
DC POSITIVE ACCOUNTABLE COMMUNITY TRANSFORMATION (PACT) 
COMMON AGENDA 
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S Health and social needs 
are human rights for all 

DC residents which 
require the equitable 

and sustainable 
distribution of resources 

Partners commit to shared 
responsibility, accountability, 

and transparency as 
necessary components of 

work performed in the service 
of health equity and justice 

Goals and 
interventions will 
be data-focused, 

driven by person-
centered outcomes, 
and transformative 

Work will be coordinated across 
community services and sectors 

resulting in respectful and 
compassionate care that empowers 
District residents with the greatest 

health and social needs 

We prioritize 
creativity, flexibility, 

innovation, and 
vision in determining 

the coalition’s 
strategic priorities 
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 A structural lack of shared accountability and 
collaboration amongst health systems and 

community resource organizations in 
addressing social needs has contributed to 
poor health outcomes and health inequity V
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 DC functions as a seamless 

accountable health community 
that addresses unmet social 

needs to improve health and 
increase equity M
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 Build the movement to reframe the 
culture of care delivery to address social 
needs, improve health outcomes, and 

increase health equity in the  
District of Columbia 
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#1:  By December 2020, standardize social needs screening citywide 
and establish DC PACT expertise on analysis, reporting, and 

dissemination of social needs and health outcomes data  

#2:  By December 2020, position DC PACT as a clearinghouse and 
hub for health system action to address social needs and 

improve health equity  

#3: By December 2020, leverage a bidirectional cloud-based health 
information exchange to identify the social needs of patients, 

facilitate high quality care coordination, and enable staff to provide 
effective referrals that can be tracked in a standardized process 

#4:  By December 2020, for the highest risk/cost members, 
leveraging all information and assessments currently available, 

address unmet social needs for 90% of the target population 
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 Screening and Information Exchange working group (goals 1 and 3) 
1) Process map and gap analysis of referral processes 
2) Write a resource and governance plan for data exchange 
3) Develop a data dictionary for health exchange 
4) Create partnership development plan for exchange users 

5) [Hold for additional items on goal #1) 

Addressing Unmet Social Needs working group (goals 2 and 4) 
1) Define and map target population 
2) Map resources available 
3) Gap analysis between population and resource availability 
4) Develop service and outreach plan  

5) [Hold for additional items on goal #2) 


