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		LOOKING UP FROM THE GURNEY

		I USUALLY KEEP MYSELF OUT OF THE STORIES I WRITE, BUT THE ONLY way to tell this one is to start with the dream I had on the night of April 3, 2014.

		Actually, I should start with the three hours before the dream, when I tried to fall asleep but couldn’t because of what I thought was my exploding heart.

		THUMP. THUMP. THUMP. If I lay on my stomach it seemed to be pushing down through the mattress. If I turned over, it seemed to want to burst out of my chest.

		When I pushed the button for the nurse, she told me there was nothing wrong. She even showed me how to read the screen of the machine monitoring my heart so I could see for myself that all was normal. But she said she understood. A lot of patients in my situation imagined something was going haywire with their hearts when it wasn’t. Everything was fine, she promised, and then gave me a sedative.

		All might have looked normal on that monitor, but there was nothing fine about my heart. It had a time bomb appended to it. It could explode at any moment—tonight or three years from tonight—and kill me almost instantly. No heart attack. No stroke. I’d just be gone, having bled to death.

		That’s what had brought me to the fourth-floor cardiac surgery unit at New York–Presbyterian Hospital. The next morning I was having open-heart surgery to fix something called an aortic aneurysm.

		It’s a condition I had never heard of until a week before, when a routine checkup by my extraordinarily careful doctor had found it.

		And that’s when everything changed.

		Until then, my family and I had enjoyed great health. I hadn’t missed a day of work for illness in years. Instead, my view of the world of healthcare was pretty much centered on a special issue I had written for Time magazine a year before about the astronomical cost of care in the United States and the dysfunctions and abuses in our system that generated and protected those high prices.

		For me, an MRI had been a symbol of profligate American healthcare—a high-tech profit machine that had become a bonanza for manufacturers such as General Electric and Siemens and for the hospitals and doctors who billed billions to patients for MRIs they might not have needed.

		But now the MRI was the miraculous lifesaver that had found and taken a crystal clear picture of the bomb hiding in my chest. Now a surgeon was going to use that MRI blueprint to save my life.

		Because of the reporting I had done for the Time article, until a week before, I had been like Dustin Hoffman’s savant character in Rain Man—able and eager to recite all varieties of stats on how screwed up and avaricious the American healthcare system was.

		We spend $17 billion a year on artificial knees and hips, which is 55 percent more than Hollywood takes in at the box office.

		America’s total healthcare bill for 2014 is $3 trillion. That’s more than the next ten biggest spenders combined: Japan, Germany, France, China, the United Kingdom, Italy, Canada, Brazil, Spain, and Australia. All that extra money produces no better, and in many cases worse, results.

		There are 31.5 MRI machines per million people in the United States but just 5.9 per million in England.

		Another favorite: We spend $85.9 billion trying to treat back pain, which is as much as we spend on all of the country’s state, city, county, and town police forces. And experts say that as much as half of that is unnecessary.

		We’ve created a system with 1.5 million people working in the health insurance industry but with barely half as many doctors providing the actual care. And most do not ride the healthcare gravy train the way hospital administrators, drug company bosses, and imaging equipment salesmen do.

		I liked to point out that Medtronic, which makes all varieties of medical devices—from surgical tools to pacemakers—is so able to charge sky-high prices that it enjoys nearly double the gross profit margin of Apple, considered to be the jewel of American high-tech companies.

		And all of those high-tech advances—pacemakers, MRIs, 3-D mammograms—have produced an irony that epitomized how upside-down the healthcare marketplace is: This is the only industry where technology advances have increased costs instead of lowering them. When it comes to medical care, cutting-edge products are irresistible; they are used—and priced—accordingly.

		And because we don’t control the prices of prescription drugs the way every other developed country does, we typically spend 50 percent more on them than what people or governments everywhere else spend. Meanwhile, nine of the ten largest pharmaceutical companies in the world have signed settlement agreements with federal prosecutors, paying millions or even billions in criminal and civil penalties for violating laws involving kickbacks and illegal marketing of their products. Nine out of ten.

		To prove how healthcare had become an alternative-universe economy amid a country struggling with frozen incomes and crushing deficits (much of it from healthcare spending), I could recite from memory how the incomes of drug and medical device industry executives had continued to skyrocket even during the recession and how much more the president of the Yale New Haven Health System made than the president of Yale University.

		I even knew the outsized salary of the guy who ran the supposedly nonprofit hospital where I was struggling to fall asleep: $3.58 million.

		Which brings me to the dream I had when I finally got to sleep.

		As I am being wheeled toward the operating room, a man in a finely tailored suit stands in front of the gurney, puts his hand up, and orders the nurses to stop. It’s the hospital’s CEO, the $3.58-million-a-year Steven Corwin. He, too, had read the much-publicized Time piece, only he hadn’t liked it nearly as much as Jon Stewart, who had had me on his Daily Show to talk about it.

		“We know who you are,” he says. “And we are worried about whether this is some kind of undercover stunt. Why don’t you go to another hospital?” I don’t try to argue with him about gluttonous profits or salaries, or the back pain money, or the possibility that he was overusing his MRI or CT scan equipment. Instead, I swear to him that my surgery is for real and that I would never say anything bad about his hospital.

		Remembering a bait and switch billing trick common at some hospitals that I had written about (though not this one, as far as the nondreaming me knew), I even blurt out, “I don’t care if the anesthesiologist isn’t in [my insurance] network. Just please let me go in.”

		A week before, I could have given hospital bosses like him the sweats, making them answer questions about the dysfunctional healthcare system they prospered from. Their salaries. The operating profits enjoyed by their nonprofit, non-tax-paying institutions. And most of all, the outrageous charges—$77 for a box of gauze pads or hundreds of dollars for a routine blood test—that could be found on what they called their “chargemaster,” which was the menu of list prices they used to soak patients who did not have Medicare or private insurance. How could they explain those prices, I loved to ask, let alone explain charging them only to the poor and others without insurance, who could least afford to pay?

		But now I am the one sweating. I beg Corwin to let me into his operating room so I can get one of his chargemasters. If one of the nurses peering over me as he stopped me at the door had suggested it, I’d have bought a year’s supply of those $77 gauze pads.

		I didn’t care about the cost of the anesthesiologist, who the afternoon before had told me that her job was to keep my brain supplied with blood and oxygen during the three or four hours that they were going to stop my heart. Stop my heart? No one had told me about that.

		In the next part of the dream, the gurney and I are about to go through the doors to the operating room when off to the left side I see two cheerful women at a card table under a sign that proclaims “Obamacare Enrollment Center. Sign Up Now Before It’s Too Late. Preexisting Conditions Not a Problem.”

		Actually, on April 4, 2014, the morning of my surgery, it was already four days too late to sign up for insurance under the Affordable Care Act, or Obamacare. Besides, I already had decent insurance. But at least that dream was more on point with what was happening in my real life. The day I found out about the time bomb in my chest, I was finishing reporting for a book about Obamacare and the fight over how to fix America’s healthcare system.

		In fact, on March 31, 2014, the day I was told about my aneurysm, I was awaiting the results of the final push by the Obama administration to get people to enroll in the insurance exchanges established under Obamacare.

		WHAT FOLLOWS IS THE roller-coaster story of how Obamacare happened, what it means, what it will fix, what it won’t fix, and what it means to people like me on that gurney consuming the most personal, most fear-inducing products—the ones meant to keep us alive.

		From its historical roots, to the mind-numbing complexity of the furiously lobbied final text of the legislation, to its stumbling implementation, to the bitter fights over it that persist to this day—the story of Obamacare embodies the dilemma of America’s longest running economic sinkhole and political struggle.

		It’s about money: Healthcare is America’s largest industry by far, employing a sixth of the country’s workforce. And it is the average American family’s largest single expense, whether paid out of their pockets or through taxes and insurance premiums.

		It’s about politics and ideology: In a country that treasures the marketplace, how much of those market forces do we want to tame when trying to cure the sick? And in the cradle of democracy, or swampland, known as Washington, how much taming can we do when the healthcare industry spends four times as much on lobbying as the number two Beltway spender, the much-feared military-industrial complex?

		It’s about the people who determine what comes out of Washington—from drug industry lobbyists to union activists; from senators tweaking a few paragraphs to save billions for a home state industry to Tea Party organizers fighting to upend the Washington status quo; from turf-obsessed procurement bureaucrats who fumbled the government’s most ambitious Internet project ever to the selfless high-tech whiz kids who rescued it; and from White House staffers fighting over which faction among them would shape and then implement the law while their president floated above the fray to a governor’s staff in Kentucky determined to launch the signature program of a president reviled in their state.

		But late in working on this book, on the night of that dream and in the scary days that followed, I learned that when it comes to healthcare, all of that political intrigue and special interest jockeying plays out on a stage enveloped in something else: emotion, particularly fear.

		Fear of illness. Or pain. Or death. And wanting to do something, anything, to avoid that for yourself or a loved one.

		When thrown into the mix, fear became the element that brought a chronically dysfunctional Washington to its knees. Politicians know that they mess with people’s healthcare at their peril.

		It’s the fear I felt on that gurney, not only in my dream, but for real the morning after the dream, when I really was on the gurney on the way into the operating room.

		It’s the fear that continued to consume me the next day, when I was recovering from a successful defusing of the bomb. The recovery was routine. Routinely horrible.

		After all, my chest had just been split open with what, according to the website of Stryker, the Michigan-based company that makes it, was a “Large Bone Battery Power / Heavy Duty” sternum saw, which “has increased cutting speed for a more aggressive cut.” And then my heart had been stopped and machines turned on to keep my lungs and brain going.

		It’s about the fear of a simple cough. The worst, though routine, thing that can happen in the days following surgery like mine, I found out, was to cough. Coughing was torture because of how it assaulted my chest wounds.

		I developed a cough that was so painful that I blacked out. Not for a long time; there was a two-two count on Derek Jeter just before one of the episodes, and when I came to Jeter was about to take ball four. However, because I could feel it coming but could do nothing about it, it was terrifying to me and to my wife and kids, who watched me seize up and pass out more than once.

		In that moment of terror, I was anything but the well-informed, tough customer with lots of options that a robust free market counts on. I was a puddle.

		There were occasions during those days in the hospital when the non-drug-addled part of my brain wondered, when nurses came in for a blood test twice a day, whether once might have been enough. Sometimes, I imagined what those chargemaster charges might look like, or wondered whether the cheerful guy with the wheel-around scale who came to weigh me once a day—and who told me he owned a second home as an investment—was part of the healthcare gravy train.

		But most of the time the other part of my brain took over, the part that remembered my terror during those blackouts and the overriding fear, reprised in dreams that persisted for weeks, that lingered in someone whose chest had been sawed open and whose heart had been stopped. And as far as I was concerned they could have tested my blood ten times a day and weighed me every hour if they thought that was best. They could have paid as much as they wanted to that nurse’s aide with the scale or to the woman who flawlessly, without even a sting, took my blood. And the doctor who had given me an angiogram the afternoon before the surgery and then came in the following week to check me out became just a nice guy who cared, not someone who might be trying to add on an extra consult bill.

		In the days that I was on my back, to have asked that nurse how much this or that test was going to cost, let alone to have grilled my surgeon—a guy I had researched and found was the master of aortic aneurysms—what he was going to charge seemed beside the point. It was like asking Mrs. Lincoln what she had thought of the play.

		When you’re staring up at someone from the gurney, you have no inclination to be a savvy consumer. You have no power. Only hope. And relief and appreciation when things turn out right. And you certainly don’t want politicians messing around with some cost-cutting schemes that might interfere with that result.

		New York–Presbyterian’s marketing slogan is “Amazing Things Are Happening Here.” I’ll drink to that (although part of me did wonder why they need a marketing budget and how much it is). To me, it was, indeed, amazing that eight weeks after my bad dream I was back working out aerobically and with weights, just as I had before they had discovered the time bomb. That was more important to me than the hospital’s amazing salaries or chargemaster.

		That is what makes healthcare and dealing with healthcare costs so different, so hard. It’s what makes the Obamacare story so full of twists and turns—so dramatic—because the politics are so treacherous. People care about their health a lot more than they care about healthcare policies or economics. That’s what I learned the night I was terrified by my own heartbeat and in the days after when I would have paid anything for a cough suppressant to avoid those blackouts.

		It’s not that this makes prices and policies allowing—indeed, encouraging—runaway costs unimportant. Hardly. My time on the gurney notwithstanding, I believe everything I have written and will write about the toxicity of our profiteer-dominated healthcare system.

		But now I also understand, firsthand, the meaning of what the caregivers who work in that system do every day. They do achieve amazing things, and when it’s your life or your child’s life or your mother’s life on the receiving end of those amazing things, there is no such thing as a runaway cost. You’ll pay anything, and if you don’t have the money, you’ll borrow at any mortgage rate or from any payday lender to come up with the cash. Which is why 60 percent of the nearly one million personal bankruptcies filed in the United States last year resulted from medical bills.

		Even when it’s not an emergency, even those who would otherwise be the toughest customers lose their leverage.

		“When I went in for knee surgery, I couldn’t have cared less about healthcare policy or cost containment,” Marna Bargstrom, the CEO of the giant Yale New Haven Health System told me. “I was just scared.”

		That is the perspective that anyone’s encounter with a scalpel provides—the “How can I think about the cost at a time like this?” element.

		Most of the politicians, lobbyists, congressional staffers, and others who collectively wrote the story of Obamacare had some kind of experience like that, either themselves or vicariously with a friend or loved one. Who hasn’t?

		Montana’s Max Baucus, the chairman of the all-important Senate Finance Committee, had a picture on his desk of a constituent he had befriended who had died after a long fight against a disease stemming from an industrial pollution disaster, the court settlement of which, Baucus believed, had not sufficiently provided for his medical care.

		Billy Tauzin, the top lobbyist for the drug industry had, he said, “a cancer where they told me I had a one percent chance of living, until a drug saved my life.”

		The staffer who was more personally responsible than anyone for the drafting of what became Obamacare had a mother who, in the year before the staffer wrote that draft, had to take an $8.50 an hour job as a nightshift gate agent at the Las Vegas airport. She worked every night not because she needed the $8.50—her semiretired husband was himself a doctor—but because a preexisting condition precluded her from buying health insurance on the individual market. That meant she needed a job, any job, with a large employer. Her daughter’s draft of the new law prohibited insurers from stopping people with preexisting conditions from buying insurance on the individual market.

		And then there was Senator Edward Kennedy, for fifty years the champion of extending healthcare to all Americans. Beyond his brothers’ tragic visits to two hospital emergency rooms, Ted Kennedy’s firsthand experience with healthcare began with a sister’s severe mental disabilities, extended to a three-month stay in a western Massachusetts hospital following a near-fatal 1964 plane crash, and continued through his son’s long battle with cancer.

		Although their solutions varied, these four—as well as most of the dozens of other Obamacare players, who to some degree had these kinds of personal stories—saw and understood healthcare as an issue not only more urgent and more emotionally charged than any other, but also bedeviled by one core question: How do you pay for giving millions of new customers the means to participate in a marketplace with inflated prices—and with a damn-the-torpedoes attitude about those prices when they’re looking up from the gurney? Is that possible? Or must the marketplace be tamed or tossed aside? Or must costs be pushed aside, to deal with another day?

		As we’ll see, even the seemingly coldest fish among politicians—the cerebral, “no-drama” Barack Obama—drew on his encounters with people who desperately needed healthcare to frame, and ultimately fuel, his push for a plan.

		“Everywhere I went on that first campaign, I heard directly from Americans about what a broken health care system meant to them—the bankruptcies, putting off care until it was too late, not being able to get coverage because of a pre-existing condition,” Obama would later tell me.*1

		But as Obama’s campaign began, he had not yet met many of those Americans victimized by the broken healthcare system. And it showed.

		

		
			*1. President Obama agreed to answer questions put to him in writing. Written answers risk being filtered by the president’s communications apparatus, and many of the president’s answers deserved the kind of follow-up that only a conversation can facilitate. I was assured by his press office that the president had read all of my questions and personally signed off on the answers. A full text of the questions and the president’s answers, as well as those questions that he declined to answer, is included as an Appendix at the back of the book.
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		CENTER STAGE

		March 2007–February 2008

		“OBAMA WAS DEFINITELY NOT READY FOR PRIME TIME,” RECALLED Andy Stern, then president of the two-million-plus-member Service Employees International Union (SEIU). “He thought he knew the issue incredibly well—and he didn’t.”

		Stern was referring to Barack Obama’s performance in a Democratic presidential candidates’ forum on Saturday night, March 24, 2007, in Las Vegas, Nevada. (Obama declined to answer a question I put to him about his performance that night.)

		Coming less than six weeks after he had plunged into the race, it was the long shot candidate’s first appearance with those thought to be the leading contenders, Hillary Clinton and John Edwards. Also on the stage were candidates Joe Biden, Bill Richardson, Chris Dodd, Dennis Kucinich, and Mike Gravel.

		The Illinois senator’s Las Vegas flameout didn’t even come at a real debate. It was a one-at-a-time speaking forum sponsored by Stern’s union and the Center for American Progress, the center-left Washington think tank that housed refugees from the administration of President Bill Clinton who were considered, at least by each other, as a staff-in-waiting for the next Democratic president. There was to be no give-and-take among the candidates. Each would make an opening statement of three to five minutes to a crowd in the Cox Pavilion auditorium at the University of Nevada, Las Vegas, filled with members of Stern’s union and local and national political junkies. The White House hopefuls would then answer fifteen minutes of questions put to them by Time magazine’s Karen Tumulty and by the audience. Then he or she would exit the stage and the next contestant would be up.

		Moreover, it wasn’t to be a general debate about the various issues facing the country as the 2008 election season approached. It was about one topic only: healthcare.

		Before the candidates were introduced, John Podesta, the former Clinton chief of staff who ran the Center for American Progress, explained the unusual focus this way: “We hope that what happens in Las Vegas today will … set the tone for the entire presidential campaign. It’s simply time to make affordable, quality coverage for every American a reality.”

		Podesta offered statistics, the ones that by 2007 had become a mantra for the cause that would roil the country for the next seven years.

		
			Today 45 million Americans are uninsured, including 9 million children. Since 2000, health care premiums for workers have increased four times faster than wages.…

			What kind of value do we get for all that money we spend on health care in the United States? Not much. The U.S. currently ranks 31st in the world in terms of life expectancy, and 28th on infant mortality.… Our health care system today violates America’s deep commitment to human dignity for all and fairness for all, and it hampers our nation’s economic competitiveness.

		

		Co-host Stern put it this way to the candidates, still waiting behind the curtain:

		
			Polling in the four early primary states shows the cost of health care is the number one pocketbook concern for voters of both parties.…

			So what … are we missing? Leadership. Leadership in Washington, D.C.

			And for the next president here’s the final point of our poll: Voters are saying they’re not hearing from you enough about health care. And in a minute we’re going to start solving that problem.… It’s up to us voters … to … demand detailed answers about what they’re going to do.

		

		Barack Obama did not answer the call. He had come to Las Vegas knowing that this would be his first appearance with his opponents on the presidential stage. He knew that his only job would be to talk about healthcare, nothing else. Yet he winged it. He spent the first two of his three minutes sucking up to Stern’s union (recalling how he had worked with the SEIU as a community organizer in Chicago) and complaining generally about the plight of the middle class. Then he talked vaguely about the need to tackle costs while providing coverage for all.

		But he concluded forcefully: “I want to be held accountable for getting it done,” he declared. “I will judge my first term as president based … on whether we have delivered the kind of health care that every American deserves and that our system can afford.”

		Tumulty and the rest of the audience didn’t seem to buy it. That this junior senator would make sweeping healthcare reform a priority and deliver on it just didn’t jibe with his going-through-the-motions presentation. “You gave a speech in January,” Tumulty began, “where you said that the time for half steps and the time for half measures in health care is over.… But thus far we haven’t seen a plan from you.”

		She turned the microphone over to a young man in the audience, who complained that “when it came to addressing the health care issue” the only content on Obama’s website “was things like HIV, which is very important, and issues like lead poisoning.”

		“Right,” Obama answered, relaxing on a stool. “Well, keep in mind that our campaign now is, I think, a little over eight weeks old. And so we will be putting a very detailed plan on our website.”

		The other candidates were crisp, knowledgeable, and specific, especially John Edwards, who freely acknowledged that he would end the Bush-era tax cuts for both the middle and upper classes in order to pay for expanded healthcare.

		And then there was Hillary Clinton. The New York senator stole the show. Her standing, strolling presentation was a tour de force of personal stories, sophisticated detail, easily understandable data, and great one-liners: “The insurance companies make money by spending a lot of money and employing a lot of people to try to avoid insuring you, and then, if you’re insured, to try to avoid paying for the health care you received.”

		A SWAMP OF CORRUPTION

		Most of the candidates aimed similar, if less pungent, attacks on the insurers—an industry whose profit margins are dwarfed by those of the drugmakers, device makers, and even nonprofit hospitals. And except for vague promises to promote efficiency through electronic medical records, Clinton, Edwards, Obama, and the others said little about how they were going to deal with the elephant in the room: costs.

		Yet all promised in one way or another to attack every politician’s favorite targets—“fraud and abuse.” Here, too, they were not specific. However, they would have had plenty to work with had they tried. By 2007, a healthcare system that sucked up as much money as the gross domestic product of France—but whose consumers had little knowledge of what they were consuming and often weren’t the ones paying for it, anyway—had metastasized into a swamp of corruption.

		As Clinton, Obama, and the others took their turns on the stage, federal prosecutors were deep into fraud investigations against bad actors trolling that swamp, ranging from a high-profile retailer of wheelchairs and motorized scooters to a giant international drug company.

		The Scooter Store, based in New Braunfels, Texas, was allegedly using millions of dollars in television ads to get people over sixty-five—which meant that the federal Medicare program paid their bills—to ask their doctors for prescriptions for its scooters and wheelchairs. At the same time, it was deploying salesmen across the country to push doctors to write those prescriptions, even for people who could get around without the scooters or chairs. Investigators were about six weeks away from settling a fraud suit that would require the retailer to pay $4 million in cash and give up more than $43 million in bills that were pending at Medicare.

		Meantime, another team of federal prosecutors was pursuing a far bigger target—the Aventis unit of Sanofi, a Paris-based pharmaceutical giant suspected of systematically overbilling Medicare.

		“Aventis Pharmaceuticals Inc. has paid … over $190 million to resolve allegations that the company caused false claims to be filed with Medicare … as a result of the company’s alleged fraudulent pricing and marketing of … Anzemet, an antiemetic drug used primarily in conjunction with oncology and radiation treatment to prevent nausea and vomiting,” the Justice Department would announce in August 2007.

		Like the Scooter Store, Sanofi signed a Corporate Integrity Agreement calling for five years of strict government monitoring. There were, in fact, so many of these agreements that in the Washington healthcare bureaucracy “CIA” had become a favorite acronym having to do with renegade drug companies or other suppliers, not spies.

		THE DEMOCRATS MOVE RIGHT

		Barack Obama, the former Harvard Law Review president and boy wonder senator, was not used to not being the smartest guy in the room.

		“It wasn’t that Obama didn’t care,” said a former senator who had been close to Obama and recalls the Las Vegas forum well. “It’s just that he had been able to wing it most of his life because he’s so smart, and he thought he could here.… He tends not to buckle down and do the work until he sees that he absolutely has to.

		“But I know he knew he blew it. He told me after that debate that he knew he had made a jackass of himself, and it was not going to happen again.”

		Beyond Obama’s poor performance—which was not that noticeable at the time because, after all, he was supposed to be the inexperienced, quixotic underdog—there was something else striking about the Democrats’ forum.

		Aside from Kucinich, the Ohio congressman who was unabashedly the most left-leaning contender, the other candidates seemed to agree on an approach to healthcare reform more reminiscent of Richard Nixon than of Harry Truman, who had proposed government-sponsored health insurance for all in 1949. The 2008 Democratic contenders outlined reforms that followed the lead set by a Republican governor of Massachusetts, which would give all Americans insurance coverage within the current system.

		At its core, theirs was a plan any Republican or chamber of commerce lobbyist would likely love: The government would create tens of millions of new customers for all those profiting from the current system—insurers, drug companies, hospitals, and makers of all varieties of high-margin medical equipment, from CT scans to defibrillators.

		Kucinich, the liberal, was having none of that. He stuck to what had been Democratic Party orthodoxy before most of those on the stage had been born. “Today at this forum the sub-message is that you can’t break the hold that the insurance companies have,” he began. “Not a single candidate up here has challenged the underlying problem with our health care system, and that is insurance companies are holding our health care system hostage and forcing millions of Americans into poverty with unconscionable premiums, co-pays, deductibles.

		“So I ask you,” he continued, “is it constant with America’s greatness that candidates step away from the one solution that could change it all?”

		For Kucinich, as with most Democrats in years past, that “one solution” was the way most other developed countries had dealt with healthcare, beginning with Kaiser Wilhelm in late nineteenth-century Germany: “A not-for-profit health care system is not only possible,” Kucinich declared, “but … a bill that I introduced … actually establishes Medicare for all, a single-payer system, and it’s a not-for-profit system. It’s time we ended this thought that health care is a privilege. It is a basic right.… Think for a moment,” Kucinich concluded, “if Lincoln had decided, well, you know, there’s just too much resistance to this idea of emancipation.”

		That, in fact, was exactly what the major Democratic candidates had decided—that there was, indeed, too much resistance to upending a status quo that was consuming a sixth of the entire American economy. There was no way that they could, as Obama would later put it in speeches about healthcare, “put the toothpaste back in the tube,” by scrapping the uniquely American system under which private, profit-making insurance companies sold protection to those Americans who could afford it, whereupon the insurers and their customers chipped in to pay unregulated prices in a private marketplace for drugs, hospitals, doctors, diagnostic tests, and other healthcare.

		There were multiple analogies that people used for the entrenched, sorry state of the American healthcare system. One man’s toothpaste tube was another man’s tangle of legacy programs and delivery systems that, piece by piece, had been patched together into an unworkable mess that provided substandard care at exorbitant prices. Trying to tack new programs and systems onto that was a recipe for frustration. It was, to use yet another metaphor, like deciding to fix up a hopelessly dilapidated house, instead of saving time and money by building a new one, because so many people had so much invested in preserving the irredeemably defective plumbing, wiring, and floors in the old house.

		AMERICA TAKES A DIFFERENT PATH

		The toothpaste had started coming out of the tube slowly, beginning in 1929. That year, a group of Dallas, Texas, schoolteachers signed up to buy health insurance from the local Baylor University Hospital. For six dollars a month they would get all of their care covered for up to twenty-one days in the hospital. The plan was called Blue Cross.

		At the time, healthcare costs were not much of a concern—because there was not much healthcare. Hospitals were convalescent homes or places where people went to die, not the high-intensity, high-tech centers of complicated medical cures that they would become. For example, in the early twentieth century—before, for example, the invention of penicillin—the forerunner to New York–Presbyterian, where I had my open-heart surgery, was in a quaint building in lower Manhattan with about fifty beds, and services that featured bloodletting, some surgery, and “lying-in” facilities for the mentally disabled and for women who had given birth. By the time I checked in, it was a 1,483-bed colossus, with more than $3.6 billion in annual revenue, spread across six campuses, some with towering facilities that dominated the skylines of upper Manhattan.

		When the Dallas teachers signed up for Blue Cross in 1929, Americans spent about 1 percent of the country’s gross domestic product on anything related to healthcare. By 1966, it was 6 percent, and by the time Obama and his opponents took the stage in Las Vegas, it was 16 percent, heading toward 20 percent. A negligible cost in 1929, probably less than the pocket change people spent on candy or snacks, had become the country’s and every family’s number one financial burden.

		THE HISTORY OF THE century-long political debate over healthcare that culminated in this singly focused 2007 Las Vegas candidates’ forum mirrors that process of medical care pricing itself into the public consciousness.

		Theodore Roosevelt had proposed national health insurance during his unsuccessful 1912 campaign to reclaim the presidency on a third-party ticket. However, that plan was aimed mostly at providing compensation to workers who lost wages because of injury or illness, not what was then the relatively inconsequential (for all but the poorest Americans) cost of care.

		Those on the left who tried to pick up and expand on TR’s cause over the next two decades were successfully attacked from two sides. At a time when Germany had become a prime American enemy, some argued that government-supplied healthcare seemed too much like the kaiser’s program. Others, playing off the Red Scare then coursing through American politics, said it smacked of socialism or communism. The attacks worked, in no small part because people were still not reaching into their pockets too deeply when they got sick.

		By 1935, insurance programs like the one that had begun in Dallas were slowly popping up around the country. Meanwhile, costs were beginning to rise as medical care progressed beyond bloodletting. This put Franklin D. Roosevelt under pressure from aides and constituents on the left to add health insurance to his proposal for Social Security pension protection. But FDR (despite his own health issues) never had the enthusiasm for health insurance that he demonstrated for Social Security. He held off on including it in his historic 1935 initiative.

		By the time FDR came back to the idea during the later years of his presidency, he faced new opposition: labor union leaders, who were the core of his political base.

		The reason the unions were against government-supplied healthcare had to do with a quiet decision made during World War II by Franklin Roosevelt’s National War Labor Board, a panel he had appointed to enforce wartime wage and price controls. In 1943, the board ruled that fringe benefits—including health insurance—were not subject to wage controls, which prohibited an employer seeking to encourage workers to join or stay at his company from enticing them with higher pay. Under the board’s ruling, an employer could lure workers by offering to pay for health insurance, to be supplied by what would soon become a flood of insurance companies flocking into the new market. The decision released much of the political pressure for reform by allowing a large swathe of the population to start getting protected from healthcare bills, while motivating the unions to oppose government intervention.

		According to an article published in 2008 by the American Enterprise Institute scholar Robert Helms, “There is no indication that the Board debated this policy or made any prediction of its future consequences.”

		The Internal Revenue Service then magnified the effect of the National War Labor Board edict by ruling that if health insurance benefits were not wages, they should not be taxed as such. In other words, if a worker in the 20 percent income tax bracket got health insurance worth $1,000 a year, that was $1,000 free of what, at a 20 percent rate, would be a $200 tax. For an executive in the 50 percent bracket, the ruling was worth $500. Years later, when the insurance benefit might be worth $10,000 or even $20,000 because medical costs and insurance premiums had gotten so high, the tax break would be even more addictive.

		It was this largely unheralded bureaucratic decision (followed in 1954 by a formal IRS regulation during the Eisenhower administration) that launched America’s most gaping tax loophole, one that would forever change the course of healthcare in the United States.

		As a result of the labor board’s ruling, unions began pushing for and winning health insurance in their contracts with employees. For the government to usurp that with its own insurance (which came to be called a single-payer system), or with a completely government-operated health system—which were generally the models followed in Europe and ultimately in most developed countries—would undercut the important new benefit the unions could offer workers who joined their ranks. With that kind of pressure coming from his base, Roosevelt tabled the idea of healthcare as his last New Deal breakthrough. Had the labor board decided instead that offering health insurance violated the wartime wage-control regime, which it arguably did, the need—and political pressure—in the United States to provide health insurance for all, the way every other country had, would almost certainly have forced a different outcome during the Roosevelt presidency or soon thereafter.

		Harry Truman—influenced, historians say, by the number of recruits he had met during the war who showed up for duty too sick to fight—took up the banner after he succeeded Roosevelt in 1945. But by then rulings by the National Labor Relations Board had solidified healthcare coverage as a key ingredient of collectively bargained contracts. As a result, the unions were even more opposed to the idea, and their members were largely indifferent to it.

		Meanwhile, the more predictable opponents—the incumbent insurers and hospitals and drug companies worried about having to bargain with one single payer—were arrayed against Truman’s push, which he presented to Congress in 1949.

		Opposition to Truman’s bill from Republicans and the growing healthcare industry was fierce. The most vehement opponent was the American Medical Association, the then-powerful professional association of the nation’s doctors. The AMA spent what in 1949 was an astounding $1.5 million to campaign against the plan, labeling it socialized medicine that would be “the key to the arch of a socialist state,” which would destroy doctors’ independent relationships with their patients and lead to doctors becoming government employees.

		The rejection of public insurance for all at the same time that private insurance flourished, courtesy of the National War Labor Board and the IRS, added up to a lot of toothpaste gushing out of the tube. In 1940, fewer than ten million Americans had private health insurance. By 1950, 76.6 million enjoyed that protection, with enrollment growing rapidly.

		Yet there were still tens of millions of Americans who were left out because they did not have jobs working for businesses that offered insurance. The largest and fastest-growing group among them were the elderly who had retired.

		But then came LBJ. In 1965, President Lyndon B. Johnson and his Great Society took the elderly out of the equation.

		Fresh off a landslide presidential election victory and propelled by huge Democratic majorities in Congress, Johnson signed legislation establishing Medicare, the government health insurance program for everyone over sixty-five. Medicare also included a program for the disabled of any age. And the companion Medicaid program that Johnson pushed through at the same time offered limited protection for those living below the poverty line.

		By the time the candidates appeared that night in Las Vegas in 2007, 162 million nonelderly Americans had employer-paid health insurance, either in their own name or as family members of workers who had been given coverage. That was more than 80 percent of the people who were not protected by Medicare, by Medicaid, or by a Clinton-era program aimed at insuring poor and lower-middle-class children.

		THE STARS ALIGN IN 2007

		With all of those people covered either through private insurance or through Medicare or Medicaid, why was healthcare such a crisis that it deserved its own stage that night?

		“By 2007, the stars were aligned to do something about healthcare, because we had to,” recalled Tom Daschle, the South Dakota Democrat who had been the Senate majority and minority leader and a leading policy thinker on healthcare until losing a reelection bid in 2004.

		Here’s how those stars were now aligned:

		First, there was the galloping cost of advances in the science of medicine. While all that progress was good news—I’m glad they invented that MRI to pinpoint what was going on in my chest—it ballooned healthcare costs across the board.

		As a result, insurers now had to pay more for their policyholders’ claims, so insurance premiums went up. As John Podesta had pointed out in his introduction to the forum, “Today the average family insurance policy costs $11,841. That’s a thousand dollars more than a full-time minimum-wage worker makes in a year.”

		The cost spikes for the government programs that protected the elderly and the poor were even worse. Better medical care kept people alive longer, and that meant Medicare had to pay for more complicated and more expensive treatment during those prolonged lives. In 1965, Medicare had been projected by a House of Representatives committee to cost $12 billion by 1990. Its actual cost by then was $110 billion. And by 2011—the third year of the prospective first term of the presidential candidates vying on the 2007 Las Vegas stage—government healthcare spending was projected to exceed all private spending and account for nearly a third of the overall federal budget.

		And, of course, there was the crushing burden for those forty-five million Americans (a number rising every year) who didn’t have insurance at all.

		Those who were out of work or in jobs that didn’t offer insurance had to face buying insurance on their own in the so-called individual market. The rates they faced were so exorbitant—typically approaching or exceeding $10,000 a year in 2007—that most couldn’t even contemplate buying it. And those that tried often couldn’t get covered at any price because insurers were allowed to screen them for what were called “preexisting conditions.” In other words, the people who needed insurance the most—because they suffered from preexisting conditions—were locked out of the market.

		The second star in alignment had to do with the growing plight of people—particularly in low-wage jobs—who did have what they thought was health insurance but were not really covered when they faced a serious—or even not-so-serious but highly billable—medical issue. Their insurance was like a parachute that didn’t open.

		These were people who might have been indifferent to earlier reform pushes, but were now buttonholing the candidates on the campaign trail with their sad stories about rising medical costs and insurance that was a lot less protective than it used to be. Podesta had pointed out in introducing the forum that healthcare premiums for workers—the amount they had to contribute to their employers’ insurance—had increased four times faster than their wages. What he could have added was that the amount they paid that was not covered by insurance—in so-called co-pays, co-insurance, or deductibles—was increasing just as quickly.

		Worse, employers were increasingly trying to stem their skyrocketing insurance costs by allowing insurers to set limits on coverage so that the insurers could incur less risk and, therefore, offer lower premiums. This allowed employers to avoid the short-term budget trauma of escalating insurance premiums, but made insurance much less protective. Workers might now be on their own after they hit $50,000 in costs in a year, or maybe $200,000 or $300,000 over their lifetimes. Hitting these limits seemed unlikely until someone got grievously ill and realized that exceeding them was the norm.

		Or workers, especially those in low-wage jobs, might be offered insurance that capped daily charges—$1,000 per day in the hospital, for example—that were far below what they were likely to face in the real world of the twenty-first-century American healthcare marketplace.

		The bills for my aortic aneurysm topped $197,000 for eight days in the hospital.

		As early as 1973, Ted Kennedy had seen how elusive real insurance could be for people who thought they had it. That year, Kennedy spent endless hours with his son, who was being treated for cancer with a variety of trailblazing drugs. According to his widow, Vicki, the Massachusetts senator sat with parents who faced the ultimate good news/bad news roller coaster: being offered the miracles of great new treatments that were unimaginably expensive and either not covered by insurance at all or covered for only a limited period that did not extend through their child’s treatment.

		“Teddy would tell me,” Vicki Kennedy recalled, “that when he was in the hospital ward with his son he would talk to mothers who could only afford five or ten of the twenty-three chemo treatments, and they’d ask him what to do.”

		By 2007, the problem Kennedy had observed nearly thirty-five years earlier had extended to even mundane, seemingly routine health needs.

		THE BUS DRIVER AND THE CHARGEMASTER

		Not long after the Las Vegas forum, Emilia Gilbert—a school bus driver earning about $1,800 a month, whom I wrote about in the Time article—fell victim to these coverage gaps.

		For six years, Gilbert, who was sixty-one at the time, would be forced by a judge to make weekly payments on the bill she got after she slipped and fell on her face in the small yard behind her house in Fairfield, Connecticut. Her nose bleeding heavily, she was taken to the emergency room at Bridgeport Hospital. She went home a few hours later with a half dozen stitches.

		“I was there for maybe six hours, until midnight,” Gilbert told me, “and most of it was spent waiting.” Gilbert got three CT scans—of her head, her chest, and her face. The last one showed a hairline fracture of her nose.

		Along with Greenwich Hospital and the Hospital of St. Raphael in New Haven, Bridgeport Hospital is owned by the Yale New Haven Health System, of which Yale–New Haven Hospital is the flagship. Although Yale University and Yale New Haven are separate entities, Yale–New Haven Hospital is the teaching hospital for the Yale School of Medicine. University representatives, including Yale’s president, sit on the Yale New Haven Health System board.

		Yale New Haven’s Bridgeport unit applied its list prices to Gilbert’s bill, the way most hospitals do before Medicare or insurance company discounts kick in. In the hospital business, these list prices are derived from what is called the hospital’s chargemaster. Decades ago, a chargemaster was a document the size of a phone book; now it’s a massive computer file, thousands of items long.

		In Gilbert’s case, insurance-related discounts off the chargemaster prices didn’t kick in, because of what she soon learned were the severe limits on her insurance coverage.

		The CT scan bills alone were $6,538. Medicare, which pays hospitals based on their costs, plus overhead and a small profit margin, for providing each service, would have paid about $825 for all three tests.

		Also on Emilia Gilbert’s bill were items that neither Medicare nor any insurance company would pay anything at all for: basic instruments, bandages, and even the tubing for an IV setup. Under Medicare regulations and the terms of most insurance contracts, these are supposed to be part of the hospital’s facility charge, which in this case was $908 for the emergency room.

		William Gedge, a senior vice president for payer relations at Yale New Haven Health System, insisted to me that “the chargemaster is fair,” but said, after making inquiries, that he had “no way” of explaining how the CT scan bills or anything else, including seemingly inflated bills for blood tests and equipment, were calculated.

		Gilbert’s total bill was $9,418.

		“When I got the bill, I almost had to go back to the hospital,” Gilbert told me. “I was hyperventilating.” Contributing to her shock was the fact that although her employer supplied insurance from Cigna, one of the country’s leading health insurers, Gilbert’s policy was from a Cigna subsidiary that insured mostly low-wage earners. The policy covered just $2,500 of Gilbert’s bill, leaving her on the hook for about $7,000.

		That made Gilbert one of the millions of Americans that Stern and Podesta were asking the candidates that night to focus on. They were routinely categorized as having health insurance but didn’t have anything approaching meaningful coverage.

		After the hospital sued Gilbert for the full $7,000, a judge ruled that Gilbert, who represented herself in court because she could not afford a lawyer, had to pay all but about $500 of the original charges. The judge put her on a payment schedule of $20 a week.

		In describing the forces that impelled the push for healthcare reform, Harvard Business Review would later cite a 2007 study reporting that medical bills “had become a factor in 62 per cent of personal bankruptcies, an increase from just 8 per cent in 1981.”

		If Gilbert had been forced to pay her bill from Yale New Haven Health System in one lump sum, she would likely have been one of those, all for a fall in her backyard and a few hours in the emergency room.

		As the candidates took to the Las Vegas stage that night in 2007, Yale New Haven, which has a tax exemption as a nonprofit institution, was on its way to recording operating income of more than $125 million. Its chief executive would earn a salary of more than $2.5 million, roughly 70 percent more than that of the president of Yale University.

		HILLARY’S SCARS

		During Hillary Clinton’s presentation to the crowd in Las Vegas she remarked with a chuckle, “I know probably better than anybody how hard this will be. Yeah, I know. I’ve got the scars to show for it and I’ve been through it.”

		Everyone understood what she was talking about. Soon after he took office in 1993, President Bill Clinton had appointed his wife to come up with a plan for a massive overhaul of the country’s healthcare system.

		That unusual role for a First Lady, albeit one who was a respected lawyer and policy wonk, produced the scars that Hillary Clinton now kidded about. Following an orgy of expert panels and subpanels, mostly operating in secret, she came up with a plan that was so complex that few could understand it. “Hillarycare” ostensibly proposed to operate within the incumbent private market system but would have overhauled it by organizing a network of insurance-buying cooperatives regulated by the federal government.

		To the extent anyone could figure it out, the First Lady’s plan seemed likely to force most Americans to give up the insurance they had in favor of these new government-supervised co-ops.

		The key industries—insurers, drug companies, hospitals, doctors—had ended up opposing it. The drug companies famously sponsored a series of ads featuring a middle-class couple, “Harry and Louise,” whose plain talk about keeping the government out of “our healthcare” galvanized the public, most of whom had private insurance and feared radical change.

		When the Democrats lost control of the House of Representatives a year later, Hillarycare was tagged as a major cause.

		THE DEMOCRATS’ NEW REPUBLICAN ALTERNATIVE

		So why did Clinton and the other 2008 contenders think they could avoid new scars, even if the problems of costs and poor coverage had only gotten markedly worse?

		The answer was Mitt Romney and a young economics professor named Jonathan Gruber. They put the third star—in addition to high costs, and weakening insurance that was pushing those costs onto everyone—into alignment: a new reform model that seemed politically achievable.

		When he was a freshly minted Harvard PhD in economics, Gruber had worked in the Clinton administration under Larry Summers, the celebrated Harvard economics professor who had become deputy Treasury secretary. Summers had been Gruber’s adviser on his thesis—which was about employer-sponsored health insurance.

		As Gruber was preparing to leave government in early 1998, Summers gave Gruber what Gruber says was “the best advice of my life.”

		Summers told Gruber—an outgoing guy who had the intellectual chops of an Ivy League academic without the withdrawn personality—that he could carve out a great career creating economic models that provided practical advice to politicians and policy makers seeking to understand the implications and likely results of the policies they were debating.

		“Academics usually didn’t do that,” Gruber later explained. “They didn’t connect what they knew or what they were doing to specific policy debates in real time so they could chime in with real, practical answers. I loved the thought of that.”

		In 1998, Gruber, by then thirty-three, became an assistant professor of economics at MIT’s Sloan School of Management. He began picking up grants to create algorithms that could produce models of the economic consequences of various healthcare plans and reforms.

		Using thousands of lines of code that plotted behavioral patterns, Gruber would program hundreds of variables into a black box and out would pop the likely outcomes of this tweak or that big change in healthcare systems or rules. The young professor would then turn the black box’s pronouncements into widely followed articles in scholarly journals and even some publications with broader reach. He earned tenure at MIT, and his reputation grew.

		By 2005, aides to Mitt Romney came calling.

		Romney, a first-term Republican governor of Massachusetts, was a Harvard MBA, who had been a successful management consultant and private equity investor. In large part because Massachusetts faced losing hundreds of millions of dollars in Medicaid support from Washington unless it came up with a new plan to insure more of its citizens, Romney wanted to create a market-based healthcare reform program. Would Gruber help?

		Gruber was taken with Romney from their first meeting. “Here was a guy who seemed to me to be the perfect public servant,” he later told me. “He was courteous. Warm, even solicitous. And really smart. He knew this stuff cold. He was deep into the details but also eager to talk about the broader ideas. I really liked him.”

		Romney and his staff were focused on an idea first floated in 1989 by economist Stuart Butler, then the director of Domestic Policy Studies at the Heritage Foundation, the conservative Washington think tank. The way to fix healthcare, Butler reasoned, was rooted in a classic conservative principle: individual responsibility. An ideal plan would require everyone to buy health insurance, although those who could not afford the full cost would get the government’s help. That way, people would not show up in emergency rooms uninsured or with poor insurance.

		Butler summarized his argument for compulsory insurance this way: “If a man is struck down by a heart attack in the street, Americans will care for him whether or not he has insurance. If we find that he has spent his money on other things rather than insurance, we may be angry but we will not deny him services—even if that means more prudent citizens end up paying the tab.

		“A mandate on individuals recognized this implicit contract. Society does feel a moral obligation to insure that its citizens do not suffer from the unavailability of health care. But on the other hand, each household has the obligation, to the extent it is able, to avoid placing demands on society by protecting itself.”

		The plan would be financed by eliminating the tax break the government provides by not taxing employees for the value of employer-sponsored health insurance, Butler wrote. The billions the government would save would be applied to subsidize premiums for everyone to buy their own insurance.

		Although he was a Democrat, Gruber had been thinking about the Heritage individual responsibility idea for a while. He thought it made sense as a way to make insurance markets work better by getting more people, even healthy people, into the pool of people paying premiums. That way, insurance companies could cover the unlucky ones who got sick while using revenues from the enlarged base of healthy policyholders to charge lower premiums.

		However, Gruber judged it politically impractical to try to scrap the federal tax break on employer-paid insurance. The unions would fight it, as would insurance companies and even employers, who liked the idea of being able to offer a tax-free benefit to workers (even if they were being forced to cut back on its scope because of rising costs) and whose executives benefited from the tax break disproportionately because they were in higher tax brackets. Besides, Massachusetts alone couldn’t overturn federal tax law.

		Gruber began working with Romney and his staff and people from Heritage. Importantly, aides to Senator Ted Kennedy—whose help would be crucial in getting a federal aid package to support the state’s reforms—were also involved from the beginning. Together, they came up with a plan that would spread health insurance coverage to almost everyone in the Bay State. Employer-sponsored insurance would not be tampered with. In fact, Gruber and the Romney staff came up with the opposite idea: To keep their plan from threatening the private insurance market status quo, Massachusetts law would be changed to require all but the smallest businesses to offer basic health insurance to their workers.

		Requiring big business to ante up this way might have seemed like an un-Republican, even radical, idea. Yet its origins dated back to a proposal Richard Nixon had pushed, beginning in 1973. In part to counter more liberal reforms then being promoted by Kennedy, Nixon announced a plan that would force employers to buy insurance for all of their workers. On top of that, Nixon offered an even more unlikely Republican idea: The government would give subsidies to people of limited means who were not covered at work so that they could buy insurance in the individual market. The insurance would be sold in markets—called exchanges—that would be regulated by the government to ensure that the offerings were consumer friendly and competitive.

		Because he had won the support of Wilbur Mills, the Democratic chairman of the all-important House Ways and Means Committee, Nixon seemed on his way to getting Nixoncare through. But then Mills was suddenly dethroned by a scandal involving a female companion who was arrested one night for jumping into the Washington pond known as the Tidal Basin. And soon after that, Nixon was derailed by the Watergate scandal.

		The Gruber/Romney team’s mandate that employers buy insurance for their workers was not new. But in order to get everyone covered, their plan featured other, more radical, changes to fix the market in which individuals bought insurance for themselves.

		THE THREE-LEGGED STOOL

		The plan had three major, interrelated features, which everyone began to call “the three legs of the stool.”

		The first leg was a reform in how insurance was sold that Gruber and other economists had come to believe was a key to eliminating a major flaw in the market for individual insurance. Insurance companies in the individual market would not be allowed to screen people with preexisting conditions in order to exclude them or to charge them more than healthy people. In other words, sick people, who need insurance the most, would be able to buy affordable insurance.

		But what would prevent people from waiting to buy insurance until they got sick? The whole idea of insurance is shared risk: We all pay equally into the pot, and those of us who get sick can withdraw funds to pay for care.

		That’s where the second leg came in: the Heritage Foundation mandate. Gruber and the Romney team paired the requirement that preexisting conditions could no longer be used to deny anyone insurance with a mandate that anyone not in a job where insurance was provided by an employer (or not covered by Medicare or Medicaid) would have to buy insurance or pay a penalty for not doing so. There would be no one filling out insurance applications on their way to the hospital.

		The mandate was the linchpin. In fact, in pushing for this plan beginning in 2005, Romney, citing the original Heritage Foundation article, would deride the “free riders” who refuse to buy insurance and call the mandate “the ultimate conservative idea” because it was rooted in the principle of individual responsibility.

		To make the mandate more palatable, insurers would compete to sell individual policies on the kind of exchange Nixon had envisioned, so that prices and coverage could be compared. The resulting competition would presumably drive prices down.

		But what about people who could not afford insurance, no matter how much competition on the exchanges held the line on prices?

		The third leg of the stool addressed that. As with the old Nixon plan, there would be government subsidies for people below certain income levels so that they could buy policies. And, again, to make sure that employers would not stop paying for their workers’ insurance and throw them onto these exchanges where they would get government subsidies, the plan, as with the old Nixon proposal, included penalties for companies (other than small businesses) that did not pay for workers’ health insurance—a provision that further ensured that the employer-insurance status quo would not be disrupted.

		By now Kennedy was enthusiastic about this more conservative approach. “Teddy always told me ‘You take what you can get,’ ” recalled David Blumenthal, a physician and longtime healthcare policy expert who had worked on Kennedy’s Senate staff. So Kennedy eagerly partnered with Romney in an effort to corral Democrats and Republicans in the Massachusetts legislature by negotiating all kinds of tweaks and compromises.

		A BIPARTISAN CELEBRATION

		As a result of that unlikely partnership, less than a year before the Las Vegas forum, on April 12, 2006, there had been an event in Boston’s historic Faneuil Hall that made it seem as if healthcare—because it had become such a pressing, personal issue for so many Americans—could be the dilemma that brought the country together.

		The vast hall, filled with state legislators from both sides of the aisle, was festooned with banners celebrating “Making History in Healthcare.” Romney aides handed out buttons saying the same thing. It all had the air of a revival meeting.

		Romney mounted a raised podium in front of statues of John Adams, John Quincy Adams, and Daniel Webster and under the hall’s looming iconic painting of Webster debating the fate of the Union on the Senate floor. Not trying to contain his enthusiasm, Romney joked that this was a “Cecil B. DeMille moment,” referring to the over-the-top movie director whose extravaganzas had included The Ten Commandments and The Greatest Show on Earth.

		On the stage with Romney, celebrating the governor’s signing of what would come to be called Romneycare, were Ted Kennedy and Heritage Foundation senior fellow Robert Moffit. Romney called it “an extraordinary sight, not just because how many people are here but because who is here.”

		After thanking Gruber, Romney noted that for him to be returning to Faneuil Hall, the site of a debate Romney had famously lost to Kennedy when Romney had run against him for the Senate in 1994, “feels like the Titanic returning to visit the iceberg.” Unable to resist another acknowledgment of how surreal the moment seemed, he added that his son had said that “having Senator Kennedy and me in a room for this will help slow global warming because hell has frozen over.”

		Romney introduced Kennedy, applauding heartily as the Senate warhorse, whose brother had come to the same hall on the night of November 8, 1960, to thank Americans for electing him president, took the podium. “Yet again, the pioneering spirit of the people of Massachusetts has prevailed,” Kennedy thundered. “And you may well have fired the shot heard round the world on health care in America.”

		Heritage’s Moffit, an icon of conservative orthodoxy, was just as enthusiastic. “We have retained what is best in American healthcare while correcting its deficiencies,” he declared when it was his turn to address the crowd, before adding “Too often excessive partisanship corrodes civility.… The opposite has happened here.”

		In the days that followed, some critics on the right, most notably the Wall Street Journal editorial page, attacked the plan as an assault on liberty, because of the mandate that everyone had to buy insurance. Some on the left, including progressive activists and union leaders who had been Kennedy’s comrades in arms since the 1970s, complained that any reform that didn’t scrap private insurance and feature the government as the single payer was a cop-out.

		But the optimism prevailing that day in Boston had not waned in the eleven months leading up to the Las Vegas candidates’ night. There had been a nerve-rattlingly slow rate of sign-ups in the early days after the Massachusetts exchange had opened in January 2007. But by March, activity was already beginning to pick up. And the bipartisan spirit of the enterprise had stayed so strong that supporting Romneycare had become a matter of civic boosterism, not politics. Even the Boston Red Sox promoted Romneycare.

		Meantime, across the country, governors, most notably California’s Arnold Schwarzenegger, were taking note and pushing their own versions of Romneycare.

		“Romneycare,” said Daschle, “was the game changer. We could now see a plan that would extend coverage for all, not upset the private market, and attract broad bipartisan support.”

		OBAMA TREADS CAUTIOUSLY

		It was not surprising, then, that Edwards and Clinton, while not crediting the Republican governor by name, touted the three-legged Romneycare stool as the crux of their solution: prohibit insurance companies from discriminating based on preexisting conditions; keep premiums relatively low by requiring everyone without employer-based insurance to buy insurance on exchanges (while requiring employers to keep offering insurance); and provide subsidies for those who needed it to pay those premiums.

		Healthcare had not been much of an issue during the 2004 campaign. To the extent it had been talked about, the Democratic candidates’ positions ran the gamut from single-payer to more modest proposals for government programs to take care of a greater share of the still uninsured. Now, everyone except Kucinich, who was never seen as a serious candidate, seemed to be on the same page.

		But Barack Obama didn’t go as far as the others. In the 2003 run-up to his 2004 U.S. Senate campaign, Obama had promised a union rally that he would fight for the single-payer system that Kucinich now championed. Not anymore. In Las Vegas, Obama not only discarded that position; he also didn’t talk about an individual mandate, though he did vaguely back the notion of getting the uninsured into “large pools” where risk could be spread.

		Obama’s hesitancy was not because he wasn’t already schooled in at least that detail. Stern, the service workers union leader who had organized the Las Vegas forum, later told me that months before, over dinner in Washington on the eve of announcing his candidacy, Obama had said he feared a mandate would be so politically unpopular as to be unrealistic. “He wasn’t where Hillary or Edwards were,” said Stern.

		Despite what Stern had said from the Las Vegas podium about the polls showing great voter concern about healthcare, Obama’s team was less enthusiastic about the idea that the issue would fire up the troops. His pollsters were finding that, while Americans were worried about it as a pocketbook issue, they were also leery, as they had been in the days of Hillarycare, about the government interfering with the insurance that most of them already had.

		There was something else that constrained Obama’s view beyond the yellow light his campaign staff was flashing. Obama had not yet put in the time that Clinton and Edwards had on the campaign trail—where so many people had stopped them on rope lines to
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