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SHS Palliative Care 
 
Summary:  
SHS Palliative Care, now known as Samaritan Supportive Services (SSS), focuses on preventing and relieving suffering. 
SSS serves patients at any stage of serious illness, concurrent with disease-directed therapies, focusing on: improving 
quality of life, reaching the best possible function, helping with decision-making about end of life, and providing 
emotional support to patients and their families. The proposal’s goals are to improve patient experience; reduce patient 
suffering and family distress; reduce hospital length of stay (LOS), readmissions, and emergency department (ED) usage; 
reduce clinician moral distress; improve communication and collaboration between providers caring for patients with 
serious illness; and increase use of advanced directives to reflect patient wants and needs. 

 
A. Budget:  

• Total amount of pilot funds used: $591,000 

• Please list and describe any additional funds used to support the pilot.  
An additional $75,105 funds were used from SHS operations. 

 
B. Provide a brief summary of the goals, measures, activities, and results and complete the grid below.  
 

Goal Measure(s) Activities Final Results 

Increase SHS Palliative Care 
engagement with patients 
and families to facilitate 
their participation in their 
own healthcare decision 
making 

Increase referrals to SSS 

Increase patients with 
Physician Orders for Life-
Saving Treatment (POLST) 
forms for Advanced 
Directive on file with 
Samaritan Health Services 

ICU pilot at GSRMC (Good 
Samaritan Regional 
Medical Center) started 
05/01/17 
 
New Inpatient Service at 
SAGH (Samaritan Albany 
General Hospital) started 
04/11/17 
 
Provider Community 
outreach and lecture 
education. 
 
E-POSLT system wide 
 
System wide CAPC 
membership started 
10/01/17 
 

ICU pilot: 71% trigger 
positive patients referred 
for consult (75/105) 313 
patients screened, 33.3% in 
hospital mortality (25/75) 
 
POLST completions: 
GSRMC (29% (178) by SSS) 
59% total with POLSTs 
(359/652 patients); SAGH 
(27% (17) by SSS) 79% total 
with POLSTs (49/62) 
 
Changes to Comfort care: 
GSRMC 26% (158/609 
patients) 
SAGH 19% (12/62 patients) 

Reduce pain and symptoms Pain and symptom control, 
as reported by patient 

EPIC build to track the 
Edmonton Symptom 
Assessment Score (ESAS-R) 
to allow tracking of patient 
symptoms across visits 

Testing in ambulatory, plan 
inpatient migration 

Reduce hospital length of 
stay and cost per day for 
defined patient 

Billing revenues, cost per 
day, and length of stay 

ICU pilot and GSRMC data 
cost per day data remains 
very hard to get at 

2016-2017 data Average 
LOS (Length of Stay) for SSS 
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C. What were the most important outcomes of the pilot? 

We received 956 patient referrals from GSRMC and SAGH IP providers, and we were able to consult on 885 of 
patients (92.57%). 23% of patients consulted on at GSRMC resulted in “change to comfort care” and 16% of patients 
consulted on at SAGH resulted in “change to comfort care”. We raised awareness, both internally and externally, of 
supportive services (palliative care). 

 
D. How has the pilot contributed to Triple Aim of improving health; increasing quality, reliability, and availability of 

care; and lowering or containing the cost of care?  
We’ve been successful in changing patients to comfort care, we’ve also been successful in using various disciplines 
of the team, i.e., RN/NP/MSW/Chaplain, for consults, which has increased the reliability and availability of care. 
We’ve contributed to approximately $1.1M (December 2017 YTD) in cost savings, through reducing hospital days. 
Patients, families and providers have expressed satisfaction with our pilot. 
 

E. What has been most successful?  
Providing patient consults with a multi-disciplinary team, i.e., chaplain, MSW, RN & NP/MD. 
 

F. Were there barriers to success? How were they addressed? 
Because of a very lean staffing model, we’re not able to get to every patient consult; the concern is that we don’t 
want to lose momentum/confidence from the referring providers. We try to address this issue, by working with 
whatever compliment of the team is available; we may not always have every member of the team at each consult. 
 

populations (cancer, 
cardiac disease, chronic 
obstructive pulmonary 
disease and kidney failure)  

reduced by 8.00-7.49=0.51 
days/patient saved 
ICU: Ave ICU LOS (Length 
of Stay) 9.6 days pre, study 
group 4.55 days 
  

Reduce hospital 
admissions/readmissions 
and ED utilization for 
patients with cancer, 
cardiac disease, chronic 
obstructive pulmonary 
disease, and kidney failure  

Visit data for ED and 
hospital visits 

Home based service will 
begin 2/6/18; we will track 
data with 6 month look 
back on patients 
 
Integrating with transitions 
RN (Registered Nurse) and 
Care Hub 
 
SSS team tracking 30 day 
readmit rate for consulted 
patients 

Average 30 day readmit 
rate for GSRMC SSS 
patients 12.3% for 2017 
(75/609 patients) 
 
ICU Pilot: 10.7% (8/75 
patient)  
 
AGH SSS patients: 8.1% 
(5/62 patient)  
 
2015 national average 
12.2% for inpatient 
palliative care patients   

Coordinate with Home 
Palliative Care Pilot to 
educate providers and 
patients on palliative care 

Determined by pilot No activities to share this 
reporting period 
 
Service to go-live 2/6/18 

No activities to share this 
reporting period 



IHN-CCO DST Final Report and Evaluation  

3  

 

G. How readily would the pilot be scalable or replicable? Describe cautions and considerations when considering 
scaling, or replicating the Pilot. (i.e. Success dependent on personality/skills set, or activities appropriate under 
certain conditions like size, target population, etc.)  
It is replicable; we’ve proven this, with our expansion to SAGH. The caution, is that if there’s not at least one 
member of the team available for every consult, we run the risk of losing future referrals and the confidence of 
referring providers. 
 

H. Will the activities and their impact continue? If so, how? If not, why?  
Yes!! And 2/6/18, we are expanding our services to include home-based palliative care. In large part, due to the 
grant, we’ve been able to expand into Linn County; our next goal is to expand into Lincoln County. 
 


