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Dear Administrator, 
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Community Health Needs Assessment 

In accordance with Section 600.400(a) and (b) of Subpart D: Practice Standards issued by the 

Illinois Department of Public Health (IDPH) 

In alignment with compliance standards outlined in the Public Health Service (PHS) Act, 

Sections 330(a)(b), 330(h)(2), and 330(k)(3)(K), and applicable federal regulations (42 CFR 

51c.102(h) and (j), 42 CFR 56.102(l) and (o), and 42 CFR 51c.303(l)) as administered by the 

Health Resources and Services Administration (HRSA) 

 

Purpose Statement 

The Community Health Needs Assessment (CHNA) serves to outline the evaluation process and 

present a community-driven plan developed with and for the people of Will County. This is 

achieved by gathering input and perspectives from residents, evaluating the overall health of the 

community, identifying key factors that influence health, examining the local public health 

system and measuring progress made during the fifth cycle of the Mobilizing for Action through 

Planning and Partnerships (MAPP) process. Findings from the CHNA serve as the foundation for 

the development of a strategic community-based roadmap, the Community Health Improvement 

Plan (CHIP).  

 

Methods 

In 2022, members of the MAPP Executive Committee and Action Teams identified and 

reaffirmed four strategic priorities to guide the next phase of the process, building on previous 

work and addressing challenges intensified by the COVID-19 pandemic: 
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o Saint Joseph Medical Center 

o Service Inc. of Illinois 

o Silver Cross Hospital 

o Stepping Stones 

o The Conservation Foundation 

o The Salvation Army of Joliet 

o Trinity Services 

o UChicago Medicine AdventHealth Bolingbrook 

o United Way of Will County 

o University of Illinois Extension, SNAP 

Education Program 

o Valley View School District 

o VNA Health Care 

o Will County Board 

o Will County Board of Health 

o Will County Community Development Division 

o Will County Health Department, Media Services 

o Will County Health Department, Substance Use 

Initiatives 

o Will County Health Department, Tobacco Prevention 

Program 

o Will County Health Department, Well Woman 

Program 

o Will County IT/GIS Division 

o Will County Land Use 

o Will County Sheriff's Office 

o Will County Substance Abuse Prevention Coalition 

o Will-Grundy Medical Clinic 

o Will-Grundy Recovery Oriented Systems of Care 

o Wilmington Coalition for a Healthy Community 

 

The Forum highlighted recent community accomplishments, shared key assessment findings and 

engaged participants in strategic dialogue to help redefine Will County’s health priorities for the 
next three-to-five years. The presentations highlighting community achievements featured: 

o Collaborative American Rescue Plan Act (ARPA) Grant: Holsten Human Capital 

Development at Riverwalk Homes – Dr. Elizabeth Protich and Chris Manzo 
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o Substance Use Initiatives – Dr. Kathleen Burke 
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Analysis By Grouping 

To conserve space, the following section highlights key findings from the 2025 Will County 

Community Health Needs Assessment. For the full report, please visit 

willcountyhealth.org/mapp. 

WILL COUNTY DEMOGRAPHIC AND SOCIOECONOMIC KEY FINDINGS 

Geography & Demographics Will County spans 849 square miles, encompassing 31 zip codes 

and 23 cities, with a population of 700,728 (2023). While 95.1% of the county is urbanized, rural 

pockets exist in the southern and eastern regions. The population is aging (median age: 39.6), 

and gender distribution is nearly equal. 

o Diverse and Growing Population: 
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GENERAL HEALTH AND ACCESS TO CARE KEY FINDINGS 

o Primary Care: Will County has a higher resident-to-provider ratio (1,850:1) than the state 

(1,260:1) and nation (1,330:1), suggesting limited access and potential provider shortages 

o Mental Health: Access improved from 1,010:1 in 2019 to 560:1 in 2024, but still lags 

state and national ratios of 320:1 

o Dental Care: Improved access from 1,310:1 in 2019 to 1,190:1 in 2024, better than state 

and national averages 

o Health Coverage: Uninsured rate is 4.2%, below state (6.2%), national (7.9%) and 

Healthy People 2030 target (7.6%). Highest rates found in Joliet (up to 30%) 

o Medicaid/CHIP Enrollment: While many zip codes experienced significant enrollment 

growth (up to 90%), others saw notable declines, highlighting uneven access across the 

county 

o Unhealthy Mental Health Days: Increased from 3.1 (2019) to 4.8 (2025); highest among 

Two or More Races (7.3 days) 

o Frequent Mental Distress: 15.6% of adults report distress; highest among Two or More 

Races (28.1%) and Black/African Americans (16.0%) 

o Dental Visits: 67.5% of adults had a dental visit in the past year, exceeding state and 

national averages and the Healthy People 2030 target of 45.0% 

o Tooth Loss (65+): 7.8% had lost all teeth, below state (8.7%) and national (12.1%) 

averages 

o Fruit/Vegetable Consumption (Adults): Daily fruit intake stable at 39.6%; vegetable 

consumption declined to 16.7% in 2021 
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o Youth Vaping: Usage declined across all grade levels between 2022 and 2024, with 8th-

grade rates dropping from 6% to 4%, 10th-grade from 11% to 6% and 12th-grade from 

17% to 13% 
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o Co-occurring disorders, anxiety, depression, trauma and neurodiversity are the most 

frequently encountered diagnoses 

o Conditions like schizophrenia and bipolar disorder are significant but less commonly 

ranked as top issues 

Medicaid Certified Pediatric Provider Survey Key Findings 

o 83.33% of respondents are currently Medicaid-certified pediatric providers, indicating 

broad participation, but not universal 

o Most providers operate in private practices (41.67%) or Federally Qualified Health 

Centers (33.33%), highlighting these as the main points of access for Medicaid-insured 

youth 

o Most practices are located in Joliet zip codes (60435, 60433), with minimal 

representation from rural or outlying areas, suggesting potential geographic access 

barriers 

o Providers reported vast differences in Medicaid patient load, ranging from 15% to over 

3,000 patients, showing uneven distribution of care and likely capacity issues 

o Only 41.67% plan to expand capacity within the next year, while 50% do not, citing low 

reimbursement, delayed payments, limited vaccine access and organizational barriers 

o From 2019 to 2023, the percentage of youth (ages 0–18) enrolled in Medicaid rose from 

24.9% to 26.4%, reflecting growing demand for pediatric Medicaid services 

o As of 2024, 304 pediatricians in Will County accept major Medicaid plans, suggesting an 

increase from 2019, though unclear if this has translated into meaningful capacity gains 

or equitable access 

 

WILL COUNTY MATERNAL AND CHILD HEALTH KEY FINDINGS 

o Infant Mortality: Will County’s infant mortality rate is 6.1 per 1,000 live births, higher 
than the Illinois rate of 5.5 

o Prenatal Care (Early Access): 79.5% of pregnant individuals in Will County received 

early prenatal care, slightly better than the state average of 78.3% 

o Teen Birth Rate: Will County’s teen birth rate is 9 per 1,000, significantly lower than the 
Illinois rate of 15 per 1,000 

o Elevated Blood Lead Levels: Only 1.4% of children in Will County have elevated blood 

lead levels, compared to 2.5% statewide 

o Maternal Mortality: Black/African American women experience a maternal mortality rate 

of 10.96 per 100,000 population. This is 2.5 times higher than the county average and 3.8 

times higher than that of White women 
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o Prenatal Care by Race/Ethnicity: Prenatal care initiation rates vary by race/ethnicity, with 

64.4% of Black/African American women, 79.1% of White women, 76.2% of Asian 

women and 71.6% of Hispanic/Latino women receiving early prenatal care 

o Child Mortality: In 2024, Black/African American children experienced the highest 

childhood mortality rate at 90 per 100,000 population. This is an increase from 84 in 

2019 after peaking at 102 in 2021, compared to 40 for White and Hispanic or Latino 

children and 20 for Asian children 

o Breastfeeding Initiation Rate: 66.9% for Black/African American mothers, compared to 

84.5% for White mothers and 85.3% for Hispanic/Latino mothers 

o Asthma-Related ER Visits: Black/African American children experience a significantly 

higher rate of asthma-related emergency room visits (98.08 per 10,000 population) 

compared to White children (15.53) and Hispanic/Latino children (16.58) 

o Labor Inductions (at 37–38 weeks): Increased from 6.9% (2019) to 10.5% (2023) 

o Community Insight: Local programs supporting women during and after pregnancy, such 

as diaper programs, are beneficial but lack awareness; women stress the need for 

culturally respectful care, revealing systemic gaps that require equity-focused 

interventions; and feedback points to inconsistent cultural sensitivity training among 

providers along with limited patient education on birthing rights and options 

 

WILL COUNTY CHRONIC DISEASE KEY FINDINGS 

o Depression: In 2022, 19.5% of Will County adults reported a depression diagnosis, 

higher than Illinois at 18.0% but lower than the U.S. at 21.1%, with the highest rates 

among individuals of Two or More Races at 33.9% 

o Cancer: Will County's all-cancer incidence (470.5 per 100,000 population) exceeds state 

and national rates, with highest rates among White residents; similar racial disparities are 

seen across lung, colorectal, breast, prostate, and cervical cancers 

o Diabetes: Adult diabetes prevalence in Will County has remained stable (7.9% in 2021), 

but Medicare data show consistently higher rates among older adults than state and 

national averages (27% in 2023) 

o Heart Disease: Will County reported lower heart disease prevalence (5.0%–5.6%) than 

state and national averages from 2018 to 2021, with minimal fluctuation 

o Obesity: Adult obesity rose from 32.3% (2018) to 36.6% (2022), surpassing state, 

national and Healthy People 2030 benchmarks; highest rates are among Black (44.3%), 

Hispanic (39.2%), and Two or More Races (44.9%) 

o Childhood Obesity: Women, Infant and Children (WIC) data show early disparities, with 

19.4% of Black and 13.0% of White children ages 2–4 classified as obese; middle school 

obesity (8th grade) rose from 8% (2010) to 15% (2024) 

o High Blood Pressure: Prevalence in Will County (32.2%) is lower than Illinois (46.1%) 

but higher than U.S. (29.6%); Black residents have the highest rates at 54.4% 
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o Stroke: Stroke prevalence in Will County is 2.5%, below both the state (3.6%) and 

national (3.1%) averages 

WILL COUNTY INFECTIOUS DISEASE KEY FINDINGS 

o Notable Increases 
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WILL COUNTY ENVIRONMENT, OCCUPATIONAL AND INJURY CONTROL KEY 

FINDINGS 

o Park Access: Between 2015 and 2020, countywide access to parks increased substantially 

from 52.5% to 87.1%. Despite this progress, gaps remain in southern and rural regions 

o Broadband Access: Gaps persist in broadband access, particularly in parts of Joliet, 

Beecher, Crete, University Park, Wilmington and Shorewood, where up to 29% of 

households lack high-speed internet 

o Transportation Access and Commute Patterns: In 2023, 72.6% of Will County residents 

drove alone to work, with an average commute of 32 minutes. Only 2.3% used public 

transit, far below the Healthy People 2030 goal of 5.3%. Access to transportation remains 

a challenge, especially in rural areas, with about 2.6% of households lacking a vehicle, 

concentrated in Joliet, Wilmington, Crete and University Park 

o Limited Access to Healthy Foods: Low-income residents in Wilmington, Braidwood, 

Crete, Bolingbrook, Joliet, Crest Hill and Lockport face significant challenges in 

accessing healthy food options 

o Food Environment Index: In 2024, Will County achieved a Food Environment Index 

score of 9.0, exceeding both the state average of 8.4 and the national average of 7.7 

o Air Quality: Air quality varied over the past decade, with a peak of 231 "Good" days in 

2017, falling to 155 in 2023, which also saw more "Unhealthy" days. Air quality 

improved sharply in 2024, with 245 "Good" days and no "Unhealthy" days 

o Drinking Water Monitoring: From 2018 to 2024, 882 well permits were issued, and 817 

complaints about abandoned wells were reported resulting in 720 well seals 

o Housing Insecurity and Substandard Living Conditions: Approximately 26.4% of Will 

County households spend 30% or more of their monthly household income on housing, 

exceeding the Healthy People 2030 goal of 25.5%. Joliet, Bolingbrook and University 

Park experience higher rates of housing insecurity and substandard living conditions 

o Housing Vacancy Rate: Will County’s overall residential vacancy rate is relatively low at 
3.8%, well below the state average of 7.8% and the national average of 9.6%. However, 

some areas, such as Census Tract 9801 in Lockport, have much higher vacancy rates at 

46.4% 

o Eviction Filings: Following a temporary decline during pandemic relief efforts, eviction 

filings rose sharply to 2,935 in 2023, surpassing the pre-pandemic total of 2,795 recorded 

in 2018 

o Median Value of Owner-Occupied Homes: In Will County, the median home value is 

$330,700, with Naperville reporting the highest at $717,000 and Joliet, Crete, Steger and 

University Park reporting the lowest, ranging from $95,200 to $117,600 

o Correctional Population: The average daily jail population decreased from 689 in 2019 to 

466 in 2024. Black/African American individuals remain the largest racial group in 
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custody. The average age of detainees has declined, with males still comprising the 

majority 

o Older Adults Living Alone: The highest concentrations of older adults living alone are in 

parts of Plainfield, Joliet, Shorewood, Frankfort, Romeoville and Lockport, raising 

concerns about social isolation and elder care needs 

 

WILL COUNTY SENTINEL EVENTS KEY FINDINGS 

o Opioid Overdose: Since 2022, both overdose deaths and Narcan reversals have steadily 

declined, indicating progress in prevention and response efforts. However, in 2024, new 

incidents emerged in towns that had not previously experienced overdoses, highlighting 

that no community is immune 

o Suicide: Mortality has fluctuated over the past decade with no clear trend, though the 

2022 rate (10.3 per 100,000 population) is below state (11.5), national (14.5) and Healthy 

People 2030 (12.8) benchmarks 

o Unintentional Injury: Accidental deaths rose 27% from 2018 to 2022, with drug toxicity 

the leading cause; however, the 2022 crude rate (41.6) remains below state, national and 

Healthy People 2030 goals 

o Violent Crime: Offenses increased sharply starting mid-2021, sustaining high monthly 

counts through 2023 

o Cancer Mortality: Will County’s all-cancer mortality rate (153.2 per 100,000 population) 

exceeds state, national and Healthy People 2030 benchmarks, with the highest burden 

among males and Black/African American residents 

o Chronic Disease Mortality: Deaths from heart disease (326.1 per 100,000 population), 

stroke (85.4) and hypertension (176.6) are comparable to, through often exceed, state 

(325.2, 81 and 242.8 respectively) and national (325.7, 75.7 and 299.3 respectively); 

racial disparities are highlighted among Black./African American residents (387.5, 136.0 

and 259.9 respectively)  

o Cancer-Specific Mortality: Lung (35.7 per 100,000 population), colorectal (13.7), breast 

(19.5) and prostate (17.9) cancer mortality rates have shown modest declines but remain 

above the Healthy People 2030 targets of 25.1, 8.9, 15.3 and 16.9 respectively; cervical 

cancer mortality (2.5) is increasing despite a lower incidence rate, indicating potential 

gaps in treatment 

o Diabetes Mortality: The rate has decreased slightly to 18.0 per 100,000 population in 

2023 but remains a public health concern, particularly given recent spikes 
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Illinois State Health Improvement Plan: Healthy Illinois 2028 

IDPH, in collaboration with statewide partners, leads the State Health Improvement Plan (SHIP), 

known as Healthy Illinois 2028, a five-year blueprint to improve health outcomes and advance 

equity. Guided by the State Health Assessment (SHA), the plan focuses on five priorities 

including Chronic Disease, COVID-19 and Emerging Diseases, Maternal and Infant Health, 

Mental Health and Substance Use Disorders and Racism as a Public Health Crisis, and integrates 

crosscutting strategies such as Access to Care, Public Health Infrastructure, Racial Equity and 

Addressing Social Determinants of Health. Its success relies on coordinated, systems-level 

efforts across Illinois’ public health network, with stakeholders encouraged to align their work to 
the plan’s goals. The Will County Health Department and Community Health Center supported 
this effort by participating in IDPH hosted SHIP webinars and using the plan as a guiding 

framework in developing the CHIP. 

 

Priorities 

Three core health priorities emerged from discussions at the April 25, 2025, Forum: Food and 

Nutrition Access, Maternal and Child Health and Behavioral Health and Substance Use. 

1. Access to Food and Nutrition 
Despite an overall decline in food insecurity countywide, disparities persist, particularly among 

Black/African American and Hispanic/Latino residents. Challenges like limited healthy food 

access in specific communities, poor fruit and vegetable intake, especially among youth and 

rising adult obesity rates highlight the need for targeted nutrition efforts. Additionally, chronic 

disease mortality continues to disproportionately impact Black/African American residents. 
 

CONNECTION TO THE ILLINOIS STATE HEALTH IMPLEMENTATION PLANS (SHIP): 
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Rates of depression are notably high among individuals identifying as Two or More Races, and 

while opioid overdose deaths are declining overall, new cases are appearing in previously 

unaffected towns. 

 

CONNECTION TO THE ILLINOIS SHIP: 
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Community Health Plan 

In accordance with Section 600.400(d), (f), (g) and (h) of Subpart D: Practice Standards issued 

by the Illinois Department of Public Health (IDPH) 

In alignment with compliance standards outlined in the Public Health Service (PHS) Act, 

Sections 330(a)(b), 330(h)(2), and 330(k)(3)(K), and applicable federal regulations (42 CFR 

51c.102(h) and (j), 42 CFR 56.102(l) and (o), and 42 CFR 51c.303(l)) as administered by the 

Health Resources and Services Administration (HRSA) 

 

Statement of Purpose 

The Community Health Improvement Plan (CHIP) serves as a strategic roadmap to improve the 

health and well-being of Will County residents. Guided by the findings of the 2025 CHNA and 

the NACCHO MAPP 2.0 framework, the CHIP identifies priority issues and outlines evidence-

based strategies, policy initiatives and measurable objectives developed in collaboration with 

community partners. It aims to address root causes of health disparities, enhance access to 

services and promote long-term community well-being through coordinated, cross-sector action. 

The plan also reflects accomplishments shared by Action Teams and sets the direction for the 

next three-to-five years, reinforcing the County’s commitment to building a healthier, more 
resilient community. 

 

Methods 

The development of Will County CHIP followed the NACCHO MAPP 2.0 framework, a 

structured, community-driven planning model that emphasizes data-informed decision-making 

and collaborative partnerships. The process began with the completion of the 2025 Will County 

CHNA, which integrated quantitative data from local, state and national sources with qualitative 

input from residents and stakeholders. The assessment examined a range of health indicators and 

included an equity lens to identify disparities across racial, ethnic, geographic and 

socioeconomic groups. 

To ensure broad representation and meaningful participation, community members were engaged 

throughout the process. Focus groups, surveys and public forums were conducted in partnership 

with local organizations to gather feedback and prioritize issues. Residents had opportunities to 

share their lived experiences, identify barriers to health and vote on priority areas. Significant 

effort was made to include perspectives from historically underserved groups, including rural 

residents, older adults, individuals with disabilities, those with a history of justice involvement 

and others. 

After community priorities were identified at the Spring Forum on April 25, 2025, Action Teams 

began meeting in May 2025 to review the findings and collaboratively develop targeted 

strategies. These teams examined relevant data and best practices, selecting objectives and 

interventions that were evidence-based, locally relevant and feasible within the county’s 
infrastructure. The strategies were designed to address the root causes of health disparities and to 

align with broader public health goals, such as those outlined in Healthy Illinois 2028 and 

Healthy People 2030. 
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Final objectives and strategies were selected based on multiple criteria, including the level of 

community concern, severity of the issue, potential for impact and availability of resources. The 

resulting CHIP outlines measurable goals, coordinated interventions and clear timelines for 

implementation, positioning Will County to make sustained improvements in health outcomes 

and equity over the next three-to-five years. 

 

Priority 1: Access to Food and Nutrition 

Access to Food and Nutrition: Rationale for Priority Selection 

Access to food and nutrition was reaffirmed as a community health priority due to persistent 

disparities, fluctuating food insecurity trends and the direct connection between nutrition and 

chronic disease outcomes. While Will County’s overall food insecurity rate declined from 8% in 
2018 to 6% in both 2021 and 2024, meeting the Healthy People 2030 goal, these improvements 

mask stark inequities. Black/African American (15%) and Hispanic/Latino (16%) residents 

continue to experience food insecurity at significantly higher rates than the county average, 

highlighting the need for targeted interventions. 

Child food insecurity has shown instability, with a low of 5.5% in 2021 followed by a sharp 

increase to 10.3% in 2022. Geographic disparities also persist, with communities such as 

Wilmington, Joliet and Crest Hill facing limited access to healthy food options. Even in more 

suburban areas like Romeoville, Plainfield and Lockport, transportation and affordability barriers 

restrict access, especially for low-income households. 

Nutritional intake remains a concern across all age groups. Fewer youth are consuming fruits and 

vegetables daily, with Black/African American youth reporting the highest rates of inadequate 

intake. Among adults, only 16.7% report daily vegetable consumption, a decline from previous 

years, while fruit intake has stabilized at 39.6%. Black/African American, Hispanic/Latino and 

Asian populations report disproportionately low fruit and vegetable intake, indicating gaps in 

both access and dietary habits.  

Obesity and chronic disease trends further support the need to address food and nutrition access. 

Among WIC-enrolled children, 15.1% are classified as obese, with the highest prevalence among 

Black/African American children. Adult obesity rates increased to 36.6%, with the highest 

prevalence among Black/African American adults (44.3%), Hispanic/Latino adults (39.2%), and 

adults identifying as Two or More Races (44.9%). Obesity trends among Will County middle 

and high school students have gradually increased over time, with 8th graders showing the most 

significant rise, from 8% in 2010 to 15% in 2024. Mortality from heart disease, hypertension and 

stroke, conditions closely tied to nutrition, show significant racial disparities, particularly 

impacting Black/African American residents. 

These patterns were echoed in community focus groups, where residents consistently cited the 

rising cost of groceries and basic living expenses as a major source of financial stress. 

Community members emphasized the difficulty of maintaining a healthy diet amid inflation, 

limited transportation and the absence of nearby grocery stores. 
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Risk Factors: Poor diet, low intake of fruits and vegetables and food insecurity are direct risk 

factors associated with obesity, hypertension, heart disease and diabetes. 

Direct Contributing Factors: Limited access to affordable, healthy food; lack of full-service 

grocery stores in certain areas; inadequate transportation; and low participation in nutrition 

assistance programs. 

Indirect Contributing Factors: Structural racism, income inequality, lack of awareness of food 

pantry resources, housing instability and zoning policies that may limit the placement of grocery 

stores in underserved neighborhoods. 

Population Groups at Risk: Black/African American and Hispanic/Latino residents; low-

income households; families with young children; individuals without access to reliable 

transportation; and residents of rural or under-resourced urban areas such as Wilmington, Joliet, 

Romeoville and Crest Hill 

By prioritizing access to food and nutrition, the CHIP aims to reduce health disparities, improve 

dietary behaviors and support long-term chronic disease prevention across Will County. 

 

Objectives and Strategies 

Goal: Improve equitable access to healthy, culturally relevant foods and nutrition education in 

Will County by expanding community-based interventions, strengthening local food systems and 

addressing social, cultural and structural barriers that disproportionately impact Black/African 

American and Hispanic/Latino communities. 

Outcome Objective: By December 2027, reduce food insecurity among Black/African 

American and Hispanic/Latino residents in Will County, currently at 15% and 16%, respectively, 

by 5% through culturally responsive nutrition programs, expanded access to local food and 

targeted community engagement strategies. 

Impact Objective: By December 2027, increase the percentage of Black/African American and 

Hispanic/Latino adults in Will County who consume fruits and vegetables daily by 5%, and 

reduce the percentage of WIC-enrolled children with obesity by 3% by improving access to 

nutritious foods, expanding nutrition education and promoting active lifestyles. 

Intervention Strategy: See table.



 

Page 24 
 

Activity Timeline Lead Partners Performance Measures 

Conduct Community Research 
Sept 2025- 

Mar 2026 

MAPP, Action Team,  

local universities, Will 

County Community 

Health Center 

Completion of focus groups on barriers to healthy 

eating; Development of research report; Present 

findings at community meetings 

Establish Community Advisory Group composed of 

residents with lived expertise, healthcare providers 

and community leaders 

Sept 2025- 

Mar 2026 
MAPP, Action Team 

Group formed; Number of meetings; Number of 

attendees 

Support the development and piloting of a scalable, 

community-driven food production initiative, such 

as an urban forest or agroforestry project, that 

reflects local needs and resources. 

Sept 2025- 

Oct 2027 

MAPP, Action Team, 

DePaul University, 

community partners, local 

farmers, residents 

Number of members engaged in design and planting 

activities; Number of planning meetings; Number of 

sites established; Percent of plants that are perennial, 

native or climate-resilient; Number of hours 

contributed to maintenance; Percent of satisfaction 

with access and use (post-implementation survey) 

Co-design and pilot a Produce Prescription 

Program, grounded in the Food is Medicine 

framework and supported by a Screen and Intervene 

approach, in partnership with FQHCs, local pantries 

and farmers to expand access to culturally relevant, 

nutritious foods for communities most impacted by 

chronic disease and food insecurity 

Feb 2026-

Nov 2027 

MAPP, Action Team, 

Will County Community 

Health Center, pantries, 

farmers, local grocers 

Number of members engaged in design and planting 

activities; Number of planning meetings; Number of 

trainings; Number of clients screening positive for 

food insecurity [1-, 3-, 6- and 12-month benchmarks]; 

Number of prescriptions distributed [1-, 3-, 6- and 12-

month benchmarks]; participant satisfaction survey 

Launch culturally tailored nutrition workshops and 

cooking classes at schools, community centers, 

faith-based sites and local pantries 

Oct 2026-

Oct 2027 

MAPP, Action Team, U 

of I Extension, 

community kitchens 

Number of workshops hosted; Number of participants 

across targeted zip codes; Development of community 

calendar; Community calendar accessible to 

community partners 

Develop a community food production and resource 

hub 

Nov 2025 – 
July 2026 

MAPP, Action Team, U 

of I Extension, The 

Number of educational sessions hosted; Number of 

participant attendance and retention rates; Number of 

community partners engaged; Percent pre- and post-

session surveys showing increased knowledge of food 
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Activity Timeline Lead Partners Performance Measures 

Conservation Foundation, 

DePaul University 

forest use and nutrition; Number of materials created 

and distributed 

Expand gardening education for youth by 

partnering with local schools and community 

organizations 

Spring–Fall 

2026-2028 

MAPP, Action Team, 

local school districts, 

YMCA, We WILL Grow, 

The Conservation 

Foundation, townships 

Number of school garden programs launched; Number 

of youth participants 

Expand micro pantry access in underserved areas Ongoing 

MAPP, Action Team, 

Health Equity, community 

partners 

Number of new micro pantries installed in priority 

areas; Number of new entries on the “Find Food 

Access” map; 

Connect participants to food assistance programs 

such as SNAP, WIC and breastfeeding support  
Ongoing 

Action Team, Food 

pantries, social service 

agencies, WCHD, Health 

Equity, NIFB 

Number of residents newly enrolled in assistance 

programs 

Monitor and evaluate program outcomes using 

pre/post health indicators and qualitative feedback 
Ongoing 

MAPP, Action Team, 

local universities, 

healthcare partners 

Biannual progress reports, program refinements, 

impact/outcome reports 
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Community Resources: The implementation of the Access to Food and Nutrition strategy will 

be supported by a network of community resources and infrastructure across Will County. A 

Community Advisory Group will be established to guide program design and ensure 

accountability, drawing members from Action Teams, WIC representatives and residents with 

lived expertise. Local hospitals are actively screening for social determinants of health and are 

building capacity to expand healthy food prescription programs following successful pilot 

initiatives. With support from local pantries, food banks and U of I Extension, programs can be 

duplicated, tailored and piloted within Federally Qualified Health Centers (FQHCs) to strengthen 

the connection between clinical care and food access. 

Culturally tailored nutrition workshops and cooking classes will be held at newly established 

community kitchens operated by Holsten Human Capital Development (HHCD) and New Hope 

Christian Community Church (NHCCC), in collaboration with U of I Extension and the 

Conservation Foundation. Gardening education for youth will be expanded in partnership with 

We WILL Grow, local school districts, U of I Extension and the Conservation Foundation to 

promote food literacy and healthy behaviors from an early age. To increase enrollment in 

existing nutrition assistance programs, health navigators, social service providers and food 

pantries will support outreach and community-based referrals. 

General infrastructure will further strengthen implementation: 
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nutrition. Biannual progress and impact reports will be shared with stakeholders to guide strategy 

refinement and ensure alignment with community needs. 

Awareness and Promotion: The health department will raise public awareness of new food and 

nutrition resources through a coordinated outreach campaign that includes social media, 

community newsletters and local media partnerships. Materials will be distributed in multiple 

languages and shared through trusted community partners, schools, clinics and food pantries. 

The department will also host pop-up resource fairs, attend community events and collaborate 

with Action Team partners to promote programs directly within high-need neighborhoods. A 

centralized MAPP webpage will provide up-to-date information on activities.  

 

Priority 2: Maternal and Child Health 

Maternal and Child Health: Rationale for Priority Selection 

Maternal and child health was identified as a priority due to significant and persistent racial 

disparities in outcomes, as well as community-voiced concerns regarding access, quality and 

cultural relevance of care. Despite advances in health services, Black/African American women 

and children in Will County continue to face disproportionate health burdens that demand 

focused and sustained attention. 

Maternal mortality among Black/African American women stands at a rate of 10.96, which is 2.5 

times higher than the overall county average and 3.8 times higher than the rate for White women. 

Disparities in prenatal care utilization further underscore systemic inequities: only 64.4% of 

Black/African American women receive adequate prenatal care compared to 79.1% of White 

women and 76.2% of Asian women. Similarly, breastfeeding initiation rates are markedly lower 

among Black/African American mothers (66.9%) than among White (84.5%) and 

Hispanic/Latino (85.3%) mothers, indicating unequal access to postpartum support and 

education. 

Child health disparities mirror those seen among mothers. Black/African American children in 

Will County have a child mortality rate of 90 per 100,000 population, more than double that of 

their White and Hispanic/Latino peers at 40, significantly higher than Asian children at 20 and 

far exceeding the Healthy People 2030 target of 18.4 per 100,000 population. This rate has 

fluctuated over time, peaking at 102 in 2021. Moreover, asthma-related emergency department 

visits among Black/African American children are alarmingly high at 98.08 per 10,000 

population, compared to 15.53 for White children and 16.58 for Hispanic/Latino children, 

pointing to environmental and systemic contributors to poor health outcomes. 

Community input gathered through focus groups further emphasized the importance of this issue. 

Mothers described challenges in accessing culturally competent and respectful care, as well as 

the need for expanded maternal mental health services and holistic pregnancy supports. These 

insights, aligned with the quantitative data, affirmed maternal and child health as a top 

community concern. 

  



 

Page 28 
 

Risk Factors: Inadequate prenatal care, low breastfeeding initiation, chronic stress, exposure to 

environmental triggers (e.g., asthma) and insufficient postpartum support are key risk factors 

associated with maternal and child health disparities 

Direct Contributing Factors: Limited access to culturally competent healthcare, gaps in health 

insurance coverage, underutilization of prenatal and postpartum services, lack of provider 

diversity and training and uneven access to early childhood supports 

Indirect Contributing Factors: Systemic racism, social determinants such as housing and 

income inequality, limited transportation options and structural barriers to care integration and 

coordination 

Population Groups at Risk: Black/African American women and children are most affected, 

along with low-income families, immigrant and non-English-speaking households and residents 

in areas with limited maternal and pediatric healthcare infrastructure 

By prioritizing maternal and child health, the CHIP aims to reduce preventable deaths, promote 

early-life health equity and ensure that every family in Will County has the opportunity to thrive. 

Objectives and Strategies 

Goal: Advance maternal health equity in Will County by increasing access to timely, culturally 

responsive and holistic perinatal care while enhancing breastfeeding initiation and expanding 

mental health and community-based support services for Black/African American, 

Hispanic/Latin and Multiracial women and their families. 

Outcome Objective: By December 2027, increase breastfeeding initiation rates among 

Black/African American mothers in Will County by 3% and reduce reported maternal mental 

health concerns by 5% through expanded access to culturally responsive lactation support and 

perinatal mental health and substance use services. 

Impact Objective: By December 2027, reduce the percentage of Black/African American and 

Hispanic/Latino women in Will County reporting lack of access to prenatal care as a barrier from 

baseline levels by 5% and increase utilization of culturally competent perinatal support services, 

including mental health and lactation counseling, by 5%. 

Intervention Strategy: See table.  
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Implementation Plan 1: Launch a Breastfeeding Collaborative 

Activity Timeline Lead Partners Performance Measures 

Develop and publish a digital Breastfeeding 

Support Toolkit accessible on the MAPP 

Collaborative website 

April 2025- 

Nov 2025 
MAPP, Rush University Intern 

Toolkit launched and 

available online 

Implement “Breastfeeding is Welcome Here” 
strategy by distributing toolkits and window 

decals to businesses and community-based 

organizations 

Aug 2025-

Dec 2027 

MAPP, Rush University Intern, Action 

Team, Breastfeeding Collaborative 

Number of toolkits 

distributed; Number of 

decals displayed; Number 

of pledges signed 

Establish a countywide Breastfeeding 

Collaborative  

Oct 2025 – 
Dec 2027 

MAPP, Action Team, WIC, WCHD 

hospitals, doulas, U of I Extension, 

FQHCs, residents 

Collaborative launched; 

quarterly meetings held 

Conduct a breastfeeding equity assessment to 

identify barriers and opportunities for 

culturally responsive supports 

Mar 2026 – 
Dec 2026 

MAPP, Action Team, Breastfeeding 

Collaborative, local colleges/universities 

Assessment completed; 

key findings shared with 

stakeholders 

Distribute and promote breastfeeding education 

through hospitals, FQHCs, WIC sites, 

community kitchens and pop-up resource fairs 

2025–2028 

MAPP, Action Team, WIC, Holsten 

Human Capital Development (HHCD), 

New Hope Christian Community Church 

(NHCCC), hospitals, FQHCs, pantry 

partners, AOK Network 

Number of households 

engaged across targeted 

outreach sites 

Host child and family resource pop-up fairs at 

food pantries in priority communities, 

integrating pregnancy and breastfeeding 

support, early childhood resources and 

navigation to services 

Mar 2026- 

Oct 2027 

MAPP, Action Team, pantries, AOK 

network, family health and human service 

agencies, WCHD, hospitals, FQHCs 

Number of pop-up fairs 

held; Number of referrals 

tracked 
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Activity Timeline Lead Partners Performance Measures 

Monitor and evaluate program outcomes Ongoing 
MAPP, Action Team, healthcare partners, 

hospitals, FQHCs, providers, WCHD 

Biannual progress reports, 

program refinements, 

impact/outcome reports 

 

Implementation Plan 2: Integrate Mental Health and Substance Use Screenings into Perinatal Care 

Activity Timeline Lead Partners Performance Measures 

Develop a toolkit informed by evidence-based 

practices that includes standardized screenings 

and referral pathways for perinatal mental 

health and substance use needs 

Sept 2025 - 

Apr 2026 

MAPP Action Team, IRIS/AOK network, 

hospitals, providers, WCHD 

Toolkit developed and 

disseminated 

Create a referral network of culturally 

competent behavioral health providers 

Sept 2025 - 

Jun 2026 

MAPP Action Team, IRIS/AOK network, 

hospitals, providers, WCHD, care 

coordinators, social workers, doulas, 

FQHCs 

Network directory 

developed and 

disseminated 

Establish warm handoff protocols and 

navigation support for mothers who screen 

positive for a mental health or substance use 

need 

Sept 2025 - 

Jun 2026 

MAPP Action Team, IRIS/AOK network, 

hospitals, providers, WCHD, care 

coordinators, social workers, doulas, 

FQHCs 

Number of positive 

screens receiving a follow-

up; Interval from referral 

to scheduled appointment 

to appointment date 

Identify 1–2 clinical partners to pilot the 

standardized perinatal mental health and 

substance use screening and referral toolkit 

Dec 2025 – 
Sept 2026 

MAPP Action Team, IRIS/AOK network, 

hospitals, providers, WCHD, care 

coordinators, social workers, doulas, 

FQHCs 

Number of pilot sites 

confirmed and prepared 

for implementation 
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Activity Timeline Lead Partners Performance Measures 

Standardize mental health and substance use 

screenings at prenatal and postpartum visits 

Oct 2026 – 
Dec 2027 

MAPP, Action Team, hospitals, FQHCs, 

provider officers, WCHD 

Number of prenatal 

providers implement 

screening tools 

Conduct community awareness campaigns to 

reduce stigma and promote services 

Nov 2026 – 
Nov 2027 

MAPP, Action Team, healthcare partners, 

Hospitals, FQHCs, providers, WCHD, 

County Board, communications/media 

partners, PIO, PACE, Alpha Media 

Social media reach and 

community engagement 

tracked 

Monitor and evaluate program outcomes Ongoing 
MAPP, Action Team, healthcare partners, 

Hospitals, FQHCs, providers, WCHD 

Biannual progress reports, 

program refinements, 

impact/outcome reports 
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Community Resources: The implementation of the Breastfeeding Collaborative and the 

integration of perinatal mental health and substance use screenings will rely on a strong 

foundation of community resources already active in Will County. The All Our Kids (AOK) 

Network provides a well-established coordinated early childhood system supporting family well-

being, while the IRIS referral network offers a shared platform for streamlined service 

connections. Federally Qualified Health Centers (FQHCs), including the VNA, Will County 

Community Health Center (WCCHC) and Aunt Martha’s, and hospitals deliver comprehensive 

care that integrates physical and behavioral health for perinatal populations. Launched on 

January 15, 2025, the BEACON system, developed by the Illinois Department of Human 

Services (IDHS), will be integrated into this initiative to advance equity by providing pregnant 

and parenting individuals, especially those facing systemic barriers, with a centralized entry 

point to access culturally responsive, state-funded and community-based mental health and 

substance use services. 

Additional support will be drawn from the “Breastfeeding is Welcome Here” initiative, which 
raises awareness and encourages public breastfeeding-friendly environments. Building on 

campaigns from the Illinois State Breastfeeding Task Force and Illinois Department of Human 

Services (IDHS) (“The Milk of Life”), as well as the Kansas Breastfeeding Coalition and 
Michigan Breastfeeding Network (“Anytime, Anywhere”), the initiative seeks to connect with 

pregnant and breastfeeding individuals in the community spaces they frequent and offer a 

centralized online hub of resources accessible to both residents and healthcare providers. 

Breastfeeding education is widely available through four local hospitals and the Will County 

Health Department (WCHD) WIC program, while support groups facilitated by Endeavor 

Health, UChicago Medicine/Advent Health and WCHD offer peer and professional guidance. 

The United Way of Will County’s Diaper Depot provides critical supplies at four community-

based sites, helping to alleviate basic needs for new families. Catholic Charities offers Head Start 

programming, doula support and promotes prenatal education through the “Count the Kicks” 
campaign. The Know Where to Go campaign enhances public knowledge of care access points, 

and two milk depot locations at WCHD offices in Joliet and Bolingbrook support human milk 

donation. The WCHD provides specialized high-risk case management, offering prenatal 

education and support to promote healthy pregnancies and safe deliveries. It also delivers 

medical case management for children in DCFS custody, coordinating initial screenings, 

comprehensive exams and ongoing care. Additionally, the WCHD Substance Use Initiatives’ 
pregnancy care bags, which include harm reduction materials, will complement outreach and 

engagement efforts. 

To support implementation, funding will be necessary for staffing coordination, toolkit 

development, screening instruments, educational materials and outreach incentives. Funding will 

be pursued through a combination of Maternal and Child Health Block Grants, philanthropic 

partnerships with hospital systems and community organizations, in-kind contributions from 

participating agencies and County appropriations. Alignment with the MAPP Collaborative and 

Early Childhood coalitions will be essential to sustaining these efforts and expanding their reach 

throughout the county. 

Monitoring and Assessment: WCHD will monitor progress and assess the effectiveness of the 

Breastfeeding Collaborative, and the integration of perinatal mental health and substance use 

screenings through a coordinated approach leveraging existing community systems and 

infrastructure. 
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Implementation outcomes will be tracked through biannual progress reports, participation 

metrics, referral data, and impact evaluations developed in partnership with the MAPP 

Collaborative, Action Teams, and healthcare providers. Performance measures for each activity 

include toolkit dissemination, partner engagement, service delivery counts, and client follow-up 

rates. 

IRIS and AOK networks will support real-time tracking of referrals and service connections, 

while Federally Qualified Health Centers, hospitals, WIC and community-based organizations 

will contribute to service delivery data and support quality improvement efforts. The 

“Breastfeeding is Welcome Here” initiative, milk depots and child/family pop-up resource fairs 

will serve as access points for engagement and education. 

Program effectiveness will be assessed through stakeholder feedback, equity-focused 

assessments and outcome data to guide refinements. Sustainability will be supported through 

shared ownership with community coalitions and diversified funding, including public health 

grants, hospital partnerships, and in-kind contributions. 

Awareness and Promotion: WCHD will promote new maternal and child health resources 

through coordinated outreach with the MAPP Collaborative, Action Teams and trusted 

community partners. Public campaigns such as Know Where To Go and stigma-reduction efforts 

will be expanded to include messaging about perinatal mental health, breastfeeding support and 

service availability. Resources like the digital Breastfeeding Support Toolkit and screening 

materials will be shared widely through the MAPP website, social media and partner networks. 

Community-based promotion will be prioritized through pop-up resource fairs, toolkit and decal 

distribution and outreach at high-traffic locations such as food pantries, clinics and local 

businesses. These efforts will help ensure that families are aware of and connected to culturally 

responsive services throughout Will County. 

 

Priority 3: Behavioral Health and Substance Use 

Behavioral Health and Substance Use: Rationale for Priority Selection 

Behavioral health and substance use was also reaffirmed as a priority due to the widespread, 

cross-cutting impact these issues have on individuals, families and communities across Will 

County. Despite recent improvements, such as an increase in access to mental health providers, 

from a ratio of 1,010:1 in 2019 to 560:1 in 2024, provider availability remains well below state 

and national averages, which stand at 320:1. This continued service gap reinforces the need for 

expanded capacity, especially in underserved areas. 

Self-reported poor mental health has worsened, with the average number of unhealthy mental 

health days per month rising from 3.1 in 2019 to 4.8 in 2025. Individuals identifying as Two or 

More Races reported 7.3 unhealthy days per month, nearly double the countywide average. 

Additionally, 19.5% of adults in Will County are diagnosed with depression, surpassing the state 

rate of 18.0%, with the highest rates among individuals identifying as Two or More Races 

(33.9%) and White adults (21.9%). Despite these increases, suicide mortality is trending 

downward, with Will County reporting a crude suicide death rate of 10.3 per 100,000, lower than 

the state average of 11.5, the national rate of 14.5 and well below the Healthy People 2030 target 
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of 12.8, indicating potential advances in early intervention, access to treatment and community-

based prevention efforts. 

Service access remains a major barrier. Transportation, lack of local crisis and residential 

treatment services and limited availability of care for specific populations, such as children under 

12, non-English speakers, the uninsured and those with Medicare, continue to impede care. The 

shortage of providers accepting Medicare may restrict access for older adults. Providers report 

frequent encounters with co-occurring disorders, anxiety, depression, trauma and 

neurodivergence, signaling a need for integrated and specialized care models. 

Substance use remains a parallel concern. While both opioid overdose deaths and Narcan 

reversals have declined since 2022, new overdose incidents in 2024 emerged in communities not 

previously affected, underscoring the evolving and unpredictable nature of the opioid crisis. 

Focus groups reinforced these findings, with residents citing mental health and substance use as 

top concerns. Stigma, service shortages and a lack of awareness were repeatedly mentioned as 

key barriers, with many residents still feeling the lingering emotional toll of the COVID-19 

pandemic. 

Risk Factors: Diagnosed mental illness, substance use disorder, untreated trauma and social 

isolation increase risk for both poor mental health and substance misuse. 

Direct Contributing Factor: Limited access to behavioral health services, lack of 

transportation, gaps in crisis response and residential care and insufficient availability of 

culturally competent or age-appropriate services. 

Indirect Contributing Factors: Structural inequities, workforce shortages, stigma, fragmented 

funding mechanisms, inadequate insurance coverage and the lingering psychological impacts of 

the Covid-19 pandemic. 

Population Groups at Risk: Individuals identifying as Two or More Races, White adults, youth 

with limited behavioral health resources, residents without reliable transportation, Medicare 

recipients, uninsured individuals, non-English speakers and those affected by trauma or co-

occurring conditions. 

Addressing behavioral health and substance use is essential to improving overall community 

well-being, reducing preventable crises and ensuring that all residents have access to the mental 

health and substance use care they need. 
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Objectives and Strategies 

Goal: Enhance equitable access to care for underserved populations by increasing the number of 

Medicare-certified providers and expanding the availability of culturally and linguistically 

appropriate services through provider outreach, education, technical assistance and strategic 

outreach.  

Outcome Objective:  

Outcome Objective 1.1: By December 2027, increase the number of Medicare-certified 

providers in Will County by 3 compared to the 2025 baseline. 

Outcome Objective 1.2: By December 2027, conduct at least 2 Medicare certification 

workshops or provider outreach events, with a minimum of 20 local providers in attendance. 

Outcome Objective 2.1: By December 2027, ensure that at least 50% of primary care clinics in 

targeted underserved areas implement language access services, including bilingual staff or 

translation technology. 

Outcome Objective 2.2: By December 2027, establish formal referral partnerships with at least 

3 community-based organizations that offer culturally and linguistically appropriate wraparound 

services for Spanish-speaking residents. 

Impact Objective:  

Impact Objective 1.1: By December 2027, increase the proportion of Medicare-certified 

behavioral health and substance use providers in Will County by 10% to improve access to care 

for Medicare-eligible adults. 

Impact Objective 1.2: By December 2027, reduce the rate of unmet behavioral health and 

substance use treatment needs among Medicare-eligible individuals in targeted communities by 

5% through expanded provider availability and training. 

Impact Objective 2.1: By December 2027, reduce the percentage of Spanish-speaking patients 

reporting language as a barrier to care by 5% in participating clinics. 

Impact Objective 2.2: By December 2027, decrease the number of preventable emergency room 

visits among Spanish-speaking residents in target zip codes by 5% through improved access to 

linguistically appropriate primary and preventive care. 

Intervention Strategy: See table.  
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Implementation Plan 1: Medicare Access 

Activity Timeline Lead Partners Performance Measures 

Conduct a Behavioral Health 

provider (mental health and 

substance use) landscape 

assessment 

Sept 2025 – 
Mar 2026 MAPP, Action Team, behavioral health 

providers 

Assessment completed; list of non-

Medicare-certified providers and 

identified barriers documented 

Develop and distribute 

educational materials 

Feb 2026 – Jul 

2026 

MAPP, Action Team, CMS regional office, 

Representative Lauren Underwood’s office, 

Senior Services of Will County, reimbursement 

staff 

Number of resources developed and 

distributed  

Host outreach events and 

technical assistance sessions 

Mar 2026 – 
Mar 2027 

MAPP, Action Team, CMS regional office, 

Representative Lauren Underwood’s office, 
Senior Services of Will County, behavioral 

health providers, reimbursement staff 

Number of workshops hosted; 

Number of attendees; Percent 

attendee satisfaction with training 

(post-attendee survey) 

Offering certification support 

2026-

2027/Ongoing 

CMS regional office, Representative Lauren 

Underwood’s office, behavioral health 

providers, reimbursement staff 

Follow-up technical assistance 

provided to interested providers; 

applications submitted 

Track certification outcomes 

and impact 

Ongoing MAPP, Action Team, behavioral health 

providers 

Number of new Medicare-certified 

providers tracked; service 

availability evaluated 
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Implementation Plan 2: Linguistically Appropriate Services 

Activity Timeline Lead Partners Performance Measures 

Assess the accessibility 

and functionality of 

language support and 

referral mechanisms 

Oct 2025 – Apr 

2026 MAPP, Action Team, local universities, 

providers, community partners 

Survey completed; baseline data on 

clinic language capacity collected 

Explore translation 

solutions 

Dec 2025 – 
May 2026 

MAPP, Action Team, ITT, providers, community 

partners 

Number of clinics piloting translation 

solutions; Number of clients engaged 

Coordinate language 

access training for 

providers 

Feb 2026 – Feb 

2027 
Local hospitals, community-based trainers, 

MAPP, Action Team 

Number of training sessions held; 

Number of providers trained in 

culturally responsive care; Percent 

attendee-satisfaction with training 

(post-attendee survey)  

Establish referral 

partnerships 

2026-

2027/Ongoing 
MAPP, Action Team, IRIS, community partners 

Number of formal MOUs signed with 

bilingual organizations for wraparound 

services 

Launch public awareness 

campaign 

Ongoing 

MAPP, Action Team, healthcare partners, 

Hospitals, FQHCs, providers, WCHD, County 

Board, communications/media partners, PIO, 

PACE, Alpha Media, Lewis University 

Number of campaign materials 

distributed; Increased patient 

awareness tracked (focus group) 
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Community Resources: The implementation of the Medicare Access strategy for behavioral 

health and substance use will leverage existing community assets across Will County, including 

strong partnerships with the MAPP Collaborative, local behavioral health providers, Federally 

Qualified Health Centers (FQHCs) and aging service agencies such as Age Guide. Technical 

support from the CMS regional office and local universities will aid in provider training, 

certification navigation and development of educational toolkits. Community-based 

organizations and referral networks, like IRIS, will facilitate culturally and linguistically 

appropriate service connections, while health systems and bilingual service providers will 

support expanded access in underserved areas. The BEACON system, developed by IDHS, will 

be integrated into this initiative to advance equity by supporting families seeking services, 

especially those facing systemic barriers, with a centralized entry point to access culturally 

responsive, state-funded and community-based mental health and substance use resources. 

To support this strategy, funding will be necessary for staff coordination, workshop facilitation, 

translation technologies, training materials and community outreach. Funding will be pursued 

through Aging and Disability funding streams, technical assistance opportunities through CMS 

and County appropriations. Additional resources will be sought through local philanthropic 

partnerships and in-kind contributions from participating agencies. Furthermore, the Will County 

‘708’ Community Mental Health Board has committed funding to 39 organizations to support 

the equitable expansion of behavioral health services throughout the county. This blended 

funding model will ensure sustainable expansion of appropriate behavioral health and substance 

use services across Will County. 

Monitoring and Assessment: WCHD will monitor the progress of the Medicare Access and 

Linguistically Appropriate Services strategies through continuous collaboration with the MAPP 

Collaborative, Action Teams and provider partners. Progress will be tracked using clearly 

defined performance measures, including the number of Medicare-certified providers added, 

participation in provider workshops, completion of language access assessments and the 

implementation of translation tools and staff training. Regular data collection, provider surveys 

and follow-up evaluations will assess changes in service availability, referral patterns and 

patient-reported barriers to care. Impact will be evaluated by measuring reductions in unmet 

behavioral health needs, improved service access for Medicare recipients and decreased 

language-related barriers in clinical settings. 

Awareness and Promotion: WCHD will promote new Medicare-certified provider resources 

and linguistically appropriate services through targeted outreach, media campaigns and partner 

amplification. Public awareness efforts will include multilingual materials, community forums 

and media partnerships to ensure older adults and non-English-speaking residents are informed 

about expanded access to behavioral health and substance use care. Provider directories and 

program updates will be shared through the MAPP Collaborative website, newsletters and social 

media platforms. Community partners, including bilingual organizations and healthcare 

providers, will play a key role in distributing materials and guiding residents to available 

services. These efforts aim to reduce stigma, increase service visibility and ensure that residents 

in underserved areas are aware of new resources tailored to their needs. 
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Additional Compliance Standards 

In compliance with Section 600.400(b) of Subpart D: Practice Standards, and in accordance with 

the Illinois Administrative Code, Title 77, Part 690 – Rules and Regulations of Communicable 

Disease Control and Immunization (revised March 2008), the Will County Health Department’s 
Epidemiology and Communicable Disease Division is responsible for conducting disease 

surveillance and investigating reports of adverse health effects and health hazards in the 

community. The Division performs timely investigations to assess the magnitude, duration, 

trends and geographic distribution of health issues, while also identifying populations at risk. 

Surveillance activities are conducted in alignment with state reporting requirements and draw on 

a variety of data sources, including communicable disease case reports, school absenteeism 

records and syndromic surveillance systems that collect real-time data from hospitals and 

healthcare providers. The HIV/STI Program conducts timely surveillance and investigation of 

reported cases of HIV and sexually transmitted infections (STIs). Nurse caseworkers follow up 

with affected individuals to encourage treatment adherence, recommend additional screenings as 

needed and provide partner services case management to notify and engage exposed contacts in 

testing and care. The program is further supported by Dr. Dan Garganera, an infectious disease 

specialist who provides expert care for clients with HIV and STIs, along with broader infectious 

disease consultations to ensure comprehensive and evidence-based care. Furthermore, the 

Environmental Health (EH) Division actively investigates reports of foodborne and vector borne 

illnesses. Upon notification of a potential outbreak or hazard, EH staff conduct timely on-site 

inspections, collect environmental samples when appropriate and evaluate practices. The 

department works in close coordination with the Communicable Disease division to review case 

reports, conduct joint investigations and implement appropriate control measures to prevent 

further spread of illness. 
 

In compliance with Section 600.400(c) of Subpart D: Practice Standards, the Will County Health 

Department cultivates strong collaborative relationships with public and private agencies through 

the MAPP Collaborative. Action Teams within the Collaborative partner with local organizations 

to implement community health improvement strategies and advocate for systems-level change. 

The Health Equity Team, comprising a manager and two health navigators, engages regularly 

with community organizations and elected officials to strengthen partnerships and advance 

public health priorities, including outreach to legislators regarding key state legislation. The 

Department also maintains a coordinated communications infrastructure led by a Media Services 

Manager who serves as the Public Information Officer (PIO), supported by two designated PIOs 

for deployment during public health emergencies. A County-level PIO further supports unified 

messaging across agencies. Additionally, the Health Department provides regular updates to the 

Board of Health, Governing Council, County Board, and local legislators to ensure transparency 

and alignment. 

 

In compliance with Section 600.400(g) of Subpart D: Practice Standards, the Will County Health 

Department’s Compliance Program conducts regular evaluations of its programs, services and 
personnel to ensure adherence to professional and regulatory standards. The Department 

implemented several quality assurance measures, including upgrades to the Critical Incident 

Reporting (CIR) system, introduction of kiosk-based patient feedback surveys, enhanced policy 

accessibility and the launch of an internal Compliance site. Core compliance policies were 
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developed addressing confidentiality, privacy and medication management, while targeted 

trainings are delivered on HIPAA, HITECH and critical incident reporting. The Department also 

completed formal compliance officer training through the Health Care Compliance Association 

and launched a newsletter to support ongoing staff training. Program-specific audits were 

completed for Better Birth Outcomes and High-Risk Infant Follow-Up, while external audits 

were successfully conducted with Centene, DCFS and across Community Health Center 

programs, including HRSA, IDPH and private insurer reviews. These continuous quality 

assurance activities demonstrate the department’s commitment to monitoring compliance, 
identifying areas for improvement and adjusting strategies to ensure consistency with public 

health goals and standards. 

In compliance with Section 600.400(h) of Subpart D: Practice Standards, the Will County Health 

Department carries out coordinated efforts to inform and educate the public on pressing public 

health issues within the community. Through the MAPP Collaborative, Health Equity Team and 

targeted Community Health Initiatives programs, such as Tobacco Prevention and Control and 

the All Our Kids (AOK) Network, the department actively promotes awareness of available 

public health services and education programs. Individual departments also participate in 

community resource events to highlight and connect residents to their specific services. The Will 

County Health Department utilized American Rescue Plan Act (ARPA) funding to implement a 

robust, multi-year media campaign. Over the past three years, this investment has supported 

consistent monthly messaging to raise public awareness on a wide range of public health 

priorities, including mental health, substance use prevention, chronic disease management and 

maternal and child health. Furthermore, the Health Department Media Services Manager/PIO, in 

partnership with the County PIO, ensures the timely and accurate dissemination of information 

through multiple communication platforms. These efforts are designed to strengthen individual 

and collective health knowledge, attitudes and practices, ultimately contributing to a healthier 

community. 

 








