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T he OHSU Library has a space at the new Collabo-

rative Life Sciences Building (CLSB) known as the 

Learning Resource Center (LRC). 

 The space is designed with students in 

mind 

 You can access it 24 hours a day, 7 days a 

week with an OHSU ID 

 There are 13 study rooms that seat 4 peo-

ple, 1 that seats 8 people, and 1 that seats 

18 people 

 At the request of students, a meditation 

room is available 

 There is a mix of comfortable lounge 

seating, computers, and open tables for 

laptop or other use 

Once the building is open and operational, we will as-

sess what specific services are needed at the CLSB. In 

the coming months we will be asking you want you 

want from the library and how we can support stu-

dents and faculty at CLSB. 

 

Stephanie Kerns 

Associate University Librarian 

Information & Research Services 

kernss@ohsu.edu 

 

T he OHSU Library is transitioning in early July 

to a new online system to help you find infor-

mation resources more efficiently and effectively.  

 The new system, which will look a bit 

different, will allow you to search and request ma-

terials and access full text online.  It also provides 

the online search interface used to locate library 

materials through our consortium of 37 academic 

libraries, the Orbis Cascade Alliance (https://

www.orbiscascade.org/member/).  

 The library will offer drop in sessions, tuto-

rials and one-on-one help to assist you in learning 

this new system. As we iron out the bugs, we will 

be eager to have your feedback and appreciative 

of your patience. 

 Please communicate with us if you have 

questions, concerns or issues as we move through 

this transition (refer@ohsu.edu or 503-494-3460). 

 

Loree Hyde 

Assistant Professor 

Instruction, Research & Outreach Librarian 

hydel@ohsu.edu 
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C ollaborative Life Sciences Building is a literal and 

figurative vision of the future with its exterior of 

gleaming angles, interior of hyper modern labs, and 

its axis on a transportation hub like no other in the 

nation. It is this unique transportation environment 

that makes a well-planned commute essential to 

making each day’s arrival on campus suited to your 

priorities--whether you plan your trip to save money 

or time, get exercise or fulfill a variety of other travel 

priorities. 

 A quick primer on traveling to South Water-

front’s emerging academic sector. 

The Collaborative Life Sciences Building 

 OHSU’s newest destination, at SW Moody Ave 

& Meade St, is a unique and exciting transportation 

hub accessible by a range of travel modes: bus, 

streetcar, shuttle, cycletrack, and a traditional street. 

In 2015, a new transit bridge, Tilikum Crossing, will 

connect South Waterfront and Southeast Portland via 

light rail, a bike path and sidewalks. 

South Waterfront Campus 

 South Waterfront is an emerging clinical and 

academic sector including the Collaborative Building, 

the Center for Health & Healing and other OHSU facil-

ities. It is also the a gateway to OHSU’s central cam-

pus on Marquam Hill, via the tram. 

 4 blocks south of Moody & Meade, Portland 

Aerial Tram, Gibbs Pedestrian Bridge, and the OHSU 

Bike Valet all share one unique intersection. These 

and other features combined make South Waterfront 

the most diverse transportation hub in the nation. 

Bikes 

 The OHSU Bike Program offers facilities, re-

sources, and cash incentive via ohsu.edu/bike. At 

Moody & Gibbs, our partner Go By Bike offers free 

valet protection and professional repair. Anywhere 

but valet, secure your bike frame to a rack using a U-

lock. Use caution near rail--cross tracks at a 90 degree 

(Continued on page 5) 

(Credit: http://www.ohsu.edu) 
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angle. Contact us to apply for access to a street level, 

badge-access cage with showers and lockers. Permits 

limited. 

Tram 

 At Moody & Gibbs, the tram connects the 

South Waterfront (Center for Health & Healing) to 

Marquam Hill (Kohler Pavilion & OHSU Hospital). The 

tram operates on a load-n-go schedule. OHSU badge 

or other valid fare required. 

Streetcar 

 OHSU pays for your ride along the whole 

streetcar system. The NS Line connects NW Portland, 

downtown, and South Waterfront. Plan a trip via 

TriMet apps. CS Line does not service South Water-

front. 

Bus 

 Plan a trip online at ride.trimet.org or via apps 

(PDX Bus or Nimble Portland for Iphone, Google Maps 

for Android, or 503-238-7433 by phone). Bring your 

OHSU badge to our Customer Service to purchase a 

subsidized pass good for unlimited transit rides. An 

OHSU pass will save you over 70% over TriMet’s retail 

price. Park & Rides offer free parking 24/7; choose 

from 64 locations at trimet.org/parkandride. 

Car 

 Day park on campus at Schnitzer Parking Lot. 

$3 the 1st hour; $2 thereafter up to $10 a day. 

Schnitzer is a paid lot 8am-5pm; free nights, week-

ends, and OHSU holidays. Personal appointment? 

Park in the garage and have your parking validated by 

your clinic. For unvalidated parking, the garage is $4 

per hour or $22 per day. Collaborative Building Gar-

age is a gated facility and pay to park 24/7. 

Transportation & Parking 

 Transportation & Parking Customer Service 

Center is located on Marquam Hill in the Physical 

Plant. We provide badges, keys, transit passes, park-

ing permits, bike facilities and a variety of resources. 

 No matter how you travel to campus, Trans-

portation & Parking is here to help you on your way 

to teaching, healing, and discovery. Plan your trip 

with me at landolfe@ohsu.edu or learn more about 

traveling to campus at www.ohsu.edu/parking. 

 

John Landolfe 

Transportation Options Coordinator 

Transportation & Parking 

 
 

(Please let us know how we are doing: http://

www.ohsu.edu/xd/about/services/transportation-and-

parking/survey.cfm) 
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P roviding a safe environment for teaching, heal-

ing and discovery is the main mission of the De-

partment of Public Safety.  After 2007’s Virginia Tech 

incident, Oregon Health & Science University con-

vened a task force to evaluate and improve the De-

partment’s readiness to respond to a similar critical 

incident on its campus.   

 The task force, chaired by State Senator Ginny 

Burdick, made two recommendations: 1) that OHSU 

seek legislation to empower its Department of Public 

Safety (the then security department) with police 

officer authority; and, 2) that OHSU establish an 

armed police presence on its campus – by either arm-

ing its officers or contracting with another agency for 

that presence.  Those decisions were driven by a vari-

ety of factors, including the unique skills required to 

police in this environment and the inability for Port-

land Police officers to respond to our campus as 

quickly as needed in a time of crisis. 

 Given OHSU’s unique role in our community 

as an academic medical center focused on teaching, 

healing, and discovery, the institution initially opted 

to transition our Department of Public Safety into an 

unarmed police force. We began interviewing and 

screening officers (psychological and medical) before 

putting selected candidates through the 16-week live-

in state certification program at the Oregon Depart-

ment of Safety Standards and Training.  In February 

2012, we transitioned into a functioning, unarmed 

police department. 

 We contemporaneously sought to contract 

with an outside agency for an armed presence.  While 

pursuing the contracting model, we reached out to 

other regional academic institutions where that mod-

el was currently deployed and found disappointing 

levels of satisfaction.   

 Concerns included poor service levels, the non

-presence of assigned officers, an inability to ade-

quately oversee which officers were assigned, and a 

poor fit between officers used to working in a more 

militaristic employment environment and the aca-

demic community they were expected to work in.  

Costs were also a consideration. We ultimately decid-

ed that contracting for an armed presence was not in 

our best interest.  

 Meanwhile, the drivers for the task force’s 

recommendations continued to occur on our campus 

– including an incident in which a man who had been 

in possession of a gun threatened to shoot medical 

staff.  Confirming information heard by the task force, 

armed Portland Police officers took 14 minutes to ar-

rive on our campus – long enough for two complete 

Virginia Tech incidents to have occurred.   

 In order to provide an internally sourced 

armed presence, the Department of Public Safety has 

designed and implemented an unprecedented arming 

and training plan for its officers.  Because of the 

unique populations we serve on our campus, includ-

ing a high density of the mentally ill and individuals 

undergoing incredible stress, our plan focused on pre-

paring officers to manage mental health interactions 

and resolve conflict via communication and de-

escalation wherever possible.  We also made certain 

that any newly required policies and practices reflect-

ed the state of the art in the industry.   

 Finally, the process used to design and imple-

(Continued on page 7) 
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ment every step of this plan reflected the purposeful, 

collaborative, inclusive and thorough approach need-

ed in our environment.  That meant complete trans-

parency for and input by non-law enforcement OHSU 

staff at every point in the program’s development.  It 

also includes complete OHSU community oversight 

for instances in which our officers deploy force.   

 The Department of Public Safety anticipates 

arming its officers on September 14, subject to ap-

proval by the OHSU Board of Directors.   

 If any readers have questions or thoughts on 

this process, please feel free to reach out to me to 

discuss.   

 

Greg Moawad 

Public Safety Director 

OHSU Department of Public Safety 

moawad@ohsu.edu  

503-494-4377 

D id you know? The Center for Diversity and In-

clusion (CDI) supports OHSU-sponsored groups 

from underrepresented and diverse backgrounds, as 

well as their allies.  

  Student interest and employee resource 

groups are open to all members of the OHSU commu-

nity. The groups provide learning opportunities, and 

host networking and skill development events that 

increase cultural competency. With help from CDI, 

interest and resource groups sponsor cultural events, 

community outreach and recruitment support, and 

carry out initiatives related to diversity and inclusion.   
 

Employee Resource Groups  

• African American 

• Asian Pacific Islander 

• Disability ERG 

• International 

• Latinos Unidos Organization 

• Native American 

• OHSU Pride – LGBTQ Community 
 

Student Interest Groups 

• Asian Pacific American Student Association  

• Latino Medical Students Association 

• Student National Medical Association 

• Students for LGBTQ Health 

• Students of Islam and Medicine Society  

• OHSU Student Diversity Committee  

 To learn more about student interest and/or 

employee resource groups, or to find out how to 

start your own, contact cdi@ohsu.edu or visit 

www.ohsu.edu/diversity. 

 

Maileen Hamto 

Communications Manager 

Center for Diversity and Inclusion 
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T he Center for Diversity and Inclusion is pleased 

to welcome David Martinez as the new Manager 

of Student Recruitment & Retention. In this role, he 

will be responsible for supporting the recruitment 

and retention of diverse students in collaboration 

with the Schools of Medicine, Nursing, and Dentistry. 

David will develop enrollment management strategies 

and recruitment campaigns, as well as manage stu-

dent enrichment programs.  

  Prior to OHSU, David served as the Secondary 

Transitions & Student Engagement Director at the 

Oregon Education Investment Board, reporting to the 

State of Oregon's Chief Education Officer. He has 

more than 20 years of experience in student recruit-

ment, retention, student development, community 

outreach and diversity at both private and public col-

leges and universities in Oregon. David has also 

served on various boards including the Cesar E. 

Chavez High School Leadership Conference, Cascade 

Aids Project, and Outside In. 

  To connect with David, email 

martdavi@ohsu.edu or call 503-494-9512. 

 

Maileen Hamto 

Communications Manager 

Center for Diversity and Inclusion 
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T he 5th Annual Quiz Bowl at OHSU, organized by 

the Beta Chapter of Rho Chi Honor Society at the 

OSU/OHSU College of Pharmacy, was held on April 

3th, 2014. The vision of Rho Chi Honor Society is to 

“achieve universal recognition of its members as life-

long intellectual leaders in pharmacy”. Rho Chi Beta 

Chapter members are invited to the group based on 

GPA alone; the top 20% of each pharmacy class re-

ceives admission into the group.  However, this event 

was open to any and all OHSU students from any 

school regardless of GPA.   

 Six student teams composed of four students 

per team gathered in the Student Center at 5:30pm 

to eat free Chipotle and relax until 6:00pm.  Of these 

six participating teams, two were from the college of 

pharmacy, one from the college of dentistry, and 

three from the school of medicine.  

 This event was a Jeopardy-style quiz-bowl 

game that consisted of two rounds of thirty questions 

per round as well as a final jeopardy question.  I, Lin-

coln Alexander, read each question and Kenith 

Fritsche, Rho Chi Beta Chapter Vice President acted as 

the judge.  Christopher Ordway, a fellow pharmacy 

student operated the computer and projector and 

acted as photographer.  

 Categories such as anatomy & physiology, 

mystery, general medicine, history of medicine, medi-

cal abbreviations, nutrition, conditions and diseases, 

electrolytes, I.V. access, and pharmacology were in-

cluded. Each member of the top three teams received 

a $50 gift card to one of 12 pre-selected retailers.  

Available retailers for selection included Target, Ma-

cy’s, Zappos.com, Southwest Airlines, Nordstrom, Red 

Lobster, Amazon.com, REI, Nike, Columbia, iTunes, 

and Starbucks.  

(Continued on page 10) 

First place team third year medical students.  Also pictured: Lincoln Alexander, Rho Chi Presi-

dent (third from left), Kenith Fritsche, Rho Chi Vice President (far right) 
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 The first place team had first pick of their gift 

cards followed by the second and third place teams.  

Each member of the first place team also received a 

leather OHSU portfolio which was graciously donated 

by Dan Couzens, the manager of the OHSU campus 

store located in the Student Center.  

 Despite some tense moments of competition 

between all teams, no one was hurt and in the end 

three winning teams were determined!  (See second 

page for pictures of the first through third place 

teams) 

 This event highlighted the vast amount of 

knowledge that we all have acquired as students at 

OHSU.  We know the future of healthcare for patients 

is bright after witnessing this year’s group of Quiz 

Bowl Participants!   

 This event also gave us the chance to meet 

students from other schools within OHSU.  Kenneth 

Fritsche and I would like to specifically thank and rec-

ognize the staff at the Student Center, including Ka-

ren Seresun and Heather Ennis, and professors who 

submitted questions to us for the Quiz Bowl. We 

would also like to thank the past Rho Chi President, 

Jing Chen for her helpful advice in planning this event 

and Chris Ordway for volunteering his time to help.  

Finally, we would like to thank all of you students for 

participating!  Ω 

(Continued from page 9) 

Second and third place third-year pharmacy team winners posing with their gift cards. 
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S elf-compassion is a powerful skill-set developed 

in the context of a larger movement in the third-

wave of cognitive-behavior therapy that incorporates 

mindfulness. In general, mindfulness is an intentional 

effort to take a nonjudgmental perspective on our 

own experiences in the present moment. So, it is es-

sential that self-compassion involves taking this kind 

of mindful perspective about our own suffering or 

difficult experiences.   

 A fundamental assumption is that compassion 

and self-compassion are exactly the same. It is easier 

and more natural for us to engage in compassion in-

ter-personally because we give and receive a richness 

of cues like facial expression, body language and spo-

ken language that evoke appropriately kind and car-

ing responses are familiar to us. It may be harder for 

us to engage in self-compassion because those cues 

are invisible to us intra-personally. (And when we 

look in the mirror, we are usually only checking our 

outward appearance, not considering what is deep 

inside.  

 Research has established that there are three 

component experiences in the practice of self-

compassion. First, “common humanity” recognizes 

that life is imperfect, other people are imperfect and 

each of us is imperfect. Things go wrong for all human 

beings from time to time, and each of us makes mis-

takes at times that cause our own difficult experienc-

es. 

 The second component is a kindness and gen-

tleness toward ourselves in the face of difficulty, 

suffering, shame, feelings of failure, etc. Doing this is 

opening our hearts in relationship to our own experi-

ence of just like we would open our hearts to a loved 

one. In self-compassion, we literally take the ap-

proach of trying to be our own best friend.  

 Back the mindfulness as the third component 

of self-compassion. This nonjudgmental awareness of 

our own difficult experience in the present moment 

may seem trivial and easy-to-do. Please reconsider! 

How often do we beat up on ourselves after making 

mistakes or failing to foresee problems? How often 

do we become enraged by frustrating circumstances, 

escalating our own negative experience? Also, how 

often do we suppress kindly noting that we face emo-

tionally challenging circumstances, but instead shift 

into problem-solving mode as if we are obedient ro-

bots without feelings? Would we not reach out in 

kindness, if it were a loved one, touching a hand gen-

tly or offering a comforting hug? 

 What about the research on the effectiveness 

of self-compassion? It turns out to be motivating, nur-

tures resilience, reduces anxiety, alleviates depres-

sion, increases empathy, decreases self-pity/drama 

and basically has not been found to have any down-

side. In fact, one reviewer stated that the research on 

self-compassion is getting boring, because it helps 

every positive outcome. How can this be a surprise, if 

compassion and self-compassion are the same? For 

our loved ones confronting suffering and difficult 

times in life, would we not want to support them by 

being nonjudgmental, kind and gentle, as well as re-

minding them that life is not perfect and full of ups-

and-downs.  Why exclude ourselves from this kind of 

caring? To find out more, go to www.self-

compassion.org.  Ω 
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F or two harrowing weeks, I experienced the 

health care system from the other side. My 

grandmother, visiting from India, had a fall that 

turned into an emergency room visit that turned into 

an electrolyte imbalance that turned into an idio-

pathic neurological problem that turned into a coma 

that turned into her unexpected death. Less than two 

weeks after what seemed like a routine fall, she died. 

 The ten days my grandmother spent in the 

hospital confused all of us. One night, she got two CT 

scans and an MRI (she was under-insured and no one 

gave us a straight answer about billing). She saw a 

doctor roughly every twelve hours, and we relied 

mostly on her nurses for information about her 

health and schedule. We got excited about an occu-

pational therapist who never showed up. A young, 

probably exhausted resident ordered an extensive 

procedure without explaining it, her attending can-

celed it, the specialist ordered it again, and finally, it 

was not performed. We had to remind her health 

care teams to change her, move her, give her medica-

tions, and even take the necessary labs. My father 

and I ensured that one of us was always in the room, 

but we were both moved almost to tears on several 

occasions by the difficult of receiving not only care 

but also basic information about her status. 

 A year ago, I would have cursed the hospital 

for this treatment. Now, I understand how tired the 

resident must have been, and I know the feeling of 

waiting for your attending, worried about asking a 

stupid question. I know that a hospitalist can see two 

dozen patients a day.  I see how hard nurses work. I 

vaguely understand the process of making a differen-

tial diagnosis, and I know that when a pattern is not 

easily recognizable, the process can be arduous, di-

dactic, and, yes, expensive. 

 What if my grandmother were a young wom-

an with children to care for? What if her son were not 

able to take two weeks off of work to be with her al-

most full time? What if she did not have physicians in 

her family who could use back channels to advocate 

for her care? Even with family friends with privileges 

at the hospital, her son by her side, and a grand-

daughter in medical school, my grandmother lan-

guished in the hospital for a week before leaving 

without a diagnosis. It’s not just the “others,” the 

“healthcare illiterate,” who are scared and confused 

in hospitals. My father is an educated, highly success-

ful man, and he was flummoxed by the doctors’ 

schedules and recommendations. I am a medical stu-

dent, and I felt helpless every moment I was there. 

 The hospital, where we gossip, laugh, share 

stories about our weekend trysts, is not a terrifying 

place “for other people.” It is a terrifying place for an-

yone who is there because they are sick, or someone 

they love is sick. The difference between our patients 

and ourselves is nothing more than circumstance. 

 I hope that our system evolves so that an un-

expected hospital visit does not have the possibility 

to bankrupt a family. I hope that we are able to incen-

tivize bright, hard working people like the nurses I 

met to need the growing needs of our health care 

system. I hope that medical research continues to ex-

pand the edges of our knowledge, laid so painfully 

bare by this case.  

 Most importantly, I hope that my peers and I 

remember that we are on our side of the hospital bed 

not because we are special, not because we are in-

trinsically better or even different than those we care 

for, but because we are a little bit luckier. I hope we 

remember to care for our patients and their families 

as though they are our own, because not so infre-

quently, they are.  Ω 

(This article was originally published in OHSU StudentSpeak: 

http://www.ohsu.edu/blogs/studentspeak/2014/03/17/a-little-

bit-luckier/) 
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T his year I took “Conversations in Global 

Health” as one of my electives for the Graduate 

Programs in Human Nutrition. If you have not heard 

of this class, I highly recommend you take the 1 credit 

and attend. It is held once a week and there are in-

credible speakers who engage and excite you about 

their work in the global community. Dr. Kravitz also 

has pizza for the first 20 or so people, just in case you 

needed another bonus beyond the presentations. You 

can visit the OHSU webpage to find the latest calen-

dar and recorded lectures. 

 As we wind down this year, we were asked to 

write a reflection about our experience and what we 

are inspired to do to help those in need. I thought I 

would share with you my experience in listening to 

Dr. Martin Smilkstein’s talk on his experience in war-

torn Sierra Leone. I hope you too will find inspiration 

and think about your place and the tremendous im-

pact you can have on the world. 

Temoignage 

To  bear  witness 

 Struck by the powerful simplicity of these 

three words on an otherwise uneventful Wednesday 

afternoon in Global Health, I quickly scribbled them 

on my notebook. Dr. Martin Smilkstein had just de-

scribed the unspeakable levels of horrors, unneces-

sary tragedies, immense pain, and fleeting moments 

of joy he experienced in Sierra Leone. 

 I, like many people, first heard of Sierra Leone 

when I watched “Blood Diamond.” Leonard DeCaprio 

romanticized the plot, engaged me in the drama and 

convinced me diamonds are not forever, as the cam-

paign ads by De Beers would lead you to believe. I 

was not moved to action, just entertained, Hollywood 

style. It was not until I listened to this Global Health 

lecture that I was jolted upright, my wandering mind 

brought to acute awareness of the injustices in our 

global community. 

 I came home that Wednesday evening, my 

boyfriend shocked as my distraught thoughts and 

questions flooded out when I described what I had 

heard and seen that day. Two days later I came across 

the 2007 National Geographic documentary, “Africa’s 

Blood Diamonds.” It was the footage from that film 

and the powerful images from Dr. Smilkstein’s 

presentation that has inspired me to write, and find a 

way to act. Act as a fellow human being, not just a 

dietitian. 

 I am haunted by the questions I ask myself 

when I think about my place in the world. A place 

where giving birth can be a death sentence and stay-

(Continued on page 17) 

(Credit: http://www.usaid.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 stories 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 assignment, and even some of our classmates. 

 Of all the things I imagined nursing school 

would teach me, diversity was not on that list. After 

all, I am a young woman of East Indian heritage, born 

and raised in a place where I often looked different 

from many of the people surrounding me. My up-

bringing involved an amalgamation of both my cul-

tures, American and East Indian, resulting in a unique 

mosaic of beliefs, values, and traditions that contin-

ues to define my identity. Shouldn’t I, of all people, 

understand what diversity is and all that it encom-

passes?  

 My presumption, as it turns out, was flawed. 

Enter nursing school, day one-hundred-something, 

when I come to the realization that there is much 

more to understanding diversity than meets the eye. 

 I have no doubt that cultural constructs – 

race, ethnicity, religion, class, gender identity, sexuali-

ty, disability, and beyond – can be highly influential 

determinants of both the health of individuals as well 

as their respective health care needs. In the least, my 

own personal experiences can attest to this. I can eas-

ily recall several doctors’ visits during which wearing a 

paper gown compromised the modesty I grew up 

with in ways that caused me profuse embarrassment 

and discomfort.  

 Perhaps there was even a time in my life when 

I experienced a great deal of anxiety and sadness, but 

didn’t feel that it was acceptable to give this a name 

or a voice. The myriad of ways that culture shapes my 

life, and as a result my health, are undeniable. I am 

strongly inclined to believe that health care provided 

within a sound cultural context would only lead to 

improved health outcomes for people from all back-

grounds. 

 Martin Luther King Jr. once said, “Of all the 

forms of inequality, injustice in health care is the 

most shocking and inhumane.” A few weeks ago, I 

had the profound opportunity to attend the Western 

Regional International Health Conference at the Uni-

versity of Washington. The theme of the event was 

Gender, Sexuality and Social Movements in Global 

Health. Story upon story spoke of the astonishing in-

equities in health care that are faced by members of 

diverse and often marginalized communities. The 

facts and figures were not as heartfelt, but nonethe-

less evocative. Many speakers in the conference ech-

oed the message conveyed by the numbers. The 

health care system was not meeting their unique 

health needs.  

 One message was evident: Despite their best 

intentions, the practices of many health care profes-

sionals were not often inclusive of diversity. 

 As a nursing student, a cornerstone of my 

training has been to recognize the juxtaposition of my 

personal identity with the unique backgrounds of my 

patients.  Every day, I continue to learn how to check 

my assumptions and biases at the door (as much as is 

humanly possible). One way I work on this is by allow-

ing myself to adapt my own schema of culture, the 

one that is shaped by my ethnic, national, and familial 

roots.  

 Diversity is not synonymous with ethnicity. 

Culture can manifest itself in many forms. My en-

counters with various individuals at the conference, 

who not only identified as ethnic minorities, but also 

as refugees, PTSD-survivors, and part of the LGBTQ 

community, have compelled me to re-conceptualize 

my simplistic ideas of culture and diversity, and in-

stead, to recognize the intersections of their many 

layers. 

 Culture not only affects an individual’s per-

spectives on illness and wellness, but may also impact 

(Continued on page 15) 
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how a person perceives and interacts with the health 

care professionals participating in his or her 

care.  Conversely, how we as students learn about 

diversity at OHSU can make a profound difference in 

how we view and treat our patients.  

 By aspiring to be culturally sensitive rather 

than competent, and learning how to communicate 

effectively with people from all cultures, we can en-

sure that we interact with patients who are different 

from us in respectful and positive ways. By remaining 

unassuming, person-centered, and open-minded, we 

can eliminate the harmful stereotypes and generaliza-

tions that come out of traditional educational models 

used to teach students about cultural “norms”.  

 Unlike the established procedures for dealing 

with medical emergencies in the hospital, there is no 

set protocol that can guide our practices when we are 

confronted by situations requiring cultural under-

standing. Sure, learning cross-cultural communication 

strategies might be beneficial. However, recognizing 

the commonalities that we as people share, despite 

our diverse backgrounds, is key. 

 As future health care professionals I believe 

that it is our responsibility to strive towards equitable 

care and advocacy for our patients. One of the first 

steps might be to increase our awareness about is-

sues surrounding diversity and inclusion, and to un-

derstand the views, attitudes, and biases that we 

bring to the table as individuals.  

 It is easy to get caught up in perfecting our 

assessments, interpreting lab values correctly, and 

making adept diagnoses. We cannot forget, however, 

that treating our patients as people means acknowl-

edging the role that their cultures play in their lives, 

health, and healing. 

 Just as a tapestry is intricately woven from 

many different threads, the stories of our patients are 

complex, and woven into the rich fabric of their cul-

tural identities. I hope that this message inspires oth-

ers to see culture through the lens of the individual, 

and recognize the worth of embracing cultural inclu-

sion in their own practices.  

 As a future nurse practitioner I am sure that 

one day I will know a great deal about the patients 

that I care for. However, it is my hope to always re-

member how I can honor their individuality, by stay-

ing humble in my knowledge as well as remaining a 

lifelong scholar of diversity. 

 The Center for Diversity & Inclusion’s Diversity 

Climate Survey is an important way that the OHSU 

student community can share its perspectives, experi-

ences, and understanding of diversity on our campus. 

If all of us identify the need for increased diversity 

education and training, perhaps this issue can be rec-

ognized and improved.  

 I encourage all of my fellow peers to take a 

moment of your busy day to reflect on something 

that could truly contribute to a brighter future in 

health care.  Ω 

(This article was originally published in OHSU StudentSpeak: 

http://www.ohsu.edu/blogs/studentspeak/2014/05/05/

embracing-difference/) 



16  

 
th

e
 p

u
ls

e
 

 

 

A nd now we wait. 

After spending roughly 2,000 hours in a class-

room, 4,000 hours in clinics and hospitals and thou-

sands more studying or taking tests, my classmates 

and I are ready to graduate from medical school. We 

are moving on to residency, the yearslong apprentice-

ship that teaches 

newly minted MDs 

to apply many of 

the concepts we’ve 

struggled for years 

to learn, to forget 

others and to sub-

vert a few. We’re 

ready to take 

charge of our own 

patients in a real 

hospital. 

 We just 

have no idea which 

hospital, in which state. That we learn on March 21. 

On that day, at the same hour (9 a.m. Pacific), every 

graduating medical student learns where he or she 

will live and work for the next three to seven years. 

 The process is called The Match. It’s mildly 

nerve-wracking. 

 For months, my classmates and I have been 

crossing the country to interview with hospitals that 

employ and teach residents in medicine, surgery, psy-

chiatry and a handful of other fields. But The Match is 

less like traditional job interviewing than a computer-

ized medical-employment dating service. No one gets 

a job offer after interviewing. Instead, every prospec-

tive resident ranks the top places they hope to spend 

their coming years. Every hospital with a residency 

program similarly ranks all the applicants they’re in-

terested in employing. Then, a supercomputer some-

where compares the lists and decides which new doc-

tor goes where. I like to think of the computer as 

Skynet from the Terminator series – fast, powerful 

and destined to alter life as we know it. And, like 

Skynet, Matchnet is a bit cruel: We all submitted our 

rank lists a week ago, and the program has already 

run and partnered us with our employers, but it 

makes us wait a few weeks to learn our fate. 

 Many of my classmates ranked programs 

across the nation, and will learn at 9 a.m. on March 

21 whether they’ll live in Boston or Louisville, Califor-

nia or Vermont. Some of us who ranked very few or 

very competitive 

programs worry we 

will not match at 

all, and will have to 

scramble to find a 

jilted hospital also 

looking for a new 

dance partner. It’s 

moderately nerve-

wracking. 

 There are 

landmark moments 

in life where effort, 

hope and uncertainty unite in stomach-churning sus-

pense: when you’ve proposed marriage and are 

waiting on the answer, when the game-winning shot 

is still arcing toward the basket, when you’re listening 

for your newborn baby’s first cry. The Match is one of 

these moments, in which our hard work and dreams 

get affirmed, denied or, most likely, move on in a di-

rection that is not quite what we expected, but turns 

out to be a great trip. 

 Three years ago, in my first year of medical 

school, I asked a fourth-year friend which programs 

she ranked and where she hoped to end up. She kind-

ly told me, then offered some advice: Don’t ask a 

fourth-year about The Match around Match Day. The 

Match is like religion, sex or money – a source of 

great possible satisfaction fraught with worry, guilt 

and doubt. If a fourth-year wants to talk about it, by 

all means let them, but it’s not polite to ask. 

(Continued on page 17) 

 

 127 medical students will graduate from the OHSU 
School of Medicine in 2014. 

 OHSU ranks 10th in the nation for in-state retention of 
physicians who complete their residencies at OHSU. 

 OHSU ranks third in the nation for excellence in primary 
care education (U.S. News & World Report). 

 One-third of all physicians in Oregon completed all or 
part of their training at OHSU. 

 46 percent of all OHSU medical school graduates end up 
practicing in Oregon. 
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ing alive past infancy is a rarity. Does this really still 

exist? Yes, and not in isolation. 

 A doctor who has donated months of his time 

and precious life to help strangers in a war-torn area, 

not allowed to return to his family in Afghanistan be-

cause of a political debacle 3,000 miles away? 

 We have all encountered patients and fami-

lies, who have put others in harm’s way or endan-

gered each other through their negligence. These are 

the tough cases that make you wonder how one per-

son can do this to another, but thankful you were 

able to help. It is nearly incomprehensible to me that 

one man’s statement to “join hands together in 

peace,” ended up creating thousands of amputees. A 

senseless act that we, as a global community, turned 

a blind eye to and negligently allowed these atrocities 

to occur. Was there no one there to bear witness and 

tell their story? 

 How is it that the world we live in can still 

overlook the fact that a six year old boy is handed a 

gun and taught to kill – not only complete strangers 

but also sometimes his own parents? 

 And how do we idly stand by as a grieving 

mother makes the decision to carry her dead child in 

her arms for 25 miles as she walks home or forever 

leave him buried by a stranger along an unmarked 

trail in a foreign forest? 

 These are all questions I believe each of us, as 

fellow human beings, needs to be asking and finding a 

way to help in whatever capacity we are able. Sierra  

 Leone is not alone in these struggles, yet sta-

bility is coming to this area of Africa. I believe the 

knowledge that is shared with us about these global 

issues is not to be kept as a scribble in our notebooks, 

but rather shared as broad strokes with everyone we 

encounter.  

 As a dietitian, I recognize I am not going 

abroad to place IV’s, do emergency surgery, or help a 

famished mother give birth. But I can help find re-

sources closer to home that will help support these 

efforts abroad. I can use the power of story to tell an-

yone who will listen or read about starving families, 

the doctors who save them, the trials and tribulations 

in places that will remain foreign to most of us. 

 Dr. Smilkstein’s story as part of Medicine Sans 

Frontiers (MSF) was incredibly moving, so much so 

that it has challenged me each day to 

“Temoignage.”  Although few of us will ever have an 

experience such as the good doctor, I am reminded 

that even within the safety of our own country, our 

communities and our hospitals, we can all bear wit-

ness.  Ω 

“I swore never to be silent whenever human beings 

endure suffering and humiliation. We must always 

take sides. Neutrality helps the oppressor, never the 

victim. Silence encourages the tormentor, never the 

tormented.”  - Elie Wiesel 

This article was originally published on OHSU StudentSpeak: 

http://www.ohsu.edu/blogs/studentspeak/2014/05/14/

temoignage/) 

(Continued from page 13) 

 So, for the next two weeks, my classmates 

and I await our fate. We’ve come a long way, and all 

want to know where we’re headed. Yes, we’re excit-

ed. Yes, we’re anxious. Thank you for wondering, and 

for not asking. We’ll all know soon.  Ω 

(This article was originally published on OHSU StudentSpeak: 

http://www.ohsu.edu/blogs/studentspeak/2014/03/10/match-

point/) 
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O ver the rhythmic beeping of the machines and 

the forceful pushing of life-giving machines 

comes the music. He has waited to hear it all morn-

ing, for the low velvety tones to fly over the unforgiv-

ing bright lights of the ward and soothe him away to a 

more peaceful place. 

 “Amazing grace, how sweet the sound, that 

saved a wretch like me….”  The singer, so close to 

him, her chant working magic on his soul. Somewhere 

in between the morning breakfast tray delivery and 

the daily ritual inspection by the doctors is this time 

of utopian bliss, when the nurse sings her healing 

song as she winds her way around his bed, smooth-

(Continued on page 19) 

 

 Stories have been told since the beginning of 

civilization—sharing our own or listening to another’s.  

We love to get lost in stories: films, books, readings, 

theatre; we are drawn to the lives of characters 

whose heartbreaks and triumphs we connect with 

and can reflect on as our own.  The StudentSpeak 

blog is another avenue for storytelling, one in which 

tales of research, medicine, patients, and education 

all converge.   

 There is a very powerful story I encourage you 

to read, especially as part of the medical community.  

“The Spirit Catches You and You Fall Down” by Anne 

Hadiman is expertly narrated and examines the cul-

tural, medical, and language barriers of a refugee 

family from Laos and the medical community of 

Merced, California as the family treats their child di-

agnosed with epilepsy.  This story embodies the term 

“narrative medicine.”  Narrative medicine is not 

about medicine and technology but rather about peo-

ple—their cultures, foundations, beliefs, denials and 

acceptances within the healthcare system.   

 I have been witness to many stories during the 

past year at OHSU and the VA Medical Center on ro-

tations.  These stories have been filled with hope and 

fear, science and faith, brilliance and doubt.  The pur-

est essence of storytelling exists in these wards and 

on these floors we have all come to know so well.  In 

medicine, we tend to forget that we all have a story.  

We come in naïve, innocent, and open.  We are 

trained, coached and critiqued on factual truth.  We 

forget that the word history really means “his story” 

and “her story”.  We talk about someone in the con-

text of their illness—Mr. C with Type II Diabetes, Mr. 

A with a pneumothorax, Ms. R with cellulitis and 

COPD.  When we, as clinicians, talk to a person, we 

help him write his story, how he came to be where he 

is and how he is handling the issue.  Family members 

and friends help enrich the story, allowing us to tease 

out the details and nuances.   

 These stories, the narrative encounters in 

medicine, are how we create a storied understanding 

of not only our patients, but also our teams, precep-

tors, and fellow students.  Medical explanations of 

health and disease are culturally driven.  Narrative 

medicine is the link between the cultural and conven-

tional wisdoms.  It is the story that is ubiquitous 

across all boundaries and frees us to be open to what 

that person wants and needs us to experience with 

them.  It is these stories that make us better clini-

cians, better people.   

 I challenge you—the next time you visit with a 

patient, learn one thing no one else knows about 

them.  You may be surprised by the story you hear.  Ω 
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ing, smoothing, folding the hospital corners, in-

specting the drips, checking the fluttering lines on the 

monitor, and hot or cold that he is feeling. “Don't 

stop singing”, he thinks, “sing me home, sing my soul 

to peace. Please.” 

 A long time he has been here, months now. 

He has never moved so much in his life as during this 

tour at the VA hospital.  Ninth floor—it appears 

things are going well—to the third floor—empyema, 

thoracic window, tube feeding, ventilator—and back 

to ninth floor—he is strong, holding is own, healing 

well.  The doctors say he will go home soon, but his 

body refuses.  Back on the third floor and only here 

he finds peace, peace while she is singing.  Quite de-

spite his own wishes, his body has taken on an un-

characteristic stubbornness in the face of defeat and 

nobody has been quite sure what to do with him oth-

er than to let him be, here, in this bed, in “as much 

comfort as possible.”  

 Most of the day is spent with eyes open, 

watching the rain and fog vacillate between glints of 

sunshine, the lush hillside, and towering evergreen 

trees.  He thinks of home, of his garden, his loyal dog, 

his loving companion and wife.  His wife sings in the 

garden, songs for the soil she tells him, music that 

brings him to tears for a fleeting moment.  The pain 

comes and goes, giant tidal waves of tension and 

cramping that he has learned to ride with, up and 

down, no fighting. Fighting is futile, but then he has 

always thought so, even as a POW in the World War 

II. It leads to lost energy, lost friends, lost time and to 

no peace at all, he would tell his grandchildren when 

they would argue. The nurse has provided him with 

his last piece of determination, his last reason to sum-

mon up a conversation, if he is ever able to speak 

with words again. Closing his eyes, he pictures himself 

as a young man, homesick in a strange country, the 

high pitched whine of torpedoes flying overhead, the 

zing of bullets at his side, yet always singing, singing 

songs like these to himself. He can't remember if he 

was sung to as an infant when unwell, but he thinks 

his mother must have when soothing him…if he could 

only remember.  

 He knows his daughter will come today—time 

means very little in this place, but the strained, drawn 

girl, now a mother herself nearing retirement, will 

appear and sit by his bed, reminding him of the way 

his pain has spread out around him until it has en-

closed the people he has nurtured his whole life. But 

today is another day. There is a fresh peace to be 

found in today, as that beautiful singing voice sings to 

him. It can be his turn for relief. 

 He can see the nurse’s soft brown eyes, her 

long eyelashes that seem to dance as she sings, that 

smile that could only come from a place like heaven.  

Once, back at home as a working man, he performed 

services like this for others, still young enough to 

think that his own turn to be old, with papery, trans-

lucent skin and brittle bones was much too far away. 

Here it comes, hurry up, he thinks. She silences her 

song, smiles with compassion, and draws a syringe of 

comfort. It's building, it's at the crescendo of the 

wave. His hands tighten against the side rails of his 

bed. Silence. 

 At last, the soft song begins again.  “There you 

are, sweet chariot, a band of angels comin’ to carry 

you home, rest now.”  He lies back into the freshly 

puffed pillows and breathes, as the gorgeous injection 

of pure relief is administered. Peace.  Ω 

(Continued from page 18) 
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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: https://

www.thelundreport.org/content/psu-and-ohsu-students-challenged-see-where-

fit-healthcare-transformation) 

W hen the Coos Bay Coordinated Care Organiza-

tion or CCO was just starting, a call came 

from a nurse about a diabetic homeless alcoholic 

smoker with ulcers on his ankles and feet. The doctor 

wanted to amputate but the nurse in the emergency 

room stopped the doctor, called in the CCO case-

worker to “bargain with the doctor and make chang-

es in the living environment” said Judy Ortiz, director 

of the School of Physician Assistants’ Studies at Pa-

cific University.    

  A homeless shelter took the man for longer 

than usual, arrangements were made to change his 

dressing “and the guy quit smoking,” she said. “The 

ulcerations healed, and he still has his legs.” 

 Ortiz was part of a panel telling Portland State 

University and Oregon Health & Science University 

students from the Institute for Healthcare Improve-

ment’s Open School they need to collaborate, know 

what others do and focus on improving health of pop-

ulations to succeed in the changing world of 

healthcare. 

  “Be assertive and be patient,” said Graham 

Bouldin, senior project manager, with Health Share of 

Oregon, the largest of the 16 CCOs told the students. 

Everyone in the healthcare system is “being chal-

lenged to change from as many directions as possi-

ble,” and change doesn’t happen overnight.  Many 

feel “change fatigue” – a condition that occurs “when 

everything you knew is undermined by a new para-

digm,” he added. 

 To cope, he suggested the students develop 

soft skills. “Very few things are worth burning bridges 

for,” he said. Keep relationships working, assume 

best intensions and don’t be afraid to innovate. 

 He also suggested students embrace data as a 

means of understanding how change is working. 

 Jo Isgrigg, executive director of the Oregon 

Healthcare Workforce Institute, said data analysis is 

the hot commodity to meet the need for valid and 

reliable measurement.  “How do we know if we’re 

meeting our goals?” she asked. 

 Isgrigg also reminded her audience that 

“when one component changes, it changes other 

parts of the system.”  She pointed out that only 69 

percent of Oregon high school students graduate, 

saying, those without a diploma “are not likely to get 

a good-wage job if they get a job at all,” and “if a per-

son doesn’t have a safe and clean place to go home 

to, that person’s health is not going to be very good.” 

 Noelle Wiggins, director of the Community 

Capacitation Center with the Multnomah County 

Health Department, has been working with communi-

ty health workers since 1986.  “A big driver of 

healthcare transformation is that what we were do-

ing wasn’t working very well,” she said. “Even to im-

prove individual health, we have to improve the 

health of populations.” 

 She challenged the audience to consider the 

influence on health of joblessness, education, respect 

and dignity. “Recognize that people – especially those 

affected by inequities – are the experts.” 

 While working with Latina farm workers who 

did not speak English or drive, Wiggins suggested 

they might need a support group to deal with their 

isolation and depression.  No, said the community 

health workers, they needed a cooking class – which 

also taught nutrition. 

 “You get to bring your whole self to the ta-

ble,” Wiggins told the students.  “If you are a member 

(Continued on page 22) 
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of a privileged group, you get to practice cultural hu-

mility…which is absolutely what we need in the 

healthcare system today.”  Ω 

Jan can be reached at janjohnson6@earthlink.net. 

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

www.thelundreport.org/content/psu-and-ohsu-students-challenged-see-where-

fit-healthcare-transformation) 

(Continued from page 21) 

 

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

www.thelundreport.org/content/cover-oregon-keep-premium-tax-despite-

switch-federal-website)

C over Oregon’s leaders plan to keep the full as-

sessment tax it charges health plans for its ser-

vices, despite abandoning much of its operation to 

the federal exchange. 

 The health insurance exchange had charged a 

$9.38 fee per individual per month  -- money that was 

intended to let Cover Oregon run on its own when 

the plan was to have a stand-alone marketplace, 

acting director Clyde Hamstreet told legislators 

Wednesday. 

 The federal government will now be doing 

much of the work, but Cover Oregon will not only 

keep its tax, the board also voted to raise the fee to 

keep up with inflation, setting it at $9.66 -- a sur-

charge of about $460 for a family of four each year. 

 “The fee was to permit Cover Oregon to be-

come self-sustaining, but I’m a little puzzled that it 

would go from $9.38 per member per month to $9.66 

per member per month when we are going to the 

federal exchange,” questioned Rep. Jason Conger, a 

Republican from Bend. 

 Hamstreet testified with Tina Edlund, who has 

been tasked by Gov. John Kitzhaber with managing 

the process of salvaging the Oracle technology for the 

state Medicaid program, the Oregon Health Plan. 

 Backed by Rep. Mitch Greenlick, D-Portland, 

Hamstreet and Edlund’s presentations before two 

legislative committees Wednesday were carefully cali-

brated to prepare the political landscape for the state 

to keep that full revenue stream. 

 Their remarks shifted from earlier indications 

that the state would simply pull the plug on Cover 

Oregon. On Wednesday, the state officials empha-

sized that Oregon will still have a state-based market-

place, with the state responsible for selecting plans, 

ensuring competitiveness and setting rates. To them, 

merely the technology -- the only part most consum-

ers interact with -- will be federal. 

 “My assumption is we are going to continue 

the management of the exchange,” Greenlick told 

Conger. 

 “It wasn’t a plan to get rid of the management 

of the exchange,” confirmed Edlund. 

 But most of that work -- setting plan costs, is 

done during the Oregon Insurance Division’s rate re-

view process, and has never been the purview of Cov-

er Oregon. The state will also close its call center and 

require insurance agents who want to participate to 

be retrained to use the federal government’s system. 

 Cover Oregon will carry on working with com-

munity partners and tribal organizations as well as 

signing off on plans for the exchange, bringing in 

(Continued on page 23) 
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about $6 million to $8 million a year. 

 Hamstreet did say that the federal govern-

ment would not charge its own premium assess-

ment, and the average Oregon consumer will pay 

less than the federal assessment, which is set as a 

percentage of the plan cost at 3.5 percent. He said 

Oregon’s assessment would average about 2.5 per-

cent of premiums if Oregon formulated its fee as a 

percentage. 

 Because Cover Oregon charges a flat tax, peo-

ple who purchase a cheaper plan pay a higher tax, 

percentage-wise, while those who pick a more ex-

pensive plan pay a smaller 

percentage to Cover Oregon. 

 Cover Oregon will still 

be a much leaner operation 

than now -- after blowing 

through $11 million a month 

while Bruce Goldberg was 

manning the insurance ex-

change -- and Cover Oregon 

was still paying for software it 

would ultimately not use. 

Hamstreet said he had cut 

costs down to about $5 mil-

lion a month, and had enough 

to squeak through on its re-

maining federal grants and the premium tax for the 

rest of the year. 

 Hamstreet told the House Health Committee 

that Cover Oregon is projected to have just $1.9 mil-

lion in the bank at the end of the year -- the equiva-

lent of two weeks’ operations at the current rate of 

spending. The GOP gubernatorial candidate, Rep. 

Dennis Richardson, R-Central Point, expressed grave 

concern earlier this month about the low cash flow 

when speaking to The Lund Report. One more mis-

hap, or an order that the state pay money withheld 

from the maligned web developer Oracle, and that 

money could be easily wiped out. 

 “That’s not very much, but that’s about the 

best we can do at this point,” conceded Hamstreet, 

whose firm, Hamstreet & Associates, specializes in 

putting out proverbial fires and turning around com-

panies in peril. 

 The continued money stream from the premi-

um tax won’t necessarily stay out in the field at Cov-

er Oregon. 

 At an earlier hearing before the Senate 

Health Committee, Sen. Jeff Kruse, R-Roseburg, said 

he wanted Cover Oregon’s operations to eventually 

fold into the Oregon Health Authority, and not re-

main as a quasi-independent state corporation. “It 

was a critical mistake putting Cover Oregon out on its 

own. It needs to be put back 

into OHA where it belongs,” 

Kruse said. 

 Sen. Chip Shields, D-

Portland, said it behooved 

Hamstreet and Edlund to 

have a better backup plan 

when open enrollment re-

starts on Nov. 15 for 2015 

than Cover Oregon did last 

fall.   

 “We need the unvar-

nished truth. Feel free to give 

us all the bad news. In fact, 

we demand it,” Shields said. 

 Edlund replied that the federal website is al-

ready working; until the switch is made, the hybrid 

process will continue, said Hamstreet -- a backup 

plan that was not in place when Cover Oregon failed 

to launch last October. 

 Using a hybrid manual-electronic process, the 

insurance portal has managed to sign up 84,000 peo-

ple for private health plans as well as 202,000 for the 

Oregon Health Plan. The fee is only charged to pri-

vate health plan members.  Ω 

Chris can be reached at chris@thelundreport.org. 

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

www.thelundreport.org/content/cover-oregon-keep-premium-tax-despite-

switch-federal-website)

Credit: http://www.tualatinoregon.gov) 
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(This article was originally published on The Lund Report: https://

www.thelundreport.org/content/cover-oregon-debacle-calls-question-cost-big-

data) 

D uring her confirmation hearings, the new HHS 

Secretary told Congress that she’s going after 

states that failed to get their health insurance ex-

changes up and running. That’s led to speculation 

about whether Governor Kitzhaber intends to bring 

back Cover Oregon rather than have to dole out the 

$250 million in federal funds. Obviously no such deci-

sion would occur prior to the 2015 legislative ses-

sion.   

 The public execution of Cover Oregon wasn’t a 

dignified death. Last Week Tonight with John Oli-

ver debuted this past Sunday. With “bleepless swear-

ing,” the former “British news correspondent” for The 

Daily Show” lambasted Indian elections… and Cover 

Oregon. 

 “Oregon spent a quarter of a billion dollars on 

its website designed to sign people up in one 

setting—did that for exactly nobody! And they’re now 

handing the keys to healthcare.gov. That has got to 

be a bitter pill to swallow for the people of Oregon—

or it would be if they could get the pill (but they can’t) 

because their shitty website is broken!” Oliver then 

parodied the “Long Live Oregonians” ad campaign, 

which already had its plug pulled last December. 

 The Cover Oregon debacle deserves 

thoughtful analysis beyond criticisms of the waste, 

fraud and abuse it generated (rather than miti-

gate). Toward Cover Oregon’s end-of-life, we learned 

the digital platform, intended to weave together Ore-

gon’s safety net services, was too complicated to con-

struct. 

 Gleaning emails, the Oregonian chronicles the 

political carnage.  As late as mid-October, Oregon’s 

technology workers and their Oracle counterparts 

discussed rescuing healthcare.gov with their technol-

ogy. (DSM 5 diagnostic code 297.1: delusional disor-

der, grandiose type) 

 Oregonians, the financial losers, can’t form a 

posse to wrangle the millions of lost dollars. But 

we can figuratively hang the financial winner in this 

fiasco. Oracle founder and CEO Larry Ellison is Ameri-

ca’s top-paid executive. He collected $78.4 million in 

2013 alone—more than double what his 2nd place rival 

earns. 

 Pause and think about that. 

 Ellison’s income depends on big data. Big data 

miners and servers depend on the complexity of their 

work to derive value that we cannot question. Yet, 

the “seductive power of data,” as this Oregon Busi-

ness article points out, has unintended consequences 

in health systems. Their list does not include costs. 

 Portland is an Epic town when it comes to 

electronic health records (EHR). Kaiser Permanente, 

OHSU, Providence, Legacy, the Portland Clinic and 

the Oregon Community Health Information Network. 

Founded in 1979, Epic is a privately owned EHR soft-

ware company that surely owes its market domi-

nance to Kaiser. Kaiser Permanente Northwest first 

implemented early versions of EpicCare in the mid-

1990’s, while Oakland-based Kaiser Health Plan joint-

ly invested in Clinical Information System (CIS) with 

International Business Machines (IBM). 

 By 2003 Kaiser concluded the EpicCare system 

had matured beyond CIS and was better able to meet 

the health plan’s needs. All Kaiser Permanente re-

gions halted implementation of CIS and began plan-

ning for implementing EpicCare. The process was 

messy to say the least. In November 2006, an employ-
(Continued on page 25) 
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ee accused Kaiser Permanente of recklessly spend-

ing “over $1.5 billion in waste every year, primarily on 

HealthConnect, but also on other inefficient and in-

effective information technology projects." 

 Phillip Fasano, Chief Information Officer of 

Kaiser Permanente admits former CEO George Hal-

vorson wrote $400 million off when Kaiser scrapped 

CIS. Last year, he says the organization spent ~$4 bil-

lion to build the infrastructure for its 8.6 million 

members (about $444 per member). He believes the 

government’s $11 billion estimate for "meaningful 

use of technology" is "a nice down payment,” sug-

gesting it will cost “tens of billions of dollars “ to im-

plement. 

 For many Portland hospitals and clinics, Epic is 

the second (and sometimes third) contract with an 

EHR vendor. These unknown costs are passed on to 

the consumer. Yet this Epic near-monopoly doesn’t 

facilitate communication between the hospitals and 

clinics in the metro. 

 Dr. Aaron Cohen, an associate professor who 

directs commercial partnerships and collaboration for 

OHSU’s Informatics Discovery Lab, said this about 

their relationship with Epic: “Right now this isn’t real-

ly a financial exchange.” But Medicare and Medicaid 

EHR Incentive Programsdo provide financial incen-

tives for the “meaningful use” of certified EHR tech-

nology. 

 Certainly, no hospital or clinic would argue 

with Epic’s “meaningful use” of EHR: “Be more profit-

able - with permanent improvements to physician 

productivity and a central source for enterprise intel-

ligence.” 

 Written into the Affordable Care Act (ACA), 

meaningful use is implemented in stages.   

 Stage 1: Data capture 

 Stage 2: Exchange of information and patient 

engagement 

 Stage 3: Focused on outcomes, clinical deci-

sion support, patient self-management and access to 

all relevant data. 

“Meaningful use” is a blank check for technology. This 

arises through a recalibration of the “medical loss ra-

tio” (MLR).  The MLR was previously calculated as the 

portion of premium income that insurers pay out in 

the form of health care claims. Claims simply divided 

by premiums. 

 Now, costs of quality improvement activities 

are also included in the numerator. Quality improve-

ment activities are “measurable improvements in pa-

tient outcomes or patient safety, prevent hospital re-

admissions, promote wellness, or enhance health in-

formation technology in a way that improves quality, 

transparency, or outcomes.” 

 Insurance companies that cover individu-

als and small businesses must spend at least 80% of 

their premium income on health care claims and 

quality improvement with no more than 20% of the 

premium dollars going toward administration, mar-

keting, and profits. For large group plans, the MLR 

threshold is 85%. 

 What happens if “enhanced” information 

technology boosts the MLR while consumer costs rise 

and outcomes decline? Is it possible that technology 

budgets will eventually outspend the services we col-

lectively desire? 

 In February, the American Medical Association 

delivered a letter to former U.S. Department of 

Health and Human Services Secretary Kathleen Sebe-

lius asking for delay and flexibility in the meaningful 

use program. They cited a recent collabora-

tive study between their organization and the RAND 

Corporation that found that “many physicians are dis-

satisfied with their EHR systems and feel the technol-

ogy interferes with the quality of face-to-face time 

spent with patients.” AMA President Dr. Ardis Dee 

Hoven expressed alarm that “the meaningful use pro-

gram continues to move full steam ahead without 

regard to the challenges faced by physicians, hospi-

tals and vendors during the past few years." 

 Owners of big data and proprietary software 

have the upper hand.  In his book To Save Everything, 

(Continued on page 26) 
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(This article was originally published on The Lund Report: https://

www.thelundreport.org/content/racial-minorities-disproportionately-

represented-health-share) 

R esults of Health Share of Oregon's cultural com-

petence data collection are still preliminary – 

but overall, racial minorities show a higher prevalence 

of chronic health conditions than Caucasians, accord-

ing to Sandra Clark, project director for community 

health strategies. 

 Clark, who presented some of the data at 

Health Share's community advisory council meeting 

last month, said it should not be considered defini-

tive, partly because the organization has only been 

gathering data since early last year. Also, current data 

are drawn from intake during the application process 

administered by the Oregon Health Authority, not 

health records or patient surveys. 

 “There's a difference between having been 

diagnosed with diabetes and having that be a truth 

for someone,” Clark told The Lund Report. 

 Still, what the cultural competence workgroup 

has found so far has the potential to guide the deliv-

ery of healthcare. 

 Caucasians make up 49 percent of Health 

Share's member base, with Hispanics comprising 25 

percent; blacks, 10.5 percent; Asians or Pacific Is-

landers, 8 percent; Native Americans or Alaskan Na-

tives, 1 percent. The remaining 7 percent of the racial 

identities of Health Share members is unknown. (By 

comparison, according to U.S. Census data, in 2010 

76.1 percent of people in the Portland metropolitan 

area identified as white, and with the exception of 

Native Americans, all racial minorities are dispropor-

tionately represented in the coordinated care organi-

zation.) 

 Of the chronic health conditions Health Share 

is tracking – obesity, asthma and diabetes – racial mi-

norities reported higher rates than the general popu-

(Continued on page 27) 

Click Here, author Evgeny Morozov cautions us to be 

wary of large-scale and sophisticated interventions in 

politics, culture, and everyday life through “smart” 

technologies and big data. He coins 

this “technological solutionism." We should ask 

whether EMR implementation “spurred by… the pro-

spect of cost and outcomes accountability” is just a 

prophecy from Larry Ellison and other oracles who 

benefit from data inequality. 

 Cover Oregon is much more than a costly mis-

adventure. It's virtual remains are scattered with oth-

er dead canaries in the healthcare data 

mine.  Universal, affordable and quality health care 

will never be achievable if we don’t critically question 

the cost of big data in health care. 

Dr. Kris Alman can be reached 

at kris.alman@gmail.com. 

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

www.thelundreport.org/content/cover-oregon-debacle-calls-question-cost-big-

data) 

(Continued from page 25) 
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lation. African Americans and Native Americans were 

disproportionately likely to have a diagnosis of asth-

ma, Asians and Pacific Islanders were more likely to 

be diagnosed as diabetic, and Hispanics were more 

likely to be considered obese. 

 Clark said the cultural competence workgroup 

is also working to winnow the data down further, and 

improve communication. For instance, CCOs are cur-

rently working with the Oregon Health Authority to 

see if it is possible to designate the preferred lan-

guages of members on their identity cards. 

 In addition to improving patient care, knowing 

a patient's preferred language would give the CCO a 

better understanding of health disparities affecting 

specific populations. 

 “Race/ethnicity breakdowns are really general 

and they obscure a lot of disparities,” Clark said. For 

example, many groups of immigrants and refugees 

would be considered Caucasians, but refugees are 

more likely to have certain health problems – includ-

ing depression, anxiety and post-traumatic stress dis-

order – than peers born in the United States. 

 She also noted there are more than 100 differ-

ent groups of people who are rolled into the Asian 

and Pacific Islander category, but looking at preferred 

language can help guide outreach efforts. Since dia-

betes is more prevalent in this population, knowing 

which groups of Asian Americans and Pacific Islanders 

are particularly likely to have the disease would help 

guide the development of materials for prevention or 

management of diabetes. 

 “What that does is it has a ripple effect that 

helps improve knowledge of their member base,” 

Clark said. 

 The state is releasing data to CCOs as the re-

sult of an administrative rule that requires each coor-

dinated care organization to create a community 

health needs assessment and community health im-

provement plan tailored to the needs of its members. 

Christen McCurdy can be reached at chris-

ten@thelundreport.org.  

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

www.thelundreport.org/content/racial-minorities-disproportionately-

represented-health-share) 

(Credit: https://www.thinkculturalhealth.hhs.gov/)  
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