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Executive Summary 

This document discusses the Patient Protection and Affordable Care Act (PPAC) which 

was signed into law on March 30, 2010 by President Obama and which neither protects 

patients nor makes healthcare affordable. Rather, it will lead to decreased choice for 

patients and, in the near future, to rationing for the elderly. In addition, in contrast to 

claims by the Obama Administration, the cost of healthcare in America will increase as 

compared to the projections of healthcare spending before PPAC. The cost of 

healthcare premiums are projected to increase. Taxes, in the form of reduced 

healthcare deductions, will rise. Provisions for employer mandated healthcare coverage 

will put pressure on employee hiring at a time of recently unprecedented 

unemployment. Finally, recent calculations show that Obamacare will add to the deficit 

rather than the fantastic original claim that it would reduce the deficit. 

As a result of these emerging facts, Obamacare is deeply unpopular, with consistently 

more than 52% of Americans who are likely to vote being in favor of repeal. 

It is widely believed however that entitlement programs are like a ratchet and can only 

increase in size rather than decrease. This conclusion is at odds with the experience of 

Massachusetts in the late 1980’s and early 1990’s during which the administration of 

Governor Michael Dukakis signed into law the nation’s first Universal Healthcare bill. 

This bill, with its onerous provisions that established universal coverage on the backs of 

the small business community, was vigorously opposed even after it was enacted into 

law by Massachusetts. The ensuing battle by a few dedicated State Legislators serves 

as a model in our current situation for a strategy and tactics to delay, defund and 

ultimately repeal Obamacare. 

Free market ideas which have formed the basis of proposals to really reduce the cost of 

healthcare while providing for improved quality and in the end innovative treatments to 

extend and enrich our lives are discussed at the end of this document. 
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Overview 

On Sunday, March 21, 2010 the United States House of Representatives passed the 

Senate version of the Patient Protection and Affordable Care Act (PPAC), also known 

as Obamacare, thus sending it to President Obama for his signature. The strategy of 

sending the bill, as-passed by the Senate, to the House was devised in order to avoid a 

conference committee between House and Senate. A conference committee would 

have naturally been formed had the House passed its own version of the bill, however 

slight the differences. This would have led to a return of the revised bill to the floor of the 

Senate where Scott Brown, as the “41st Senator” would have been able to fulfill his 

mandate of blocking and killing the legislation with a filibuster. 

On March 28, 2010, two days before Obamacare was signed into law, a Rasmussen 

survey showed that 54% of likely voters favored a repeal of the bill. The most recent 

such poll, performed over August 21-22, shows 56% favoring repeal with 46% “Strongly 

Favoring” repeal. In the interim the favorability of repeal has never dipped below 52%.  

These statistics reflect the continuing flow of evidence that PPAC will, as its opponents 

claimed, restrict choices of healthcare and treatment options (beginning with the elderly) 

and that PPAC will cost far more, in terms of the federal deficit, individual premiums and 

destructive influences on the economy, than its advocates claimed. In January, 

President Obama commented with open bravado: “If Republicans want to campaign 

against what we’ve done…that is a fight I want to have.” It appears as if the President is 

going to get his wish. 

The opponents of Obamacare have a plan which goes far beyond campaigning for 

office on the errors of this Obama-Reid-Pelosi bill. Our focus is on how to undo the 

mistake. In Massachusetts, voters chose Scott Brown in large measure to avert the 

nationalization of healthcare. Many believed that they were being asked for a yea or nay 

on Obamacare and they voted accordingly. The ruthlessness with which the 

Administration and Congress proceeded to pursue their prize even after Brown’s 

election was breathtaking. The upcoming Congressional elections are no less a 

referendum on Obamacare because the Republican Party is, almost to a man or 

woman, not resigned to the government takeover of healthcare and they are essentially 

all prepared to fight it in one manner or another. 

The considerations remaining for the opposition are ones of strategy and tactics. Many 

observers believed that the election of Scott Brown checkmated the push for 

Obamacare. Now, the message of the Administration, as dutifully supported by the main 

stream media, is that the passage and signing of the bill have checkmated its 

opponents. Even Republicans are discouraged that entitlements seem to go only one 

way, like a ratchet, and that is to grow larger.  
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The purpose of this document is to provide a counter-example to the nostrum that 

entitlements only grow larger and that repeal is impossible. Fittingly, the counter-

example comes from Massachusetts. It is the “Universal Healthcare Bill” signed into law 

in 1988 by Michael Dukakis, or “Dukakiscare.” This law, which imparted onerous 

burdens on the people of Massachusetts and particularly on the small business 

community, was opposed from the beginning by the minority party in the State House. A 

determined group of State Representatives and State Senators refused to bow to the 

dictates of the legislation even after it was signed into law. Had they not been so 

determined, had a recession not occurred in 1989 in Massachusetts or had Michael 

Dukakis actually won the Presidency in 1988 it is difficult to see how Dukakiscare would 

not have set the model for healthcare nationalization much earlier than Mr. Obama’s 

plan has done. However, through a series of de-funding, delaying and selective repeal 

tactics, the Dukakis bill was ultimately rescinded. Under Governor William Weld in 1994 

the primary provisions were gutted. 

The lessons of the successful overturning of Universal Healthcare in Massachusetts can 

be applied to the attack on Obamacare. The timeline is similar in the two cases. Michael 

Dukakis passed Universal Healthcare in 1988 and his term as governor ended in 1990. 

Barack Obama passed PPAC in 2010 and his term ends in 2012. While Dukakis was 

term limited, the governorship switched parties when he left office. Similarly, all plans to 

de-rail Obamacare rely on the presidency switching parties in 2012. 

The tactics used in Massachusetts in the late 80’s and early 90’s are similar to what has 

already been proposed recently in the fight against Obamacare. These include 

defunding of all appropriations, delay of implementation of key provisions and repeal of 

provisions where large constituencies can be marshaled from both sides of the aisle. 

Note that in the case of Massachusetts and Dukakiscare, the State House was never 

controlled by the Republicans. The overturning of the law was done by a minority party ! 

One final lesson from the Dukakis experience is that advocates of socialized medicine 

were, as they are today, insensitive to the expressed will of the people. Thus (and this is 

even truer today than in those days) they are ruthless in their defense of the plan. 

In what follows I briefly describe the mounting evidence that Obamacare will limit patient 

choices, reduce quality of care and cost more at all levels than advertised. I next briefly 

describe the Massachusetts experience and introduce some of the principal players. 

Based on the conclusions from that experience I describe some of the key provisions of 

PPAC that must be defunded, delayed and selectively repealed in advance of a full 

repeal under the next president.  

The criticism will always be heard that those attacking Obamacare have no ready ideas 

for how to solve healthcare problems which the bill supposedly addresses. These 

claims were made even before PPAC was passed, despite clear evidence to the 
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contrary during the President’s Blair House Healthcare “Summit.” Therefore, this 

document concludes by briefly providing guiding principles (none of which are original 

with the author) on a rational, fair and cost-effective approach to healthcare operating 

under free market principles, or, to use Donald Berwick’s noxious epithet: “in the 

darkness of private enterprise.”   

 

The case for repealing Obamacare 

The most obvious feature of the Patient Protection and Affordable Care Act is that it is 

complex. A recent diagram created by Texas Congressman Kevin Brady’s office (figure 

1) shows approximately 1/3 of the bill schematically. The diagram looks like the subway 

map from Hades. It exhibits Health and Human Services at the center of the universe 

and shows the “patients” as an isolated island off to one corner. As Nancy Pelosi 

remarked, we had to Apass the bill so you can find out what's in it.” In contrast to the 

relatively comprehensible Dukakis Universal Healthcare Bill, PPAC is so opaque that 

the job of merely figuring out what it says is an impediment to its repeal. I suggest that 

two of the guiding principles of the bill can be gleaned from the two major bureaucracies 

which PPAC creates: the Patient-Centered Outcomes Research Institute (PCORI) and 

the Independent Payments Advisory Board (IPAB). 

The purpose of the Patient-Centered Outcomes Research Institute is to  

“assist patients, clinicians, purchasers, and policy-makers in making informed health 

decisions by advancing the quality and relevance of evidence concerning the manner in 

which diseases, disorders, and other health conditions can effectively and appropriately be 

prevented diagnosed, treated, monitored, and managed through research and evidence 

synthesis that considers variations in patient subpopulations, and the dissemination of 

research findings with respect to the relative health outcomes, clinical effectiveness, and 

appropriateness of medical treatments, services, and items.” 

 

The goal of PCORI is thus to establish best-practices within the medical community. 

This should not be confused with research on finding the cures of diseases, although 

through its connection to, for example, NIH, PCORI will undoubtedly do some of that 

too. Rather, the fundamental goal of socialized medicine is to establish what care is 

appropriate and affordable for society as a whole in response to established diseases 

and infirmities. PCORI will therefore be the database on which the government 

ultimately relies when it regulates the insurance industry and ultimately determines what 

care patients will and will not receive. 
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White House Budget Director Peter Orszag says that the Independent Payment 

Advisory Board might be viewed decades from now as the most important and far-

reaching change enacted in the entire health reform legislation. The Board is charged 

with establishing and enforcing an upper limit on annual Medicare spending growth. 

Despite this directive, IPAB cannot change the nature of the Medicare entitlement by, 

for example, changing the cost-sharing for Medicare services. All it can do is cut 

Medicare payment rates for providers of those services to beneficiaries. This is 

effectively a top-down model of cost containment. This gives IPAB extraordinary power 

– the power effectively to decide what treatment seniors will and will not receive. IPAB is 

therefore, in fact, the manifestation of Sarah Palin’s “Death Panel.”  

Thus PCORI and IPAB together work to determine what is the “correct” treatment for a 

given condition and thereupon to (within the senior population first of all) fix prices such 

that only the correct treatments are offered under Medicare. This is obviously 

antithetical to our current healthcare system (to say nothing of our entire economy) in 

that it ignores input from the patient. The “appropriate” treatment for any medical 

condition cannot in general be determined because it is entirely a subjective thing. Thus 

this is a prime example of many policies in the Obama Administration that seek to 

uncover what consumers should want rather than investigate what they actually do 

want. 

The Administration and its allies in Congress have repeatedly disavowed the goal of 

rationing healthcare under Obamacare, but PCORI and IPAB are structured to do just 

that. In addition, many other features of Obamacare are now being revealed that belie 

the original claims. 

As discussed by the Weekly Standard’s Katherine Ham and Townhall’s Guy Benson [1], 

some of the consequences of PPAC are: 

• You may not be able to keep your current healthcare provider, despite numerous 

assurances by the President to the contrary, 

• Healthcare spending in America under PPAC will rise and not fall, 

• Americans’ individual healthcare premiums will on average rise and not fall, 

• Taxes (in the form of repealed healthcare tax exemptions) will increase for 

taxpayers making less than $250,000, 

• PPAC will add to the deficit despite original (fantastic) claims that it will reduce 

the deficit. 
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All of these features have emerged as the details of Obamacare have been uncovered. 

Information is surely the most important weapon in the arsenal of repeal. This 

information has made the case that the electorate will see and hear in November, as the 

continuing disapproval in the polls suggests. 

 

The Massachusetts model 

The circumstances surrounding the passage of Dukakiscare and the subsequent fight to 

repeal it are described in detail by Diane J. Mason, Judith Kline Leavitt and Mary W. 

Chaffee in their book Policy and politics in nursing and health care [2]. The major 

features of the battle are as follows. 

The basis of Dukakiscare was a perceived failure of the fee-for-service model and rising 

costs of healthcare. In addition, the problem of the uninsured and the issue of how 

hospitals should be paid were under debate, as they are today. Part of the solution of 

Michael Dukakis’ Universal Healthcare Bill was to mandate that employers with more 

than six employees pay for 80% of the healthcare cost of their employees, or $1680 per 

employee per year as a kind of state tax. As a concession to small businesses, the 

mandate was not scheduled to go into effect until January 1, 1992. The bill also 

extended health insurance coverage to the unemployed and required that all college 

students have health insurance.  

The Massachusetts Universal Healthcare Law took the national stage during the 

presidential election of 1988. Of course Dukakis lost that election and was subsequently 

replaced as governor by Weld in 1991. In addition, a recession in America, which was 

acute in Massachusetts, occurred in 1989. Together with increasing popular resistance 

to the employer mandate, a group of state legislators including Peter Forman, William 

Vernon and Kevin Poirier all worked to delay the implementation of Dukakiscare 

provisions. These legislators used the budget crisis in 1989 to underfund a Dukakis 

request for a pilot program that would have insured 40,000 residents. Dukakis 

requested $30M and the legislature provided $10M.  

The unpopularity of the employer mandate caused that portion of the law to be first 

rescheduled to 1995 – a concession which the supporters of the bill made in the hopes 

that Weld would be defeated in his reelection bid. Weld, campaigning on the repeal of 

Dukakiscare, was in fact reelected and while the employer mandate was, at first, simply 

rescheduled again for 1996 it was then repealed outright in 1994. 

Among the lessons learned from the defeat of Dukakiscare is the importance of 

withholding funds for pilot projects and also in appealing to the electorate in times of 

financial strain to postpone implementation of costly new programs. In addition, 
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Dukakiscare was never repealed wholesale but was rather defeated in pieces. First the 

hugely unpopular employer mandate was cancelled and then the provision covering all 

employees of the state was also rescinded. 

As a final point, it goes without saying that under the Romney Administration, many of 

the provisions of Dukakiscare (though not the specifically onerous employer mandate) 

were once again passed. The message of this is that the war against socialized 

medicine is never won or lost outright. Unlike the plan of the Obama Adminstration, 

however, free market reforms to the healthcare system have the power to in fact reduce 

costs and improve care. It is crucial then that these reforms be made, once Obamacare 

is repealed, in order that the positive results of free market solutions (such as those 

which became evident with the deregulation of the telecom and many other industries 

under Reagan and Thatcher) be unambiguous.  

 

The plan to repeal Obamacare 

With the considerations of the Massachusetts model in mind, the principles on which the 

repeal of Obamacare should be based are clear. As I have mentioned, these are 

principles which have already, in various forms, been discussed by recent repeal 

advocates [3,4]. They include (1) placing legislators on record with regard to the 

program, (2) defunding major provisions (or, if possible, all provisions) of the law, (3) 

attacking with delaying tactics or outright attempts to repeal provisions of the law which 

are either generally unpopular or key to the advancement into regular practice of the 

law. 

The first move which the 112th Congress should take on PPAC is to pass full repeal 

legislation such as that sponsored by Steve King (R-Iowa) and endorsed recently by 

Newt Gingrich. While this bill will surely be vetoed by President Obama, even supposing 

that it passes the Senate, it has the salutary effect of placing all members of Congress 

on record. If, by chance, the bill does pass the Senate the veto by the President will 

ultimately be seen as the first step in his losing of his reelection bid in 2012. 

Second, the cost of Obamacare is unbearable and the economic situation is so dire that 

even with a popular mandate for the state to take over healthcare the argument for 

delay is strong. Americans are primarily worried about their jobs and the fate of the 

economy. This will make defunding popular. The importance of this cannot be 

overstated. The obstinacy of the Obama Adminstration and the (remaining) Democrats 

in Congress have been shown again and again. A failure to fund key provisions (indeed 

any provisions) of the bill will be met by Universal Healthcare supporters using the same 

ruthless techniques that they used in the original passage. The shutdown of government 
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in 1995 was seen by many as a strategic loss for Newt Gingrich and the Republican 

majority (and a win for Clinton). This will not be the case if Mr. Obama becomes 

intransigent with regards to PPAC. 

The appropriations necessary to get PPAC underway have been estimated by the 

Congressional Budget Office (CBO) to be about $20B for IRS and Health and Human 

Services alone. In addition, some $30B in line items will require funding in 2011. These 

include, for example, grants to employers for wellness programs and a 10% Medicare 

bonus payments to primary care physicians and to general surgeons practicing in health 

professional shortage areas. These should be defunded. Additionally, given the central 

role of the Patient-Centered Outcomes Research Institute (PCORI) and the 

Independent Payments Advisory Board (IPAB), defunding of these programs should be 

enacted and vigorously defended. Finally, as pointed out by Alex Cortes [3], defunding 

is not sufficient. Provisions must be inserted in all funding legislation to prevent funds 

from being transferred by the Obama Administration to elements of PPAC.  

Third, an attack should be made on provisions of the bill which are in and of themselves 

unpopular or else which are seen as key to the advancement of the socialized medicine 

program overall.  

Examples of the former include the revisions to the Medicare Advantage Program which 

are envisioned in 2011. PPAC specifically calls for prohibition of Medicare Advantage 

plans from imposing higher cost-sharing requirements for some Medicare covered 

benefits than is required under the traditional fee-for-service program. This is the basis 

under which doctors accept patients with Advantage who do not accept patients with 

ordinary Medicare. This prohibition will effectively end Medicare Advantage and since 

this is an enormously popular program it should be relatively easy to repeal. Indeed, 

saving Medicare Advantage should be regarded as a crucial element in undermining 

Obamacare. 

Another example of a provision of PPAC that is hugely unpopular is the mandate that all 

businesses (not just healthcare related businesses) submit IRS 1099 forms for all 

business to business purchases in excess of $600. This item has in particular received 

vigorous opposition from the National Federation of Independent Businesses. 

In addition to PCORI and IPAB, crucial elements of Obamacare that will ramp up in 

2011 include the establishment of the National Prevention, Health Promotion and Public 

Health Council to “develop a national strategy to improve the national health.” While 

funding can be withheld from these (and similar) boards it would be better still to repeal 

the requirement for their formation in the first place. But this will be difficult without fully 

repealing Obamacare. Still, the removal of funds should be effective in delaying the 

creation of this type of board since it is impossible to have a board with no employees. 



!"#$%&'()*+,-+#$)+.%//'##))+#%+01)2#+3'2$4)1+5#%64+ 748)+F+%:+F+

;;;<=#%64:%&"=&)6<2%/+

In summary, as I have mentioned, the Obamacare bill is nothing if not complex. A 

careful analysis of the provisions which goes beyond what I have provided here is 

necessary to effectively derail its implementation for long enough to reach a stage 

where full repeal is possible (i.e. a defeat of President Obama’s reelection bid). While 

general defunding is desirable, some provisions are more critical to stop than others 

and some can even be repealed outright. Again, however, the President has the 

obvious ability to veto any partial repeals. But the attempts should be made anyway. 

 

Healthcare in the free market 

Congressman Paul Ryan (R-WI) distinguished himself during the Blair House summit by 

undermining many of the arguments of the Obama Administration for Obamacare; 

specifically he decimated the estimates of cost for the program by the Administration. 

Ryan has proposed various free market alternatives to the Obamacare government 

takeover of healthcare. Among the principal ideas of Ryan and other healthcare 

reformers who base their reasoning on free market principles, the idea of individual 

healthcare accounts is central.  

The fundamental problem with healthcare in America today is that consumers of 

healthcare do not pay as they go but rather pay in lump sums each year. In other words, 

consumers pay large and increasing annual health insurance premiums for programs 

which cover even routine doctor visits at a nominal cost (i.e. a small co-pay). This 

places an artificially low price on a resource, namely a visit to your doctor. However the 

artificially low price is only specific to the individual using the resource at the time since 

ultimately everyone must together pay for all of the medical services consumed. The 

trivial consequence of this is that resources will be over-used relative to how they would 

be used in a market and either resources will become scarce or prices will skyrocket or 

both.  

I am thus not the first person to suggest that private healthcare accounts with a 

mandated contribution (say $5000 a year) which belong to the holder, which accrue 

interest and which can be passed on to heirs when the holder dies, are a natural answer 

to the dilemma. Such accounts would be used by the holders to purchase whatever 

insurance they wish. In addition, provisions for increased competition (such as purchase 

across state lines) should lead quickly to an advantage in buying catastrophic 

healthcare plans rather than plans which cover routine doctor visits. 

An example of the advantage obtained when a medical service falls outside the health 

insurance province is with Lasik surgery. Nowadays, the price of surgery to repair 

focusing problems such as near-sightedness is dropping rapidly. Competition is 
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providing ever-better care at ever-lower prices. The reason for this is that Lasik surgery 

does not fall under most (if any) health insurance plans. Thus the market is allowed to 

work. 

Additional free market solutions to the problem of spiraling costs and covering the 

uninsured have been given by Ryan and others and I refer readers to that work for now. 

Suffice to say that in the end it will inevitably be rediscovered, as it was with 

deregulation of various industries in the early 80’s, that avoiding costs does not make 

costs go away, that innovation proceeds from competition and that a rising tide lifts all 

boats be it with telephones or medicines. A failure to ignore the lessons of economics 

and history carries a terrible penalty which we and are children will be destined to pay 

until we awake again. So the sooner we awaken the better. 

 

 

Figure 1: The Patient Protection and Affordable Care Act, as deciphered by the office of 

Representative Kevin Brady (R-TX). 
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