
 

 

 

  

 

 

 

 

January 
2010 IPOST 
Iowa Physician Orders for Scope of Treatment (IPOST) pilot project began 
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Abstract 

In modern health care systems it is difficult to ensure that a patient’s end-of-life treatment 

choices are communicated and honored from one health care setting to another.  To address 

this complex issue, Mercy Medical Center and St. Luke’s Hospital in Cedar Rapids have 

collaborated to improve system-wide communication for both chronically ill and frail elderly 

populations. As a result of their three-year initiative, a communication tool called the Iowa 

Physician Orders for Scope of Treatment (IPOST) was developed based on the National 

Physician Order for Life-Sustaining Treatment (POLST) Paradigm. This tool facilitates a 

consistent process in which treatment choices are based on patient/family discussions and are 

documented, communicated and honored across different health care settings. The 

standardized form acknowledges a patient’s advance directives and creates a portable and 

actionable set of medical treatment orders. In collaboration with a physician/nurse practitioner, a 

trained health care professional may assist the patient/family in conversations that build an 

understanding of a patient’s values and goals of care.  Their IPOST form is then completed 

which will help ensure the patients’ treatment wishes are met across all of their health care 

settings 

A 2008 Iowa Legislative House File (# 2539) authorized a Cedar Rapids IPOST pilot project to 

run from May 2008 through December 2009.  The legislation also called for a report to the 

Governor and the Iowa Legislature in January 2010.  The Cedar Rapids pilot continues though 

delayed in starting because of the June 2008 flooding.  This report captures the last 10 months 

of the pilot and the recommendations of the local committee in fulfilling the legislative 

requirement. 

The legislation directed the Iowa Department of Public Health to convene an advisory council to 

hear the results of the local pilot and to make recommendations to the governor and Iowa 

Legislature.  The IPOST Advisory Committee was created, convened, and discussed the issues 

and the Cedar Rapids Pilot Project. Their recommendations are:   

 

1. Continue the current pilot for another two years. 

2. Expand the pilot project into a rural county. 

3. Continue data analysis including pilot medical chart reviews and expand analysis to 

include health care providers, patient, and family surveys. 

4. Provide assistance for the community pilot in the statewide education and outreach 

activities from The Iowa Department of Public Health. 

5. Affiliate with organizations (including but not limited to local public health departments) to 

establish partnerships and enhance funding opportunities for replication of the IPOST 

pilot. 

 
(Complete recommendation statements are found on page 13.) 
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Iowa Physician Orders for Scope of Treatment 

Background 

The IPOST is based on the national POLST (Physician Order for Life-Sustaining 

Treatment) paradigm program. The National POLST paradigm’s foundation is a tool that 

facilitates a consistent process in which treatment choices are based on patient/family 

discussions and are documented, communicated and honored across different health 

care settings. 

The POLST Movement began in Oregon in 1991 as a mechanism to assure that patient 

end-of-life health care wishes were being honored from one health care setting to 

another.  Medical ethics leaders initially recognized that patient choices regarding life 

sustaining treatments were not being honored.  Patients were subject to treatment they 

did not want, or, conversely, they did not get the treatment they did want – the decisions 

were not theirs. Through ongoing education, research and a state-wide experience-

based quality improvement process, the POLST form was released for use in 1995.   

The program is now widely used in several states, and the name varies by state, but all 

programs share the following key POLST concepts:  

 Ensures that treatment choices are honored in the event that a patient/resident is 

unable to speak for him or herself. 

 Converts treatment choices into medical orders with a standardized, clearly 

identifiable form. 

 Designed for individuals with serious or life threatening illness, including the frail 

and elderly. 

 Portable across treatment settings. 

 

The POLST form is recognized as a set of medical orders, to be implemented with the 

same procedures as all medical orders (www.POLST.org).  The form transfers with the 

patient and clearly identifies the level of treatment the patient wants to receive. 

There are four POLST categories that all forms share in order to follow and be 

consistent with national task force recommendations. 

 Section A indicates whether the patient desires resuscitation or a “do not-

resuscitate” (DNR) order. 

 Section B reflects the degree of aggressiveness with regard to medical 

intervention that is desired by the patient (full treatment to comfort measures). 

http://www.polst.org/


Iowa Patient Autonomy Pilot Report 2010 
 

5  

 

 Section C documents whether antibiotics are wanted either for comfort or 

aggressive treatment (differs state to state). 

 Section D shares the wishes regarding artificial nutrition and hydration (differs 

state to state).    

IPOST differs slightly from the POLST form: Antibiotics and hydration are included in 
section B of IPOST form (see IPOST form in appendix).   

 
 

POLST Outcomes 

Review of the original research suggests POLST was successful in ensuring that 
nursing facility residents do not receive unwanted life-sustaining treatments.  Oregon 
was a leader in conducting research in nursing facilities.  In one study in which 50% of 
the residents had a POLST form, 90% of physician orders were followed, and thus 
patient choices were honored.  A second study showed Oregon-care matched POLST 
order instructions in 91% of those reviewed.   POLST research data proves POLST is 
not just another form documenting a DNR orderi.  

 Many patients endorsed different combinations of treatment choices (not just the 
minimum or maximum level of care) 

 The majority of patients in the two studies (77% and 78% respectively) who 
chose DNR also documented a preference for life sustaining treatment in at least 
one other category such as antibiotics or hospitalization. 

 Of the patients who chose resuscitation, 47% documented preferences for less 
than the highest level of treatment in at least one other category.  

 
A three-state study published in Caring for the Ages: April 2009ii provided the following 

data on the efficacy of the POLST form as a tool to communicate a patient’s advance 

directives in an actionable medical order.  The POLST program:  

 Boosts advance directive (AD) compliance.  

 Creates significantly more medical orders about life sustaining treatment than 
with traditional AD’s. 

 Documents treatment orders after a wide range of treatment options are 
discussed. 

 Overcomes vagueness often associated with advance directives:  (“Do not 
resuscitate” does not equate “do not 
treat”) 

 

The National Movement 

In May 2008, Iowa was recognized as a 

developing program by the National POLST 

Paradigm.  This is the important first step in 



Iowa Patient Autonomy Pilot Report 2010 
 

6  

 

becoming an endorsed program.  The POLST National Task Force has assisted seven 

(7) states in the United States with full endorsement and there are currently 15 states 

(including Iowa) in the developmental phases.  Thirty-three states currently work on the 

POLST form at some level. 

At the national level, Congressman Earl Blumenauer introduced a bill in the 111th 

Congress first session; 110H7187 – Amends Title XVIII of Social Security Act.  The act 

is cited as the “Life Sustaining Treatment Preferences Act of 2009”.  This act serves as 

a complement to advance directives and provides a process to communicate individual 

preferences.  It also incorporates the key elements of POLST.  (See the appendix for a 

copy of this act)  This act is significant because: 

 It avoids poor communication about preferences for care at the end of life that                                   

can cause distress for both patients and their families. 

 It supports compliance with patient wishes because without this medical order, 

emergency personnel may be required to provide treatments that may not be 

consistent with the individual’s preferences. 
 

Benefit Analysis 

A Dartmouth Atlas Project has shown that Medicare spends significantly more in some 

geographic regions than in others on dying patients – sometimes almost twice as much.  

Medicare beneficiaries account for about 70% of all deaths each year.  While only 5% of 

Medicare patients die each year, the program spends nearly 30% of its annual budget 

($143 Billion in 2009) on providing care for this population.  On average, Medicare 

spends $25,000 per patient in his or her last year of life as compared to an average of 

$4,000 per enrollees who do not die. The utilization of high levels of health care 

resources for a person in their last year of life is warranted, especially if it results in an 

increased chance of survival and positive outcomes.  The challenge is trying to estimate 

the point at which further treatment simply will not make a difference.  There is evidence 

that as a society we tend to over-treat individuals at the end of their lives, in part, due to 

lack of advance care planning.  
 

Geographic Disparity 

The documented geographic differences in end-of-life care speak to the community 

culture and resources that are most important for support of patient’s wishes -- and 

family support for care given in their homes.  For example, in LaCrosse, Wisconsin 

where a strong advance care planning program has been in place for almost fifteen 

years and 90% percent of those who die have end-of-life documents, the extraordinary 

end of life treatment is minimized.  Measuring the cost of care at the end of life is one 
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mechanism to compare communities and cultures.  In La Crosse, the Medicare average 

cost for the last two years of life is $18,359 as compared with a national average of 

$25,860.  The end-of-life decision-making program’s purpose is not to save money; it is 

to make sure doctors and families know how people want to be treated.  The program 

saves money because most people, when their goals are clarified, may choose less 

aggressive treatment in their last year of life.  

 

IPOST 
 
The Iowa Pilot was envisioned by a core group of Cedar Rapids professionals who 

developed a local coalition to implement their Iowa Physician Orders for Scope of 

Treatment (IPOST) project.  They developed and piloted the use of their form based 

on the Oregon POLST form which is similar to those used across the country.  The 

IPOST project has been successful though delayed in its initiation.  House File 2539 

was passed on May 13, 2008 for a two year time frame, and, in June, the flood hit 

and devastated a large part of the city.  The coalition implemented the pilot on 

February 23, 2009 and so this report represents a ten-month time frame.  The 

IPOST is the first such project nationally to be authorized legislatively.   

Formation of IPOST Idea 

Initially, a focus group of health care providers including physicians, palliative care 

and hospice teams, social work, spiritual care, hospital administration, emergency 

management and nursing care facility administration was formed. The goal of this 

group was to evaluate the need in Linn County for a communication system that is 

both portable across health care settings and more accurately reflects patients’ 

health care treatment choices.  From that group, a community advisory board was 

formed to guide the process.   The advisory board evolved and grew into the Linn 

County IPOST Community Coalition for the implementation phase of the project.  

The community coalition drew its membership from a broad array of disciplines 

including physicians, attorneys, ethicists, evaluation experts, institutional 

administrators, public health and community members.  This diverse membership 

allowed comprehensive, in-depth conversations about not just the processes to be 

employed in implementation, but also about the impact on people and families and 

the community as a result of the work.  Through complex challenges, strong 

collaboration promoted the creation and development of effective processes and 

procedures.  This broadly skilled set of professionals was able to develop a 

replicatable program to guide future community projects. 
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The mission of the Linn County IPOST Coalition is to 

create a system to honor the healthcare treatment choices 

of individuals through improved communication across the 

healthcare continuum and to promote community 

engagement in advance care planning.   

 

 

A gap analysis identified the following critical gaps in the Out of Hospital “Do Not 

Resuscitate” process. 

 The Out Of Hospital Do Not Resuscitate (OOH-DNR) order applies 

only to individuals who have a terminal condition (one year or less of 

life if the disease runs its normal course). 

 The OOH-DNR order cannot be used in facilities.  

 The OOH-DNR does not meet the needs of the frail and elderly that 

are not terminal.  

 Medical orders do not cross the health care continuum.  If a person 

requests a DNR status while living in a long term care facility, this 

order must be replicated in acute care facilities when the person 

transfers to that setting. 

 Advance directives lack specificity to direct the health care providers 

regarding patient’s treatment choices. 

These gaps result in fragmented communication systems related to a person’s 

treatment choices.  

Respecting Choices 

Consultation, training and support came from Respecting Choices in La Crosse, 

Wisconsin.  Respecting Choices is an internationally recognized clinical approach to 

advanced care planning which, where effectively implemented, results in a person’s 

treatment choices being known and honored.  It brings to POLST a training 

approach that prepares a health care professional to have compassionate, effective 

interactions with patients and their families, so that when they complete the POLST 

form, they do so with full understanding and informed consent.   

Respecting Choices is the second oldest POLST program in the country (first 

implemented in the region in early 1990s).  It is used in over 80 communities or 
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regions in the US, is the standard of care in Australia, and is being used in several 

parts of Canada, as well as being implemented in Singapore, Germany and Spain.  

The Respecting Choices program has a curriculum which trains and certifies other 

health care professionals to assist the physicians in having these vital conversations 

with persons about their preferences for treatment.  The physicians and other health 

care professionals are taught how to “facilitate” the conversation rather than to give 

advice on options.  This systematic training allows a consistent, quality approach to 

end-of-life care planning.  

The IPOST pilot project engaged Respecting Choices for the following services: 

 a one-day consultation in October 2009 for $1,300.00 to provide 
guidance in establishing the pilot, 

  a two-day POLST facilitator and instructor (train the trainer format) 
certification course was purchased  for $9,250.00 + travel expenses.  
This training occurred January 20 - 21, 2009 and included a total of 35 
persons.  

 Ongoing feedback in collaboration with the National POLST task force. 
 

Development of IPOST Form 

Individual states are allowed to alter Oregon’s POLST form to meet the needs of 

their state/communities as long as it contains the core components.  The community 

coalition members worked to adapt the form for the unique needs of Iowans.  The 

form was named the Iowa Physician’s Order for Scope of Treatment to reflect its 

function and the mission of the coalition.  The group used evidence-based practice 

models through the national recommendations on issues applicable to a physician’s 

order.  For example, the national organization recommends that choices regarding 

antibiotic treatment be excluded from the form; therefore, this section is not on the 

IPOST.  The group also modified the form to reflect the legislative language by 

including a check on whether an advance directives document had also been 

completed. 

Engagement and Training 

Under the direction of the legislative language, contact was made with all entities 

that were included in the pilot project.  These entities included: 

 residential and long term care 
facilities 

 hospice programs 

 emergency medical systems 
(EMS)             

 acute care hospitals 
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A specific training curriculum, based on the Respecting Choices resources, is used 

to prepare the people who facilitate these conversations and complete the form.  

Respecting Choices is used as the community model for the training because of its 

quality and consistency.  This allows for the possibility of replication to other 

communities in Iowa.  Total staff training is 12 hours, including 4 hours of online 

training and 8 hours of classroom training. All five EMS systems that provide care to 

Linn County were trained.  All appropriate departments of both acute care hospitals 

(St. Luke’s Hospital and Mercy Medical Center) in Linn County were trained along 

with community physicians.  Thirty-one total facilities were identified in Linn County 

as appropriate to participate in the pilot.  At least one certified facilitator has been 

trained in 25 of these facilities (appendix # 5).  

IPOST Process 

The process for using the IPOST form was developed.  Documentation and 

education systems were created for each acute care hospital, physician community, 

emergency medical systems and residential/long term care facilities. The 

implementation process includes steps to: 

 Maintain the completed IPOST at the front of the patient’s medical chart 

 Transfer the IPOST with the patient from one health care setting to another 

 Update or void the IPOST when the patient’s treatment choices change 

 Collect data on each IPOST for analysis to determine implementation rate 
and effectiveness 

 Regularly review IPOST at quarterly care conferences. 
 

 

Results of Medical Record Reviews 

The local IPOST Coalition received Institutional Review 
Board (IRB) approval and approximately 400 IPOST 
forms have been completed. Traci Ripperda, a doctoral candidate in the Community 
and Behavioral Health program, College of Public Health at the University of Iowa, is the 
project evaluator and assisted the coalition with data analysis.  A total of seventy-one 
medical charts have been randomly audited, and the information has been collected in a 
password protected database. 

IPOST forms were reviewed for completeness, and the life-sustaining treatment 
preferences were entered into the database.  In addition, the reviewers documented the 
presence/absence of advance directives in the medical charts.  Almost half of the charts 
had both advance directives and IPOST forms -- there was 100% consistency between 
living wills found in patient’s charts (N=33) and IPOST wishes.  

The IPOST form is    

unique because it is 

owned by the patient. 
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Preferences for treatment limitations were respected in 100% of the cases (N=33).  
Nearly half (47%) of the IPOST patients with DNR orders wanted more than the lowest 
level of care in at least one other category, medical intervention and/or artificially 
administered nutrition.  Of the nine IPOST patients that selected CPR, seven of them 
indicated limited intervention in at least one other category.    

In general, early findings indicate IPOST is effective at ensuring that patient preferences 
are honored.  Similar to POLST findings, when given a choice, many IPOST patients 
want the option for more aggressive treatment in selected situations. 

 
Project Challenges 
 
There are significant challenges encountered with any important project.  Though 
challenges were identified, none was enough to impede the coalition’s passion to move 
this project forward. The following challenges and barriers were identified and worked 
through during the Cedar Rapids IPOST Pilot Project: 
 

 Time and People- all work has been in kind. The time to do the training was 
extensive and not reimbursed.  

 Lack of a dedicated coordinator for the pilot program. 

 The time commitment for facility staff (4-hour online course plus 8-hour 
classroom session), was a time cost to the facility. 

 Funding- no funding from the state, though local donations allowed the start 
of the initial groundwork.  

 Continued material and training costs as training is an ongoing process. 

 Transferability- ensuring the form transferred with each person (unable to 
determine with current pilot due to lack of documentation).   

 Accurate and consistent documentation of the community system. 

 A break in the communication system is created by the IPOST form not 
transferring to the home environment.  

 Process issues and resistance to change focused in two areas; 
o The document belongs to the patient -- Reframing the understanding of 

who owns medical documentations 
o Resistance to change 

 Timing issues; 
o Some facilities not ready for education  
o Delayed startup resulting from the flood 
o Time for training demonstrated the need for educational staff 

 Education for such a large number of people and a variety of providers. 
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Project Successes 
 
The Cedar Rapids IPOST Pilot Project has much to celebrate. With determination, 
commitment and perseverance, the following pilot successes have been achieved: 

 Community Engagement 

 Financial Support 
o Foundations of both St. Luke’s Hospital & Mercy Medical Center 
o Private donor 
o St. Luke’s Palliative Care & Hospice/Hospice of Mercy/Palliative Care 

of Mercy’s operational budgets support for medical record review, 
database entry, and tabulation 

 Person support 
o Clerical staff 
o Graduate student support for data collection and analysis 
o Facility staff time 
o Mercy and St. Luke’s Palliative Care Teams 
o Coalition members 

 Community Champions 
o Physicians 
o Facility Administrators 
o Palliative Care Teams 
o St. Luke’s & Mercy Administrative support 

 Sustainability 
o Iowa Department of Public Health 
o Linn County Public Health 
o Gunderson Lutheran – Respecting Choices 
o 10 local facilitators trained as trainers 
o 25 facilities trained at least one staff member 
o Receipt of the first grant of $13,000 in November 2009, and the second 

for $5,000 in December 2009.  
 

 
Coalition Recommendations to the Advisory Council 
 

Recommendations from the Cedar Rapids local coalition: 

1. Request additional time for pilot – let pilot continue for a complete two 
year implementation cycle – through February 2011.  This additional 
timeline allows the opportunity to do satisfaction surveys, gather data and 
evaluate the impact of the initiative in the community. 
 

2. Expand the pilot to implement IPOST for the home cohort of community 
patients.  This would address a service gap that is evident right now and 
offers the same planning support for those families that elect to provide 
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direct care and keep their loved ones at home. 
 

3. Determine feasibility of extending the pilot into an adjacent rural 
community.   Since adoption of this model will likely expand regionally as 
opposed to a statewide adoption, the transfer of knowledge and 
assumption of practice has to be as part of outreach from a center that 
employs the IPOST model and forms.  Extending this pilot offers the 
expansion learning opportunity.   

 

 

The Ultimate Goal of the Pilot:   

The ultimate vision of the pilot is widespread, effective 
education and statewide implementation of IPOST.  This 
envisions a state where patient treatment choices are 
honored across health care settings. 

  

 

Report of the Advisory Council Meeting 

On November 6, 2009 the advisory council met to hear the pilot outcomes, 

deliberate and develop recommendations for Governor Culver and the Iowa 

Legislature.  In a facilitated process under the direction of the IDPH, the council 

heard the results of the Cedar Rapids pilot, accepted the pilot recommendations and 

discussed the issues and concerns regarding a statewide Iowa initiative.  The 

minutes of this meeting are available upon request to Jane Schadle: telephone:  

515-281-0917 or email: jschadle@idph.state.ia.us .  In a consensus process, the 

council identified a number of actions or activities that would be necessary including 

pilot extension and expansion, research, education of stakeholders, resources, and 

outreach extension of the current pilot. Their recommendations, in no specific order, 

are:  

1. Continue Pilot Project Recommendation:  Continue the current pilot for another 

two years.  Additionally, charge the pilot with providing outreach education statewide to 
achieve culture change.  Collect data on the need for IPOST in all settings and do a 
needs assessment exploring regional and/or statewide future expansion.  Identify 
sustainability issues including funding.   

Comments: Implementation will take a funding source and the pilot and the council 
should explore funding mechanisms for their expansion. 

mailto:jschadle@idph.state.ia.us
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2. Pilot Expansion Recommendation: In support of the ultimate goal of statewide 

implementation of IPOST: expand the pilot project into a rural county.  The 
expansion should be a contiguous rural county that has a referral relationship with the 
pilot county.  Additionally, the project should assess the feasibility for future expansion 
to a local community-based setting and a county with a state owned tertiary care 
hospital.   

Comments:  The pilot needs to establish both local and out of county partnerships and 
enhance grant opportunities.   

 

3. Research Recommendation:  Continue data analysis including pilot medical 

chart reviews.  Expand analysis to include health care providers, patient, and 
family surveys.   Analyze the need for extension into various health care settings 
(home/hospital/rural/urban) and continue the literature review and content analysis for 
current best practice. 

Comments:  The physicians across the nation are doing this analysis also. The group 
should explore research grants to help fund implementation.  

 

4. Educate and Outreach Recommendations:  The Iowa Department of Public Health 

shall assist the community pilot in the following education and outreach 
activities:  1) Continue education of pilot county providers and promote change in all 
involved facilities; 2) Develop a plan for statewide outreach and education about the 
pilot program; 3) Identify statewide stakeholders to increase their knowledge of the pilot 
program; and 4) Determine if additional stakeholders should be included in the pilot 
program.   

Comments: The advisory council should continue if the pilot continues. 

 

5. Resources Recommendation:  Affiliate with organizations (including but not 

limited to local public health departments) to establish partnerships and enhance 
funding opportunities for replication of the IPOST pilot.   

Comments: The underlying justification is that this work could improve the quality of 
health care for all Iowans.  At the community level, this work leads to integration of 
community care-giving resources for patients and families. This initiative compliments 
the DNR processes and advance care planning systems in acute care and long-term 
care facilities.   

1
 Hickman SE, Tolle SW, Brummel-Smith K, Carley MM. (2004). Use of the POLST (Physician Orders for Life-Sustaining Treatment) 

Program in Oregon Nursing Facilities: Beyond Resuscitation Status. Journal of the American Geriatrics Society, 52, 1424-1429. 

1
 Tucker, M. (2009). Study finds that POLST programs boost advance directive compliance, Caring for the Ages, April; pg. 16. 
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6. Life Sustaining Treatment Bill 2009 
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State Advisory Council   # 1 
 

Shannon Strickler 
Iowa Hospital Association 
100 East Grand Suite 100 
Des Moines IA  50309 

(515) 288-1955 Stricklers@ihaonline.org 

Karla Fultz McHenry 
Iowa Medical Society 
1001 Grand Ave. 
West Des Moines IA 50265 

(515) 223-1401 kmchenry@iowamedical.org 

Stephanie Anderson, BSN, CHPN 
Director, Palliative Care and 
Hospice 

Local Pilot Co-Chair 
St. Luke’s Hospital 
1026 A Avenue NE 
Cedar Rapids, IA 52406 

(319) 369-8011 anderssc@crstlukes.com 

Christine Harlander, BSN 
Palliative Care Coordinator 

Local Pilot Co-Chair 
Mercy Medical Center 
2740 First Avenue NE 
Cedar Rapids, IA 52401 

(319) 533-0106 charlander@mercycare.org  

James Bell, MD, Medical Director, 
Palliative Care and Hospice 

St. Luke’s Hospital 
1026 A Avenue NE 
Cedar Rapids, IA 52406 

(319) 369-8222 belljr@crstlukes.com 

Ralph Beckett, MD 
Internists, PC 
115 Eighth Street NE 
Cedar Rapids, IA 52401 

(319) 363-3565 Ralph.beckett@internistspc.com  

Tom Duff 
Iowa Trial Lawyers Association 
319 7th Street, Suite 600 
Des Moines IA 50309 

(515) 283-1111 tom@tdufflaw.com 

Frances Hoffman 
Business & Health Administrator 
650 South Rhode Island 
Mason City, IA 50401 

 
(641) 380-0342 
 

hoffmanf@netcomx.net 

Deanna Clingan-Fischer, JD 

 
Legal Services Developer’ 
Iowa Department of Aging 
510 E. 12th Street, Ste 2  
Des Moines, IA  50319  
 

515) 725-3319  deanna.clingan@iowa.gov  

Kelly Myers 
Iowa Health Care Association 
6750 Westown Parkway, Suite 100 
West Des Moines, IA 50266-7726  

515) 327-5020 kelly@iowahealthcare.org 

Di Findley 

 
Iowa CareGivers Association 

1211 Vine Street Suite 1120 

West Des Moines, Iowa  50265  
 

515) 225-2294 di.findley@iowacaregivers.org   

mailto:Stricklers@ihaonline.org
mailto:kmchenry@iowamedical.org
mailto:anderssc@crstlukes.com
mailto:charlander@mercycare.org
mailto:belljr@crstlukes.com
mailto:Ralph.beckett@internistspc.com
mailto:tom@tdufflaw.com
mailto:hoffmanf@netcomx.net
mailto:deanna.clingan@iowa.gov
mailto:kelly@iowahealthcare.org
mailto:di.findley@iowacaregivers.org


Iowa Patient Autonomy Pilot Report 2010 
 

17  

 

IPOST Community Coalition  # 2 
 

Debbie Jones – Chair 

Local Chapter President, Alzheimer’s 

Association 

319-560-8954, DFayJ@aol.com 

 

Stephanie Neff – Facilitator 

Executive Director, Healthy Linn 

Network 

319-369-8600, 

stephanie@healthylinn.org 

 

Stephanie Anderson 

Director, Palliative Care and Hospice, 

St. Luke’s Hospital 

319-369-8011, 

anderssc@crstlukes.com 

 

Robinn Bardell 

Case Management, St. Luke’s Hospital 

319-369-8882, 

bardelrm@crstlukes.com 

 

Dr. Ralph Beckett 

Physician, Internists, PC 

319-369-7391, 

becketrc@crstlukes.com 

 

Dr. Jim Bell 

Medical Director, Palliative Care and 

Hospice, St. Luke’s Hospital 

319-369-8222, belljr@crstlukes.com 

 

Dr. Robert Braksiek 

ED Physician, Mercy Medical Center 

319-398-6041, 

robertbraksiek@hotmail.com 

 

 

Leanne Burrack 

Director, Hospice of Mercy and 

Palliative Care, Mercy Medical Center 

319-398-6496, lburrack@merycare.org 

 

Dr. Kenneth Cearlock 

Medical Director, Hospice of Mercy 

319-364-7730, 

kenandkay@hotmail.com 

 

Sheila Cronbaugh 

Community Member 

319-265-1474, 

cronbaugh@mchsi.com 

 

Curtis Dickson 

Director, Linn County Public Health  

319-892-6000, 

curtis.dickson@linncounty.org 

 

Tom Duff 

IA Trial Lawyers, Tom Duff Law 

515-283-1111, tom@tdufflaw.com 

 

Dorothy Gerr 

Chaplain, St. Luke’s Hospital 

319-369-7477, gerrdc@crstlukes.com 

 

Pat Giorgio 

Executive Director, Evergreen Estates 

319-396-3692, 

pat@evergreenestates.biz 

 

Christine Harlander 

Palliative Care Coordinator, Mercy 

Medical Center 

    319-533-0106, 

charlander@mercycare.org 
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Christine Hehr 

Palliative Care Nurse, Mercy Medical 

Center 

    319-540-4792, 

chehr@mercycare.org 

 

Dan Hoeger 

Chaplain, Mercy Medical Center 

319-398-6715, 

dhoeger@mercycare.org 

 

Fae Hoover-Grinde 

District Court Judge, Linn County 

319-398-3920, 

hoovergrinde@yahoo.com 

 

Beth Houlahan 

Vice President, Mercy Medical Center 

319-221-8420, 

bhoulahan@mercycare.org 

 

Janine Marie Idziak, PhD 

Bioethics, Loras College 

563-588-7749, 

janine.idziak@loras.edu 

 

Karla Fultz McHenry 

IMS Lobbyist, Iowa Medical Society 

515-223-1401, 

kmchenry@iowamedical.org 

 

Sara Mentzer 

Chamber of Commerce 

319-730-1404, 

smentzer@cedarrapids.org 

Jessica Musil 

Hospice Assistant, St. Luke’s Hospital 

319-369-7744, 

musiljl@crstlukes.com 

Mary Ann Osborn 

Chief Clinical Officer & VP, St. Luke’s  

Hospital 

319-369-8019, 

osbornma@crstlukes.com 

 

Jane Schadle 

Director, Office for Healthy 

Communities, Iowa Department of 

Public Health 

515-281-0917, 

jschadle@idph.state.ia.us 

 

Pamela Railsback 

Ombudsman, Department of Elder 

Affairs 

319-541-0318, 

pamela.railsback@iowa.gov 

 

Marty Ralston 

Retired Director, Linn County Public 

Health  

 

Bob Ugarph 

Division Manager, Area Ambulance 

Service 

319-366-2300,  

bugarph@area-ambulance.org 

 

Jean Westerbeck 

Administrator, Living Center West 

319-366-8714, 

westerbeckjean@yahoo.com 
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Oregon’s Form   #3 

 
 

Oregon’s Form Side 1 
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 Oregon's Form Reverse 
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 Iowa’s IPOST Form Side 1   #4 
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 Iowa’s IPOST Form Side 2 
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Participating Facilities 
Linn County    #5 

 
Facilities with trained Facilitators 

Abbe Center 

Bickford Cottage 

Cottage Grove Place 

Evergreen Estates I 

Evergreen Estates II 

Evergreen Estates III 

Hallmar – Mercy 

Heritage Nursing and Rehab 

Hiawatha Care Center 

Higley Mansion 

Keystone Cedars 

Linn Manor 

Living Center East 

Living Center West 

Manor Care 

Meth-Wick Community 

Promise House 

The Views – Ridgeview, Brookview and 
Meadowview 

Silver Pines 

Summit Pointe Senior Living Community 

The Villages – Village Place and Village 
Ridge 

Winslow House 

Facilities without trained Facilitators 

Crestview 

Garnett Place 

Hallmark Care Center 

Northbrook Manor 

West Ridge 

Willow Gardens 

 



Iowa Patient Autonomy Pilot Report 2010 
 

24  

 

Life Sustaining Treatment Bill 2009   # 6 
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