The Rinehart Clinic Story

How to Provide Access to Ambulatory Healthcare for all Rural Community Members

The Rinehart Clinic (TRC) is a private, (as opposed to public), nonprofit organization, and a 501 (c) 3 corporation.  Because it is a private organization, board members are selected by current board members, rather than elected from the community at large. This assures board members are there because they want to support the mission of the organization, not because they are opposed to it.

TRC is located in Wheeler, OR, in north Tillamook County. Due west of Portland, as the crow flies. Though Wheeler, like most coastal towns is small, only 450 souls, the drawing area stretches to the city of Tillamook in Central County, and the clinic maintains over 2,000 active records.

Harvey Earl Rinehart, M.D., came to Wheeler with his bride Ella in 1913, after graduating from the University of Oregon Medical School. His son Robert E. Rinehart, M.D. and daughter-in-law Dorothy White Rinehart, M.D., my parents, followed him there in the early '40's. In 1950 there were five physicians practicing in Wheeler, in 1953 a new hospital was constructed, and Wheeler enjoyed some of the best rural medical care available in America. This was "Once upon a time."

In 1965 Medicare was enacted, clearing the way for medical care to our nation’s seniors. Then in the early '80's, in an attempt to put a brake on the escalating costs of hospitalizations, came the DRG's, or Diagnostic Related Groups. DRG's limited reimbursement to hospitals based on diagnosis. By 1989 the hospital in Wheeler was broke and closed, as most of the patients there suffered from Arthritis, a diagnosis not often meeting the DRG requirements for reimbursement. After attempting to maintain local medical care for years, the last of the physicians left in 1990. In 2003 the local Health District finally paid off the residual hospital debts. 

Tillamook County General Hospital (TCGH) graciously stepped in and hired locum tenens physicians, who would rotate in and out of the community every three months. In the summer of 1992 they were seeing seven patients a day. Most locals avoided medical care, waiting for some permanent staff.

Meanwhile in the winter of 1990 I was in my 13th year of private medical practice in Prineville, Or., and also in the U.S. Army Reserves, when Desert Storm I erupted. I was called up on December 6, 1990, and returned May 1, 1991. It was time for a change. I did emergency medicine in Tacoma, Astoria and Seaside for a year while my wife finished her nurses training. Then in July of '93 I took on the job at the Wheeler Clinic, an employee of TCGH. By September visits were up to 21 a day. After a year we were eager to continue, however working for a hospital wasn't working for the hospital or for us, and it became clear another arrangement was necessary. 

At age 47 I was not keen on borrowing the cash it would take to start another clinic. Also I knew there would be a lot of people in the area who could not afford health care, and some of them were friends and acquaintances I had grown up with, their parents and their children. An ethical dilemma arose. I was not anonymous in my community. I could not drive away from my clinic in the city at the end of the day to my home in the suburbs. Nor could an ambulatory care rural health clinic survive financially if it provided free and reduced cost care to all community members in need. Furthermore I couldn't imagine turning away those patients whom through their work and taxes supported the institutions of higher learning I had access to and benefited from because of my family and advantages it afforded. 

Fortunately in Wheeler there resided a retired college president, Richard Stine, Ph.D. He had spent 40 years in non-profit institutions. While pondering this dilemma I was introduced to Dick Stine, for whom the solution was obvious and simple. "You form a nonprofit," he told me. "But first you get a community advisory group together, from whom the board of directors will eventually be selected," he added. "After all, Healthcare Delivery is a community responsibility."

By the fall of '93 we had a community advisory group of nearly 20 individuals, and by winter we had pledges from 6 community members to support borrowing $100,000 to start an independent practice. I resigned from Tillamook Hospital's employ 31 December 1993, and opened my practice in the same building and offices January 2, 1994. The transition was seamless. The bank loan was to me, (with pledges far exceeding the principal), not the nonprofit, as the nonprofit entity had yet to be formed.

The IRS grants 501 ( c ) 3 status, and without it donors cannot deduct donations off their income tax, nor is the entity eligible for most if any grants. It took the IRS two years to finally grant the nonprofit status, however by January of 1996 we were a full-fledged nonprofit entity, and have been since. 

Some would say I “Made a Deal with the Devil," giving up my independent "Private Practitioner" status to work for a group of rotating (board terms are three years) bosses, a committee, so to speak.  I'll admit there were times when I thought I was working for the Devil Himself, however the tremendous advantages offered to the practice and the community, as well as the invaluable friendships I have made with several outstanding board members have more than offset a few temporal aggravations.

But you be the judge. Could you, or your medical clinic, provide the advantages and services outlined below utilizing the for-profit mode?

Evidence

· 25% of patients are seen for free or reduced cost. 

· 9,000 visits a year are being provided to residents and tourists.

· We care for 35-40 nursing home residents just across the parking lot.

· TRC serves as a training site for students of the OHSU and Pacific University medical, physician assistant and nurse practitioner training programs. 

· TRC is a SEARCH site. 

· In 2003 we wrote off over $60,000 up front, and another $50,000 in debt we deemed uncollectable thus not turned to collections. This year it will be more.

· TRC "Sliding Fee Scale" is based on a Living Wage, not the Federal Poverty Level (FPL). We begin discounts at incomes nearly three times the FPL. 

· No one is turned away for lack of funds to pay for care.

· No one on staff is earning less than a Living Wage. ($11.25/ hour).

· Benefits for all staff include Health and Dental care, a 401-K Retirement Plan (in which up to 3% of salary is matched by TRC), Disability Insurance and Life Insurance.

· Uninterrupted, affordable ambulatory health care has been available in north Tillamook County for 9 years. 

· The physician has been on staff since inception.

· The PA-C has been on staff since his graduation in 1997.

· TRC employs a ½ time Woman's Health Care Practitioner. 

· The Patient Assistance Program (PAP) brings in over $40,000 worth of prescription drugs to our patients every month.

· In 2003 we raised over $165,000 to support local healthcare delivery. In 2004 the figure exceeded $170,000.  How many extra visits would you have to see to clear $170,000?   (The Answer, 5,000.)

Trials and Tribulations:

Winter of 1996, just after inception, the Board President hears a rumor about a conversation I had with a Health District employee. She doesn't like what she heard, so decides along with the Executive Director, (whom I previously hired), to put a blasphemous and slanderous letter of reprimand in my personnel file. It didn't get there, but it wasn't a pretty conversation. Be sure to have a Grievance Procedure.

May, 1996: A local Ballot Initiative to fund the clinic failed. Staff was cut in half. The community was quite upset. Pay as you go. Plan carefully. It's a business. Get your ducks lined up before asking for tax support. 

Through the late '90's and into 2000 we struggled financially, just like I did when in private practice in Prineville. Sometimes I went without a paycheck for a few weeks, or coughed up some money to cover the payroll, but we always made it. Our Board matured, and reason generally prevails. 

The Board of Directors: 

Are your allies in accomplishing your mission.  Good Board members reside in every community. To test the waters, put together a "Community Advisory Board." 

Not once has my Board attempted to interfere with the clinical practice of medicine. This is not written anywhere; it just seems to be understood, as part of our culture. 

Get a Board Member Agreement in writing.  Have it available for prospective Board Members. Have them sign it. It needs to spell out their duties and the nonprofit's expectations such as personal donations, attendance, and absences.  Being a Board Member is not for everyone.  Look for people with prior experience in the nonprofit sector. 

Recruit the best people you can find for Board members.  Choose people you like, as if they will be your partners, because they will.  People who believe it is the responsibility of the entire community to care for those less fortunate, and particularly who believe that health care is an essential community service, like police and fire protection.  Choose generous people.
Choose your best patients.  Don't be unduly influenced by attorneys who will tell you this is a conflict of interest.  It's a wedding of interests.  Besides, in rural America, all your Board Members will be your patients. It's a fact of life.

The relationship between the Board and the Medical Director is particularly important.  I recommend the Medical Director be on par with the Board, a voting member. The Board and Medical Director need to function as partners, as comrades in a collegial fashion, as collaborators with the common goal of accomplishing the mission.  TRC is organized with the Board in a supervisory role, with a line diagram indicating the Medical Director is beneath the Board.  I think this was a mistake, and has lead to most of the misunderstandings by Board Members of their role and responsibilities.  Not all my Board Members agree with me on this one.  This sticking point however remains the largest barrier to exporting this model to other rural practitioners.
There will always be more Board Members than Medical Directors, thus the Board will always prevail if there is a serious disagreement. That's how CEO's get fired – they only have one vote. On the other hand, Board Member terms are only for three years.  It’s a dance.  You’ve got to go to dance class. (Leadership Conferences.)
Why a Nonprofit?

The main reason and purpose for a non-profit is to raise funds to provide an essential good or service not otherwise available, and not provided by the government. Early on the Federal Government realized it would become very unpopular if it provided all the services people need, because it would have to tax more to do so. Thus the non-profit laws were enacted which encourage the private sector to provide services as they see fit, and for which we are rewarded by a tax deduction.

Some Do's and Don'ts

Do

· Do Board Training.  Require it. Serving on a Nonprofit Board is like nothing most of us have ever done before. We tend to approach it as if it were a position in a for-profit entity, or a club. After all, there is a President, VP, Sec-Treasurer, etc. There are monthly meetings, where unfortunately all the details of the business are hashed over ad nauseum. It’s not supposed to be like that. Good Board training will make everyone’s job much easier.

The Board is meant to function like an executive or governing body. Their job is to decide policy; the staff’s job is to carry our procedures. The staff is to do the legwork, to make and justify recommendations to the board. The Board is meant to be an Advisory body, and to make sure the organization has enough money to accomplish the mission, not to curtail the mission if there isn’t enough money. In my experience this is the most difficult concept for Board members to deal with. So get this concept in writing, make it a part of the Board Member Agreement.

· Get physician buy-in and support. Without physician leadership the nonprofit rural health clinic will not work. Practicing medicine is a demanding profession. The nonprofit must make it better and easier, not add another layer of complexity for the physician and professional staff. The Board must help the physician meet her or his existential needs to deliver health care to all community members. Not all physicians have such needs.

· Set up a Fund Raising Office in the clinic. Recruit a great volunteer to run it, like your sister. (Patricia Rinehart, ORHA Volunteer of the Year, 2002.) Budget for fundraising. It will pay off.

· For the Professional Staff — get training yourself in leadership, human relations, and organizational skills.  Attend the Foundation for Medical Excellence Leadership Courses, or those sponsored by the AAFP, etc. Being a Medical Director in a non-profit organization is not like being a physician in private practice who has hired (and can fire) his or her office staff. You are now an employee. This is not a job for someone who has difficulty dealing with uncertainty, or the faint of heart. I’ve had to stand toe-to-toe with my board on more than one occasion. Remember, you cannot serve the entire community without your Board and the Non-profit entity. Without this mechanism most of us could not afford to care for anyone who needed our services. Without my Board, and the community resources both public and private it accesses, I could not fulfill the Oath of the Physician.

Don’t

· Don't give Board members an office in the clinic. This confuses their role.

· Don't expect people to do what you expect them to do. Learn to take what's handed to you. And as Leila Salmon says, if you're handed lemons, get some sugar and make lemonade!

· Don't allow yourself to be motivated by guilt. If you can't take on one more task, smile and firmly say "No". If asked again, grin and say "Hell No!"

· Don't recruit a Board Member because they hold any particular position or job in the community. Don't overload your Board with people from a business background. It’s common knowledge in the nonprofit community that it is particularly difficult for "Businessmen" to function in the nonprofit setting. There are exceptions, and some of our Board Members with business backgrounds have made immeasurable contributions to the organization. It's just hard for some of them to "support" rather than "manage."  The key is really to develop a "Balanced” Board.  For example try to include an attorney, an accountant, a clergy member, a business-person, an educator, and especially some "folks" who really support the mission. Many retired persons make excellent Board members, and usually have a little more time than those of us punching a time clock. Especially look for people with prior nonprofit experience.

· If you're a physician, don't plan on having any extra time allotted or carved out of your day to fulfill Medical Director duties. If you're a Board member, don't expect your Medical Director to do little more than see patients and carryon the professional work of the organization. Rural health clinics fail when the physician produces less than 5,000 visits a year. You need a great Office Manager, and a great Board of Directors, so you can continue to see patients. I keep a log on my computer of items of interest then email it to Board members once a month just before the monthly meeting. Beyond that I do little that is time consuming with any regularity.

How to Raise Money to fund the Non-profit — It's all about Attitude:

Think of it this way: You're really not trying to fund the nonprofit. You're raising money to provide necessary health care for those who would not otherwise receive it. You're not asking others to give to support your salary or your business.  Any physician or other health care employee could and does earn an excellent income sans nonprofit. The medical community doesn't need a nonprofit for their welfare or income. 

The community at large needs the nonprofit to care for its members. The nonprofit, its employees, Board, and Volunteers are the conduit through which Donors and Grantors realize their existential needs to do good deeds in their community. Once I got that concept through my head I stopped being shy and apologetic about asking for money. You're really not asking people to just give you money. You're helping them feel better about themselves and their community. People want to become a part of a successful organization. And once you collect a few thousand bucks it’s less of a problem.

Who are those donors? Most are grateful patients, and their families. So take very good care of your patients. Meet their needs. Treat all of them with respect. Instill the culture of medicine in your staff and Board. How do you know when you've done that?  You'll hear your Staff and Board referring to patients as "my patient," or "our patients."

I ask for money a fair amount of the time. Twice a year I write a letter to all registered patients asking for donations. We keep a separate list of physician consultants we've referred patients to. Annually I ask them to help support health care delivery in north Tillamook County. They are very generous, and they should be.

When I'm on call on the weekend and give telephone advice to someone from out of town, at the end of the conversation I say, "There's no charge for this service, however The Rinehart Clinic is a Non-Profit Organization providing care to those community members who cannot afford it. A donation would be appreciated." They usually send us $50 to $100, and continue to contribute over the years.

And you've got to give. As the Physician in the organization, the one with the largest salary, you need to give generously if you expect others to do so. TRC is my favorite charity. I give far more to TRC than I do to any other organization. And I enjoy it. I don't mind at all asking a wealthy community member for $10,000, because I've given more.

Don't do cakewalks and spaghetti feeds. They're a drain on your volunteers, and offer very little return for a lot of time and effort. If we can't make $5,000 for a 2-day event, we just can't devote the precious volunteer time required to pull it off. What we, and every non-profit needs to survive and prosper, are large gifts of cash, and estates. So far we've received the proceeds of one estate, and another is currently in escrow. No, we don't turn away those thousands of dollars that trickle in at $10-$15 a month. No gift is too small, or too large, for that matter.

Grants 

They're a can of worms. We've gotten a few. One for Safety-Net Clinics from the State of Oregon kept us solvent in 1997-98. The Spirit Mountain Community gave us a grant to do a Prescription Drug Assistance program last year. The grant was for $16,500. With that we bring in over $40,000 worth of free prescription drugs into the area every month. That's a good return on their investment. (It still costs about $20.00 for us to process a single prescription.) However in 2004 they decided not to fund the grant. They eventually reconsidered, but we had an unfunded program up and running. 
Some grants require so much paperwork in reporting that a small organization just can't comply. Many want you to do something you're not doing, and don't have time to do. Rural Health Clinics are organizations where the rubber meets the road. There's no fat, and everyone is 120% busy. Don't bite off another project unless it directly and positively impacts your mission. Look for ways to support what you're already doing, but not getting paid for.

Patients

Tillamook County is Oregon's fifth poorest county, based on median family income. Nearly 40% of families living in poverty are headed by single working women. Most of these are working in the seasonal service sector, with no benefits.  But I don't see our patients on the discount program demographically, I see them one by one, frequently depressed and overwhelmed by their financial circumstances.  For the most part these are hardworking people, of good heart, many elderly, trying to make ends meet, or get through another day.

In contrast 75% of our patients are insured and pay the going rate for services. It's this mix that contributes to the success of TRC. We are not a "FREE" clinic.  We are an amalgam.

Volunteers 

Essential. And so helpful. Most of our filing is done by volunteers. Virtually all our fundraising is. Private clinics don't have volunteers. Why should anyone volunteer for a for-profit entity?  Especially if that entity is a group of wealthy doctors?  Who may have draconian collection policies? Volunteers save us one office person's salary a year.

Donors

Are virtually all grateful patients, or their family members. Some give $10 a year, some $50,000. They love being a part of the healthcare delivery system. I refer to them as my colleagues, and they are. They help me practice and deliver better medicine. They restoreth my soul.

Committees 

A good way to look at prospective Board members, and get some necessary work done, such as grant writing, or organizing fundraisers. If people function well on a committee, they usually make good Board members. Board members need not staff committees, but practically speaking there's usually at least one board member on every committee.

Alternatives

· Rely on the current "System." In which impoverished patients (deadbeats) (Mainly working Mothers, heads of households in our area) are passed from provider to provider to Emergency Room and back, with large uncollectable medical bills and bill collectors hounding them until they declare bankruptcy, which further deteriorates their mental and physical health. There's got to be a better way.

· Hold out for Universal Medical Insurance.

· Develop a "Post-pay" system. It can't be a "Pre-pay", because that's considered "Insurance," It's estimated that ambulatory care costs $130.00-$140.00 per person per year. One U.S. practice has started billing their patients $22.00 per patient per month, plus $10.00 Co-pay per visit. For this they provide all ambulatory care, including immunizations and routine preventive care.  As you can see, "Premiums" are a lot less than commercial health insurance premiums, however it doesn't cover Emergency, Hospital care nor Surgery. Many of our patients couldn't afford even this low cost, however it's not a bad idea, and may be beneficial for the group earning between 2-3 times the FPL.

· Form a Foundation to pay for health care for those in need. Limit its scope to local ambulatory healthcare. Restrict it so Emergency Room services are not covered, nor are hospital bills, etc. The hospitals and emergency rooms are doing quite well without charity.  Local physicians could not be on the board due to the obvious conflict of interest.  Contract with local physicians for reduced rates for those patients who qualify for discounts. There are some merits with this idea. It's better than nothing, but it's a big undertaking and liable to lose momentum if its not part of and essential to the survival of the local medical community, as our 501 ( c ) 3 is to us at TRC.

The Rinehart Clinic Foundation:

According to the Pew Charitable Trust, if we as a nation spent 14% more than we currently do, we could provide health care to all 43 million uninsured. That's about what we raise every year at TRC, 14%-15% of our operating costs. Fundraising that much money, $150,00-$170,000 is a big job, and the money might not always be available. Also some donors prefer to give in perpetuity, so that the principle of their gift will work long after they have departed this earth. Therefore we have established a Foundation to manage these gifts, and established a goal of accumulating 2 Million Dollars thus assuring $100,000 a year at a conservative 5% rate of return. We've got a long ways to go, however the Foundation just sold a donated property for $240,000, which isn't a bad start.  Funds are restricted to support the work of The Rinehart Clinic, itself a nonprofit organization. 

It is with great satisfaction that I say, “The end of this story is several hundred years off.” 

Resources:

Oregon Department of Justice

1515 SW 5th Ave, Suite 410

Portland, OR 97201

(503) 229-5725

www.doj.state.or.us 

Technical Assistance for Community Services (TACS)

1001 SE Water St., Suite 409

Portland, OR 97214

Helpline: (503) 233-9240

www.tacs.org 

Pacific Non-Profit Network

Southern Oregon University

1600 N. Riverside #1094

Medford, OR 97501-5939

(541) 779-6044

www.sou.edu/pnn 

Institute for Nonprofit Management.

Portland State University

PA/INPM

Po Box 751

Portland, OR 97207-0751

(503) 725-8221 

www.inpm.pdx.edu 

National Center for Nonprofit Boards

1828 L Street NW, Suite 900

Washington, D.C. 20036-5104

(202) 452-6262

www.boardsource.org 
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