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Welcome! The webinar will begin shortly.
For audio:  Use your computer speakers or call
(866) 952-8437 and enter code 599-470-798. 



Stay in Touch

Subscribe to our monthly e-newsletter to get info 
about upcoming webinars and events

text MHACO to 22828



Today’s Webinar: Please Ask Questions!

Type your question in the 
question box

Raise your hand and 
we’ll unmute you



After the Webinar

• Please take our quick survey.

• Before the end of this week, all 
attendees and registrants will receive 
an email with slides attached and a link 
to the webinar recording.
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Today’s Presenters

Beth Ray, RN, BSN
Team Lead – Complex Care Team
MaineHealth ACO

Kelly Williams
Director, Care Coordination
MaineHealth ACO



Highlight for Today’s Overview

1. Background of the Longitudinal Plan of Care (LPOC): Why 
the LPOC was “born”

2. Key Highlights: Clinical & non-clinical information (i.e. 
patient headline, social determinants of health, most current 
utilization, etc.) 

3. Putting it All Together: How the LPOC improves the 
coordination of patient care 
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“The Goal” Behind the Longitudinal Plan of  Care

 Problem to Solve: Patient information, including snapshots, vary across care settings –
there isn’t a “one stop shop” that serves up the same information for all care team 
members to access

 Solution: Develop a “one page”, easily accessible view of a patient’s story – help 
connect care team members across settings

 Existing Information: Pull in “existing” information 
from across a patient’s record

 And By the Way…Please Include Non-Clinical Information: Non-clinical information 
(i.e. SDOH) creates a “more complete” picture of the patient – help care team 
members develop more informed (and meaningful) plans of care
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LPOC: Presenting Clinical & Non-Clinical Information
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Non-Clinical Clinical

 Patient Headline
 Advance Directives
 Social Determinants of Health
 Patient Care Coordination Note
 Care Team Members
 Patient Stated Goals

 Problem List
 Recent ED Visits & Hospitalizations
 Social History
 Current Medications
 Allergies
 Future Appointments



Purpose: Meant to convey what matters/is important to the patient, describes the 
patient’s story 
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Patient Headline 



Social Determinants of Health (SDOH) Standard Questions

Question # What is Being Assessed? Question Response
1 Living Situation What is your current living situation? [Check Off: own home, apartment, assisted living, group 

home, homeless, skilled nursing facility, adult foster care, 
family member’s home, temporary, multi-family, private 
residence, intermediate care facility, mental health 
residence]

2 Living Arrangement What is your current living arrangement? [Check Off: alone, children, family members, friends, 
parent, significant other, spouse]

3 Medication Affordability In the past 6 months, have you ever taken your prescription 
medicines late, taken less than your doctor told you to take, or 
not filled your prescription because you couldn’t’ afford it? 

[Check Off: Always, Often, Sometimes, Rarely, Never]

4 Food Insecurity Do you worry whether your food will run out before you have 
the money to buy more?

[Check Off: Yes, No]

5 Health Literacy/Health 
Education

How often do you need to have someone help you when you 
read instructions, pamphlets, or other written material from 
your doctor or pharmacy? 

[Check Off: Always, Often, Sometimes, Rarely, Never]

6 Social Isolation How often do you feel lonely or isolated from those around 
you? 

[Check Off : Always, Often, Sometimes, Rarely, Never]

7 Transportation Do you have difficulty arranging for transportation to or from 
your medical appointments?

[Check Off: Yes, No] 

Seven Standardized SDOH Questions
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LPOC View: Seven Standardized SDOH Questions,  

PHQ9 Score & GAD-7 Score



Purpose: Meant to convey current information that drives coordination of care for the 
patient across sites of care and between providers and teams
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Patient Care Coordination Note 
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Care Team Members
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Patient Stated Goals 
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Other Features Unique to the LPOC 
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Recent ED Visits and Hospitalizations 



Before the LPOC
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?

Anne’s clinical information only tells 
half her story…

• Problem List: COPD, Diabetes, 
Chronic Migraines

• Medications: Inhalers, Steroids, 
Statin, Pain Medicine

• Utilization: 6 ED Visits, 2 IP Stays, 
multiple office visits

…potentially impacting her plan of care

• Visits: Additional specialty  
appointments scheduled

• Medications: Two more 
medications prescribed

• Diet: Recommendation that she eat 
more fruits & vegetables



After the LPOC

18

Anne’s clinical information coupled with non-clinical 
information tells a more complete story…

• Patient Headline: Anne’s husband died 6 months 
ago. Her friend Betty visits daily. Anne & Betty do 
not drive. Anne’s children live out of state. 

• SDOH – Transportation: Anne has difficulty 
arranging for transportation to or from her medical 
appointments.
SDOH - Medication Affordability: Anne often takes 
her medications late because she’s can’t afford 
them.

• SDOH - Food Insecurity: Anne worries that her 
food will run out before she has the money to buy 
more.

…helping the Care Team develop a stronger plan of 
care

• Visits: Anne’s Care Manager arranged for 
transportation to and from her current & new 
providers.

• Medications: Anne’s Care Team made a referral to 
the MedAccess Prescription Assistance Program, 
who helped Anne access free medications. 

• Food: Anne’s ACO Health Guide helped her apply 
for Maine’s Supplemental Nutrition Assistance 
Program (SNAP) and connected her to a local food 
pantry, which provides access to local fruits & 
vegetables.



Value to the Care Team

 Easy Access to Clinical & Non-Clinical Information: Quick summary of the patient’s 
clinical & non-clinical information provides a complete picture within minutes and 
helps to inform the plan of care

 LPOC Content: Content of the LPOC is helpful – patient headline, SDOH responses,  
ED & IP in the past year, Care Team members from across the system, future 
appointments, etc.

 Improved Experience:  By pulling in key information from across the patient’s care 
continuum the LPOC can improve the experience for both Care Team members and the 
patient (i.e. a patient’s PCP & Cardiologist have access to the patient headline, care 
team member listing, etc. which helps to improve care coordination)
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Care Team Feedback
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“Whether I am seeing a new 
patient in clinic or the 

hospital, the LPOC has 
become my ‘go-to’ place in 
EPIC when I am trying to 

figure out how well we have 
aligned our clinical team with 
the complexity of a patient’s 

illness.”

~ Doug Sawyer, MD, MMC 
Chief of Cardiovascular 

Services

“As a care manager, the LPOC enhances my work 
in two ways. It’s the first place I go to understand 
the complete complexity of the patient. Also, the 
LPOC captures information that I’ve gathered as 

part of my intervention, such as the patient 
headline & patient goals, and readily serves it up 

to other care team members”. 

~ Daneane Neyer, RN, MHACO Complex Care 
Manager
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How to Wrench in the LPOC 



On the Horizon…

 Inpatient: Identify opportunities for the IP setting to contribute to the care 
plan (i.e. patient headline, SDOH, etc.)

 Care Team Education & Contributions to the LPOC: Continue to educate 
Care Teams on the value of the LPOC, and how they contribute to the 
content (i.e. add themselves to the care team listing)

 Feedback & Enhancements: Continue to enhance the LPOC, based on 
Care Team feedback
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Beth Ray, RN
Team Lead - Complex Care Team
MaineHealth ACO

Email: RAYB1@mmc.org

Thank you for attending!
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Kelly Williams
Director, Care Coordination 
MaineHealth ACO

Email: KAWilliams@mmc.org

mailto:RAYB1@mmc.org
mailto:KAWilliams@mmc.org

