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Introduction to the Public Health Impact Study of Prince George’s County

Prince George’s County, Maryland is poised for changes that will lead to improved 

health and quality of life for its citizens. Plans for a transformed new regional health 

care system that focuses on population health are under way through a unique 

partnership among the County, the state and academic and health care institutions. 

These plans come at a time of great momentum at the national, state and County 

levels to advance health care reform and eliminate health disparities. 

On June 28, 2012, the Supreme Court 
upheld the constitutionality of the 
Patient Protection and Affordable Care 
Act (ACA). Under the leadership of the 
O’Malley-Brown administration, the 
state of Maryland has created a Health 
Benefit Exchange, designed to expand 
health care coverage and fulfill the 
provisions of the ACA. The state also is 

proactively pursuing strategies to pro-
mote health equity, as demonstrated 
by the passage of legislation creating 

“health enterprise zones” to expand and 
improve access to care in underserved 
areas. Prince George’s County Execu-
tive Rushern L. Baker, III has placed 
health as one of his administration’s 
top priorities, and together with the 
County Council has taken deliberate 
steps to enhance the County’s safety 
net system and to address social and 
environmental determinants of health.

To inform the design of this new 
system to improve health and health 
care in Prince George’s County, the 
University of Maryland School of 
Public Health was commissioned to 
assess the proposed system’s potential 
public health impact and to answer 
key questions. The study sponsors are 
Prince George’s County, the Maryland 
Department of Health and Mental 
Hygiene (DHMH), the University 
of Maryland Medical System and 
Dimensions Healthcare System. These 
parties, plus the University System of 
Maryland, signed a Memorandum of 
Understanding in July 2011 to address 
long-standing challenges and gaps in 
the health care delivery system and 
achieve improved health for the County. 

The Public Health Impact Study of 
Prince George’s County comes at an 
early stage in the development of a 

“strategy to transform the system into 
an efficient, effective and financially 
viable healthcare delivery system with 
a regional medical center,” a system 
that is “supported by a comprehensive 
ambulatory care network, which will 
improve the health of residents of the 
County and Southern Maryland region 
by providing community-based access 
to high quality, cost-effective medical 
care” (from the July 2011 Memoran-
dum of Understanding).

An interdisciplinary team of senior 
School of Public Health researchers 
produced the Public Health Impact 
Study of Prince George’s County by 
building upon existing relevant reports 
and studies, such as the 2009 Rand 
report, “Assessing Health and Health 
Care in Prince George’s County,” and 
collecting and analyzing a wealth of 
new data. Representatives of the study 
sponsors served on the advisory com-
mittee that helped guide the study.

The study team learned from 
resident experiences; listened to policy-
makers, County and state leaders and 
health care providers; and explored and 
documented best practices from com-
parable health care systems. The study 
highlights policy-relevant opportunities, 
focuses on improving health outcomes, 
provides regional and sub-county 
mapping of all categories of primary 
care providers and assesses County 

Prince GeorGe’s county  
at a Glance 

The nation’s most affluent County with an 

African American majority

Maryland’s most diverse County: “minority” 

groups account for more than 80 percent of 

the population (blacks, whites and Hispanics 

made up 65 percent, 15 percent and 15 percent 

of the population in 2010, respectively)

The second most populous County in the state  

of Maryland (after Montgomery County)

Home to the University of Maryland, College 

Park; NASA’s Goddard Space Flight Center; 

Joint Base Andrews (previously Andrews Air 

Force Base) and USDA’s Beltsville Agricultural 

Research Center

Bordered by Washington, D.C., and Montgomery, 

Howard, Anne Arundel, Calvert and Charles 

counties in Maryland
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resident-specific recent hospital dis-
charge and readmission data. 

This study adds new information 
related to:

•	 how residents use and perceive 
health care and health issues in  
the County, 

•	 what works in other model health 
care systems that can be applied  
in Prince George’s County, 

•	 how state and County leaders 
and stakeholders perceive what is 
needed for a new health care system 
to succeed,

•	 where there is an inadequate supply 
of primary care providers and 
resources, 

•	 what exists in the public health and 
public sectors to complement the 
new system, and 

•	 how residents with key chronic 
health conditions use hospitals in the 
County and region. 

A SnApShot of findingS 
from the public heAlth 
impAct Study componentS

The study team used multiple novel 
and integrated approaches to answer 
the study’s key framing questions and 
to inform the design of the new system. 

The Public Health Impact Study was 
guided by the need to: 

•	 promote health, prevent disease 
and support wellness, health 
equity, health literacy and 

quality of life in the County, 
•	 address population health broadly, 

not focus just on those seeking 
health care, and 

•	 improve the capacity to deliver 
high-quality primary prevention 
and health and hospital care. 

In the snapshot of our results from 
each study component we highlight 
findings that provide new informa-
tion about health care in the County. 

Survey of County Residents
We learned from the Random House-
hold Survey of 1,001 County residents 
(referred to throughout as “the survey”) 
about current use of and attitudes 
toward health care services and gained 
an understanding of the factors that 
drive residents’ health care decisions. 
Key findings include:

•	 While 75 percent of residents have 
a “personal doctor,” 10 percent 
of these residents go outside the 
County to see this provider.

•	 Of those who use a doctor outside 
the County, more than 7 percent 
indicated that their insurance 
required them to see a physician 
outside the County, and more 
than 7 percent reported being 
unable to get an appointment with 
a specialist inside the County.

The frequency with which residents 
use hospitals outside the County 
remains an even greater issue, and is 
driven by insurance carriers, provider 

referrals, availability of specialty care 
and perceptions of the quality of care 
at local hospitals. Almost 31 percent of 
residents who reported using a hospital 
outside of the County did so because 
their physician referred them to do 
so, and 13 percent reported that their 
insurance coverage dictated their hos-
pital selection. Addressing these issues 
will require a multi-pronged effort 
aimed at County residents, health care 
providers and insurers.

Interviews with State, County 
and Local Stakeholders
The study team conducted 40 personal 
interviews with key stakeholders. They 
provided input regarding the current 
status of the County’s health care and 
recommendations for the design of a 
new health care system. 

The lack of primary care resources 
and concerns about both the percep-
tions of quality and the actual quality 
of the current health care and hos-
pital system emerged as themes. As 
one stakeholder put it, “Perception 
becomes reality unless otherwise 
challenged and the perception is that 
we don’t have a good hospital system, 
and for some parts, they’re right, but 
there are other parts of the hospital 
system that ought to be duplicated.” 
Recommendations for the new system 
included the need for an academic 
university framework, culturally appro-
priate health education and prevention, 
effective branding and centers of excel-
lence among others. 

study comPonents

Random survey of 1,001 

County residents

Interviews with 40 

stakeholders

Analysis and mapping 

of health care workforce 

in the County

Analysis of hospital 

discharge and readmis-

sion data 

Brief overview of public 

and private sector 

resources

Interviews with leaders 

from 13 health care 

systems around the U.S.
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Health Care Workforce 
Assessment
The study team cast a wide net to 
capture existing information and docu-
ment the capacity of the full range of 
primary health care workers, including 
primary care physicians, nurse practi-
tioners, physician assistants, dentists, 
dental hygienists, social workers, psy-
chologists, therapists/counselors and 
psychiatrists. We found that there are 
far fewer primary care providers for the 
population in Prince George’s County 
compared to that in surrounding juris-
dictions. Within the County, there is a 
need for additional providers within the 
Beltway and in the southern portion.

Overview of Public Health and 
Public Sector Health Resources 
We compiled an overview of pub-
lic health and related facilities and 
programs that provide health and 
wellness services for County residents. 
This overview highlights existing 
capacity and identifies opportuni-
ties to fill gaps and strengthen the 
health system for County residents, 
particularly for the underserved.

Examination of Hospital 
Discharges and Readmissions 
of County Residents
The study team analyzed hospital 
discharges of County residents for 
conditions like diabetes, asthma and 
other chronic diseases to understand 
the County’s overall system of care 
and resident experiences. We reviewed 
hospitalizations for conditions that can 

ideally be managed more effectively 
outside of a hospital setting. Using 
County data, we developed an econo-
metric model and found an association 
between fewer hospitalizations and 
specific health care providers (those 
typically focused on care management). 

Lessons from Other  
Health Care Systems
We conducted interviews with leaders 
from 13 health care systems around the 
U.S. From these interviews, we identi-
fied the following best practices aimed 
at achieving integrated, coordinated 
high-quality care that improves popula-
tion health and reduces costs. These 
practices include:

•	 creating patient-centered, user-
friendly and population-focused 
system goals and values,

•	 establishing clear and tested 
metrics for measuring progress 
and quality of care,

•	 using information technology 
systems that reinforce quality 
assurance and improvement, 
patient care coordination and use of 
evidence-based protocols of care, 

•	 focusing on (and creating a culture 
of) health promotion, disease 
prevention and care management 
interventions that are culturally 
appropriate, enhance health literacy 
and build upon community-based 
partnerships with established 
community programs that educate 
about and reinforce healthy lifestyles,

•	 creating and supporting culturally 

sensitive, innovative, team-based 
and interprofessional care delivery, 
including embedding primary care 
providers in aftercare settings to 
prevent readmissions,

•	 investing in building care capacity 
of primary care physicians, such 
as strengthening their ability to 
address co-existing mental health 
conditions by adding behavioral 
health providers to the primary care 
physician teams, 

•	 incorporating a mixture of entities to 
cover primary and tertiary care, such 
as community health centers, as well 
as hospitals, private and non-profit 
entities and mobile clinics (mix of 
public and private health systems), 

•	 planning for care strategies to meet 
the needs of the uninsured and other 
vulnerable populations, such as the 
homeless and recent immigrants,

•	 providing incentives for health care 
teams to reduce disease rates, and 

•	 developing their own and/or 
negotiating insurance plan coverage 
for populations they serve. 

These snapshots summarize select 
findings from our research. It is impera-
tive to go beyond the statistics about 
gaps in the health care workforce and 
to understand the complex factors that 
affect health and health care in the 
County. For further detail on each study 
component, please see the extensive 
technical reports (in Section II), avail-
able at sph.umd.edu/princegeorgeshealth. 

cateGories of Key staKeholders

Policymakers, elected officials 

and administrators

Health practitioners Academic administrators Health system, insurance 

company and hospital 

administrators

Community leaders
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1. What are the key health outcomes in the County most amenable to improvement  
by a new health care system?

AnSWer Chronic diseases—specifically diabetes, heart disease, hypertension, 

asthma and cancer—are the health conditions most amenable to improvement by 

a new health care system in Prince George’s County. County residents experience a 

higher rate of these chronic diseases than those in most of the neighboring counties 

and in several cases, at a rate higher than the state average. Racial and ethnic 

differences reveal even greater disparities. 

These five chronic conditions are 
prevalent in the County. Evidence-
based interventions are available 
to prevent these conditions, and to 
manage them once they are diagnosed. 
Initiatives using these interventions 
are under way in the County and state, 
with a focus on promoting healthy 
lifestyles. In addition, primary care net-
works, a component of the new system 
plans, are designed to coordinate care 
and manage such conditions. 

RATIONALE
Both the State Health Improvement 
Process (SHIP) and the County’s 
Health Improvement Plan (CHIP) 
highlight these conditions as ones to 
be monitored closely. Table 1 provides 
health outcome rates for the selected 
chronic conditions. The rate of emer-
gency department visits is used for 

framinG Questions to inform the Prince GeorGe’s county health care system transformation

What are the key health 

outcomes in the County 

most amenable to improve-

ment by a new health care 

system?

What is the geographic 

distribution of health care 

resources and where are the 

areas of greatest need for 

primary care?

What resources can be 

mobilized in the public 

health sector to comple-

ment the impact of the 

health care system?

What are the key issues 

to maximize uptake and 

achieve the potential of 

a health care system for 

public health? 

What elements of a health 

care system can affect the 

key health outcomes and by 

how much?

table 1 rate of emerGency dePartment (ed) Visits and death rates Per 
100,000 PeoPle for selected chronic conditions in maryland counties 
and for the state (ReFeReNCe: BASelINe DATA FRoM MARylAND SHIP)

Rate per 100,000

Prince 
George’s 
County

Montgomery 
County Howard County

Anne Arundel 
County Maryland

Asthma ED visits* 717.0 406.0 505.4 786.0 850.0

Diabetes ED visits* 308.4 168.8 142.1 315.3 347.4

Hypertension ED visits* 257.7 123.3 117.4 183.8 237.9

Heart disease deaths 224.2 130.2 169.6 198.8 194.0

Cancer deaths 173.8 130.1 161.2 195.2 177.7

*The data for eD visits are limited to Maryland hospitals. Full baseline data should include eD visits of Prince George’s County 
residents to eDs in Washington D.C.
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these conditions because the evidence 
suggests that these visits could have 
been prevented with well-coordinated 
primary care in the County. Addition-
ally, we examine death rates for two 
conditions, heart disease and cancer, 
which are leading causes of death in 
the County and state.

While the overall health measures 
for several of these conditions appear 
to be better than that for the state 
as a whole, the rates for racial and 
ethnic County populations (see Table 
2) provide the imperative for the new 
system. Rates for blacks exceed rates 
for whites for all conditions. Emergency 
department visits by blacks are more 
than three times higher for asthma and 
hypertension and nearly twice as high 
for diabetes than for whites. Address-
ing the underlying causes for these and 
other differences is needed to improve 
the County’s health outcomes.

County residents identified the five 
key chronic conditions among those 
they viewed as the most critical ones 
to address. However, almost 16 percent 

of residents did not know which health 
conditions were urgent, indicating a 
need to inform residents of prevalent 
conditions and of how to prevent and 
manage them. 

The survey gathered more specific 
information about residents’ experi-
ences with chronic diseases. More than 
a third (37 percent) of the residents 
responded that their doctor or a health 
care professional had told them that 
they have a medical condition or 
chronic disease. When asked which 
conditions they were diagnosed with, 
residents noted the five key health 
conditions among their top listed diag-
noses (see Table 3).

We were further interested in diag-
noses of two key conditions that can 
contribute to significant morbidity and 
mortality of these key health conditions 
if they are not addressed. When asked 
if they ever had been told by a doctor 
or other health care professional that 
they have pre-diabetes or borderline 
diabetes, 17 percent reported being 
diagnosed with pre-diabetes. Similarly, 

table 2 imPact of leadinG chronic diseases on emerGency dePartment (ed) Visits 
and death rates by racial and ethnic PoPulations in Prince GeorGe’s county

Health Outcome
Measure  
(per 100,000 population)

Entire County 
Baseline Rate  
per 100,000

Rate per 100,000 by  
Racial/Ethnic Group in County

White 
Rate

Black 
Rate

Hispanic 
Rate

Asian 
Rate

Asthma Rate of ED visits for asthma* 717.0 258.0 909.0 305.0 177.0

Diabetes Rate of ED visits for diabetes* 308.4 179.5 388.2 101.6 N/A

Hypertension Rate of ED visits for hypertension* 257.7 101.8 341.7 54.3 67.6

Heart disease Rate of heart disease deaths 224.2 187.5 271.5 66.4 96.0

Cancer Rate of cancer deaths 173.8 157.0 194.5 70.9 87.0

*The data for eD visits are limited to Maryland hospitals. Full baseline data should include eD visits of Prince George’s County residents to eDs in 
Washington D.C.

table 3 diaGnosed medical 
conditions for residents 
Who haVe been told by their 
doctor they haVe a medical 
condition or chronic disease

Condition Percent

High blood pressure/hypertension 5.5

Diabetes 3.7

Asthma 3.3

Heart disease 2.6

High cholesterol 2.6

Cancer 2.3

Chronic arthritis 2.0

Thyroid problem/Hypothyroidism 1.7

Mental illness 1.4

Chronic bronchitis 1.0

Note: To estimate the most appropriate prevalence 
for the County, we adjusted the results from that 
sub-sample of 423 to the entire sample.



6

when asked if a doctor or other health 
care professional had told them that 
they have pre-hypertension or border-
line high blood pressure, 33 percent 
reported pre-hypertension. 

County residents are at greater risk 
for these chronic disease conditions 
due to contributing factors such as 
tobacco use and obesity. More than 11 
percent reported daily use of cigarettes 
while 6 percent reported smoking 
cigarettes between one and 29 days a 
month. Body Mass Index, a calculation 
using a person’s height and weight, is 
also an important indicator of chronic 
disease risk. We found that 34 percent 
of County residents are overweight 
and 35 percent are obese by using this 
measure (see Figure 1). 

A new health care system that incor-
porates efforts aimed at addressing and 
preventing these and other risk factors 

will further contribute to improvements 
in these chronic conditions.

2. What is the geographic distribution of health care resources and where are the areas of 
greatest need for primary care?

AnSWer The County has a substantially lower ratio of primary care providers to the 

population compared to surrounding counties and the state. The areas of highest 

primary care need are within the Beltway and in the southern region of the County. 

An additional 61 primary care physicians (13 percent increase) and 31 dentists (7 percent 

increase) are needed to meet the minimum recommended ratios in these areas.

We reviewed the geographic distri-
bution of primary health care resources 
at the County and two sub-county 
levels. There are fewer providers for the 
population for each medical, dental and 
mental health primary care category 
compared to surrounding counties. In 
addition, there are sub-county areas 
where this ratio appears worse than 
the ratio used by the federal govern-
ment to designate Health Professional 
Shortage Areas. For primary care 
physicians, four of the County’s seven 
Public Use Microdata Areas (PUMAs) 

have provider-to-population ratios that 
meet the federal criteria for primary 
care physician shortages. For dentists, 
two PUMAs have ratios that meet the 
criteria for dentist shortages. We iden-
tified geographic primary care need 
by ZIP code using several measures. 
We looked at the ratio of primary care 
physicians to the population and found 
that nearly half of County residents live 
in areas that have a sufficient number 
of primary care physicians, while a third 
live in areas where there is a high need 
for these providers. For a more specific 

look at geographic need for primary 
care, we included population charac-
teristics and hospital use patterns in 
addition to physician count. Using this 
approach, we found seven ZIP codes 
have high primary care need, repre-
senting 16 percent of County residents. 

RATIONALE
We used a variety of approaches 
to review County and sub-county 
geographic areas of need for primary 
care. One approach uses the ratio of 
health care providers to the population. 

fiGure 1 body mass index of surVeyed county residents*

Obese (BMI ≥ 30)

Overweight (BMI = 25–29.9)

Underweight/Normal (BMI ≤ 25)

Don’t know/refused

*Calculated from self-reported height and weight.29+34+35+2+A29+34+35+2+A35.0%

34.0%

28.7%

2.3%
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29+34+35+2+A29+34+35+2+A
Another approach adds population and 
hospital event characteristics to that of 
provider information.

AnAlySiS by primAry cAre  
provider cAtegorieS

We closely examined physician avail-
ability and capacity, and also reviewed 
the full array of primary care providers, 
including nine groups that represent 
three major categories of primary care 
providers: medical (primary care physi-
cians, nurse practitioners, physician 
assistants); dental (dentists, dental 
hygienists); and mental (clinical social 
workers, psychologists, therapists/
counselors, psychiatrists). 

Databases for active licensed 
providers were obtained from the 
respective DHMH licensing boards. 
For all provider groups, except for 
physicians, counts were based on their 
practice location and no adjustments 
were made for specialty focus. We 
only counted licensed, board-certified 

primary care physicians who report 
providing patient care for 20 hours 
or more per week in a practice in the 
County. The County has 465 primary 
care physicians, which results in 54 
primary care physicians per 100,000 
people (1:1,851). When pediatri-
cians alone are reviewed, the ratio is 
39 per 100,000 children up to age 
18 (1:2,564). More of the County’s 
primary care physicians (42 percent) 
are involved only in patient care, 
compared with primary care physi-
cians (37 percent) in the state as a 
whole. Fewer County primary care 
physicians reported being involved in 
teaching (21 percent vs. 30 percent) 
and research (6 percent vs. 10 percent) 
compared with those in the state. 

A review of provider-to-population 
ratios for each category of primary care 
provider is shown on Table 4. The sup-
ply of health care providers for Prince 
George’s County is far below that of 
other jurisdictions, and for the state 
as a whole, for every provider group. 

primAry cAre Workforce 
need by Sub-county 
geogrAphic AreA

To gain a better understanding 
of which areas of the County are 
served adequately, we looked at 
provider-to-population ratios for each 
category of providers, and compared 
them to the Health Resources and 
Services Administration’s (HRSA) 
criteria used to designate Health 
Professionals Shortage Areas 
(HPSAs) for those categories.

Primary Care Physician-to-
Population Ratios by ZIP Code
One condition used by HRSA to des-
ignate an area as a medical HPSA is a 
primary care physician-to-population 
ratio of 1:3,500 or worse, while a 
ratio of 1:2,000 is deemed sufficient. 
Map A highlights for each County 
ZIP code in which three categories of 
ratios are met: those that meet the 
recommended ratios for primary care 
physicians per 100,000 population 

table 4 the ratio of medical, dental and mental health ProViders Per 100,000 PoPulation in maryland 
counties and for the state

Jurisdiction 

Medical Care Dental Care Mental Health Care

Primary Care 
Physician*

Physician 
Assistant

Nurse 
Practitioner Dentist

Dental 
Hygienist Social Worker Counselor Psychologist Psychiatrist

Prince George’s 53.9 39.0 24.2 54.4 17.1 45.9 42.2 13.2 3.6

Anne Arundel 65.7 70.3 64.5 63.1 57.8 78.5 56.4 27.5 3.9

Baltimore County 112.9 115.3 77.3 78.8 48.3 137.8 94.5 47.3 22.4

Howard 77.0 70.7 96.5 123.7 75.9 173.8 78.7 99.6 17.1

Montgomery 94.6 73.0 47.0 123 38.6 146.4 51.7 85.7 18.0

Maryland 84.5 79.0 51.5 71.4 43.8 99.23 68.76 40.37 11.8

*Primary care physicians include specialists in pediatrics, family medicine, internal medicine and obstetrics and gynecology.



8

(green), those that reflect a shortage 
(red) and those that fall in between 
(yellow). Almost half (46 percent) of 
County residents live in areas that have 
a sufficient number of primary care 
physicians, while a third (34 percent) 
of the residents live in areas where 
there is a high need for these providers.

Primary Care Providers-to-
Population Ratios by PUMA
We used the County’s PUMAs to 
designate sub-county geographic areas. 
The County has seven PUMAs, each 
reflecting populations about 100,000. 
Based on the provider counts in each 
of the three primary care categories, 
and the ratio of these providers to the 
population, we identified PUMAs with 
sufficient providers and those that do 
not meet HRSA ratios for sufficient 
providers. These ratios include 1:2000 
for physicians, 1:3,000 for dentists 
and 1:10,000 for core mental health 
providers. Table 5 provides current 
counts and additional estimated counts 
needed for each category by PUMA.

Using this approach, we found 
that several PUMAs need additional 
primary care physicians and dentists 
to reach a sufficient provider-to-
population ratio. We estimate that the 
County needs to increase the number 
of primary care physicians by 61 (about 
13 percent) to meet the sufficient 
provider-to-population ratio. Most of 
the PUMAs within the Beltway and 
one PUMA outside the Beltway would 
benefit from additional physicians. Two 
PUMAs within the Beltway would also 
benefit from additional dentists, which 
translates to 31 dentists (about a 7 
percent needed increase). While the 
ratio of core mental health providers 
to population for each PUMA appears 

sufficient, the count of providers 
per PUMA is substantially lower in 
the PUMAs inside the Beltway than 
outside. If psychiatrists alone are used 
to estimate capacity for mental health 
care, we estimate the County would 
need to double the number of psychia-
trists. A more detailed review of the 
County’s mental health providers would 
allow for a better assessment of the 
capacity of this workforce category. 

Zip code-level 
AnAlySiS of high 
primAry cAre need 

This assessment complements the ZIP 
code area assessment of the primary 
care physician to population ratios 
(Map A). We developed an algorithm 

to identify ZIP codes where residents 
may be at higher need for primary care 
services, using provider, population 
and hospitalization data. We reviewed 
population income and education data 
since poor health status is associated 
with low income and low education 
status. We examined the pattern of 
hospital events by ZIP code, using 
the ratio of hospital discharges for 
preventable conditions and 30-day 
readmissions. Hospital readmissions 
within a 30-day period after discharge 
are viewed as a reflection of insuf-
ficient treatment to resolve the health 
condition in the prior hospitalization 
or the lack of appropriate primary care 
and home care. For hospital discharges, 
we looked specifically at conditions 
associated with the chronic diseases 
and conditions identified as being most 

table 5 current counts and estimated additional needed Primary care 
medical, dental and core mental health ProViders by Puma based on 
ProPosed sufficient ProVider-to-PoPulation ratios

Region

Physicians Dentists Core Mental Health*

Count
Additional 

Needed Count
Additional 

Needed Count
Additional 

Needed

Inside Beltway

PUMA 1 37 15 57 — 85 —

PUMA 3 34 13 21 10 56 —

PUMA 4 35 22 17 21 75 —

PUMA 7 62 — 43 — 36 —

Outside Beltway

PUMA 2 102 — 85 — 184 —

PUMA 5 128 — 151 — 274 —

PUMA 6 67 11 96 — 195 —

Total 456 +61 470 +31 905 —

*Includes Clinical Social Workers, Psychologists, Counselors and Psychiatrists
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maP a Primary care Physician-to-PoPulation ratio by ZiP code in Prince GeorGe’s county

PRIMARy CARe PHySICIAN To PoPUlATIoN RATIo

1:2,000 or better (meets recommended ratio)

Between 1:2,000 and 1:3,500

1:3,500 and worse (does not meet recommended ratio)

ZIP Code Tabulation Areas (ZCTA) are defined by Maryland Department of Planning. Data sources: U.S. 
Census Bureau, Maryland Department of Planning. Coordinate System: Maryland State Plane System.

NoTe: The white areas represent NASA’s Goddard Space Flight Center and Joint Base Andrews.
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maP b ZiP code-leVel analysis of Primary care need in Prince GeorGe’s county

PRIMARy CARe NeeD

High Need

Trending to High Need

Medium Need

Trending to Medium Need

Adequate to Meet Primary Care Need

ZIP Code Tabulation Areas (ZCTA) are defined by Maryland Department of Planning. Data sources: U.S. 
Census Bureau, Maryland Department of Planning. Coordinate System: Maryland State Plane System.

NoTe: The white areas represent NASA’s Goddard Space Flight Center and Joint Base Andrews.
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amenable for improvement with a new 
health care system. 

We defined areas of high-primary 
care need as those that meet each of 
three criteria: 

•	 primary care physician-to-population 
ratio at or worse than 1:3,500,

•	 a population with a median income 
and/or education level lower than 
the County average, and 

•	 a population whose 30-day 
readmission ratio and/or hospital 
discharge ratio is higher than the 
County average (2007–2009 data). 

Map B provides a visual of several 
levels of primary care need, rang-
ing from high need for primary care 
(red) to adequate primary care (blue) 
with levels in between. Using this 
approach, the County has seven ZIP 
code areas with high need for primary 
care. These areas represent about 16 
percent of the County’s population. 
Several of these ZIP codes include an 
existing federally designated medi-
cally underserved population. We also 
identified additional levels of risk by 
identifying ZIP codes that meet the 
same population and hospital event 

criteria, but with a marginal provider-
to-population ratio (worse than the 
recommended 1:2,000, but better than 
1:3,500). These are designated “trend-
ing to high need.” ZIP code areas with 
the latter provider-to-population ratio, 
but that have either the population 
or hospital event characteristics are 
designated as areas with medium need. 
The light blue areas reflect some need 
for primary care. This assessment adds 
an additional dimension of primary 
care need to that of the provider-to-
population ratios in the County. 

3. What resources can be mobilized in the public health sector to complement the impact of the 
health care system?

AnSWer Integrating primary care and public health can link programs and activities 

to “promote overall efficiency and effectiveness and achieve gains in population 

health” (IOM, 2012). We used secondary data to identify the presence and range of 

services provided by programs serving County residents, with a focus on vulnerable 

populations throughout the life span. 

The County’s resources include:

•	 public health and social services; 
•	 behavioral/mental and 

dental health programs; 
•	 community-based primary care 

clinics; 
•	 long-term care facilities; 
•	 health programs in 

public schools; and
•	 other partners such as Parks 

and Recreation, the University of 
Maryland Extension and hospital-
sponsored programs 

County-led efforts to improve the 
public’s health and expand access 

to primary care will complement the 
impact of a new health care system. 
Achievement of the County’s 2020 goal 
of an accredited health department 
will ensure that the basic public health 
functions of assessment, assurance 
and policy development are in place. 
These functions can contribute to 
effective integration of programs within 
the County’s public health sector, col-
laborative efforts among hospitals to 
address community benefit programs 
and the integration of public health 
programs with primary care. Also the 
County is in a position to take advan-
tage of the ACA provisions to enhance 
its safety net clinic capacity and extend 

facilities such the School-based Well-
ness Centers. The County’s public 
sector and academic programs are 
additional assets that support health 
and wellness of residents. The County’s 
Health Care Coalition formed during 
the Baker administration provides 
an important foundation on which 
to build strong partnerships among 
public health, primary care and medical 
center programs and to create a more 
integrated system of care.
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RATIONALE 
Improving health outcomes requires 
building upon the existing assets within 
the County. We describe selected 
resources and the opportunities and 
challenges inherent in integrating them 
into a broader health system.

prince george’S county  
heAlth depArtment

The Health Department provides 
general screening and referral pro-
grams, health education and counseling 
services, and about a third of the 
locations provide clinical care. Realizing 
the County Health Improvement Plan’s 
goal of achieving an accredited health 
department in 2020 will be a major 
asset for the County. With the capacity 
to provide the essential public health 
services of assessment, assurance 
and policy development, the County 
Health Department will be in a position 
to facilitate effective partnerships and 
tailor public health resources to meet 
population needs. 

Our study of health care systems 
reveals that public health depart-
ments and Federally Qualified Health 
Centers were mentioned most often 
as potential public health resources 
that can be mobilized to comple-
ment the health care system’s impact 
on health outcomes. Despite lack of 
adequate funding for health depart-
ments, creative ideas for mobilizing 
public health resources should be 
considered when designing the new 
health system. One example includes 
creating a state health department-
sponsored chronic care initiative where 
insurers are required to participate in 
an integrated, collaborative system or 
community coalition with community 
health centers.

community-bASed  
primAry cAre clinicS

The County’s capacity of community-
based primary care, including the safety 
net clinics, remains severely limited. 
These programs serve a critical role in 
the health care delivery system, and 
provide primary care health services to 
vulnerable and uninsured or underin-
sured populations. Federal designation 
of Medically Underserved Areas 
(MUA) and Medically Underserved 
Populations (MUP) and designation 
of Health Professional Shortage Areas 
(HPSAs) identify areas of high need. 
These designations allow communi-
ties to request providers through the 
National Health Service Corps and 
establish of certification of facilities 
such as Federally Qualified Health 
Centers (FQHCs) or FQHC “look-alike” 
centers. The County has eight MUAs 
or MUPs, and is the only County in the 
state with multiple MUPs. The County 
has only one well-established FQHC—
Greater Baden Medical Services—that 
has multiple locations. In addition, 
two other FQHCs, Mary’s Center and 
Community Clinic Inc. have recently 
established clinical sites within the 
County. The health care systems we 
interviewed highlighted the importance 
of FQHCs in providing primary care 
to underserved populations. The ACA 
contains provisions to expand FQHCs. 
Given the magnitude of the uninsured 
population in the County, it is clear 
that resources must be invested into 
expanding community health centers. 

hoSpitAl community  
benefit progrAmS

The County hospitals are in a posi-
tion to enhance community-based 
activities in partnership with the 

public health sector. Community 
Benefit Reports are collected from 
state hospitals by the Health Services 
Cost Review Commission (HSCRC) to 
determine the hospital’s tax-exempt 
status. Community benefit is defined 
by the Maryland law as “an activity 
that is intended to address community 
needs and priorities primarily through 
disease prevention and improvement 
of health status, including: health 
services provided to vulnerable or 
underserved populations; financial 
or in-kind support of public health 
programs; donations of funds, property, 
or other resources that contribute to 
a community priority; health care cost 
containment activities; and health 
education screening and prevention 
services (HSCRC, 2011).” Currently, the 
ACA requires every hospital to conduct 
a community health needs assessment 
at least once every three years to main-
tain its tax-exempt status and avoid 
an annual penalty. The County would 
benefit from coordinated efforts among 
the hospitals to conduct needs assess-
ments and to develop subsequent 
targeted community-based programs.

behAviorAl And  
mentAl heAlth ServiceS

The County Health Improvement Plan 
(CHIP) highlights the need for addi-
tional behavioral and mental health 
services, which are an essential part 
of primary care. The County’s Depart-
ment of Family Services, Mental Health 
and Disabilities Division provides 
leadership for an array of high-quality 
public mental health services, oversees 
all public mental health services and 
monitors the mental health programs 
and professionals in this system. In 
addition, the County’s Department 
of Health and safety net facilities 
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provide behavioral and/or mental 
health services, as do several non-
governmental entities. Behavioral and 
mental health programs are avail-
able in all hospitals and services are 
provided by private sector practitioners. 
A targeted review of the integration 
and capacity of the County’s mental 
health services would be beneficial.

prince george’S county 
dentAl heAlth ServiceS 
And progrAmS

Dental care is another essential 
primary care service that requires a 
more targeted review. The County 
Health Department, professional 
organizations and practicing dental 
professionals provide select programs. 
There has been significant activity 
since the death of 12-year-old Deam-
onte Driver, a County boy who died 
in 2007 due to complications from 
untreated tooth decay. However, there 
is still a major need for resources to 
provide evidence-based preventive 
and health promotion services and 
programs to the dentally uninsured 
and underinsured in the County. 

prince george’S county  
public SchoolS

Public schools traditionally have 
contributed to the health education 
of children and youth and provided 
or contracted for basic health care 
services as needed for children while 
they are in school. Schools provide 
a natural link between families and 
teachers, communities and the public 
education system. Many County 
schools have access to a registered 
school nurse, and several have addi-
tional providers such as psychologists, 

speech pathologists and occupational 
therapists. All schools are part of the 
Alliance for a Healthier Generation 
sponsored by the American Heart 
Association, the Michael and Susan 
Dell Foundation and the Clinton Foun-
dation. There are four School-based 
Wellness Centers managed by the 
County Health Department located in 
high schools. Opportunities to extend 
these and initiate other school-based 
health centers would provide additional 
support for the County’s residents.

nurSing homeS And  
home heAlth centerS

Nursing homes and home health 
centers provide institutional and home-
based services for the elderly and for 
special needs populations. There are 
20 nursing home facilities in the County, 
which include respite and rehabilitative 
services and outpatient rehabilitative 
services. Home health centers provide 
nursing services, home health aides 
and one or more other services such as 
physical therapy, occupational therapy 
and social services. There are opportu-
nities for the County to look at federal 
options to support innovative programs 
for special need populations. 

progrAmS thAt Support  
heAlth promotion

Prince George’s County Parks and 
Recreation offers residents vast park-
land and community centers. These 
centers provide a health improvement 
programs, such as fitness centers and 
nutrition and cooking classes, and offer 
a significant opportunity for the provi-
sion of clinical services. Many of these 
centers are located at or near schools 
and could be linked with School-based 

Wellness Centers or community health 
centers. The University of Maryland 
Extension (UME)-Prince George’s 
County implements programs that 
address obesity; food insecurity; low 
levels of fitness; unhealthy diets for 
youth, families and senior citizens; 
sustainable agriculture; school and 
community gardens; and outdoor 
education. UME collaborates with 
many organizations throughout the 
County, including the school and library 
systems, municipal and County govern-
ment and County Health Department, 
and programs such as Head Start and 
Judith P. Hoyer Early Child Care and 
Family Education Centers. 

higher educAtion 
heAlth-relAted AcAdemic 
reSourceS in the county

The County has a number of higher 
education academic resources that 
contribute to health and wellness 
capacity through their continuing 
education, research, community out-
reach and student training programs. 
Health workforce training opportuni-
ties include Bowie State University’s 
nursing program, Prince George’s 
Community College’s Academy of 
Health Sciences and the University of 
Maryland’s School of Public Health 
and other academic programs that 
train public health providers, couple 
and family therapists, experts in 
physical activity, clinical psycholo-
gists and others. In addition, health 
professions students from University 
of Maryland, Baltimore rotate through 
sites in the County as part of their 
training. The health care systems 
we interviewed had two innovative 
programs that could serve as models. 
One involved a partnership between 
the academic health care system and 
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a community-based clinic to establish 
a “medical home” with case managers 
for the under- and uninsured, achiev-
ing cost savings and improvements in 
quality of care. Another system formed 

a communitywide “Nurse Advice Line” 
in collaboration with the public health 
department, managed care organiza-
tions and the university. This Nurse 
Advice Line helped the state health 

department identify illnesses statewide 
and resulted in decreased emergency 
department visits, increased use of 
medical homes and better coordination 
of patient care. 

4. What are the key issues to maximize uptake and achieve the potential of a health care system 
for public health?

AnSWer Decisions about where to seek care are generally driven by individuals, but 

the extent to which insurance and provider referral practices influence these choices 

is critically important. County residents and key stakeholders alike identified key 

issues that would influence the use and success of a health care system for public 

health. They highlighted the importance of affiliation with academic institutions, the 

role of insurance policies and practices, perceptions of health care quality, provision 

of health and wellness services, addressing health literacy and cultural competence, 

availability of primary care (both facilities and a sufficient workforce), effective 

design and use of technologies such as health information systems and system 

branding. The leaders we interviewed from the comparable models assessment also 

mentioned these issues. 

Maximizing uptake will require 
system improvements that include 
needed services and those valued by 
residents, changes in insurer policies 
and provider referral practices, careful 
consideration of location, and a major 
focus on quality of care. The potential 
to significantly improve how County 
residents perceive the health care 
system would be enhanced by the affili-
ation with an academic institution. As 
these improvements are implemented, 
ongoing communication with the public, 
health care providers and policymakers 
will be essential.

RATIONALE
We found the following to be key 
factors influencing consumer choice 
and the potential success of a new 
health care system.

AffiliAtion With An 
AcAdemic medicAl center

Stakeholder interviews focused on a 
new system that would be affiliated 
with an academic institution, including 
a medical school and teaching hospital. 
A teaching hospital would increase 
the status of the health care services, 

improve quality of care provided by 
physicians and compete with the 
university-based health care available 
in Washington, D.C. Leaders from 
model health care organizations also 
identified the university affiliation as 
one strategy for enhancing perceived 
and actual quality. 

inSurAnce And provider  
referrAl prActiceS

Physician referral practices and 
health insurance options and policies 
are other critical issues that impact 
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residents’ choice of hospital. In the 
household survey, 85 percent indicated 
they were very likely to use a new hos-
pital if their insurance company allowed 
its use. With regard to their most 
recent hospitalization, 31 percent of 
residents reported that their providers 
referred them to a hospital outside the 
County, and 13 percent reported that 
their insurer required use of a hospital 
outside the County. In the stakeholder 
interviews, this issue arose as well, 
including reference to Prince George’s 
County employees whose health insur-
ance carrier requires them to leave the 
County for hospitalization. 

reputAtion And 
QuAlity of cAre

Reputation and perceived excellence 
of a health care system are two key 
factors that contribute to maximizing 
the uptake of the system’s services. Key 
stakeholder interview data showed that 
it is the reputation of the current health 
care in the County, and not always the 
actual care, that turns residents away 
or encourages physicians to make 
out-of-County referrals. In the random 
household survey, the reputation and 
perceived quality of hospitals were 
factors associated with the choice 
to leave the County for hospitaliza-
tion. Additionally, when asked their 
choice of hospital, residents selected 
those outside the County. This again 
reflects general stakeholder opinion, 
which is that there is a perception 
problem that has impacted use.

When residents were asked what 
would make them more likely to use a 
new hospital in the County, they identi-
fied high-quality care, the availability 
of specialist care and referrals from 
their family and peer network, with 
90 percent of residents considering 
quality of care the most important 
factor. Stakeholders emphasized the 

concept of building a “world-class 
facility,” along with centers of excel-
lence that specialize in certain chronic 
diseases, as very important. Survey 
results demonstrated that residents do 
and will seek care at a hospital, often 
despite location, if it is associated with 
excellent care. The new system would 
be successful in a competitive market 
if it could build excellence in areas 
critically important to the County and 
provide distinctive programs.

Attention to quality of care can draw 
residents back to the County for health 
care and influence physicians to keep 
referrals in the County for specialized 
services. While several stakeholders 
believed that the poor reputation is in 
perception only, all acknowledged that 
perception is reality when it comes to 
health care decisions.

perceptionS of 
AreA hoSpitAlS

Despite perception challenges, over 
40 percent of residents believe that 
quality of service at the hospital 
closest to them was excellent or very 
good and 24 percent rated the care 
as good. We asked residents about 
which hospitals they would chose 
for different conditions and found 
perceptions varied. Interestingly, while 
Doctors Community Hospital was 
ranked highest among area hospitals 
for overall best quality (16 percent), 
it was not the first choice for general 
hospitalization. Conversely, Wash-
ington Hospital Center was the first 
choice for general hospitalization with 
15 percent and 11 percent of residents 
identifying it for overall best quality. 

For the two hospitals associated 
with Dimensions Healthcare System, 
opinions varied significantly. More 
than 47 percent had favorable opinions 
about Prince George’s Hospital Center, 
while 40 percent of residents reported 

unfavorable opinions. With Laurel 
Regional Hospital, however, the issue 
was less that it was viewed unfavorably 
than it was not well known. Fifty per-
cent viewed it favorably, but 13 percent 
had never heard of it and more than 20 
percent had no opinion. In each case, 
more than 30 percent of residents 
indicated that increasing the quality 
of staff and physicians would improve 
their perceptions of each hospital. 

integrAtion of 
WellneSS And diSeASe 
prevention effortS

The integration of health promotion 
and disease prevention services into 
the new system could enhance the like-
lihood of making an impact on health 
status at the County level and attract 
residents. The survey showed strong 
interest in several of these services 
(see Figure 2). Stakeholder interviews 
support these findings. Given the focus 
on prevention in the ACA, along with 
the County’s Health Improvement Plan, 
these services could prove integral to 
the public health impact of the new 
health care system.

culturAl competency  
And heAlth literAcy

In a County as diverse as Prince 
George’s, the new system has the 
unique potential to become known 
as a culturally competent health care 
system that addresses the health 
literacy needs of the communities 
it serves. More than a quarter of the 
residents surveyed needed some level 
of help reading medical materials, and 
23 percent had some problems learning 
about their medical conditions due 
to difficulty understanding written 
information. Similarly, only 48 percent 
of residents whose primary language 
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was not English reported having access 
to a provider who spoke their language, 
and only 21 percent reported having 
an interpreter. One mark of distinction 
for the new health care system could 
be a large and mobile translator/inter-
preter program, and health education 
materials that are culturally sensitive 
and language appropriate. Stakeholders 
and other interviewees also suggested 
developing patient navigator and com-
munity outreach worker programs.

recruitment And 
retention of heAlth 
cAre providerS

Recruitment and retention of qualified 
primary care and specialty physicians 
is needed to fill the current gaps in 
quantity, type and prestige of physician 
working in the County. The new health 
care system can begin to fill these 
gaps by considering part-time appoint-
ments for well-known providers from 

surrounding jurisdictions. Providing 
incentives to medical school and other 
health professions graduates through 
existing federal loan repayment plans, 
coupled with potential economic incen-
tives, such as low-interest mortgages, 
could assist in attracting providers to 
practice in the County. Enhancing the 
quality of other staff in the system can 
also impact perceptions of care. 

locAtion And 
AcceSSibility of cAre

Location of care is a factor that con-
tributes to use of services. When asked 
to identify their top three priorities 
for deciding where to seek care, more 
than 51 percent of residents surveyed 
indicated that a priority was whether 
the facility or doctor was close to 
home. The usage of the new system 
will be similarly affected by accessibil-
ity of care: hours of operation, ease of 
getting appointments and availability of 

specialist care. 
In the survey, we asked about dif-

ferent health care services and how 
vital they are for residents. More than 
77 percent reported that urgent care 
services were a vital need for Prince 
George’s County. This type of service 
reflects care that is readily and rou-
tinely available at the time of need.

cApAcity of heAlth  
informAtion technology 

The capacity and appropriate use of 
health information technology supports 
the success of a system for public 
health. The County’s physicians and 
facilities are moving to adopt such 
technology, which ultimately would 
integrate care across systems, deliver 
decision support systems for provid-
ers to implement evidence-based 
protocols and contribute to population 
health. In our interviews with model 
systems, some said they use auto-
mated reminders that prompt providers 
about care needs and milestones, 
contributing to better health outcomes.

brAnd mArketing

Effective marketing and positive 
branding of a health care system 
also contribute to increased uptake. 
Individuals need to be informed of 
the availability and unique types of 
services in a targeted way that is 
sensitive to cultural and language 
differences. From interviews with 
individuals in other model systems, it 
is clear that a communication cam-
paign must “sell” excellent services 
and quality and the image that the 
system serves more than uninsured 
or the poor. Involvement of residents 
in deciding a campaign strategy and 
messages would enhance its credibility 
and effectiveness. This is an ongoing 
process, similar to the communication 

fiGure 2 county residents’ PercePtions of serVices for a neW health 
care system IN PlANNING A NeW HeAlTH CARe SySTeM FoR THe CoUNTy, DeCISIoNS HAve To Be MADe 

ABoUT WHAT SeRvICeS ARe vITAl To THe CoMMUNITy. BASeD oN yoUR exPeRIeNCeS AND THe exPeRIeNCeS oF yoUR 

FAMIly, PleASe Tell Me IF THe AvAIlABIlITy oF (INSeRT SeRvICe) IS vITAl, IMPoRTANT BUT NoT vITAl, oR NoT AT All 

IMPoRTANT To HAve IN PRINCe GeoRGe’S CoUNTy? (N=1,001)
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campaigns used by Holy Cross, Adven-
tist and Doctors Community hospitals, 
which include mailings to Prince 
George’s County households. Addi-
tionally, the careful use of community 

benefit funds can enhance health and 
also raise visibility of the system while 
providing necessary services, such as 
health fairs and health promotion pro-
grams. Marketing and communication 

to providers are also critical, particu-
larly as they will need to understand 
and appreciate the breadth and quality 
of the new system in order to refer their 
patients to the system.

5. What elements of a health care system (hospital and community) can affect the key health 
outcomes and by how much?

AnSWer Prince George’s County can make significant strides in improving the 

health of residents with a new health care system committed to population health 

and prevention that includes a high-quality regional hospital center affiliated with a 

university, a strong primary care network and integrated public health services. The 

establishment of such a transformative system would enhance the health of a County 

with major health needs and create a model for the nation.

In addition, we forecast achiev-
able 2020 health outcome targets for 
the County of a system with these 
elements. We estimate the resulting 
improvements in asthma, diabetes, 
hypertension, heart disease and 
cancer through effective prevention 
and management would be reflected 
in reductions in ED visits and deaths 
in 2020 and for each subsequent year. 
We forecast for 2020 a 16 percent 
reduction in cumulative emergency 
department visits for asthma, diabetes 
and hypertension and 340 lives saved 
that would have been lost due to heart 
disease or cancer. 

RATIONALE
Lessons learned by model health 
systems, input from key stakeholders 
and residents, and findings from the 
scientific literature reveal system ele-
ments and practices that contribute to 
health improvements and health care 
efficiencies. 

A university-affiliated regional 

teaching hospital center involved in 
interprofessional education, care and 
research would provide an anchor for 
a revitalized high-quality health care 
system in Prince George’s County. As 
the anchor, the hospital center would:

•	 apply the latest technologies and 
knowledge to improve health and 
restore function,

•	 use interprofessional, team-based 
approaches to provide sustainable 
gains in health, and

•	 partner with primary care for 
effective care management of 
chronic diseases. 

These attributes would:

•	 attract and retain high-quality health 
care providers,

•	 earn the trust of residents who now 
seek care outside the County, and 

•	 earn the trust of providers and 
insurance companies that now refer 
residents elsewhere.

Strong primary care networks are 
associated with higher quality of 
care, lower health care spending and 
reduced health disparities. The creation 
of a strong primary care network in the 
County would require: 

•	 increasing the number of primary 
care practitioners to address the 
identified shortages,

•	 increasing the number of ambulatory 
care centers in targeted areas of the 
County,

•	 empowering primary care through 
the adoption of the “medical home” 
model and access on nights and 
weekends,

•	 integrating primary care with dental 
health and behavioral/mental health,

•	 assuring connectivity through health 
information technology,

•	 measuring the quality of care 
through regular reporting, and 

•	 collaborating closely with the public 
health system. 
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The interface of the primary care net-
work and the hospital with the public 
health sector contributes to improved 
health outcomes and population health. 
Key aspects of an integrated public 
health system include:

•	 primary disease prevention—such 
as health promotion activities like 
health education, support for healthy 
lifestyles and the incorporation of 
health literacy principles, 

•	 appropriate integration among public 
health sector community-based 
programs, and 

•	 integration and coordination of 
services that cross sectors, such as 
health and social services playing a 
key role in affecting health outcomes. 

To estimate how much the new 
system as described would affect key 
health outcomes, we used our study 
findings and reviewed the relevant 
literature, ongoing and planned County 
and state activities and the County’s 
baseline data. We realize that several 
of the key elements of the new system 
will not be in place until 2014 or 
thereafter. Table 6 presents the County 
target that should be achievable by 

2020 with a new system in place for 
each of the key health outcomes, hold-
ing population constant. 

Even with this conservative approach, 
we estimate these improvements 
would result in a collective reduction 
of emergency department (ED) visits 
for asthma, diabetes and hypertension 
by about 16 percent each year. With 
a strong primary care network and 
the use of evidence-based interven-
tions, even greater benefits should 
be achievable. A review of studies 
of care management approaches for 
chronic conditions revealed a range 
of interventions that decrease health 
care utilization and increase cost 
savings. For example, some studies 
have shown a significant reduction in 
asthma-related ED visits with in-person 
care management. Both in-person 
and telephone-based care manage-
ment studies found similar results for 
patients with diabetes, including a 
telephone care management study that 
found more than 30 percent reductions 
in ED visits and inpatient admissions 
(AHRQ, 2012b). 

For heart disease and cancer deaths, 
we estimate that a 10 percent reduc-
tion is achievable by 2020. This would 

equate to more than 340 lives saved 
each year, with potential for an even 
greater number of lives saved in each 
subsequent year. The collective and 
coordinated efforts of the primary care 
network and public health sector in 
reducing risk factors for all five of these 
health outcomes, and attention to the 
relevant social determinants of health, 
could add to the rates of improvement. 

The ACA has specified innova-
tions and initiatives that are already 
contributing to each of the elements of 
the new health care system. Mary-
land is taking actions that will further 
support improvements in the County, 
such as the formation of the Maryland 
Health Benefit Exchange that will 
extend insurance coverage and the 
creation of Health Enterprise Zone 
to reduce disparities, improve health 
outcomes and reduce health care 
costs by reducing hospital admis-
sions and re-admissions. Coordinated 
efforts will extend the impact of 
the ACA and benefit the County.

table 6 estimated 2020 achieVable county tarGets and imPlications for Key health conditions 

Health Condition and Measure  
(per 100,000 population)

County  
Baseline Total

County Target Total Achievable by 2020 
(estimated % percent decrease from baseline)

Implications (as ED visits  
averted or lives saved annually)

Asthma—Rate of ED visits for asthma* 717.0 573.6 (20%)  1,233 ED visits averted

Diabetes—Rate of ED visits for diabetes* 308.4 277.6 (10%) 265 ED visits averted

Hypertension—Rate of ED visits for hypertension* 257.7 231.9 (10%) 222 ED visits averted

Heart disease—Rate of heart disease deathsn 224.2 201.8 (10%) 193 lives saved

Cancer—Rate of cancer deaths 173.8 156.4 (10%) 150 lives saved

*The data for eD visits are limited to Maryland hospitals. Full baseline data should include eD visits of Prince George’s County residents to eDs in Washington D.C. 
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Conclusion

The overall assessment of the Public Health Impact Study of Prince George’s County 

is that the proposed new regional medical center, supported by a comprehensive 

ambulatory care network, comes at the right time: the right time in leadership, the 

right time for health care reform and the right time for County residents. With its 

vision of transforming the County’s health care system, this initiative can catalyze 

partnerships and health care innovation, and most importantly, improve the health 

status of residents and the region. 

The study provides a detailed and 
expanded assessment of the public 
health capacity and potential impact 
on health outcomes of a new health 
care delivery system in the County. We 
designed our study to address gaps 
in data identified by previous assess-
ments of the County’s health care 
workforce, hospital use patterns and 
health status and to learn from County 
residents, other key stakeholders 

and comparable health care delivery 
models. As part of the study process, 
we developed a number of new prod-
ucts that provide the basis for future 
and ongoing work: instruments used 
for the resident survey, stakeholder 
interviews and health system assess-
ment; a novel approach to assessing 
population variables and presenting 
those data by geographic maps, and 
an econometric model that can be 

applied and modified for further plan-
ning purposes. The answers to the five 
framing questions provide insights 
from the range of study components 
and serve as the major findings of 
this study. The technical reports in 
Section II, available at sph.umd.edu/
princegeorgeshealth, provide additional 
detail for each of the components.
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Recommendations 

The following recommendations are meant to support the success of the new health 

care system with its high-quality medical center and strong primary care network.  

To achieve this transformational change, it will be necessary to:

eStAbliSh A high-QuAlity, 
AcAdemicAlly AffiliAted 
regionAl medicAl center 
With A Strong And col-
lAborAtive prevention-
focuSed AmbulAtory 
cAre netWork. 

The medical center and network will 
serve as the anchor to the transforma-
tion of the health care system. It will 
need to establish strong relationships 
with the community and demonstrate 
its commitment to population health. 
The planning phase should include 
meetings with insurance providers and 
with physician groups to understand 
and address patient referral patterns.

develop A county-led 
proceSS to improve pub-
lic heAlth, expAnd AcceSS 
to high-QuAlity primAry 
cAre And Support SyStemS 
integrAtion. 

Delineate leaD roles anD create 

an inclusive central planning 

process Achieving large-scale 
transformational change requires the 
clear contributions and coordination 
among many sectors. The County 
is in the unique position to lead the 
innovation and transformation of the 
public health and primary care network. 
Engaging residents in the planning 
and monitoring of the new system will 
ensure the services meet needs and 
support appropriate use. A “master 
health planning process” should be 
implemented to facilitate and guide 
partnerships and new health care enti-
ties that have an interest in serving the 
County, along with coordinating their 
efforts with the overall County Health 
Improvement Plan (CHIP). This process 
can address social determinants of 
health, reflect the concept of “health 
in all policies” and target priority areas 
identified by the County. Also as part 
of the “master health planning process,” 
County hospitals, the Health Depart-
ment and academic institutions should 

collaborate to fulfill mandates such as 
the hospital community benefit efforts.

coorDinate efforts to maximize the 

impact of the aca in prince george’s 

county by emphasizing improveD access, 

health equity, health literacy, preven-

tion, population health anD Delivery 

innovation. This emphasis is neces-
sary to take advantage of health care 
reform. Residents will need tailored and 
frequent support to benefit from reform 
initiatives and new health care system 
components. A prevention program 
that produces clear, understand-
able, culturally sensitive, actionable 
education materials will improve health 
literacy and strengthen the capacity 
of all residents to enhance their health. 
This program will need to use appro-
priate channels to reach the diverse 
segments of the County, and offer ways 
to help residents understand and act 
upon prevention messages. 

aDDress areas of high primary care 

neeD within the county with a particu-

lar focus on workforce Development, 

community-baseD health facilities 

anD outreach programs. Multiple 
approaches are needed to meet the 
primary care needs in select areas 
of the County. Strategies to recruit 
and retain primary care providers will 
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require securing necessary government 
funding and use of loan repayment 
and other mechanisms. Innovative 
workforce development programs 
are needed to extend prevention and 
care throughout the population and 
integrate all needed disciplines into 
the primary care network. These 
programs could include strategies to 
train and grow the workforce capacity 
of County residents, as well as address 
the County’s health needs. These 
programs will include the traditional 
health professions programs with 
innovative education strategies that 
support team learning and care. They 
also should include the development 
of innovative health care extenders, 
such as community health workers and 
navigators. Strategies for establish-
ing new primary care centers would 
benefit from exploring additional 
federal designation of medically 
underserved areas/populations and 
health workforce shortage areas.

support innovation in health 

care, prevention anD public health 

Delivery. The time is right to seize 
opportunities to enhance programs 
such as the School-based Well-
ness Centers, incorporate promising 
practices such as the patient-centered 
medical home and accountable care 

organizations, and integrate behavioral/
mental and dental health into the new 
system. A new health care system 
could create a novel and model net-
work, one that integrates primary care, 
public health and the active partner-
ships necessary for primary, secondary 
and tertiary prevention to improve 
health outcomes and curb disease pro-
gression. A critical review of existing 
public health functions and programs is 
needed in order to prepare to achieve 
the goal of an accredited health 
department. Given the emphasis on 
primary care and on reducing prevent-
able hospitalizations and emergency 
department use, a detailed review 
also is needed of each of the identified 
priority health outcomes to implement 
appropriate health promotion, disease 
prevention and health care workforce 
initiatives. Support is needed for health 
information technology to facilitate and 
reinforce these linkages among public 
health, other public sector programs 
and clinical health care (outpatient and 
hospital) and provide real-time surveil-
lance and evaluation. Lessons learned 
from comparable models provide a 
wide range of options from which to 
choose and adapt as needed.

develop A cleAr brAnd 
thAt promoteS A high-
QuAlity heAlth cAre 
SyStem, encourAgeS 
reSidentS to return 
to the county for 
cAre And contributeS 
to A SucceSSful And 
thriving SyStem. 

Thinking about the branding and 
marketing at this early stage will 
contribute to the system design. The 
County is rich in history and has a long 
legacy of commitment to community. 
A strategic marketing campaign’s goals 
for the new health care system would 
include: creating a positive brand for 
the County’s system, increasing the 
perceived stature of the quality of 
care that will be available, focusing on 
centers of excellence and unique facets 
of the system and increasing utiliza-
tion of the new health care services.
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Vision for the Future

Today, Prince George’s County is primed for change with its new leadership and 

a renewed commitment to improving the health and quality of life of its citizens. 

Partnering with the state of Maryland, the University of Maryland Medical System, 

Dimensions Healthcare System and the public health system, the County has an 

exciting opportunity to re-imagine a health care system that enhances individual 

patient care, improves population health and reduces per capita costs of care. By 

integrating public health, primary care and a world-class regional medical center to 

serve the County and Southern Maryland, this new system would be known for its 

key characteristics:

•	 Guided by a master health plan that 
integrates the public and private 
sectors, along with philanthropy, in a 
broader vision to improve the social 
determinants of health and actual 
health care in the County,

•	 Committed to improving both 
health care and the health 
status of the County,

•	 Affiliated with the University of 
Maryland and positioned to offer 
innovative inter-professional care,

•	 Comprised of a robust 

network of strategically placed 
primary care providers,

•	 Distinguished by a state-of-the-
art medical center with centers of 
excellence that draw insured patients 
from the region,

•	 Focused on the integration of 
health promotion and disease 
prevention services and programs 
that address common risk factors, 
such as obesity, physical inactivity 
and tobacco use, the leading 
causes of morbidity and mortality

•	 Characterized by health literacy 
principles infused into health 
care, health facilities and health 
education for the public and 
providers and by culturally, 
competent health professionals

•	 Built on a sophisticated electronic 
and personal health care records 
system and other health information 
technology that facilitates 
coordinated care and enhances 
population health.
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To be successful, this new health 
care system, including its regional 
medical center, must grapple with 
the complex racial, ethnic, income 
and educational diversity of Prince 
George’s County. There are significant 
pockets of lower-income populations 
inside the Beltway, many without 
health insurance, while there are also 
higher income and education com-
munities that are well-insured. As we 
move outside the Beltway, income and 
educational levels generally rise along 
with the proportion of individuals with 
insurance coverage. Yet, in 2014, as the 
health benefit exchange component 
of the ACA is realized, the County will 
have significantly more of its popu-
lation insured, providing additional 
opportunities for residents to benefit 
from comprehensive preventive and 
primary care services. 

While increased insurance cover-
age will benefit the new system and 
contribute to better health outcomes, 
the new system must grapple with the 
demands of partnering with others to 
assure that safety net facilities, such 
as FQHCs, are in place. This must be 
done early on while the new system 
also positions itself to meet market 
demands for high-quality care that will 

prove compelling to insured County 
residents and insurers themselves. The 
larger integrated system, working in 
partnership with other County agencies, 
can facilitate progress toward the real-
ization of health equity in the County.

Building this innovative health 
system can stimulate complex changes 
in the County and state. Improving 
the health of the County is essential 
to improving the health rankings 
for the state. As the health of the 
County’s population improves, so does 
its attractiveness as location with a 
vital workforce, which will potentially 
stimulate new economic investments. 
Therefore, the health system itself can 
reap the benefits of new economic 
investment in the County by the private 
and public sectors and drive its new 
economic vitality.
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Glossary of key terms

accountable care organizations 

(acos) Groups of doctors, hospitals 
and other health-care providers, who 
come together to give coordinated 
high-quality care to their Medicare 
patients and ensure that patients get 
the right care at the right time. 

ambulatory care Health-care services 
offered on an outpatient basis

ambulatory care sensitive conDitions  
Conditions that are preventable and 
treatable in a primary care setting and, 
when addressed, should prevent/avoid 
hospitalization

baseline Data Data collected 
to establish and understand the 
existing conditions before any 
kind of intervention or experi-
mental manipulation begins

boDy mass inDex (bmi) A mea-
sure calculated from a person’s 
height and weight used to screen 
for body fatness. This measure is 
used to identify weight conditions 
that may lead to health problems.

Deamonte Driver A boy from Prince 
George’s County Maryland who died at 
age 12 from a brain infection caused by 
bacteria from tooth decay in February 
2007. His infection, which could have 
been prevented, and his tragic death 
have galvanized a national critical 
review of the capacity to provide oral 
health care and have stimulated legisla-
tive and programmatic actions. 

eviDence-baseD protocols (or eviDence-

baseD health care) The conscientious 
use of current best evidence in making 
decisions about the care of individual 
patients or the delivery of health 
services to a population. Current best 
evidence is up-to-date information 
from relevant, valid research about the 
effects of different forms of health care 
and health promotion efforts.

feDerally qualifieD health center 

(fqhc) A health organization that 
offers primary care and preventive 
health services to all patients regard-
less of their ability to pay for care. A 
FQHC is a public or private nonprofit 
organization that has been reviewed 
by the federal government and meets 
specific criteria to receive government 
funding. It must serve a medically 
underserved area or population.

health Disparities Differences in the 
presence of disease, health outcomes, 
or access to health care that are closely 
linked with social, economic and/or 
environmental disadvantage based 
on race and ethnicity; religion; socio-
economic status; gender; age; mental 
health; cognitive, sensory, or physical 
disability; sexual orientation, or gender 
identity; geographic location; or other 
characteristics historically linked to 
discrimination or exclusion.

health equity The state of achieving 
the highest level of health for all people. 
This requires valuing everyone equally 
with focused and ongoing societal 
efforts to address avoidable inequali-
ties, historical and contemporary 
injustices, and eliminate health and 
health-care disparities. 

health literacy The degree to 
which individuals have the capacity 
to obtain, process and understand 
basic health information and services 
needed to make appropriate health 
decisions. Health literacy is enhanced 
when providers give patients accurate, 
actionable health information in plain 
language and health facilities include 
design and system changes that 
improve health information, communi-
cation, informed decision-making and 
access to health services. 

health outcome A measure 
of a health condition such as 
disease status or death. 

health promotion The process of 
enabling people to increase control 
over and to improve their health. Health 
promotion not only strengthens the 
skills and capabilities of individuals, but 
also involves changing social, environ-
mental and economic conditions that 
impede public and individual health. 

hospital events Several 
terms are used in this report 
to define hospital events:

A hospital discharge is the process 
by which a patient is released from 
the hospital at the time inpatient 
care is no longer needed. Dis-
charges or hospital admissions can 
be defined by the specific condi-
tions that stimulate them. If these 
conditions are related to ambula-
tory care-sensitive conditions (see 
above), then these can reflect ade-
quacy of the primary care network.

hospital readmissions are used to 
describe hospitalizations that result 
seven to 30 days after a patient 
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has been released from a hospital. 
Hospital readmissions reflect on 
the quality of the hospital discharge 
process and on the capacity of the 
primary care network. 

patient-centereD meDical home  

A team-based health-care delivery 
model led by a physician that inte-
grates patients as active participants 
and provides comprehensive and con-
tinuous preventive, acute and chronic 
care to patients with the goal of obtain-
ing the best health outcomes.

patient protection anD afforDable 

care act The health-care reform law 
passed by the U.S. Congress in 2010

population health The health 
outcomes of a group of individu-
als, including the distribution of 
such outcomes within the group. 
The goal of population health is to 
reduce inequities and improve the 
health of the entire population.

primary care General health-care 
services provided by clinicians who 
are accountable for addressing a large 
majority of personal health-care needs. 
These clinicians often are the first point 
of contact for patients, will develop 
sustained partnership with patients, 
and practice in the context of family 
and community. 

primary care physicians A category of 
physicians that includes specialists in 
the general practice of family medi-
cine, internal medicine, pediatrics and 
obstetrics and gynecology.

primary prevention Efforts to keep 
diseases from occurring among suscep-
tible people by reducing exposures or 
eliminating risk factors. These generally 
include health promotion and health 
education activities provided through 
public health, primary care and com-
munity programs.

proviDer-to-population ratio  

A measure used to determine the 
capacity of the number of providers 
available in a geographic region to 
serve the population size. 

public health The art and science of 
protecting and improving the health of 
communities.

public use microData area (puma)  

Areas defined by Census records in 
which each contains approximately 
100,000 people. PUMAs are redefined 
every ten years in conjunction with the 
decennial census.

ranDom (or ranDomizeD) survey  

A survey of a sample population in 
which every person in the population 
has an equal chance of being selected.

seconDary prevention Efforts focused 
on detecting disease early and stopping 
its progression. These include screen-
ing, periodic health examinations and 
reduction of risk factors through pri-
mary care and public health sectors.

tertiary prevention Efforts focused 
on reducing further complications, 
disability and death once disease 
has been identified. These include 
rehabilitation, chronic disease treat-
ment, specialty care and acute 
care through hospital services.
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