HCNMC's Criteria for Determining Models to Analyze
	CRITERIA
	RANKING
	DESCRIPTION
	ABSOLUTE

	(a)
	
	(a) The model will provide health coverage for all people living in New Mexico, regardless of ability to pay or income level.
	

	(b)
	
	(b) The model will not exclude those with high health care needs or preexisting conditions, but may propose existing publicly subsidized programs for such individuals, e.g., New Mexico Medical Insurance Pool for high-risk individuals, Medicaid or Medicare for elderly or disabled individuals. The model may include recommendations to combine certain public programs in order to remove duplication, to the extent it is in the power of the State to do so.
	

	(c)
	
	(c) The model will ensure continuous health coverage and remove lapses in coverage due to unemployment, underemployment, or change in financial or health circumstances; will allow portability among or across providers; and will minimize uncompensated care and cost-shifting, except for services not authorized under any defined benefit plan.
	

	(d)
	
	(d) The model may include roles for both public and private sectors, recognizing the role of Medicare; Medicaid; Tricare; Indian Health Service; and other federal, state or local public payers and providers as well as private insurance companies as insurers, e.g., managed care or indemnity, plan administrators, or both. The model will optimize the use of available federal matching funds. The model may include elements from other health coverage models.
	

	(e)
	
	(e) The model will promote the delivery of high-quality health care in which evidence-based care is provided for consumers through the application of the
	

	
	
	Institute of Medicine (IOM) rules for safe, effective, patient-centered, timely, efficient and equitable care, including:
	

	
	
	Sub- Ranking
	
	

	
	
	
	e.1  care is based on continuous healing relationships;
	

	
	
	
	e.2  care is customized according to patient needs and values;
	

	
	
	
	e.3  the patient is the source of control;
	

	
	
	
	e.4  knowledge is shared and information flows freely;
	

	
	
	
	e.5  decision-making is evidence-based;
	

	
	
	
	e.6  safety is a system priority;
	

	
	
	
	e.7  transparency is necessary;
	

	
	
	
	e.8  needs are anticipated;
	

	
	
	
	e.9  payment systems are aligned and incentives are provided toward health improvements;
	

	
	
	
	e.10  waste and inefficiency are continually decreased; and
	

	
	
	
	e.11 cooperation among clinicians is a priority.
	

	(f)
	
	(f) The model will be clear about the timeframe and steps for full implementation and the implications for transition to the model.
	

	(g)
	
	(g) The model will define or identify methods for encouraging accountability and tracking health outcomes on the part of the following:
	

	
	
	Sub-Ranking
	
	

	
	
	
	g.1  individuals, families and organizations, as well as communities, in promoting healthy behaviors;
	

	
	
	
	g.2  primary care providers to deliver preventive services at primary and secondary levels, and to emphasize evidence-based practices where these exist;
	

	
	
	
	g.3  the relative impact of the cost of subspecialty care on population health;
	

	
	
	
	g.4  health care workforce;
	

	
	
	
	g.5  governments, employers and other payers to fund health promotion, wellness, prevention, treatment, disease management, long-term and chronic care and research to generate evidence of positive outcomes through health promotion, as well as treatment approaches; and
	

	
	
	
	g.6  private and academic sectors to invest in evidence-based long-term strategies that yield positive health outcomes for health care consumers.
	

	(h)
	
	(h) The model will include methods to collect and report data about at least the following health care indicators:
	

	
	
	Sub-Ranking
	
	

	
	
	
	h.1  outcomes;
	

	
	
	
	h.2  improvements;
	

	
	
	
	h.3  critical incidents;
	

	
	
	
	h.4  trends by population types;
	

	
	
	
	h.5  care expenditures;
	

	
	
	
	h.6  administrative or overhead costs; 
	

	
	
	
	h.7  timeliness of access;
	

	
	
	
	h.8  impact on employers with small group and large group employers reported separately; and
	

	
	
	
	h.9  impact on the health care workforce.
	

	(i)
	
	(i) The model will clearly identify its sources of funding, and how these are likely to change over time, including but not limited to:
	

	
	
	Sub-Ranking
	
	

	
	
	
	i.1  copayments, coinsurance, deductibles or other cost-sharing, including limited or waived cost-sharing requirements for the most vulnerable or indigent populations;
	

	
	
	
	i.2  coverage limitations;
	

	
	
	
	i.3  adjustment of and innovative payment mechanisms for providers;
	

	
	
	
	i.4  available governmental and philanthropic funding;
	

	
	
	
	i.5  payments of premiums by payers assumed in the model;
	

	
	
	
	i.6  sales and payroll taxes;
	

	
	
	
	i.7  alcohol, tobacco, soft drink and food taxes;
	

	
	
	
	i.8  penalty for nonparticipation in the health coverage model;
	

	
	
	
	i.9  assessments on insurers, hospitals and employers; and
	

	
	
	
	i.10  indigent funds developed to provide care for the indigent.
	

	(j)
	
	(j) The model will offer consumers and practitioners choices — balanced with patient or consumer accountability and sharing of responsibilities — including, but not limited to, choice about:
	

	
	
	Sub-Ranking
	
	

	
	
	
	j.1  benefits — level and services covered, inclusions and exclusions;
	

	
	
	
	j.2  practitioner and consumer relationships;
	

	
	
	
	j.3  practice settings and mechanisms;
	

	
	
	
	j.4  locations for service delivery;
	

	
	
	
	j.5  alternative and nontraditional healers;
	

	
	
	
	j.6  use of community health workers;
	

	
	
	
	j.7  provision or nonprovision of services by any willing provider; and
	

	
	
	
	j.8  provision of services from a doctor in the patient's local area.
	

	(k)
	
	(k) The model will have a method for identifying health care cost drivers and predicting trends and ways of addressing them to control the rising cost of health care and health coverage to achieve the goal of costs rising no greater than the consumer price index (CPI) or other reasonable price increase indicator, while adequately accounting for the full, reasonable cost of delivering care.
	

	(l)
	
	(l) The model will take into consideration New Mexico's unique issues, including, but not limited to:
	

	
	
	Sub-Ranking
	
	

	
	
	
	l.1  rural and frontier nature;
	

	
	
	
	l.2  large geographic service area;
	

	
	
	
	l.3  high amount of federal land;
	

	
	
	
	l.4  high poverty or low median income economy;
	

	
	
	
	l.5  preponderance of small employers;
	

	
	
	
	l.6  high percentage of individuals currently without coverage;
	

	
	
	
	l.7  high percentage of employers not currently offering health coverage for employees or their families;
	

	
	
	
	l.8  high rates of health disparities, particularly among minorities;
	

	
	
	
	l.9  high numbers of Hispanics and Native Americans;
	

	
	
	
	l.10  partnerships with pueblos, tribes and the Indian Health Service;
	

	
	
	
	l.11  high numbers of individuals and households where English is not spoken or is the secondary language;
	

	
	
	
	l.12  high rates of particular negative health outcomes, e.g., teen pregnancy, suicide, obesity, diabetes, hepatitis, asthma, and other conditions as reported by the New Mexico Department of Health;
	

	
	
	
	l.13  New Mexico's safety net services, clinics and institutions;
	

	
	
	
	l.14  health professional training incentives;
	

	
	
	
	l.15  New Mexico-specific statutes, regulations and case law about public health, medical malpractice, tort claims, consumer protections, insurance, tribal law, etc.;
	

	
	
	
	l.16  existing strengths of New Mexico's current health coverage market;
	

	
	
	l
	l.17  mechanisms by which the state generates public funds;
	

	
	
	
	l.18  state and local revenue;
	

	
	
	
	l.19  funds developed to provide care for the indigent; and
	

	
	
	
	l.20  premium costs.
	

	(m)
	
	(m) The model will consider prioritization of services delivered linked to principles of evidence-based health services.
	

	(n)
	
	(n) The model will identify necessary state or federal law changes and any necessary federal approvals required to be obtained before or to complete implementation.
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