
Roles of SORHs in Community Development 
NOSORH recently asked SORHs to share what role, if any, they were playing in community development efforts 
within their states.  The following represents a summary of SORH responses received to date: 

 

Idaho 

Just recently, Idaho successfully implemented a CAH-CHC community engagement meeting in a small, rural Idaho 
community. The meeting represented months of work, patience, tact and leadership on the part of the SORH.  

There are two CAHs that have been protesting the federal application to establish a CHC in the community. The 
relationship has been antagonistic – the CAHs succeeded in stopping the County Commissioners from sending a 
letter of support with the CHC application. 

Idaho SORH Director Mary Sheridan has been meeting and discussing the issue with stakeholders – the CAHs, CHC, 
PCA, PCO, Hospital Association, county commissioners, and city councilmen – for months. She also provided a 
PowerPoint presentation about CHCs to the CAH. After months of discussion, all parties supported my efforts to 
conduct a stakeholder meeting in the community. 

The meeting on Tuesday, April 19 included 17 participants (CAH CEOs, CHC director, physicians, PCA, PCO, hospital 
association, county commissioner, city councilman). Rochelle Spinarski served as facilitator (she’s terrific and I 
definitely wanted to avoid any perception of bias by our office.) The meeting went very well; although things were 
a bit tense at times, all parties asked if we can meet again soon for further discussion. That’s HUGE! 

I committed to conducting another meeting in May. It may be too soon to say where it will lead, but, without our 
SORH’s efforts, this never would have happened. 

 

Iowa 

Granted all SORHs may have the same five goals, but each office may address them in a manner that is best fitting 
to their state. Thus, some SORHs may do more related to community development than others – it just depends on 
how you define community development. 

In a nutshell, the Iowa office believes that community development techniques typically include the following: 
community forums or dialogues, strategic planning, community needs assessments, key informant interviews (we 
do this with community leaders and others), focus groups, and other efforts. 

Some PCOs have a narrow perspective on community development and may have a bias that what they do is CD 
(particularly if it relates to CHCs). They may not see SORHs as having the same perspective and so they may 
discount what we do. 

What follows are four community development-related slides the Iowa SORH has used in presentations: 

 



 

 

 

 



 

 

 

 

Minnesota 

Everything we do is community development – converting 1,300 struggling hospitals to CAH is community 
development. 



 

Montana 

We do a lot of this through our community assessment and health & wellness projects. 

 

Nebraska 

1. In many respects we have always done community development, but mostly with our health care 
community partners 

2. Community development has a greater importance now for rural places because of the shift in healthcare 
provision and the larger role that citizens must play (and are playing) caring for themselves and others.  

3. Community development is about the “care” that communities put into planning, assessments, goal 
setting and building new partnerships to address the new and the old issues rural people face. 

4. With 7,000 people turning 65 every day, community development models will be crucial in keeping, 
recruiting and caring for these aging baby boomers. 

5. What is health and what is rural?  My definition has always been that health is “when everything works.” 
And Rural is really all about community. 

6. SORHs from the beginning have focused on helping communities with all kinds of development 
activities…from finding dollars for buildings, equipment, professionals and partnerships. IT IS WHAT WE 
DO. 

7. Without this work community development would only be focused on economic development and we 
know how poorly rural areas, in general, have done in that arena. You have to have a community, focused 
on its own development to address the many issues involved in health and health care. 

 

Nevada 

SORHs provide disaggregated information that addresses rural/frontier health and community issues in smaller 
units (e.g. measurement, systems, vulnerable populations, etc.) than PCOs, which take statewide and 
county/parish level approaches; 

SORHs have a “pulse” and advocacy position that represents multiple disciplines within community settings (as 
opposed to PCAs that represent only health sector organizations and often are swayed by the proportion of urban 
membership; 

SORHs work locally to provide evidenced based information that support community development decision 
making (e.g., Rural Health Works-Impact Analysis, Health Workforce Supply/Demand, etc.); 

SORHs provide key partner relationships that assist communities identify resources (e.g., USDA, rural economic 
development) and bring those partners to the planning table to address community development; 

SORHs have an advocacy position that helps frame the issues of rural/frontier areas and can articulate these 
to/with PCOs/PCAs in addressing community development approaches; 

In the case of (35?) states, the PCOs/SORHs are co-joined which makes the majority of offices in the country, 
confront community development as an integrated approach already; 

Examples: By virtue of the SORH, multiple programs and resources are at the disposal of rural communities that 
address community development: 

 Strategic planning through SORH and FLEX (community organizations; CAH Boards of Directors); 



 Health Workforce recruitment/retention (a community based development activity)-SORH analysis of 
supply/demand; access to 3R Net to facilitate recruitment; specific community based activities addressing 
retention; 

 Evidence Based Data:  Nevada’s Rural and Frontier Health Data Book; Rural Health Works county cost 
impact data; health workforce selected studies;  

 Grant Writing TA (acquire resources; identify funding sources; link partners and consortiums) 

 

Ohio 

It’s disappointing to learn that you heard someone say they did not see a role for SORHs in community 
development; that is EXACTLY what SORHs do EVERY DAY in our efforts to improve access to care and strengthen 
health care delivery systems in our rural communities. Your definitions of community development are right on 
target and the examples you provided (certainly things that SORHs do…or SHOULD be doing) equally on point. 

So, yes, the Ohio SORH engages in community development on a DAILY basis. We work with all sorts of folks from 
across the state (and region, and country) to improve rural health systems. We might take a call from a rural local 
health department in need of direction/resources to develop a program to address the needs of an aging rural 
population. We might direct them to funding resources, connect them to an Area Agency on Aging to establish a 
new partnership, make an introduction to the local Critical Access Hospital (CAH) or Federally Qualified Health 
Center (FQHC) to see if they can work together to address the issue…we could go on and on! 

Sometimes our work results in additional resources for rural communities (through the successful application to 
federal agencies, a local foundation, etc. for funding). We frequently help to establish connections/relationships 
with other healthcare providers in a given service area so that folks can begin working better together. Resources 
in rural communities are scarce, so there is simply NO EXCUSE for not partnering! It is the SORH’s role to advocate 
on behalf of collaborations and partnerships. 

Many SORHs are working directly with local communities in the development of RHCs or FQHCs. We certainly do 
this in Ohio and provide direct technical assistance to some communities if they need it; we also serve as a 
resource for information and guidance if that’s the level of assistance they need. We work in partnership with our 
PCO and PCA to accomplish much of this work. Most SORHs are also engaged in workforce development in their 
states to at least some extent. Increasing the supply of primary care (and other) providers in our rural communities 
is absolutely a community development activity. In Ohio we do this in partnership with our PCO and often our PCA. 

 

Washington 

Years ago the Washington SORH had staff at the University of Washington and funding to support Community 
Health Services Development. It was an assessment/strategic planning activity at the community level. 
Stakeholders would meet and hear the findings of a survey that had been done of their community (what health 
services they used, etc.). It was interesting that they always said they needed a hospital; yet, when they answered 
the questions about where would they go to treat a broken arm it was not their hospital. 

 

West Virginia 

West Virginia offers the Recruitable Community Program (RCP), which works with rural communities to increase 
their health professional recruitment potential while also focusing on economic development and community 
revitalization. The RCP collaborates with the WVU First Impressions Program and the WVU Community Design 
Team. We are also beginning to work with the Healthy Lifestyles Program which is now a part of our office. 

 


