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The proposal for an individual 
mandate requiring individu-
als to buy health insurance 

has emerged as the most controversial 
health policy issue in America’s Presi-
dential candidates’ debate, reflecting 
similar divisions among a broad spec-
trum of health policy analysts. 

Massachusetts was the first state in 
the nation to impose such a mandate, 
stimulating intense debate in other 
states, especially California. Presiden-
tial candidate, Senator Hillary Clinton 
(D-NY), proposes such a mandate to 
achieve universal health insurance cov-
erage, which she holds to be a “core 
Democratic value and a moral prin-
ciple.”1  Senator Barack Obama (D-IL), 
Clinton’s opponent for the 2008 Demo-
cratic presidential nomination, opposes 
a mandate, arguing that it would com-
pel Americans to buy health coverage 
they could not afford and, further, that 
such a mandate would not be enforce-
able.2  

While the debate on the individual 
mandate for health insurance coverage 
has divided Democratic presidential 
candidates, the issue is neither narrowly 
partisan nor ideologically confined. Re-
publicans and Democrats, liberals and 
conservatives, centrists and libertarians, 
on different occasions, have all pro-
posed an individual mandate for health 
insurance coverage. 

Analysts have offered many reasons 

for imposing such a mandate. While 
not exhaustive, the list is impressive: 
the achievement of universal or near 
universal coverage; equal access to more 
affordable and effective healthcare; the 
reduction in adverse selection and im-
provement in the functioning and effi-
ciency of the health insurance market; 
the elimination of the “free rider” prob-
lem and a reduction in cost shifting and 
uncompensated care; the protection of 
individuals and families against high 
medical costs; relief from the growing 
pressure on hospital emergency depart-
ments; and the establishment of a new 
social contract based on mutual rights 
and obligations. 

A Better Policy: Transparency of 
Choice

The national debate on the individ-
ual mandate constitutes a head-on colli-
sion of thorny interrelated problems in 
ethics, economics, and politics. Impos-
ing an individual mandate to buy health 
insurance is not just a practical matter 
of healthcare financing or enforcement. 
It is also a philosophical problem, one 
of defining carefully the proper role of 
the government and the need to balance 
prudentially the claims of society with 
the rights of the individual. In other 
words, this recent national debate is a 
reiteration of a standard theme of the 
American political and constitutional 
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tradition: the continuing American proj-
ect to safeguard and reconcile individual 
liberty with the common good to be se-
cured by public authority.3 

Can policymakers reaffirm the tradi-
tional limitations on government power, 
preserve individual freedom and simulta-
neously resolve the most serious problems 
addressed by an individual mandate? 

The achievement of these simultane-
ous objectives would consist in making 
the range of choices that individuals have 
practically available to them clear and di-
rect—fully transparent—while also mak-
ing the inevitable consequences of their 
personal decisions as clear, direct, and 
predictable as possible. The alternative 
to an individual mandate, to either buy 
health insurance or incur some penalty, is 
thus a transparency of choice: making the 
realistic range of options available; secur-
ing full consent of the intellect and will 
in writing to pursue one of these options; 
and acknowledging, also in writing, an 
understanding of the likely consequences 
and the individual’s responsibilities to ac-
cept those consequences and whatever 
costs they may entail.

The Status Quo: An Individual 
Mandate on Taxpayers 

The heated national debate over 
whether or not to impose an individual 
healthcare mandate often obscures a cru-
cial point. Under the status quo, there is 
already an individual mandate on every 
taxpayer in the United States to guarantee 
the care of those who do not or cannot get 
health insurance. 

The existing taxpayer mandate is 
grounded in two major statutes: the 
Emergency Medical Treatment and Active 
Labor Act of 1985 (EMTALA) and the 
Hill–Burton Act of 1946. Under Hill–

Burton, there is “the community service 
obligation.” It specifies that healthcare 
facilities receiving grants under Title XVI 
of the Public Health Service Act must 
provide uncompensated care. EMTALA 
was enacted as part of the Consolidated 
Omnibus Reconciliation Act (COBRA) 
of 1985 (P.L. 99-272). The Act applies to 
hospitals participating in the Medicare 
program, a total of 6177 hospitals,4 or 
almost all American hospitals. EMTALA 
imposes a legal duty on providers to ren-
der emergency or stabilizing care regard-
less of a person’s capacity to pay for it.5  

The cumulative effect of federal and 
state law, litigation, and regulation has 
reaffirmed what is in effect the legal right 
of Americans of any class or condition 
to secure medical care regardless of their 
ability to pay. Hospital officials expend 
a great deal of time, energy, and effort 
in their attempt to chase down impecu-
nious uninsured patients who often run 
up large medical bills that they simply 
cannot pay. This “bad debt”, attribut-
able to patients who are unable to pay 
their bills, as well as to “charity care”, 
for which hospitals don’t expect pay-
ment, constitutes the hospitals’ share of 
uncompensated care costs. These costs 
are partially offset by special government 
payments from Medicare and Medic-
aid. Cost shifting to taxpayers has thus 
become a routine feature of American 
healthcare financing, and the taxpayers’ 
healthcare mandate is an entrenched fea-
ture of current law. 

A Paradox 

The current legal arrangement is a 
curious paradox. While proponents of 
single payer, universal health coverage 
often argue that healthcare is or should 
be a “right,” Americans already have a 
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unique legal right to healthcare that 
citizens in many other countries do not 
enjoy. Many citizens in other countries 
have an entitlement to government-
financed healthcare or some form of na-
tional health insurance, but access is not 
guaranteed.  There is a real and logical 
distinction between a legal entitlement 
to government health insurance and a 
legal access to medical care. In a govern-
ment entitlement, one may be deemed 
legally eligible for certain benefits or 
services, but one’s access to them may 
be blocked or limited by the political 
unwillingness of government officials to 
provide or pay for them. In a contract, 
parties may agree to a transaction, and 
the mutual obligations of fulfilling the 
agreement are legally enforceable. A le-
gal entitlement, financed by a legislative 
body and administered by an adminis-
trative agency, is not necessarily a legal 
right, in the sense of a legally enforce-
able right grounded in contract.6  

In the United States, the uninsured, 
who do not or cannot pay their hospital 
bills, are the major source of uncompen-
sated care costs. Urban Institute analysts 
have estimated that the total national 
costs of the uninsured amounted to ap-
proximately $41 billion (in 2004 dol-
lars), with the bulk of that cost being 
borne directly by the taxpayers through 
various federal and state government 
health programs.7   In the state of Mary-
land, the additional health insurance 
premium cost for family coverage at-
tributed to uncompensated care was 
estimated at $948 annually.8  

Based on a New America Founda-
tion review of the data, low-income 
persons who fall below 100% of the 
federal poverty level (FPL) account for 
the largest share of uncompensated care 
at 37%, while those between 200% and 

400% of FPL account for 22%, and those 
at 400%of FPL account for approximately 
14%.9 Within the latter two income cat-
egories are where the classic “free riders” 
are found. Free riders can afford health 
insurance but choose not to purchase it or 
enroll in the health plans that are offered 
by their employers. Len Nichols, Direc-
tor of the Health Policy Project for the 
New America Foundation, estimates that 
the number of free riders amounts to ap-
proximately 30% of the total uninsured.10 
The data also show that recipients of un-
compensated care are disproportionately 
young (aged 19 to 34), white (56 percent), 
and residents of Southern states.11  

Libertarian critics of the individual 
mandate make a compelling argument 
that it is a violation of personal liberty. 
This argument is of higher normative val-
ue in a philosophical sense than the Left’s 
almost puritanical obsession with univer-
sal coverage, an ideal of numerical perfec-
tion that is practically unattainable. Other 
objections to the mandate center on the 
inability or unwillingness of political au-
thorities to enforce a mandate. They point 
to the mixed record of auto insurance, as 
well as its likely contribution to a major 
expansion of government control over 
the financing and delivery of healthcare. 
Libertarian critics make a far less compel-
ling assessment that the growing costs of 
tens of billions of dollars worth of uncom-
pensated care is relatively insignificant in 
the overall scheme of national healthcare 
spending. For all practical purposes, then, 
the individual taxpayer mandate remains 
a feature of America’s healthcare system, 
mostly ignored or unchallenged by liber-
tarian critics of mandates. 

There is, of course, one way that the 
libertarian argument could be internally 
consistent. To the extent that the status 
quo violates personal freedom by impos-
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ing a legal and moral obligation on the 
rest of us to care for those who are un-
willing or unable to care for themselves, 
policymakers could easily rectify the 
problem by allowing the irresponsible to 
face the direct and dire consequences of 
their decision to forego insurance cover-
age. They could repeal current law and 
permit medical personnel to deny care to 
those who do not have the financial ca-
pacity to pay for it. Even among libertar-
ian health policy analysts, the strongest 
critics of the individual mandate, such 
pristine philosophical consistency is rarely 
championed. 

Freedom, Responsibility, and the 
Transparency of Choice

On practical, political, and philosoph-
ical grounds, policymakers should avoid 
the imposition of an individual mandate 
for health insurance. 

On practical grounds, an enforce-
ment mechanism to secure universal 
coverage—in the literal sense of 100%  
coverage—is unlikely to achieve that goal. 
In a recent Health Affairs study of various 
legal mandates, including health insur-
ance, researchers found that the range of 
compliance varied greatly.12 In Massachu-
setts, the first state to enact an individual 
mandate with tax penalties and fines, the 
public authorities have already exempted 
approximately 60,000 persons from its 
terms. 

Politically, the pursuit of an individual 
mandate would require an insistence on 
a level of public coercion by unspecified 
means that does not yet enjoy anything 
close to a public consensus. According to 
a recent survey on a legal requirement for 
all Americans to have health insurance, 
47% support it, and 44% oppose it.13

If the goal of the mandate is not really 

“universal coverage” but “near universal 
coverage,” then the goal of the individual 
mandate can be achieved by other, less 
coercive mechanisms. Other goals, such 
as reducing adverse selection and increas-
ing market efficiency, can be achieved 
through risk-adjustment measures and 
insurance market reforms, which are far 
less intrusive than the imposition of an 
individual mandate. 

A Bias for Liberty

On philosophical grounds, 
policymakers should retain a bias for 
personal liberty. In 1994, the Congres-
sional Budget Office (CBO) reported 
that a federal individual mandate for 
health insurance would be unique and 
unprecedented because it would “im-
pose a duty on individuals as members 
of society” and would “require people to 
purchase a specific service that would be 
heavily regulated” by the government.13 
CBO analysts noted that the Congress 
never imposed a requirement for persons 
to buy a “good or service” as a condition 
of lawful residence. CBO determined 
that among all of the federal rules, the 
requirement that all young men register 
with Selective Service is the closest legal 
requirement to an individual mandate.14 

Policymakers with a bias for personal 
liberty would automatically enhance the 
role of personal responsibility. Personal 
freedom means the right of individuals 
to control the flow of healthcare dollars 
in their choice of health plans, provid-
ers, and medical treatments. Personal 
responsibility means that one’s personal 
healthcare is one’s own responsibility; it 
is not the responsibility of employers, 
insurance executives, the medical profes-
sion, or state and federal government of-
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ficials. When it comes to the reform of 
healthcare, a new policy would rest on 
three related propositions: 

First, every individual has the personal 
responsibility to pay his or her own medi-
cal bills. Of course, the capacity for per-
sons to exercise this responsibility differs 
greatly. As noted, the existing federal tax 
treatment of health insurance, almost 
exclusively based on the accident of 
one’s employment, is both inequitable 
and regressive. It substantially penalizes 
those who do not or cannot get cover-
age through the place of work.15 For low-
income persons, therefore, this propo-
sition would not be meaningful unless 
the government were to change existing 
healthcare tax and subsidy arrangements. 
The government would need to  provide 
direct financial help, either in the form 
of a refundable healthcare tax credit or 
a healthcare voucher. The same would 
hold true, of course, if policymakers were 
to pursue an individual mandate. It is 
wrong to force an individual to purchase 
a private product that that person cannot 
afford in order to secure some abstract 
ideal of universal coverage. 

Second, every individual should have 
the freedom to self-insure. Individuals 
should not be forced to buy a health 
insurance product if they do not be-
lieve that health insurance is the best 
way for them to finance their personal 
healthcare. They should be free to make 
other arrangements or choose other 
forms of healthcare financing, such as 
pre-funding through savings accounts 
or other instruments that may emerge in 
a rapidly changing healthcare economy. 
Personal freedom, then, remains a core 
value in the pursuit of a sound national 
healthcare policy.

Third, every individual should explic-

itly accept or reject health insurance cover-
age, and those who reject coverage should be 
required to demonstrate that they are willing 
and able to pay their medical bills and for-
mally acknowledge the potential consequenc-
es of their failure to do so. A new policy of 
transparency would take only one option 
off the table: It would no longer be accept-
able to shift one’s costs to others, includ-
ing doctors and hospitals or the taxpayers, 
without a previously acknowledged con-
sequence for the failure to make provision 
for insurance coverage. 

Transparency of Choice

Consistent with a bias for liberty, the 
best alternative to an individual mandate 
for health insurance is policy that provides 
for transparency of personal choice—a 
policy to encourage the exercise of indi-
vidual freedom and personal responsibil-
ity. But this exercise of personal responsi-
bility can be realized only when all of the 
relevant choices are clear and transparent 
and the consequences of those choices are 
also clear and transparent. Personal re-
sponsibility is therefore dependent upon 
the clarity of the available options and a 
willingness to abide by the consequences 
of one’s freedom of choice. 

Freedom consists in the ability to ac-
cept personal responsibility for one’s ac-
tions. Personal responsibility is not a 
product of external coercion, such as a 
mandate. It is a silly abuse of language to 
argue that “personal responsibility” some-
how requires public officials to enact an 
individual mandate to make individuals 
do what they would not otherwise do. An 
individual mandate is incompatible with 
the internally directed exercise of the free-
dom of one’s intellect and will and thus 
alien to any concept of personal respon-
sibility.
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insurance coverage. 
President Bush has proposed a uni-

versal standard deduction for health in-
surance that would provide a generous 
deduction of $15,000 per family and 
$7,500 per individual, resulting in a sig-
nificant middle-class tax cut through the 
voluntary purchase of health insurance. 
In their analysis of the Bush proposal, 
analysts at the Brookings Institution and 
the Urban Institute note that the design 
of the Bush proposal would have a “pow-
erful behavioral incentive” for securing 
coverage, for a family’s opportunity to 
deduct $15,000 from their taxable in-
come is a large and attractive tax break.16 
They further note that refusal to take 
advantage of the provisions of the tax 
break operates much like the standard 
penalty for an individual mandate: “In 
fact, the administration’s proposal is very 
much like the Massachusetts mandate—
in effect everyone would get a $7,500 
or $15,000 deduction and the ‘punish-
ment’ for not getting health insurance 
would be to lose the deduction.”17  

The one central difficulty with the 
Bush proposal is that it does not reach 
far enough down the income scale to 
capture a large portion of the popula-
tion without significant tax liability 
who are nevertheless uninsured. That is 
why a system of advanceable, refundable 
healthcare tax credits would be a better 
option than the use of the tax deduction 
as a mechanism to expand coverage. 

Universal healthcare tax credits, re-
fundable tax credits, or subsidies (for 
those who are too poor to have a tax li-
ability) can establish an even more pow-
erful incentive for individuals and fami-
lies to secure health insurance coverage. 
Based on analysis of the data on the un-
insured, it is apparent that most of those 
who are uninsured are in and out of cov-

 The mandate takes the form of a spe-
cific command. There is a world of differ-
ence between (a) issuing such a command 
and (b) making the range of choices and 
consequences plain and transparent be-
fore the choice is exercised. One may do 
X, and Y consequence will follow (i.e., 
one will get access to the bounteous ben-
efits of health insurance and reduce one’s 
dependence on one’s fellow citizens); or 
one may choose options A, B, or C, and 
each of these choices, too, will come with 
a specific consequence that one can and 
will understand beforehand. 

Mechanisms of Choice

There are a variety of ways to realize 
such a level of personal responsibility, and 
public policy can serve to make these per-
sonal choices both transparent and conse-
quential without imposing an individual 
mandate to buy health insurance. Such 
measures could be enacted and imple-
mented singly or in combination and 
achieve a reasonable goal of “near univer-
sal” coverage within a policy framework 
that maximizes personal freedom and re-
sponsibility. Consider three potential op-
tions: 

Create a Universal Tax Credit System

There is a growing bipartisan consen-
sus on the need to reform the federal tax 
treatment of health insurance because it is 
inequitable, inefficient, and regressive. It 
directly undermines access to health insur-
ance, particularly among persons who do 
not or cannot get health coverage through 
the place of work. Most uninsured per-
sons are in low-income working families 
and are disproportionately employed in 
small businesses that do not offer health 
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erage because of life or job transitions.18 
In a major Health Affairs study of the 
total population of America’s uninsured 
over a four year period, researchers found 
that  only 12 percent of that cohort were 
chronically uninsured, while the rest had 
coverage for given periods of time, but 
lost it or experienced gaps in coverage.19 
A universal healthcare tax credit system, 
targeting tax breaks to persons regard-
less of their employment,  could make 
insurance fully portable and thus help to 
reduce churning to stabilize the nation’s 
health insurance markets. The creation 
of portable insurance, which people can 
take from job to job, would significantly 
reduce the numbers of the uninsured 
simply by enabling the coverage to stick 
to the person, not the job. 

The level of per capita assistance 
delivered to individuals and families to 
secure a desired level of coverage is an 
empirical matter: It raises the same issue 
of personal and taxpayer affordability 
that would apply to every other option 
to expand health coverage, including 
an expansion through public programs. 
Ideally, tax breaks or refundable credits 
should be structured to enable individu-
als or families to secure an adequate pack-
age of benefits that would at a minimum 
guarantee them ample protection against 
catastrophic illness. 

Once again, if the insurance and the 
subsidies are made clearly available, then 
one’s decision not to take advantage of 
the insurance and the tax break or sub-
sidy, in writing, affirmatively rejecting 
both, in effect constitutes its own “pen-
alty.” If an individual is offered a $2,500 
tax credit, for example, to buy insurance 
and refuses to do so, that person obvi-
ously incurs a $2,500 tax penalty. But it 
is a tax penalty that is self–inflicted, not 

externally imposed. In either case, under 
the new tax regime, the law would impose 
a tax penalty just as it would under an in-
dividual mandate. 

Automatic Enrollment

Combined with a new system of health 
insurance tax breaks or subsidies to low-in-
come people to make health insurance af-
fordable, policymakers could also establish 
a policy of automatic enrollment in health 
insurance. This could be accomplished 
either through employers or through the 
state health insurance agencies, enabling 
persons to be enrolled in a basic health 
plan if they themselves do not make an 
affirmative choice. Medicare Part B oper-
ates through a program of automatic en-
rollment, and more than nine out of ten 
seniors elect coverage under the arrange-
ment. An employer-based enrollment 
system, where the employer can serve as 
a clearinghouse for different health plans, 
would be particularly attractive, because 
more than eight out of ten uninsured per-
sons are in working families. 

There are a variety of ways to set up 
a system of automatic enrollment. It is 
not uncommon to find such a system in 
employer-based pension plans, and the 
results are encouraging. In a National 
Bureau of Economic Research study on 
401(K) participation in a large company, 
the adoption of automatic enrollment 
procedures resulted in an increase of par-
ticipation from 61% to 86%, besting oth-
er attempts to secure participation such as 
employer-provided financial education or 
even increasing the employer match.20  In 
this study, employees who did not pick a 
specific pension option or chose to “opt 
out” of the company pension program 
were enrolled in a low-cost “default” plan. 
The researchers found that one of the ben-
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efits of such a process was that it greatly in-
creased the participation of employees who 
might not otherwise enroll in the pension 
program, including minorities and younger 
or lower-income employees.21 With modi-
fications, a similar process, including en-
rollment in a “default” health plan, could 
be replicated with health insurance, thus 
dramatically reducing the adverse selection 
that the individual mandate is designed to 
remedy. 

Another advantage of employment-
based enrollment is that it can be combined 
with the administration of a healthcare tax 
credit system. Lynn Etheredge, a health 
policy analyst with George Washington 
University’s Health Insurance Reform Proj-
ect, has proposed a system whereby em-
ployees select their choice of health plan 
at the place of work, employers send the 
appropriate payroll deductions (a single 
check with the appropriate employee in-
formation) to a statewide “service” center 
that would handle plan payment and re-
lated transactions, and the health plans no-
tify the Department of the Treasury of the 
employees’ enrollment to receive the tax 
credit due for the period of enrollment.22 

Etheredge emphasizes that the advantage of 
this approach is that most of the structure 
is pre-existing, and the existing platform of 
employment-based payroll deduction is an 
economically efficient process. Large and 
small firms already use the payroll and de-
duction system for a variety of functions, 
including Social Security and Medicare 
payments, state and federal income taxes, 
unemployment, and disability insurance.23  

In a variant of the same idea, employers 
could also automatically enroll their em-
ployees in a statewide health insurance ex-
change. A state-chartered health insurance 
exchange would serve as a mechanism for 
allowing a variety of health plans to com-
pete directly for the business of employers, 

and employees and their families.  
 Like Etheredge’s proposed “service 

center,” the health insurance exchange 
would serve as a “clearinghouse” that 
matches up competing health plans, 
enrollees, and funding. For example , 
the exchange would provide objective 
and comparative information on health 
plans and benefits, enroll employees and 
their dependents in the health plans of 
their choice, collect defined contribu-
tions from employers and any additional 
premium payments from employees, ad-
minister relevant government subsidies,  
transmit payments to competing health 
plans, and perform any necessary admin-
istrative tasks.

Because the exchange would function 
as a central administrative mechanism 
of  employer group health insurance, 
under the terms and conditions of ex-
isting federal employment law, the em-
ployer contributions and the value of the 
health benefits package would be tax-free 
to both employers and employees.24 This 
means that state residents, enrolled in 
the health insurance exchange, would be 
able to buy the health insurance policy 
of their choice without a tax penalty, 
own the policy, and take it with them 
from job to job. The exchange, in other 
words, would secure personal ownership 
and thus portability of health insurance. 
It would reduce churning in the insur-
ance market and thus the number of the 
uninsured.   

In 2007, legislators introduced bills 
in 15 states to establish some form of a 
health insurance exchange.25 The most 
prominent example of an operating 
health insurance exchange is the Mas-
sachusetts “connector”, enacted as a key 
component of the Massachusetts health 
reform in 2006 to provide employees 
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in small businesses with easy access to 
competing health plans.   At the national 
level, the popular and successful Fed-
eral Employees Health Benefits Program 
(FEHBP) functions in a fashion similar 
to the proposed state health insurance 
exchange. The federal government, as 
the employer, provides defined premium 
contributions to millions of federal em-
ployees and their dependents who choose 
among private health plans in a competi-
tive environment.

Beyond creating a large stable group, 
the statewide health insurance exchange 
could also administer government tax 
credits or subsidies for low-income per-
sons, providing them with financial help 
to get coverage.  

In every case, however, through a pro-
cess of automatic enrollment, a person 
would retain the right to decline both 
the health insurance and any subsidy or 
tax break that comes with that insurance 
and would do so in writing. Policymakers 
could also couple any affirmative decline 
of coverage or subsidies or tax benefits 
with a formal notice that individuals 
may be subject to specific penalties for 
a failure to pay their medical bills, list-
ing those penalties and any process for 
enforcement. The person declining such 
insurance and financial benefits would 
acknowledge these consequences in writ-
ing. 

Bonds and Accounts

In reforming state health insurance 
markets, state officials may wish to cre-
ate a process whereby residents either 
buy health insurance or self-insure while 
offering proof of their ability to pay for 
medical care for themselves and their de-
pendents. Some residents may have ideo-
logical or religious objections to buying 

insurance, even if the insurance is nothing 
more than coverage for catastrophic illness. 
Self-insuring residents could demonstrate 
a willingness to pay for medical expenses 
by presenting a bond of some specified 
amount or depositing a specified sum in an 
interest-bearing escrow account to be used 
for the payment of medical bills, particu-
larly hospital emergency room bills. Health 
Savings Accounts would also qualify for 
that purpose. 

If a resident fails to post a bond or open 
an escrow account, state officials could es-
tablish such an account in the resident’s 
name and deposit any state tax refunds for 
that resident to be used solely for the pay-
ment of uncompensated care that the resi-
dent incurred. In the event that a hospital 
or healthcare provider secures a judgment 
against the resident for unpaid medical 
bills, state officials could garnish the resi-
dent’s wages to secure that judgment. This 
would relieve the hospital and the medical 
professionals of the costly burden of hiring 
lawyers and going back to court a second 
time if the resident refuses to comply with 
a court order to pay outstanding medical 
bills. 

Former Governor Mitt Romney origi-
nally submitted a variant of this proposal 
to the Massachusetts state legislature in 
2005 as part of the Governor’s program for 
comprehensive reform of the Massachu-
setts healthcare system. Under the Romney 
proposal, residents who wished to forego 
the purchase of health insurance would be 
required to post a bond in the amount of 
$10,000 or deposit $10,000 in an interest-
bearing account held by his proposed state 
health insurance exchange,27 Romney’s 
original version of what was to become, 
with significant modifications, the Massa-
chusetts health insurance “connector.” 

While the Massachusetts legislature re-
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jected Romney’s “personal responsibility” 
proposal in 2006 in favor of a straight man-
date to purchase health insurance or pay 
tax penalties and a fine, lawmakers in other 
states could rely upon Romney’s model. 
It is another method for coping with the 
problem of cost-shifting and uncompen-
sated care while preserving personal liberty 
and encouraging personal responsibility. 

Conclusion 

The individual mandate has emerged as 
the most controversial item in healthcare 
reform, transcending traditional partisan 
and ideological divisions, with support-
ers and opponents from radically different 
philosophical and political camps often on 
the same side of this debate, and often for 
the same reasons. 

A promising alternative to the indi-
vidual mandate, which could achieve many 
of the same objectives, is found in the re-
structuring of the tax treatment of health 
insurance; a reform of the health insurance 
markets to expand participation; the adop-
tion of new processes for enrollment and 
decision-making, such as automatic enroll-
ment; and the creation of clear alternatives 
to insurance coverage, such as bonds or es-
crow accounts, that would make the deci-
sions to enroll in health insurance clearer, 
easier, and more plainly consequential than 
the system that exists today.

A practical alternative to the individual 
mandate is individual freedom, properly 
understood, and thus the implementation 
of a policy that enhances individual’s abil-
ity and willingness to take clear and direct 
responsibility for decisions. 
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