
Report to NOSORH:[Type text] 
 

 
 

Report to NOSORH: 
 

Evaluation Project Promising Practices 
As accepted by the NOSORH Board of Directors May 2008 

 
 
 

ROCKY COAST CONSULTING 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Funding for this report was possible in part by Cooperative Agreement #U14RH06357-01-01 from the Department of Health and Human 
Services, Health Resources and Services Administration.  The views expressed in written conference materials or publications and by speakers 
and moderators do not necessarily reflect the official policies of the Department of Health and Human Services; nor does mention of trade names, 
commercial practices, or organizations imply endorsement by the US Government.  



 
  

 Table of Contents 
 
 

Introduction ................................................................................................................................... 1 
Methodology: .............................................................................................................................. 1 
Scope of the Study ...................................................................................................................... 2 
Guiding Hypotheses .................................................................................................................... 3 
A Guide to the Report ................................................................................................................. 3 

Summary of Findings ................................................................................................................... 4 
General Findings ........................................................................................................................ 4 
Assets and Strengths—Concerns and Challenges ...................................................................... 5 
Primary Characteristics of Successful Offices, Supportive Abilities, and Promising Practices 6 
Useful Partnerships .................................................................................................................... 7 
Performance Measures ............................................................................................................... 7 

Identifying Performance Criteria and Measures ................................................................. 7 
The Utility of Measurement ................................................................................................ 8 
Cautions in Measuring Performance ................................................................................... 9 
What Do Offices Measure or Not Measure? ....................................................................... 9 
Other Identified Models for Evaluation ............................................................................ 11 

Recommendations ....................................................................................................................... 12 
 

Appendicies 
 

Some Variables That Define the Diversity of State Offices of Rural Health ........................... A  
Strengths and Assets ..................................................................................................................... B  
Concerns and Threats .................................................................................................................. C  
Primary Characteristics of Successful Offices, Supportive Abilities, and Practices .............. D  
Useful Partnerships ....................................................................................................................... E  
Some Possible Uses for Evidence-based Examples of State Office of Rural Health 
Performance  ................................................................................................................................. F  
Common Examples of Progress, Process, and Performance Measures ................................   G  
Examples of Other Office or State Government Defined Functions......................................  H  
A Model for Economically Quantifying Returns-On-Investment from SORH Programs ..... I   
Process and Template for Continuing Demonstration of Excellence and Innovation ..........  J  

 



 

NOSORH Evaluation Project Report                                                      April 2008           1 

NOSORH Evaluation Project 
Promising Practices 

 
Introduction 
During the latter half of 2007 and extending into the beginning of 2008, the National 
Organization of State Offices of Rural Health (NOSORH) conducted a study to provide the basis 
for future NOSORH initiatives aimed at helping State Offices of Rural Health (SORH) to 
evaluate and enhance their performance.  The project had two primary objectives:  
 
1) Development and implementation of a process to capture SORHs experiences in five key 

areas initially defined as: 
a. Strengths/Assets 
b. Concerns/Threats 
c. Opportunities 
d. Promising Practices 
e. Useful Partnerships 
 

2) Identification of meaningful qualitative and quantitative data related to key areas and 
development of a methodology for collecting, compiling, and analyzing the data in order for 
the results to be used to: 

a. Provide findings and examples that an Office could use to address its individual needs 
b. Identify an initial list of “best practices” (later redefined as promising practices) that 

might be relevant to multiple Offices 
c. Identify any applicable measures of positive SORH performance 
d. Provide input that can help NOSORH craft services to its members that will further 

assist with performance tracking and evaluation 
 

Methodology: 
The methodology implemented for this project included: 
 
a. Use of facilitating consulting support1

 
   

b. Collection and review of SORH performance reports from SORH grant applications, 
identification of commonly reported measures and determination of reporting gaps in the 
current performance measures and development of recommendations on reportable 
performance measures 
During this study, SORH Directors were asked to provide examples of their progress and 
progress measures as included in their SORH Grant applications and to indicate quantitative 
measures that they use.  (Some also submitted similar sections of their FLEX Applications.)  
Approximately half of the SORH provided information, and all submissions were reviewed. 

 
c. Identification and consultant review of existing reports, studies, resources and other 

information currently available regarding the impact of SORHs 

                                                 
1 Jonathan Sprague of Rocky Coast Consulting facilitated the project.  He can be reached at 157 Park Street, Bangor, 
Maine 04402-1131, phone: 207-990-0880, or at  JonathanSprague@RockyCoastConsulting.com 

mailto:JonathanSprague@RockyCoastConsulting.com�


Strategic and/or Business Plans for approximately a dozen Offices were also reviewed.  No 
specific studies of SORH performance or studies addressing SORH strengths, challenges, 
and opportunities were identified with the exceptions of the following:  “Economic 
Quantification Strategies for Considering Return on Investment” (for SORH programs)2, 
“Strengthening State Offices of Rural Health, Design and Development of Planning 
Models”3

d. Interviews and discussions with SORH Directors and NOSORH staff 

.  These studies and plans were reviewed for this analysis.  The historic and current 
versions of the NOSORH Strategic Plan were considered.   

 

Interviews that targeted the key issues were conducted by the consultant with approximately 
fifteen SORH Directors as well as with the NOSORH Program Director.  The Directors were 
asked to indicate what they considered as the strongest attributes, strengths, or assets of their 
Offices, as well as the greatest concerns, threats, and challenges that they face.  They were 
asked how they were measuring performance and to identify any specific quantitative 
measures of performance that they felt would contribute to the study.  Additional input was 
received through conference calls, e.g., with the NOSORH Performance Review Committee. 
 

e. Presentation of preliminary findings and recommendations 
Initial results were presented at the NOSORH Annual Meeting in October 2007.   

 
f. Development of this final report including recommendations for reportable performance 

measures and alternative promising practice tracking and reporting approaches 
 
Scope of the Study 
This study primarily concentrated on SORH functions as defined by SORH Grants.  However, 
many Offices’ rural health functions are so integrated with primary care and FLEX program 
responsibilities that separation is often not only difficult but also misleading.  In addition, many 
Offices have diverse functions extending far beyond those defined by Grant expectations.  It was 
not the purpose of this study to evaluate all Office functions, although the attributes of a 
successful Office are relevant to broader functions as well.  As will be discussed below, 
expanded roles and diversity of programs are often key factors in building more sustainable 
Offices.  Other promising practices and program measures would be found if the project was 
extended to cover a fuller range of activities. 
 
During the project the interest of SORH Directors became more apparent and the focus shifted 
more to assessing promising practices and identifying the strengths and weakness of performance 

                                                 
2 The report, “State Offices of Rural Health Economic Quantification Strategies for Considering Returns on 
Investment” was sent to all State Office of Rural Health in May of 2006 by the Virginia Office of Health Policy and 
Planning.  It is available from the NOSORH Website.  It contains over 100 examples of SORH activities for which it 
was possible to demonstrate a ROI.  This report presented results from two Federal Office of Rural Health Policy 
sponsored projects in conjunction first with the Pennsylvania Office of Rural Health and subsequently with the 
Virginia Office of Health Policy and Planning.  See Appendix H. 
3  Strengthening State Offices of Rural Health, Design and Development of Planning Models is the Project Report 
from the 2004-2005 ORHP funded initiative, in conjunction with the Oklahoma Office of Rural Health, to develop 
models for strategy and business planning for SORH.  The summary report and the full version of the report are 
available from the NOSORH Website.  These reports contain extensive examples of strengths and challenges for 
SORHs, as well as commentary that addresses the effects of variability across the Offices. 
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measurement indicators.  Less stress was put on the assessment of overall strengths and assets, 
and concerns and threats of the Offices. 
 
Guiding Hypotheses 
There were two fundamental hypotheses tested during this project.  First, the hypothesis was that 
the identification of promising practices, sharing among peers, and the adaptation of tested 
practices to a specific Office’s circumstances would build strength and mitigate challenges.  
Based on the results of this study, there is no reason to doubt that this approach can add 
substantive value. 
 
The second hypothesis was that meaningful performance measures could be identified that would 
be applicable to measuring most or at least many State Office of Rural Health activities in ways 
that would facilitate multi-state or national comparisons and reporting.  Based on the results of 
this study, there is no reason to believe that this is true. 
 
A Guide to the Report 
The findings and recommendations in this report are diverse.  For clarity and readability, several 
components are organized in appendices that are fundamental to the value of this report and that 
can serve as references for other NOSORH and SORH initiatives.  Reading the core report, 
without considering the appendices will give only a partial picture.  The report includes: 
 
• A summary of the findings and recommendations (Pages 6-16) 
 
• A summary of factors that define the diversity of State Office of Rural Health (Appendix A) 
 
• A summary of assets (or strengths) and concerns (threats) most commonly cited by Offices 

(Appendices B and C) 
 
• A summary of positive SORH characteristics and citations of some promising practices 

(Appendix D) 
 
• A summary of useful partnerships (Appendix E) 
 
• A summary of some possible uses for evidence-based examples of State Office of Rural 

Health performance (Appendix F) 
 
• A summary of commonly used “measures” of processes, progress, or performance (Appendix 

G) 
 
• Examples of state-defined and Office-defined functions beyond Federally SORH Grant 

expectations (Appendix H) 
 
• A summary of the currently available model for economic quantification of SORH programs 

(Appendix I) 
 



• A template for soliciting further, more well-defined examples of promising practices and 
performance measurements from State Offices (Appendix J) 

 
Findings  
Subsequent sections and the Appendices provide more detail on specific findings and 
recommendations.   
 
General Findings 
 
 There is a strong interest among the State Offices and within NOSORH in facilitating peer-

to-peer learning.  One of the best ways to facilitate this is through the identification of 
positive practices being used by Offices that have transferability or “adaptability” to other 
Offices and facilitate this through peer-to-peer sharing. 

 
 In the review of all key factors, it is not surprising that performance and measurement are 

highly variable and are highly situational.  The scope of strengths, concerns, opportunities, 
and positive practices, the aggregate ability of an Office to pursue desired strategies, and the 
status of evaluation approaches and performance measures are always substantially defined 
by multiple variables.  They are highly situational based on such factors as location within 
state government, level of state-provided funding, the ability of the Office to pursue its own 
grant funds or contracts, and the experience and personality of the Office Director.  Appendix 
A is a table summarizing many aspects of the diversity of State Offices.  See pages 9-14 for 
the detailed observations about performance measurement. 

 
 All State Office could benefit from seeing more examples of how their peers define their 

promising or positive practices and how they evaluate the outcomes of their actions.  
However, there are notably few examples of disciplined outcome evaluations for State Office 
Programs.  

 
 Most Offices describe their performance qualitatively.  Where quantitative measures are 

used, they are almost always process or output measures (counts).  Very few Offices use any 
form of performance evaluation linked to measurable outcomes. 

 
 The absence of well-defined performance measures does not mean that the Offices are not 

having substantive impacts on their states.  It does mean that the impacts of SORH actions 
are not well demonstrated, that the causal relationships between the SORH actions and 
results are frequently not clear.  This makes it difficult to tell “outcome-based” State Office 
of Rural Health “stories”. 

 
 “Organizations generally take the time and allocate funds for measuring actions, resource 

allocations, and outcomes, when they anticipate that they are going to gain significant 
additional knowledge that they value.  Measurement is more likely to occur when the 
complexity of the data and the calculations are minimal and when the return on time invested 
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is greater than the cost.  Alternatively, organizations measure when they are mandated to do 
so.” 4

 
  None of these conditions currently applies to many, let alone all, State Offices.   

 The Offices are compelled by the limitations on their resources to invest most of their time 
and money in the tasks of carrying out basic Office functions (e.g., writing and administering 
grants, participating in various issues discussion and planning forums).  Emphasis on 
detailed, quantitatively supported, outcome evaluation is not seen as a “basic” Office 
function. 

 
 Some Offices are doing better than others carrying out their responsibilities and in arguing 

for continued and expanded responsibilities and resources using their current approaches to 
documenting performance and value.  It has been sufficient for some Offices to present what 
they do in limited ways to secure their roles and resources.  This raises the question, “If we 
are doing all right with resources and we are busy as we can be, why spend time on more on 
evaluation and measurement?”  Each Office Director will need to answer this question based 
on his or her desire to grow, the pursuit of excellence, entrepreneurial bent, and willingness 
to contribute to the overall strength of the nation’s other SORHs. 

 
 In many states, there is insufficient “proof of value” to secure any, or more than token, state 

resources.  These states, as well as others with more state funding, need help particular in the 
face of increasing state budget pressures and in some cases layoffs, as well as hiring and 
travel restrictions.  For some, this may mean the ability to do economic return on investment 
calculations.  For others, it might be the need to better address the question, “What do we 
really get for what we spend?”      

 
 There is a significant opportunity for NOSORH and the SORHs to systematically build and 

use a database of documented promising practices and to further the development of 
measurement tools.  To achieve this end will require commitment of members to processes as 
defined in this study and to additional investment of time and talents.  Specific 
recommendations for structuring, operating, and utilizing a performance improvement 
support system are detailed in the following recommendations section. 

 
 The broad questions for all Offices and NOSORH are, “Could most states be doing better 

than they are now, especially if they can learn from their peers?” and “Must they do better in 
the face of future state and federal expectations, pressures, and uncertainties?”  There is 
strong consensus that the answer to both of these questions is “Yes!” 

 
Assets and Strengths—Concerns and Challenges 
During the course of the project, a sample of individual Office Directors were asked to indicate 
what they considered as the strongest attributes, strengths, or assets of their Offices, as well as 
the greatest concerns, threats, and challenges that they face.  In addition, several Offices’ 
Strategic Plans and the 2004-2005 ORHP-funded study of “Strengthening State Offices of Rural 
Health, Design and Development of Planning Models” were reviewed for responses to these 
questions.  A summary of these factors is found in Appendix B.  Each of the identified strengths 
                                                 
4 Based on, “State Offices of Rural Health Economic Quantification Strategies For Considering Returns On 
Investment”, full version page 30  



or assets has a shadow side and these converse observations make up many of the noted threats 
or challenges summarized in Appendix C.  There is always an interrelationship of strengths, 
challenges, opportunities, and promising practices.  The points cited as strengths, along with 
considerations of the challenges, have been organized under the Positive Characteristics 
discussed in the following section.  
 
Primary Characteristics of Successful Offices, Supportive Abilities, and Promising 
Practices 
It is helpful, but in some ways more challenging, to differentiate between the “characteristics” of 
Offices that contribute to their strength and success and specific “abilities” and “practices” that 
taken together create the characteristics.  For example, an Office might have the Core 
Characteristic of being an “Expert at Developing Relationships”.  It might achieve this through 
its “ability to pull together diverse stakeholders for discussion of rural issues”, but this does not 
define the specific practices that are used to achieve these results.  While the project started 
looking for promising practices, it eventually ended up with the initial cut being the 
identification of positive characteristics and associated “abilities”. 
 
Several “Core” or “Primary” positive characteristics of SORHs and complementary “abilities” 
have been identified, as well as numerous examples of promising practices.  The examples are 
summarized in Appendix D.  In some cases, Offices have indicated suggestions for what they 
believe would be desirable abilities and promising practices, not necessarily what they are 
currently doing. 
  
The examples are certainly not the only ones that can be listed.  It was beyond the scope of this 
initial study to extensively research the specific practices or to glean all examples from all SORH 
Grant Applications.  A further inquire of Offices would identify additional examples, more 
detail, and more transferable knowledge; and this is the basis of several of the recommendations. 
 
 The findings have been grouped according to the following Characteristics: 
 
1) Expert Relationship Developer 
2) Adept “Positioner” 
3) Resourceful Resource and Funding Developer 
4) Sufficient Size and Scope of Programs to be “Visible” and to Build Influence 
5) Effective Resource Manager 
6) Effective Communicator and Marketer 
 
This categorization does not indicate priority, other than the observation that being an expert in 
the development of relationships is critical to all Offices.  Otherwise, what is a critical 
characteristic to one Office may not be valued in the same way by another.  As with other 
findings, the characteristics and abilities are not mutually exclusive, they overlap in many areas, 
regardless of the organizational structure or size of the Office.  The most frequently cited 
positive ability was the ability of the Office to bring groups of constituents “to the table” for 
collaborative discussions of rural topics.  This was closely followed by the Office’s ability to 
develop cooperative “partnerships” with other organizations. 
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It is very clear that to be effective Offices need to gain the trust and confidence of constituents.  
This requires that SORH Directors and staff participate in numerous forums, in other words that 
they be “present”; but they also need to be credible, seen to be responsive to constituents’ 
interests, and seen as adding value.  These attributes are very difficult to directly “measure” or to 
fit into any “best” or “promising” practice framework.   
 
Frequently questions of strengths and concerns led to the issue of the credibility of the Director 
and staff.  The ability to find and retain knowledgeable staff, with stability or tenure to work well 
and credibly with constituents was frequently seen as the strongest asset in many Offices.  This 
was seen as essential to developing the overall confidence of constituents in the ability of the 
Office to “add value” to constituents efforts to address rural issues.  The darker side of this is that 
there are considerable weaknesses, if not failures, when there is high turnover of staff, especially 
when this happens at the Director level, or when staff is insufficiently experienced to be credible. 
 
Useful Partnerships 
Every Office grant reviewed has citations of positive working relationships with other 
organizations (partners).  As indicated, partnership or relationship development is a core 
Characteristic of success.  The types of useful partnerships State Offices of Rural Health are 
wide ranging, reflect a broad continuum of activities and projects, and demonstrate a variety of 
roles that Offices play in improving rural health resources.  The most frequently cited examples 
of valued partnerships were: 

o Hospital Associations 
o Primary Care Associations 
o Rural Health Associations 
o Academic Institutions 
o AHEC’s 
o Other state agencies 
o In a few cases, supportive relationships with key legislators 
o A variety of “customized” topical work groups  

 
Appendix E summarizes specific examples of SORH work on partnership.  Chart 1 shows the 
type of useful partnership by the type of partner, for example higher education or farm agencies.  
Chart 2 displays different types of partnerships as they relate to topical focus areas.  
 
Performance Measures 
Much of the interest of the SORH Directors was focused on the use and potential misuse of 
Performance Measures and on the relationships to promising practices. 
 
Identifying Performance Criteria and Measures  
The identification of promising characteristics, abilities, and practices, useful partnerships, assets 
of SORH and examples of their work is important.  It helps inform ORHP and other potential 
partners, funders and policy makers of the capacities of SORH.  More importunately, it also can 
be a meaningful resource for SORH to learn from one another and to replicate model programs.  
However, the identification of these characteristics and practices does not necessarily lead to the 
easy measurement of the impact of the individual Office at the state level or to the even greater 



challenge to identify the collective impact of all fifty Offices.  (Examples of ways in which 
evidence performance data can be used are found in Appendix F.) 
 
The Utility of Measurement 
It is increasingly standard management thinking, in for-profit and not-for-profit environments, 
that there needs to be much great attention to performance, especially in an era of increasingly 
constrained resources.  This is certainly true for SORH and for NOSORH.  The thinking often 
extrapolates to the premises that to do this there is a need for clear objectives and that all 
objectives should be measurable and outcome-oriented.  Most often the assumption is that there 
should be “quantifiable” measurements.  And, in some cases this is taken to the point where 
discussion trends toward thinking about quantifiable returns-on-investments.  It does not sound 
very academic, but it is most practical to say, “Yes, but...it depends.” 
 
The need for “measurements” varies considerably depending definition of the objective, the 
intent and timing of the presentation, the person or organization to which the information is 
being directed, and the local, state, or national environments where the discussions are occurring.  
The need to align the type and use of the measurement and the discussion of results with the 
specific target audience is a critical issue.  This does not imply manipulative intent; it is just 
fact.  Constituents and funders want to hear what they want to hear and what they find most 
useful.  This does not mean that this is always what they need to hear.  What they consider 
appropriate (and sufficient) “measurements” should always be considered. 
 
As will be further noted below, simple explanations or actions, simple counts of activities, 
simple story-telling, and just the presence of SORH representatives who are contributing to 
meetings may frequently be enough for a SORH to establish or to maintain credibility and its 
funding.  In the minds of many audiences this will be “measurement” enough, and the 
“performance” of the SORH may be rated highly.  In some, if not most cases, complex outcome 
evaluation and quantification may cause eyes to glaze over.  Two examples of this follow.   
 
However, to determine whether a SORH is making a difference in impacting the vitality and 
viability of its constituents (e.g., Critical Access Hospitals, Rural Health Clinics, and other 
providers), making a difference in impacting the structure of health care systems, or impacting 
the health status of population groups, there is a need for outcome evaluation and this requires 
measurement.  (The alignment of FLEX program evaluations with SORH performance measures 
was not included in this study, but it is encouraged as a follow-up initiative.)    
 
One example of the need for creative measurements comes when addressing the interest and 
concerns of legislators.  Here there is a particular need to provide a local or regional, social 
context and a way of helping them to explain concepts to the “guy who votes for me.”  
Statements such as, “The SORH was able to help recruit a new internist to ABC County after a 
two year gap in services, greatly expanding access, and reducing the need for folks (voters) to 
travel to the city.” will be more notable then, “The SORH was able to recruit a physician who 
had a million dollar impact on the local economy and this resulted in a 100:1 return on 
investment of SORH dollars.”  However, depending on the situation, the statements, when made 
together, can be more powerful than either statement made alone. 
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Similarly, voters will understand a politician saying, “I worked with our State Office of Rural 
Health to see that Medicare (through Critical Access Hospital designation) stopped underpaying 
XYZ Community Hospital (with a resulting increase of $900,000 per year in Federal funds 
flowing to hospital) and this meant almost $2 million and forth jobs to the economy of Rural 
Hollow.  I am working with you to save jobs and save our local hospital.”  They will not 
understand or care about a ROI model or alternative measurements.5

Cautions in Measuring Performance 
Major cautions must be raised regarding any efforts to construct collective performance 
measures for SORHs.  National performance measures for SORHs should not be used to 
compare individual Offices’ scope of work, range of issues, and the depth of Office involvement.  
No broadly applicable evaluation criteria and measures of performance were identified that are 
applicable across even a majority of State Offices.  The Offices are too diverse for any universal 
comparisons to be meaningful or fair.  The diversity of Offices’ organizational settings, 
leadership, histories, and funding must not be understated. 
 
It is unfair to have the same expectations of performance from an Office with a dozen staff 
members when integrated with a Primary Care Office and other government functions, in a state 
that provides several million dollars of targeted rural funding through the Office, as compared to 
a two or three person Office, functioning on Federal grants alone, and located several layers 
down in a state’s bureaucracy with no direct state funding.  Nor is it fair to compare an Office 
located in a university or a freestanding setting, with multiple opportunities to pursue diversified 
funding sources, with a small Office in a governmental setting with no such opportunities.  On 
the other hand, even a small Office can have exceptional performance in addressing its goals 
within the limits of its resources and setting, and it could be performing some focused services 
better than a larger Office that may not be using its resources as wisely.  
 
Perhaps more significantly, some of the key attributes of the SORHs that most often represent 
their greatest perceived values are the most difficult to measure.  For example, Offices work on 
building leaders’ understanding of rural health issues, making sure that a rural voice is brought to 
various discussions, building relationships with other organizations, and assisting other 
organizations to identify needs.  Such “business” activities do not lend themselves to traditional 
forms of measurement and certainly, the “profit” indicators available to traditional businesses are 
not applicable.  
 
Offices are often facilitators of discussions that help other organizations to achieve their 
objectives.  They are therefore quite understandably cautious about claiming credit for the work 
they are empowering their constituents and partners to do, often, perhaps too cautious.  In many 
cases, role also results in a lack of control over project outcomes and a lack of access to data or 
defined results that are needed to evaluate the outcomes of the SORH’s role.   
 

   
 

What Do Offices Measure or Not Measure? 
Over twenty SORH submitted the sections of their SORH Grant Applications that documented 
“Progress and Process Measures” and “Qualitative Impact”.  There are minimal quantitative 
measurement or outcome measures.  This should not be surprising since the Grant Guidance does 
                                                 
5  Ibid, based on page 11 



not ask for this form of reporting and history of SORH grant application guidance has not created 
expectations or incentives for thinking deeply about evaluation and outcome measures.  Where 
quantitative measures are used, they are most often “counts” of activities, rather than measures of 
outcome.  Examples of this type of measures that are currently being used by Offices are listed in 
Appendix G. 
 
The resulting types of performance measurement are not “wrong” and they can be great 
indicators of what SORH do.  They are just not very meaningful in demonstrating the impacts of 
SORH at either the state or national level.  The simple, fundamental questions that should 
perhaps be asked about SORH activities are “So what?”, “Who really cares and how do you 
know?”, “What difference did the Office’s action make?”, and “How much did it cost to achieve 
the results?”  Unfortunately, most SORH cannot or do not answer these questions. 
 
Nonetheless, in many cases, qualitative process and progress measures or “counts” may be very 
appropriate for the circumstances if they are effective tools for the Office’s Director to manage 
the Office’s work flow and to assess acceptable levels of internal performance if they are related 
to Office’s defined role.  For example, if an Office has defined that it is “in the business of” 
providing educational opportunities to rural constituents, it may be appropriate to define a 
measure of performance that the Office conducted X number of educational conferences, on Y 
topics, with Z number of attendees, who indicated satisfaction with the conferences of 4.5 on a 
scale of 0-5.  Note that this addresses providing educational opportunities as the desired 
“outcome” and as having value regardless of any assessment of whether the program had any 
identifiable impacts down-stream. 
 
Very few “measures” address the question, “What difference did the Office’s actions make?”  
Rather, there are numerous “soft” performance measures including:  
 

o “Leaders will better understand relationships, data issues, and available resources.” 
o “Planning will be enhanced.” 
o “Residents will be better informed.”  
o “Stakeholders will have better access to data.” 
o "There will be heightened awareness of rural issues among stakeholders.”   
o “We work with…We meet with…We talk with…We collaborate with…”  
o “We provide technical assistance to…” 
o “We participate in meetings of…”  
o “We are members of the following task forces/study groups/councils/coalitions.” 
o “We work with our partners to…”  

  
In the SORHs grant applications, there are many excellent descriptions of what an Office did and 
with whom.  These short “stories” are often good “indicators” of an Office’s involvement with 
other organizations.  If the role of the Office is described as a facilitator that “brings diverse 
parties to the table to talk about particular rural issues and potential solutions” and if this is 
defined as the desired “result”, regardless of the outcome of the discussions, documenting that 
meetings took place and who participated would “measure” this level of results.  Nonetheless, 
this has a very indirect measure of value in the absence of documented outcomes. 
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In the grant applications, there are also numerous citations of seemingly appropriate topical 
reports and data sets generated by the Offices, statistics provided to others, resource libraries, 
links to RAC, and websites where information is posted.  For the reports cites, the titles may 
even be fascinating and the impacts of the reports seemingly notable.  However, there is little 
evidence provided, that the later is the case.  There were also many references to general and 
topic-specific rural health conferences, which the Office either conducted or participated in 
developing with partners.  There are frequent citations of conferences that staff attended or at 
which they spoke.  These citations are certainly a form of measurement, particularly with respect 
to demonstrating that the Offices are fulfilling their “information clearinghouse” and “facilitator” 
roles.  In all of these cases, there are minimal references to the effects of these activities. 
 
In some states there are, state government-defined roles for the Office that go beyond Federal 
Office of Rural Health expectations.  Several Offices administer state-provided grants.  In these 
cases, just running the grant program and “getting the dollars out” to constituents in accordance 
with legislative intent can be measures of success.  In some cases very positive success, that 
engenders continuing state government support of the Office as a “grants processing agency”.  
These grants are most frequently provided without rigorous outcome evaluation related to the 
grantees uses of the funds.  (Examples are indicated in Appendix H.) 
 
All program evaluation training begins with some rendition of the adage “begin with the end in 
mind”.  The best forms of evaluation are planned to collect baseline measures of what conditions 
are prior to any program activity.  They should identify data collection methodology that is 
achievable and meaningful.  They should have a planned approach for the analysis and the use of 
the results of the evaluation.  The SORHs have a long history of very few requirements for 
reporting evaluations that meet these criteria.  The development of tools to assist Offices with 
evaluation would be a meaningful step for NOSORH.  (Note: several SORH Plans indicate a 
need to improve the Offices’ abilities to evaluate their activities.  As noted, time, tools, and other 
resources are always constrains on the emphasis placed on evaluation.  Although performance 
measurement and evaluation can generally be seen as “good” thing to do, the relevant question 
may often still be, as one SORH Director has stated “Is the juice worth the squeeze?”)   
 
Although several Offices cited positive discussions with representatives of HRSA’s Office of 
Performance Review (OPR), that Office’s approach for “measuring” technical assistance 
consultations is extremely limited and generally reflects “counts of events” rather than outcomes.  
(Note: NOSORH is in the process of building a database of ORHP recommendations accessible 
through it website.) 
 
Other Identified Models for Evaluation  
Although many SORHs activities are not easily quantifiable, and certainly not in economic 
terms, the report “State Offices of Rural Health Economic Quantification Strategies For 
Considering Returns On Investment” presents a tool for economically quantifying and discussing 
the benefits of State Office of Rural Health programs in terms of economic Return-On-
Investment (ROI).  A brief project summary is included in Appendix I and the report is available 
on the NOSORH Website.  This report is the only extensively documented discussion of and tool 
for measuring SORHs economic performance.  It includes the use of economic multipliers as 
used in the National Center for Rural Health Works program, and it provides over 100 examples 



of economic calculations of returns-on-investments from SORH programs in the following 
categories: 
 
o Grants or Other Non-grant Funding That Flows to a SORH for its Direct Use or Through the 

SORH to Other Organizations or Agencies 
 
o Technical Assistance Results Attributable a SORH for Economic Gains Resulting From 

Funding That Goes Directly to Non-governmental Organizations 
 
o FLEX Program/Critical Access Hospital Payment Program Impacts Associated with SORH 

Support 
 
o Examples of Education Programs and Information Clearinghouse Functions 
 
o Economic Impacts of Recruitment and Retention Initiatives 
 
o Policy and Reimbursement Impacts 
 
o  Contracts and Grants Managed by the SORH 
 
o Miscellaneous SORH Projects or Other Responsibilities 
 
Recommendations 
  
 Concentrate additional analysis and available resources on identifying promising practices 

where the knowledge of one or more states can be transferred to, or adapted by, other states.  
(From a NOSORH standpoint, analysis should be focused on opportunities where 
NOSORH’s educational programming, mentoring, contracting, and other approaches can add 
value.) 

 
 Implement a system for collecting examples of promising practices and expand the 

solicitation to include examples that are derived from FLEX and SHIP program activities. 
Specific parameters of a model, implementation steps, and a template for collecting data are 
provided in Appendix J.  The proposed approach would result in NOSORH’s ability to more 
systematically: 
 
o Collect examples and stories of successes and failures 
o Organize the findings in web-accessible, “sortable” (or “mine-able”) formats 
o Utilize the information developed in NOSORH’s planning, mentoring, and educational 

programs 
o Develop future tools to assist SORH with evaluation techniques 
o Assist SORH in documenting the impacts of SORH 

 
Two queries should be made: one for stories of promising practices and a second for specific 
examples of “success” or “performance” measures.  Continuing emphasis should be places 
on identifying quantitative measures or other measures that document outcomes.  The 
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suggested forms for collecting data should be reviewed and revised by the NOSORH 
Performance Measurement Committee and submissions loaded onto the NOSORH Website. 

 
Both sets of data can be organized under the same categorical headings.  The topical files can 
be used for at least three key proposes.  First, any Office looking for help on a particular 
topic could access a set of examples of promising practices.  Second, an Office that is 
looking for new and innovative things to do, or ways of addressing current issues, could 
“scan” the files to see if there were approaches that might be interesting, appropriate, and 
adaptable to their needs and then contact the submitting Office for further information.  
Third, the files could be the reference file to support various NOSORH educational activities. 
 
The web-based approach of the Minnesota Office of Rural Health for soliciting and 
documenting Successful Models of Community Practices should be evaluated for use as the 
template for this approach.  The Office’s website provides an opportunity for communities to 
submit their successful/promising practices following a sample format.  The submissions are 
characterized/grouped and accessible by clicking on a topic button. 
. 

 The initial results from the proposed system’s implementation should be used as the basis for 
a segment of the NOSORH Annual Meeting.  An overview of the system’s implementation 
should be provided, allowing time for discussion.  This should be coupled with a segment on 
peer-to-peer storytelling using examples from the “files”. 

 
 NOSORH and the SORHs should not focus efforts on assessing and communicating State 

Offices’ performance (or impacts) using broadly applied performance measures that may in 
any way be construed as national, comparative performance standards.  (changes highlighted) 
For measures to be applicable in most or all SORHs, the measures may be so watered down 
as to be relatively ineffective and not helpful.  However, as a substantive base of promising 
or positive practices and measurement examples evolves with the implementation of these 
recommendations, it will be possible to move toward some descriptions that more 
meaningfully reflect the individual and collective impacts of State Offices of Rural Health.  It 
may also be possible to develop measures that are applicable to sub-sets or clusters of 
SORHs, based on careful assessment of common characteristics. 

 
 Data collected from the website templates should be integrated with state-specific findings 

from the HRSA Office of Performance Improvement processes, as the NOSORH’s web site 
develops this data. 

 
 Topical wikis, or other open discussion and collaboration forums, should be developed 

around topics where broad interest has been identified.  (A file of 10-20 promising practices 
on a topic, coupled with educational phone conferences where participants reviewed the files 
in advance, linked to regional or national face-to-face meetings, and further supported by a 
wiki would be a very effective package of actions.) 

 
 Consider developing sub-groups of NOSORH membership with more common 

characteristics and developing promising practice assessments and discussion activities that 
better align with their needs.  For example, the Offices that are in university settings might 



benefit from more discussions of the opportunities and challenges of working within the 
university structure. 

 
 Consider having the NOSORH Performance Measurement Committee work with ORHP to 

develop grant guidance that more directly solicits examples of best practices as part of the 
SORH, FLEX, and SHIP processes using the NOSORH format.  This should be targeted to 
grants that will be submitted in 2009. 

 
 Use the findings and recommendations, along with the performance and practice files to 

“coach” SORH Directors and staff on “characteristics of effective style” through NOSORH’s 
mentoring program. 
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Appendix A 
Some Variables That Define the Diversity of State Offices of Rural Health6

 
 

Location within State: 
 State government 
 Free standing 

501(c)(3) 
 university or     

college 
 

• Resources 
available through 
State matches for 
SORH operational 
funding 

• Leadership 
ability of the 
director and 
entrepreneuria
l orientation  

 

• Availability of 
resources and 
diversity of 
funding 
sources 

• Success of  
relationships with 
State, hospital, 
nursing, and medical 
associations, primary 
care organizations and 
other organizations 

• Presence, role, 
and success of 
State rural health 
association 

State culture, 
political 
philosophies, 
and regional 
variations 
within a State  

 

• Location 
within a State’s 
bureaucracy 
(e.g., how 
deep?)  How 
visible?) 

 
• Organizational 

structure and scope of 
programs within 
department or division 
of State government 
or other 
organizational setting 

 
 

• Roles in primary 
care and other 
workforce 
recruitment and 
retention 
programs 

Tenure of the 
office’s staff 

• Tenure of State 
executive 
branch and 
legislative 
leadership 

• Degree of “rurality” 
in the State and 
effects of changing 
rural/urban 
demographic patterns 

• History and nature 
of relationships 
with the Federal 
Office of Rural 
Health Policy 

 

•  Size of staff  
 

Ability to lobby at 
the State or 
Federal level 

• History of the Office 
and success in 
developing legislative 
and other constituency 
support 

• Level of 
entrepreneurial 
drive among  
Office staff 

• The SORH’s 
sense of its 
“mission” 

• Ability to 
educate and 
advocate 
versus “hard” 
lobbying 

                                                 
6 Ibid, page 29 
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Appendix B 
Strengths and Assets  

 
The following strengths and assets were the most frequently cited.  It must also be noted that 
there is always an interrelationship of strengths challenges, opportunities, and promising 
practices.  Most of these points are further addressed in following Appendix D that addresses 
characteristics and best practices.  There is no particular priority to the cited points, other than 
the observation that the first three points are most frequently mentioned.   
 

o Recognition of the ability of the Office to add value to discussions of rural issues within 
and outside of state government settings; demonstrable ability to bring rural voice into 
issue discussions or to assure that other rural-oriented organizations are heard  

 
o Ability to create “partnerships” (getting one or more parties to work effectively with the 

Office to carry out an Office’s objective, or two or more to work with each other)  
 
o A positive perception of the Office by constituents 
 
o Demonstrating to constituents that the Office is a stable platform for activities and 

relationships, but not so fixed in its way as to be stagnant (Note: stability of relationships 
is a key factor in many of these points.) 

 
o Recognized track record of openness and collaboration; pro-active outreach, and flexible 

innovation  
 
o An experienced Director and knowledgeable staff with sufficient tenure/stability to build 

and sustain the credibility of the Office 
 

o Good internal staff communications and an ability to create synergism within the Office  
 

o Recognized role of Office as a conduit to information effecting rural populations, 
positioning as the “go to” site for information effecting rural constituents (e.g., 
legislation, regulations, grant availability, educational opportunities (This factor is an 
example of one strength that also contributes to several others.) 

 
o Development of a Plan for the Office with clear delineation of roles, services, strengths, 

challenges and strategies 
 

o Ability to significantly help constituents to secure grant funding 
 
o Ability to secure and manage grant funds or contracts within the Office  

 
o Ability to demonstrate an ability to work with other parties to bring resources into the 

state to address rural issues  
 



o Ability to work collaboratively with the State Primary Care Office  (Note: this is seen as 
considerable more difficult where the Offices of Primary Care and Rural Health are not 
co-joined, co-located, or otherwise closely working together within state government.  
This observation does not lead to a recommendation that SORHs be joined in the same 
organizational structure as Primary Care Offices; it only notes that when they are, the 
opportunity for communication and collaboration is greater.) 

  
o Ability to have a substantive role in work force strategy and policy discussions (Note: 

workforce strategy development is seen in many states as a critical issue for their Offices’ 
current or future involvement. 

 
o Ability to nurture a strong rural health association (This is strength in some cases but not 

universally; this is very state-specific based on a wide range of factors, and the 
approaches are not consistent.  This study did not explore this issue in depth.) 

 
o Ability to engage rural development organizations in collaborative dialogues and to 

demonstrate interrelationships of health and health services with rural community 
development (Work with or done by the Center for Rural Health Works was frequently 
cited as a strategy that added value.) 

 
o Ability to engage cooperative extension services in collaborative activities 
 
o Ability to engage a cross-section of constituents at the community/regional level in some 

form of community health planning or network development (Note: several states cited 
their intent to push for improved multi-party community health planning that was not just 
hospital-oriented.  This point is reflected in some statewide rural health plans.) 

 
o Ability to diversify programs/services and to develop multiple revenue sources to 

decrease reliance on any one program or grant  
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Appendix C 
Concerns and Threats 

 
Each of the identified strengths or assets has a shadow side and these converse observations 
make up many of the noted threats or challenges.  The following points were frequently cited. 
 

o Turnover of Office Directors, in some cases frequent turnover (Note: This is seen as the 
prime example of a negative characteristic that dampens trust and relationship building.) 

 
o Turnover of key Office staff 

 
o Funding instability  

 
o Minimal or no state funding, with associated excessive dependence on FLEX funding and 

the SORH Grant (absence of a more sustainable diversified funding base) and resulting 
difficulties in developing opportunities to “get beyond” the basic, grant-defined functions 

 
o State-level political turn-over (sometimes with a shift toward more non-rural influences) 

 
o Limitations on resources that constrain the Office’s ability to look beyond core activities  

(e.g., State applied constraints on time, travel, educational/interactive opportunities, and 
state and university hiring policies, as well as general constraints related to an Office’s 
overall budget ); this may also include excessive overhead allocations (from state or other 
“home” entities, e.g., a university) 

 
o Fragility of many Office initiatives (difficulty in assuring on-going sustainability after the 

Office ends or tapers its role)  
 

o Risk of too much diffusion of efforts (spreading resources too thinly to be effective) 
including limits on the number of issues around which the Office staff can be perceived 
as “expert” 

 
o Too much focus on health services (especially hospital services associated with FLEX) 

and not enough ability to focus on rural health issues, many of which are seen as more 
significant than the hospital issues 

 
o Lack of recognition or awareness of the Office’s roles and services, with associated 

underutilization of the Office resources, often in combination with a lack of support from 
other organizations 

 
o Lack of visibility and “respect” within state government, insufficient ability to influence 

state agencies and to assure adequate attention to rural-specific issues 
 

o Insufficient roles in key current and future rural health issue discussions and initiatives 
(e.g., workforce development, quality initiative, health information systems/telemedicine, 



Medicaid, systems building and service integration, e.g., of medical, oral, and behavioral 
health across integrated entities) 

 
o Inadequate plans for the Office and often difficulty allocating time to planning versus 

“doing” and an absence of integrated planning initiatives with other state agencies.  
 

o Insufficient resources to focus on evaluation (The investment of financial resources and 
staff resources in evaluation of the Office or of its individual programs is generally given 
very little priority.  There is a significant lack of funds designated for evaluation and 
often a long reach to connect SORH actions to “outcomes” especially if outcomes are 
measured in impacts on improving rural health.) 
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Appendix D 
Primary Characteristics of Successful Offices, Supportive Abilities, and Practices 

 
Several “Core” or “Primary” positive characteristics of successful Office have been identified.  
They are highlighted bold type.  Each characteristic has several supporting “abilities” that 
contribute to developing and demonstrating the characteristic.  These have been bulleted.  A 
sample of associated SORH practices or action steps have been highlighted with italics.  The 
following list does not indicate priority, although number one is critical to all Offices.  The list is 
not inclusive of all SORH experiences or attributes.  The sample list is only a subset of a wide 
range of practices.  Additional examples are included in Appendix E, which profiles Useful 
Partnerships.  The recommendations in the report are designed to build a more comprehensive 
and detailed set of examples that will be organized by topic.  The strengths of the State Offices, 
as characterized by interviewed SORH Directors, have been mapped into this framework. 
 
#1 Expert Relationship Developer  
 
Key Abilities of the Characteristic  
The ability to: 
 
• Organize, Convene Stakeholders, and Sustain Partnerships 
 
• Bring participants with rural interests to the table, to sustain their interest, foster their input 

and to keep them interested in continuing to collaborate 
 
• Assure that Office gets “invited to the table” when significant rural issues are discussed and 

the ability to present an image that the SORH is a necessary participant for other to seek out 
when addressing rural issues 

 
• Add value to discussions (as a good process participant and by intellectual value to 

discussions and strategy/program development) 
 
• Nurture a strong rural health association (This is strength in some cases but not universally; 

this is very state-specific based on a wide range of factors, and the approaches are not 
consistent.  This study did not explore this issue in depth.) 

 
SORH Examples of Practices – Activities  
 
o Partnership meetings monthly to go through all possible projects and to discuss mutual 

needs (VT) 
 
o Memo of Agreement with partners organizations on info sharing, point of contact with 

multiple parties outside of state government, complemented by twice monthly calls  (WA) 
 
o Development of a rural forum for all Penn State faculty, staff, and students across all Penn 

State campuses and colleges interested in rural issues (PA) 
 



#2 Adept “Positioner”  
Positioning the Office as an “expert” or value-adding collaborator for constituents 

 
Key Abilities of the Characteristic:  
The ability to; 
 
• Provide valued Technical Assistance 
 
• Cultivate and market specific (albeit often limited) areas of recognized expertise as a visible 

sign of the Office’s value 
 
• “Claim the high ground”, as non-regulators, through collaboration and facilitation 
 
• Function as “go to” Information Clearinghouse (one that has sufficient recognition to be the 

place constituents turn for rural health information and data)  
 
• Provide a data repository or conduit to data to support local, regional, and state-level issue 

analysis, planning, grant applications, evaluations, etc. 
 
• Be “politically” observant and read state-specific changes in administrative and legislative 

needs 
 
• Engage higher level decision-makers in executive and legislative branches to support rural 

health …and the Office (e.g., Work with a Legislative Commission on Rural Resources) 
 
• Demonstrate effective contributions to addressing government initiatives to gain intra-

governmental support from other agencies 
 
• Engage rural development organizations in collaborative dialogues and to demonstrate 

interrelationships of health and health services with rural community development (Work 
with or done by the Center for Rural Health Works was frequently cited as a strategy that 
added value, but not the exclusive strategy.) 

 
• Engage cooperative extension services in collaborative activities 
 
• Work collaboratively with the State Primary Care Offices and Associations   
 
• Argue (or advocate) within state governments for rural issues and rural funding (To some 

Offices this meant “through education” for other it can mean “active advocacy”.)  
 
• Network and develop relationships with constituents and call upon these relationships to 

support the Office and other rural health initiatives when necessary  
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SORH Examples of Practices – Activities  
 
o Development of a center for data/info gathering, viewed as a valuable source of information 

that can be drilled down to the community level (LA) 
 
o Work with constituents (often in conjunction with the Center for Rural Health Works) in 

demonstrating the economic value of health and health service and by demonstrating 
examples of support for community engagement (OK, OH, KY, NV) 

 
o  Development of  a portion of the SORH website for sharing “successful models” of 

community projects (MN) 
 
o Development of an accessible and substantial rural health information data base (AZ) 
 
o $2 million in enhanced reimbursements due to technical assistance to rural hospital and 

rural health clinics (MN) 
 
#3 Resourceful Resources and Funding Developer  
Being innovative in finding and using funds to achieve more than the Office can achieve through 
independent funding or through SORH Grant funds alone 
 
Key Abilities of the Characteristic:  
Ability to: 
 
• Leverage and use available funds as seed money to attract additional resources from partners 

and to stimulate multi-source funding 
 
• Demonstrate the economic return on an Office’s programs and grants acquired 
 
• Attract new funding from Federal sources such as ORHP through or programs (e.g., Delta 

Project, HIT initiatives, special studies) 
 
• Attract and retain state funding or contracts from other agencies and organizations in the state 

to sustain the Office, or to expand the Office through new or existing programs   
 
• Develop multi-source funded initiatives through SORH facilitation but without direct Office 

funding 
 
• Secure funds for the Office from foundations and other sources of to sustain or expand Office 

activities and build a sustainable platform for future activity (programs, sources of revenue, 
depth, and capabilities of staff) 
 

SORH Examples of Practices – Activities  
 

o Effective arguments with legislatures channel expanded programs through the Offices (LA 
MN) 



 
o Summaries  of financial leveraging and economic return in their SORH Grant Applications 

(AZ, GA) 
 
o A project looking at collaboration opportunities, funded jointly by the SORH and all fifteen 

of the state’s CAHs (ME)   
 
o Leveraging funding by linking Office strategies and the Rural Health Plan with broader State 

strategies targeted to addressing chronic disease through implementation of a chronic care 
model (VT) 

 
#4 Sufficient Size and Scope of Programs to be “Visible” and to Build Influence  
Growing the “footprint” of the Office and building “critical mass” to foster the Office’s Impact 
 
Key Abilities of the Characteristic  
The Ability to: 
 
• Engage in opportunistic growth (a key factor related to organizational setting and the 

Director’s personality) 
 
• Seek out “promising practices” elsewhere (nurturing of a culture of aggressive searching and 

borrowing from others) 
 
• Incubate good ideas within the Office that can be spun-off to others for further development 

or management 
 
• Grow existing businesses 
 
• Diversify programs/services and to develop multiple revenue sources to decrease reliance on 

any one program or grant  
 
• Anticipate trends for programs and resources and to capture issue lifecycles—

opportunistically and to strategically target developing issues, e.g., workforce development 
and disaster preparedness 

 
• Conduct Office-based research along with the capability to obtain grant/research funding  
 
• Develop a “family” of interrelated and synergistic, program initiatives that in the aggregate 

have meaningful substance and effectiveness 
 
•  “Acquire” diverse state-programs under the SORH umbrella (or within a cluster of state-

agencies activities of which the SORH is a part) 
 
• Increase multi-state agency planning and problem solving, goal and resource alignment 

(ability to work off each other’s strategies and funding) 
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SORH Examples of Practices – Activities  
 
o Feasibility assessment, applications, practice management for Rural Health Clinics (SC) 
 
o Fee for service recruitment and retention support, beyond general supportive activities) (SC, 

WI) 
 
o Sponsoring discussions related to rural transportation services and then spinning them off to 

the Department of Transportation (IA)   
 
o Working on state legislation that added several new programs to the SORH and Primary 

Care Office, including, responsibility for developing and evaluating a Safety Net Provider 
Network Program and several programs to advance access to mental health providers (IA) 

 
o Development of  a “family” of interrelated and mutually reinforcing workforce development 

initiatives within its recruitment and retention program (SC) 
 
o Obtaining a grant to conduct a project to investigate the ability of small rural and urban 

businesses to provide health insurance benefits to their employees (PA) 
 
o Development and management of revolving rural loan program (SC) 
 
o Office managed grants/projects, (e.g., from grant funders such as RWJ, from state agencies 

looking to contract for support, from state legislatures needing an agency to disperse funds, 
or from other entities such as Universities.  (AZ, FL, NY, SC, WA)  

 
o Development of an agromedicine consulting program (PA) 
 
#5 Effective Resource Manager 
Organizing and using resources effectively and purposefully 
 
Key Abilities of the Characteristic  
Ability to: 
 
• Create a compelling vision to move toward, and a Plan for the Office’s development 
 
• Attract and retain knowledgeable, credible, and constituent accepted staff 
 
• Effectively build staff: identification of specific needed skills, targeted educational strategies, 

and development of internal synergism among staff (team) 
 
• Contract outside the organizations for work that cannot be accomplished within the Office 

administrative or staffing constraints   
 



SORH Examples of Practices – Activities  
 
o Cross-training of staff (KY)  

 
o Multiple states, but clearly not all, have engaged in some form of disciplined planning 

process for the Office.  Examples of the States have engaged in Strategic or Business 
Planning include: OH, SC, MI, MN, IN, NH, VT, CT, FL, AR, KS, VA, PA, WI, DE 

 
o Multiple Office’s contract with outside organizations (Note however, that this is 

frequently without clearly defined expectations or evaluation processes that result in 
good accountabilities) 

    
#6 Effective Communicator and Marketer  
 
Key Abilities of the Characteristic  
Ability to: 
 
Tell the Office’s story and to showcase effectiveness/value 
 
Track the application of SORH funds and leveraged funds and to translate this into a presentation 
of the Office’s effectiveness 
 
SORH Examples of Practices – Activities 
(Note: some suggested abilities are not all reflect activities in place.) 

o Annual Reports (PA and LA) 
 
o Development of a web-based tracking tool to record activities records and to sort Office 

actions by location, organizations involved, and type of activity (Note: this could also 
record quantitative impacts as well as be tied to various forms of “story-telling”, 
especially to political constituents.)  (ND) 

 
o Brochures and other supportive media tools 
  
o Legislative and constituent briefings 
 
o Development of a pro-active communications “package” or plan (e.g., for the upcoming 

6-12 months) 
 
o Development of solid electronic communications capacity (development of creative and 

accessible, constituent supported Web portals, list servers, etc.)  (KS) 
 
o Discontinuation of a newsletter and development of a magazine to provide expanded 

opportunities for highlighting rural health programs and disseminating information (PA) 
 
o Profiles of grants received by the Office or other organizations obtaining funding with 

Office support (AZ and GA) 
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Appendix E 
Useful Partnerships 

 
Appendix E summarizes examples of SORHs partnership development.  In most cases the examples could also 
be listed in Appendix D as positive practices.  Chart 1 shows the type of useful partnership by the type of 
partner, for example higher education or farm agencies.  Chart 2 displays different types of partnerships as they 
relate to topical focus areas.  

CHART 1 USEFUL PARTNERSHIPS BY TYPE OF PARTNER 
PARTNER ROLE – NATURE OF 

PARTNERSHIP 
SORH EXAMPLES 

CAHs, RHC & FQHC  • Promoting collaboration 
• Collaborative workforce 

development strategies 
• Creative alignment of reimbursement 

strategies 

• Joint community needs assessments (Idaho) 
• Staffing statewide health workforce 

assessment (ME) 

Farm Health Organizations • Occupational safety consulting 
• Collaborative educational initiatives 

• Department of Agriculture (PA) 
• University Extension Services (PA) 
 

Higher Education   • Joint initiatives with academic centers 
(universities and community colleges) 
(Multiple Offices) 

Hospital Associations • Highly Mixed • OH, PA, SC, NH and most other SORHs 

Multiple SORHs • Multi-State Collaborative Venture • Multi-state insurance captive for EMS liability 
insurance (VT, ME, MN) 

• Multi-state hospital Board  education and 
quality programs (KS and other states) 

• New England–wide SORH development of the 
New England Rural Health Round Table; 
including linked website development, 
education programs, research, and New 
England Performance Improvement Initiative   

• Proposed six state EMS management training 
program (New England states’ SORH plus 
New England Council for Emergency Medical 
Services) 

Primary Care Office  • Within the same governmental 
agency 

• With a separate division of 
government 

• From outside of state government  

• Multiple Offices are combined with PCOs 

Rural Development 
Organizations 

• Linking Health to Economic 
Development 

• Engaging the economic development 
community in partnerships (quite 
diverse and underdeveloped) 

• Accessing economic development 
funds and bending this funding into 
rural health supportive initiatives 

• Effective use of Rural Health Work Programs: 
Kentucky, Nevada, Ohio, Oklahoma, Kansas, 
and others 

 

Rural Health Clinics  • Support for feasibility studies, 
certification support, and practice 
management 

 

• Fee for service consulting (SC) 
• Consulting incorporated within Office 

budget and state-supported service 
package (LA) 

• State-wide educational conference (ID) 
State Rural Health Associations • Highly diversified examples without 

universal “value” or strategies 
 



 
EMS Improvement • Mixed • Creation of EMS Purchasing Guide (how to 

evaluate services and costs) (VT) 
• Educational programs/management boot camp 

(SC) 
• On-line continuing education programs (WI) 
• EMS data collection system (partial funding) 

and EMS budget training (KS) 
• Funding for CAH EMS service evaluations 

(VA) 
 

Local Planning/Community 
Engagement 
 
 
 
 
 
 
 
 

 

• Rural health systems development 
• Technical support by staff or 

through contract for local planning 
processes 

• Assistance in developing community 
readiness to engage in future 
initiatives (e.g., community 
leadership development 

• Funding support for community 
health planning initiatives 

• Alignment of initiatives with CAH 
community benefit assessment 
strategies 

• Development of braided funding 
streams for community planning 
projects (e.g., the utilization of 
funding from several sources such 
as, one or more state agencies, 
hospitals, foundations, etc.) 

 

• Tying of grants to the availability of a 
community needs assessment and community 
“Plan” (Iowa) 

• Office-based Community Health Systems 
Development services to health care facilities, 
organizations, and other providers across the 
state.  (LA)  These services are offered to 
communities within health professional 
shortage areas (HPSAs) for the purpose of 
expanding or sustaining access to primary and 
preventive health care services and include: 
community development services that include 
but are not limited to small and large group 
facilitation, data driven and community-based 
needs assessments, and strategic planning and 
development;  

health sector economic impact studies;  

enhanced demographic scans, mapping 
services, and health service market 
analyses;  

feasibility studies;  

practice management services and  

Grant proposal development consultation 
and resource development technical 
support 

 
Network Development  

 
• Building and working with coalitions of 

hospitals/CAHs, FQHC, and other 
organizations to create Community Networks 
(In some form in most states) 

• Demonstrable collaborative projects with 
results (In some form in most states) 

• Ability to get CAH and/or SHIP funded 
hospitals to use their funding for collaborative 
efforts (PA, NH)) 

• Creation of a meaningful forum for 
collaboration among CAH CEO’s or other staff 
such as Nursing Directors (AR, ME) 

USEFUL PARTNERSHIP BY TOPICAL FOCUS AREA 

TOPIC OF FOCUS AREA TYPES OF ACTIONS SORH EXAMPLES 
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Economic Development 
 

• Linking Health to Economic 
Development 

 

• Development of statewide RHW-style economic 
assessments for all counties (KS, OH) 

• Community-specific economic modeling 
(multiple states) 

Performance Improvement 
Activities  

• Development of quality or 
performance improvement systems 

• Among CAH hospitals (PA)   
• New England Rural Round Table’s use of 

funding from several states 
• Quality Health Indicators (QHI), a web-based 

electronic systems designed for CAHs (KS) 
 

Research  • Collaboration with Federally 
designated rural research centers and 
those developed by other entities, 
e.g., universities 

 

 

Rural Transportation Strategies 
 

 • Participation in Department of Transportation, 
Transportation Coordination Council, multiple 
Mobility Action Planning Workshops, and 
creation of a mobility plan.  (IA)  

 
State Medicaid program • Foster collaboration with rural 

communities/providers/planners 
 

Statewide Rural Health Plan • Bring diverse groups together to 
develop a statewide rural health plan 

• AZ, ME, VA, GA, VT, MD 
 

Telehealth/Distance Learning • Providing leadership to develop 
rural telehealth strategies 

• Coordination of successful FCC Health IT 
grant application and separate, but reinforcing 
CAH-IT grant application  (VA)  

• Supported FCC Grant Development which led 
to grant award (MN) 

• Obtaining non-FLEX funding to coordinate IT 
Network development (CO) 

• Multiple other examples of collaborative 
discussions, but little documentation of results 

 
Workforce Development • Development of Office’s leadership 

role 
• Strategies for effectively using of 

3RNet Linkages (other than just 
posting positions) 

• Workforce conferences 
• Active involvement in loan 

programs, direct recruitment 
initiatives, physician support 
strategies  

• Linkages and partnerships with 
AHECs 

• Other workforce linkages with 
higher education 

• Linkages between the Office of 
Rural Health and the state’s Office 
of Primary Care, especially with 
respect to designation activities for 
MUAs and HPSAs 

• Development of a State-wide rural 
workforce plan or a more limited 
primary or core services workforce 
plan 

 

• Development of a family of workforce 
recruitment and retention program that 
includes continuity of relationships with 
prospective workers over “years”  (SC) 

• Direct workforce support/or conduit to 
resources, e.g., practice management software 
or practice consulting (SC, LA, CO ) 

• Operation of a Office-based Recruitment and 
Retention Program (CO, SC, VA, WI) 

• Coordinate CAH taskforce to address 
pharmacy shortages in rural Colorado (CO) 

• Complete and distribute “Primary Care Access 
Plan and Chart Book (GA) 
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Appendix F 
Some Possible Uses for Evidence-based Examples of State Office of Rural Health 

Performance 7

 
Several applications of the use of evidence-based performance, or “proof of performance”, have 
been identified.  These include: 

 

   

 As a tool to realign Office priorities and strategies 
 

 To support the presentation of budget requests, program evaluations, and funding rationale 
within State and Federal executive departments and to state legislatures and Congress 

 
 In advocacy for additional staff, to override hiring freezes, or to prevent staff cuts 

 
 To educate new legislators, and state executive branch leadership, as well as their staffs, 

especially in states with term limits and turnover of SORH program supporters 
 

 In presenting to legislators the value of rural programs and the broad economic impacts 
related to rural program investments  

 
 In presenting new ideas for expanded program initiatives (e.g., by SORHs using examples of 

achievements from their own and other states) 
 

 To argue for more constructive availability of “matching” funds flowing into the SORH (to 
hire staff and develop/implement programs), rather than “match” funds that do not support 
the development of SORH staffing and infrastructure 

 
 In support of arguments for State and Federal policy changes or new legislative initiatives  

 
 To support ORHP’s policy and program compliance with the Federal Government 

Performance Review Act (GPRA) 
 

 In university settings to sustain “college or department” support 
 

 In 501 (c)(3) SORHs in proposals to states for line-item contributions to the State Offices 
 

 With grant-giving organizations (e.g., foundations) in search of broader SORH support 
 

 In support of discussions with State and Federal rural health caucuses  
 

 In support of ORHP program implementation and reauthorization, e.g. SORH Grant 
program, Critical Access Hospital Program (CAH), other FLEX program initiatives 

 
 To support the professional development of directors and staff of the SORH 

                                                 
7 Ibid pages 5-6 
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Appendix G 

Common Examples of Progress, Process, and Performance Measures 
 

• Number of technical assistance contacts or technical support services provided to 
organizations seeking grants (sometimes listing the type of organizations receiving the 
services) 

 
• Number of newsletters (times per year and number distributed) 
 
• Number and types of regional and national meetings attended by Office staff 
 
• Number of SORH conferences (by type/topic and number of attendees 
 
• Number of "topical" workshops conducted and number of attendees 
 
• Number of rural health briefings conducted for various organizations/groups and number of 

attendees 
 
• Number of opportunities to respond to congressional delegate's information requests 
 
• Number of venues (work groups, task forces, coalitions) in which the SORH participated 
 
• Lists of Partners 
 
• Number of Boards on which members of the SORH staff served 
 
• Number of quarterly meetings of various groups attended 
 
• Number of communities or constituents that request and receive technical assistance 
 
• Number of SHIP grantees and percentage of eligible grantees 
 
• Number of Critical Access Hospitals and percentage of eligible CAHs 
 
• Number of funding opportunities posted on Website 
 
• Indication that 3RNet data was being monitored and the number of physician vacancies, 

reported placements tracked  
 
• Number of contacts with the Office regarding health workforce placement by employers 

and/or prospective employees 
 
• Number of physicians or other health professionals recruited 
 



• Number of educational loans or scholarships awarded by type and amount 
 
• Number and types of new activities or partnerships based on activities 
 
• Surveys conducted, by type 
 
• Number of visits to other organizations (e.g., Federally Qualified Health Centers, Rural 

Health Clinics, Critical Access Hospitals, community mental health boards) 
 
• References to the maintenance of "Resource Libraries" 
 
• Development of or enhancements to web sites with tracking of web site "hits" 
 
• Number and types of various resource documents distributed to constituents 
 
• Number of presentations done by staff at national meetings 
 
• Number of articles submitted for another organizations' newsletter 
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Appendix H 

Examples of Other Office or State Government Defined Functions 
 
Contract Management Responsibilities 
 
• Administration of 35 network grants and a capital pool for 50 rural hospitals (NY) 
 
• Management of a state-funded capital pool (FL) 
 
• Management of awards of 16 matching grants totaling nearly $300,000 for Rural Health 

Services Revolving Fund and the Rural Health Physician Incentive Revolving Fund (AR) 
 
• Coordination of Black Lung Disease Program (OH) 
 
• Management of the uses of the state’s tobacco settlement funds (OH) 
 
• Coordination the state’s discharge data set (AK) 
 
• Management of state-funded Community Health Aide Training and Supervision Program and 

participation in workforce strategies to enhance the recruitment, training and certification of 
behavioral and dental health aides (AK) 

 
• Contract with State Health Department to distribute $5,605,000 in equipment and supplies 

for rural hospital and clinics to support bioterrorism preparedness (CO) 
 
• Administration of grant programs for state Rural Health Act Grant ($1,175,412), Family 

Practice Residency Grants ($624,657, not all rural focused) and FQHC Expansion Grants 
($3,430,000) (IL) 

 
• Management of Community-based and Rural Health Programs ($500,000 for projects for 

2003) (LA) 
 
• Administration of state-funded Rural Hospital Capital Improvement Grants ($1,787,000) 

Pharmacy Preservation Grants ($180,000), and Donated Dental Services Grant ($57,000) 
(MN) 

 
Additional Office Defined Functions or Opportunities 
 
• Development of contracts to provide services to University-based cooperative extension 

service and the university’s outreach program (PA) 
 
• Development of agromedicine program (PA) 
 
• Fee-for-service recruitment and retention programs, RHC consulting, and capital acquisition 

strategies (SC) 





 

NOSORH Evaluation Project Report                                                             April 2008    Appendix I 1 

Appendix I 
A Model for Economically Quantifying Returns-On-Investment from SORH Programs  

 
State Offices of Rural Health are increasing challenged to demonstrate our value and to improve 
our ability to measure, discuss, and “prove” our results in the face to multiple programmatic and 
funding pressures.  Although many of our activities are not easily quantifiable, and certainly not 
in economic terms, the report “State Offices of Rural Health Economic Quantification Strategies 
For Considering Returns On Investment” presents a tool for economically quantifying and 
discussing the benefits of State Office of Rural Health programs in terms of economic Return-
On-Investment (ROI.)  A project summary and tables of examples are also attached.8

                                                 
8 Based a Project Summary generated by Rene Cabral-Daniels, former Director of the  
Virginia Office of Health Policy and Planning (and Director of the Virginia Office of Rural Health), upon 
completion of the  Economic Quantification Study and transmittal of the report to ORHP and the State Offices.  
Core Model description from project report. 

 
 
This Report and the model present results from a Federal Office of Rural Health Policy 
sponsored a project in conjunction with the Virginia Office of Health Policy and Planning.  The 
model and the examples of its use will look familiar to some of you.  They build on a similar 
ORHP funded study coordinated by Lisa Davis and the Pennsylvania Office of Rural Health and 
completed in the fall of 2001.  (Jonathan Sprague of Rocky Coast Consulting was the consultant 
for both projects.)  The new version adds additional examples and refines, corrects, or restates 
many of the original findings and recommendations.   
  
The 2001 study, with the current refinements, stands up to the test of the last five years.  The 
rational for ROI analysis, the logic and utility of the model, and importantly the explanations of 
limitations placed on the applications, remain valid and timely; although, they have been 
expanded and strengthened.  The issues are challenging; the tools can be powerful; and the uses 
of the report have several nuances that deserve careful consideration. 
 
When judiciously applied, the model can provide credible logic trails, with plausible, defensible, 
economic results that also meet a common sense test.  In most cases, when the model is applied 
substantial economic return can be demonstrated and the “ROI” on can be clearly and 
convincingly shown.  The model is sufficiently flexible to accommodate the variability of the 
State Offices and the utility of the information, as well as the practical realities of limited 
databases.  It continues to suggest straightforward, flexible approaches for advancing both 
Federal and State understanding of SORH programs. 
 
The Model has several applications.  SORHs can use it to: 
 
1) Measure and demonstrate the direct and indirect economic impacts of major programs and 
other initiatives on community, regional, or state economies 
 
2) Calculate and demonstrate the economic ROI of SORH funds 
 
3) Add quantitative economic value factors to other measures of an Office’s performance 
 



4) Demonstrate that a) the economic returns to a state from investing in a SORH are almost 
always a significant multiple of state tax revenue investments, and b) that SORHs can be small 
economic engines for both rural communities and states.  

 
Within these four broad parameters, seventeen specific uses of the model were identified during 
the discussion with project participants.  There are undoubtedly many other uses.  The initial list 
is discussed in the reports.  Eight Templates for applying the model are provided with 
approximately a hundred examples.  They generally are targeted to address expectations for 
Federal SORH funding, but they are also more broadly applicable to other SORH-affiliated 
programs, such as the FLEX program.  The Templates include examples of the following:  
 
 Template I, Grants or Other Non-grant Funding That Flows to a SORH for its Direct Use 

or Through the SORH to Other Organizations or Agencies 
 
 Template II, Technical Assistance Results Attributable a SORH for Economic Gains 

Resulting From Funding That Goes Directly to Non-governmental Organizations 
 
 Template III, FLEX Program/Critical Access Hospital Payment Program Impacts 

Associated with SORH Support 
 
 Template IV, Examples of Education Programs and Information Clearinghouse Functions 
 
 Template V, Economic Impacts of Recruitment and Retention Initiatives 
 
 Template VI, Policy and Reimbursement Impacts 
 
 Template VII, Contracts and Grants Managed by the SORH 
 
 Template VIII, Miscellaneous SORH Projects or Other Responsibilities 

 
Specific approaches used to conduct this analysis included: 
 
 A Virginia-specific assessment of the applicability of the 2001 model 
 
 A review of input received in 2002 as a component of grant requests submitted by SORHs 

for Federal SORH funding and the abstracting of some of these examples 
(Multiple examples of economic return on investment were submitted in 2002, using the 
2001 model.  These examples might be further updated and you might like to correct your 
data or to suggest new examples as part of an on-going improvement in this tool.) 
  

 A review of current attitudes regarding the slow adoption of the quantification approach and 
the current utility of such a model (as expressed in interviews by several SORH directors) 

 
 Identification of additional examples by several State Offices (with particular thanks to the 

Florida Office of Rural Health) 
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The Core Model 
The core model relates several steps.  First, the economic gain resulting from a SORH initiative 
is identified.  It is then multiplied by the estimated percentage of the results that may be 
attributable to a State Office’s actions (the causality factor).  An economic multiplier is then 
applied to estimate the more comprehensive economic impacts that will be experienced at a 
county, service area, or State level.  This “numerator” is divided by the State Office’s cost 
associated with achieving the gain.  
 
The primary resulting measurement is “Return on Investment” expressed as the ratio of dollars of 
economic gain per one dollar of SORH resources invested.  The refined model also provides 
examples for differentiation between the investment of State funds (e.g., taxes or general revenue 
sources) and non-State funds (e.g., Federal or grant sources.)  Examples are provided that reflect 
“net” economic gain as well as ROI.  The following equation expresses the Core Model and 
these calculations. 
 
(Economic Gain ($) X Results Attributed to SORH Action (%)  X Economic Multiplier   = ROI 
State Office Cost ($) 
  
ROI = Economic Impact in dollars/$1 of SORH Cost 
 
 
Simple Examples 
 
Example #1 
 
First year gain of Medicare reimbursement for a CAH ($900,000) X (40% “credit” for an Office that 
provided the CAH with substantial help) X 1.5 (local economic multiplier) 

$5000 of the Office’s Budget 
 

Return on Investment = $108/$1 
 
 
Example #2 
 
(State Office facilitates bringing $400,000 of Federal HIT funding to the state)  X (90% credit, since the 
Office did most of the work) X 2.2 (statewide economic multiplier)

 
$10,000 of the Office’s Budget 

 
 
ROI= $79.20/$1 
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Appendix J 

Process and Template for Continuing Demonstration of Excellence and Innovation 
State Offices of Rural Health 

Promising Practices 
 
Process to Data Collection 
  
 Ask each state, identified as having promising practices, to submit one or preferable more 

examples by June 1.  This should at a minimum include examples from Board members, 
members of the Performance Improvement Committee, and Regional Chairs.  (Note: It 
should take less than two hours to complete a good description of a promising practice.) 

 
 In addition, any Office Director or staff member, who is going to be noted as a “mentor” for 

specific best practices, should be able to and asked to complete the example input form and 
to document the outcomes of the practices that they see themselves as being able to mentor.  
Ask everyone on the mentoring list to submit information by June 1.  (Note: general 
“coaching” for a new Director of an Office, by another director (e.g., on grant requirements, 
how Offices work with ORHP, resources that may be available to Directors, etc.), does not 
fall to this category.  There will also be other non-quantifiable mentoring activities of value.) 

 
 After the initial submissions are organized (e.g., in June/July), ask Offices to review filed 

examples and to submit additional examples on identified topics as well as additional 
examples of other activities not yet sited. 

 
 The NOSORH Board should ask Offices to commit to submitting at least one additional 

example per month, starting not later than June 1, and continuing for six months or until the 
Office feels that there is a diminishing return on the “quality” of its suggestions.  States 
should be strongly encouraged to submit several examples all at once if they prefer (in the 
first couple of months, not waiting to the sixth month) and the submissions should not be 
limited to six. 

 
Some states should be easily capable of submitting more than one example, particularly in 
those states with staff responsible of specific programs (e.g., FLEX coordinators).  Once the 
Offices have the form, this should not be an overwhelming task.  (Note: If all of the Offices 
submitted six examples there would be an established database of 300 promising practice 
within six months.  This might translate, for example, into fifteen promising practice 
examples for twenty topics of interest.) 

 
 Periodically NOSORH should request that all Offices submit topic-specific examples at the 

same time to build a basis for a particular educational activity or to address a topic raised by 
the Board or one of the Board’s committees.  A topic-specific database could be quickly 
generated by asking for examples on a topic such as, strategies being employed to address 
transportation needs, dental issues, promising work force development strategies, strategies 
for fostering community engagement/planning, joint strategies with other Offices, and 
examples of fee-for-service generating services). 



 
 During the initial six-month period, monitor the incoming examples, ask questions of Offices 

to clarify reports, and edit submissions to achieve reasonably standard style. 
 
 At the end of six months, evaluate the process and database and assess the desirability of 

continuing this process, and if continued, make any changes necessary to strengthen the 
approach.  (This might be a role for the Performance Committee.) 

 
 As the data base develops, coordinate conference calls/webinars around the categories of 

submitted examples; advocating/expect a review of the files by participants as preparation for 
the discussions 

 
 Ask Offices to update their submission every six months after initial submission and to 

expand on findings, strategies, results/outcome reporting, or to replace the examples. 
 
 After the first six-month phase, at least quarterly ask the Offices to add new examples.  
 

(Note: The last two recommendations will require a NOSORH tickler system designed to 
remind the Offices to take this action.) 

 
 Use the “files” as the basis for structuring some annual NOSORH meeting content, as well as 

for regional meetings and conference call discussions. 
 
 Continue to ask for submission of suggested “outcome” measures and push for “quantitative 

examples” to go along with “process” descriptions; build this file in a similar way to the 
promising practices file. 

 
 Promote the consideration and use of the available model for quantification of economic 

returns-on-investments for SORH programs.  (Post the associated reference report at the 
NOSORH web site.) 
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Suggested Template for Collecting Data 
 
• Location (state) and Organizational Structure of the Office (e.g., within state government, 

linked with Office of Primary Care or other functions; located within a university, operated 
as a 501c3.)  (This only needs to be submitted with the first example) 
 

• Description of project or activity and suggested match with sample categories (More than 
one category can be cited.) 
 

• Timeframe in which activity occurred 
 
• Results 
 

o Describe the results of the project or initiative (What happened, what difference did it 
make, and to whom?) 

 
o How was the project accomplished? 

 
If the results of the activity were a plan for addressing a topic, an evaluative study with 
recommendations, or another type of report, is this available at your website or an 
alternative website?  If yes, please provide the site.  
 

o What are the short-term (one-year) and longer-term implications of this activity?  Are 
there follow-up activities?  Where do you think the results to date will lead? 

 
o Describe why you feel that this activity has particular value to your Office in achieving 

its objectives, if, and why you consider it to be innovative. 
 

o What are the quantitative and qualitative indicators that indicate the relationship of 
actions to meeting objectives of the Office (as may be defined in an Office Plan or grant 
application or in some other form)?  How are you measuring outcomes?  Can you and 
have you identified any specific impacts on rural health? 
 

o Are there other results based on actions taken by an Office-affiliated partnership that can 
be identifiable to actions of the Office (A note might be made of the extent to which the 
Office’s actions/roles contributed to the outcome, e.g., a percentage estimate.) 

 
• Can you identify the costs to your Office and to others of achieving the results?  What were 

the funding sources and how much was provided by source?  (Please note any innovative 
funding approaches, e.g., multisource funding (public, private, or in combination) combined 
with leveraged SORH funds). 

  
• How effective was this project in building or enhancing collaborative relationships with other 

parties? 
 



• Have you done any Economic Impact or Return-On-Investment assessment for this 
initiative?  If so, please summarize the findings. 

 
• Do you believe that the knowledge you have gained through this project can be transferred to 

or adapted by other Offices?  Do you have any specific suggestions how this might be 
achieved? 

 
• If an Office Director or Office staff person for another SORH wants to talk with someone in 

your Office about this example who should they contact and at what number or email address 
should they use? 
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