) were known to DHS. These decedents received Emergency
Rental Assistance, Supplemental Nutrition Assistance (SNAP) and Temporary Assistance to Needy 
Families (TANF). 

8 The same day urgent care provides assessment, counseling, psychiatric evaluation and medical management.  
9 ARC (SUD): A referral and assessment center for SUD.   
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Recommendations 

The following recommendations were adopted by OFRB following its’ retrospective case reviews. The 
recommendations were sent to District Government agencies to address care coordination and prevention 
services for individuals with SUD. District Government Agencies provided their responses and plans to 
implement or modify the recommendations.  

Recommendation #1 

To improve care coordination for clients who become disconnected from treatment, DBH and DC Health 
should engage providers and develop protocols/practices to improve linkages with community response 
teams and certified peer recovery specialists. 

DBH accepted the recommendation with modification. 

Modification: To improve care coordination for clients who become disconnected from treatment, DBH 
should engage providers and develop protocols/practices to improve linkages with community response 
teams and certified peer recovery specialists. 

Best Practices 

DBH is committed to improving care coordination and transition planning in the SUD system of care. 

The following is the framework that is guiding the care coordination model being implemented by the 
State Opioid Response (SOR) grantees and the DBH Intensive Care Coordination Teams. 

• Individuals with “lived experience” are part of the seven SOR-funded community-based provider Care
Management Teams and will work in collaboration with the DBH Intensive Care Coordination Teams.

• SUD is a chronic, relapsing disease; therefore, services will be easily accessible from these teams at
non-traditional hours.

• Care will be individualized.

• Care will be culturally and linguistically competent.

Models/tools that have been explored to enhance the outcomes for the current teams: 

• Recovery Monitoring and Support (RMS), an evidence-based model developed by Chestnut Health
Systems that is implemented with individuals after discharge from an acute episode of treatment,
regardless of whether or not the treatment was completed can be used to facilitate the care
coordination and consumer support process. Staff support clients with: (1) monitoring of substance use
and use triggers; (2) recovery support designed to increase recovery capital; and when needed, (3)
early re-intervention and linkage back to treatment.

• Recovery Capital (REC-CAP), an evidence-based assessment and recovery planning instrument
developed by Dr. David Best. It assesses an individual’s recovery strengths, barriers, and unmet service
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needs; supports trained navigators to guide individuals in the execution of concrete recovery goals; 
and delivers longitudinal measurement of recovery capital gains over quarterly intervals.  

• Recovery-Oriented System of Care (ROSC), a coordinated network of community-based services and
support that is person-centered and builds on the strengths and resilience of individuals, families, and
communities to achieve abstinence and improved health, wellness, and quality of life for those with or
at risk of alcohol and drug problems.

Specific actions planned towards implementation: 

Multiple initiatives are underway to address elements of care coordination: SUD Capacity Grant, SOR 
care management, 1115 Waiver Transition Planning Benefit, and key performance indicators for medically 
monitored withdrawal management and residential SUD step downs. Staff leading these initiatives will 
develop a coordinated plan to improve outcomes for clients. 

• Teams will meet by January 15 to discuss each of these initiatives and how they can complement each
other and look for duplication of efforts.

• By February 15, develop similar outcome measures where applicable to allow for comparison across
initiatives.

• Meet with DBH Consumer and Family Affairs Director by January 15 to discuss how to use DBH
certified peer specialists for deployment for outreach and engagement.

• Develop a process for stakeholders to make a request for services from an ICC Team or a peer team.

Specific actions taken to date towards implementation: 

• DBH finalized a bulletin (122) on March 16, 2020, explaining DBH’s expectations for all providers to
provide quality care coordination for clients, ensuring that their needs beyond the current treatment
episode are addressed while in care. DBH updated this bulletin November 17, 2022.

• DBH awarded seven SOR care management grants at the end of FY21 and is continued to fund them
through FY23. The care management teams work with complex (e.g., lengthy behavioral health
treatment history, hospitalizations, interactions with the criminal justice system, history of non-fatal
overdoses) and clients who are diagnosed with opioid use disorder (OUD) or stimulant use disorder
(STUD).

• DBH has formed Intensive Care Coordination Teams that will eventually have the capacity to see 460
clients.

Expected outcomes: 

• Clients are getting connected to the level of care needed.

• Improves positive outcomes (e.g., retention in behavioral health treatment and improved physical
health) and reduces negative outcomes (e.g., overdoses and emergency department visits).
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Time Period to Achieve Outcome: Ongoing 

Measurable indicators/milestones related to implementation that can be reported on a regular basis: 
Adopt a plan for collaboration across care management/transition planning work. 

1. Once the plan is implemented, improved client outcomes will be seen in the following domains:
a. Employment
b. Housing
c. Engagement in mental health care as needed
d. Engagement in medical care as needed
e. Engagement in long-term recovery activities
f. Benefits attainment

i. Medicaid
ii. SSI/SSDI
iii. Food Stamps

2. Substance use reduction
3. Decrease in overdose

Reduction in re-admissions to higher levels of care. 

Time Period to Achieve Outcome: Ongoing 

Recommendation #2 

FEMS in partnership with the DC hospital association should improve data collection and documentation 
practices by revisiting patients transported to the hospital categorized as “Jane/John Doe” by linking a 
patient’s incident # and medical record # in safety pad to refer them to appropriate services. 

FEMS accepted the recommendation with modification. 

Modification: FEMS in partnership with the DC hospital association should improve data collection 
and documentation practices by revisiting patients transported to the hospital categorized as 
“Jane/John Doe” by linking a patient’s incident # and hospital # provided by a Health Data Exchange. 
(HDE).  
Specific actions planned towards implementation: FEMS and George Washington University 
Hospital are currently linked via health data exchange. Hospitals will refer transported patients to 
appropriate services.  

Expected Outcomes: HDEs allow two data systems to exchange information. Medstar and George 
Washington University Hospital shall link with Sibley and United Medical Center. Howard University 
Hospital is currently not participating.  

Time Period to Achieve Outcome: May 1, 2023. 

Measurable indicators/milestones related to implementation that can be reported on a regular basis:  
1) Sibley participation in HDE      Date: October 1, 2023 
2) United Medical Center participation in HDE   Date: October 1, 2023 
3) Howard University Hospital participation in HDE    Date: October 1, 2024



20 | P a g e

Recommendation #3 

When a patient is suspected of a drug overdose on admission, all DC Hospitals should obtain and 
preserve blood and urine samples. DFS shall develop a mechanism for receiving and testing these 
samples. A monthly surveillance report will be disseminated to all DC Hospitals and other official 
stakeholders. 

DFS declined the recommendation with an explanation and alternative recommendation for 
the following reasons: 

1. DFS does not currently have funding, staff, or logistics in place to implement such a project.

2. DFS does not have authority over District hospitals, and therefore, cannot govern compliance with
hospital collection of specimens needed for clinical toxicological testing at DFS, nor ensuring 
“standardization in practice” as stated in the statement of need. 

3. DFS believes this project will increase the burden on District hospitals for their role providing additional
specimen collection and administrative duties related to physician requests for additional clinical testing. 

4. No cost-benefit analysis or public policy evaluation has been provided to support the necessity of
clinical toxicological testing performed outside of District hospitals. 

5. No articulated purpose for this project, or clarification on what a monthly surveillance report would
achieve, has been provided. 

6. Recommendation does not address patient consent for the physician to order further clinical diagnostic
testing, suggested to be performed at DFS. This would open DFS and hospitals to HIPAA health 
information privacy rights violations, when patient information with personal identifiers (i.e., name and 
home address) is shared without consent. Additionally, if these results are provided to law enforcement, 
this would open DFS and hospitals to further civil rights violation claims, such as was the case in Ferguson 
vs. City of Charleston (2001), when personal identifiers and drug testing results were shared with law 
enforcement, then used to arrest defendants. In this case, “reporting of positive test results to police, were 
unreasonable searches absent patients’ consent, in view of policy’s law enforcement purpose” and 
considered a violation of the Fourth Amendment 

Alternative Recommendation: 
DFS alternatively recommends that this recommendation be directed towards an agency with the proper 
authority over District hospital toxicology testing, such as DCHA or DC Health, who can assess whether 
an outside laboratory is necessary to supplement existing in-house toxicology testing and go through the 
proper channels of outsourcing clinical diagnostic testing. 

Recommendation #4 

OCME should obtain blood samples and perform toxicology testing for all cases where there is a potential 
drug overdose and the individual dies within a hospital setting. 

OCME did not accept this recommendation. OCME provided an explanation and an 
alternative recommendation. 
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Best Practices: In cases where OCME retrieves a decedent from a hospital, OCME 
investigators routinely request any blood samples drawn on admission. The OCME electronic records 
system does not have a means of documenting that an admission blood sample was requested beyond 
the investigator’s noting in a narrative report. Being routine practice, making the request to a 
hospital is not generally noted. 

The Board may ask why a blood sample is not tested for every decedent if OCME Investigations is 
routinely requesting them. A hospital’s priority is rightly to resuscitate a patient on admission, and an 
admission specimen for OCME toxicology testing may not be available or reliable: 

1. A blood sample may not be drawn at the time of admission due to the patient’s condition or other
circumstances such as ER staffing, etc. 

2. An inadequate amount of blood may remain after the hospital completes its testing.

3. Blood drawn after fluid resuscitation efforts will be diluted and therefore not a reliable specimen. The
fluid resuscitation effort may begin with EMS before admission. 

4. Blood drawn after the time of admission is unreliable due to metabolism, pharmaceutical interventions,
and fluid resuscitation. 

5. Hospital toxicology testing may or may not be adequate for a medical examiner’s basis in determining
the cause and manner of death; and 

6. A medical examiner has discretion as to what testing and consultation is appropriate for a particular
case, keeping in mind the reasonable allocation of resources, to determine cause and manner of death. 

Alternative Recommendation: 
OCME investigators will continue their current practice of routinely requesting admission blood 
specimens from hospitals. A new electronic records system may have the capacity to document such a 
request. When available, the admission blood specimens will undergo toxicology analysis as requested by 
the medical examiner.  

Recommendation #5 

DBH should refine their disenrollment policy and ensure that a comprehensive approach is in place to 
engage consumers in opioid treatment programs. The policy should include intensive outreach efforts (i.e. 
home visit) to clients who are referred, refuse or become dis-enrolled. 

DBH accepted the recommendation with modification. 

Modification and specific actions planned towards implementation: DBH is proposing to amend its 
substance use disorder treatment and recovery certification regulation (22A DCMR Chapter 63) to add 
a section on disenrollment, discharge, and continuity of care. This section would include a requirement 
that providers make three (3) attempts by phone to clients who are lost to care. If those attempts are 
unsuccessful, the provider would be required to notify the Department to implement a more intensive 
outreach and engagement approach. 
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Specific actions taken to date towards implementation: 

New section drafted by December 31, 2022  
Office of the General Council reviews and provides feedback (TBD) 
Rulemaking is routed (TBD) 
External review (TBD) 
Rule published (TBD) 

Expected Outcomes: When providers comply with the regulation, there is an increase in client 
retention in care. 

Measurable indicators/milestones related to implementation that can be reported on a regular basis 

1) Rule is published and % retention in care reported    Date: Quarterly

Recommendation #6 

DBH should revisit a capture/recapture program model to address individuals who become dis-enrolled 
with mental health and MAT services, especially when they present to any District government 
agency/program. 

DBH accepted the recommendation. 

Best Practice: Intensive outreach and engagement, especially when implemented by individuals 
with “lived experience,” is often necessary to re-engage individuals who have been lost to care. 

Specific actions planned towards implementation: DBH is in the process of planning for a pilot that 
will have staff at Opioid Treatment Programs (OTPs) obtain consent from each client in the OTP to 
allow them to make a referral to a State Opioid Response (SOR) care management grantee in 
case the individual is lost to care or needs extra support to remain consistent with treatment. 

• DBH SUD and SOR teams meet with providers to discuss the workflow (occurred Summer 2022)
• DBH SUD and SOR teams meet with DBH IT team to discuss workflow (occurred Summer 2022)
• IT team makes changes in DATAWITS (in process)
• Providers and care management grantees are trained in the new process (January 2023)
• Pilot is implemented (February 2023)

Specific actions taken to date towards implementation:  
The pilot has been discussed multiple times at monthly OTP meetings to get feedback on the workflow. 
Care management teams have begun to build relationships with OTPs.  

DBH staff (SUD team, IT team, SOR team) have developed a workflow that outlines how this will happen 
in DATAWITS. 

Expected outcomes: There is an increase in client retention in care. 
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Measurable indicators/milestones related to implementation that can be reported on a regular basis:  

1) % retention in care reported      Date:  Quarterly

Recommendation #7 

DBH should provide training to community service providers and conduct a social media campaign to 
address co-occurring disorders related to mental health (trauma/stigmas) and opioid or other substance 
use disorders. The campaign should target stigmas and other deterrents to treatment. 

DBH accepted the recommendation with modification. 

Best Practices: Integrated whole-person care has shown to improve patient outcomes and 
increase beneficiary and provider satisfaction. 

Modification and specific actions planned towards implementation: 
• DHCF in partnership with Health Management Associates has developed the Integrated Care

DC program, a five-year technical assistance program aimed to facilitate individualized technical 
assistance and training/coaching to support Medicaid providers’ efforts to provide whole-person 
care by integrating care for physical, behavioral health, and substance use disorder conditions of 
Medicaid beneficiaries. 

They offer several options for participation, included in the list below: 
• Access the Integrated Care DC program website for program-wide announcements, evidence-

based resources, and tools. 
• Engage in monthly virtual learning sessions and webinars to learn and share best practices with

other providers and partners. 
1. Enroll in individual practice coaching for provider teams, including customized support from

an HMA coach. Interested providers must complete a brief application and commit to 
participating in individualized coaching over a minimum one-year period to work toward 
practice transformation goals. 

Specific actions taken to date towards implementation: The Integrated Care DC program started 
in January 2021. Technical assistance and learning collaboratives have been available continuously 
during this time. 

Expected outcomes:  
Provide individualized technical assistance among interdisciplinary care teams across seven (7) priority 
provider groups to improve care and patient outcomes within three practice transformation core 
competencies: 

• Delivering person-centered care across the care continuum
• Using data and population health analytics
• Engaging leadership to support person-centered, value-based care

2. Provide community learning opportunities, webinars, and provider resource website to support
Medicaid provider learning on integrated care. 
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3. DBH will conduct social media around co-occurring disorders.

4. DBH and DHCF are partnering around the SAMHSA FY 2023 Cooperative Agreements for Certified
Community Behavioral Health Clinic (CCBHC) Planning Grant, which will address co-occurring disorders 
and is due to begin March 2023. 

Time Period to Achieve Outcome: Aug 2020 - Aug 2024 (expected contract end date) 

Measurable indicators/milestones related to implementation that can be reported on a regular basis:  

1) Individualized TA recipients will demonstrate improvement on use of integrated care teams and
population health management leveraging the DC HIE based on TA assessment score.
Date: Each contract year

2) Have 20 providers entities participate annually in individualized TA
Date: Each contract year

3) Have 50 or more provider entities attend community learning annually (live or asynchronous
attendance)
Date: Each contract year

4) DHCF will share information on webinars and integrated care learning topics via bimonthly
newsletter to 2000 or more email subscribers. DBH will share information about co-occurring
disorders on social media.
Date: Each contract year

5) Apply for CCBHC planning grant.
Date: December 16, 2022

Recommendation #8 

DBH should include the messaging, “Do not use alone” as a part of their communications campaign. 

DBH accepted the recommendation. 

Best Practices: Messaging needs to be succinct and written in a manner that needs to be understood 
by the targeted population. 

Specific actions planned towards implementation: DBH will add the messaging “don’t use alone” 
to future communications as appropriate including printed materials. 

Describe specific actions taken to date towards implementation: DBH has added “don’t use alone” 
on the most recent fact sheet on Xylazine. 

Expected Outcomes: “Don’t use alone” will be added to future communications as appropriate 
including printed materials.  

Time Period to Achieve Outcome: September 1, 2023 
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Measurable indicators/milestones related to implementation that can be reported on a regular basis: 

1) Indicator/milestones: DBH Communications Team will collaborate with the social marketing
contractor weekly to determine which communications and materials will include the messaging
“don’t use alone.”

Recommendation #9 

DC Health should coordinate a program to place public health machines/vending machines in at-risk 
areas to expand access to naloxone, fentanyl test strips, and needles. DHS, DBH, Federal Mediation & 
Conciliation Service (FMCS), and Harm Reduction Experts Improving Lives (HIPS) should be included in 
the discussions when determining contents of the machines at shelters to further raise awareness in the 
community of the machines and how to utilize the contents. 

DC Health accepted the recommendation. 

Best Practices: Engaged with Southern Nevada Health District on their experience standing up a vending 
machine program and fostered partnership with DC Fire Department on select placements. 

Specific actions planned towards implementation (include steps and timetable): Prepare staff and 
stock machines (i.e. Narcan, safer sex kits, etc.) for use (March 2023); host a series of focus groups to 
prepare the community and garner partnerships (Feb/March 2023). 

Specific actions taken to date towards implementation: Published Request for Applications (RFA); 
identified and awarded two Community-Based Organizations (CBO); secured four locations for machines 
with an additional two locations in progress. 

Expected Outcomes: Place six harm reduction vending machines throughout the District of Columbia. 
Time Period to Achieve Outcome: Ongoing      

Measurable indicators/milestones related to implementation that can be reported on regular basis:  

1) Number and type of products distributed by location, utilization of specific products, access to
health and opioid prevention related products, engagement in care.
Date: September 30, 2023

2) Number of encounters by location, Number of individual consumers, identification of products that
meet a gap.
Date: September 30, 2023

3) Amount of Narcan distributed by location
Date: September 30, 2023

Recommendation #10 

DBH, in partnership with other District Government agencies, should explore additional strategies 
to expand their reach and connect individuals to peer specialist’s and SUD/Mental Health 
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resources available throughout the District through sites such as myrecoverydc.org. This 
information should be linked to and available via all government agency websites. 

DBH accepted this recommendation with modification 

Modification: DBH and the Deputy Mayor for Health and Human Services (DMHHS) and the 
Executive Office of the Mayor (EOM), in partnership with other District agencies, should explore 
additional strategies to expand DBH’s reach and connect individuals to peer support recovery 
specialists and SUD/Mental Health resources available throughout the District through sites such as 
myrecoverydc.org and the DBH website. This information should be linked to and available via all 
government agency websites. 

Best Practices: Information should be easily accessible in a user-friendly format. 

Specific actions planned towards implementation: 
• The DBH public information officer (PIO) will address in collaboration with the DMHHS EOM

cluster lead during the weekly PIO call with government partners and create a plan for 
implementation.  

• DBH creates text to be shared on governmental partners sites.
• Governmental partners post link.

Expected outcomes:   
Each government website will have links to websites that share information about how to get connected 
to behavioral health resources.  

Measurable indicators/milestones related to implementation that can be reported on a regular basis:  
1) PIOs meet to develop a plan.

Date: November 1, 2023 

2) Text is created for websites.
Date: December 1, 2023

3) Anyone going to a government website is directed to behavioral health resources.
Date: December 15, 2023

Recommendation #11 

DBH in collaboration with DC Health should develop a messaging system to immediately inform the 
community when there is a spike in overdoses/ toxic supply. 

DBH accepted this recommendation with modification. 

Modification: DBH in collaboration with DC Health should develop a messaging system to 
immediately inform the community when there is a spike in overdoses and work with DFS to notify the 
community when there is a toxic supply. 

Best Practices: 
1. Be as specific as possible about what drugs are impacted and what is in the supply.
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2. Have actionable messaging, such as “don’t use alone” and “carry naloxone.”

Specific actions planned towards implementation (include steps and timetable): 
• DBH has developed a communications plan to respond to unusually high suspected overdoses in

a 24-hour period (ODMAP overdose spikes). 
• DBH will meet with DC Health and DFS to develop a plan for the response to the “toxic” supply.

Date: November 1, 2023
• DBH will incorporate that response into the current communications plan.

Date: November 15, 2023
• This plan will be shared on LIVE.LONG.DC. website and will begin implementation.

Date: December 1, 2023

Expected outcomes:  When there is an unusually high number of overdoses/a noted “toxic” supply, 
the community will be informed within 24 hours.  
Time Period to Achieve Outcome: December 1, 2023  

Measurable indicators/milestones related to implementation that can be reported on a regular basis:  

1) Community outreach workers are deployed to affected areas within 24 hours to disseminate harm
reduction tools.

2) If this is word specific, communication is sent to ward list.
3) If Citywide specific, communication is sent to LIVE.LONG.DC. listserv.
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