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Introduction

Oregon's population is growing and becoming more diverse. OHSU Health must remain responsive to
the communities it serves by launching efforts to establish health equity for all Oregonians which
address historical and ongoing health inequities.

The Oregon population grew from 3.8 to 4.2 million people between 2010 and 2020.* Over this period,
the counties where OHSU facilities are primarily located (Multnomah and Washington counties)
reported an increase in the racial and ethnic diversity of their populations.?® In 2020, 34.3% and 35.3%
of Oregonians identified as nonwhite in Multnomah and Washington counties respectively, according to
U.S. Census data, up from 27.9% and 24%, respectively, in 2010.2% Local communities identifying as
Asian, mixed race-non-Hispanic, and Hispanic or Latino saw the largest growth during that time.>®
According to USAFACTS, Oregon’s white population dropped 4.5% from 2010 to 2021; comprising
78.5% of the population in 2010 to 74% in 2021.# Oregon’s population is also getting older; residents
aged 65 years and older increased by almost 47% between 2010 to 2021, from 537,000 to over
788,000.°

In Multnomah and Washington counties, Black, Indigenous, Hispanic, Asian, and other families of color
were more likely to be living below the federal poverty level in 2020.%7 For instance, 29.6% of Black
families in Multnomah County were living below the poverty line in 2020, compared with 6.1% of white
families, a 131% difference.® Services and resources that help people achieve optimal health and stay
healthy are limited for those living in poverty. These include access to nutritious food and beverages,
exercise equipment, resources to stop smoking, and living in a home (rented or owned) free from
environmental toxins.®

Inequities are rooted in imbalances in both power and access to resources, and stand in the way of
health, optimal care, and affordability. Intersectionality—the notion that our social identities (e.g., race,
ethnicity, gender identities, disabilities) reflect multiple interlocking systems of power at both the
sociopolitical and interpersonal levels—demonstrates the importance of examining and addressing health
inequities across multiple interdependent social identities. An intersectional approach reminds us that in
a state that is becoming increasingly diverse and older, it is important to consider how intersectional
identities (e.g., older Black women) may be disproportionately harmed.

To provide optimal care, access, and health for all communities in Oregon, OHSU Health must work to
address the root causes of both health disparities and health care disparities, particularly the racism that
influences them. Health disparities are preventable differences in iliness, violence, injury, disability, or
mortality experienced by one group relative to another. Health care disparities are experienced
differently among groups within the system of care, including insurance coverage, access to and use of
care, and quality of care.



This document outlines eight key reasons why OHSU Health must work in partnership with
communities who have experienced structural oppression (e.g., racism, classism, homophobia,
transphobia) to advance health justice, as well as to equitably distribute power and resources to achieve
optimal health for all Oregonians.

1. Structural racism causes trauma and inequity

Racism permeates every facet of our society. It is frequently associated with the actions of a single
perpetrator, such as in interpersonal interactions in health care settings. But racism also exists in the
institutions and structures of our health care system and drives inequities in health and well-being.
Institutional racism occurs at the organizational level, most commonly in the form of unconscious bias.’
For instance, Black patients are significantly less likely to be prescribed pain medication and they
generally receive lower doses of it.1° This may be due to a pervasive clinician bias that Black patients
experience less pain than white patients.!!

Structural racism refers to historical and/or ongoing laws, rules, or policies in a society that results in
unfair and harmful treatment of individuals based on race or ethnicity.'? For example, the National Labor
Relations Act of 1935, also known as the Wagner Act, allowed unions to negotiate for higher wages and
improved benefits including health insurance, but domestic and agricultural workers were excluded from
the law, and labor unions could discriminate against Black, Indigenous, Hispanic, Asian and other
minoritized groups.’®> More than 85 years later, due to the enduring impacts of these laws on the culture
and practices in our country, Black, Hispanic/Latino, and Native American community members are still
more likely to lack health insurance and regular access to quality primary care, compared to the white
population.'*

Oregon has a notable history of being unwelcoming to Black, Indigenous, Asian and other historically
underserved communities,” especially Black individuals.'® Black people were banned from living in
Oregon in 1844, and such laws were not repealed until 1927.%° Interracial marriage prohibitions and
equal access restrictions to public facilities and services in Oregon were in place through the 1950s.?
Historical racial references, such as “negroes,” and “mulattoes” were not removed from the state’s
constitution until 2002.%¢ Only very recently (in 2022) through Ballot Measure 112, did Oregon voters
finally amend the state constitution to remove language allowing slavery and involuntary servitude as
punishment for crime.

Like many U.S. cities, Portland and several other Oregon cities and towns have longstanding histories of
racist and discriminatory housing and land use practices. Racist practices such as exclusionary zoning,
racially restrictive covenants, or “redlining” played pivotal roles in shaping Oregon, and in creating and
exacerbating inequities along lines of race and class. Not until 2015 did the Affirmatively Furthering Fair
Housing Rule (AFFH), a provision of the Fair Housing Act, “set out a framework for local governments,
States, and public housing agencies to take meaningful actions to overcome historic patterns of
segregation, promote fair housing choice, and foster inclusive communities that are free from
discrimination.”?’” Jurisdictions receiving federal funding are obligated to not only implement fair housing
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policies but to also address past harms of segregation and racist policies that have been in place for
generations.

The multigenerational impacts of structural racism in Oregon persist in various ways. In 2011, more than
35% of women of color had no regular health care clinician, compared with 18% of white women.*® The
life expectancy for Black or American Indian/Alaska Native (Al/AN) Oregonians was 2 years shorter than
for white Oregonians.?

There were 307 white people imprisoned per 100,000 people in April 2020, according to Oregon state
prison data.'® For Black individuals, the rate is 3.7 times higher at 1,126 per 100,000 people.*® Black
Oregonians were 3.1 times more likely to have COVID-19-associated hospitalizations than their white
counterparts.’ In Portland, individuals of color are more likely to live in communities with poorer air
quality, which may lead to disproportionately impaired respiratory systems.?° Black Oregonians are also
nearly twice as likely to die once becoming unhoused compared to white individuals.?*

Such racial inequities cause emotional distress and trauma, and can have lasting repercussions, including
fear and mistrust of the health system and providers.?? There is a growing base of evidence
demonstrating the negative psychological and physical impacts of structural racism, and the cumulative
trauma it builds and transmits across generations.?*2¢ To aid in understanding the impact of structural
racism on health, Hankerson and colleagues developed a conceptual model, focused on mental health,
about the relationships among structural racism, cumulative trauma, and the transmission of depression
across generations (Figure 1).2’

Figure 1. Relationship of structural and interpersonal racism, cumulative trauma, and the
intergenerational transmission of depression?’
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2. Health inequities are driven by social and structural factors

As OHSU seeks to provide excellent care and improve the health of all Oregonians, there is a limitation
on what can be accomplished by merely waiting for people to get sick or access the health system. It is
more effective and efficient (in terms of both human and cost outcomes) to partner with communities in
preventing and addressing underlying causes. These causes combine with structural racism to manifest
as social risk factors (SRFs).


https://www2.deloitte.com/us/en/insights/industry/health-care/economic-cost-of-health-disparities.html

Historically underserved communities experience poorer outcomes because they are systematically
exposed to higher levels of SRFs. SRFs, also sometimes called social determinants of health, are
conditions in the environment (such as education, income, access to nutritious food, and safe housing)
which directly impact health and quality-of-life outcomes.?®?’ For instance, one of the reasons Black,
Indigenous, Hispanic, Asian, and other historically underserved communities were more likely to be
infected by COVID-19 was due to systemic influences causing these communities to experience higher
rates of SRFs, so they were less able to isolate during state-mandated lockdowns.2° Folks in these
communities are more likely to live in crowded conditions, live in multigenerational households, and hold
jobs that cannot be performed remotely.%° Figure 2 illustrates common SRFs that disproportionately
impact historically underserved communities.

Figure 2. Common SRFs disproportionately affecting underserved communities®!
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Figure source: Centers for Disease Control and Prevention.3!
Abbreviation: SRF (social risk factor).

Black and Hispanic community members in the U.S. are less likely than white people to own traditional
computers or have high-speed internet at home.®? This disparity in access to high-speed internet has had
a practical impact on care within Oregon. A 2021 journal article found that non-English speakers and
Black patients in Oregon relied more on telephone than video visits as more clinicians and hospitals
offered virtual medical visits for care.®® The researchers found comparative lack of access to two-way
video exacerbates disparities in the quality of care received.®® The researchers believe ambulatory
telehealth via video may offer a partial physical exam, nonverbal communication, and a stronger patient-
provider relationship, which phone-only visits do not provide.

Health care systems have increasingly been relying on partnerships with community organizations to
address SRFs.3* Examples of partnerships addressing SRFs include monetary investments in housing
assistance programs, partnerships with private rideshare programs to provide subsidized or free
transportation to health care appointments, and expanding access to healthy foods for patients via meal
delivery programs or additional funding to food pantries.®> Hospitals may seek out partnerships with
agencies and organizations allowing them to address community health issues outside of their traditional
expertise of providing health care services.>> Hospital administrators reported that social needs referrals
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to community partners were ideal, as it placed limited burden on care teams while also ensuring patients
have their SRFs met.2¢ However, the success of efforts to address SRFs depends, at least in part, on
addressing the inequitable distribution of social resources. Oregon is beginning to take some steps in
this direction. In 2022, the Centers for Medicare & Medicaid Services approved a new five-year Oregon
Health Plan Medicaid demonstration waiver.3” This waiver allows for the provision of services to address
“health-related social needs” for Medicaid beneficiaries, including nutrition and transitional housing
supports.’” These newly approved benefits are set to be phased in beginning in 2024 and 2025.5” The
waiver paves the way for innovations in connecting health systems, communities, and community
providers to meet health-related social needs.®” Connect Oregon is a network of health and social
service providers (including OHSU) that was formed to enable seamless referrals to address social needs
and improve health across communities.

3. Historically underserved communities are less likely to have health
insurance

Historically underserved communities are more likely to be without health insurance, or rely on public
insurance programs. Providing care for individuals without insurance, who rely on public insurance
programs, and who are underinsured, results in higher costs within health care systems.

Black and Hispanic adults have historically reported much higher uninsured rates than white adults, in
part because they are much less likely to receive coverage through their jobs.>® More than 57% of adults
and 67% of children enrolled in Medicaid identify as Al/AN, Asian American and Pacific Islander (AAPI),
Black, Hispanic, or multiracial.>* Over 20% of Medicare fee-for-service (FFS) enrollees identify as
individuals holding minoritized racial identities.*® The Kaiser Family Foundation has highlighted
disparities in insurance coverage by race and ethnicity (Figure 3).

Figure 3. Disparities in health insurance coverage by race and ethnicity

People of color face longstanding disparities in health
coverage.
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Due to their inability to receive regular outpatient care, people without health insurance are more likely
to be hospitalized for avoidable health problems and to experience declining health.** Uninsured
individuals receive fewer diagnostic and therapeutic services when hospitalized, and they also have a
higher mortality rate.*

In addition, patient care revenues and profits per patient at hospitals with a higher portion of patients of
color are less than the revenues and profits received by hospitals with a higher proportion of white
patients, in part due to lower insurance rates.?>2¢ A primary source of revenue for most hospitals in the
U.S. is Medicare payments, which are increasingly not covering the full cost of an individual’s
hospitalization.1®?” In 2018, the aggregate Medicare margin was -9.3% for inpatient hospitals, according
to the Medicare Payment Advisory Commission.'® As Medicare payments have not kept up with the cost
of services, the average inpatient hospital Medicare margin has been negative since 2008.1° According
to the American Hospital Associations, in 2019 hospitals were compensated only 87 cents for each
dollar they spent treating Medicare patients and 90 cents for every dollar they spent treating Medicaid
patients.!* The group estimates the total Medicare and Medicaid shortfall reached $75.8 billion right
before the COVID-19 pandemic hit the U.S. in the first quarter of 2020.%*

4. There is inequitable access to the right care at the right time

Structural racism, perpetuated by the health care system, has led to inequitable access and care, and has
created mistrust among those using the system.

According to a 2021 research article in JAMA, Black Americans spent 26% less per person on outpatient
care (where the majority of preventive health care occurs) but 12% more per person on emergency
department care (after health has deteriorated to urgent levels).#> Non-Hispanic white Americans
accounted for 15% more spending per person on outpatient care than average, which the researchers
attributed to better access to routine and preventive care.*? The researchers noted this finding
highlighted unequal access to preventative care across the U.S. health care system.*?

Black, Hispanic/Latina, and Al/AN individuals may avoid preventive screenings due to mistreatment in
health care settings.*® Black, Indigenous, Hispanic/Latina, Asian, and other historically underserved
women (especially Black women) experience longer wait times, decreased communication from
clinicians, and inconsistencies in treatment and recommendations, according to a report released by the
U.S. Commission on Civil Rights in September 2021.4% A separate study by researchers at the University
of California, San Francisco found that women of color are often made to feel judged or disrespected
during a prenatal visit, leading them to forgo additional visits.** In this way, the health care system may
contribute to the increased risk of worse birth outcomes for women of color.**

Black men have reported that their mistrust of clinicians and hospitals spikes when they do not have a
patient-centered clinician interaction.*> Hammond and other researchers define patient-centered
interactions as medical appointments with mutual, supportive, and responsive communication between
clinician and patient.*>-*® Despite this expectation, fewer Black patients than white patients report
having had these interactions with clinicians.*’ As a result, Black men report skipping preventative care,
which is one mechanism by which the health care system may contribute to poorer health outcomes.>®
Being treated unjustly by health systems exacerbates the problem. The Kaiser Family Foundation has
outlined the likelihood of Black and Hispanic adults trusting a variety of institutions and groups,
including health care, is lower than the likelihood of white adults trusting them (Figure 4).



Figure 4. Mistrust of health care system by race and ethnicity®?
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5. Historically underserved communities have higher rates of illness and

worse outcomes

Historically underserved communities experience higher rates of illness and death, and worse overall
health outcomes and quality of life. Although the impacts of health inequities disproportionately harm
structurally oppressed groups, the presence of inequity impacts us all, through higher health care costs
and reduced productivity for our state, our community, and at OHSU.

In a 2019 journal article, researchers noted that Hispanic and Asian patients who requested emergency
medical services in Oregon for traumatic injuries were less likely to have their pain assessed, and
patients of all minoritized racial and ethnic groups were less likely to be treated with pain medications
when compared with white patients.>?

The health outcomes for individuals holding identities as Black, Indigenous, Hispanic, Asian and other
historically underserved communities cultural identities are generally worse than those of the white
population.?° The COVID-19 pandemic further highlighted and exacerbated health inequities among
communities holding minoritized racial and cultural identities.?t COVID-19 rates in the US were higher
among Black, Hispanic, and American Indian community members.?! As a result of a higher prevalence of
chronic medical comorbidities (such as hypertension or diabetes), historically underserved communities
are more likely to be hospitalized once infected.?! These factors exacerbate the severity of COVID-19
infections in these populations.?! The Kaiser Family Foundation has outlined differing health outcomes
based on race and ethnicity, including infant mortality, pregnancy-related deaths, prevalence of chronic
conditions, and overall physical and mental health status (Figure 5).
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Figure 5. Health inequities across ethnicities>?
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A 2019 study found that a clinical algorithm used by many hospitals to direct patient care was racially
biased, and that Black patients had to be deemed much sicker than white patients to be recommended
for the same level of care.>* The clinical algorithm had been developed using past health care spending
as a proxy for need, reflecting a history in which Black patients had less to spend on their health care
compared to white patients, due to longstanding wealth and income disparities.>* While this algorithm’s
bias was eventually detected and corrected, it raises an important question about whether, and how,
other clinical algorithms could be discriminatory, particularly with the lack of validation and oversight of
such tools.

In addition to inequitable care experiences, Valtis and colleagues found a higher likelihood of hospital
security being called on Black patients and Black hospital visitors, compared with their white
counterparts.® A separate analysis by Sun and colleagues found that Black patients are almost three
times more likely than white patients to be described as "aggressive" and "noncompliant” in their
electronic health records.??

There are local implications to these various studies. A 2020 study in the American Journal of Preventive
Medicine found that low-income individuals on the Oregon Health Plan (Oregon’s Medicaid program)
were less likely to receive colorectal cancer screenings than those with commercial insurance, which
could lead to later diagnosis of the disease and ultimately higher medical costs.’® According to the
National Cancer Institute, the average cost of medical care and drugs in the year following a cancer
diagnosis can be in the tens of thousands to over $1 million, depending on treatment.>”
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6. Addressing health inequities is a cost-effective path toward excellence
In care

Health inequities and biases frequently result in unnecessary health care expenditures.>® Evidence
suggests that health care spending is higher among historically underserved communities and low-
income individuals because they experience delays in treatment, lack of access to proper preventive
care, and missed diagnoses.>® For instance, the prevalence of diabetes among Black adults is 60% higher
than in white adults; diabetes-related complications are also two to three times more likely to occur.’®
There is also a strong correlation between racial inequity and a late diagnosis and comorbidities.>®
Health care disparities result in an unnecessary $15 billion in diabetes spending nationally, according to
an analysis by actuaries at the consulting company Deloitte.*®

Addressing health inequities should be a foundational aspect of broader systems efforts to decrease
unnecessary health care costs. Deloitte estimates that health inequities result in an annual health care
spending of approximately $320 billion, signaling an unsustainable effect on the U.S. health care system,
particularly when population changes are accounted for.”® In 2040, this figure could reach $1 trillion or
more in the U.S. if left unaddressed (Figure 6).°®

Figure 6. Financial impact of addressing health inequities®®
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/. Empowering communities most impacted by health inequity to co-
create health care solutions will improve outcomes and ensure
sustainability

Social risk factors (e.g., food insecurity, housing instability, low-income status) contribute significantly to
health outcomes. It is increasingly understood that exposure to SRFs is a function of power and
opportunity; increased access to resources mitigates exposure to SRFs, whereas decreased resources
increases one's exposure to SRFs. Therefore, public health and health equity experts have increasingly
called lack of power a determinant of health inequity and recommended building power as an
intervention against it.>%°
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For this reason, health care systems are increasingly turning toward community partnership strategies to
establish and maintain trust, codesign health care programs, and to redistribute and build power with
systemically harmed communities. Effective community partnerships—ones where power and resources
are shared—lead to more effective programs, enhanced communication between health systems and
communities, and sustained collaborations.®? Just as importantly, evidence shows that the process of
building power with systemically harmed communities serves not only to help health care systems in
delivering more effective programs, but it also demonstrates that increasing community power also
leads to better prevention of disease,®? decreased disease severity,°®> more equitable delivery of care,®*
and enhanced neighborhood conditions for systemically harmed groups.®>%¢ Building power with
communities must be within the purview of any health care system looking to engage meaningfully in
health equity work.

It is critical to note, however, that community partnerships as a lone tactic is insufficient to advance
health equity. To realize the fullest potential of community partnerships as a means to advance health
justice, health care systems must move on from involving community partners in transactional ways that
demonstrate little-to-no power sharing, to fostering trust, transparency, and accountability through
sharing power and decision making. Environmental scans of community partnership work show that the
vast majority of these initiatives tend to confine community members as simply being present in
decision-making spaces without formal authority, or to providing feedback on proposals and designs
that may or may not be implemented by the health care system.®”

Transformational efforts move beyond these transactional relationships by sharing and building power
with communities. At the bedrock of power sharing with communities is the foundational belief that
“those most affected by health inequity should take the lead in crafting and prioritizing the solutions.”>”
Through its funding of community engagement initiatives to advance health equity, the Robert Wood
Johnson Foundation has identified effective power-sharing strategies, including compensating
community partners for their lived expertise; co-creating shared norms, community agreements, and
decision-making structures that narrow power differentials; and proactively developing the leadership
capacity of community partners.®® The Robert Wood Johnson Foundation has outlined the correlation
between the level of impact leading to transformation, and shared power (Figure 7). This approach to
community partnerships represents a significant departure from the processes and practices typically
seen within health care workflows and collaborations, and requires deep self-reflection and reliance on
unique expertise to execute effectively while minimizing—if not eliminating—harm to community
partners.
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Figure 7: Meaningful community engagement®®
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8. Health equity and justice is everyone’s responsibility

The concept of equal opportunity is embedded in the founding doctrines of our country. At the same
time, bias-based inequities have also been engrained in the policies, practices, laws, and norms of our
nation, state, and health care institutions, putting equal opportunity out of reach for many individuals
and communities, especially those with identities from Black, Indigenous, Hispanic, Asian and other
historically underserved communities.

The advancement of optimal health for all requires equity and health justice to be systematically
centered. Equity must be woven into the fabric of new policies, processes and operations from the
beginning rather than in a post hoc review. It will require us to anticipate the impact and mitigate
inequities in real-time while simultaneously identifying and rectifying historical injustices. It will require
us to create innovative opportunities for people and communities who historically have been (and
continue to be) underserved and adversely affected by inequality, to thrive. We all benefit from equal
opportunity, and it is the responsibility of each of us to create it. Individually and collectively, we have
the responsibility to ensure OHSU Health exemplifies:

e Equity: Consistently and systematically giving fair, just, and impartial treatment to all individuals
according to their circumstances, with special attention paid to individuals belonging to
underserved communities that have been denied such treatment, or individuals who have been
adversely impacted by inequality.®’

e Justice: Using policies, processes, and individual and collective action to address and eliminate
disparities, and to establish long-term, equitable, and sustainable practices going forward.”®

As part of a self-study gap assessment performed in conjunction with the Washington State Health
equity collaborative, OHSU generated a maturity model to measure its progress towards becoming an
anti-racist institution. The domains included governance, social needs and community outreach, data
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collection, data analysis, goals, staff skills and attitudes, culturally-humble care delivery, and a diverse
workforce. This document provided an early framework to view campus wide activities.

In December of 2021, the findings of the Covington report provided a clear mandate for needed change
at OHSU. OHSU leaders were resolute in stating that there is work to do to “overcome the past and
change the future” so that OHSU can be a place “where everyone can thrive.” Dr. Jacobs and the board
have acted swiftly to make sure the report led to lasting change. By launching a range of efforts to build
an antiracist institution that lifts the entire community, OHSU seeks to build a culture where all feel
welcome and safe.

Establishing a “health equity unit” within OHSU Health is a transformational demonstration of the new
identity OHSU seeks to manifest. OHSU leadership has committed to new standards and expectations
for what culture, climate, diversity, equity, belonging, inclusion, and antiracism look like at the
institution. OHSU has the opportunity to be an exemplar among academic institutions nationwide.
Achieving culture change, as well as centering new standards and expectations, will require the efforts
of each of us, and the benefits will be shared by all of us.

Conclusion

There is a great and pressing need for OHSU to center health equity within its policies and practices.
Historically underserved communities have long faced disparities in health and health care, driven in
large part by interpersonal, institutional, and structural racism. These disparities have been amplified
during the COVID-19 pandemic. Social and economic inequalities are rooted in issues such as mistrust
of medical professionals, lack of preventative care and screenings, types of insurance coverage, and
social risk factors. In addition, the intersectionality among age, race, ethnicity, ability, sexual orientation,
religion, documentation status, and other factors magnifies the injustice experienced by many and
warrants focused attention. The central pillar of this work will be data. Our ability to make progress in
establishing health equity and justice is contingent on gathering necessary data, enabling us to
understand and measure our impact. Data that can be broken down and analyzed by key indicators of
historical disparity and inequity (e.g., race, ethnicity, gender, disability, age) is essential. Disaggregated
data offers more detailed statistical indicators of population health, as well as insight into who can and
cannot access care, and whether historically underserved or underrepresented communities benefit
from the care they receive. Equitable policies and care delivery also require data collection and analysis
to understand the ways in which individuals who may belong to several underserved or
underrepresented communities can experience compounded discrimination or disadvantage.

There is growing recognition of the important role of data as a tool in addressing historical disparities
and rectifying structural racism. Data has the power to reveal, inform and hold accountable. Pursuant to
Executive Order 13985 issued by President Biden in January 2021, an Equitable Data Working Group
was established to make recommendations to improve efforts to “measure equity and capture the
diversity of the American people.” Leading from their suggestions, in April 2022, the Working Group
recommended a vision for data:

“Equitable data are those that allow for rigorous assessment of the extent to which government
programs and policies yield consistently fair, just, and impartial treatment of all individuals.
Equitable data illuminate opportunities for targeted actions that will result in demonstrably improved
outcomes for underserved communities.””?
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Equitable, disaggregated data will ensure that OHSU Health advances equity and justice, and support
the antiracism efforts of OHSU at large.

Consistent with the culture change called for by leaders following the Covington Report, OHSU Health
has the opportunity to take a leadership role in establishing health equity and justice for all in Oregon.
OHSU Health should advance equity goals through a variety of tactics focused on delivering effective
and equitable care, providing inclusive experience for all cared for by OHSU Health, and building
collaborative efforts with community partners, actively including those with lived experience of
oppression.
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