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    New Mexico 2050?


    A Prefatory Poem


    Hakim Bellamy


    New Mexico has been called


    lots of things


    by the Upper 48.


    My favorite


    is “recession proof.”


    Like some sort of backhanded condiment,


    like vinegar, when I ordered chile,


    like drought, instead of “desert,”


    like climate change for dinner


    instead of rain for breakfast.


    But “mean”


    is not what they mean.


    When poor is the new normal,


    you can’t feel the economy flatline.


    Just like you couldn’t feel it


    when it was booming.


    Just like the bottom of the ocean


    unmoved by the waves.


    What they meant


    is “irrelevant,”


    even “insignificant.”


    Because we take everything


    as a compliment.


    Because at 2050,


    with the oldest state capital in the country,


    we look damn good for our age.


    Compared to their Dow Jones Average


    we are finally exceptional,


    breaking the curve


    one border at a time.


    36 years from here,


    New Mexico will still be exotic to others


    and enchanting to us.


    We’ll still be inventing


    new names to call ourselves.


    Still be creating new races


    every monsoon season of love.


    New Mexico will still be magic,


    Like a horizon-taut canvas


    making something out of nothing.


    Pulling a rabbit out of the mesa


    waiting a sign, with both ears


    to the sky.


    Nothing under its sleeve


    but sacred heart ink.


    Acequia Sangre underneath


    its adobe-flavored skin.


    Hungry for the snowpack


    to finally shed a tear.


    As the highways grow


    wider and western than the Rio.


    As the river banks


    collapse like a recession


    in vein.


    As the scales of justice


    elevate us out of poverty


    instead of shackling us to it.


    As the education system


    weights opportunity


    over place of worth.


    As the sites


    become more sacred,


    and the sacred


    becomes more scarce.


    New Mexico will endure,


    evolve and enchant,


    as it has always done.


    Under many different names...


    But what about


    the Nuevomexicanos?

  


  
    Preface


    What Can We Be? What Will We Be?


    Fred Harris


    The past is prologue. True. And so is the present. But in New Mexico, neither of these is necessarily destiny.1


    A local announcer once opened the great annual Montana Crow Indian Fair Rodeo with the words, “Ladies and Gentlemen and all you white people, we have cowboys here tonight from all over the world—and many other places!”


    Well, I’m not a cowboy exactly, not an Indian either, but I’ve been nearly all over the world, and many other places, and I’ve never found any place I like as much as New Mexico. That’s the truth.


    We’ve got our problems. Everybody knows that.


    And maybe people say that we’ve made our own bed. But we don’t have to lie in it. The problems we have here in this wonderful state were by and large made by people. And they can be solved by people, too. That’s what New Mexico 2050, the book from which this text is taken, is about.


    A blueprint for New Mexico’s future.


    A handbook for New Mexico’s leaders and public officials, present and potential.


    A textbook for New Mexico’s students.


    A sourcebook for New Mexico’s teachers and researchers.


    A hymnbook for proud New Mexicans who want our beloved Land of Enchantment also to become the Land of Opportunity, fully and for all.


    ■■■■


    That, I am sure, is what John Byram, the dedicated and farsighted director of the University of New Mexico Press, had in mind when he asked me to organize, produce, and edit New Mexico 2050. And that’s what I, too, had in mind when I agreed to take on the task, after adding in my own mind a theoretical subtitle for the book: What Can We Be? What Will We Be?


    With a grant (for which we’re most grateful) from the McCune Foundation to assist with project expenses, I set out to find recognized New Mexico experts in each subject field.


    And I found them: our contributors. All of us went to work. And it has been a labor of love.


    New Mexico 2050 an honest book. I asked the contributors for each chapter, first, to be descriptive—to say frankly and plainly what the present situation in New Mexico is—about the economy, for example, or the environment. And they have done that. They tell what our liabilities are, of course. But they also tell what our assets are.


    New Mexico 2050 is a courageous book. I asked the contributors for each chapter, next, to be prescriptive—to say fearlessly what we need to do in New Mexico to make things better. They have done that, too.


    And New Mexico 2050 is a hopeful book. I asked the contributors for each chapter, finally, to be predictive—to say optimistically what the well-informed and wise people of New Mexico, and their leaders, can and will bring about in our state’s future. And the contributors have also done this.


    Health is as important to New Mexicans as education, maybe more so. That’s why we got the most knowledgeable person we could find to write “New Mexico Health and Health Care in 2050”—Nandini Pillai Kuehn, a committed and richly experienced New Mexican. And she deals with this complex subject with great understanding and unusual clarity.


    And finally—and I should have, in fact, put this first—Hakim Bellamy, the great Albuquerque poet laureate (2012–2014) has, in his wonderful and challenging prefatory poem, “New Mexico 2050?,” put a serious query to us that we undertake in this book to respond to in a sound and inspirational way.


    Read on.

    


    
      
        1 Note: This is an abridged version of the Preface that appears in the University of New Mexico Press title New Mexico 2050.

      

    

  


  
    

  


  
    New Mexico Health and Health Care in 2050


    Nandini Pillai Kuehn


    The health care sector in the United States and in New Mexico is on the verge of monumental change. The federal Patient Protection and Affordable Care Act (ACA) was signed into law in 2010, and the New Mexico Health Insurance Exchange, the vehicle that enables New Mexicans to purchase subsidized, affordable health insurance, moved into place in 2013.


    In order to understand the full impact of the reforms and the future, it is necessary to step back a few years and describe how this system came to be. That will also provide a baseline with which to measure the changes the law prescribes and to measure the possibilities for the future.


    2014 State of Affairs in New Mexico


    New Mexico had for many years the second-highest uninsured rates in the nation. Most of the state is designated as medically underserved, and large parts of the state are declared rural and frontier. Access to health care is hampered by poverty, which means people cannot purchase the health insurance they need without help. Even for those with coverage, transportation to health centers is a problem exacerbated by long distances, access to specialists is poor, and there is almost no follow-up care. Table 1 summarizes population characteristics that affect health outcomes in New Mexico and the United States.
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    Race and Ethnicity


    Epidemiologists and other analysts have consistently documented that health status and health outcomes are related to population demographics such as race and ethnicity. Access to insurance is a vital ingredient in getting access to health care, but minority populations are disproportionately uninsured due to poverty. New Mexico’s minority-majority population is an important factor related to health disparities and health equity deficits in the state. As long as health outcomes of minority populations are poorer than those of the white population and as long as minority populations continue to grow at higher rates than the white population, health disparities in New Mexico will increase, and so will the strain on health care and social services. This needs to change. The ACA set in motion wheels that will lead to greater scrutiny of these trends and move the system toward greater equity as reforms in the health system take hold.


    As a minority-majority state, New Mexico has always faced daunting health challenges. Forty-seven percent of this state’s population is Hispanic, and Native Americans amount to 10.2 percent. African Americans and Asians form a very small minority of New Mexico’s population.


    Medicaid covers the costs for about 70 percent of the births in New Mexico. A state report identified this Medicaid population as “disproportionately Hispanic, Black and American Indian.”1 Most mothers were single and were in their teens. Pregnant women covered under fee-for-service Medicaid are less likely to receive prenatal care and have the highest percentage of low-birth-weight infants (weighing less than 5.5 pounds). The largest component of the fee-for-service population under Medicaid continues to be Native American.


    In his foreword to the U.S. Center for Disease Control and Prevention’s Health Disparities and Inequalities Report 2013 Thomas R. Frieden says that variations in death and illness vary by gender and by race and ethnicity. Cardiovascular disease is the leading cause of death in the United States. He adds, “Non-Hispanic black adults are at least 50% more likely to die of heart disease or stroke prematurely (i.e., before age 75 years) than their non-­Hispanic white counterparts.”2


    The New Mexico Health Department’s analysis of key health indicators reinforces this finding for minority populations in New Mexico.3 It notes that Native Americans had the highest or worst rates for late or no prenatal care, deaths from diabetes, obesity, youth suicide, and alcohol-related deaths, as well as the highest death rates from treatable and preventable conditions such as diabetes, influenza, and pneumonia. African Americans in New Mexico had the worst rates for infant mortality, HIV infections, homicide, and adult smoking. Hispanics had the worst rates for teen births, pertussis, and adults with diabetes not receiving treatment. White populations are not immune to health risks, and whites had the highest rates for fall-related deaths, suicide, and drug overdose in New Mexico.


    Even a cursory review of this situation indicates that many of these outcomes should be preventable if health care of equal quality were available to all and if accountability were defined and measured.


    Socioeconomic Indicators


    There is also an increasing understanding of the impact of socioeconomic factors like income, education, employment, and housing on health status. Minority populations in New Mexico


    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    
      	Insurance plans were required to allow children to stay on their parents’ or guardians’ coverage until age twenty-six. An estimated thirteen thousand New Mexico children qualified in September 2010 to do this.


      	Plans could not charge co-pays or deny coverage for preexisting conditions for children. These changes helped 122,000 New Mexico children that first year.


      	Seniors on Medicare received rebates that helped cover the “donut hole” in their prescription coverage and discounts for generics. These provisions helped more than twenty-two thousand New Mexico seniors. Changes were also set in motion to close the “donut hole” in 2020.


      	Medicare decreed that seniors could get preventive services with no co-pays as well as one annual wellness visit each year. More than 265,000 New Mexico Medicare enrollees benefited from these provisions.


      	Insurance plans were required to spend at least 80 percent of their premiums on medical care or to rebate the balance to their enrollees. These rebates began in 2012.

    


    

    

    

    
      	No denial of coverage or exclusions for preexisting conditions


      	No retroactive denial of coverage


      	No additional premium charges for women


      	No maximum annual or lifetime benefits


      	Establish a threshold to limit the maximum annual out-of-pocket costs for enrollees


      	Provide a set of minimum essential benefits that include physical as well as mental health coverage

    


    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    
      	General enrollment statistics, broken down by geography, race, ethnicity, age, and gender of the people in Centennial Care and with the numbers triaged at levels 1, 2, and 3;


      	The key problems for people at level 3 and the strategies being used to address these problems; and


      	The number of patients who have been assessed co-pays once and more than once.

    


    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    
      	Health insurance exchange marketplaces will be strengthened to better manage coverage plans and to negotiate directly with insurance companies on behalf of exchange participants in order to get the best coverage affordable. In addition, exchanges will report on plan costs, out-of-pocket costs, and differences between plan requirements in ways that make sense to consumers as well as on health outcome results or the quality of various incentives within plans sold on the exchange.


      	As a consequence of having opportunities to purchase affordable individual coverage, ownership of insurance plans will shift from employers to individuals and insurance coverage will become portable. Portability is a key benefit that has been missing from the system. Tax benefits for employers for providing this coverage will shift to individual tax benefits. This shift will not occur in one easy step and, interestingly, will necessitate changes to the law’s requirement that employers provide health care. But in time, with new contractual relationships and increased individual-­coverage purchasing capacity facilitated by the exchange, more people will purchase their own insurance, which they can carry with them when they change jobs. This will take small employers with low-wage employees out of the insurance-provision business altogether. Large employers may phase out their involvement in time.


      	By 2050, with the changes set in motion by the ACA, the health care sector will be massively transformed, optimizing digital capacity for care management and cost tracking and establishing real-time quality parameters for providers.

        
          	Electronic health records will be the norm. The ACA offers incentives for the transition to electronic health records, and providers who comply with “meaningful use” criteria are being financially rewarded. Electronic recording (including voice detection) and real-time reporting of health information will become the norm over the next decade in New Mexico, and by 2050 there will be secure information sharing between providers who care for the same patient, which will eliminate duplication of services and thus reduce costs. With this change, penalties could be imposed on providers if diagnostic testing is duplicated outside of evidence-­based protocols.


          	New technical devices will help patients understand and manage chronic conditions through alerts, prompts, and reminders. Patients will be able to communicate directly with their health care team though these devices.


          	Telemedicine will be inexpensive and widespread and a primary source for specialist coverage in rural New Mexico. This technology has struggled to survive outside of research institutions or universities because insurance plans have not known how to compensate providers for its use. The ACA recognizes telemedicine as a legitimate care mechanism and has created opportunities for compensation for telehealth in its public programs. This will transform care in rural New Mexico. New hubs will emerge in both clinics and hospitals that will save patients hundreds of hours in travel to regional and urban centers. These hubs will be centers for regular conferences or for actual care, delivered through primary-care systems and directed by specialists if necessary.


          	Primary-care physicians will take their rightful places as leaders and coordinators for all prevention and secondary prevention of chronic care, in both physical and mental health. They will, however, work as part of teams that ensure the kind of follow-up and management that turns the corner on costs by reducing preventable hospitalizations for diabetes, hypertension, obesity, and substance abuse.


          	Alternative compensation for providers will be the norm by 2050. Fee-for-service will cease to be the dominant strategy for provider compensation in primary care. As was recommended by the American College of Physicians, the system will replace volume-based care with “care coordination payments for physicians working with health teams.”30 More clinical providers will be compensated through pay-for-performance schemes based on how well they manage chronic diseases, with shared savings, outcomes-based compensation, and bonuses for performance markers that are better than those of their peers. Each one of these systems needs further developmental work, but the pilot programs in place right now should yield the information to begin the process of development in the next decade, with further refinement, more variations, and more focus by 2050.


          	Specialists may continue to work within fee-for-service models, but more surgeons or clinical interventionists will be compensated through “bundled payments” arrangements that include accountability for recovery from procedures.


          	Quality metrics for emergency rooms and hospitalizations will be refined and will allow these places to deflect admissions by alerting primary-care teams to manage acute episodes more effectively. They will also be able to track whether repeat admissions were preventable and flag those that are a consequence of inadequate or poor discharge planning.


          	Health equity will be achieved as more minorities become providers and key players in the health care delivery system and as care is systematically delivered in a culturally sensitive and effective manner and the system is held accountable for disparities.


          	By 2050 the health care workforce will be large enough to meet the need. With all the incentives currently in the system to improve compensation for primary caregivers, the number of primary-care physicians will substantially increase, and the system will concurrently add a significantly higher number of midlevel providers, such as nurse practitioners and physician assistants. Additional support staff, critical to the team, will emerge, including community health workers or long-distance team members within rural communities. Pharmacists and others who currently occupy almost invisible retail roles will emerge as special leaders for clinical management that depends on medication management. Other clinical roles that will expand in scope are those of therapists, counselors, behavioral health specialists, and alternative medicine providers. New supporting roles will emerge to handle the transition to high-tech care. New clinical roles still being shaped will be established (such as dental therapists to provide rural communities with high-quality care to prevent dental problems). Additional midlevel clinical positions could also develop for other chronic management and prevention concepts.


          	Well before 2050, best-practices standards will have emerged to demonstrate beyond any shadow of a doubt the value the ACA’s investments in home visits and early childhood education programs. By 2050, these services will be available in all communities. New service-delivery systems will emerge that build on telehealth care, home-based care, or mobile services to reach those who need routine follow-up, those who are housebound, and rural populations.


          	The ACA’s reporting requirements will make available information about the costs of the entire health system, allowing better decision making. By 2050, these data will routinely inform health policy, planning, and evaluation. Hospital and emergency costs will be heavily scrutinized, and it is likely that there will be ways of compensating hospitals other than per discharge or by the number of bed days. Small rural hospitals in particular will be compensated for serving needs in local communities and working with major regional centers to manage cases using telemedicine.


          	Finally, by 2050 a uniquely U.S.-flavored coordinated-payer system will emerge through state initiatives to knit together the various components of our health system. In the next decade, state-based integrated health systems will emerge in some states that will set in motion health coverage alternatives that will take hold in the second half of this century. Under specific provisions of the ACA, states can apply for a waiver to amend key provisions of the exchange so long as they continue to support the same or higher levels of enrollment, do not reduce benefits, and do not contribute to the deficit.

        

      

    


    

    

    

    

    

    

    

    
      	Make health insurance exchanges much more like website sales enterprises. Exchanges will be limited to hosting plans and providing a vehicle for enrolling individuals; they will not act as value-based purchasers of affordable, high-value plans. The exchanges will not have a role in shaping coverage benefits or reporting on quality and costs, so the battle over how to control costs could last longer.


      	Exceptions will likely be made to the availability of catastrophic plans, which under current ACA provisions are not allowed to be sold on the exchanges except to a very small group of youth. The number enrolled in such plans would stay small, however, because alternative plans would be more appealing to older adults.


      	Many of the systemic changes initiated by the ACA will continue through 2050 under either scenario. Telehealth will be a major player in rural health care delivery, electronic health records will be a normal part of the health system, and there will be secure sharing of essential health information to ensure that duplication and costs are controlled. New service systems will emerge and there will be more evidence-based management, since that will be the most effective cost-control mechanism available (and cost savings are decidedly a nonpolitical issue). All of the new practitioners identified in the earlier scenario will emerge under this one. None of these alternatives are inherently likely to be targeted for reduction or elimination by repeal-minded politicians.


      	While public policies may not target health equity, the expansion of Medicaid and the availability of data will continue to inform the system and challenge health policy through 2050. In New Mexico, the changes initiated by Centennial Care should turn the corner on costs and should demonstrate the extent to which care management will control costs and improve health. Given that minority populations will continue to dominate enrollment in Centennial Care and the Medicaid expansion, data will show whether these interventions change the health status and the disparity pictures in the next decade.

    


    

    

    

    

    

    

    

    

    

    

    
      	The wheels set in motion by the ACA will continue to protect public programs, which will demonstrate through new accountability standards that they can deliver high-quality health outcomes for the populations they serve. New Mexico will depend on public programs to keep its uninsured numbers at bay.


      	Insurance plans will be more regulated and held more accountable for managing health risks than they have been in the past.


      	The United States (and thus New Mexico) will in 2050 have a version of universal health coverage that will blend government and private plans.
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Table 1. Health insurance coverage, poverty, and median income, New Mexico
and United States

New Mexico United States
Total population, 2013 2,085,287 316,128,839
No. (%) uninsured, 2010-2012 429,000 (21) 46,339,500 (15.4)
No. (%) children, 018, 74,000 (13) 7.2 million (9)
uninsured, 2010-2012
No. (%) served by Medicaid, 574,914 (28) —@1
2010
Median household income, $44,886 $53,046
2008-2012
Persons below poverty level, 19.5% 14.9%
2008-2012*

* Federal Poverty Levels for 2014 were $11,670 for a single individual; $23,850 for a family of
four. U.S. Department of Health and Human Services, ASPE, 2014 Poverty

Source: U.S. Census Bureau, QuickFacts for New Mexico; New Mexico Human Services
Department/Insure New Mexico, New Mexico Facts-at-a-Glance, January 2014,





