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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
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recipe for collaboration. Yet collaboration be-
tween public health and managed care is pre-
cisely what is required to improve the health
of individuals and communities.

The fact is that managed care and public
health are codependent in the most straight-
forward sense of the term: we need each other
to get the job done. Modern public health—
including immunization, cancer screening,
heart disease risk management, injury preven-
tion, and protection from environmental haz-
ards—simply cannot be practiced without col-
laboration from the health care delivery system,
which is often a managed care system. Our
current challenges in public health—such as
eliminating health disparities, improving the
quality of life in an aging population, and com-
bating an epidemic of obesity by integrating
physical activity and healthy eating into our
daily lives—require participation by health care
providers in their offices and in their role as
community leaders.

Health plans can structure programs, out-
reach efforts, and incentives to help meet these
challenges. In the process, the health plan mem-
bers benefit and the institutional (or corporate)
goals of the plans are furthered. Also important
in this scenario are the purchasers of health
care, the employers of workers whose benefits
include health care. The content and processes
that a plan offers are heavily influenced by what
the purchaser requires and is willing to sup-
port. The more purchasers value prevention,
the more they see community health as being
in their long-term interest, the more likely they
are to support substantive collaborations be-
tween public health and health plans.

Guidelines for Quality of Care

Five years ago, after a consultative
process that included state and local health
departments, employers, and the managed
care industry, the Centers for Disease Con-
trol and Prevention (CDC) laid out recom-
mendations for itself to follow.2 Most of these
recommendations have been acted upon and,
along with independent actions at state and
local levels, they provide examples of suc-
cessful collaboration.These examples of col-
laboration can be grouped into 3 areas simi-
lar to those laid out by the Institute of
Medicine in The Future of Public Health3: as-
sessment of needs and progress, choice of in-
terventions, and implementation.

Assessment

At the national level, the Health Plan Em-
ployer Data and Information Set (HEDIS)4

has been a remarkable tool for assessing needs
and progress. Developed by the National Com-

mittee for Quality Assurance (NCQA),
HEDIS serves as a “report card” on the qual-
ity of care provided by 441 managed care
plans caring for more than 51 million Amer-
icans. HEDIS measures not only the quality of
care provided to employees insured by their
employers but also the quality of care pro-
vided to our most vulnerable insured popula-
tions, those who are covered by Medicaid and
Medicare.

Relying heavily on the US Preventive Ser-
vices Task Force’s Guide to Clinical Preven-
tive Services,5 the CDC worked closely with
NCQA on the development of HEDIS. The re-
sults include a strong emphasis on prevention.
Of the 17 HEDIS measures of effectiveness of
care, 5 measure primary prevention (immu-
nizations, prenatal care, and advice to quit
smoking) and 3 measure secondary prevention
(screening for breast and cervical cancer and
chlamydia).

Because managed care organizations de-
pend on their HEDIS scores for accreditation,
they pay special attention to the areas meas-
ured. This attention is paying off. For exam-
ple, NCQA reports that from 1998 to 1999
cholesterol screening among persons with
coronary heart disease increased from 59%
to 69%.6 HEDIS also shows areas where im-
provement is still needed. In 1999, the first
year of measurement, only 16% of sexually
active women aged 21 to 25 years had re-
ceived a chlamydia screening test in the pre-
vious year.

At the state level, the Missouri Depart-
ment of Health is assessing the quality of care
provided by managed care plans to guide Mis-
souri consumers in choosing among these
plans. To create its 1999 Show Me Buyer’s
Guide,7 the department used consumer satis-
faction data collected directly from consumer
surveys, as well as clinical data provided by
the managed care plans via HEDIS. The guide
identified plans with higher-than-average or
lower-than-average performance in overall
member satisfaction. Areas in which satisfac-
tion was measured included number of doc-
tors in the plan, care received, referral to spe-
cialists, approval processes, and clinical areas
(e.g., prenatal care, breast cancer screening, di-
abetes care, and advice to quit smoking). Mis-
souri is one of many states that are collaborat-
ing with managed care organizations to provide
this sort of guidance to consumers.

Interventions

The choice of interventions is another area
for collaboration between public health agen-
cies and managed care organizations, and “The
Guide to Community Preventive Services”8 is
a good example of successful collaboration at
the national level. In this guide, the Task Force

on Community Preventive Services offers ev-
idence-based recommendations for effective
preventive interventions. Many of the recom-
mendations relate to the delivery of effective
clinical preventive services and are immedi-
ately usable by managed care organizations
seeking to improve the health and health care
of their enrolled populations. For example, the
task force strongly recommends the use of re-
minder-recall systems to increase the number
of persons receiving immunizations.9

The task force consists of 15 members,
including 2 from managed care organizations
and 1 from a national organization of employ-
ers interested in health. With the input of these
representatives from the private health care sys-
tem, the task force has chosen 7 areas for re-
view in its first volume to be published in 2001:
diabetes, immunizations, motor vehicle occu-
pant injury, oral health, physical activity, soci-
ocultural environment, and tobacco use.

A good local example of collaboration in
choosing interventions is a diabetes program in
San Diego, Calif. Diabetes is a disease with a
major burden of illness, and it is among the
costliest items in a health plan. Public health in-
terventions are directed toward early recogni-
tion of the disease and prevention of its serious
sequelae, such as renal disease, retinopathy,
heart disease, and the need for amputation. The
San Diego Health and Human Services Agency
has joined with more than 20 health plans,
physician groups, insurers, hospitals, volun-
tary organizations, and educational institutions
to form Community Health Improvement Part-
ners, a group that targets public health priori-
ties including access to care, school health,
needs assessment, immunizations, mental
health, and diabetes.10 The diabetes program,
Project Dulce, focuses on the needs of under-
served Latino populations. The intervention
uses group education, skill building, social sup-
port, and exercise groups implemented by com-
munity health educators and is linked to clin-
ical and case-management programs.

Similarly, the Jacksonville Plan of Pru-
dential Health Care in Florida improved the
glycemic control of its members with diabetes
through a program using a nurse educator and
emphasizing prevention.11

Implementation

The third area for collaboration is imple-
mentation of preventive activities. In one ex-
ample of this type of collaboration, the CDC
has recently undertaken a national partnership
with managed care organizations and employ-
ers to increase the use of influenza and pneu-
mococcal immunizations by adults. The man-
aged care organizations include the American
Association of Health Plans, the Alliance of
Community Health Plans, the BlueCross
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BlueShield Association of America, and the
National Institute for Health Care Manage-
ment. The employer groups include the Man-
aged Health Care Association, the National
Business Coalition on Health, and the Wash-
ington Business Group on Health.

As a first step, these partners chose
adult immunizations as one of the most cost-
effective missed opportunities for preven-
tion in the United States. Then, using the
recommendations of the Task Force on Com-
munity Preventive Services,9 the national
partners began developing state and local
collaborations in Connecticut; Denver, Colo;
and Detroit, Mich, to increase the delivery
of influenza and pneumococcal immuniza-
tions. The local collaborations, which in-
volve state and local governments, employer
coalitions, the majority of local managed
care organizations, and the peer review or-
ganizations supported by the Health Care
Financing Administration, will measure im-
munization coverage at baseline and over
the next 3 years to document the program’s
effectiveness.

More Must Be Done

These are but a few examples of the types
of meaningful partnerships with managed care
that can help further public health’s preven-
tion and population health objectives. Count-
less other opportunities await. If public health

waits to be invited, however, the wait may be
long. Whether we are satisfied with the current
health care system (a rather small cohort) or
would like to see a national health service in
the near future, public health professionals
have a responsibility to improve the public’s
health. We can do this more efficiently, effec-
tively, and thoroughly, through a closer col-
laboration than we currently demonstrate be-
tween public health partners—government,
voluntary, professional, and academic—and
all parts of our health care delivery system,
including managed care.
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