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STRATEGIES (Continued)

•	 Increase suburban Cook County food retailers and farmers markets that are accepting SNAP/participating 
in Link Match.   

•	 Expand access to local, healthy, sustainable, just, and humane food that is procured, served, and sold at 
Cook County Departments and other community anchor institutions like higher education institutions, 
supported by Cook County Good Food Purchasing Policy. 

•	 Increase investments in local food producers and businesses, especially BIPOC producers and businesses, 
supported by Cook County Good Food Purchasing Policy. 

•	 Identify publicly owned lands suitable for local food production that can benefit emerging food businesses 
in suburban Cook County.    

•	  Assess current zoning regulations around commercial food production, urban agriculture, and food sales 
across suburban Cook County and disseminate zoning reform best practices and recommendations.



35

COMMUNITY HEALTH IMPROVEMENT PLAN

OUTCOME OBJECTIVE

By 2030, reduce diet-related chronic disease mortality rates for suburban Cook County residents by 15% (Data 
Source: Suburban Cook County Health Atlas).

IMPACT OBJECTIVE

By 2030, reduce the percentage of youth reported consuming less than 5 servings of fruit and vegetables by 
6% (Data Source: Suburban Cook County Youth Risk Behavior Survey).
 
By 2030, reduce the percentage of adults reporting consuming less than 5 servings of fruit and vegetables by 
10% (Data Source: Suburban Cook County Health Survey).
 
By 2030, reduce the percentage of adults who reported being worried about food running out sometimes or 
often by 5% (Data Source: Suburban Cook County Health Survey).

STRATEGIES

•	 Increase awareness of and participation in food access programs (e.g. SNAP, WIC, CACFP, Summer EBT) 
and free after-school and summer meal resources through outreach, education, and supporting program 
enrollment and referral to nutrition resources. 

•	 Advocate for increased funding levels for food access programs (e.g. SNAP, WIC, CACFP, Summer EBT) and 
school meal programs (e.g. healthy school meals for all) to expand participation and healthy food access. 

•	 Promote and expand participation in community-based food access programs (e.g. meal delivery, produce 
prescriptions, etc.) and Food Is Medicine Initiatives (medically tailored meals, nutrition education services, 
etc.) and increase reimbursement for these programs (e.g. 1115 waiver). 

•	 Promote Cook County Class 7d Incentive to encourage the operation of food retailers in historically 
disinvested communities. 

Improve access to local, fresh, affordable, culturally relevant, healthy food and nutrition resources to 
prevent and reduce the burden of diet-related chronic diseases.   

GOAL 3: 

Outcome Objective: Outcome objectives are goals for how much health problems should be reduced. They must be measurable.
Impact Objective: Impact objectives are goals for how much risk factors should be reduced. They must be measurable.
Intervention Strategy: The intervention strategies chosen must be proven to influence the levels of risk factors.

i

i

i

Priority 1: Chronic Disease�
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Community Resources – Chronic Disease 

COMMUNITY HEALTH IMPROVEMENT PLAN

STRATEGIES (Continued)

•	 Promote local food rescue and recovery networks to improve food access and reduce food waste. 
•	 Increase suburban Cook food retailers and farmers markets that are accepting SNAP/participating in Link 

Match.   
•	 Expand access to local, healthy, sustainable, just, and humane food that is procured, served, and sold at 

Cook County Departments and other community anchor institutions like higher education institutions, 
supported by Cook County Good Food Purchasing Policy. 

•	 Increase investments in local food producers and businesses, especially BIPOC producers and businesses, 
supported by Cook County Good Food Purchasing Policy. 

•	 Identify publicly owned lands suitable for local food production that can benefit emerging food businesses 
in suburban Cook County.    

•	  Assess current zoning regulations around commercial food production, urban agriculture, and food sales 
across suburban Cook County and disseminate zoning reform best practices and recommendations.

Priority 1: Chronic Disease�

Chronic disease prevention and support rely on several 
community resources in suburban Cook County, 
including clinics, hospitals, farmers markets, food 
pantries, park districts, schools, and chronic disease 
self-management programs. Community health workers, 
care coordinators, and other public health partners help 
to support people in managing health conditions. These 
partners help families access healthy food, safe places 
for physical activity, screening services, and culturally 
responsive education for diseases like diabetes, heart 
disease, and asthma. 

Shifts in the national political environment make long-
term planning and new funding strategies essential. 
CCDPH is working with partners to explore alternative 
funding streams to continue to support this critical 
work.  

Through a cross-functional internal and external team, 
CCDPH is deepening strategic partnerships with 
community power-based organizations to co-design and 
drive solutions that improve health outcomes and shift 
resources to historically under-invested communities. 
This approach supports Suburban Cook County in 
advancing chronic disease prevention efforts that are 
resilient to federal budget uncertainties and driven by 
community priorities. 

This coordinated approach strengthens compliance with 
PHAB Domain 4 by supporting community engagement 
and shared planning, and PHAB Domain 9 by using 
data to improve programs over time. The goal is a 
sustainable prevention system where every suburban 
Cook County resident has the resources needed to live 
a healthy life, regardless of income or ZIP code. 
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Maternal and Child Health (MCH) was chosen as a top 
priority for suburban Cook County through a thorough, 
community-centered process. This process combines 
data from the Community Health Assessment (CHA) 
with lived experiences shared by residents, healthcare 
providers, community organizations, and local leaders. 

The CHA showed clear and persistent gaps in maternal 
and infant health outcomes—especially for Black and 
Latina mothers. Data from the Illinois Department of 
Public Health (IDPH, 2023) reveal that Black women in 
Cook County are nearly four times more likely to die 
from pregnancy-related causes than White women. 
Infant mortality shows similar inequities: while suburban 
Cook County’s overall infant mortality rate is 5.1 per 
1,000 births (slightly above the Healthy People 2030 
target of 5.0), the rate for Black infants is more than 
double, at 10.5 per 1,000 births. 

Preterm birth and low-birth-weight rates are also 
significantly higher among Black and Latina mothers. 
Early and adequate prenatal care varies widely 
across communities, with the lowest access in areas 
experiencing higher poverty, fewer obstetric providers, 
and more transportation barriers. 

The priority-setting steering committee reviewed health 
outcomes alongside community voices and stories. 
Members emphasized that MCH is not only about 
pregnancy—it affects the long-term health of families 
and future generations. Healthier mothers and infants 
help build stronger, more stable communities. 

Using criteria such as severity, inequity, community 
readiness, and alignment with existing resources, 
Maternal and Child Health consistently ranked among 
the highest-priority issues. Steering committee 
members agreed that focusing on MCH offers 
opportunities for both immediate improvements and 
long-term change, especially with collaborative, equity-
centered approaches. 

Ultimately, choosing MCH reflects suburban Cook 
County’s commitment to reducing racial and 
ethnic disparities, improving birth outcomes, and 
strengthening systems of care for parents, infants, and 
families. 
 
Alignment with Healthy People  
2030 Objectives 
The MCH priority aligns with national Healthy People 
2030 goals, including: 
•	 MICH-01: Reduce maternal mortality 
•	 MICH-02: Reduce infant deaths 
•	 MICH-08: Increase early and adequate prenatal care 
•	 MICH-14: Reduce preterm births 
These national objectives guide local strategies to 
ensure that improvements in suburban Cook County 
reflect evidence-based and nationally recognized best 
practices. 

Priority 2: Maternal and Child Health�

Priority Selection and Importance to the Community 
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Risk and Contributing Factors

Table 1. Risk Factors for Maternal & Child Health 

Table 2. Direct Contributing Factors

RISK FACTOR HOW IT INFLUENCES HEALTH

Advanced maternal age or 
adolescent pregnancy Higher risk of complications, preterm birth, and low birth weight. 

Pre-existing conditions (e.g., 
hypertension, diabetes, 
obesity) 

Increase risk of maternal complications and poor infant outcomes. 

Limited access to prenatal 
care Delayed or missed care means unmanaged health risks. 

Substance use Affects fetal development and maternal health. 

Mental health conditions Depression/anxiety during or after pregnancy can affect both parent 
and child. 

Poverty and food insecurity Limit access to care, nutrition, and supportive services. 

DIRECT FACTOR HOW IT AFFECTS RISK

Limited provider availability Fewer OB/GYNs and midwives reduce access to prenatal and 
postpartum care. 

Transportation barriers Missed appointments and delayed care. 

Insurance coverage gaps High costs or lack of coverage block access to needed services. 

Fragmented care coordination Disconnect between maternal and pediatric care reduces continuity. 

Language and cultural barriers Make navigating care more difficult; reduce culturally responsive care. 

Priority 2: Maternal and Child Health�
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Table 3. Indirect Contributing Factors 

INDIRECT FACTOR HOW IT AFFECTS DIRECT FACTORS

Structural racism and 
discrimination Impacts quality of care and outcomes for women of color. 

Residential segregation & 
concentrated poverty Reduces access to providers and hospitals. 

Lack of supportive policies Limited paid leave and childcare create stress and barriers. 

Underinvestment in social 
services Fewer supports for housing, nutrition, mental health, and safety. 

Stigma around maternal 
mental health Prevents individuals from seeking help. 

Priority 2: Maternal and Child Health�

Population Groups at Risk 
•	 Black mothers: Face the largest disparities in 

maternal morbidity, infant mortality, and prenatal 
care access. 

•	 Low-income families: Often live in areas with fewer 
health resources and face insurance or cost barriers. 

•	 Immigrant and non-English-speaking families: 
Encounter language, cultural, and increasingly legal 
fears when seeking care. 

•	 Adolescents and young mothers: Higher risk of 
complications and fewer support systems. 

•	 Families experiencing housing instability: Struggle 
with consistent access to prenatal and postpartum 
care. 

Maternal and Child Health is a foundational health 
priority for suburban Cook County. Improving MCH 
requires a multi-level approach that strengthens access 
to care, reduces inequities, and supports families 
before, during, and after pregnancy.  
See table for goals, objectives, and strategies to 
improve maternal and child health outcomes in 
Suburban Cook County. 
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Priority 2: Maternal and Child Health�

OUTCOME OBJECTIVE

By 2030, reduce the maternal death rate in suburban Cook County by at least 5%, with a focus on narrowing 
Black and Latina maternal mortality disparities (Data Source: Suburban Cook County Health Atlas).

IMPACT OBJECTIVE

By 2030, increase the percentage of pregnant people in suburban Cook County who begin prenatal care in 
the first trimester from 75% to 82%, with targeted outreach to Medicaid-eligible, Black, Latino, and immigrant 
birthing people (Data Source: Suburban Cook County Health Atlas).

STRATEGIES

•	 Through continued implementation of the CCDPH Healthy Beginnings – Maternal and Child Health Program, 
provide community-based navigation, culturally tailored education, and emotional support in families’ 
preferred language, while connecting them to essential resources and promoting early prenatal care.

•	 Educate clinicians, CHWs, doulas, and partner staff on best practices in cardiovascular health, obesity, 
mental health, substance use disorder, trauma-informed care, and contraceptive services through the 
CCDPH maternal & child health resource website, Every Mother Every Child, complemented by field-based 
coaching and culturally tailored resources.

•	 Support clinical providers and community-based partners in adopting screening workflows, referral 
processes, and crisis pathways to improve patient-centered care to promote early engagement in maternal 
and child health services. 

•	 Advocate for expanded Medicaid coverage for doulas and perinatal support and ensure continuous 
insurance during pregnancy and postpartum to promote early prenatal care.

•	 Develop a maternal health equity dashboard with race, ethnicity, language, and ZIP code–disaggregated 
data to monitor progress and enhance the use of Health Atlas Maternal and Child Health Indicators within a 
shared measurement and accountability framework.

Elevate the quality and continuity of maternal care through field-based education, promotion, and provider 
support by promoting equitable access to quality care and support before, during, and after pregnancy.

GOAL 1: 

Outcome Objective: Outcome objectives are goals for how much health problems should be reduced. They must be measurable.
Impact Objective: Impact objectives are goals for how much risk factors should be reduced. They must be measurable.
Intervention Strategy: The intervention strategies chosen must be proven to influence the levels of risk factors.

i

i

i
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Priority 2: Maternal and Child Health�

OUTCOME OBJECTIVE

By 2030, increase by 5% the proportion of children under age five in suburban Cook County who attend 
recommended well-child visits to support age-appropriate growth and development (Data Source: Healthy 
People 2030).

IMPACT OBJECTIVE

By 2030, raise immunization coverage for vaccine-preventable illnesses among children under age one by 10% 
(Data Source: MMWR).

STRATEGIES

•	 Through continued implementation of the CCDPH Healthy Beginnings Program, interventions will educate 
families during home visits on the importance of timely well-child visits and routine immunizations, while 
implementing universal risk assessment and care coordination to identify barriers early and connect families 
to needed supports.

•	 Strengthen and evaluate referral pathways to increase utilization of the Healthy Beginnings program, 
ensuring families are consistently linked to culturally-responsive pediatric care and social determinant 
supports; use ongoing data monitoring to identify gaps, improve outreach effectiveness, and reduce 
preventable illness among children under five.

•	 Educate birthing families on safe sleep via CPASS/SUID Partnership, postpartum warning signs/depression, 
immunizations, nutrition, early development, and plans of safe care for substance‑exposed infants—
delivered via community events, home visits, and multilingual toolkits.

•	 Build partnerships with pediatric providers, trusted messengers and community organizations to advance 
vaccine equity through culturally tailored outreach.

•	 Promote consistent messages through Every Mother Every Child, seasonal campaigns, and partner 
channels; integrate stigma‑reduction for mental health/SUD.

Reduce preventable illnesses by promoting access to high-quality, culturally responsive pediatric care and 
addressing social determinants of health.

GOAL 2: 

Outcome Objective: Outcome objectives are goals for how much health problems should be reduced. They must be measurable.
Impact Objective: Impact objectives are goals for how much risk factors should be reduced. They must be measurable.
Intervention Strategy: The intervention strategies chosen must be proven to influence the levels of risk factors.

i

i

i
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Priority 2: Maternal and Child Health�

STRATEGIES (Continued)

•	 Promote postpartum care access by integrating interventions from Healthy Beginnings, the Lead Poisoning 
Prevention Program, the Vision and Hearing Program, and the Perinatal Hepatitis B Program to provide 
comprehensive maternal and infant health support.

•	 Promote and expand participation in free, community‑based health screenings by strengthening outreach, 
education, and referral pathways through the Illinois Breast and Cervical Cancer Program. This includes 
increasing access to high‑quality breast and cervical cancer screenings for eligible women and ensuring men 
are connected to free colon and prostate cancer screening opportunities.

•	 Expand bilingual community health worker and navigator support to build trust and improve communication 
with diverse families to ensure children receive timely well-child visits, immunizations, and developmental 
screenings for healthy growth and development; expand access and increase participation in free school-
aged vision and hearing.

•	 Advocate for policies that enhance care coordination to improve child wellness and vaccine access through 
partnerships with hospitals, clinics, schools, and community services.
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Priority 2: Maternal and Child Health�

OUTCOME OBJECTIVE

By 2030, increase the percentage of suburban Cook County residents who report awareness of maternal and 
child health resources and risk factors by 50%, with focused outreach in Black and Latino communities (Data 
Source: Illinois Department of Public Health).

IMPACT OBJECTIVE

By 2030, ensure that 50% of community-serving organizations, educators, and public health partners who are 
engaged in maternal and child health promotion in suburban Cook County receive annual training on culturally 
relevant care, health literacy, and equity-centered communication practices (Data Source: Illinois Department 
of Public Health).

STRATEGIES

•	 Facilitate adoption of plans of safe care and post‑discharge coordination pathways with hospitals, pediatrics, 
and CBOs; distinguish these workflows from abuse/neglect reporting to increase trust and uptake.

•	 Promote the Cook County Paid Leave Ordinance by increasing community, provider, and employer 
awareness of how paid leave can be used for prenatal care, postpartum visits, and well‑child appointments.*

•	 Employers and policymakers should establish supportive workplaces and protective measures to support 
workers’ maternal and child health.

•	 Conduct ongoing, culturally relevant outreach and education for community-serving organizations and 
public health partners in suburban Cook County, with targeted focus on Black and Latino communities, to 
increase awareness of maternal and child health resources, risk factors, and equity-centered communication 
practices.

Strengthen shared awareness and consistent messaging about maternal and child health resources, risk 
factors, and protective practices while strengthening accountability through education, training, Plans of 
Safe Care, and birth equity measurement.

GOAL 3: 

Outcome Objective: Outcome objectives are goals for how much health problems should be reduced. They must be measurable.
Impact Objective: Impact objectives are goals for how much risk factors should be reduced. They must be measurable.
Intervention Strategy: The intervention strategies chosen must be proven to influence the levels of risk factors.

i

i

i

*This strategy is aligned with strategies for the mental health and 
substance use and chronic disease prioritiy areas.



44

COMMUNITY HEALTH IMPROVEMENT PLAN

Priority 2: Maternal and Child Health�
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Community Resources – Maternal and Child Health 
Healthy pregnancies and strong early childhood development depend on access to a wide range of community 
resources across suburban Cook County, including prenatal clinics, birthing centers, doula and lactation support, 
home-visiting programs, WIC agencies, early learning supports, and referral services. 
Through the Healthy Beginnings program, CCDPH nursing staff: 
•	 Educate families on the importance of early prenatal care and well-child visits using digital reminders and home 

visits 
•	 Connect families to culturally responsive support networks, including doulas, lactation consultants, and home-

visiting programs 
•	 Promote vaccine confidence through multilingual, culturally tailored materials and engagement strategies for 

historically underserved communities 

STRATEGIES (Continued)

•	 Engage families through health forums, fairs, and trusted messaging, and promote consistent messaging via 
Every Mother Every Child, seasonal campaigns, and partner channels to increase awareness of maternal and 
child health resources and risk factors, especially in Black and Latino communities.

•	 Coordinate and/or participate in community-based learning events, such as baby showers, safe sleep 
workshops, and crib safety education, to foster trust, engage families, and promote essential maternal and 
child health practices.

•	 Provide culturally tailored education, connect families to local resources, and reinforce key messages on 
infant safety, early development, and healthy parenting to increase health literacy.
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Access to Resources 
CCDPH maintains a dedicated Maternal & Child 
Health webpage with easy-to-access resources for 
families planning pregnancy, pregnant individuals, and 
postpartum caregivers. These resources help families 
navigate care, understand what to expect, and connect 
with community-based services, ensuring continuity and 
support during pregnancy and early childhood. 

Policy and Equity 
Recent policy advances in Illinois strengthen the 
healthcare foundation, including Medicaid coverage for 
birthing people extended to 12 months postpartum, 
reducing gaps in care during a critical year after birth. 
However, many essential services still rely on short-term 
grants and uncertain funding streams. 

COMMUNITY HEALTH IMPROVEMENT PLAN

Priority 2: Maternal and Child Health�

To address this, CCDPH is working with community-
based organizations and power-building groups to 
co-design programs rooted in equity, strengthen 
partnerships, and develop innovative funding solutions. 
These efforts align with PHAB Domain 4 (community 
engagement and understanding needs) and Domain 9 
(continuous quality improvement), ensuring families are 
supported in ways that reflect their voices, culture, and 
needs. 
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Priority Selection and Importance 
to the Community
Mental health and substance use was selected as 
a top priority for suburban Cook County through a 
collaborative process. This decision was based on 
findings from our Community Health Assessment 
(CHA) and strong input from community partners. 
The CHA showed that many people in Suburban Cook 
County communities are experiencing depression, 
anxiety, substance use challenges, and even increasing 
rates of suicide for Black and Latine individuals. See 
the suburban Cook County Suicide Report for more 
information at https://cookcountypublichealth.org/
wp-content/uploads/2025/10/Suburban-Cook-County-
Suicide-Report-2025_final101425_4PM.pdf These 
concerns are even greater in communities that already 
face barriers to care, including Black, Latine, immigrant, 
and low-income residents. People in the communities 
listed above often struggle to find affordable, timely, 
and culturally informed behavioral health services. 
Hospital data shows higher use of emergency 
departments for mental health and substance for 
residents of south and western suburban communities, 
which highlights access to care challenges as well as 
the impact of structural racism. See the suburban Cook 
County Crisis Care Assessment for more information. 
https://cookcountypublichealth.org/wp-content/
uploads/2025/11/BH-Crisis-Response-System-Report-
NOV-2025_final_111725_web.pdf 

The priority-setting process was designed to uplift 
community voices through our steering committee, 
which included partners from community-based 
organizations, healthcare, schools, and local 
government. Across multiple discussions and votes, 
behavioral health consistently emerged as a top issue 
because of its impact on school success, jobs, family 
stability, and overall community well-being. It also aligns 
with state and national health improvement goals.
Choosing behavioral health reflects suburban Cook 
County’s shared commitment to closing equity gaps, 
reducing stigma, building stronger systems of support, 
and addressing upstream drivers of behavioral health 
outcomes.

Alignment with State and  
National Plans
This priority aligns with Healthy People 2030, including 
goals to reduce suicide, increase access to mental 
health treatment for youth and adults, and reduce 
overdose deaths.

It also aligns with the 2023–2028 Illinois State Health 
Improvement Plan, which focuses on improving the 
mental health and substance use system, expanding 
prevention, reducing deaths linked to behavioral health 
conditions, and strengthening community resilience.

Additionally, this priority aligns with other local plans 
in suburban Cook County, specifically Cook County 
Department of Public Health Strategic Plan, the Cook 
County Health Office of Behavioral Health’s Regional 
Behavioral Health Strategic Plan , the Cook County 
Policy Roadmap, and the Cook County Equity Task 
Force Report.

COMMUNITY HEALTH IMPROVEMENT PLAN
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Risk and Contributing Factors

Table 1. Risk Factors for Mental Health and Substance Use

Table 2. Direct Contributing Factors

RISK FACTOR HOW IT INFLUENCES HEALTH OUTCOMES

Trauma and Adverse 
Childhood Experiences (ACEs) Increase the risk of depression, anxiety, substance use, and suicide.

Poverty Can lead to housing insecurity and food insecurity, which in turn can 
contribute to chronic stress, social isolation, and feelings of despair

Discrimination Increases the risk of depression, anxiety, and substance use.

Substance use Worsens mental illness and increases risk of overdose.

Social isolation Raises risk for depression, anxiety, and suicide, especially among youth 
and older adults.

Stigma Prevents people from seeking timely care and support.

DIRECT FACTOR HOW IT INFLUENCES RISK

Limited number of behavioral 
health providers Long wait times and limited access to care.

Gaps in insurance coverage High costs, confusing or overly burdensome eligibility requirements,  
or lack of coverage limit access to treatment.

Fragmented care and lack of 
coordination

Reduces continuity between behavioral health, primary care,  
and social services.

Transportation challenges Prevent missed or delayed appointments and create barriers 
to ongoing care.

Language and cultural barriers Reduce engagement in care and limit access to culturally 
responsive services.

Priority 3: Mental Health and Substance Use �
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Priority 3: Mental Health and Substance Use �

Table 3. Indirect Contributing Factors

INDIRECT FACTOR HOW IT INFLUENCES DIRECT FACTORS

Structural racism and 
discrimination

Drives inequities in behavioral health access, treatment quality,  
and outcomes.

Residential segregation and 
underinvestment Limits availability of community-based supports and providers.

Limited supportive policies 
and funding

Reduces access to school-based, community-based, and 
prevention programs.

Underinvestment in social 
services

Limits access to housing, employment, and social support essential 
to mental health.

Criminalization of mental 
illness and substance use

Creates social isolation and trauma for the person who is incarcerated 
and their families, limits access to quality behavioral health care.

Mental health and substance use is a critical issue for suburban Cook County. Addressing it requires a broad, multi-
level approach that reduces stigma, expands culturally responsive providers and care, strengthens connections 
between behavioral health, healthcare, schools, and community supports, as well as addresses the structural factors 
that drive mental health and substance use. 

See table for goals, objectives, and strategies to improve behavioral health outcomes in Suburban Cook County.
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Priority 3: Mental Health and Substance Use �

OUTCOME OBJECTIVE

By 2030, reduce the rate of behavioral health-related emergency department visits by 3% (Data Source: 
Suburban Cook County Health Atlas)

IMPACT OBJECTIVE

By 2030, increase new partnerships among community-based organizations, behavioral health providers, 
and other partners by 10% to strengthen collaboration and expand mental health access (Data Source: Cook 
County Department of Public Health).

STRATEGIES

•	 Create a best-practices brief on existing collaborations and mechanisms (protocols, MOUs, bundled  
funding, shared staff, etc.) to increase understanding of potential mechanisms for cross-organizational 
systemic support.

•	 Identify, develop, and implement two collaborative initiatives among community partners that strengthen 
access to and coordination of mental health services, with intentional support for underrepresented and 
high-need populations.

•	 Improve opportunities for equitable collaboration and coordination between community-organizations and 
healthcare providers in community settings.  

•	 Encourage approaches to collaboration that promote widespread and accessible resource sharing across 
community partners and providers.

Bolster capacity among community-based organizations, and strengthen coordination between 
community-based organizations, treatment providers, government and other partners to address  
systemic barriers to healing.   

GOAL 1: 

Outcome Objective: Outcome objectives are goals for how much health problems should be reduced. They must be measurable.
Impact Objective: Impact objectives are goals for how much risk factors should be reduced. They must be measurable.
Intervention Strategy: The intervention strategies chosen must be proven to influence the levels of risk factors.

i

i

i
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Priority 3: Mental Health and Substance Use �

OUTCOME OBJECTIVE

By 2030, reduce the rate of adults who say they did not get the mental health treatment or counseling they 
needed by 5% (Data Source: Suburban Cook County Health Survey).

By 2030, decrease the rate of public high school students reporting their mental health is not good by 5% 
(Data Source: Suburban Cook County Youth Risk Behavior Survey).

IMPACT OBJECTIVE

By 2030, increase 2-1-1 use by suburban residents by 10% (Data Source: 2-1-1 Metro Chicago). 

STRATEGIES

•	 Expand use of the NAMI Chicago Helpline and  2-1-1 line among suburban Cook County residents to 
increase referral to behavioral health resources and services (e.g. healthcare, housing, etc.) through outreach 
and awareness efforts.*

•	 Support the maintenance of NAMI Chicago Helpline and 2-1-1 referral lists for healthcare and social service 
providers in suburban Cook County.* 

•	 Support the development and launch of the Cook County Community Information Exchange (CIE) to 
increase coordination and collaboration between community-based organizations, healthcare providers, and 
government agencies.*

•	 Identify opportunities to work with other helplines and referral systems (e.g. BEACON) for coordinated 
support. 

•	 Engage base-building organizations and Community Health Workers (CHWs) to raise awareness of 
behavioral health referral resources and supports. 

•	 Support schools in implementing universal behavioral health screening. 

Bolster capacity among community-based organizations, and strengthen coordination between 
community-based organizations, treatment providers, government and other partners to address  
systemic barriers to healing.   

GOAL 1: 

Outcome Objective: Outcome objectives are goals for how much health problems should be reduced. They must be measurable.
Impact Objective: Impact objectives are goals for how much risk factors should be reduced. They must be measurable.
Intervention Strategy: The intervention strategies chosen must be proven to influence the levels of risk factors.

i

i

i

*These strategies are aligned with 2-1-1 and CIE 
strategies for the chronic disease priority area.
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Priority 3: Mental Health and Substance Use �

OUTCOME OBJECTIVE

By 2030, reduce the rate of adults who say they did not get the mental health treatment or counseling they 
needed  because of concerns about negative opinions from neighbors or community by 5% (Data Source: 
Suburban Cook County Health Survey).

By 2030, reduce the rate of adults who say they did not get the mental health treatment or counseling they 
needed because of concerns about negative effects on their job by 5% (Data Source: Suburban Cook County 
Health Survey).

IMPACT OBJECTIVE

By 2030, create 2 co-designed programs that reduce stigma around seeking mental health support with 
community partners.

STRATEGIES

•	 Reduce stigma around seeking mental health and substance use care and support.
•	 Create and share culturally responsive resources on common behavioral health concerns and navigating 

systems of care. 
•	 Create culturally responsive spaces to improve access to behavioral health support outside traditional care 

systems. 
•	 Support programs co-designed with diverse community partners to normalize seeking support. 
•	 Advocate for sustainable funding to strengthen diversity and representation in the behavioral health 

workforce.

Bolster capacity among community-based organizations, and strengthen coordination between 
community-based organizations, treatment providers, government and other partners to address  
systemic barriers to healing.   

GOAL 1: 

Outcome Objective: Outcome objectives are goals for how much health problems should be reduced. They must be measurable.
Impact Objective: Impact objectives are goals for how much risk factors should be reduced. They must be measurable.
Intervention Strategy: The intervention strategies chosen must be proven to influence the levels of risk factors.

i

i

i
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Priority 3: Mental Health and Substance Use �

OUTCOME OBJECTIVE

By 2030, reduce the rate of behavioral health-related emergency department visits by 3% (Data Source: 
Suburban Cook County Health Atlas).

IMPACT OBJECTIVE

By 2030, increase 9-8-8 utilization by suburban Cook County residents by 10% (Data Source: Illinois 
Department of Human Services).

STRATEGIES

•	 Engage trusted community champions to develop and share clear messaging about crisis care services to 
promote 9-8-8 and build awareness of the crisis care system. 

•	 Improve access to culturally responsive crisis care in suburban Cook County. 
•	 Improve coordination between service providers for smooth transitions of care and “no wrong door” entry 

points, as well as for ongoing care and support, in coordination with Community Emergency Services and 
Supports Act (CESSA) oversight bodies.

Build a high-quality and equitable mental health and substance use system that incorporates a 
comprehensive, coordinated crisis care system and community-based prevention programs that supports 
healthy beginnings, healthy connections, and healthy environments.  

GOAL 2: 

Outcome Objective: Outcome objectives are goals for how much health problems should be reduced. They must be measurable.
Impact Objective: Impact objectives are goals for how much risk factors should be reduced. They must be measurable.
Intervention Strategy: The intervention strategies chosen must be proven to influence the levels of risk factors.

i

i

i
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Priority 3: Mental Health and Substance Use �

OUTCOME OBJECTIVE

By 2030, reduce the rate of emergency department visits for substance use by 3% (Data Source: Suburban 
Cook County Health Atlas).

IMPACT OBJECTIVE

By 2030, distribute 25,000 kits of naloxone (Data Source: Cook County Department of Public Health).

By 2030, create a report that shares risk factors and trends for alcohol and cannabis use in suburban Cook 
County (Data Source: Cook County Department of Public Health).

STRATEGIES

•	 Continue to expand access to community-based harm reduction services for opioid-involved overdose. 
•	 Continue to expand access to traditional and low-barrier recovery housing, medication-assisted treatment, 

post-release care coordination, and other treatment and recovery support services through policy, systems, 
and other changes.

•	 Establish a community-based prevention program to reduce the harms of alcohol and cannabis use. 
•	 Continue to use population health data, research, and evaluation to monitor substance use risk factors and 

outcomes to drive and refine prevention strategies. 

Build a quality and equitable mental health and substance use system that incorporates a comprehensive, 
coordinated crisis care system and community-based prevention programs that supports healthy 
beginnings, healthy connections, and healthy environments.  

GOAL 2: 

Outcome Objective: Outcome objectives are goals for how much health problems should be reduced. They must be measurable.
Impact Objective: Impact objectives are goals for how much risk factors should be reduced. They must be measurable.
Intervention Strategy: The intervention strategies chosen must be proven to influence the levels of risk factors.

i

i

i
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Priority 3: Mental Health and Substance Use �

OUTCOME OBJECTIVE

By 2030, reduce the rate of intentional injury related emergency department visits by 3% (Data Source: 
Suburban Cook County Health Atlas).

IMPACT OBJECTIVE

By 2030, host at least 2 community forums on suicide prevention (Data Source: Cook County Department of 
Public Health). 

By 2030, update suburban Cook County suicide report with new data (Data Source: Cook County Department 
of Public Health).

STRATEGIES

•	 Continue to build a community-based prevention program for suicide that builds upon local priorities and 
best practices from other local health departments. 

•	 Monitor the implementation of the Safe Gun Storage Act.
•	 Support resilience through evidence-based education programs in schools and community spaces.
•	 Drive and refine prevention strategies by continuing to leverage population health data, research, and 

evaluation to monitor suicide and mental health risk factors and outcomes.

Build a quality and equitable mental health and substance use system that incorporates a comprehensive, 
coordinated crisis care system and community-based prevention programs that supports healthy 
beginnings, healthy connections, and healthy environments.  

GOAL 2: 

Outcome Objective: Outcome objectives are goals for how much health problems should be reduced. They must be measurable.
Impact Objective: Impact objectives are goals for how much risk factors should be reduced. They must be measurable.
Intervention Strategy: The intervention strategies chosen must be proven to influence the levels of risk factors.

i

i

i
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Priority 3: Mental Health and Substance Use �

OUTCOME OBJECTIVE

By 2030, reduce the rate of public high school students reporting persistent sadness or hopelessness by 3% 
(Data Source: Suburban Cook County Youth Risk Behavior Survey).

By 2030, increase the rate of adults who say they really feel part of their neighborhood by 5% (Data Source: 
Suburban Cook County Health Survey).

IMPACT OBJECTIVE

By 2030, reduce the rate of suburban Cook County school districts in the top 20% for racial disproportionality 
for suspensions and expulsions by 5% (Data Source: Illinois State Board of Education). 

By 2030, reduce the rate of incarceration of youth and adults by 5% (Data Source: Cook County Criminal 
Justice Data Dashboard).

STRATEGIES

•	 Support investments in violence prevention, recidivism reduction, and restorative justice. 
•	 Ensure access to culturally responsive mental health services, social services (e.g. transportation), Know Your 

Rights trainings, and access to legal services for people who are facing or are at risk of being deported and 
their families.

•	 Support implementation of restorative justice in suburban Cook County schools. 
•	 Support base-building organizations working on civic engagement, social connection, and other upstream 

drivers of behavioral health. 
•	 Conduct up to six listening sessions with youth on where and how they would like to receive mental health 

support by 2026. 
•	 Examine and elevate ways that upstream drivers impact behavioral health by developing at least three briefs 

highlighting the ways that structural forces influence behavioral health outcomes by 2027. 
•	 Promote the Cook County Paid Leave Ordinance for behavioral health–related appointments.*
•	 Employers and policymakers should establish supportive workplaces and protective measures to address 

workers’ mental health and substance use.
•	 Support the development of recreation areas, parks, and green spaces that feel safe and inclusive, 

prioritizing areas where open space is limited.*

Address upstream drivers of intergenerational trauma, mental health, and substance 
use in suburban Cook County

GOAL 3: 

Outcome Objective: Outcome objectives are goals for how much health problems should be reduced. They must be measurable.
Impact Objective: Impact objectives are goals for how much risk factors should be reduced. They must be measurable.
Intervention Strategy: The intervention strategies chosen must be proven to influence the levels of risk factors.

i

i

i

*This strategy is aligned with strategies for the chronic disease 
and maternal and child health priority areas.
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Priority 3: Mental Health and Substance Use �

Community Resources – Mental 
Health and Substance Us
Suburban Cook County is home to a broad network 
of mental health and substance use resources, 
including community-based organizations, community-
based behavioral health providers, health systems, 
school-based services, Living Rooms, and crisis care 
providers such and mobile crisis response teams. These 
organizations serve as essential partners in culturally 
responsive care, and community-based supports. 
Community health workers, harm-reduction specialists, 
faith-based leaders, youth advocates, and grassroots 
organizers also play critical roles in supporting residents 
where they live and gather and expanding upstream 
prevention. 

Even with these strengths, behavioral health programs 
often depend on short-term federal grants. CCDPH and 
partners are proactively strengthening relationships 
with local foundations, private funders, and 
municipalities to create diversified and durable funding 
pathways. 

This work supports PHAB Domain 4 (engaging 
communities to understand health needs) and PHAB 
Domain 9 (continuous quality improvement and 
performance tracking). By listening to community 
voices, improving coordination, and planning for 
sustainable funding, behavioral health supports will 
continue to grow in ways that reflect what residents 
need and value. The work also aligns with the following 
national, state, and local plans: 

•	 2024-2027 Cook County Policy Roadmap, Healthy 
Communities, Objective 1 & 4  

•	 Cook County Equity Fund Task Force Report,  
1.1 & 2.9  

•	 Cook County Health Regional Behavioral Health 
Strategic Plan 2025-2027, Goal 1.1, 3.1, 3.2, & 3.4  

•	 Cook County Department of Public Health Strategic 
Plan 2023-2025, Pillar 2  

•	 Healthy Illinois 2028, Mental Health and Substance 
Use Disorder Goals 1 & 3 

•	 Illinois Children’s Mental Health Plan 2022 -2027, 
Goals 1-5  

•	 Healthy People 2030 – Mental Health and Mental 
Disorders, Drug and Alcohol Use, Schools, 
Adolescents, Natural and Built Environment  
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Monitoring and Assessment (for all three priorities) 

Awareness and Promotion  (for all three priorities) 

COMMUNITY HEALTH IMPROVEMENT PLAN

The Cook County Department of Public Health 
(CCDPH) will use a structured, transparent, and data-
driven approach to monitor progress and assess the 
effectiveness of the Community Health Improvement 
Plan (CHIP). To ensure accountability and community 
accessibility, CCDPH will maintain a public-facing 
data dashboard that tracks key indicators for each 
health priority in the CHIP. This dashboard will include 
measures related to maternal and child health, 
behavioral health, and chronic disease, and will be 
updated regularly to show trends, highlight progress, 
and identify areas needing additional attention. 

CCDPH will also leverage its evaluation platform 
through the department’s contract with Metopio, 
the preferred vendor endorsed by NACCHO. This 
platform will allow CCDPH to monitor interventions 
at the strategy level, assess performance over time, 
and ensure that actions remain aligned with evidence-
based and equity-focused practices. Through Metopio, 
staff will be able to review implementation milestones, 
compare strategies across priority areas, and make 
data-informed decisions about where to adapt, 
enhance, or phase out activities. 

Effective communication is essential to ensure that the Community Health Improvement Plan (CHIP) is accessible, 
widely understood, and actionable. This plan outlines how Cook County Department of Public Health with 
promote this plan. The Community Engagement and Health Education Team, Community Health Promoters, and 
the Communications Team will collaborate to lead the awareness and promotion of the CHIP. Through these units, 
CCDPH will regularly share updates, engage residents, and strengthen community trust and participation. 

To maintain alignment with broader organizational 
goals, CCDPH will conduct a crosswalk review between 
the CHIP, the CCDPH Strategic Plan, and Public Health 
Accreditation Board (PHAB) standards. This will 
help ensure that CHIP activities support long-term 
organizational improvement, reinforce accreditation 
requirements, and strengthen internal systems that 
support community health. 

Regular monitoring will include quarterly internal 
reviews, annual partner updates, and opportunities 
for community feedback. These touchpoints will help 
CCDPH assess not only whether strategies are being 
implemented as planned, but also whether they are 
producing meaningful progress toward reducing 
inequities and improving health outcomes. This 
continuous assessment cycle ensures that the CHIP 
remains a dynamic, responsive plan that evolves with 
community needs and emerging public health trends. 
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Funding Needs and Sources (for all three priorities) 

COMMUNITY HEALTH IMPROVEMENT PLAN

Successful implementation of Building Healthier Communities 2030 (BHC 2030) will require resources to support 
program coordination, community engagement, partner convening, communications, implementation activities, data 
collection and evaluation, technical assistance, and ongoing monitoring of progress toward established goals and 
objectives. Funding will also support the infrastructure needed to facilitate collaboration among community partners 
and sustain implementation efforts throughout the 2026–2030 planning cycle.

Funding will be pursued through a combination of:

•	 Cook County corporate dollars
•	 Federal, state, and local grant funding opportunities aligned with Chronic Disease, Mental Health and Substance 

Use, and Maternal & Child Health priorities
•	 Private foundation funding and philanthropic investments that support health equity, community health 

improvement, and systems change initiatives
•	 In-kind contributions from partner organizations, including staff time, meeting space, training resources, 

communications support, data sharing, volunteer efforts, and other community assets

CCDPH will work collaboratively with partners to identify and leverage funding opportunities that align with BHC 
2030 priorities, maximize community impact, and promote long-term sustainability of successful strategies.
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Communication Goals  

Roles & Strategies 

COMMUNITY HEALTH IMPROVEMENT PLAN

•	 Increase awareness of CHIP priorities, goals, and progress on intervention strategies. 
•	 Build community ownership and trust through transparent, two-way communication. 
•	 Promote equitable access to CHIP information by using multiple languages, channels, and culturally relevant 

approaches. 

Community Engagement & Health 
Education Team 
•	 Lead outreach and education campaigns about CHIP 

priorities and progress. 
•	 Facilitate listening sessions, partner meetings, 

and workshops to capture feedback and integrate 
community voice. 

•	 Leverage established partnerships with community-
based organizations, community power-building 
organizations, schools, faith communities, and local 
leaders to reach priority populations. 

Communications Team 
•	 Develop and maintain consistent branding and 

messaging for all CHIP materials. 
•	 Manage digital platforms (website, social media, 

newsletters) to provide regular updates. 
•	 Coordinate earned media and press releases to 

highlight milestones and progress. 
•	 Produce visually engaging content (infographics, 

videos, fact sheets). 

Monitoring & Evaluation  
•	 Track engagement through social media analytics, 

attendance at events, and partner feedback. 
•	 Adjust communication strategies quarterly, based on 

evaluation findings and community input. 

Community Health Promoters  
•	 Act as trusted messengers by translating and 

tailoring CHIP objectives and updates to community 
friendly messaging that reflects lived experiences 
and neighborhood priorities. 

•	 Provide on-the-ground education and navigation for 
services connected to CHIP priorities. 

•	 Provide health education materials and workshops 
on CHIP focus areas 

•	 Ensure materials are culturally appropriate and 
accessible in multiple languages. 

Communication Channels  
•	 Digital: social media, email newsletters, county 

website, video explainers. 
•	 In-Person: community forums, health fairs, 

neighborhood events, presentations at partner 
organizations. 

•	 Print: flyers, posters, fact sheets distributed at 
clinics, libraries, schools, and community centers. 

•	 Media: local press, radio, and culturally specific 
media outlets. 
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