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Medicine & Public Health: Better Together?

Medicine & public health: contentious history
Public health had strong support from organized medicine
through much of the 19th and early 20th centuries
Early APHA presidents were also prominent AMA leaders
Medical profession opposition to public provision of clinical services grew
during 1920s-30s as backlash to progressivism
“Habit of condemning any attempt at intelligent community action by labeling it
socialistic and bureaucratic…” →CEA Winslow, 1926
“Relegated to secondary status: less prestigious than clinical medicine, less
amply financed, blocked from assuming higher-level functions of coordination
and direction.” → Paul Starr, 1982.
Source: Starr P. The Social Transformation of American Medicine. NY: Basic Books, 1982 (rev. 2016)
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Some questions of interest
To what extent do physicians contribute to organized public health activities?
How do contributions vary across the U.S. and change over time?
To what extent do contributions from FQHCs complement or substitute for
contributions from other types of medical practices?
How have recent public & private policy initiatives shaped contributions?
What effects do these contributions have on quality, outcomes, equity?

The National Longitudinal Survey of Public Health Systems
Characterize functional and structural characteristics of local public health
delivery systems across the U.S.
→ Types of recommended* public health activities that are implemented
→ Types of organizations that participate in implementing activities
→ Perceived effectiveness of activities in meeting community needs
Assess geographic variation and longitudinal change in local public health
system structure and function.
Support studies about the reach, effectiveness & impact of public health
systems from a health equity perspective.
*Recommended by federal advisory bodies including NASEM, CDC, HHS

Developmental History
1988 Institute of Medicine report “The Future of Public Health”
1994 HHS Essential Public Health Services
1997 IOM Community Health Improvement Process
1998: 1st Survey Wave

2000 CDC National Performance Standards
2000 Healthy People infrastructure objective
2006 CDC/RWJF Public Health Services Research Agenda
2006: 2nd Survey Wave

2012 IOM Foundational Capabilities
2012: 3rd Survey Wave

2014 HHS Public Health 3.0 Framework
2014: 4th Survey Wave

https://www.cdc.gov/nceh/ehs/10-essential-services/resources.html

2016 RWJF Culture of Health agenda and metrics
2016: 5th Survey Wave

2018: 6th Survey Wave

2020: 7th Survey Wave

Population & Sampling: Respondents
Local public health official reports on activities implemented in the jurisdiction
served by their agency
Local public health agency may or may not perform the activity
Measurement of activities implemented by the local public health delivery system operating
in the jurisdiction, rather than solely by the local public health agency
Validation studies confirm that local public health officials can reliably report information
about community-wide public health activities and organizational contributors
Caveats: respondents may have limited information about small-scale, single-institution and
non-governmental activities

Population & Sampling
1998: 100% sample of public health jurisdictions containing ≥ 100,000 residents (n=497)
2006, 2012: re-survey jurisdictions that responded in 1998 (n=354).
2014: Arm 1: re-survey all jurisdictions sampled in 1998 (n=495).
Arm 2 & 3: stratified random sample of jurisdictions with <100,000 residents (n=556)
2016: Same as above
2018: Same as above
Arm 4: all jurisdictions statewide in KY, OH, WA, OR, TX not already included in sample

Population & Sampling
Types of public health jurisdictions included in sample

1.
2.
3.
4.
5.
6.

7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.

Survey Content: 20 Public Health Activities
Community health needs assessment
Survey of the population for behavioral risk factors
Investigation of adverse health events
Laboratory services to support adverse health event investigations
Analysis of health determinants
Analysis of participation in preventive and screening services
Communication network among health organizations, media and the public
Provision of health information to public officials
Prioritization of community health needs
Implementation activities to address prioritized community needs
Community health action plan
Plan to allocate resources consistent with community action plan
Deployment of resources to address prioritized community needs
Assessment of local public health agency
Provision of or linkage to age-appropriate services
Evaluation of effects of public health services on health status
Use of process and outcome measures to monitor health programs
Provision of health information to the public
Provision of health information to the media
Implementation of legally mandated public health programs

Survey Structure & Content
20 stem questions: each focused on a public health activity linked to 3 IOM core functions
Stem: Was the activity implemented in the jurisdiction [during past 1/3 years]? (N/Y)
If Yes: Role of local public health agency in implementing (Likert scale)
If Yes: What other types of organizations participated in implementing the activity? (MATA)

If Yes: How well is the activity performed in the jurisdiction (Likert scale)

Commonly Used Measures
Activity measures: activity is performed in the jurisdiction (0/1)

Scope of activity: % activities performed in the jurisdiction (0-100)
Organizational contributions: for each type of organization
→ Extensive margin: organization contributes to at least 1 activity (0/1)
→ Intensive margin: % activities contributed by organization (0-100)
Perceived effectiveness: rescaled from Likert to 0-100%
Network structure: based on activities jointly contributed by pairs of
organizations (dyads).
System typology composite measure: based on cluster analysis results.

Data linkages allow us to study the causes and consequences
of public health delivery system change
Area Health Resource File: health resources, demographics, socioeconomic status,
health insurance coverage

Association surveys: public health agency & hospital
institutional & financial characteristics
IRS 990: nonprofit revenues, expenditures in communities
CMS Impact File & Cost Report: hospital uncompensated care, community benefit
Dartmouth Atlas: Area-level medical spending (Medicare)
CDC Compressed Mortality File: Cause-specific death rates by county

Equality of Opportunity Project (Chetty): local life expectancy by income
Behavioral risk factors (BRFSS): smoking, physical activity, obesity

Assurance

Policy/Planning

Assessment

Implementation of public health activities,
1998-2018
Activity
1. Conduct periodic assessment of community health status and needs
2. Survey community for behavioral risk factors
3. Investigate adverse health events, outbreaks and hazards
4. Conduct laboratory testing to identify health hazards and risks
5. Analyze data on community health status and health determinants
6. Analyze data on preventive services use
7. Routinely provide community health information to elected officials
8. Routinely provide community health information to the public
9. Routinely provide community health information to the media
10. Prioritize community health needs
11. Engage community stakeholders in health improvement planning
12. Develop a community-wide health improvement plan
13. Identify and allocate resources based on community health plan
14. Develop policies to address priorities in community health plan
15. Maintain a communication network among health-related organizations
16. Link people to needed health and social services
17. Implement legally mandated public health activities
18. Evaluate health programs and services in the community
19. Evaluate local public health agency capacity and performance
20. Monitor and improve implementation of health programs and policies
Mean performance of assessment activities (#1-6)
Mean performance of policy and planning activities (#7-15)
Mean performance of implementation and assurance activities (#16-20)
Mean performance of all activities

1998
71.5%
45.8%
98.6%
96.3%
61.3%
28.4%
80.9%
75.4%
75.2%
66.1%
41.5%
81.9%
26.2%
48.6%
78.8%
75.6%
91.4%
34.7%
56.3%
47.3%
67.0%
63.9%
61.1%
63.8%

2018
87.1%
71.1%
100.0%
96.1%
72.7%
39.0%
84.0%
82.3%
89.0%
83.6%
68.8%
87.9%
41.9%
56.8%
85.3%
50.0%
92.4%
37.9%
56.1%
46.4%
77.7%
75.5%
56.6%
67.6%

% Change
21.8%
55.2%
1.4%
-0.2%
18.6%
37.3%
3.8%
9.1%
18.3%
26.5%
65.7%
7.3%
59.9%
16.9%
8.2%
-33.8%
1.1%
9.4%
-0.3%
-1.9%
15.9%
18.3%
-7.3%
6.0%

Variation in implementing public health activities
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Organizational contributions to public health activities

Type of Organization
Local public health agencies
Other local government agencies
State public health agencies
Other state government agencies
Federal government agencies
Hospitals
Physician practices
Community health centers
Health insurers
Employers/businesses
Schools
Universities/colleges
Faith-based organizations
Other nonprofit organizations
Other

1998
60.7%
31.8%
46.0%
17.2%
7.0%
37.3%
20.2%
12.4%
8.6%
16.9%
30.7%
15.6%
19.2%
31.9%
8.5%

2018
67.5%
33.2%
34.3%
12.3%
7.2%
46.6%
18.0%
29.0%
10.6%
15.3%
25.2%
22.6%
17.5%
32.5%
5.2%

Percent
Change
11.1%
4.4%
-25.4%
-28.8%
3.7%
24.7%
-10.6%
134.6%
23.0%
-9.6%
-17.9%
44.7%
-9.1%
2.0%
-38.4%

Measuring network structure
Two-mode networks (organization types X activities) transformed to one-mode
networks with tie strength indicated by number of activities jointly produced
Organization Type/Sector
Local public health agency

Activities
1

2

X

X

3

4
X

State public health agency

X

X

Hospitals

X

X
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X

X

X
X

X

X

X

X

Insurers

X

X

X

Employers
Social service organizations
Schools
…..

X

X
X

...20

X
X

Physician practices
CHCs

5

X
X

X

Mapping public health network structure

Node size = degree centrality
Line size = % activities jointly contributed (tie strength)
Mays GP et al. Understanding the organization of public health delivery systems: an empirical typology.
Milbank Q. 2010;88(1):81–111.
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Trends in physician and CHC contributions to public health activities
Physician Practices

Community Health Centers

Variation in physician and CHC contributions to public health activities
(intensive margin in 2018)
Physician Practices

Percent of activities contributed

Community Health Centers

Percent of activities contributed

Predictors of contributions
Physician Contributions

CHC Contributions

 PCP supply

 PCP supply (PCP contributions)

 Health insurance coverage (Medicaid expansion)  Health insurance coverage (Medicaid expansion)
 Independent board of health

 Independent board of health

 Public health agency clinical revenue

 Public health agency clinical revenue

 CHC patient volume (CHC contributions)

 CHC patient volume

 Hospital employed physician ratio

Elasticity of substitution of 0.23
Two-part models controlling for population size, population density, racial composition, income per capita, educational
attainment, age composition, and state and year fixed effects.

Estimating Policy Effects on Physician Contributions
Three Diverse Policy Initiatives
Public Health Accreditation Board’s 21C Learning Community (philanthropy): 2015
Humana Bold Goal Initiative (private/corporate): 2015
CMS Accountable Health Community model (federal): 2017
Analytic methods
NALSYS data before and after each initiative begins
Statistically matched comparison groups of non-participating communities:
propensity score methods or synthetic control methods
Difference-in-difference models to estimate program effects, controlling for time-varying
confounding characteristics

Estimating Policy Effects: very preliminary results
Initiative

21C Learning Community:

Effect on Physician Contributions
(Degree Centrality)
11% 

Humana Bold Goal:

13% 

CMS AHC model:

24% 

Example: Bold Goal

Percent Change

Preliminary Bold Goal Results: Surrogate Index Projections
of 10-Year Effects on Health & Economic Outcomes

1. Mays GP, Mamaril CB, Timsina LR. Preventable Death rates fell where communities expanded population health activities through
multisector networks. Health Affairs. 2016;35(11):2005-2013.

Preliminary lessons learned & next steps
Physician contributions to public health vary widely across the U.S.

Contributions have increased in recent years but not recovered to 2006 levels
Evidence of substitution with CHC contributions and LHD clinical service delivery
Contributions appear sensitive to both public and private sector initiatives to improve
coordination
Next steps:

Extend analyses to the COVID-19 periods
Examine effects on overall quantity/quality of public health activities
Examine effects on clinical care access, quality, outcomes
Examine heterogeneity/equity in effects across different types of community contexts
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