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Jefferson County Mobile Integrated Health: Blueprint Narrative
M.S Hall + Associates has been contracted with Home Care Association of New York State to produce a blueprint of one of their collaborative projects funded by the Mother Cabrini Foundation. The project chosen was a collaborative effort between Jefferson County Public Health Service, Jefferson County EMS, Guilfoyle Ambulance, Carthage Area Rescue Squad, Indian River Ambulance Service, South Jefferson Ambulance Service, and Thousand Islands Emergency Rescue Service. M.S. Hall’s method has used the business model canvas as a template to act as the aforementioned blueprint. Definitions of each element, key questions asked, and explanation of the connections between the nine elements comprise the following narrative which supports and enhances the visual representation of the business model canvas. This blueprint acts as a foundational, high-level starting point for imitation by other organizations in other contexts. Innovation based on this model is expected. It is not a detailed, step-by-step set of directions to be followed bereft of organizational nuance and context. 
Patient Population
Patients are the different groups of people or institutions an organization specifically and intentionally aims to reach and serve. Within this model, the patients were patients in Jefferson County with COPD, diabetes, CHF, and/or at risk for falling. Many of these patients were already patients with the Jefferson County CHHA population and/or were referred by the local hospital systems due to frequent ER visits. The EMS systems and other community-based organizations also referred patients for this program due to their frequency of service utilization. As an often-overlooked population, these patients were targeted to receive the needed services via an innovative collaborative effort in order to measurably improve patient outcomes by increasing patient participation in personal health care, decreasing unnecessary ambulance transports and ED visits by high utilizers, and decreasing hospital readmissions by 50% from benchmark. 
Value Proposition
The service or bundle of services an organization provides that meets the needs of a specific patients is its value proposition. Questions of value creation, pain points being alleviated, problems being solved, and needs being satisfied are at the center of clarifying organizational value propositions. Within this collaborative model, there are several value propositions. Within this model, in-home or in-person visits done by EMT, paramedics, or advanced EMT providers are the main value proposition. It is within these visits that patient and family education occurs, identification of actual barriers to health can be made, and a conduit between physician and patients is created. The personal environment of patients allows for comfort to be leveraged towards a more trusting relationship and, often, results in higher levels of adherence towards goals and other programmatic needs.  
Buy-in & Support
Models have both external and internal relationships that permit the success of the model by approving its resource allocation, channel utilization, targeted patients, and overall service creation. Buy-in and support in this collaborative model was vital and diverse. Firstly, it came from the patients themselves and their families and caretakers. Secondly, the three local hospital systems’ discharge planners and related administrators and other key decision-makers had to be informed and able to approve efforts. Thirdly, the home care agency and EMS staff members were instrumental for the execution of the program for without them the program would not have been able to be implemented. Buy-in from external organizations and entities were also needed: Veterans Administration, board of legislators, and local primary care providers. Some of these groups provided direct support to the model while others provided “behind the scenes” decisions. Without the integrated buy-in and support of these groups, the value proposition would have never connected with the patients at the core of this model. 
Beyond the technical approval processes and competencies needed to provide support, we found the culture of trust integral to this model’s success. All interviews and conversations with the core team members illuminated the high level of trust surrounding this project stemming from years of relationships and dependencies between and among the collaborating individuals and organizations. The implementation of this program occurred via a system of a variety of stakeholders, i.e. project champions, educators, EMS services, and public health homecare service. Any link in this series could falter without the buy-in and support of every team member. The systemic cultivation of this posture and practice of collaboration was essential to the model’s achievements. 
Channels
Channels are the methods of communication utilized to disseminate information about the value proposition of the model to its targeted patients. Channels can take many forms, but the success of this model was due to the myriad of face-to-face conversations with patients, colleagues, and across organizations. Written and printed material in the form of pamphlets, curriculum, and referrals supplemented these in-person channels for the sake of training and program implementation. Overall, transparent communication between personnel produced the high level of trust at the center of this program. 
Key Resources
Key resources can be physical, technological, human, and/or specific competencies, among other categories. They are the assets or supplies by which the model draws from for its implementation. First and foremost, years of networked relationships along with a culture of trust between the organizations and their project champions were the primary resources. Together, they acted as the glue for the technical interventions employed across the various stakeholders. Second, a different mindset than crisis intervention within the EMS providers was a key resource as it allowed for a different set of behaviors to take place. Typical interactions between EMS providers and patients were characterized by swift, quickly executed, specific  protocols in an emergency situation. Cultivating a different mindset characterized by education, goal setting, and longer term priorities – among others – allowed for the goals of the program to be met. Third, dotted line borders between organizations and their regional footprints bred patient-centric posture and allowed for strategic alliances between competitors within each other’s territory. Here, “dotted line borders” literally meant drawing territorial lines as dotted versus solid lines indicating a permeability between organizations based on patients’ needs, capacity, and responsiveness. This turned out to be a key resource whereby competition evolved into collaboration. 
Key Activities 
These are the integral actions an organization must take for their model to work. These activities allow for each element of the business model to function properly and to systemically connect to each other. At the core of these activities, two were primary: trust-building and coordination among CHHA and EMS providers and placing referrals and assessments which lead to care plan development.  Without the former, organizational alliances and the cultivation of a different mindset for the EMS providers would not have occurred; without the latter, improving patient outcomes would be useless and unattainable. These key activities were specifically the development of a comprehensive programmatic curriculum, develop and adopt programmatic budget, develop and adopt programmatic policies and procedures, evaluate patient record software to support the program, establish protocol for referrals and coordination with the 5 EMS agencies, establish realistic and measurable programmatic outcome measures for evaluation purposes, and meet specific measurable patient volume goals that affirm coordination of care through documented cross-sectoral referrals. 
Key Partners 
Key partners are those individuals and organizations external to the main creator of the model’s value proposition that provide additional supplies and/or support integral to the model. These partners provide assets the main organization cannot provide for itself. This collaborative model only utilized internal partners to execute the program. 
Budget - Revenue Streams and Cost Structure 
Costs within a program amount to the financial lift needed to implement and execute the program objectives. While still being evaluated for costs, the following chart has been created to demonstrate the known factors:  [image: ]**Visit cost based on a projection of making 3,250 total visits over a one-year period, laddered from 5 to 20 clients by quarter.  
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Table 1: PROFESSIONAL FEES   

Item  Rate  TOTAL  Jefferson  County  TOTAL Per  EMS  Agency  Total EMS  Agencies  TOTAL MIH  BUDGET  

Payments to Referral Partners   $1,000 to  5   partners  $5,000.00  $0.00  $0.00  $5,000 .00  

Visit Reimbursement 1 st   Quarter  –   10 - 12/2022**  5 clients/week x $44/visit x 13 weeks per 5 EMS agencies = 25 TOTAL  $0.00  $2,860.00  $14,300.00  $14,300.00  

Visit Reimbursement 2 nd   Quarter  –   1 - 3/2023**  10 clients/week x $44/visit x 13 weeks per 5 EMS age ncies = 50 Total  $0.00  $5,720.00  $28,600.00  $28,600.00  

Visit Reimbursement 3 rd   Quarter  –   4/6/2023**  15 clients/week x $44/visit x 13 weeks per 5 EMS agencies = 75 Total  $0.00  $8,580.00  $42,900.00  $42,900.00  

Visit Reimbursement 4 th   Quarter  –   7 - 9/2023**  20   clients/week x $44/visit x 13 weeks per 5 EMS agencies = 100 Total  $0.00  $11.440.00  $57,200.00  $57,200.00  

SUB_TOTAL   $5,000.00  $28,600.00  $143,000.00  $148,000.00  

 


