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Editor’s Preface
The fifth edition of Essentials of Health Policy and Law 
describes and analyzes, through the lenses of policy 
and law, the transformations taking place across the 
United States healthcare delivery and public health sys-
tems. Building on the core content and engaging style 
of earlier editions, this edition is by necessity influ-
enced by the shifts occurring as a result of the 2020 
election cycle, including the ways in which the Patient 
Protection and Affordable Care Act (commonly known 
as the ACA) is being interpreted and implemented.

Professors Sara Wilensky and Joel Teitelbaum have 
deep experience analyzing and communicating about 
the ACA and many other aspects of health policy and 
law, and this edition benefits from their combined 40 
years in the field. Capitalizing on this expertise, Essen-
tials of Health Policy and Law, Fifth Edition takes a broad 
approach to the study of health policy and law and pro-
vides a coherent framework for grappling with important 
healthcare and public health issues in the United States.

Health policies and laws are an inescapable and 
critical component of our everyday lives. Scores of 
important issues—from the accessibility, cost, and 
quality of health care; to the country’s preparedness 
for natural disasters and pandemics; to the effects 
that structural and social determinants of health have 
on individual and community health; to the right to 
make individual decisions about one’s own medical 
care—fall under the health policy and law umbrella. 
Health policies and laws have a strong and lasting 
effect on the quality of our lives as individuals, and on 
our safety, health, and well-being as a nation.

Professors Wilensky and Teitelbaum do a mar-
velous job of succinctly describing the nation’s pol-
icy- and law-making machinery, the always-evolving 
healthcare and public health systems, the ways in 
which policy and law affect essential healthcare and 
public health concerns, and methods of advocacy 
for those individuals and organizations that aim to 

promote health through policy and legal reform. Both 
authors have a unique ability to make complex issues 
accessible to a wide range of readers, including those 
without a background in health care or public health. 
Their training as policy analysts and lawyers shines 
through as they systematically describe and analyze 
the complex field of health policy and law, and pro-
vide vivid examples to help make sense of it all.

Equally apparent is their wealth of experience 
teaching health policy and law at both the undergrad-
uate and graduate levels. Between them, they have 
designed and taught many different health policy and/
or law courses, designed and directed a bachelor of 
science degree program in public health, and received 
multiple teaching awards for their efforts in the class-
room. Readers of this text are the beneficiaries of their 
experience, enthusiasm, and commitment, as you will 
see in the pages that follow.

I am pleased that Essentials of Health Policy and 
Law is a part of the Essential Public Health series. 
From the earliest stages of the series’ development, 
Professors Wilensky and Teitelbaum have played a 
central role. They have closely coordinated efforts 
with other series authors to ensure that the series pro-
vides a comprehensive approach with only intended 
overlap. This is well illustrated by the numerous 
additions and revisions, which are described in the 
Preface, that have taken place with the publication of 
this latest edition.

I am confident that you will enjoy reading and 
greatly benefit from Essentials of Health Policy and Law. 
Whether you are studying public health, public policy, 
healthcare administration, or a field within the clini-
cal health professions, this text is a key component of 
your education.

—Richard Riegelman, MD, MPH, PhD, editor,  
Essential Public Health Series
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In the preface to the fourth edition of this text, we 
described several significant changes that had trans-
pired across the healthcare and public health land-
scapes in the 13 years since we authored the very first 
edition: passage and implementation of the Patient 
Protection and Affordable Care Act (commonly 
known as the Affordable Care Act, or ACA); a new, 
national focus on the ways in which myriad social 
determinants of health affect individual and popu-
lation health and well-being; shifts in public health 
education; and a mainly unanticipated election at the 
very top of the national ticket in 2016, a result that 
dramatically altered the trajectory of federal health 
policy. To this list we now add two key events that 
have taken place since we wrote the fourth edition  
manuscript in 2018. First, we note the protracted fed-
eral election cycle of 2020, which bled into early 2021 
due to runoff races for both of Georgia’s Senate seats 
and which again dramatically shifted the balance of 
power over federal policymaking. After all the votes 
were counted, Democrats emerged in control of the 
presidency and, by the slimmest of margins, both 
houses of Congress. What effects this will have on fed-
eral health policy and law, at least until the midterm 
elections in 2022—which could again easily reshape 
the Senate and/or the House of Representatives—
remains to be seen, but expectations are high that 
Democrats will use their rare control of all the levers 
of federal policymaking to enact new health-related 
programs and policies, and to enforce existing ones 
with gusto. Of course, Democrats’ legislative power is 
not completely unfettered, owing in large part to Sen-
ate filibuster rules. Whatever the case, we do our best 
in this edition to describe the key health policy and 
legal changes brought about by the Biden administra-
tion and the Democrat-controlled Congress as of the 
time of this writing, in August 2021.

The second addition to the list is, of course, the 
COVID-19 pandemic and its many devastating and 
intertwined health, economic, and social conse-
quences. While it will take years to truly comprehend 
all of the national and global ramifications of the 
pandemic, and many more to adjust to and recover 

from them, it is fair to say this much about COVID-19  
in the United States as of mid-2021: While it has 
affected all segments of the population, it has been 
particularly deadly and damaging to groups who have 
been racially minoritized in society, people living in 
poverty situations, older persons, persons with dis-
abilities, LGBTQ+ populations, youth, and indigenous 
peoples; it has deepened long-standing inequalities 
across a range of subjects and sectors; it has caused 
record levels of unemployment and business closures, 
and it will have major long-term repercussions on the 
economy and on consumer behavior; it is likely to 
alter the nature of work and education, and the role 
of technology in them; it has seemingly exacerbated 
a deep-seated lack of societal cohesion; it has taken 
a toll on the nation’s mental health and well-being, 
particularly among young people; and, if not properly 
addressed through policy and law, the triple crises of 
the pandemic—health, economic, and social—will 
likely increase inequity, inequality, social deprivation, 
and exclusion in the long term.

Yet for all of the extant and potential conse-
quences of COVID-19, it does not receive deep treat-
ment in this text. This text aims to provide readers 
with a broad understanding of some of the most 
essential topics and tools in health policy and law, 
so that when students consider a major health event 
like COVID-19, they can do so using policy and law 
lenses. However, COVID-19 is used to illuminate dis-
cussions about various aspects of our political and 
legal landscape: the U.S. political system, including 
federalism and the politicization of the judicial branch 
of government; legal doctrines that are remnants of 
century-old judicial decisions; the organization and 
financing of American health care, including the pub-
lic and private health insurance systems; the state of 
the public health workforce; structural discrimination 
and myriad social determinants of health; ways to 
advocate for change; and more. Thus, while readers 
may only periodically encounter content that specifi-
cally calls out COVID-19, in many respects you are 
reading about the policies and laws and concepts that 
either allow the nation to respond well and equitably 
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to events like COVID-19, or that drive the country 
to a response that leaves tens of millions of people in 
harm’s way. We turn now to brief summaries of some 
other key events and frameworks that have animated 
this book across several editions.

Implementation of the 
Affordable Care Act
Now hailed as the most important set of changes to 
health insurance since the 1965 enactment of Medi-
care and Medicaid, the ACA was signed into law by 
President Barack Obama in March of 2010. Since that 
time, the ACA itself has been on quite a journey, given 
the policy shifts and legal challenges it has under-
gone in a relatively short time. Broadly speaking, the 
ACA represents two landmark achievements in health 
policy: major reform of the private health insurance 
market and, relatedly, a redistribution of resources to 
groups and individuals who, by virtue of indigence 
and/or illness, have historically been excluded from 
the health insurance market and/or healthcare system. 
Additionally, the law includes dozens of other impor-
tant reforms and programs unrelated to insurance. 
For example, more efficient and higher-quality health 
care, population health, healthcare access, long-term 
care, the health workforce, health disparities, com-
munity health centers, healthcare fraud and abuse, 
comparative effectiveness research, health informa-
tion technology, and more all receive attention by the 
ACA. Indeed, it is fair to say that a fully implemented 
ACA would move the nation toward a more affordable, 
equitable, and stable insurance system, not only for 
the millions of individuals who have and are expected 
to gain insurance, but also for the tens of millions of 
people who no longer face the threat of a loss or lapse 
of coverage.

Yet, full implementation of the ACA is still just 
a goal, as many federal and state policymakers and 
a substantial bloc of the voting public continue their 
efforts to undermine, if not totally destroy, the law. 
To understand these efforts, readers must understand 
that many ACA reforms required a reordering of the 
relationships that lie at the heart of the nation’s health-
care and public systems. Individuals, providers, insur-
ers, employers, governments, and others were forced 
to alter once-normative behaviors in response to the 
policy and legal decisions underpinning the law. 
These types of major policy and legal shifts—such as, 
in the case of the ACA, the creation of the “individual 
insurance mandate,” new prohibitions that prevent 
private insurers from using discriminatory enrollment 

practices, the creation of new health insurance 
exchanges, and the expansion of Medicaid eligibility 
standards—are basically destined to create backlash, 
given the very nature of how people respond to change 
and the vast amounts of money that, for some indus-
tries, are at stake. Add to this the fact that the ACA bill 
that eventually became law passed in Congress by the 
slimmest of margins after months of rancorous debate, 
and fully half the states in the United States actively 
opposed the ACA’s implementation after its passage. 
Even now, more than a decade since the ACA became 
law, courts across the country have ACA-related cases 
on their dockets and the law continues to be used as 
a cudgel on the campaign trail. Needless to say, the 
outcomes of these lawsuits and policy debates will no 
doubt be discussed in both the national media and in 
the health policy and law courses in which you regis-
ter, and they will be devoted space in the pages of this 
text in future editions.

Shifts in Public Health 
Education
Several important shifts in public health educa-
tion have taken place since 2007. One change that 
is particularly relevant to this text (and to the entire 
Essential Public Health series, of which this text is a 
part) is the effort undertaken by the Association of 
American Colleges and Universities (AAC&U) and 
the Association of Schools and Programs of Public 
Health (ASPPH) to develop the Educated Citizen and 
Public Health Initiative. This initiative seeks to inte-
grate public health perspectives into a comprehen-
sive liberal education framework and to develop and 
organize publications, presentations, and resources 
to help faculty develop public health curricula in the 
nation’s colleges and universities. As a result, public 
health perspectives generally, and health policy and 
law specifically, are increasingly being integrated into 
courses as diverse as political science, history, sociol-
ogy, public policy, and a range of courses that prepare 
students for the health professions. Furthermore, the 
most recent accreditation standards from the Council 
on Education for Public Health (CEPH) requires that 
Master of Public Health students learn to “advocate 
for political, social or economic policies and programs 
that will improve health in diverse populations” (see 
https://storage.googleapis.com/media.ceph.org/wp 
_assets/2016. Criteria.pdf), and this edition responds 
to that call with a brand-new chapter on health 
 advocacy. We are proud that this text has played a 
role in shaping (and supplying) the market for health 

xvi Authors’ Preface



policy and law education as part of a liberal education 
framework, and we aim with this Fifth Edition to make 
the material as accessible as possible to diverse audi-
ences. Indeed, we know from user surveys that this 
text is used across several disciplines (public health, 
health administration, medicine, health, other public 
policy, etc.) and degree levels (bachelor, master, doc-
toral), and as a result we attempt to strike a balance on 
the topics that are covered, the depth of the content 
covered, and the overall length of the text. We recog-
nize that certain educators and programs wish that we 
would alter our approach to at least one of those three 
things, but we ask for your understanding as we aim 
to satisfy multiple audiences.

Addressing Complex 
Health Policy 
Challenges
Some health policy concerns are exceedingly com-
plex. On this topic we offer four factors for your con-
sideration as you delve into the chapters that follow. 
First, like most challenging public policy problems, 
pressing health policy questions simultaneously 
implicate politics, law, ethics, and social mores, all of 
which come with their own set of competing interests 
and advocates. Second, health policy debates often 
involve deeply personal matters pertaining to one’s 
quality—or very definition—of life, philosophical 
questions about whether health care should be a mar-
ket commodity or a social good, or profound ques-
tions about how to appropriately balance population 
welfare with closely guarded individual freedoms and 
liberties. Third, it is often not abundantly clear how to 
begin tackling a particular health policy problem. For 
example, is it one best handled by the medical care 
system, the public health system, or both? Which level 
of government—federal or state—has the authority or 
ability to take action? Should the problem be handled 
legislatively or through regulatory channels? The 
final ingredient that makes health policy problems 
such a complex stew is the rapid developments often 
experienced in the areas of healthcare research, medi-
cal technology, and public health threats. Generally 
speaking, this kind of rapid evolution is a confound-
ing problem for the usually slow-moving American 
policy- and lawmaking machinery.

Furthermore, the range of topics fairly included 
under the banner of “health policy and law” is breath-
taking. For example, what effect is healthcare spend-
ing having on national and state economies? How 
should finite financial resources be allocated between 

health care and public health? How can we ensure 
that the trust funds established to account for Medi-
care’s income and disbursements remain solvent in 
the future as an enormous group of baby boomers 
becomes eligible for program benefits? What kind of 
return (in terms of quality of individual care and the 
overall health of the population) should we expect 
from the staggering amount of money we collectively 
spend on health? Should individuals have a legal enti-
tlement to health insurance? How should we attack 
extant health disparities based on race, ethnicity, and 
socioeconomic status? What policies will best pro-
tect the privacy of personal health information in an 
increasingly electronic medical system? Can advanced 
information technology systems improve the quality 
of individual and population health? Should the right 
to have an abortion continue to be protected under 
the federal Constitution? Should physician assistance 
in dying be promoted as a laudable social value? Will 
mapping the human genome lead to discrimination 
based on underlying health status? How prepared is 
the country for natural and man-made catastrophes, 
like pandemic influenza or bioterrorism attacks? 
What effect will chronic diseases, such as diabetes and 
obesity-related conditions, have on healthcare deliv-
ery and financing? How should we harness advancing 
scientific findings for the benefit of the public’s health?

As seen from even this partial list of questions, 
the breadth of issues encountered in the study of 
health policy and law is virtually limitless, and we 
do not grapple in this text with all of the preceding 
questions. We do, however, introduce you to many 
of the policies, laws, and concepts that give rise to 
them; provide an intellectual framework for thinking 
about how to address them going forward; and direct 
you to additional relevant readings. Given the promi-
nent role played by policy and law in the health of all 
Americans, and the fact that the Health and Medicine 
Division of the National Academies recommends that 
students of public health and other interdisciplinary 
subjects (for example, public policy or medicine) 
receive health policy and law training, the aim of this 
text is to help you understand the broad context of 
American health policy and law, the essential issues 
impacting and flowing out of the healthcare and 
public health systems, and how health policies and 
laws are influenced and formulated. Broadly speak-
ing, the goal of health policy is to promote and protect 
the health of individuals and of populations bound 
by common circumstances. Because the legal system 
provides the formal structure through which public 
policy—including health policy—is debated, effected, 
and interpreted, law is an indispensable component 
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of the study of health policy. Indeed, law is inherent 
to the expression of public policy: Major changes to 
policies often demand the creation, amendment, or 
rescission of laws. As such, students studying policy 
must learn about policymaking and the law, legal pro-
cess, and legal concepts.

About the Fifth Edition
As a result of the changes described earlier, and in 
response to comments we received from users of the 
previous edition of Essentials of Health Policy and Law, 
this edition includes a brand-new chapter; renovations 
and updates to several existing chapters; updated fig-
ures, tables, and discussion questions; and updated 
references and readings. Specifically, there is new 
or updated content in the areas of national and state 
health reform; the healthcare delivery and public health 
systems; the policymaking process; the ACA’s effect on 
Medicaid, Medicare, and CHIP; individual rights in 
health care; structural and social drivers of health; and 
health advocacy, a topic that now lays claim to its own 
chapter. In addition, there is a new feature—specialized 
text boxes. Text boxes are now color-coded and divided 
into Discussion Questions, Special Topics, and Techni-
cal Spotlights, allowing instructors to select the content 
most appropriate for their courses.

Part I
Part I of this text includes five preparatory chapters. 
Chapter 1 describes generally the influential role of 
policy and law in health care and public health and 
introduces various conceptual frameworks through 
which the study of health policy and law can take 
place. The chapter also illustrates why it is important 
to include policy and law in the study of health care 
and public health. However, an advanced exploration 
of health policy and law in individual and population 
health necessitates both a basic and practical com-
prehension of policy and law in general—including 
the policymaking process and the workings of the 
legal system—and an understanding of the nation’s 
rather fragmented healthcare and public health sys-
tems. Thus, Chapter 2 discusses both the meaning 
of policy and the policymaking process, including the 
basic functions, structures, and powers of the legisla-
tive and executive branches of government and the 
respective roles of the federal and state governments 
in policymaking. Chapter 3 describes the meaning 
and sources of law and several key features of the 
American legal system, including the separation of 

powers doctrine, federalism, the role of courts, and 
due process. Chapter 4 provides an overview of the 
healthcare system, including basic information on 
healthcare finance, access, and quality and examples 
of how the U.S. system differs from those in other 
developed nations. Part I closes with an overview, in 
Chapter 5, of the public health system, including its 
origins, evolution, core functions, and contributions.

Part II
Part II offers several chapters focusing on key substan-
tive health policy and law issues. Chapter 6 examines 
the ways in which the law creates, protects, and restricts 
individual rights in the contexts of health care and pub-
lic health, including a discussion of laws (such as Med-
icaid and Medicare) that aim to level the playing field 
where access to health care is concerned. The chapter 
also introduces the “no-duty-to-treat” principle, which 
rests at the heart of the legal framework pertaining to 
healthcare rights and duties and holds that there is no 
general legal duty on the part of healthcare providers to 
render care. Chapter 7 describes how structural and 
social factors play a critical role in the attainment (or 
not) of health equity and of individual and population 
health, discusses the ways in which law can both exac-
erbate and ameliorate negative social determinants of 
health, and introduces readers to the concept of health 
and social services integration. Chapters 8 and 9 
cover the fundamentals of health insurance and health 
economics, respectively, and set up a subsequent the-
matic discussion in Chapters 10 and 11. Specifically, 
Chapter 8 describes the function of risk and uncer-
tainty in health insurance, defines the basic elements 
of health insurance, discusses important health policy 
issues relating to health insurance, and more; Chapter 
9 explains why it is important for health policymakers 
to be familiar with basic economic concepts; the basic 
tenets of supply, demand, and markets; and the way 
in which health insurance affects economic conditions.

Chapter 10 explains how federal and state poli-
cymakers have created health insurance programs for 
individuals and populations who otherwise might 
go without health insurance coverage. The basic 
structure, administration, financing, and eligibility 
rules of the three main U.S. public health insurance  
programs—Medicaid, the Children’s Health  Insurance 
Program, and Medicare—are discussed, as are key 
health policy questions relating to each program. 
Chapter 11 focuses on health reform and the ACA. 
This chapter discusses the reasons why for decades 
the United States failed to achieve significant national 
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health reform in the 50 years prior to the ACA, how 
and why the ACA passed given this history, and what 
the ACA aims to achieve. Part II then moves to a dis-
cussion of healthcare quality in Chapter 12, which 
reflects on several important policy and legal ques-
tions in the areas of provider licensure and accredi-
tation of health facilities (both of which represent 
quality control through regulation), the evolution of 
the standard of care, tort liability for healthcare pro-
viders and insurers, preventable medical errors, and, 
with the ACA as the focal point, efforts to improve 
healthcare quality through quality improvement and 
provider incentive programs. Part II concludes with 
Chapter 13, which focuses on public health emer-
gency preparedness, including discussions about the 
role of public health in emergency preparedness, the 
concept of the “whole community” approach to pre-
paredness and response, and the types of legal issues 
that arise in the context of emergency preparedness.

Part III
The text concludes in Part III with two chapters that 
cover the basic skills of health policy analysis and 

health advocacy, respectively. The substance of health 
policy can be understood only as the product of an 
infinite number of policy choices regarding whether 
and how to intervene in many types of health policy 
problems. Chapter 14 explains how to structure and 
write a short health policy analysis, which is a tool 
frequently used by policy analysts when they assess 
policy options and discuss rationales for their health 
policy recommendations. Finally, Chapter 15 exam-
ines the role of advocacy in health policymaking and 
the key tools used by health policy advocates, and it 
also includes a roadmap for developing a health advo-
cacy campaign.

Additional learning resources can be found in 
the Navigate eBook that accompanies this text. These 
materials include an interactive glossary, flashcards, 
chapter review slides, end-of-chapter quizzes to assess 
learning, and an interactive timeline. These materials 
are available by redeeming the access code found on 
the card inside this book.

Resources for instructors are also available and 
include slides in PowerPoint format, a test bank, mid-
term and final exam, and sample syllabus.
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 Pedagogical Features 

Learning Objectives
Learning objectives at the start of each chapter give you a preview of the topics to be covered in the chapter.

© Bill Perry/Shutterstock

Introduction
Unlike many other countries, the United States does 
not have a national healthcare delivery system; whether 
individuals have access to healthcare services—and 
whether they receive health care of appropriate quan-
tity and quality—often depends on whether they are 
insured. Even if individuals are insured, the kind of 
coverage they have can affect their ability to obtain 
care. Understanding health insurance, however, 
requires more than understanding its importance to 
healthcare access.

Policymakers must also know how providers, 
suppliers, employers, states, and others respond to 
changes in the health insurance market. For exam-
ple, if policymakers decide to reduce the number of 
uninsured by creating a new state health insurance 
exchange (essentially, an online marketplace) for 
the sale and purchase of private insurance cover-
age (as  happened under the Patient Protection and 
Affordable Care Act [ACA]), they must know whether 
providers will participate in the program and what 

features will make it more or less attractive to provid-
ers. Or, if policymakers want to reduce the number of 
uninsured by mandating that employers offer health 
insurance (as also happened under the ACA), they 
must know which requirements will make it more or 
less likely that more employees will be covered under 
such a mandate. In either case, policymakers might 
also want to know whether an initiative will affect the 
financial viability of public hospitals or health centers.

Several themes emerge when considering these 
types of health-insurance–related policy questions. 
First, insurance is rooted in the concepts of uncer-
tainty and risk; reducing uncertainty and risk by, for 
example, offering a health insurance product, par-
ticipating as a provider in a health insurance plan, or 
purchasing health insurance coverage as a consumer 
creates various incentives for insurers, the insured, 
providers, and governments to act or refrain from act-
ing in certain ways. As noted in Box 8.1, one goal of 
the ACA is to reduce the risk of insuring small busi-
nesses and individuals by creating a large purchas-
ing pool through state health insurance exchanges 

Understanding 
Health Insurance
LEARNING OBJECTIVES
By the end of this chapter you will be able to:

1. Understand the role of risk and uncertainty in insurance
2. Define the basic elements of health insurance
3. Differentiate various insurance products
4. Discuss incentives created for providers and patients in various types of insurance arrangements
5. Discuss health policy issues relating to health insurance
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Discussion
Question Boxes
Discussion Question boxes found 
throughout the text promote critical 
thinking, classroom discussion, and 
enhanced student learning.
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Conclusion
This introduction to health insurance serves as a 
building block for additional study, which expands 
upon many of the key health policy and law themes 
mentioned here. It should be clear to readers that 
health policy analysts and decision makers must be 
particularly attuned to health insurance issues; with-
out knowing both the basic structure of health insur-
ance and how various incentives impact the actions of 
healthcare consumers, professionals, and insurance 
carriers, they cannot make informed recommenda-
tions and policies addressing the key health issues of 
the day.

Box 8.9 DISCUSSION QUESTIONS

In terms of containing healthcare costs and im-
proving healthcare quality, do you think healthcare 
consumers and professionals need even more 
restrictions than are currently used in managed 
care? Are there any reasons to revert back to the 
FFS system, even knowing its inflationary quali-
ties? If you think that managed care is not the an-
swer to our still-rising healthcare costs and quality 
concerns, what other tools might help lower costs 
and improve the quality of care? Should any tools 
be imposed by government regulation or agreed to 
voluntarily by insurers and the insured?
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While Medicaid covers both children and adults, 
coverage for children and pregnant women typically 
has been more generous than coverage for nonpreg-
nant adults. Prior to ACA implementation, Medicaid 
covered 75% of children who lived below the poverty 
line, but only 35% of adults below that income level 
(Paradise et al., 2015, p. 3). Of adults who were cov-
ered by Medicaid, states were more generous when it 
came to pregnant women. While half the states pro-
vided coverage to pregnant women up to 200% of 
the federal poverty level (FPL; see Box 10.4), the me-
dian income eligibility limit for working parents was 
61%, and many states did not cover childless adults 
at all (Paradise, 2015, p. 8; Paradise et al., 2015, p. 
3). Traditionally left out of the program have been 
low-income adults without disabilities, women who 
are not pregnant, and the near-poor who earn too 
much money to qualify for Medicaid. However, the 
ACA included a significant eligibility expansion. As 
of July 2020, there were 18 million more Medicaid 
enrollees than prior to passage of the ACA (Med-
icaid and CHIP Payment and Access Commission 
[MACPAC], n.d.f). States that adopted the ACA Med-
icaid expansion option experienced an average en-
rollment increase of 42% as compared to nonexpan-
sion states, with 27 states increasing enrollment by 
at least 25% (MACPAC, n.d.f). As discussed later in 
more detail, the expansion was designed to include 
the low- income groups that traditionally had been 
excluded from Medicaid. 

Medicaid enrollment trends are responsive to 
national and state policy decisions, economic condi-
tions, and significant national events (e.g., Hurricane 

Katrina, the terrorist attacks of September 11, 2001). 
Not surprisingly, the COVID-19 pandemic resulted in 
increased Medicaid enrollment as more individuals 
lost employment and became eligible for the program. 
In addition, the Families First Coronavirus Response 
Act (FFCRA) gave states additional federal Medicaid 
funds as long as they met certain “maintenance of 
eligibility” requirements, incentivizing states to keep 
coverage conditions stable (Hinton et al., 2021). Med-
icaid and CHIP enrollment increased from 71.3 mil-
lion in February 2020 to 80.5 million in January 2021 
(Galewitz, 2021). This increase stands in contrast to 
declining Medicaid and CHIP enrollment from 2016 
to 2019 (Hinton et al., 2021). The prior enrollment 
loss was likely due to a variety of factors, including 
an improving economy, additional renewal barriers, 
tighter eligibility verification standards and new docu-
ment requirements, reduced outreach assistance, and 
immigration policies that may have deterred individu-
als from enrolling or renewing coverage (Kaiser Fam-
ily Foundation [KFF], 2019a).

Traditional Medicaid Eligibility 
Requirements
Eligibility requirements (as well as financing rules and 
benefits) differ for the groups that have been tradition-
ally covered by Medicaid and those that are covered 
under the ACA expansion option. To help clarify these 
differences, when referring to the rules that existed 
prior to the ACA, we use the term traditional Medicaid, 
and when referring to rules that attach to the ACA, 
we use the term expansion Medicaid. It is important to 
remember that states may follow both traditional and 
expansion Medicaid rules; the ACA expansion did not 
replace traditional Medicaid, but rather added to it.

Under traditional Medicaid rules, everyone must 
meet all five of the following requirements to be eligible:

1. Categorical: An individual must fit within a 
 category (e.g., pregnant women) covered by the 
program.

2. Income: An individual/family must earn no more 
than the relevant income limits, which are expressed 
as an FPL percentage (e.g., 133% of the FPL).

3. Resources: An individual/family must not have 
nonwage assets (e.g., car, household goods) that 
exceed eligibility limits.

4. Residency: An individual must be a U.S. resident 
and a resident of the state in which they are seek-
ing benefits.

5. Immigration status: Immigrants must meet cer-
tain requirements, including having been in the 
country for at least 5 years (for most immigrants).

Federal Poverty Level
Federal poverty guidelines are determined 
annually and calculated based on the number 
of individuals in a family. The guidelines are 
commonly referred to as the federal poverty level, 
but the U.S. Department of Health and Human 
Services (HHS) discourages the use of this term 
because the Census Bureau also calculates, 
using different methods, a figure referred to as 
the federal poverty threshold. However, because 
the term federal poverty level is still commonly 
used when discussing eligibility for federal and 
state programs, we use it here. The poverty 
guidelines are somewhat higher for Alaska and 
Hawaii due to administrative procedures adopted 
by the Office of Economic Opportunity.

Box 10.4 Special Topic
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Special Topics 
Special Topics boxes provide 
more detailed information on 
key topics throughout.



(Patient Protection and Affordable Care Act [ACA], 
2010). Second, to a large extent, insurance carriers 
choose the design of their health insurance prod-
ucts, and employers and individuals choose whether 
to purchase health insurance—and, if so, what type. 
Indeed, insurance carriers have had wide latitude to 
determine the individuals or groups that may join a 
plan, employers have had broad discretion to deter-
mine whether to offer coverage and what type to offer, 
and individuals have had the choice whether to pur-
chase health insurance coverage, although this choice 

was often illusory due to the high cost of health care. 
The ACA attempts to change these choices and incen-
tives. For example, many insurance plans will have 
to meet new requirements, such as offering a pack-
age of “essential health benefits”; most employers will 
have to provide health insurance coverage or pay a 
penalty; and most individuals will have to purchase 
health insurance or pay a penalty. For each choice, the 
question is: What policy goal (e.g., equity, universal 
coverage, fiscal restraint, market efficiency) should 
drive the design and regulation of health insurance?

This chapter begins with a short history of health 
insurance in the United States and then reviews the 
health insurance concepts key to understanding the 
structure and operation of health insurance. It con-
cludes with an overview of managed care, a particular 
form of health insurance dominant in today’s market.

A Brief History of the 
Rise of Health Insurance 
in the United States
Although about 92% of people in this country were 
insured in 2019, health insurance was not always 
an integral part of our society (U.S. Census Bureau, 
2020, p. 3). The initial movement to bring health 
insurance to the United States was modeled after 
activities in Europe. In the late 1800s and early 1900s, 
the European social insurance movement resulted in 
the creation of “sickness” insurance throughout many 
countries: Germany in 1883, Austria in 1888, Hun-
gary in 1891, Britain in 1911, and Russia in 1912, 
to name just a few examples. These programs varied 
in scope and structure, from a compulsory national 
system in Germany, to industry-based requirements in 
France and Italy, to extensive state aid in Sweden and 
Switzerland. Although the Socialist and Progressive 
parties advocated for the adoption of similar social 
insurance systems in the United States in the early 
1900s, their efforts were unsuccessful (Starr, 1982).

In the absence of government-sponsored health 
insurance plans, the private sector insurance industry 
flourished with the growth of Blue Cross, Blue Shield, 
and commercial insurance carriers. Blue Cross estab-
lished its first hospital insurance plan at Baylor Uni-
versity in 1929 by agreeing to provide 1500 teachers 
with 21 days of hospital care per year for the price of 
$6 per person (Starr, 1982, p. 295). The hospital indus-
try supported the growth of private insurance as a way 
to secure payment for services during the Depression. 
Blue Shield, the physician-based insurance plan, began 
in 1939 as a way to forestall renewed efforts to enact 

William owns a 
small farm that 

raises chickens and goats. He has nine employ-
ees and has always made it a priority to offer 
competitive benefits, including health insurance. 
Unfortunately, last year one of his employees was 
diagnosed with cancer, which he continues to 
fight. Due to the sharp increase in use of health 
services by his employee group, the insurance 
company doubled his group premiums for the 
upcoming year. When William contacted other 
carriers, several of them would not consider in-
suring his group, and most of the others gave him 
quotes that were just as expensive as his current 
carrier. One company gave him a lower quote, but 
it covered only catastrophic care; his employees 
would have to pay for the first $5000 of care out of 
their own pockets. After reviewing his company’s 
finances, William is left with several unattract-
ive options: stop offering health insurance; offer 
comprehensive health insurance but pass on 
the cost increase to his employees, which would 
make it unaffordable for most of them; offer the 
bare-bones catastrophic plan only; or signifi-
cantly lower wages and other benefits to defray 
the rising health insurance costs. In addition to 
wanting to offer competitive benefits, William is 
concerned that adopting any of these options will 
cause his employees to leave and make it hard to 
attract others, threatening the sustainability of 
his company.

The 2010 health reform law (ACA) attempts 
to help small businesses like William’s by creat-
ing state health insurance exchanges. Starting in 
2014, these exchanges offered a variety of plans 
to individuals and small businesses that other-
wise might not be able to afford health insurance 
coverage. By creating large groups of purchasers 
through the exchanges, it is possible to pool risk 
and keep prices lower than if individuals or small 
businesses were attempting to purchase insur-
ance coverage on their own.

Box 8.1 VIGNETTE
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and key topics for additional student learning. 

more difficult to access if they are provided through wrap-
around benefits that supplement the benchmark package 
instead of within the package itself. The DRA was later 
amended to require states to ensure that EPSDT services 
are available to children up to age 21 years, to cover non-
emergency transportation to medical appointments, and 
to cover family planning services and supplies.

The benefit changes allowed by the DRA may 
be applied only to certain populations, and these 
groups had to be part of a state plan prior to the 
law’s enactment to receive the new benefits package. 
DRA-eligible populations include most categorically 
needy children, as well as parents and caretakers 
who receive Medicaid but not Temporary Assistance 
to Needy Families (the new welfare program created 
by PRWORA). The list of populations excluded from 
the DRA is quite lengthy and includes medically frail 
beneficiary groups with high expenditures, such as 
the disabled, dual eligibles, and terminally ill hospice 
patients (SSA, § 1937). Very few states have used DRA 
options for populations other than Medicaid expan-
sion (EveryCRSReport.com, 2018).

The ACA further amended the DRA benchmark 
options, which are now referred to as section 1937 
State Flexibility in Benefits Packages (based on the 
section of the SSA that describes these plans). Under 
the ACA, ABPs are offered in accordance with section 
1937 rules. The ACA requires section 1937 plans to 
provide EHB coverage and comply with the Mental 
Health Parity and Addiction Equity Act, which requires 
parity between physical and mental health/substance 
abuse benefits (Medicaid.gov, n.d.b). EHBs include 
coverage for 10 categories of services in a scope equal 
to that of a typical employer plan (discussed in more 
detail in Chapter 11, “Health Reform and the Patient 
Protection and Affordable Care Act”). Furthermore, 
ABPs must comply with additional Medicaid rules that 
include coverage for federally qualified health centers 
and rural healthcare services; compliance with tradi-
tional Medicaid cost-sharing rules, which significantly 
limit the level of cost-sharing required of beneficiaries; 
and a prohibition against coverage for beneficiaries in 
institutions for mental diseases (Medicaid.gov, n.d.b). 
Certain medically frail populations remain exempt 
from section 1937 plans and continue to have access 
to all traditional Medicaid benefits in their state.  
Box 10.11 highlights the ABP requirements. Because 
ABPs are based on commercial plans, some benefits 
may be more generous than traditional Medicaid cov-
erage, while others may be less generous. To simplify 
matters, most states have chosen to align their ABP 
coverage with the traditional Medicaid coverage for 
adults (EveryCRSReport.com, 2018).

Amount, Duration, and 
Scope, and Reasonableness 
Requirements
Although states have a great deal of flexibility in 
designing their Medicaid benefit packages, states have 
always had to follow several federal requirements 
prior to the DRA. These rules, collectively referred to 
as “amount, duration, and scope” and “reasonable-
ness” requirements, were intended to ensure that all 
Medicaid beneficiaries in a state received adequate, 
comparable, and nondiscriminatory coverage. Some 
of these rules changed through section 1937.

Private insurers typically are not drawn to Medic-
aid’s population because of the likelihood that these 
individuals would have relatively high healthcare 
needs. In addition, private insurers use a variety of 
tools (such as limited open-enrollment periods, expe-
rience rating, medical condition–based limitations, 
and narrow medical necessity standards) to limit their 
financial exposure. Medicaid, on the other hand, was 
designed as a healthcare entitlement program, with 
the goal to provide services to a needy population that 
would otherwise be uninsurable through commercial 
plans (Rosenbaum, 2002). Table 10.3 identifies some 
of the requirements that help the Medicaid program 
achieve this goal, as well as any changes to them found 
in section 1937. 

Alternative Benefit Plan (Section 
1937 Plan) Requirements

 ■ Align with an approved benchmark or 
benchmark equivalent

 ■ Provide essential health benefits
 ■ Include early and periodic screening, 

diagnosis, and treatment for children up to 
age 21 years

 ■ Cover federally qualified health center/rural 
healthcare services

 ■ Cover nonemergency transportation to 
medical care

 ■ Cover family planning services and supplies
 ■ Comply with mental health parity law
 ■ Comply with traditional Medicaid cost-sharing 

rules
 ■ Do not cover care for beneficiaries in 

institutions for mental diseases
 ■ Exempt certain medically frail populations 

from benefit limits  

Technical SpotlightBox 10.11
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ance coverage on their own.

changing the course of the healthcare “path” that had 
been taken to date. In 2010, another “critical moment” 
appeared, and President Obama took advantage of 
the circumstances to push through the health reform 
bill. Although path dependency suggests that inertia 
and fear of change have made broad reform difficult, 
it is not impossible to achieve.

Path dependency is also evident on the individ-
ual level; that is, once individuals are accustomed to 
having things a certain way, it is difficult for them to 
accept change. In 2010, prior to the passage of the 
ACA, approximately 84% of Americans had health 
insurance, most through employer-sponsored cov-
erage (U.S. Census Bureau, 2010). It was assumed 
that comprehensive health reform would likely 
change the condition of the insured population to 
some degree by changing either their source of cov-
erage, the benefits included in coverage, the cost of 
coverage, or some other factor. During the debate 
over the ACA, about one-third of people surveyed 
reported that the bill would probably make them 
worse off, and another third thought it would not 
make any difference to them (KFF, 2008). Profes-
sor Judith Feder (2004) refers to this problem as 
the “crowd-out” politics of health reform: “The fun-
damental barrier to universal coverage is that our 
success in insuring most of the nation’s population 
has ‘crowded out’ our political capacity to insure the 
rest” (p. 461). In other words, many of the insured 
do not want a change in the healthcare system that 
will leave them worse off, even if it makes the unin-
sured better off.

According to Professor Feder, the way to solve the 
political crowd-out dilemma is by changing the very 
nature of American culture. The focus on individual-
ism must be replaced with a concern for the com-
munity and recognition that all Americans are part 
of a single community. “The challenge to improving 
or achieving universal coverage is to decide whether 
we are a society in which it is every man, woman or 
child for him/herself or one in which we are all in it 
together” (Feder, 2004, p. 464). Clearly, the country 
remains divided about the extent to which “we are all 
in it together.” Shortly before the ACA passed, more 
than half of people surveyed (54%) said they would 
not be willing to pay more so others could have 
access to health insurance (KFF, 2009b). The contin-
ued debate over the future of the ACA has highlighted 

fundamental disagreements about how our health 
system should be structured and the proper role of 
individuals and governments in ensuring the coun-
try’s good health.

Unsuccessful 
Attempts to Pass 
National Health 
Insurance Reform
Since the early 1900s, when medical knowledge 
became advanced enough to make health care and 
health insurance desirable commodities, there have 
been periodic attempts to implement universal cover-
age through national health reform. The Socialist Party 
was the first U.S. political party to support health 
insurance in 1904, but the main engine behind early 
efforts for national reform was the American Associa-
tion for Labor Legislation (AALL), a “social progres-
sive” group that hoped to reform capitalism, not 
overthrow it (Starr, 1982, p. 243). In 1912, Progres-
sive Party candidate Theodore Roosevelt supported a 
social insurance platform modeled on the European 
social insurance tradition that included health insur-
ance, workers’ compensation, old-age pensions, and 
unemployment insurance. After his loss to Woodrow 
Wilson, the national health insurance movement was 
without a strong national leader for three decades.

The AALL continued to support a form of health 
insurance after Roosevelt’s defeat and drafted a model 
bill in 1915. This bill followed the European model, 
limiting participation to working-class employees and 
their dependents. Benefits included medical aid, sick 
pay, maternity benefits, and a death benefit. These 
costs were to be financed by employers, employees, 
and the state. The AALL believed that health insur-
ance for the working population would reduce pov-
erty and increase society’s productivity and well-being 
through healthier workers and citizens.

Opposition to AALL’s bill came from several 
sources (Starr, 1982, pp. 247–249). Although some 
members of the American Medical Association (AMA) 
approved of the bill conceptually, physician sup-
port rapidly evaporated when details emerged about 
aspects of the plan that would negatively impact their 
income and autonomy. The American Federation of 
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Your new copy of Essentials of Health Policy and 
Law, Fifth Edition includes complimentary access to 
the accompanying Navigate eBook (see access code 
card at the front of the book). This resource provides 
you with the complete text in an easy-to-read, digital 
format for convenient online or offline access from 
your computer, tablet, or mobile device.

The Navigate eBook includes several additional 
learning resources including an interactive glossary, 
fl ashcards, chapter review slides, and student quizzes 
for each chapter.

Additional Materials Available in the Accompanying
Navigate eBook

To redeem your code and gain access to your Navigate eBook, log on to www.jblearning.com

The Navigate eBook also includes an interactive 
timeline that looks at key milestones in U.S. history 
as they relate to health policy. This interactive enrich-
ment contains four timelines in one that outline:

• The political party in power in the federal gov-
ernment including the president, the House of 
Representatives, and the Senate

• Major social and political events such as the 
#MeToo movement, the Great Recession, the 
Progressive Era, and the Cold War Era

Essentials of Health Policy and 
 includes complimentary access to 

the accompanying Navigate eBook (see access code 
card at the front of the book). This resource provides 
you with the complete text in an easy-to-read, digital 
format for convenient online or offline access from 

The Navigate eBook includes several additional 
learning resources including an interactive glossary, 
fl ashcards, chapter review slides, and student quizzes 

• Important developments in health and medicine 
such as the founding of the American Medical 
Association, the opening of the fi rst school of 
nursing, and the establishment of the role of 
nursing during the Civil War

• Key federal legislative proposals/laws and key 
legal decisions such as the Aff ordable Care Act, 
the Health Insurance Portability and Account-
ability Act, and the Social Security Act

xxiiiPedagogical Features





© Bill Perry/Shutterstock xxv

Acknowledgments
We are grateful to the many people who generously 
contributed their guidance, assistance, and encourage-
ment to us during the writing of the several editions of 
this textbook. At the top of the list is Dr. Richard Rie-
gelman, founding dean of the Milken Institute School 
of Public Health at the George Washington University 
and professor of epidemiology and biostatistics, medi-
cine, and health policy. The Essential Public Health 
series was his brainchild, and his stewardship of the 
project as series editor made our involvement in it 
both enriching and enjoyable. We are indebted to him 
for his guidance and friendship.

We single out one other colleague for special 
thanks. Sara Rosenbaum, the Harold and Jane Hirsh 
Professor of Health Law and Policy and a past chair 
of the George Washington University’s Department of 
Health Policy and Management, has been a wonder-
ful mentor, colleague, and friend for decades. We are 
indebted to her for supporting our initial decision to 
undertake the writing of this textbook.

During the writing of the various editions of this 
book, we have been blessed by the help of several stel-
lar research assistants. The first edition could not have 
been completed without V. Nelligan Coogan, Mara 
B. McDermott, Sarah E. Mutinsky, Dana E. Thomas, 

and Ramona Whittington; Brittany Plavchak and Julia 
Roumm were essential to the completion of the sec-
ond edition; Jacob Alexander’s assistance was key to 
the third edition; Joanna Theiss was instrumental in 
updating the fourth edition; and Layna Teitelbaum 
provided invaluable research assistance for the cur-
rent edition. To all of them, we send our deep appre-
ciation for their help and steady supply of good cheer.

Our gratitude extends also to Mike Brown, for-
mer publisher for Jones & Bartlett Learning, for 
his then-visionary decision to include a policy and 
law textbook in the earliest set of books that would 
become the Essential Public Health series. Simi-
larly, we are indebted to the entire team at Jones & 
Bartlett  Learning—particularly Sophie Teague, Sara 
 Bempkins, and Susanne Walker—for their support, 
confidence, patience, and expertise.

Finally, we wish to thank those closest to us. Sara 
gives special thanks to Trish Manha, her wife, sound-
ing board and constant supporter, and to Sophia and 
William, budding authors in their own right who 
make life fun, surprising, and ever-changing. Joel 
sends special thanks to his family: Laura Hoffman, 
Jared Teitelbaum, and Layna Teitelbaum, his favorite 
people and unending sources of joy and laughter.





© Bill Perry/Shutterstock xxvii

Sara Wilensky, JD, PhD, is assistant dean for under-
graduate education at the Milken Institute School 
of Public Health (SPH) at the George Washington 
University (GW) in Washington, D.C., and special 
services faculty for undergraduate education in its 
Department of Health Policy and Management.

Dr. Wilensky has taught a health policy analy-
sis course and health systems overview course that 
is required of all students in the Master of Public 
Health–Health Policy degree program, as well as the 
health policy course required of all undergraduate 
students majoring in public health. She has been the 
principal investigator or co-principal investigator on 
numerous health policy research projects relating to 
a variety of topics, such as Medicaid coverage, access 
and financing, community health centers, childhood 
obesity, HIV preventive services, financing of public 
hospitals, and data sharing barriers and opportunities 
between public health and Medicaid agencies.

As the assistant dean for undergraduate education 
Dr. Wilensky is responsible for overseeing all under-
graduate programs and cocurricular activities in SPH,  
sets the strategic vision for the undergraduate programs, 
and works with campus partners and outside stakehold-
ers to improve undergraduate public health education.

Dr. Wilensky is involved with several GW service 
activities: She has taught a service learning in public 
health course in the undergraduate program; she has 
been heavily involved in making GW’s Writing in the 
Disciplines program part of the undergraduate major 
in public health; and she is the advisor to students 
receiving a master in public policy or a master in pub-
lic administration with a focus on health policy from 
GW’s School of Public Policy and Public Administra-
tion. She also serves on the publications board for the 
American Public Health Association.

Prior to joining GW, Dr. Wilensky was a law clerk 
for federal Judge Harvey Bartle III in the Eastern District 
of Pennsylvania and worked as an associate at the law 
firm of Cutler and Stanfield, LLP, in Denver, Colorado.

Joel Teitelbaum, JD, LLM, is professor of health 
policy, director of the Hirsh Health Law and Policy 
Program, and codirector of the National Center for 
Medical-Legal Partnership at the George Washington 
University Milken Institute School of Public Health in 
Washington, D.C. He also carries a faculty appoint-
ment in the GW School of Law, and for 11 years served 
as vice-chair for academic affairs for the Department 
of Health Policy and Management.

Professor Teitelbaum has taught law, graduate, or 
undergraduate courses on healthcare law, healthcare 
civil rights, public health law, minority health policy, 
and long-term care law and policy. He was the first 
member of the School of Public Health faculty to 
receive the University-wide Bender Teaching Award, 
he has received the School’s Excellence in Teach-
ing Award, and he is a member of the University’s 
Academy of Distinguished Teachers and the School’s 
Academy of Master Teachers. He has authored or 
coauthored dozens of peer-reviewed articles and 
reports in addition to many book chapters, policy 
briefs, and blogs on law and social drivers of health, 
health equity, civil rights issues in health care, health 
reform and its implementation, medical–legal part-
nership, and insurance law and policy, and he has 
delivered more than 100 invited lectures/presenta-
tions at leading universities and national conferences. 
In addition to Essentials of Health Policy and Law, he 
is coauthor of Essentials of Health Justice: A Primer. 
In 2000, Professor Teitelbaum was corecipient of 
The Robert Wood Johnson Foundation Investigator 
Award in Health Policy Research, which he used to 
explore the creation of a new framework for applying 
Title VI of the 1964 Civil Rights Act to the modern 
healthcare system.

Among other organizations, Professor Teitelbaum 
is a member of Delta Omega, the national honor soci-
ety recognizing excellence in the field of public health; 
the ASPH/Pfizer Public Health Academy of Distin-
guished Teachers; and the Society for American Law 

About the Authors



Teachers. In 2016, during President Obama’s second 
term, Professor Teitelbaum became the first lawyer 
named to the U.S. Department of Health and Human 
Services Secretary’s Advisory Committee on National 
Health Promotion and Disease Prevention Objectives 
(a.k.a. “Healthy People”), the national agenda aimed at 
improving the health of all Americans over a 10-year 
span. He serves as a member of the board of advisors 

of PREPARE, a national advanced care planning orga-
nization, and on multiple committees of the American 
Bar Association: as a liaison to the Task Force on Evic-
tion, Housing Stability, and Equity; as an advisor to 
the Coordinating Committee on Veterans Benefits and 
Services; and as a member of the Advisory Board of 
the Public Health Legal Services Research Project in 
the Center for Human Rights.

xxviii About the Authors



© Bill Perry/Shutterstock xxix

Chapter 5: What Is Public 
Health?
Guthrie S. Birkhead, MD, MPH; Cynthia B. Morrow, 

MD, MPH; and Sylvia Pirani, MS, MPH
University at Albany, Albany, New York (Dr. Birkhead)
Virginia Tech Carilion School of Medicine, Roanoke, 

Virginia (Dr. Morrow)
Public Health Practice Consultant, New York, New 

York (Ms. Pirani)

Chapter 13: What Is 
Public Health Emergency 
Preparedness?
Suzet McKinney, DrPH, MPH, and Mary Elise Papke, 

DrPH, MPH, MA
Illinois Medical District, Chicago, Illinois  

(Dr. McKinney)
University of Wisconsin-Milwaukee, Milwaukee, 

Wisconsin (Dr. Papke)

Chapter 15: Federal 
Policy Advocacy: 
Advancing Policy Goals
Katie Horton, RN, MPH, JD, and Naomi Seiler, JD
The George Washington University
Washington, D.C.

Contributors




