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Integrating the principles of public health
into the health care delivery system has always
been a challenge. In the disaggregated health
care delivery system that existed before the ad-
vent of managed care, physicians were trained
poorly (if at all) in public health matters, and
the mainstream health care delivery system left
issues of public health to the health depart-
ments. State and local health departments, later
with support from the federal government, cre-
ated an entire infrastructure to address a broad
range of public health needs.

Certain activities, such as surveillance and
community assessment, were population-based
and transcended personal health care. Others,
such as provision of immunizations, manage-
ment of patients with infectious diseases, and
diagnostic laboratory testing, entailed both pub-
lic health activities and personal health care.
Although they were dependent primarily on
government grants, these programs could seek
reimbursement from third-party payers where
appropriate, and they could do so without prior
authorization, since clients were free to choose
their providers for covered services and insur-
ers exercised minimal control over utilization
of covered benefits.

This disaggregated approach had the dis-
advantage of not integrating public health prin-
ciples into traditional health care delivery; con-
sequently, many opportunities for public health
interventions were lost. However, it had the ad-
vantage of permitting the development of a
parallel delivery infrastructure that was com-
mitted to public health principles.

Public Health and Managed Care

Today the system is quite different. Man-
aged care is now the health care norm, with
models that range from a closed-panel health
maintenance organization to more loosely
structured networks of providers who offer dis-
counts to the plan with limited controls on uti-

lization. Managed care systems for low-income
families and individuals (those most likely to
depend on public health clinics) use tight de-
sign and controls to compensate for the ab-
sence of cost sharing. Managed care organi-
zations thus have the capacity to dramatically
influence who provides care, how the care is
furnished, and who receives compensation.

The integration of financing and service
delivery into unified arrangements creates the
potential for greater integration of public health
principles into managed care. However, com-
mitment on the part of managed care organi-
zations to address public health issues is still ab-
sent, for the most part. Indeed, as Miller et al.
have observed, the very philosophies of public
health and managed care are quite different:
the former thinks of populations and identifi-
cation and treatment of risk while the latter
thinks of individuals or covered lives and risk
avoidance.1

The goal of managed care is to prevent and
cure disease among members of the man-
aged care plan. However, although the pri-
mary duty of managed care organizations is
to their members, the organizations func-
tion within a larger community, and their
operations must be consistent with public
health goals. On the other hand, the goal
of public health is to ensure the health of
the community at large, and public health
officials see their duty as promulgating this
approach among all health care providers in
the community.1(p678)

The transformation to managed care has
coincided with harder times for public health.
The decline in grants investing in the public
health infrastructure is only one aspect of the
problem. The switch to managed care means
that many public health clinics can no longer
seek third-party reimbursement (even from
Medicaid) if they are not part of the network of
a client’s managed care organization, a status
that only a small proportion of public health
agencies have achieved. At the same time,
health agencies have a legal and moral obliga-
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tion to furnish care to the public at large, a fact
that causes health departments to use increas-
ingly scarce discretionary dollars for services
that were once covered by third-party payers.

Far too often, the response of public health
has been to decry the very existence of managed
care and to blame the managed care system for
public health’s problems, or to predict the im-
minent demise of managed care and express
the hope that a return to the “good old days” of
fee-for-service will come sooner rather than
later. Neither approach is likely to succeed.

The Challenge for the Future

Managed care, properly managed, offers
tremendous potential for the public’s health,
especially for populations who have tradi-
tionally had poor access to health care. For
example, before managed care, Medicaid
beneficiaries were entitled to coverage but
often had difficulty finding providers will-
ing to serve them. Managed care organiza-
tions that are responsible for the coverage of
Medicaid beneficiaries must ensure access
to real services, not just coverage. While there
may be some debate about the scope and
quality of those services, managed care, im-
plemented correctly, can indeed increase ac-
cess to care for certain populations. Further-
more, the responsibility of managed care

organizations for the quality of care and for
their clients gives public health a means to
influence the standard of care through de-
velopment of population-wide measures of
performance.

It is naïve to think that managed care is
going to disappear. Some form of manage-
ment of care will always be with us, both as
a cost containment measure and as a quality
control or accountability measure. The ques-
tion is not whether care will be managed,
but how.

If this is indeed the reality—that man-
aged care is here to stay and that the infra-
structure of the US health care delivery sys-
tem is changing dramatically—then the
challenge for public health is 2-fold: (1) How
can public health influence managed care by
integrating public health principles into the
workings of managed care? and (2) How
must public health adapt to compete in a
managed care environment, collaborate with
a changed health care delivery system, or
both?

These questions, easy to pose, encompass
a broad array of critical subsidiary issues. They
are also difficult to answer. It is our hope that
the pages of this Journal, in the months and
years ahead, can be used to describe what has
been happening to public health in an evolving
health care delivery system; to assess what
strategies public health must adopt to ensure

the continued strength of a population-based
perspective in health care delivery; to consider
what can be done to create a better under-
standing and accommodation of the tension
between population-based and individual-based
approaches to health; and, just as important, to
discuss how public health must change its struc-
ture and approaches to achieve traditional pub-
lic health goals in a changing system.
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Not-So-Strange Bedfellows: Public Health and Managed Care
Picture a group of public health profes-

sionals 10 or 15 years ago, relaxing after a long
day of American Public Health Association
sessions. They have been discussing the failings
of the US health care system and imagining
an improved version, consistent with public
health values. It would be a population-based
system that viewed prevention as integral to its
mission. It would seek to decrease the fre-
quency of unnecessary medical tests and in-
terventions, and it would place health care tasks
in the hands of those most suited to perform
them, increasing reliance on primary care prac-
titioners and giving more responsibility to
nurses and physician’s assistants. It would try
to markedly improve equity and access to care
while controlling costs and maintaining or im-
proving quality. It would add accountability to
the provision of health care.

In tribute to this vision, glasses are raised,
toasts made. And most of the group will leave
the table with a resigned sigh, convinced that

they will never actually see such a system, no
matter how much sense it would make.

Today, the public health idealists who sat
around that table would probably be reluctant
to admit that many of the elements they envi-
sioned are actually part of the current health
care landscape, in the form of managed care.
Somewhere along the line, managed care’s neg-
ative aspects—of which there are plenty—have
overshadowed its positive features. Shameless
profiteering, restricted choices for patients, re-
stricted decision-making latitude for physi-
cians, and poor customer service are but a few
of the complaints that have put health mainte-
nance organizations at the bottom of public
opinion polls.1 In addition, in the broader health
care delivery system, not limited to managed
care, the issues of equity and access have not
been resolved. Nevertheless, as we criticize
managed care for its flaws and inadequacies,
we should not ignore the considerable com-
mon ground and common purpose that exist

between public health and managed care, and
we should not discard the improved elements
of the health care system that have been fea-
tures of many managed care plans.

A Need for Collaboration

Having worked in both areas, we have ob-
served that the suspicion between public health
and managed care is mutual. The managed care
world, like the rest of the private sector, is woe-
fully ill-informed about public health’s role and
contributions, and managed care has few in-
centives and even less inclination to bring pub-
lic health to the table. Public health often dis-
plays an equally shocking ignorance about the
mechanics of health care delivery and a knee-
jerk antagonism toward the structure and ad-
ministration of the health care delivery system.
Ignorance and apathy on one side and igno-
rance and hostility on the other are not the best


