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T ransportation & Parking is a hot topic among 

students at OHSU. We have one of the most 

unique commutes in the nation which may leave 

you with, justifiably, quite a few questions. In this 

issue, we’ll try to answer current questions related 

to parking. 

 We have numerous low-car options for 

getting to OHSU that range in price from heavily dis-

counted, to free, to even cash incentivized. We’ve 

compiled all these options, and numerous practical 

tips and resources specific to OHSU, on a single bro-

chure. View it at www.ohsu.edu/parking/

students.pdf. 

 

Why are monthly permits no longer offered to stu-

dents? 

A limited number of monthly permits are available 

at the discretion of each school, rather than first-

come-first-serve, to better match the emergent 

needs of students who have no other option. 

 

What if I have an emergent need to drive and park 

on campus? 

To apply for a permit, complete the form (linked 

within the above brochure) and bring it to your 

school’s approving authority. All public transit in 

Portland is ADA accessible. Students who live far 

from transit can connect via Park & Rides.  

 

Why is parking so limited on Marquam Hill? 

Parking on the hill is capped by an agreement with 

the City and neighborhood called the Marquam Hill 

Plan. Marquam Hill is served by narrow, low-

capacity roads that can’t handle much traffic. In ad-

dition to Shriners, Veterans Affairs, local businesses, 

and residents, OHSU alone has over 30 buildings on 

the hill.  

 As many as 20,000 people a day visit the hill. 

The more we all diversify our ways of getting up 

here, the less congested the roads are for those who 

need to drive--particularly emergency vehicles and 

many patients. By reducing traffic congestion, we 

improve access to health care--OHSU’s core mission. 

 

What parking options do I have? 

OHSU sells day and hourly parking that you can pur-

chase on location at pay stations in the Dotter and 

Schnitzer lots. City meter parking is available near 

the School of Nursing. Over 60 TriMet Park & Rides 

are free with transit fare.  

 

Can I carpool? 

Yes. You can no longer purchase a student carpool 

monthly permit without being authorized by your 

school. However, you can join any currently active 

OHSU parking permit. You can also split a day pass 

or hourly pass with classmates. OHSU’s carpool net-

work has hundreds of members over at 

DriveLessConnect.com.  

 

What if I didn’t drive but I need to get home in an 

emergency? 

TriMet’s Emergency Ride Home Program pays for 

your taxi in an emergency. Call us at 503-494-8283 

x0 and we’ll arrange a ride from Transportation & 

Parking Customer Service. Then come by Customer 

Service to pick up a voucher to present to the cab 

driver. The service cannot be used for a pre-planned 

event. Eligible circumstance include serious illness, 

family crisis or illness, damage to property, school or 

childcare notifying you that your immediate pres-

ence is requested, or if your carpool driver experi-

ences any of these issues such that you do not have 

a ride home. 

 

(Continued on page 3) 
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Why doesn’t the Tram run Saturday and Sunday 

night? 

The Tram runs at hours sustainable to its operating 

costs. Every OHSU ride is paid for by OHSU and every 

public ride is paid via a $4 fare. The Tram does not 

run when per hour ridership is not high enough to 

regularly recoup costs. On weekends, Marquam Hill 

remains accessible by all other modes and parking is 

free. 

 

What other options are available to me? 

Our above brochure has more specific benefits and 

practical tips but here’s a quick primer.  

 Marquam Hill and South Waterfront are con-

nected by the Tram--a 5 minute ride that operates 

on a load-n-go schedule. Flash your badge and OHSU 

pays for your ride. Same for the Portland Streetcar 

(NS Line goes to the Tram), and OHSU Shuttles. 

 At the Tram’s lower terminal, the OHSU Bike 

Valet is free to the public and our contractor Go By 

Bike offers loaner bikes, repair and friendly advice. 

Log bike trips to OHSU and earn $20 reimburse-

ment. More on facilities and incentives at 

www.ohsu.edu/bike. 

 OHSU subsidizes TriMet and C-tran passes to 

an annual per-rider savings of over $700. During 

morning and evening rush, Marquam Hill has 6 ex-

press lines. 3 more lines connect via the Gibbs 

Street Pedestrian Bridge to the Tram. And if none of 

these lines complete your connection, Park & Rides 

offer free parking. Plan a trip (even transit + bikes) 

at ride.trimet.org.  

 

For any and all modes, consider me a resource for 

all your transportation questions. A unique com-

mute may require a little extra planning but the 

payoff for peace of mind (and sometimes cash) will 

be worth it. 

 

John Landolfe 

Transportation Options Coordinator 

503-494-2555 

landolfe@ohsu.edu 

 

Biking:                earn $20 every 20 trips 

Walking:                        discounts on O2.ohsu.edu 

OHSU Shuttle:              free with badge 

Portland Streetcar:       free with badge 

Portland Aerial Tram:   free with badge 

TriMet Day Pass:          $5 a day 

OHSU transit pass:       $26.50 a month 

TriMet Park & Ride:      free with transit pass 

Car2Go:                        $0.35 a minute 

City meter:                    $1.60 an hour 

OHSU Hourly Pass:      $2 to $3 an hour 

OHSU Day Pass:          $12 a day 
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A s many of you are aware, the former Campus 

Store space in the Student Center has recently 

been converted into a wellness room.  If you’re not 

aware, then here are some of the details.  There are 

seven pieces of cardio equipment, a small stretching 

area as well as resistance bands for light strength 

training.  The cardio equipment includes: 2 spinning 

bikes, 2 treadmills, 2 elliptical trainers and stair climb-

er.   This is a student only workout space brought to 

you by the All-Hill Student Council.  As a reminder, ID 

badges are required upon entrance to the Student 

Center, and your assistance with following this policy 

is greatly appreciated. 

 With this new addition, there has been some 

confusion as to whether the OHSU Campus Store ex-

ists or not.  The Campus Store “officially” closed its 

doors in 2012, but “unofficially” it still exists with 

medical supplies and OHSU logo merchandise being 

offered through the Student Center reception desk.  

This change includes the Student Center teaming up 

with Follett Higher Education Group & GIDI Promo-

tions to offer textbooks and logo products online.  

This new revised model is helping the university to 

control costs, but continues to allow the center to 

offer some of the essential services and products 

that students and faculty need.  Both of these online 

stores can be accessed through the Student Center 

website by clicking on “Virtual Stores”. 

 

Monday through Thursday—6:00 am to 10:00 pm 

Friday—6:00 am to 9:00 pm 

Saturday 9:00 am to 5:00 pm 

 

*Hours may vary due to holidays and special events. 
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W e’re gearing up for the biggest thing on cam-

pus this year – the new OHSU Student Por-

tal. For years, students at OHSU haven’t had a cen-

tralized home on the web, and accessing web appli-

cations such as Sakai, email or the library meant go-

ing to many different places. Missing too has been a 

central way for schools and programs to communi-

cate to students outside of email. 

 You’ve asked for a better way, and we lis-

tened. The new OHSU Student Portal is built on 

open source architecture and includes some of the 

most asked for features from students just like you. 

The aim is for the portal to be the one-stop resource 

for access to academic tools and resources, as well 

as school-specific communication and activities in-

formation. 

 What did you do this summer? Well, we 

spent our summer working with an outside develop-

er to build the best system we could. We began last 

year by working with members of the OHSU student 

council, academic leadership and school staff to 

gather input to help supply the imagination for what 

the Student Portal would look like. We asked for in-

put on features, on how the Student Portal should 

look, and most importantly, what features you abso-

lutely didn’t want.  

 Taking all our inputs, the development team 

worked intensely all summer long to custom build 

our Student Portal, and the result is that it’s not an 

off-the-shelf product that you’ll see anywhere else. 

The OHSU Student Portal has been built from the 

ground up to be something unique that meets the 

needs of the OHSU community. 

 

Some of the cool features include: 

 It’s right where you are. Access the portal 

online from home or from school. And best of 

all? It’s mobile friendly, so it will look great on 

your tablet or phone too.  

 It’s smart. The student portal is intelligent, 

tailoring the view you see when you log on to 

who you are. If you are a Dentistry student, 

you’ll see news and information from your 

School. The same for Medicine, Nursing and 

Pharmacy too.  

 It’s customizable. You’re unique, so make the 

portal yours with the ability to customize the 

information feeds on your portal through se-

lecting different widgets.  

And best of all, it’s nearly ready. Your school’s com-

munication and program staffs are currently at 

work in building out school and program infor-

mation. And we’re working in conjunction with 

them and the developer to make adjustments and 

additions as needed to ensure a great experience 

for everyone.  

 Look for an invitation from your school later 

this academic year to invite you to the portal. 

 

(Continued on page 6) 
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A t the annual fall diversity welcome hosted by 

the Center for Diversity and Inclusion (CDI), 

about 200 people converged at the Center for 

Health and Healing Atrium. The annual event was 

designed to bring together new and returning stu-

dents and OHSU faculty and staff for an evening of 

networking, conversations and new connections.  

 Diverse student, employee resource and 

community groups tabled at the event, including 

OHSU Pride, the 

Asian Pacific 

American Medi-

cal Society, Lati-

nos Unidos Or-

ganization, the 

American Indian 

Science and En-

gineering Socie-

ty, Incight, and 

the Disability 

Employee Re-

source Group, 

to name a few. 

The evening concluded with live music and door 

prizes (books, CDs, gift certificates) that highlighted 

diverse cultures.  

 

How We Can Help You 

Fall Diversity Welcome is only one of a number of 

events and programs led by CDI, which leads and 

supports university-wide initiatives to create an en-

vironment of respect and inclusion for all people.   

 CDI administers diversity scholarships and 

provides support for diverse student interest 

groups. As the resource hub for the OHSU communi-

ty on matters related to diversity and inclusion 

across campus, we can help you navigate policies, 

develop communication tools and materials, and 

offer diversity best practices in teaching and learn-

ing. CDI’s office, located in Mackenzie Hall Room 

1115, is open to all students and offers a wide varie-

ty of resources: books and publications on minority 

health, computer workstations, as well as a confer-

ence room. 

 In partnership with OHSU employee resource 

groups, CDI co-hosts cultural competency lectures 

that are often held to commemorate heritage 

month celebrations. Recent cultural competency 

lectures 

have focused 

on a variety 

of subjects, 

including: 

the intersec-

tion of West-

ern medicine 

and indige-

nous tradi-

tions in 

providing 

health care 

for the Na-

tive American community; addressing health dispari-

ties among African Americans; dismantling the 

“model minority” myth among Asian American com-

munities; and shedding light on the role of changing 

diets in the development of chronic diseases among 

Latinos.     

 

How You Can Help  

We host and support a number of student pipeline 

programs, to ensure diversity among future health 

(Continued on page 8) 
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care practitioners and leaders. OHSU hosts about 400 

students at the annual Health, Science and Engineer-

ing Career Conference, which brings college and high 

school students to our campus, to learn about OHSU 

academic offerings. The focus of the career confer-

ence is on prospective students from communities 

that are underrepresented in health and science ca-

reers.  The conference also focuses on providing re-

sources for “first-generation” students, i.e. students 

who are first in their families to attend college. We 

are always looking for student volunteers interested 

in serving as “role models” to help inspire the next 

generation of healthcare professionals.  

 In addition, we support the efforts of commu-

nity organizations that work to end health disparities 

in diverse communities, including the Urban League 

of Portland, Native American Youth and Family Cen-

ter, Basic Rights Oregon, African American Health Co-

alition, the Human Rights Campaign, the Asian Health 

& Service Center, just to name a few. There are many 

opportunities throughout the year to partner with CDI 

and to represent the OHSU student body at communi-

ty events, health fairs, wellness walks and other vol-

unteer activities.  

 If you are interested in learning more about 

how to plug in to diversity and inclusion work at 

OHSU, contact CDI at cdi@ohsu.edu, 503-494-5657 or 

visit www.ohsu.edu/diversity. On Facebook, you may 

find us at www.facebook.com/OHSU.CDI  or follow us 

on Twitter @OHSU_CDI.   

 

Maileen Hamto 

Communications Manager 

Center for Diversity and Inclusion 
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T he OHSU Library hosted the first of a two-part 

program aimed at understanding how libraries 

can facilitate data management, data publication, re-

producibility, and data reuse as part of an award from 

Force11. The overall goal of the effort is to promote 

interaction between information scientists and re-

search scientists to help define new strategies and 

goals for libraries in this emerging area. 

 The Open House was held on October 9 and 

open to students, faculty, and staff. We discussed the 

outcomes of the Beyond the PDF2 conference, high-

lighting aspects of the data-research cycle in which 

there are issues surrounding reproducibility and 

scholarly communication of findings. We talked about 

the central role data management plays in the re-

search cycle, one’s scholarly footprint, and demon-

strated how quality data management supports re-

search reproducibility within and across labs, re-

source sharing and reuse, impact, data linking, schol-

arly attribution, and knowledge discovery. The 

presentation is available at libguides.ohsu.edu/dmoh. 

 A diverse set of students, staff, and faculty 

from various departments at OHSU attended the 

event. They raised common issues and questions, 

such as how find and choose the best standard for 

their data, how to support file versioning, and how to 

apply metadata to facilitate data sharing. Conversa-

tion and feedback after the presentation centered 

around two themes: there is so much to know about 

how data should be managed and shared; and, we 

didn’t know the library was a place to go for help. An 

attendee from the OHSU Neonatal Research group 

tweeted, “Feeling inspired-post data management 

open house”. 

 

Let us help inspire you about data management! 

The Library is now scheduling follow-up sessions with 

individual researchers. Our goal is to assist each par-

ticipant with his or her specific needs regarding data 

management, metadata and data standards, data ci-

tation, and data publication. We also aim to gain an in

-depth understanding of our local research data 

needs to inform new Library services. The first 16 

people to attend a consultation will receive a $50 

award for participating. 

To register for a one-on-one session go here: https://

www.surveymonkey.com/s/DataConsult 

More information about this project is available here: 

http://www.force11.org/node/4384 

Contact: Melissa Haendel: haendel@ohsu.edu 

Follow our activities on Twitter: #OHSUdata 

  

Laura Zeigen, MA, MLIS, AHIP 

User Experience Librarian 

OHSU Library 

refer@ohsu.edu 
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W e all feel a constant pressure to achieve more 

in the same amount of time. Yet, nothing on 

the technological, biomedical or ecological horizons 

promises to give us more than 24 hours in our daily 

life. 

 Research has shown that high-performing in-

dividuals plan their time to bring sufficient quality of 

energy not only to their work, but also to the recov-

ery time between work tasks. Doing so provides more 

value to what they accomplish than simply aiming to 

increase the number of hours worked per day. En-

hancing the quality of recovery intervals between epi-

sodes of work can do wonders to renew energy, 

which not only benefits well-being, but also improves 

the efficiency of work performance.   

 Ericsson and colleagues found that elite indi-

viduals in high performance fields rarely go without 

interruption for more than 90 minutes. During the 

time between their intense performance efforts, they 

shift focus to high-quality activities of recovery before 

the next cycle of work activity. The more intense the 

performance demand, the greater the need for re-

newal.  

 We also can embrace opportunities between 

cycles of academic and clinical tasks to refocus, recov-

er and renew ourselves. Instead of overriding signals 

of needing a break, it is useful to intentionally shift 

focus toward renewal activities. To develop an ongo-

ing, style of “working wellness,” we can proactively 

plan 30-90 minute cyclical waves of work. Each wave 

is followed by doing something to renew energy like 

outdoor walking, indoor stair-climbing, physical 

stretching, empathic listening, short naps, small 

snacks, mindful meditation or other activities that are 

engaging and restorative.  

 Cumulatively, the impact of brief, high-quality 

practices of recovery and refocusing can be very 

meaningful. Ultimately, it can be well worth it to com-

mit sustainable time to quality not only in work, but 

also in renewal.  Ω 
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“ 9 is arrogant”, he calmly tells me as if we’re on the 

same page. 

 “Why do you think that?” I ask, trying to wrap 

my head around this alien concept. 

 “Obviously it has the right to be, but I don’t 

know the exact reason.” 

 “No, there’s nothing obvious about it, but 

what are some other examples?” I intriguingly prod 

this sophomore who has stayed around after class to 

discuss with me the recent discovery of his rare form 

of synesthesia. He quickly rattles them off. 

 The grades are in and my first solo teaching 

experience is complete. Starting back in January, I 

embarked on a 4 month teaching odyssey at Lewis & 

Clark, designing, organizing and delivering a PSY280 

class called “Brain & Behavior”, which can essentially 

be thought of as an introduction to neuroscience. 

Even before beginning at OHSU, I knew that I wanted 

teaching to play a role in my future career in science. 

So why not get started now? Of course, OHSU doesn’t 

have the undergraduate population for which our 

mentors, on one knee (or whip), send us off to fend 

for ourselves teaching their intro courses or grading 

their exams. Instead, luck, motivation, and more luck 

enabled me to score mini teaching opportunities 

across Portland which culminated last fall in being 

accepted as a visiting adjunct course instructor in the 

L&C Psychology Department. Yep, it came with an 

office… that had a window! Note: both are rare luxu-

ries in the graduate student world. 

 “7 is sinister… the kind of friend who would 

stab you in the back.” 

 It was a Friday in mid-November when I found 

out I had received the teaching position. To celebrate, 

I came home, opened a bottle of wine and went 

through my old neuroscience textbooks, skimmed 

through the pop-culture neuroscience books I’ve ac-

quired over the years, and gathered any remaining 

Scientific American Minds that had somehow not 

been replaced by the countless issues of Science that 

are clogging my shelves. What grew was a list of top-

ics, sub-topics, and well, just cool facts that I wanted 

to build my class around. Soon, this list would be cut 

in half, and then half again (yes, neuroscience is a 

HUGE field). Do I want to spend time talking about 

retinal implants? Yes! Do I have time? Probably not. 

It’s a good thing my wine-potentiated excitement car-

ried me through topic generation, because there was 

no time to waste prepping for lectures. For the next 

two months, there wasn’t a day that I didn’t work, in 

some shape or form, on class lectures. I would be 

teaching twice per week (1.5 hours each class) from 

mid-January to early May, and I quickly learned that 

my efficiency was approximately 5-6 hours of prep for 

every one hour of presentation. And this was material 

I already knew! What did I get myself into? 

 Any concerns regarding my decision to em-

bark down this unfamiliar road were alleviated imme-

diately on day 1. I found the typical Lewis & Clark stu-

dent to be highly intuitive and engaged. The degree 

of discussion generated within the classroom was like 

hitting a 300-yard drive straight down the fairway, it 

makes you eager to come back with the hope of do-

ing it all over again. Despite class attendance being 

optional, rarely did I have more than 2/3/4 students 

absent for a given class period. While the class’s dedi-

cation as a whole built a solid foundation, it was the 

individual personalities that made teaching an im-

mensely rewarding and unforgettable experience. 

 “6 is feminine, athletic.” 

 I’ll never forget Batman (that’s how he signed 

his name on all his exams and quizzes). Entering the 

weekend, I had just finished the second of two lec-

tures on the neuroscience of consummatory behavior 

(i.e. feeding and thirst), and Batman seemed to be 

particularly intrigued (he remained awake through 

the entire class). The following class period, Batman 

approached me looking slightly disheveled, and being 

polite, I inquired about his weekend. 

 “I didn’t eat for 48 hours. It was rough.” 

(Continued on page 18) 
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F rom miles away in the morning mist I glimpse 

OHSU in the distance. It stands proud on the hill; 

a lamp of light, a beacon of science, a citadel of  heal-

ing, a monastery of old where in its dusty libraries 

and drafty halls contain wisdom from the past, 

knowledge for the present, and hope for the future. 

 There is something truly special and unique 

about this place that should touch all those who 

know the Great Physician from Galilee I will speak of 

and I hope that those who don’t can still take heart 

and have respect for those who follow the teaching of 

this carpenter’s Son. 

 OHSU and Christianity play an important part 

of Oregon’s history because Willamette University 

was the first medical school in the Pacific Northwest 

and the oldest affiliation of OHSU. It officially merged 

with the University of Oregon’s medical school in 

1914, thus 

forming OHSU 

as we know it 

on the hills 

outside Port-

land.   

 When 

Oregon’s first 

medical school 

was at this Christian university certain taboos were 

banded from this school ‘Drinking wine or intoxicating 

liquors, smoking, card playing, swearing, immorality 

of any kind, quarreling, rude and unkind treatment of 

fellow pupils, the throwing of stones, disobedience, 

indolence, and any other acts or behavior calculated 

to injure the reputation and peace of the University 

or the moral habits of the students, are entirely pro-

hibited,” (Gibby) Sometimes when I see the smoking 

bans I’m reminded of Christian values of a moral and 

holistic mindset still at OHSU today. 

 But why was Willamette established as a 

Christian school?  In 1834 Jason Lee, a Methodist mis-

sionary, came to the Oregon Country with dreams of 

building a school for the Native Americans but instead 

his lasting legacy was a Christian school for the 

settler’s children that became Willamette University. 

And a side shoot of this was OHSU as well. 

 God works in mysterious ways and as a Chris-

tian and Healthcare provider I don’t think of this as 

just another place of secular science but almost a ca-

thedral built with Christian values entrenched in its 

foundations. Jason Lee developed something beyond 

his wildest hopes and dreams. His faithful calling for 

education became something that moves mountains 

in the medical and scientific communities globally. He 

had wanted to build a school to teach the Natives 

Americans but instead laid the foundations of OHSU 

which touches the world.  

  As I walk through these hallowed halls, my 

footsteps echo against the vaulted ceilings, and out 

the glass window is displayed to me; city, a state, a 

nation, a world needing us to give that sacred touch 

of healing and 

hope. I ponder 

about this Car-

penter long 

ago who set 

down His 

hand tools 

and changed 

the world for-

ever and when questioned by others on why He 

reached out to the lost souls of society He spoke with 

these Words that should indwelt in the hearts of all 

healthcare professionals no matter our faith or be-

liefs. It is not those who are healthy who need a phy-

sician, but those who are sick.” Matthew 9:12  Ω 

 

Gibby, Susan. “Willamette University.” Salem Online History. 

Salem Public Library, n.d. Web. 27 Oct 2013. http://

www.salemhistory.net/education/willamette_university.htm 

 

(Credit: http://www.nlm.nih.gov) 
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W ell into the second term of this program, we 

are learning about and addressing some deep 

and emotional issues. This term is about chronic ill-

ness and in that, also death and dying. We have been 

inundated with the sto-

ries of people who 

have lived one of both 

of these experiences- 

speakers, patients, 

those whose blogs 

we’ve chosen to follow 

as part of an assign-

ment, and even some 

of our classmates. 

 It has been a 

privilege to hear and 

see these stories and 

it’s also been emotion-

al. I’m going to general-

ize for a moment and 

say that most of us 

probably chose nursing 

because of our desire 

to really care for pa-

tients. That being said, 

this term is calling on 

our abilities to cope 

with some big things 

and practice caring for 

ourselves. 

 If you read my 

last blog post, you can probably guess my take on 

things, but I have found a renewed sense of apprecia-

tion amongst the sadness of these topics. I find my-

self taking time to feel thankful for the relationships 

in my life and making an effort to make sure that fam-

ily and friends know exactly how much I care for 

them. I have always been a sucker for the fall, but I’m 

pausing a little longer to appreciate it. I notice myself 

constantly trying to put my experiences into perspec-

tive of a larger picture, sometimes stopping mid-

frustration to take a breath and think, “if this is my 

biggest problem today, it’s a good day.” 

 Those close to me can attest to the fact that 

I’m an optimist, who 

usually finds a bright 

side. They’d probably 

also agree that I tend 

to feel things deeply. 

I’ve been brought to 

tears by a touching 

commercial and I cried 

so hard through my 

speech at my sister’s 

wedding, that I’m not 

sure all of it was under-

standable. Big emo-

tions usually mean 

tears for me, whether 

they are happy or sad. 

As a nurse, I will be 

faced with big emo-

tions on a daily basis- 

the patient’s, their 

family’s and some-

times, my own. I won-

der about my ability to 

witness and experience 

these moments with 

my patients in a way 

that’s comforting and 

effective. I also wonder about my ability to maintain 

care of myself in the meantime. There will be times 

when sadness outweighs anything else and there will 

(Continued on page 17) 

(Credit: http://quotes-lover.com) 
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O ne month in Roatan has felt like a lifetime. I 

find that when I travel to a new place, the 

more different the daily life is from my own, the more 

the experiences stand out in my mind, and therefore 

the longer each day feels. It makes me think that the 

richest life of all would be to consistently have new 

experiences, but that’s a different topic altogether. 

 Suffice it to say that my life here has been a 

stark contrast from daily life as a med student in Port-

land. It has been two parallel stories; the first story is 

that of five medical students (and one communica-

tions expert) traveling to Roatan, Honduras as part of 

a global health initiative to volunteer at a health clinic 

and serve the local community, which is as a whole in 

serious need of medical education and resources. The 

second story is that of the same five medical students 

living on the beach of a gorgeous island, enjoying a 

unique opportunity to experience the sunlight, tur-

quoise waters, and breathtaking wildlife of the Bay 

Islands in the Caribbean Sea. Each day both stories 

have played out, and trying to balance them has been 

challenging, but it’s been the very best type of chal-

lenge, at times exhausting, but always educational 

and exciting. 

 During our first week at Clinica Esperanza, I 

worked with the medical director, Dr. Raymond 

Cherington, known to us as Dr. Raymond (if you want 

to know more about the clinic itself, check it out 

here: http://www.clinicaesperanza.org). Dr. Raymond 

is the traditional, quintessential doctor that you read 

about in books as a child or maybe even experienced 

yourself if you’re from a small town in the US or else-

where. What I mean by a traditional doctor is that if 

someone has a problem, he is the man to go to, peri-

od. He is a doctor when he wakes up, and when he 

goes to sleep. He takes house calls, he comes to the 

clinic for nighttime emergencies, he spends all morn-

ing in the clinic and all afternoon at his own practice.  

 I’ve never met anyone on the island who has-

n’t heard of him. It doesn’t matter what kind of ail-

ment you have, he will either fix it, or tell you what or 

where you need to go to get it fixed. Working under 

him was in many ways life-altering for me as a future 

physician because he accomplishes what he does 

with little help from technology (compared to Ameri-

can hospitals) and instead uses physical exam skills 

and his own knowledge and experience to help treat 

a community of over 100,000 people. 

 On Wednesday, a woman arrived at the clinic 

looking very ill. Starting at 5AM, long before the clinic 

opens, patients begin lining up to be seen by Dr. Ray-

mond and the other physicians at the clinic. However, 

if a patient appears acutely ill, we see them first. On 

this morning, this woman clearly needed to be seen 

immediately, but Dr. Raymond had not arrived. Julia, 

a nurse practitioner student, and I saw and examined 

the patient to find out what was going on. 

 It was difficult for us to determine her illness. 

When Dr. Raymond arrived, his calm demeanor im-

mediately enveloped the room with a sense of assur-

ance.  What was previously a frantic scene with an 

uncomfortable patient now felt like it was under 

some sort of control merely with Dr. Raymond’s pres-

ence. 

 Throughout the week, I felt that Dr. Raymond 

reminded me of someone, specifically the way he 

spoke. He is quite mild mannered (considering how 

many people are constantly competing for his atten-

tion), and he speaks relatively quietly, but with abso-

lute power. What he says goes. By Friday, after five 

days of working with him, I realized who he reminded 

(Continued on page 16) 

Learning from The Godfather himself. 
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me of — The Godfather.  Like Al Pacino in the famous 

trilogy, Dr. Raymond has a (mostly) quiet control of 

the entire clinic. He cannot walk down the hall or into 

the pharmacy without three people asking him about 

their current patients or about an administrative task 

or without exchanging a joke with someone. 

 He is a man who truly cares about what he 

does and who he does it for, and it comes out every-

day. Unlike the Godfather, however, I never saw Dr. 

Raymond frustrated or annoyed, even by all us inex-

perienced volunteers who ask countless questions 

about the clinic itself and medicine in general. On one 

occasion Dr. Raymond explained to me that he felt his 

success comes merely from listening. “It’s not about 

being a ‘better doctor’ than anyone else,” he said, 

“it’s about making sure people know you’re listening 

to their problems. That’s the whole thing.” 

 On Thursday night, Sean, Nick and I played 

basketball with Dr. Raymond, some other volunteers, 

and some local Honduran teens and young adults. 

The court was right on the beach, with lights that go 

on as long as you’re willing to pay for the electricity. 

Dr. Raymond played point guard, a natural position 

for a relatively short guy who knows how to tell peo-

ple what to do. He ran the pick and roll like he runs 

the clinic, at his own pace and with great precision, 

especially given he was 20 years older than most oth-

er people on the court. 

 We all had a great time, and you could sense 

from the kids in the community how respected this 

guy is. It turns out he also coaches basketball, and is 

raising money so his team can travel to Guatemala for 

a tournament. He has a board meeting tomorrow 

night, and is trusting us to coach his squad for a prac-

tice, so I guess it’s time to brainstorm some drills. I 

don’t know how he has time for everything, but I 

know that I am so lucky to have worked with him.  Ω 

(This article was originally published on OHSU StudentSpeak: 

http://www.ohsu.edu/blogs/studentspeak/2013/08/02/the-

godfather/) 

(Continued from page 15) 

 

W ell I’ve survived one term of my program and 

I can happily say that I’m 1/5 of a nurse! I’m 

excited and nervous to start term #2 and anxious to 

get into the hospital this time around. I think getting 

to apply some of our new knowledge in clinical situa-

tions is going to teach us so much more than our 

books ever could by themselves. 

 In thinking about being in the hospital, I’m al-

so thinking about where I hope to end up in my ca-

reer someday. My largest areas of interest are pediat-

ric critical care and pediatric oncology. I often get 

asked why I would want to work in an area that 

would inevitably be sad sometimes. My answer to 

that is not a simple one but I will do my best to ex-

plain it. 

 Cancer, in all of it scary awfulness is a unifying 

entity. Nearly everyone is touched by this disease at 

some point in their life. Whether it be through a 

loved one, a friend, or a personal journey, it’s a unify-

ing terror of a disease. I have sat by a beloved rela-

tive’s bedside after a diagnosis that stunned and 

(Continued on page 17) 
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be times when that is really difficult. 

 To feel such a calling to a career that will chal-

lenge me in these ways is an interesting thing. I will 

need to find a way to always keep my patient’s best 

interest at the forefront, while also maintaining care 

of myself enough to do so. I will need to learn to let 

those around me experience their grief, however they 

are experiencing it, without trying to “silver lining” 

them. I will need to learn to treat my patients and 

their families, not how I would want to be treated, 

but how they want to be treated. What a tricky 

course to navigate, and what an awesome opportuni-

ty and responsibility it will be, to be a nurse.  Ω 

(This article was originally published in OHSU StudentSpeak: 

http://www.ohsu.edu/blogs/studentspeak/2013/11/13/the-

hazards-and-gifts-of-caring/) 

(Continued from page 14) 

scared all of us. I have witnessed her strength and 

courage through chemo therapy and multiple surger-

ies. I have felt the joy of the words “cancer free” and 

the relief of her returning health. I have read a close 

friend’s story of triumph and heard her openly discuss 

the aftermath of the disease she beat. Cancer touches 

most of us, in one way or another. 

 It also causes us to remember the big things. 

Traffic jams, a heat wave without air conditioning, a 

crappy day at work, a petty argument, a rude custom-

er…nothing can make those things feel as trivial as 

they are, like a cancer diagnosis. When your very life 

or the life of someone you love is on the line, we tend 

to remember what’s really important to us. And we 

tend to hold it a little tighter and with a little more 

gratitude. While I would never imply that this horrible 

disease is something to be thankful for, I do think that 

being in the midst of those fighting it, or those who 

have survived it, is a privilege. A person is never more 

raw or vulnerable or real. Never is perspective so evi-

dent. Even the trivialities are wished for, if only be-

cause they make things seem more normal. 

 Children already look at the world in a way 

that, as adults, we wish we still could. They believe in 

fairytales and Santa Claus. They say what is on their 

minds without a filter. They keep us hopeful and are 

amazingly resilient. To be a nurse that helps children 

and families through that diagnosis, to help maintain 

as much of that “normal” as possible, to bear witness 

to those very raw moments, and to try and put a little 

bit of hope and make believe into caring- what job 

could be better? 

 Much of this could also be applied to pediatric 

critical care, and of course, there will be some cross 

over. I have a lot of passion for working with children 

and families, and I would like to think that that is an 

arena I fit into well. I go into my clinicals with an open 

mind and an open heart, hoping like most of us to 

feel that “click” that says we have found our place. 

However, something tells me I already know what it 

will be.  Ω 

(This article was originally published on OHSU StudentSpeak: 

http://www.ohsu.edu/blogs/studentspeak/2013/09/25/finding-

the-click/) 
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 “Excuse me?” I alarmingly reply. “Why would 

you do that?” Now feeling guilty that there may be 

some religious reason behind this madness. 

 “I wanted to go through different stages of 

hunger and see how it affected my brain. You know, 

relate it to what we’ve been learning.” Okay, now I’m 

just impressed. To me, this would be hell. I can barely 

make it to lunch without completely forfeiting my 

attention to thoughts of the peanut butter and jelly 

sandwich in my backpack. Instead, Batman’s mind was 

on science, discovery, and experience. How could you 

not appreciate the dedication? 

 “So how do you feel now?” I asked. 

 “Hungry.” He rapidly replied. “I haven’t felt full 

in a while.” 

 “And why do you think that is?” 

 His eyes break their contact as he thinks silent-

ly for a few seconds. “My leptin levels are probably 

still low and my lateral hypothalamus is active.” 

 The guy deserves an A. 

 The light-bulb moments that are obtained 

through hands-on discovery or through refocused ex-

amination of the material are like an intracranial self-

stimulation of the mesolimbic dopamine pathway for 

a teacher. Once you see a student get one, you want 

it to happen again and again. But it’s just as good 

when you witness one’s mind being blown by the real-

ization of some unknown concept or fact that could 

perhaps drastically change their view of the world. 

Teaching neuroscience lends sufficient opportunity to 

witness this phenomenon. However, if/when it was to 

occur, I really wanted to observe the massive physical 

visceral response I had built up in my head.  

 Challenge accepted; I wasted little time getting 

started. I showed beautiful images of the brain (e.g. 

the “Brainbow,” which my students were quick to 

point out were taken by a recent faculty hire at L&C, 

drastically reducing the effect I had hoped it would 

have); I compared images of the neuronal landscape 

with images taken by Hubble telescope; I discussed 

case studies of trauma patients performing remarka-

ble tasks, impressive feats of memory, neuralpros-

thetics, epigenetics, I even discussed the “mindblown” 

protein involved in synaptic plasticity. Did these blow 

minds? Maybe, but whatever effect it had was con-

tained to the occasional “whoa.” Then came the lec-

ture on neuronal communication and the action po-

tential.  

 As an electrophysiologist, I find this topic fasci-

nating and its application can be an incredibly useful 

tool for understanding how the brain functions. With 

that being said, I didn’t give it great odds for being a 

mind-blowing lecture. But everyone loves an under-

dog. After my introduction, I dove into ionic gradients 

(potassium on the inside, sodium on the outside, etc.). 

That clearly wasn’t going to blow anyone’s mind that 

day (ever?). I then progressed to describing the stages 

of the action potential, beginning with the neuronal 

membrane reaching threshold and the opening of 

voltage-gated sodium channels. Sitting in the front of 

the class was a young man with a great mustache 

(truly, a great mustache). As I described this process, 

his forehead crinkled while he contemplated what I 

was telling him. Then, his eyes opened wide and his 

hand shot up. 

 “Whoa, whoa, whoa!” He started, looking 

quite alarmed. “So you’re telling me, that all the 

thoughts going through my head,” pausing for empha-

sis, “everything that makes us who we are, are really 

just due to the movement of a bunch of sodium 

ions?” 

 “Yep.” I responded, a smirk across my face. 

This is what I had been looking for. 

 “No way!” almost falling back off his chair. The 

class broke into hysterics. 

 Challenge complete. 

 “8 is the hero, the protagonist in any novel.” 

 Class ended as a celebration. Students gave 

their own presentations on a neuroscience topic of 

their choosing, utilizing the foundation that they had 

(Continued from page 12) 

(Continued on page 19) 
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acquired throughout the term. Synesthesia, Greek for 

“together” and “sensation” where stimulation of one 

cognitive or sensory pathway automatically stimu-

lates another (e.g. seeing a particular number makes 

you see it in a specific color [9 is red] or numbers take 

on human personalities [9 is sinister]) was presented 

by a young woman with grapheme-color synesthesia, 

autism spectrum disorder was presented by a young 

man with Asperger’s syndrome. The many topics 

were presented passionately and comprehensively, 

suggesting that they did indeed learn something dur-

ing the term.  

 The sense of accomplishment was warming; 

from my biased perspective, I like to believe that I 

aided in their growth as students, critical thinkers, 

and informed members of society who will use their 

knowledge to filter through the overwhelming media 

influence over our perspectives on health and sci-

ence. But deep down, I realize that their growth was 

self-driven, for I learned that as a teacher, your role is 

to be merely a facilitator. You can talk until you’re 

blue and they may learn nothing, or you can talk little 

and they can learn greatly.  

 Throughout this process, the most important 

thing I learned was what it means to “teach.” Teach-

ing doesn’t equate to talking, or lecturing, but in-

stead, directing someone to form connections and 

make their own “discoveries.” Because let’s face it, 

does it really matter if they don’t remember the tha-

lamic nucleus where optic nerve fibers terminate be-

fore heading back towards V1 in the occipital lobe 

(it’s the lateral geniculate nucleus for those keeping 

score)? Of course not. However, through the critical 

assessment of material throughout the term, being 

able to detect inconsistencies, determination of ex-

perimental validity in primary literature, synthesizing 

large amounts of scientific information and pre-

senting it back to an audience, that’s where the sub-

stantive growth develops and lasts. No doubt they 

taught me as much as I taught them. 

 Okay, now challenge complete.  Ω 

(This article was originally published in OHSU StudentSpeak: 

http://www.ohsu.edu/blogs/studentspeak/2013/05/16/9-is-

arrogant/) 
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 - David Edwards, Editor-in-Chief, The Pulse 

 

 

 

 

The Lund Report brings our healthcare system into focus by going beneath the surface. Our goal is to 

educate you -- the consumer -- about this  complex system, giving you the facts, analysis and action 

tools to make a difference. 

We’re unlike any news source you’ve seen before -- the first independent Web news site in Oregon 

dedicated to educating you about the inner workings of the healthcare industry. You can count on us 

to be timely, provocative, and offer new perspectives. We’re passionate about what we do and are 

beholden to no one. Even though we do accept funding from the healthcare industry, The Lund Re-

port is not influenced by its financial contributors, no matter who they are, and we have not and nev-

er will deviate from reporting the truth about the healthcare industry.   

Our news coverage focuses on the major issues confronting our healthcare system – rising costs, un-

equal access and the lack of standardization to measure quality. With an emphasis on Oregon, this 

online publication does occasionally include articles about national reform efforts. 

Inside The Lund Report you can hear from people willing to challenge the status quo – while having 

an opportunity to share your own perspective by submitting guest commentaries. 

We’re a news source, not a blog. We value and invite your comments and story suggestions. Don’t 

hesitate to contact us at info@thelundreport.org. We’d love to hear from you. Thanks for coming 

aboard!    
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(This article was originally published on The Lund Report: http://

www.thelundreport.org/resource/

time_to_wrestle_with_financing_our_healthcare_system) 

O PINION -- At the cancer center where I worked 

for 22 years, we took pride in the good care 

we gave patients and in the technology that helped 

us provide that care. Our staff at the cancer center 

was and is excellent, caring, and effective at control-

ling cancer and relieving symptoms caused by cancer. 

But there is a dark side to this story. 

 Love of technology is part of our American 

culture. We expect that technology should always be 

able to make our lives better and even save us from 

suffering and death. At the cancer center we were 

steeped in technology. Each new advance in comput-

erized planning and radiation treatment captured our 

imaginations and reinforced our feelings that we 

were helping our patients more as we implemented 

these new techniques year-by-year. In addition we 

knew we needed to stay competitive with cancer 

centers in neighboring communities. 

 At some point I began to realize a disturbing 

unintended consequence of what we were doing. 

Between 1996 and 2006 the cost of treating prostate 

cancer increased from $24,000-$66,000. Did the im-

provements in our care justify tripling the costs? We 

could not show improvement in survival or commen-

surate reduction in side effects with the improved 

technology and added cost. Furthermore, there is a 

growing question of whether we should even be 

treating most men prostate cancer. The U.S. Preven-

tive Services Task Force in May 2012 concluded prob-

ably not. 

 Our overuse of lucrative procedures and our 

love affair with technology that can triple costs of 

treatment has a direct effect on insurance premiums. 

With the increase in cost, we began seeing more pa-

tients coming to the cancer center with neglected 

and advanced cancers. The high cost of care was dis-

couraging prudent care decisions by our patients. 

They would simply live with pain or other ominous 

symptoms until a crisis occurred. They would come 

to the emergency room with bleeding, bowel ob-

struction, or airway obstruction because of neglected 

cancers. 

 We would then invest extraordinary efforts 

and our high technology into attempted rescues of 

these patients. We usually failed to control such can-

cers. Had these patients been able to afford health 

insurance and receive medical attention several 

months or years earlier, the patients, their families, 

and our society could have avoided considerable 

suffering and cost. 

 We lack a science-based system that informs 

the public and allows it to use public money prudent-

ly, to assess and control the use of these high cost, 

often unnecessary, and sometimes harmful proce-

dures. Ironically, rules in Medicare and the Afforda-

ble Care Act prohibit the use of scientific data such as 

quality-adjusted life years to determine what will be 

paid for. 

 Healthcare industry lobbyists have inserted 

these prohibitions into law as a way to keep science 

from interfering with their incomes. Public money 

spent on these expensive services is money diverted 

from primary and preventative care and non-medical 

services which are basic determinants of health 

(education, public health measures, social services, 

etc.). 

 Fee-for-service incentives reward providers 

for doing more procedures, and so in the United 

States we do lots of expensive procedures, many 

more than patients truly need. Nationally we do five 
(Continued on page 22) 
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times the number of coronary stents that other coun-

tries do, and we have no better outcomes. 

 We use unnecessarily expensive radiation 

therapy techniques and robotic surgeries to treat pa-

tients with prostate cancer who may not need treat-

ment at all. We often depend on revenues from these 

lucrative procedures to subsidize the money-losing 

but vital services in a hospital such as the ICU and ER. 

 But under our current market-driven 

healthcare system, even all the overpricing, overus-

ing, and cost-shifting does not keep hospitals in the 

black. Hospitals feel they need also to develop for-

profit enterprises such as fitness centers and property 

management enterprises to keep from going into the 

red. These can be seen by the community as the 

equivalent of high-stakes bake sales, and they are 

controversial because they have little to do with 

maintaining a useful community healthcare program 

and may compete with local businesses. 

 To stop this spiraling use of extravagant tech-

nology, cost shifting, and unseemly entrepreneurism I 

suggest that hospitals be managed as public utilities. 

We expect the hospital and its important services to 

be available to us when we need them. We expect to 

pay the nurses and the housekeeping staff each day. 

We should pay ahead like we do for the fire depart-

ment, the police department, and public schools. 

 Why should we seek the needed revenue from 

people who are ill enough or worried enough to ac-

cept expensive surgeries, imaging studies, or pharma-

ceuticals? Why should we depend on marketing tech-

niques, lucrative hip and knee prosthesis placements, 

gratuitous coronary stent placements, and the over-

use of intensity-modulated radiation therapy to fi-

nance our hospitals? Why should college students 

subsidize our hospitals through their room rent in a 

hospital-owned apartment complex? Why should 

people who use a hospital-owned fitness centers sub-

sidize our next visit to the ER or ICU? I admit that in 

the 2013 market-based healthcare industry we have 

to do these embarrassing maneuvers in order to keep 

our hospital doors open. But they are not sustainable, 

logical, or defendable ways to finance healthcare. 

 It is time for Americans to step back and as-

sess what our values are. Do we value technology, 

miraculous rescues, and “the market” more than we 

value the general welfare and health of the popula-

tion? Our undiscerning fascination with technology 

and income creates suffering and death for those 

who are thereby priced out of healthcare. 

 To solve many of the above problems 

Healthcare for all Oregon, a coalition of 80 organiza-

tions, is moving ahead for universal, everybody in 

and, nobody out, healthcare. In the 2013 Oregon Leg-

islative session Rep. Michael Dembrow of Portland 

and 22 other legislators sponsored HB 2922 which 

would create such a system. The bill is scheduled to 

be reintroduced in 2015 and may be referred to the 

voters in 2016. Please learn more about Health Care 

for All Oregon at www.hcao.org.  Ω 

Dr. Michael C., Huntington was the medical director of 

the radiation oncology department at Good Samari-

tan Hospital and then Samaritan Regional Cancer 

Center in Corvallis from 1984 to 2006. Since his retire-

ment he has joined with several other physicians and 

other activists in Corvallis to engage colleagues and 

the public in discussion about the urgent need for 

healthcare reform and helped form the Mad As Hell 

Doctors who toured the U.S. in September 2009, Cali-

fornia in 2010, and Oregon in 2011. He was President 

of Health Care for All Oregon and the Health Care for 

All Oregon Education Fund in 2012.   

(This article was originally published on The Lund Report: http://

www.thelundreport.org/resource/

time_to_wrestle_with_financing_our_healthcare_system) 
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(This article was originally published on The Lund Report: http://

www.thelundreport.org/resource/eastern_oregon_becomes_nation%E2%80%

99s_first_mental_health_professional_ipa)

P sychologists, social workers, and other mental 
health professionals in the Bend area have in-

corporated an Independent Practice Association 
through the American Mental Health Alliance, the 
first of its kind in the country. 

 “We are the first to do this,” said Ray Gertler 
PhD, president of the Central Oregon Mental Health 
Professional Alliance. “We are trying to build a clinic 
without walls.” 

 Traditionally IPA’s have been for physicians. 
Through banding together doctors can negotiate 
better contracts with insurance companies, hospi-
tals, and managed care associations. By contrast, 
many psychologists and other mental health workers 
in private practice have remained independent, pro-
cessing payments through a “fee-for-service” model. 

 Now that model is being phased out as part 
of the rollout of the Affordable Care Act, and mental 
health workers are being forced to adapt. 

 “We are really playing catch-up with the doc-
tors” said Portland psychologist Michaele Dunlap. 

 The IPA’s major administrative innovation is 
the introduction of an information sharing system 
dubbed “Connecting Care.” In an interview with The 
Lund Report, Dunlap said Connecting Care would 
standardize electronic records throughout Oregon’s 
mental health community, and facilitate the sharing 
of that information. Connecting Care is also a re-
sponse to the Affordable Care Act’s demand of great-
er exchange of medical information, especially be-
tween primary and specialty care. 

 “Mental health providers are rather belatedly 
recognizing that functioning as a group makes more 
sense in light of the new requirement for coordina-
tion with doctors” Dunlap said. 

 On the financial side the IPA is an acknowl-
edgement that, under the Affordable Care Act, men-
tal health worker’s existing model of private practice 
is simply not viable. The American Mental Health Al-
liance-OR Metro Dec.-Jan. newsletter states “It is 
highly likely that insurance companies will contract 
with groups of providers rather than individuals…It 
will just become too expense administratively for 
third party payers to contract with individual provid-
ers (sic).” 

 Mental health workers are also preparing for 
potential changes with the advent of coordinated 
care organizations. While CCO’s currently only man-
age Oregon Health Plan and Medicaid dollars, it’s 
likely that within a few years they’ll have the capaci-
ty to manage commercial contracts as well. This 
structure would leave little negotiating room for in-
dependent practitioners. 

 Dunlap said that the IPA was “certainly willing 
to consider” contracting with CCO’s, but that the cur-
rent requirements for a Certificate of Authority–
issued by County mental health departments to 
mental health provider groups– are “unduly burden-
some.” 

 The IPA also plans to develop its own internal 
auditing system to isolate itself from outside audits. 
The Dec.-Jan. newsletter says, “Insurance companies 
are using Recovery Auditor Contractors, or RACs, to 
audit medical and mental health records. RACs are 
paid on a percentage of the money they recover, and 
they are ruthless…we will develop our own internal 
audit system that effectively keeps outside auditors 
away (sic).” 

 Bend was an ideal testing ground for the IPA 
because of the small size of its mental health com-
munity and the region’s high demand for mental 
health services, said Gertler. Of the roughly 100 li-
censed health professionals in central Oregon, the 
IPA has registered 41in less than a year. 

(Continued on page 24) 
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(This article was originally published on The Lund Report: http://

www.thelundreport.org/resource/

wallack_merkley_urge_focus_on_root_causes_of_health_problems)

I n order to improve public health, policymakers 

need to pay attention to the social determinants 

of health: housing, education, location and employ-

ment status. That was the overriding theme of last 

week's Human Services Coalition meeting at Portland 

State University. 

 Larry Wallack, who recently left his position as 

the dean of Urban and Public Affairs at Portland State 

University to work as a senior fellow at the Moore 

Institute of Public Health at Oregon Health & Science 

University, introduced his talk on the social determi-

nants of health with quote from Frederick Douglass: 

“It's better to build strong children than repair bro-

ken men.” 

 “We're a downstream society trying to solve 

upstream problems,” Wallack said. 

 The Moore Institute was founded two years 

ago with a focus on prenatal nutrition and epige-

netics (the science of how a mother's health affects 

gene expression in the womb, which has been shown 

to have lifelong effects. While increasingly, research 

(Continued on page 25) 

 “In other parts of the country what has hap-
pened over the last few years is that large regional 
medical centers have established their own mental 
health departments and frozen independent practi-
tioners out of practice,” said Gertler. “We don’t want 
to see that happen in Bend.” 

 Both Gertler and Dunlap stressed in their in-
terviews with The Lund Report that the IPA includes a 
coalition of mental health professionals because such 
diversity offered better coordination and more skills 
than a single mental health discipline such as psy-
chologists. 

 Another reason for such diversity is the ability 
to be protected from anti-trust scrutiny. The Dec.-Jan. 
newsletter says that a single discipline IPA may be 
“perceived of as trying to reduce competition and cre-
ate a monopoly for mental healthcare treatment. Mo-
nopolies are illegal.” 

 The American Mental Health Alliance-OR is 
currently organizing an IPA in the Portland metro area 

and is working with Michael Crew with the law firm of 
Dunn Carney. Crew has been writing bylaws for physi-
cian IPA’s for more than 25 years, and said his current 
work is relatively the same as that he has done previ-
ously: “the issues are the same for IPAs of mental 
health providers and IPAs of physical health provid-
ers.” 

 Neither Dunlap nor Gertler would comment 
on the IPA’s potential contracts, except to say they 
were in negotiations now and hoped to have a num-
ber of contracts in 2014. Dunlap hopes these IPAs will 
become models for communities of mental health 
practitioners across Oregon and the nation.  Ω 

Miles Bryan can be reached 
at pbryan1990@gmail.com. 

(This article was originally published on The Lund Report: http://

www.thelundreport.org/resource/eastern_oregon_becomes_nation%E2%80%

99s_first_mental_health_professional_ipa)
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from around the world is showing that prenatal nutri-

tion – and a child's access to food during the first 

1,000 days of life – has enormous lifelong impacts, 

Wallack said focusing solely on the health and behav-

ior of women is not enough. 

 That's because the environmental factors that 

affect genetic expression and increase the risk of dia-

betes, heart disease and other health problems actal-

ly cross generations – and chronic stress during preg-

nancy and early childhood is one of the strongest pre-

dictors of chronic disease. 

 “We have focused on the mother-fetus circle,” 

Wallack said. “Because of what we know now, it's not 

enough to focus on the mother.” 

 Wallack, who’s been in the public health sec-

tor for more than 20 years, said while many things 

have changed, there are a few concepts that haven't 

changed since his first day: first, healthcare does not 

equal health, public health is about politics (and sci-

ence is only understood in the context of politics) and 

third, the ethical basis of public health is social justice. 

 “This is at the core of who we are,” Wallack 

said. He referred to the mid-20th century period as 

“the great compression,” when income inequality was 

very low. That trend started to reverse during the 

Carter years and has continued for the last several 

presidential administrations. 

 “We can never treat our way, or service our 

way, out of the problems we face,” he said, adding 

that the way we frame social issues has an impact. 

 “Our society is based on an odds metaphor. 

We love people who can beat the odds,” Wallack said. 

“If we want an odds metaphor, what about talking 

about the person who is changing the odds so more 

people can succeed?” 

 Keynote speaker Sen. Jeff Merkley (D-Ore.) 

opened his talk with a quote from Hubert Humphrey: 

“The moral test of government is how it treats those 

who are in the dawn of life, the children; those who 

are in the twilight of life, the aged; and those in the 

shadows of life, the sick, the needy and the handi-

capped.” 

 Merkley went on to list a number of bleak sta-

tistics about the current economic picture: 60 percent 

of the jobs lost since the banking collapse in 2008 

were living-wage jobs, and of the jobs recovered since 

then, only 40 percent were living-wage jobs. And Con-

gressional support for people trying to transition out 

of unemployment – such as unemployment benefits 

and nutritional assistance – is rapidly waning. 

 “What we're hearing from the House [of Rep-

resentatives] is, 'If you're unemployed, go get a job,'” 

without recognition that many people are trying with-

out success to do just that. 

 A sluggish economy is just part of the prob-

lem, he added. Technological changes have also elimi-

nated certain categories of jobs. While tens of thou-

sands of US factories have closed in the last few dec-

ades, with many moving overseas, the efficiency of 

modern robotics means that some manufacturing 

jobs are nearly or entirely automated, since robots 

can work 24-7 cheaply, and run no risk of injury. 

 In addition, cuts in the public sector have in-

creased the workload of those still employed in public 

services, Merkley acknowledged. “The work that 

you're doing is so complicated, important and chal-

lenging,” he said, urging audience members to con-

tact his staff to tell them what's happening in their 

field, so he can continue to push for social services 

funding. “This is why it is so important that I have 

your stories."  Ω 

Christen can be reached at chris-

ten@thelundreport.org 

(This article was originally published on The Lund Report: http://

www.thelundreport.org/resource/

wallack_merkley_urge_focus_on_root_causes_of_health_problems)
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(This article was originally published on The Lund Report: http://

www.thelundreport.org/resource/

publicly_owned_cooperatives_could_shine_a_light_on_our_healthcare_system) 

O PINION -- In the 1960's many airports, depart-

ment stores, businesses and municipalities ex-

perimented with pay toilets as a means to generate 

extra revenue. Thankfully, pay toilets are a thing of 

the past, having been removed from our society for 

reasons that should be obvious to anyone with even a 

slight amount of common empathy. 

 But if we won't put up with pay toilets, why do 

we work so hard to protect the free market model for 

healthcare? Healthcare in the U.S. has never actually 

been a functioning example of open and free mar-

kets. Prices vary according to mysterious and hidden 

factors and are rarely known at all until well after a 

service is performed. 

 By design there is little competition in most 

areas. Decisions about treatment are largely left to 

the discretion of those who profit from increased 

treatment and testing. The anxiety of many medical 

circumstances, combined with our inborn will to live, 

has given healthcare providers a near vertical price 

curve which some have exploited and some not. To 

the extent that the free-market model works in 

healthcare, it too often achieves its highest success 

from catching people at their most vulnerable mo-

ments, and by discouraging those who can't pay. 

 Compounding the rise of healthcare cost has 

been the curious way in which free-market business-

es unrelated to healthcare have a hand in the pie. In 

order to see a doctor, the standard procedure in our 

area is to go to a school district, grass seed ware-

house, engineering firm or zirconium maker, and pur-

chase a legalized financial betting product! We call 

that betting product, purchased from employers, 

"insurance," but in the case of healthcare it has really 

become a form of reverse insurance. 

 Real insurance, just like the lottery, works 

when a large number of people 'wager' a small 

amount each in order to provide a big payoff to just a 

few. We don't complain that our fire insurance com-

pany may be skimming 40% for the cost of selling pol-

icies, fronting the risks, and verifying claims, because 

by betting together on the unusual, we achieve some-

thing that we couldn't achieve separately. 

 But using free-market betting pools to pay for 

normal events like a doctor visit, or a pair of glasses is 

silly and very expensive. Betting on the usual doesn't 

cover the cost of the running the game. In fact, peo-

ple who buy or accept a medical insurance plan that 

pays for nearly everything are buying the equivalent 

of a $1.00 lottery ticket that wins virtually every sin-

gle time! ... and pays 69 cents. Who would do that! 

 Ironically, the Affordable Care Act makes 69 

cent lottery payouts the law, and makes major medi-

cal coverage, which is the only economically responsi-

ble type of medical insurance, illegal! Even worse, be-

cause low-deductable insurance policies for people 

who don't have any savings can be double or triple 

the cost, our protected free-market system charges 

poor people more because they have less money. 

 Historically in other situations where the free 

market did not work to our advantage, we have acted 

together in our local common interest. Competing fire

-fighting companies of the 1800's have been very suc-

cessfully taken over by trained municipal fire fighters. 

Likewise, in the early days of telephone and electricity 

when competing utilities ran wires on the opposite 

sides of the street, dodging and occasionally falling 

over each other, local communities found successful 

(Continued on page 27) 
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ways to avoid the expensive mess. One of the more 

successful ways has been to form local, publically 

owned utility cooperatives providing service econom-

ically for all. 

 Since the free market medical system no long-

er acts efficiently to meet our medical needs, maybe 

it is time for more of the communities we live in to 

own the local healthcare facilities and to hire the 

competent professionals to staff them. If national av-

erages hold true, the total amount spent on 

healthcare in Linn and Benton Counties is over 

$500,000,000 each year. Given the need and the ur-

gency, why wouldn't we consider bypassing the 69 

cent lottery ticket and saving 20% or more of the 

cost. It seems to me that $100,000,000 a year is a lot 

of extra money to pay just so we won't accidently 

look like socialists.  Ω 

Warren George has 30 years managerial experience 
in private industry, most of which has been for a ma-
jor mid-valley manufacturing company.  He is an ad-
vocate for trans-partisan dialogue and for returning 
to consensus building in public decision making rather 
than reliance on adversary systems. 

(Credit: http://tcdd.texas.gov) 
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