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Guidance for Understanding and Using This Document

This Sample State Office of Rural Health Strategy and Business Plan resulted from a Federal Office of Rural Health Policy (ORHP)-funded pilot project involving the Arkansas, Florida, Kansas, and Virginia State Offices of Rural Health (SORHs).  It is a composite of findings and strategies from the resulting plans of each Office, as well as from interviews with numerous other Office Directors.

The purpose of this Plan is to provide SORHs and ORHP with a set of examples of issues, strategies, and objectives developed from planning processes in small and large SORHs.  It is the intent that this Plan will be a thought provoking reference tool, when considered in the context of individual SORH needs and ORHP’s future planning.
A separate companion report reviews Project results and address the values and challenges of strategic and business planning for SORHs, as well as recommendations for SORHs, the Federal Office of Rural Health Policy, and the National Organization of State Offices of Rural Health.  The two documents taken together provide an in-depth primer on SORH planning.   
No two SORH have the same strengths, weaknesses, challenges, resulting strategies, and implementation plans.  Therefore, all examples are not relevant or appropriate to every Office. No SORH director should feel that he or she should or must have a plan that addresses all of the examples.  They are meant for reference and discussion.  

In providing a chain of thought, depth to the background rationale, and diverse multi-state examples, this Plan is longer and not as tightly written as an individual plan, which might be much more brief and the flow organized differently.  There is some redundancy and the strategies may at times seem inconsistent.  Brief editorial notes are included in italics.
The examples are not exhaustive and certainly not a complete inventory of possible strategies.  Some Offices will have issues that are not identified.  Nonetheless, all SORHs will find sections of the Plan that describe very familiar situations and needs; and, they will find helpful recommendations for both process and action.
It is likely that the specific findings and recommendations will seem applicable, word-for-word, to many SORHs’ situations.  It will be tempting to cut and paste segments of this Plan to create a new plan for any Office; Offices are invited to do so.  However, the words are much less important than the processes that created them.  In other words, “Planning is a process, not a Plan” and writing, without the process, is not planning.
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Sample Strategy and Business Plan
for

State Offices of Rural Health
Introduction

The Strategy and Business Plan for the State Office of Rural Health
 (the “Office”) was developed during 2005.  There are several component of the Office’s “business”  that extend beyond its rural health functions, including responsibilities for primary care, including recruitment support; coordination of Local Health Councils, trauma systems and bioterrorism prevention and response strategies; technical support for local public health departments, minority health, telehealth, the State’s HRSA planning grant for addressing the needs of the uninsured; and policy development and issue analysis for the Secretary of the Department and the Governor’s office.

Thus, the Office’s planning has embraced more than just rural health.  However, while this Plan addresses some strategies and business issues related the diverse functions of the Office, it particularly focuses on SORH functions and associated grant-related expectations.
To date, the Office has sought input for this planning process from its staff and other closely associated individuals within the Department of Health.  Additional participants have included representatives of organizations familiar with the Office’s role in the State.  These contributions came from Critical Access Hospitals, Rural Health Networks, the Primary Care Association, the College of Medicine at State University, the Farm Bureau, the Hospital Association, the Medical Association, the Rural Economic Development Council, the Rural Health Association, the Association for the Medically Underserved, the Board of Emergency Medical Services, the Foundation for Medical Care, and the Association of Local Health Departments. 

Planning interviews, group discussions, analysis, and drafting of the Plan were facilitated by an independent consultant familiar with State Offices of Rural Health throughout the country and with Federal Office of Rural Health programs and grants, including the State Office of Rural Health program.
 
As the result of the planning process, the philosophical underpinnings of the Office were clarified and strengthened.  Many issues and associated goals and strategies were identified.  In the short-term some immediate actions will be taken that will redirect the Office’s course; while many issues will continued to be addressed by current work-in-progress.  Several of the issues, opportunities, and actions steps need to be phased over an 18- month to two year timetable.  It is particularly important to note that the Office cannot address all of the identified issues simultaneously and has chosen not to address others.  Discussion of required resources and priorities will be on-going.
Mission, Vision, Values of the Office 

The Office currently embraces the following Mission, Vision and Values.  The Mission is defined in State enabling legislation and is also the mission of the Department of Health.
Mission

To promote and protect the health of all people in the State through the delivery of high quality public health services and health care standards.

Vision

The Office of Rural Health will work within rural communities to be a leading partner in improving the health care of rural people.

Values

We accomplish our mission by incorporating the principles of teamwork, integrity, accountability, professionalism, quality, and caring and by actively providing advocacy, resources, and technical assistance to rural communities.

Basic Roles and Functions of the Office 
The SORH provides a diverse set of services and supports a variety of State and Federal rural health initiatives. There are several basic role expectations for State Offices of Rural Health associated with funding received through the Federal Office of Rural Health Planning. They include the following: 

· Technical Assistance (core function)

· Information Clearinghouse (core function)—Disseminating information concerning rural health issues.
· Coordination of Rural Health Activities Statewide (core function)

· Support for Recruitment and Retention Initiatives (a supplemental function done in conjunction with the state Primary Care Office and focusing on primary care physicians)

· Participation in Collaborative Relationships That Foster State-Federal Partnerships (supplemental function)
· Demonstration of Leadership That Impacts State and Federal Policy Initiatives
(Note: this last point is not defined in federal legislation or regulation, but has evolved as an unstated “desirable” role in most states.)
The approaches used by the Office to meet these expectations are documented in the Office’s annual applications to HRSA/ORHP for the SORH program, the FLEX Program, and the Small Hospital Improvement Program.  The associated detail is not repeated here.  It is not the purpose of this plan to explore or restate all aspects of the Office’s functions, but rather to incorporate previous program development with the specific findings and recommendations outlined below.
In addition to the above broad expectations, the Office is specifically responsible for
the following ORHP/HRSA related functions:

· Developing the State’s application for the State Office of Rural Health Grant;
· Overseeing the Medicare FLEX Program grant application and subsequent management of the program’s implementation, including the development of associated projects with other organizations and the dissemination of grant funds to eligible hospitals  (This includes Critical Access Hospital development, programs to foster rural emergency medical services (EMS), provider network development, and performance improvement initiatives.); and
· Developing the State’s application for the Small Hospital Improvement Program (SHIP) and management of the program’s implementation, including the dissemination of grant funds.
This Office also is responsible for the following:
(Note: these are examples of possibilities derived from all of the pilot-SORHs.  No one Office is responsible for all of these activities.)
· Serving as the Primary Care Office (PCO) for the State

· Serving as the State’s Minority Health Office

· Designing strategies to improve health care workforce recruitment and placement programs

· Overseeing of the State’s Rural Hospital Capital Improvement Grant Program 
· Managing the State’s financial contracts for the Local Health Planning Councils (LHPC)
· Serving as the Office’s representative on the Department’s Telehealth Committee
· Providing technical support for local public health agencies and public health systems
· Providing State representation in the regional Delta initiative
· Managing statewide trauma systems planning and development
· Directing the federal grant program for hospital bioterrorism preparedness and response
· Conducting policy and research studies

· Supporting other State government offices/divisions

· Supporting State agencies or non-State organizations in efforts to attract additional resources for rural health care providers and networks, including support for applicants seeking funding through the Federal Office of Rural Health Policy/HRSA, Outreach and Networking grants

· Providing a “rural voice” within the Department of Health and in other forums.

The Basis of Strategy Development and Implementation Planning (The underlying philosophies on which State Offices are built.)
The following points serve as basic philosophical principles or guidelines for the Office’s strategies and implementation plans.  Strengths, Weaknesses, Challenges, and Strategy decisions are tested against these parameters.
· Even though the SORH function is one of several within the Office’s overall responsibilities, the Office wants to be seen as one unified rural “responsibility center” where its roles and services are integrated, not as a separate Office of Rural Health. (This will certainly not be the applicable in all cases, particularly were the Office is a part of a state-wide division.)
· The primary strategy of the Office is to create receptive environments for Office participation with rural providers and associated organizations and then to leverage this participation and available funding mechanisms to create effective partnerships in local, regional, and State settings.  Due to limitations on staffing and other resources, it will be increasingly important for the Office to develop internal-Department of Health and external partnerships.  This seems to be a very fundamental yet not sufficiently or clearly stated philosophical theme in several Offices.
· The Office is primarily in the “business” of fostering, building, and improving state-wide, regional, and community-oriented systems for the improvement of health.  It is not focused on specific disease mitigation strategies.

· The Office’s primary constituents are other organizations, not individuals, except to the extent that other organizations impact individual health status in conjunction with Office initiatives.

· The Office must continue to provide services consistent with its SORH, FLEX, and other grant expectations.  Nonetheless, there is flexibility in many of the grant parameter. Grants can generally be structured to support Office strategies and program goals and not the other way around.  Although the Office is driven to a considerable extent by Federal and State funding requirements and expectations, the Office has considerable ability to make its programs Rural Health Plan-specific and need/user/constituent driven.

· Federal FLEX funding, as managed through SORH, has by its nature, promoted greater emphasis on SORHs working with hospitals.  The FLEX program in fact has historically seen Critical Access Hospitals as the core of their communities’ systems of care.  However, strong rural health strategies require looking beyond “hospitals” to the fostering of involvement of other key stakeholders, e.g., CHCs, rural health networks, RHCs, county health departments, homecare providers, dentists, nursing homes, and others.

· The Office must attempt to stay focused on what it can reasonably do well. The Office plans to grow; but it will grow with planned, purposeful intent.

· The Office will focus on the identification and promotion of replicable strategies that will improve rural health status, not just rural health services.

· The current scope of the Office’s activities also touches many other areas of state government, as well as provider and consumer interests.  For example, in a broad view, the Office has interest in addressing access to mental health services.  However, the Office does not have definitive responsibility for this or many similar topics.  Thus, it can have concern and strive to work with to interface the Office’s roles and support other agencies; but the Office must limit its involvement.

· The Department and the Secretary are guided by a “Healthy People 2010” approach.  This is very consistent with  the Office’s decision to sharpen its efforts to assist rural communities in developing community-based systems of care that provide access to and availability of affordable health care, continuity of care, and continuous quality improvement.  (An alternative in one state was a conclusion that the SORH did not have any authority for actively stimulating or supporting community-based health planning and consistent with the previous point, a decision was made not to allocate any resources specifically to this goal.)
· An additional complementary strategy of the Office is to adopt as part of its “healthy community” approach a philosophy of “developing healthy rural communities that provide opportunities for rural residents via employment, education, recreation, safety, housing and health care opportunities.”  These are broader philosophies or “mantras” than a traditional focus on efforts to organize and pay for institutional health care services. While this goal may seem profoundly optimistic and the Office does not control many of the variables, it will be a touchstone when considering how the Office functions. 

· Community-level collaboration, partnerships, and shared strategy development will be driving themes.  To support this objective, the Office will work with others in the Division and the DOH to leverage State actions and available funding mechanisms to support these themes in creating effective results.  It will strive for supportive actions in local, regional, and State settings and for consistent, predictable, and equitable actions across states agencies.

· Efforts will be made to channel several of the Office’s and Division’s funding streams to flow together to address shared, targeted initiatives.  The “leveraging” of resources through combined strategies will be thematic to the Office’s and the Division’s objectives, actions, and relationships.

· To the extent that a healthy community philosophy is a driving force, the Office (and the Division) will to take conscious actions to assist non-traditional providers (e.g., in addition to rural hospitals, physicians, etc.) and other organizations that support healthy community-oriented partnerships.  This will also define some of the parameters for interactions with other organizations such as the Rural Health Association, Hospital Association, Primary Care Association, county health departments, and academic institutions and Community and Rural Health Centers.
· Where possible, resource allocations will be aligned to fund projects that advance the creation of strong partnerships and support innovation.  Any Office’s funded initiatives will require consideration of potential opportunities for collaboration.
· Assistance with “grant-seeking” strategies will be considered as a complement to such partnerships.  However, grant seeking can be staff intensive and this approach may be limited unless additional resources can be secured.  This resource strategy will be paralleled by greater efforts to better evaluate the performance of grantees.

· Some of the greatest successes are achieved at the community or network level with focused projects, strong community involvement, and targeted funding.  Since the Office does not have sufficient resources to simultaneously work with every potential partner with the same intensity, significant meaningful results may best be achieved by focusing on targeted initiatives with demonstrable potential for success and for replicable results.  If the Office can sustain the successes, and incrementally build more successful examples, this strategy will breed additional success.

· The Office can be a valuable resource to other Department of Health divisions in an advisory role.  It can also be effective in helping to pursue rural-oriented grant funding.  Additional grant funding might come to the Office itself but also to other divisions.  Alternatively, Office support might be given to help other State offices secure rural-related funding for their constituents, e.g., for additional rural-related mental health, health disparities, or dental service funding.  This is very difficult in the absence of adequate funding and a clear agreement about the Office’s role.
· The Office has sufficient credibility to be able to move towards greater advocacy on some core, value-driven issues. The Office will sharpen its advocacy for:
· Regional, multi-party, collaboration
· Reduction in disparities across special populations (minorities, the poor, migrant workers, those with limited English proficiency, and rural)
· Consideration of both place-based and population-based issues
· Quality

· Community-based health planning
· The viability of appropriate, locally-available, hospital services
· Equity
· Access (availability, geographic access, and financial access
· Preservation and enhancement of the health and social service safety-net

· In order to accomplish many of its objectives and to achieve its potential, the Office requires a sufficient staff, a stable workforce, and staff who are knowledgeable about rural issues.  Credibility, as a small Office, and the ability to maintain “customer service,” demands an investment in selecting, sustaining, and continually educating experienced staff.  Dependable ability to respond to requests for SORH support and involvement (e.g., advisory role with various organizations) is essential.  (Note: the Office is not deficient in the quality or credibility of existing staff, but sustained progress will demand not only retention but expansion.)
· In the absence of adequate staffing strategies, the Office has moved to expand outside contracting to meet some of its objectives.  This approach has been effectively used for such projects as the development of quality of care indicators for CAHs with the Quality Improvement Organization.  The Office will be clear that its contracts are targeted to specific needs (consistent with the Office’s vision and Plan) and that they are yielding demonstrable results of adequate value.  The ability to evaluate, re-define goals and expectations, and modify approaches and contractual relationships is essential, and the Office will work to further develop its skills in these areas.
· This plan embodies a specific caution that the Office shows signs of being near its work “saturation point.” Some of the following recommendations may enable the Office to do more or at least “better” within its existing resources, but additional staffing will also be required to expand capacity.
· The Office recognizes a need to be cautious not to create demands that it cannot fill.  Future development must be managed within practical limits and the Office must make judicious choices regarding the scope of the initiatives it undertakes.  It cannot take on all issues nor respond to all requests for the Office’s involvement.  Developing the ability to say “No” to requests for the Office’s involvement and setting priorities within available resources is critical.
Strengths, Weakness, and Challenges

The following sections highlight some of the Office’s Strengths, Weaknesses and Challenges.  These points are not inclusive and it is the intent of this Plan that they should be open to modification.  Also note that several of the “strengths” have shadow sides and several of the weakness/challenges have associated opportunities. 

Strengths
General Perceptions of the Office and Working Relationships with Others
· The Office is well perceived by those who have used its services and those in State government who may be aware of its role.  Among participants, comments were very positive about the reliability of the Office’s staff and its proactive support and advocacy for rural providers.  (However, significant concerns were expressed regarding the depth of staffing and the ability to sufficiently address all areas of the Office’s responsibility.)
· The Office’s staff is seen as knowledgeable, helpful, energetic, and good at facilitating dialogue and getting multiple parties to work together.  It is noted for conveying a very strong advocacy for collaboration and partnership development to providers and other agencies. The Office is seen as having a progressive track record and demonstrating both flexibility and creativity in addressing immediate pressures.
· The Office has particularly good working relationships with several organizations, e.g., the Hospital Association, the Rural Health Association, and the Primary Care Association.  These and other relationships have the potential for expanded development.  For example, there is more opportunity to work with University’s College of Medicine and its related rural departments and centers.
· The Office has a considerable scope of activity (a diversified portfolio).  This is greater than many State Offices of Rural Health.
· The State has a Rural Health Association, which is in the process of revaluating its plans for future initiatives.  The SORH Director writes the Association’s grant application for National Rural Health Association funding.  (Note:  all states do not have Rural Health Associations.)
The Status of State and Regional Rural Health Planning
· In Florida the following: “The State has a well thought out, “second generation,” Rural Health Plan that could, with some additional development, serve as the basis of consistent program strategies and actions.  The first generation plan was targeted to FLEX/CAH compliance.  The second generation plan speaks to other issues addressed from a broader perspective.  In other states, there is no meaningful rural health plan.  (Also see the following discussion of simultaneous weaknesses.)
· In Kansas—Through planning processes to address Trauma, EMS, and Bioterrorism, six regional frameworks have emerged to support these programs.  Collaboration at a regional level among these programs has the potential to lead to additional regional planning opportunities, as well as other multi-community or multi-county initiatives.  The local public health departments do not have a comparable structure, which is an important consideration as they are anticipated to increasingly be subject to programmatic, staffing, and financial pressures.  Some of these pressures may create greater incentives for the incremental alignment of public health departments with regional or multi-community/county ventures (e.g., with other public health departments and with other organizations.)

· In another state—The Office has assumed a leadership role within the State on the issue of the uninsured and has been responsible for securing a HRSA planning grant to address this topic.  It will continue to develop this role given that a lack of health insurance has been cited by numerous studies as the greatest barrier to health care access.
Community Health Planning

· In Florida the following “The FLEX Program Coordinator also has the responsibility of overseeing the performance of the State’s health planning agencies, the Local Health Planning Councils (both urban and rural LHPCs)  These agencies conduct strategic health planning for all of the 67 counties and develop regional health plans.  The combination of Rural Health Network and LHPC responsibilities provides opportunity for the coordination of Statewide resources in the development of rural community initiatives.
· In Arkansas the following: “The Office has made efforts to integrate some of its functions with the Hometown Health Initiative (HHI) and provides financial support for community health planners and data support for HHI through the FLEX grant. CAH certification requirements specify that the CAHs will participant in HHI coalitions.  Plans call for collaborative integration aimed at improved community engagement and health planning.
In both cases, this  level of community health planning involvement is rare.
Medicare Flex Program Development

· The development of the FLEX/Critical Access Hospital (CAH) program has resulted in the designation of 19 CAHs, with two additional applications in process and four potential applicants that may pursue CAH status during the next year.  The Office is seen as being very proactive in the development of CAHs.  The Office has also been successful in developing and sustaining a forum for quarterly CAH meetings and joint CAH initiatives.  CAH participation in this forum continues to increase.

· The Office has developed a users group to provide input and oversee the activities of the FLEX program.  This advisory team is composed of representatives of the Critical Access Hospitals, the Hospital Association, Rural Health Association (RHA), rural health networks, rural emergency medical services (EMS) providers, and related government agencies.
· Rather than just a straight pass-through of funding to individual hospitals, the Office has used FLEX funding to support program and staff that assists all CAHs, local planning initiatives, and Emergency Medical Services.  Examples of activities include educational programs, the development of comparative clinical and administrative performance measures, a workgroup to discuss telehealth and workshops on finance and operations.  Much of this supportive activity is accomplished through outside contracting.
· Additional FLEX resources have been allocated by the Office for the development of data systems and personnel to support entities seeking to better understand their service area’s “health” profiles and utilization patterns.

Quality of Care and Performance Improvement Initiatives
· In Arkansas—The Office has made progress (particularly with the CAHs) in developing performance measures.  The Office has initiated a Quality Improvement (QI) program in conjunction with the State’s Medicare Quality Improvement Organization (QIO.)  All CAHs participate in this Quality Improvement project and sign participation agreements.  The QIO provides technical assistance through site visits, workshops and telephone support.  There are quarterly QI meetings with CAH QI directors to review results.  The QIO collects data comparable to the JCAHO Core Measures and results are benchmarked with other CAHs and small hospitals. 
· In Florida—Definitive gains in quality are being identified.  Continuing projects include the development of measures to assess and improve rural diabetes management.  In cooperation with the University’s School of Pharmacy, the Office has developed a quality improvement program for CAHs that focuses on reducing medication errors.  The Office also has facilitated an Agency for Health Care Research and Quality grant to look at how Critical Access Hospitals might benefit from automated pharmacy dispensing. 

Emergency Medical Systems Development

· Strategies are in place to foster the development of rural EMS infrastructure through the support of EMS training and organization of rural EMS providers.  There is a collaborative relationship between the Office and the Bureau of Emergency Medical Services (BEMS) on rural issues and grants, including collaboration in obtaining substantial grant funds to support the provision of Automated External Defibrillation (AED) equipment in eligible rural communities.  The Office Director participates as a member of the rural EMS grant review committee and the BEMS grant coordinator sits on the FLEX advisory team.
Develop of Rural Health Networks

· The Office develops and oversees contracts with nine, State-certified and partially state-funded Rural Health Networks (RHN).  These RHNs cover 31 rural counties and the rural portions of 11 urban counties.  The general purposes of these RHNs are to develop or improve integration of health care services in rural communities and to improve access to care for rural residents.

Access to Primary Care and Other Basic Services
· The Office has been successful in helping to stimulate collaboration between several CAHs and Community Health Centers (CHCs).  This is very promising and strongly supported by the Primary Care Association.  Two evaluations of this collaboration are currently being conducted by the National Rural Health Association and the Office of Rural Health Policy.  These evaluations should provide additional insight to guide future actions.

· The Office has played a substantial role in supporting primary care infrastructure in the State.  The Office provides technical assistance and information that is instrumental in the development of 167 Rural Health Clinics (RHCs), manages the assessment of provider shortage areas, and administers programs such as the Conrad/State 30 J-1 Visa Waiver program and the NHSC loan repayment program.  The Office was also a leader in the development of the State’s Recruitment Center that resides at the University’s Medical Center. 

Securing Resources for the State and a Role in Economic Development
· For the last fiscal year, the Office was responsible for identifying and/or management of grants worth $1,856,000, obtained from Federal or other non-State budget funding sources.  Using widely accepted economic multipliers, this non-State revenue generates approximately $4,083,000 on statewide economic impact. This amount does not include Federal Office of Rural Health Policy-associated, Network, Outreach or other grants or additional Medicare reimbursement associated with CAH development.  Beyond their positive clinical impacts, these other sources contribute several million additional dollars to the economic welfare of the State.

· The Office is a member of Rural Economic Development Initiative (REDI) and participates with other State health and human service agencies in the REDI Rural Health and Human Services Workgroup.
Weaknesses and Challenges (for the Office and the State’s Approach to Rural Health)
Financial Pressures

· The Office can anticipate significant pressure on future funding.  Funding for the FLEX program, SHIP program, and State funding of the Rural Health Networks and the Local Health Planning Councils is all at substantial risk.  Future funding pressures are also likely to impact Federal Outreach and Network Grants and funding is clearly not assured.  Funding cuts will ripple through several initiatives.
· In one State—the Office receives no State funds to support its operations.  The State SORH grant match is related to non-Office spending.  This makes the Office critically dependent on grant funding.
· As is the case in most other states, educational funding and Medicaid program funding are key issues that will pressure health expenditures.

Sustaining Successes

· Many of the Office’s successes are still fragile (e.g., RHCs, CAHs, and public health departments.)  Numerous CAHs require community subsidies even under current reimbursement policies.  Given future financial pressures, some facilities will close.  The current public health system is based on a local control structure, anchored by 99 local health departments.  Many rural health departments remain poorly funded and have limited staff.  Some of these rural public health departments do not meet current performance standards. As such, there are “crises brewing.”  The Office needs to anticipate such crises and to develop proactive mitigation or response strategies.

The Risk of Diffusion of Efforts

· While the diversity of the Office’s efforts is on one hand a strength, the Office’s staff is pulled in multiple directions, time is spread very thin on most initiatives, and some opportunities go undeveloped or underdeveloped.  Travel time to rural areas exacerbates difficulties in getting out to many meetings and actively participating in local discussions. Given staffing limitations, the pressure to just keep up with the basic expectations of the Office is intense (i.e., the required SORH functions and administration of the FLEX program and other programs such as SHIP).
General Perceptions of the Office 
· There is insufficient understanding of the Office's role and how it adds value within the Department and probably minimal, if not negligible, awareness within the governor’s office and the legislature.  Constraints on communications with legislators and legislative staff diminish the ability to create a positive image for the Office.

· Although the Office has many strengths and accomplishments, it has taken a very limited approach to self-promotion.  It does not have a well-defined script for communicating its “success stories.”

· The use of newsletters and/or electronic communications has been limited as has the development of the Office’s website.  The use of newsletters has been extensive, with thousands being distributed.  However, there has been no assessment of the impact of these mailings.
· At times, the Office has not been as successful as it wishes to be in clearly documenting rural issues with supporting data.
Inter-agency and Intra-division Governmental Planning

· Within the Division, there is an absence of an integrated planning process and no strategic planning conducted as a group.  The relationships between the Office, FLEX program, RHN, LHPC, AHEC, PCO strategies and other Divisional elements are disjointed.  There appear to be no driving themes and no consistent linkage to any shared rural health plan.  There is insufficient shared intent to align initiatives.  To use a rural analogy, there is too much “siloing.”  This assessment is apparent to both internal and external observers. While collaborative processes suffer in the face of time constraints, the synergism that could be achieved might not only yield better results for the Office and the Division, but also save time.

The Status of a State and Regional Rural Health Planning

· In most states—Although the State has a dated, rural resource plan, there is no comprehensive, contemporary Health Plan or Rural Health/Primary Care Plan for the state that guides decision-making and resource allocation.

· In one state—Although the state has a Rural Health Plan that can guide decision making and resource allocation, there does not seem to be any substantial support for this plan outside of the Office.  (Thus, its overall value must be questioned.)  The Plan is not currently consistently used within the Division and the Department.  Although a substantial amount of good work is being done, there is an absence of Office and Departmental consensus around truly unifying themes, vision for the future, or priorities.  It would, therefore, also not be clear to external constituents that the Plan is a guiding document for the Department and that it is being followed.  Thus, the plan lacks value in “leading” these constituents toward more meaningful coordinated actions.

· It is difficult to advocate for staff, to re-allocate funds to different applications, or to hold grantees accountable for performance in the absence of support for a clearly defined goals.  This factor ripples through many of the observations of the Office’s weaknesses.

Community Health Planning

· Although the State (and the Office) have made  substantial investments in the regional and local health planning through the LHPCs and the County Health Departments, the goals and structure of these planning processes and the manner in which they relate to “rural” are very unclear.  It is also unclear who has responsibility for various levels of health planning and “community engagement” due to overlapping responsibilities and authorities.

While the FLEX grant notes that the Department of Health will require the LHPCs to provide technical assistance to counties seeking to implement the Mobilizing for Action Through Planning and Partnerships (MAPP) community planning process, the connectivity among these participants, the RHN, the Office and the State Rural Health Plan, is not apparent (Although as indicated, the Office has responsibility for the RHN, the LHPC, and the Rural Health Plan.)  In another state with Regional Health Planning Authorities, the problems are similar.
· Although not universally the case, among the CAHs and other rural hospitals, CHCs, RHCs, and the RHNs, the support for community health planning appears to be highly variable but generally weak. Primary Care Association support is also weak but Hospital Association support is improving.

Medicare FLEX Program Development

· Although the expectations for the FLEX program are largely determined by Federal legislation and regulations, the State still has considerable flexibility. The Office has been successful in obtaining grant funds, developing programs, and supporting CAH conversions, and broadly articulates the goal of “building sustainable health systems.” Nonetheless, there does not seem to be a clear vision of “where the FLEX program is going” (i.e., “What are we really building with this multi-year funding?”) and how the FLEX program fits with the Rural Health Plan.  There is also a need to broaden the scope of participation beyond hospitals (e.g., currently there is limited physician, public health, CHC/RHC involvement) (These issues are common to many SORHs.)
Quality of Care and Performance Improvement Initiatives

· During the next few years, the quality of care provided by rural hospitals, CHCs, and RHCs will be under increasing scrutiny, whether by public payers (e.g., CMS Core Measures) private payers, or by employers (e.g., the Leap Frog initiatives.)  Utilization standards, evidence-based medicine, and the linkage of standards with reimbursement will be fundamental issues that will face and perhaps transform rural providers.  Although the Office is involved with several quality initiatives, there is no “plan” as to how the Office will shape, participate in, or support the broader quality debate that will challenge rural constituencies.
· There is no clear point of view as to how ORHP will work with the Office to define mutually supportive roles in addressing quality issues.  Particularly absent is any joint Office—ORHP strategy with respect to implementation of the rural quality recommendations of the National Institute of Health. 
Develop of Rural Health Networks

· The Rural Health Network program has resulted in nine diverse networks funded by non-competing grants.  However, there is no contemporary vision regarding the purpose of RHNs, how they should change in the future, how they should be evaluated, how they relate to the Rural Health Plan, and whether they should continue to be funded at the same level through a non-competitive process.

· Other than on paper in the FLEX Grant and the SORH Grant, the RHNs do not appear to be very well linked with community and regional health planning.
· In one State—They are not required to substantially engage hospitals (even the CAHs) or to engage any Federal Qualified Community Health Centers or Rural Health Centers in their activities. And, there is no requirement to perform consistent with the Rural Health Plan.
Developing Primary Care and Basic Service Access

· There are positive relationships with the Primary Care Association and several individual Federally Qualified Community Health Centers (FQHCs or CHCs.)  There are currently 10 CHCs providing care, in approximately 50 sites.  However, these relationships with the Office are underdeveloped.)

· More could be done to develop relationships with the approximately 120 Rural Health Clinics (RHC) in the State.  RHCs are currently not well organized to share information or to pursue any shared opportunities.

· Collaborative approaches should be pursued with CHCs, RHCs, and rural hospitals (who employ many local physicians) to foster quality enhancement and to identify and share “best practices.” (Examples include approaches to diabetes management and cardiac care.) 
· The PCA has a goal that its members will be the “provider-of-choice” for geriatric patients. Given that geriatric care is a major rural issue, it is imperative to connect the PCA’s plans and the strategies of the Office.
· In one state—The SORH is poorly connected to the Primary Care Office; there is minimal dialogue and no joint planning.  The SORH is isolated from state CHC development strategies.  
Securing Resources for the State and a Role in Economic Development

· The Office’s success in obtaining grant funds has a definite downside.  Success has fostered the expectation that the Office will be available to write (and administer) grants for the Department, even when the “grant getting” activity may present a significant negative distraction from the existing work demands of the Office.  The Office sometimes finds that it is “required” to “move to the noise,” rather than acting more productively with consistent focus.  The Office is also expected to administer some grants without the concurrent authority to adequately staff the initiative.  This expectation further stretches the Office’s staff to the point of unproductive stress and exacerbates any other weaknesses.
· Although the FLEX application indicates that “The Office is an active member of the State’s Rural Economic Development Initiative,” reports during the interview process indicated that this has not resulted in health care being clearly identified as a “rural” priority.  Furthermore, there is no indication that discussions have considered the economic impact of health care expenditures on community and state-wide economies.  Overall, the linkages to agencies and individuals trying to address economic development opportunities for rural communities have not been well established.
· The resources of the Rural Health Works program have not been well connected to the identified planning processes.
  The Office made an effort to conduct economic impact assessments using the RHW model; however, the services provided by the State-based contractor were substandard and the results could not be fully used.  Efforts of the Office to obtain in-house capabilities to do economic analysis have not been realized.

Other Funding Initiatives

· The state’s Rural Hospital Capital Improvement Grant Program is currently not funded. However, the Office has responsibility for continued monitoring of earlier funding while it continues to advocate for additional or new funding.
Other Issues

· There have been educational efforts with Department of Agriculture. Nonetheless, there does not appear to be any linkages with the Farm Bureau related to rural health initiatives.  There is no agricultural/farm “package” of services.
Operational Infrastructure

· Staffing

· The Office’s performance is compromised by insufficient staff depth and some performance problems.  This is compounded by turnover of valuable staff.
· The Office has the potential to do more, but is constrained, if not blocked, by a lack of authorization and funding for personnel (including periodic hiring freezes.)  There are no specific strategies in place for the Office to more strongly advocate for additional staff.

· The Office’s internal workings are further compromised by an inconsistent administrative staffing.  Secretarial and administrative assistant functions are perceived to be lacking and/or inconsistently aligned with needs.
· The ability of the Office to fully develop its role and visibility within State government and to better define its relationship to other programs and divisions has been hampered by Departmental reorganizations and staffing restrictions.
· There is an exceptional (if not inordinate) amount of the director’s time being taken up with grant writing, contracting processes, and the oversight of contracts.
· Overall, the role of the Office in facilitating various Federal programs has grown faster than the resources to support these initiatives.
· In addition, time pressures hamper “creative stretch” and the identification of ways to expand and improve performance and to interrelate with other agencies.

· Project Evaluation
· Although some progress is being made on the development of both quantitative and qualitative indicators, evaluation mechanisms for Office-associated programs have not been well developed.  Where results are known, there is frequently ineffective communication of results to the field.
(Note: Better quantitative and qualitative measures are necessary;  but, demonstration of “outcomes” is also related to underdeveloped storytelling and inadequate highlighting of SORH achievements.)
Strategies for Addressing Identified Issues
There are numerous clinical services, health improvement strategies, and administrative strategies which are fundamental to the development of sound rural health systems.  Some are appropriate for SORH focus.  The following topics and action steps provide a framework for the Office’s Plan.
Rural Health Planning

· The strategies and “business plan” for the Office and the allocation of the Office’s resources (time, intellect, financial, and social capital) will increasingly be based on some form of rural health plan that is data driven, evidence and need based, and around which there is reasonable consensus of affected parties.  In the best case, a State Health Plan, with a strong rural component, would be helpful in guiding the Office’s actions.  This is going to be a long-term objective of the Office.  In the short-term, the Office will work toward a usable “rural” health plan.  

· The Office will work on the development of a plan in conjunction with the Rural Health Association.  The scope of this plan needs to be further defined.  In addition, the Office will need to be sure that the “plan” reflects the Office’s vision and strategies, while being consistent with and sensitive to other state agencies.
In the meantime, the Office will take initiatives that will align its thinking and strategies and build internal teamwork through steps that it can manage itself.
· The Office will pull together an internal rural health plan.  This will foster more shared vision, internal consensus-driven strategies, and focus without having to engage in much broader public discussions that, at this point, would incur excessive time investments.  The great challenge is to weave the threads of current Office initiatives and current visions together, to build greater understanding within the entire Office, and to keep focused on reasonably achievable, constructive results.

· Specifically, silo-reducing, cross-responsibility work groups will be created under a team leader to “frame-up” or fit together the Office’s current, anticipated, and desired strategies around sets or packages of activities.  These internal plans will be developed to fit within or be the basis of any future rural health plan. As a complement to this strategy, the Office will also promote an “internal” Division/Department-only “rural health conference” and then follow-up with quarterly meetings.  

Internal plans will not be long; there will be emphasis on clarity.  Each team will be responsible for seeking out interconnections with others in the Office and the Division.  Each of the packages is an example that will be modified through further discussion. The Office will “run” two concurrent initiatives with well-defined target dates, e.g., maximum of one to two months for completion.  All initial “Office plans” will be shared and discussed at Office staff meetings and updated at least quarterly.
· In addition to the development of an internal rural health plan, examples of individual internal plans include the future development of public health systems and a plan for integrating primary care strategies.  In both cases, the Office has many of the pieces already done or in process.

The Primary Care Plan will integrate the following:

· Primary Care Grant-defined strategies

· MUA/HPSA area designation activities

· Other basic health services strategies, such as those that might address obstetrics, general surgery, mental health, and dental health
· Options for expanded approaches for working with RHCs and CHCs

· Relationships with the Primary Care Association and other organizations

· Recruitment and retention strategies e.g., National Health Service Corps strategies, J-1 Visa Waiver Programs, the interface with academic institutions, and agreements related to loan and scholarship programs

· Linkage with minority health strategies

· Telehealth (clinical connections and distance learning) 

· Linkages with charitable clinics

· Current safety-net discussions 

· Linkages with Public Health Departments

· Interface with other agencies that have responsibilities for specific primary clinical services (diabetes, mental health, dental, immunizations, health promotion, etc.)

· Consideration of special populations (e.g., migrant workers, minorities, the poor, the elderly, women and children, etc.)

The Public Health Development Plan will pull together issues and strategies related to the following:

· Definitional issues of the components of public heatlh
· Trends in national performance standards and issues related to both rural and non-rural relevance
· Local Health Department or regional accreditation

· Relationship with the Association of Local Health Departments

· Development  of the public health workforce
· Skill and service verification and capacity analysis

· Telehealth (clinical connections and distance learning)

· Current status of multi-county strategies and prospects for future development (regionalization)

· Linkages with the Office’s and Division’s health promotion programs and primary care strategies
· Linkages with hospitals (CAH, other rural and non-rural)

· Linkages with school-health initiatives

· The CDC--CHAP process and resources and the CDC’s essential elements of Public Health
· Public Health’s inclusion in local, regional, and state health planning

· Linkages with Bioterrorism strategies

· The need to review public health statutes

· Relevant connections to environmental health issues and organizations
Examples of Topic-specific Strategies
Some of the following strategies are somewhat duplicative of the above method and reflect alternative or complementary strategies and action steps.  While the previous team-package planning approach may be applicable to larger offices, the following may be more appropriate for both large and small Offices.
Primary Care

The Office will:
· Develop shared strategies with the Office of Primary Care and common, primary care development plan.
· Evaluate options for working more closely with RHCs, including the development of some type of forum that would foster ongoing dialogue with the Office and the PCO.
· Facilitate discussion of best practices for fostering closer collaboration among Rural Health Clinics, Federally Qualified Health Centers, and rural hospitals.  A statewide conference will be developed on this topic.
· Continue to foster collaborative relationships with the PCA.  With the PCO, review the Association’s Strategic Plan for consistency with the Rural Health Plan, and the Plans of the Office, the PCO, and the Division. (Note: this might mean that some or all of these plans will need to be revised.)
Hospital Services---Critical Access Hospitals and Other Rural Hospitals
The Office will:
· Continue to sustain Critical Access Hospital development, but not to the exclusion of support for other rural hospital initiatives.
· Support those additional rural hospitals that may be advantaged by CAH designation.
· Support improvements in the ability of individual CAHs and other rural hospitals to engage in their own strategic planning processes.  Consider how the Office might shape expectations for good hospital planning.
· Sustain and further promote regular meetings of the CAHs and the SHIP hospitals and the development of joint projects to meet shared needs and to enhance the sustainability of these hospitals. In particular, continue the focus on development of comparative quality and performance measures and associated improvement strategies.
· Consistently advocate for CAH and other rural hospital involvement in community health planning and rural health networks.
· Foster approaches for linking CAHs to supportive larger hospital or systems.
· Where applicable promote HUD 242 options and identify other options for improving capital financing for rural hospitals.
· Evaluate options for obtaining funding for the Rural Capital Improvement Grant Program. 
· Consider development of a loan fund mechanism that would couple loan payback timing to recovery of the capital cost by CAHs through cost-based reimbursement. 
Rural Health Network Development

The Office will:
· Conduct an evaluation of the Rural Health Network (RHN) program and consider the need for legislative changes.  The evaluation will include the need to change the definitions of the networks; increase or decrease funding; move to competitive grant applications; divert some of the funding to other existing or new, non-State-designated networks; and define more specific expectations for network performance, agendas, and community collaboration.
· Specifically evaluate the relationship between the State’s rural health network development initiatives and the Federal Office of Rural Health Policy’s FLEX program expectations.
· Continue to foster the development of collaborative, multi-stakeholder networks beyond the nine, state-certified networks; build on demonstrable, incremental successes; and give particular consideration to collaborative CHC-RHC-rural hospital options.
· Promote and, if necessary, require meaningful involvement of rural hospitals, CHCs, and RHCs in the RHNs.  Tie future funding decisions to demonstrations of collaboration.
· Develop approaches that assure closer integration of the Networks with community health planning.
· Seek additional funding sources for network development and explore opportunities with governmental and non-governmental funding sources for channeling existing funding to targeted “ventures.”
· Target two to four new network development initiatives per year.  This approach will be quality, not quantity driven.
Community Health Planning

The Office will:
· Similar to evaluating the Networks, conduct an evaluation of the Local Health Planning Council system and consider the need for legislative changes.  The evaluation will include consideration of the fundamental need for continuation of this system, the relationships of this system to the planning done by the County Health Departments and the RHNs, and the need to define more specific expectations for LHPC performance, agendas, and approaches to community collaboration.

· Foster collaborative approaches to community health planning that integrate with the goals and resources of the Office.  Conduct direct discussions with rural County Health Departments.
· In conjunction with the Department’s Planning, Evaluation, and Data Analysis Unit, build one or more community planning models that can be broadly supported by the Office and others.  (Other parties to this initiative could include the PCO, the Planning, Evaluation, and Data Analysis unit, the CAHs, other rural hospitals, the LHPCs, the Hospital Association, the PCA, and other organizations such as the State University’s new College of Medicine.)  Once the templates are identified, they can be supported through consistent expectations, actions, and funding. (Note, while these models need to be flexible to accommodate individual community variations, greater common agreement on models and planning expectations is needed.  Leadership needs to be cultivated around improved community health planning.)
· Assess how the Rural Health Work’s models for community engagement and community health planning might support the community health planning initiatives.  Tie this objective to expanding awareness of economic impact assessment.

· Consider how a combination of the current Mobilizing for Action through Planning and Partnerships (MAPP) process, the Rural Health Works community planning toolbox, and enhanced data support could merge to provide new support tools for community planning and for the planning needs of individual rural organizations.
· Target community and network health planning initiatives to a few rural communities (or counties) where good, demonstrable, and potentially replicable results may be achieved.
· Working with other parties, identify desirable access standards for rural health services, e.g., travel time, geographic access, practitioner availability, and timeliness of access.
Quality Standards
The Office will:
· Develop more specific ways to stay involved in the evolution of rural-relevant, quality assurance and performance improvement strategies (e.g., comparative performance standards, linkage of quality standards to reimbursement, Institute of Medicine guidelines, Leap Frog initiatives, Joint Commission programs, Balanced Scorecard developments, and the identification of rural-specific data).
Various Fundamental Health Issues and Strategies

There are numerous, health-related needs of rural populations that the Office of Rural Health will consider as it thinks comprehensively.  However, the Office’s direct responsibility for addressing these issues is limited.
The Office will:

· Work collaboratively with other Divisions within the Department and other state agencies, which have the predominant responsibilities for specific clinical issues, to assure consideration of rural-specific needs.  Examples include working with:

· The Family Health Services Division on education, prevention, and health literacy issues

· The Bureau of Oral Health Services
· The Agency for Children, Youth and Family Services on Alcohol and Substance Abuse issues
· The Division of Mental Health

· Department of Alcohol and Substance Abuse

· Tobacco-settlement-funded coalitions
· The Department of Elder Affairs

· Expand discussions focused on the needs of the rural elderly. (Chronic illness in rural communities is a major and increasingly important topic and one of several focal points of the College of Medicine.)
Other Supportive Strategies and Operational Issues
Intra-Division Strategy Development

The Office will encourage:
· A Divisional planning strategy (and Plan) that more completely integrates the various program plans and initiatives.
· Expanded communication and a higher level of expectation that each member of the Division will seek to align their responsibilities with others in the Division.
Staffing Strategies
The Office will:
· Develop a staffing Plan (number, skills, and time allocations) consistent with this Office Plan. More clearly define individual staff responsibilities, expectations for performance and approaches for better management of accountabilities.
· Seek additional support for staffing within the Department.
· Hire a contract administrator, possibly in a shared position with the PCO, to free up the Office director’s time.
· Failing more state funding, or in conjunction with increases, seek additional opportunities to build staff depth (e.g., new programs/grants that will build more critical mass while increasing revenue).
Partnership Strategies

The Office will:
· Inventory current partnership arrangements and their strengths and weaknesses in the context of its internal planning and assess the needs and opportunities for change, if appropriate, and further discuss the question “What do we want our partners to help us achieve?” not just “What can we do for our partners?”  In addition, the Office will consider whether any specific, new partnerships are needed to accomplish the Office’s objectives.
Improvements in Contracting and Program Evaluation

The Office will:
· Expand outside contracting with partners to meet some of its objectives.
· Further develop its ability to evaluate, re-define goals and expectations, and to modify approaches and contractual relationships.
· Parallel to evaluating and management contractual and grantee relationships, enhance the Office’s ability to evaluate any grant-funded programs to ensure that funds are reasonably applied, that the results are evaluated qualitatively and quantitatively, and that they are shared with others as appropriate.

Development of a Rural Health Association

The Office will:
Consider the development of a State Rural Health Association that can advocate for expanded rural health resources, supportive rural health policies, and expanded Office resources, as well as serve as a forum for bringing together diverse rural health stakeholders.  (Note: this will require clarity of expectations, careful planning, and the development of multi-organizational support.)  Consideration will be given to a name such as “Institute for Rural Community Health Improvement” rather than just calling it an association.
Additional Office Funding and Support Strategies

The Office will:
· Consider how supportive constituencies can advocate for expanded Office funding.  (Internal support for expanded funding must be nurtured before pursing such external support.)
Marketing/Story-Telling/ Promotion

The Office will:
· Develop an internal and external communications plan that will raise awareness and support for the “rural health agenda.”
· Consider the development of a small advisory committee that would be willing to work actively with the Office to tell the rural story, to advocate for a rural agenda, and to increase governmental support for meeting the needs of the State.  This may be an internal Departmental effort or a external initiative, perhaps in conjunction with the Rural Health Association.  Consideration will be given to including the governor’s staff.   The Office may hold a mini-conference for this group using the existing Rural Health Plan and the Institute of Medicine’s latest report on quality as background.
· Develop a better Office brochure and other supportive media tools. (Evaluate the Pennsylvania Office of Rural Health’s brochure as an example.)
· Move to expanded electronic communications techniques to improve timeliness and expand distribution of information to interested parties.
· Consider enhanced web site development and communications needs in the context of the Rural Health Association’s role.  (A shared approach to development of a more advanced web site may be appropriate.)
· Evaluate the Kansas Office of Local and Rural Health’s information dissemination system to see if it might be effective in this Office.
· Work with the Division Director and the Department’s Legislative Planning Office to develop a targeted information program for rural legislators (and associated staff) and, if appropriate, facilitate meetings of interested legislators to discuss rural health issues; consider the development of a rural health caucus.
· Consider a “What is the Office of Rural Health and what do we see as the issues?” briefing for other Division Leaders, staff of the governor’s office, and legislative staff.  Use the “reenergized” Rural Health Plan as the template for this discussion.
· Piggyback promotion efforts through showcasing partnerships with other organizations.
Educational Programming

The Office will:
· Continue educational programming related to rural quality issues, grant writing, selected clinical topics, and the economic impacts of health issues on rural communities while reassessing the value of current conference strategies.
· Consider additional topical meetings such as those suggested above, i.e., CAH, RHC, CHC collaboration or telehealth strategies and additional conference sponsors.
Data Support
The Office will:
· Evaluate the role of the Office or others in supporting the needs of rural constituents for data, such as market share reports, demographic information, utilization data, data to support designation activities, and health needs assessments.  Develop a strategy for working closely with the regional epidemiologists.  Tie this discussion to further consideration of web site development.
· Consider the development of a data workgroup, including the Office, the Center for Health Improvement, the PCA, the Hospital Association, the School of Public Health, and others to address some of these issues.
· Improve geo-coding of information so that the impacts of the Office on particular rural areas (and legislative districts) can be highlighted.
· Work with the Planning, Evaluation, and Data Analysis unit to ensure maximum representation of rural issues as part of the State’s database.
Expanding Grant Related Activities

The Office will:
· Continue and expand educational and technical support for communities and other organizations to develop grants and to improve their ability to effectively receive and use the grant resources.
· Assess its current and future grant writing role with and for other state departments as well as with other organizations (e.g., the University or other academic institutions.  Expand the ability of the SORH to help the State to obtain additional non-State-budget resources).
· To the extent feasible, link the search for grants and the direction of SORH-influenced grants to SORH strategies identified in this plan.
· Reallocate a portion of current funding to expand grant-seeking for the Office.
Building Academic Linkages

The Office will:
· Consider how the Office can best support academic linkages and a rural research agenda that is targeted to specific Office needs and guided by the Rural Health Plan, e.g., such topics as rural disparities, quality standards, utilization studies, health needs assessments, community planning, access standards, and community economic impacts. (Note: Current budget pressures on many academic institutions will make rural-related research funding increasingly attractive.)
· Seek to expand linkages between academic institutions and established national Rural Research Centers.
· In one state—Assess how the Office’s Plan and the Rural Health Plan will fit with educational plans for the College of Medicine and the development of its associated, Center for Rural Health Research and Policy.
· In another—Assess whether the University can become a nationally recognized center for rural research.
Economic Development

The Office will:
· Develop a strategy to raise the awareness of health and health care as rural development issues and promote this concept with the governor and legislators, especially rural legislators.
· Foster, the advancement of a broader understanding of health care spending as a critical component of rural economics (e.g., with the Hospital Association, the Primary Care Association, the CAHs, the LHPCs, the Rural Health Association, and regional economic develop councils).
· Continue to participate as a member of the governor’s Rural Development Council.
· Consider how economic impact data can be integrated with local health planning strategies.
· Re-evaluate options for addressing the economic impact of health care on rural economies, including a reassessment of the Rural Health Works tools for profiling community or county-specific impacts.
· Consider facilitating a small meeting of interested parties and the formation of a workgroup to address these opportunities.
· Highlight the economic impacts of SORH programs, such as obtaining additional federal funding through grants and the Critical Assess Hospital program, using the Federal ORHP/SORH economic quantification model.

· Consider the feasibility of forming multi-organization/agency “SWAT teams” that would intensively work with targeted communities not only on health resource development but simultaneously on other aspects of rural community development.  (This approach might be particularly relevant to those communities that have a Critical Access Hospital and a Community Health Center and that have demonstrated an ability to be engaged in community health planning.)
· Attempt to tap funding designated for rural economic development by linking development to the availability of health services and their economic impacts on rural communities.
Expanding Relationships with Agriculture

The Office will:
· Cultivate expanded relationships with the Farm Bureau, USDA, the Department of Agriculture and Consumer Services, the Extension Service, and other rural development organizations to identify agricultural-related rural needs and to coordinate grant programs.
· Consider how a “package” of farm/agriculture-related health issues might be addressed collaboratively with interested agencies or organizations (e.g., the University).  These topics could include:
· Farm injury prevention strategies

· Assisting extension agents to address health issues
· Occupational exposure prevention (e.g., pesticides and other chemicals)
· Emergency medical services

· Health management strategies for migrant farm workers

· Identification of insurance options for farm families

· Agricultural-community economic development
Telemedicine
The Office will:
· Develop a greater understanding of this topic, become more involved in discussions related to rural health, and consider becoming the integrator of knowledge on this topic as it pertains to rural areas.
· Evaluate sponsoring a statewide conference on this topic with possible vendor support.
Conclusion

This plan for the Office identifies numerous strategies that can complement other Office initiatives as demonstrated in current grant applications.  Some current grant funded strategies, i.e., the SORH Grant and the FLEX grant, will need to be modified to more specifically reflect new and refined strategies.  More specific implementation steps will now be determined and timetables will be established.

Despite the many challenges, the Office does not have the luxury of managing issues sequentially, although, all issues cannot receive the same level of attention.  Rather, there is a continuous need to manage multiple demands simultaneously and to assure an appropriately balanced application of human and financial resources to fulfill the Office’s objectives.

This plan is not thought of as static, but rather a snapshot of current assumptions and proposed initiatives.  The Plan provides the road map for approaching currently identified issues, but it will be continuously reviewed and modified to reflect changing challenges and opportunities.  The Office and its constituents can be certain that there will continue to be significant issues, some of them unanticipated, that will require not only financial resources but also the best thinking and leadership that can be brought to bear.







� The “Office” can apply to any other name consistent with the individual State’s structure and scope of activities in the same Division or Department as the SORH, e.g., Office of Rural Health, Office of Primary Care and Rural Health, Office of Health Policy and Planning, or Office of Local and Rural Health.


� Jonathan Sprague of Rocky Coast Consulting was the consultant for this project.  He can be contacted at � HYPERLINK "mailto:JonathanSprague@RockyCoastConsulting.com" ��JonathanSprague@RockyCoastConsulting.com� or 207-990-0880.


� Rural Health Works is a Federal Office of Rural Health Policy funded initiative, developed at Oklahoma State University, to assist rural communities with community engagement and for assessing the economic impact of health expenditures on community and state economies.


� The second edition of this economic quantification model will be available in June 2005.
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