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Letter from Public Health Administrator 

 

Greene County Health Department values the Illinois Project for Local Assessment of Needs (IPLAN) as 

an opportunity to pause, listen, assess, and plan alongside the community we serve. Every community is 

different, and in a rural county like Greene, our health outcomes are shaped not only by access to health 

care, but also by transportation, employment, housing, food access, behavioral health resources, education, 

and the strength of our social connections. A meaningful community health plan must recognize these 

interconnected factors and identify strategies that are both responsive to current needs and realistic for our 

community. 

As we begin the 2027–2031 IPLAN cycle, I am proud of how Greene County Health Department and our 

community partners have grown since the last assessment. The 2022–2026 IPLAN identified access to 

healthy food, mental health services, substance use prevention, and recreational activities as priority areas. 

While these needs have not disappeared, our community has become increasingly invested in addressing 

them, advocating for change, and directly shifting processes to improve the health and well-being of our 

residents. We have seen business owners step up to address challenges to maintain healthy food access; 

farm-to-school programs, farm stands, and farmers' markets provide additional opportunities for local food 

access; and community members invest in recreational opportunities. We have seen adults playing on 

recreational softball teams, pickleball courts being developed, residents walking in new parks, and children 

playing in newly developed basketball spaces. Inspired volunteers, community members, and 

organizations have advocated for the needs of rural communities and, when a need was identified, stepped 

up to help get things done. Greene County has demonstrated that our greatest strength is our willingness to 

come together and find solutions. 

Over the past five years, Greene County Health Department has expanded its role in community health and 

strengthened partnerships across health care, schools, law enforcement, the judicial system, human 

services, behavioral health, and community organizations. We have developed greater capacity for 

community health programming, strengthened our work related to substance use prevention and recovery, 

expanded connections to behavioral health and social resources, and increased our ability to bring partners 

together around shared community concerns. Initiatives such as recovery support and peer navigation, 

overdose fatality review, community referral and resource coordination, and expanded prevention and 

education efforts reflect a continued commitment to addressing the underlying factors that influence 

health—not simply responding after a crisis occurs. 

The progress made during this cycle has reinforced an important lesson: improving health in Greene 

County cannot be accomplished by the health department alone. It requires a team effort from community 

leaders working across all facets, including schools, health care providers, local government, law 

enforcement, community organizations, businesses, families, and residents working toward common goals. 

Our community has repeatedly demonstrated its ability to do this. The previous IPLAN described Greene 

County as a community where people are willing to come together and support one another. Five years 

later, that spirit remains one of our greatest public health assets, with a renewed focus on bringing leaders 

and community members together to champion solutions that make Greene County a healthier, stronger, 

and more prosperous place to live. 

We extend our sincere appreciation to the Greene County Board of Health and Greene County elected 

officials for their continued support of public health and of the Greene County Health Department. We are 

equally grateful to our staff, community partners, volunteers, schools, health care organizations, public 
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safety agencies, civic leaders, businesses, and residents who contributed their time, experience, and 

perspective throughout this assessment process. Their participation reminds us that IPLAN is not simply a 

health department document—it is a community plan. 

As we look toward 2027–2031, we are committed to building upon the progress of the past five years 

while remaining honest about the challenges that continue to affect Greene County. We will use reliable 

data, community voice, and the experience of our partners to identify priorities that are meaningful, 

measurable, and achievable. Most importantly, we will continue to approach community health with the 

belief that when Greene County works together, we can create healthier opportunities, strengthen our 

communities, support economic and social well-being, and improve the quality of life for the people who 

call Greene County home. 

 

Sincerely, 

 

Molly Peters, B.S., L.E.H.P  

Public Health Administrator 
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Executive Summary 

 

The Illinois Project for Local Assessment of Needs (IPLAN) is a community health assessment and planning 

process conducted every five years by local health departments throughout Illinois.  Local health 

departments must complete the process to meet the requirements of the Illinois Administrative Code Section 

600.400, which governs the certification of local health departments.  Under the Administrative Code, health 

departments must use a systematic process to assess community needs.  The assessment process must be 

grounded in the core functions of public health and include analysis of health indicators that reflect the health 

status of the community. 

 

Greene County Health Department utilized an IPLAN assessment process grounded in the principles of 

Assessment Protocol for Excellence in Public Health APEX-PH while incorporating key elements of the 

MAPP 2.0 framework. This assessment protocol includes both an organizational capacity assessment and 

community health needs assessment process. SWOT analysis, a countywide community survey, stakeholder 

focus groups, and a review of quantitative health data. Community input and cross-sector collaboration were 

used to identify strengths, challenges, emerging trends, and priority health needs, consistent with MAPP 

2.0's emphasis on community engagement and shared ownership of community health improvement efforts. 

 

Health data were collected using national, state, and county-level statistical information to capture the 

current status of seven specific health indicator groupings, reflecting a format to acquire input indirectly 

from both citizens of Greene County and community stakeholders.  In the process of developing the 

Community Health Plan, Greene County Health Department stressed that the Plan is a community plan.  The 

priorities were selected based on statistical significance and frequency of community concerns.   

 

Based on the results of the organizational capacity and community health needs assessment, four core 

priorities were established, which will be used to develop a community health plan: 

 

  PRIORITY 1: Community Health Navigation 

  PRIORITY 2: Behavioral Health Services 

  PRIORITY 3: Substance Use Disorder Prevention 

PRIORITY 4: Rural Community Infrastructure & Sustainability  

These priorities deeply describe our current advancements in support and community access since our last 

IPLAN cycle and speak to our status on this work and development of community needs.  Can people find 

and access what they need? Can people get the behavioral health care and support they need? Can we prevent 

substance use and strengthen the systems that support recovery? Will the community have the people, places, 

resources, and systems necessary to provide those services over time?  These questions are rooted in the 

priority area and are all tied together in development of sustainability of our public health in rural Illinois.    
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This document provides priority objectives, impact objectives, and strategies to achieve progress over the 

next five years. In compliance with the Illinois Department of Public Health (IDPH) Project for Local 

Assessment of Needs (IPLAN) protocol, the following categories were assessed through countywide needs 

assessment: demographic and socioeconomic characteristics; general health and access to care; maternal and 

child health; chronic disease; infectious disease; environmental, occupational, and injury control; and 

sentinel events.  Also, in compliance with IPLAN protocol, progress and achievements of the 2022-2026 

Greene County Community Health Plan were received, reviewed, and considered during the data analysis 

phase. The Greene County Health Department also fulfilled the requirement of conducting an Organizational 

Capacity and Self-Assessment. 

 

Greene County's priorities of Community Health Navigation, Behavioral Health Services, Substance Use 

Prevention, and Rural Community Infrastructure & Sustainability closely align with this statewide direction. 

Behavioral Health Services and Substance Use Prevention directly support the SHIP priority of Mental 

Health and Substance Use Disorder. Community Health Navigation supports improved access to health care 

and wrap-around services while addressing social and structural barriers that affect residents' ability to obtain 

needed resources. Rural Community Infrastructure & Sustainability supports the SHIP's crosscutting focus 

on public health infrastructure, workforce, funding, system coordination, physical and built environments, 

and the long-term capacity of communities to maintain essential services. 

 

Through these locally identified priorities, Greene County will contribute to statewide health improvement 

goals while addressing the specific needs, assets, and challenges identified by residents and community 

partners. Alignment with the SHIP also provides opportunities to expand connections to support funding 

efforts, strengthen regional and statewide partnerships, and use local experience to champion rural 

community systems change. 

 

This report will provide an assessment of Greene County, IL, and establish objectives to address identified 

public health needs.  Further priorities and programs will be developed to enhance each priority group 

implementation strategy.  
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IPLAN Purpose and Background 

 

Greene County Health Department’s mission is to assure access to resources with a focus on prevention, 

health education, home health, and resource support to tirelessly serve Greene County, Illinois, residents. 

To accomplish this mission, we must balance three public health functions: assessment of community 

health status and resources, development of policies and programs, and assurance of quality and effective 

services. 

 

The Illinois Project for Local Assessment of Needs (IPLAN) provides an opportunity to step back from the 

day-to-day work of public health and examine the broader conditions that influence the health and well-

being of Greene County residents. Health is influenced by much more than access to medical care. 

Transportation, housing, employment, food access, education, behavioral health, substance use, social 

connection, environmental conditions, and the availability of essential community services all contribute to 

the health and stability of a community. 

 

As a rural community, Greene County experiences unique challenges in maintaining these resources and 

services. Geographic distance, limited workforce availability, competition for employees and wages with 

larger communities, limited financial resources, aging infrastructure, and the sustainability of essential 

services can create barriers to health and quality of life. These challenges are interconnected and require 

solutions that extend beyond any single organization or sector. 

 

Through the IPLAN process, we can assess current and emerging trends identified through community 

surveys, focus groups, leadership discussions, health data, and organizational assessments. By utilizing the 

voices and experiences of our community to help determine public health priorities, we can identify needs 

that are meaningful, actionable, and achievable. IPLAN is not simply a plan for the health department; it is 

an opportunity for Greene County to establish shared priorities and identify the collective actions needed 

to improve the health and well-being of our community. 

 

Our goal is to use these priorities and objectives as a framework that can extend beyond the Greene 

County Health Department. We hope they will inform community initiatives, strengthen connections 

among organizations, support grant and funding opportunities, guide resource development, and provide a 

foundation for advocacy efforts that champion sustainable solutions and rural community systems change. 

By identifying shared needs and working together toward shared outcomes, Greene County can strengthen 

the systems, resources, and relationships necessary to remain a healthy, resilient, and prosperous rural 

community. 

 

The IPLAN process also recognizes that community health improvement requires sustained collaboration. 

Greene County Health Department's role is not to address every identified need independently, but to help 

assess needs, connect resources, convene partners, identify opportunities, support evidence-informed 

strategies, and champion improvements that strengthen the community as a whole. Our greatest 

opportunity for meaningful and lasting change is through the collective knowledge, resources, and 

commitment of residents, community organizations, health care providers, schools, businesses, local 

government, public safety agencies, and other partners. 
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Results of the assessment will be shared with community members, policymakers, health care 

professionals, community organizations, and other stakeholders. Greene County Health Department’s goal 

is to be a leader in uniting the community toward common goals, strengthening partnerships, and 

supporting strategies that improve health outcomes and the conditions in which Greene County residents 

live, work, learn, and participate in their communities. 

 

The Greene County Board of Health reviews the proposed health priorities and community health plan for 

approval of implementation. Upon approval, the IPLAN document is submitted to the Illinois Department 

of Public Health (IDPH) for review and approval as part of the local health department’s recertification 

process. Following approval, implementation of the five-year community health plan begins in Greene 

County. 

 

 

 

 



12 | P a g e  

 

Data Assessment 

 

The Greene County Health Department IPLAN core team included GCHD staff in collaboration with 

community partners and stakeholders. Collaboration and data assessment activities took place from November 

2025 through July 2026. Data was collected through a variety of methods and reliable sources to develop an 

understanding of current health status, emerging trends, community strengths, barriers, and disparities affecting 

Greene County residents. 

The Community Health Needs Assessment incorporated multiple sources of information, including quantitative 

health data, a community survey, three community focus groups, individual leadership discussions, and an 

organizational capacity assessment. The organizational capacity assessment utilized the Mobilizing for Action 

through Planning and Partnerships (MAPP 2.0) framework to assess organizational strengths, resources, 

partnerships, capabilities, and areas for continued development. The broader assessment process provided 

opportunities for community members, organizational leaders, and community partners to identify strengths, 

emerging concerns, barriers, and opportunities for improvement. Findings from these assessment activities were 

considered collectively to identify and prioritize the health issues that will guide the 2027–2031 Greene County 

IPLAN. 

The assessment included the collection and analysis of community health data as well as the community’s 

perceptions and experiences related to health needs and access to resources. Discussions with community 

leaders, observed data trends, previous health assessments, and local knowledge were reviewed to provide 

additional context to the quantitative findings. By gathering both quantitative and qualitative data, Greene 

County Health Department developed a more comprehensive understanding of the depth and interconnected 

nature of community health needs. 

Organizational Capacity Assessment 

Greene County Health Department assessed internal capabilities and organizational capacity utilizing the 

Mobilizing for Action through Planning and Partnerships (MAPP 2.0) framework. The assessment examined 

organizational strengths, resources, partnerships, capabilities, and areas for continued development. Results 

were reviewed by the Greene County Board of Health and used to inform capacity planning and development of 

the 2027–2031 IPLAN. 

The previous 2022–2026 IPLAN was reviewed to assess progress, identify continuing needs, and determine 

opportunities to build upon work completed during the previous planning cycle. The 2022–2026 IPLAN 

established four priority areas: Access to Healthy Food, Mental Health Services, Substance Abuse Prevention, 

and Recreational Activities. These priorities remain relevant to the health and well-being of Greene County 

residents; however, the current assessment demonstrates that the needs identified during the previous cycle are 

interconnected and can be addressed through broader community systems and approaches. 

The organizational capacity assessment, review of the previous IPLAN, community health data, and community 

input demonstrate that Greene County has developed significant strengths and partnerships while continuing to 
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experience challenges associated with rural workforce availability, resource limitations, service access, 

infrastructure, and long-term sustainability. The 2027–2031 priorities therefore build upon previous 

accomplishments while expanding the focus toward interconnected community systems and the conditions 

necessary to sustain health improvement. 

Assessment Highlights 

The assessment was conducted from November 2025 through July 2026. The community survey was promoted 

through social media, email, newsletters, and direct engagement with clients and staff. 

Over the past several years, Greene County Health Department has experienced significant growth in 

community partnerships, collaboration, advocacy, communication, and public health leadership. The 

department has received state and association recognition for collaborative work and partnership development. 

Relationships among community leaders and organizations have strengthened, creating a greater shared 

understanding of community needs, available resources, and resource gaps. 

Community leadership discussions demonstrated strong collaboration among emergency response, health care, 

education, the judicial system, law enforcement, and other community organizations. Hospital leadership, 

school district superintendents, judicial system representatives, chiefs of police, emergency response leadership, 

and other community partners are increasingly connected through shared partnerships and community 

aspirations. Multiple agencies have experienced opportunities for direct connection to resources, shared 

advocacy, and alignment of community goals during the past five years. 

Despite these advances, significant barriers remain. Lack of sustained funding and limited access to behavioral 

health services were identified as ongoing high-priority concerns. Substance use disorder continues to have 

generational impacts in Greene County, although access to resources has increased and community response 

systems have improved. The assessment also reinforced the need to strengthen connections between residents 

and available resources, sustain essential services, support the rural workforce, and address the infrastructure 

and systems necessary to maintain long-term community health. 

Over the next five years, Greene County Health Department will continue to build upon the progress made 

during the previous IPLAN while responding to current and emerging needs. The 2027–2031 priorities reflect 

both the continued importance of previously identified concerns and the growth of the community’s capacity to 

address them. The next planning cycle represents an opportunity for continued growth, deeper connections, 

stronger systems, and improved health outcomes. 

Previous IPLAN Priorities and 2027–2031 Expansion 

The 2027–2031 priorities build upon the foundation established during the previous IPLAN: 

Access to Healthy Food → Community Health Navigation 

The previous priority focused on improving access to healthy food through community initiatives, education, 

and advocacy. The current assessment expands this concept to recognize that residents experience barriers not 

only to food, but also to identifying, accessing, and navigating health and social resources throughout the 

community. Community Health Navigation provides an opportunity to strengthen connections between 

residents and the resources available to support health and well-being. 
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Mental Health Services → Behavioral Health Services 

The previous priority focused on increasing access to mental health services and strengthening community 

partnerships. The current priority expands this work to encompass a broader behavioral health continuum, 

including mental health, crisis response, prevention, treatment, recovery support, and connections to community 

resources. 

Substance Abuse Prevention → Substance Use Disorder Prevention 

Substance use disorder prevention remains a significant community priority. The current assessment builds 

upon previous prevention efforts and partnerships while recognizing the importance of early intervention, 

education, recovery supports, peer services, overdose prevention, and coordinated community response. The 

previous IPLAN identified the need for stronger partnerships among health care, law enforcement, judicial 

systems, schools, and community organizations, and the current assessment demonstrates continued opportunity 

to strengthen these connections. 

Recreational Activities → Rural Community Infrastructure & Sustainability 

The previous priority recognized the importance of recreational opportunities in supporting physical activity, 

social connection, and community well-being. The current assessment expands this concept to consider the 

broader infrastructure necessary to maintain healthy and active communities, including safe and accessible 

facilities, community spaces, workforce, essential services, environmental conditions, funding, and long-term 

sustainability. 

Statistical Data 

Statistical data were reviewed using the Illinois Department of Public Health IQuery data system and other 

reliable data sources. Health indicators reviewed as part of the assessment included: 

• Demographic and socioeconomic characteristics 

• General health and access to care 

• Maternal and child health 

• Chronic disease 

• Infectious disease 

• Environmental, occupational, and injury control 

• Sentinel events 

IQuery data were supplemented with other reliable data sources and locally collected information. By utilizing 

statistical evidence alongside community perceptions and the perspectives of community partners, Greene 

County Health Department was able to identify current and emerging health needs and develop priorities that 

reflect both measurable health conditions and community experience. 
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The Thomas H. Boyd Memorial Hospital Community Health Needs Assessment completed in 2025, Birth to 

Five 2024 Mental & Behavioral Health Needs Assessment, and 2023 Early Childhood Needs Assessment were 

also reviewed as a supplemental source of information to provide additional context regarding regional and 

community health needs. 

boydhcs.org/_files/ugd/988460_a949a5aec8294ea9b7f0438f0ea196e4.pdf 

https://www.birthtofiveil.com/s/R-MBH_Region40_English.pdf 

https://www.birthtofiveil.com/s/Region_40_Needs_Assessment.pdf 

Greene & Scott County Recovery Oriented Systems of Care (ROSC) Survey results were also collected and 

reviewed as part of the survey response data and are attached in Appendix B.     

Community Participation 

To establish the community’s perception of health needs and concerns in Greene County, a community survey 

was developed and promoted through social media, email, newsletters, client and staff interactions, and other 

community connections. 

Three community focus groups were conducted to contribute to the assessment, analysis, and prioritization of 

community health concerns. Focus groups were organized to represent different areas of Greene County and 

included a broad selection of community stakeholders. The Greene County Health Department Administrator 

facilitated the process, with staff assisting as observers, documenters, and notetakers. 

Individual discussions with community leaders and stakeholders were also incorporated into the assessment. 

These discussions provided additional perspectives regarding community needs, available resources, barriers, 

partnerships, and opportunities for improvement. 

Findings from the survey, focus groups, leadership discussions, quantitative data, previous assessments, and 

organizational capacity assessment were reviewed collectively by the IPLAN core team to establish the 2027–

2031 Greene County public health priorities. 

Appendix A provides supporting statistical information, community health indicators, posters, and quick facts 

shared with community stakeholders. 

Appendix B includes community survey questions 

Appendix C provides community survey analysis 

Appendix D provides the focus group agenda and facilitator guide   

Appendix E provides the current community resource guide 

 

https://www.boydhcs.org/_files/ugd/988460_a949a5aec8294ea9b7f0438f0ea196e4.pdf
https://www.birthtofiveil.com/s/R-MBH_Region40_English.pdf
https://www.birthtofiveil.com/s/Region_40_Needs_Assessment.pdf
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Health Indicator- Demographic & Socioeconomic   

 

Population 

  
1980 

Census 
1990 

Census 
2000 

Census 
2010 

Census 
2020 

Census 

Percent 
Change 
1980-
1990 

Percent 
Change 
1990-
2000 

Percent 
Change 
2000-
2010 

Percent 
Change 

2010-
2020 

Greene 
County, 
IL 

16,661 15,317 14,761 13,886 11,985 -8.1 -3.6 -5.9 -13.69 

Illinois 11,426,518 11,430,602 12,419,293 12,830,632 12,812,508 0.0 8.6 3.3 -1.2 

            IDPH HEALTH STATS AND SOURCE: U.S. CENSUS BUREAU QUICK FACTS 

Based on 2025 estimates, population decline of 5.6% continues with an estimated population of 11,313 in 

Greene County.  Illinois totals remain estimated at 12,719,141 residents only decreasing 0.73%. This continued 

population decline presents challenges for maintaining a sufficient workforce, sustaining essential services, 

supporting local infrastructure, and attracting economic development. In a rural community, a smaller and aging 

population can also affect the availability and sustainability of health care, behavioral health, public safety, 

transportation, and other essential community resources. These conditions reinforce the importance of long-term 

planning, resource coordination, workforce development, and sustainable investment in Greene County 

Population by City, Village, and Township 

Population by City, Village 

2020 Census 

Population 

Population estimates 

2025 

  Carrollton   2,811   2,479 

 

Eldred 

 

182 

 

149 

  Greenfield   972   1,059 

 

Hillview 

 

171 

 

99 

  Kane   904   509 

 Patterson  578  359 

 

Rockbridge 

 

1,492 

 

1,571 

  Roodhouse   2,043   1,777 

  White Hall   2,781   2,257 

 Wrights  285  205 

SOURCE: Censusreporter.org  
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Age and Gender Distribution 
 

    

Greene 

 County, IL 

Greene 

County, IL 
Illinois 

Greene 

County,IL 

Age 

Group   

2010 

Census 

2020 

Census Percent 

Estimates 

2025 

Person under 5 5.85% 5.4% 5.9% 4.9% 

Persons under 18 17.18% 21.4% 22.2% 21.6% 

Persons 65 years & over 17.20% 20% 16.1% 23.3% 

Female persons 49.49% 49.4% 50.9% 50.1% 

Source:   U.S. CENSUS BUREAU QUICK FACTS 

 

 

A slight increase of persons 65 years and older reflects the aging population.  This may be attributed to the natural 

progression of the aging community and potentially the impact of reduced available resources. 

 
Race and Ethnicity 
 

Race     

Percent 

Population 

2000 

Percent 

Population 

2010 

Percent 

Population 

2020 

Estimates 

2025 

Total Population 100% 100% 100% 100% 

American Indian & Alaska Native 

alone 0.24% 0.20% 0.3% 

 

0.2% 

Asian alone   0.11% 0.10% 0.2% 0.3% 

Black or African American alone 0.75% 0.90% 1.3% 0.5% 

Native Hawaiian & Other Pacific 

Islander 0.02% 0.00% 0.0% 

0.0% 

Hispanic or Latino 

 

0.22% 0.80% 1.3% 1.4% 

Two or More Races   0.60% 0.70% 0.8% 2.8% 

White alone 98.06% 97.30% 97.3% 96.2% 

     Source:  Census Viewer & U.S. Census Bureau QuickFacts 

 Households 
    

HOUSING  

HOUSING UNITS, JULY 1, 2025, (V2025) 5,765 

OWNER-OCCUPIED HOUSING UNIT RATE, 2020-2024 78.2% 

THE MEDIAN VALUE OF OWNER-OCCUPIED HOUSING UNITS, 2020-2024 $95,200 
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MEDIAN SELECTED MONTHLY OWNER COSTS -WITH A MORTGAGE, 2020-2024 $1,165 

MEDIAN SELECTED MONTHLY OWNER COSTS -WITHOUT A MORTGAGE, 2015-2019 $506 

MEDIAN GROSS RENT, 2020-2024 $754 

BUILDING PERMITS, 2025 2 

FAMILIES & LIVING ARRANGEMENTS  

HOUSEHOLDS, 2020-2024 4,452 

PERSONS PER HOUSEHOLD, 2015-2019 2.58 

LIVING IN THE SAME HOUSE 1 YEAR AGO, PERCENT OF PERSONS AGE 1 YEAR+, 2020-2024 92.0% 

LANGUAGE OTHER THAN ENGLISH SPOKEN AT HOME, PERCENT OF PERSONS AGE 5 YEARS+, 

2020-2024 
1.4% 

Source:  Census Viewer & U.S. Census Bureau QuickFacts 

Language 
 
In Greene County, the population five years and older predominantly speaks only the English language at home.   

 

Unemployment 
 

According to the U.S. Bureau of Labor Statistics, the unemployment rate in December 2025 for Greene County is 

4.8%, compared to the State of Illinois at 4.6%; both rates are down 1- 2% from 2021.   

 

Income & Poverty 

Poverty & Income     

 

Greene 

County, IL Illinois 

Median household 

income (2024 dollars) 

2020-2024         $62,192 $83,390 

Per capita income in past 12 months 

(2024 dollars), 2020-2024 

  

$33,635 $46,406 

Persons in poverty, percent     14.0% 11.6% 

Poverty – Children Eligible for 

Free/Reduced Price Lunch, percent   77.4% 68% 

Source:  U.S. Census Bureau, 2020 Census & https://sparkmap.org Source:  Census Viewer & U.S. Census Bureau QuickFacts 

 

file://///gchd12r2/users/mpeters/IPLAN/2026/www.census.gov/quickfacts/fact/table/greenecountyillinois/PST045225


19 | P a g e  

 

Median Household Income, Median Family Income, and Median Earnings for workers are substantially lower than 

both state and national income levels. Illinois estimated household income went up by almost $20,000, while 

Greene County only shifted $10,000. While housing, rent, and transportation costs also increased.     

 
Supplemental Nutrition Assistance Program (SNAP) 
Let me know if there is anything else I can help you with. 
SNAP helps low-income people and families buy the food they need for good health.  Households are eligible for 

SNAP based on monthly gross income limits. Greene County had a 3% increase in use since 2020.     
   

Population with Food Stamp/SNAP benefits in the 

past 12 months estimates 

Greene County, IL Illinois 

Percent 

Number 

Recipients Percent 

Number 

Recipients 

17% 895 13.3% 637,000 

 Source:  U.S. Census Bureau, 202 American Community Survey 5-Year Estimates 

 
Women, Infants, and Children (WIC) Program 
 
The Health and Human Services (HHS) poverty guidelines are used by Federal programs such as WIC as the basis 

for determining and updating program income eligibility limits.  To be eligible based on income, applicants’ gross 

income (before taxes are withheld) must fall at or below 185% of the U.S. Poverty Income Guidelines.  In 2025, 

the Greene County Health Department had 1,744 active WIC clients. Source: Greene County Health Department 

Annual Report 

 
Worker Class and Industry:  
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Educational Facilities & Attainment 

Facilities: There are three school districts with a total of six public schools and one parochial school.  

Category   

Facility 

Name   City 

Nonpublic Schools       

  

St. John the Evangelist 

School 

 

Carrollton 

     
Public Districts & Public Schools 

 

  

  Carrollton CUSD 1 

 

Carrollton 

 

Carrollton High School 

 

Carrollton 

  Carrollton Grade School 

 

Carrollton 

 

North Greene CUSD 3 

 

White Hall 

  North Greene Jr/Sr High School White Hall 
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North Greene 

Elementary 

 

Roodhouse 

  Greenfield CUSD 10 

 

Greenfield 

 

Greenfield High School 

 

Greenfield 

  Greenfield Elementary School Greenfield 

Source:  Illinois State Board of Education 

  
 

Educational Attainment 2020-2024 Greene  

County, IL Illinois  

  
High school graduate or 

higher, percent of persons 

age 25 years+, 2020-

2024   91.2% 90.5% 

 
Bachelor's degree or higher, percent of 

people aged 25 years+, 2015-2019 19.0% 37.9% 

 
Source:  U.S. Census Bureau Quick Facts 

Education Level Attained 2020-2024 Greene County Illinois 

Less Than 9th Grade   4.6% 4.6% 

9th to 12th Grade 5.7% 5.0% 

High School Graduate 40% 25.1% 

Some College 20.4% 19.2% 

Associate’s degree 11.8% 8.3% 

Bachelor’s degree 15.7% 22.6% 

Graduate Degree 3.3% 15.3% 

SOURCE: US CENSUS 2019 ACS 5-YEAR SURVEY 

Lower educational attainment may indicate resistance to change and a reduction 

of health education priorities. 
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Health Indicator- General Health   

 

Mortality Demographics: 

    2022 Sex Race 

 

    

Total 

Deaths Male Female White Black Other 

 
Illinois   122,924 63,735  59,189 90,343 21,213 3,318 

 
Greene County 198 105  93  196  2 0 

 
         

2022   Age Group (Years) 

  

 

<1 1-17 18-24 25-44 45-64 65-84 85+ 

Illinois   713 599 1,099 6,475 22,214 55,247 36,577 

Greene County 1 0 3 3 43 100 48 

 

Leading Causes of Mortality:  

2023 

 

    Illinois 

Greene 

 County, IL 

Total Deaths  

  

113,776 186 

 Diseases of the heart   25,630 36 

 Malignant neoplasms 

 

23,479 42 

 Accidents 7,227 13 

 Cerebrovascular diseases stroke 6,954 9 

 Chronic lower respiratory diseases 4,893 21  

     Alzheimer's disease  3,854 8 

 Diabetes Mellitus   2,913 4 

 Nephritis, nephrotic syndrome & 

nephrosis  2,776 4 

 Septicemia 1,934 7 

 Influenza and pneumonia   1,822 5 

 

*Malignant neoplasms were the leading cause of death in Greene County, in comparison to heart disease in 

Illinois. Heart Disease, Chronic lower respiratory disease, and accidents were included in the top 4 causes of 
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death.  Source: Illinois Department of Public Health, Statewide Leading Causes of Death by Resident County, 

Illinois Residents, 2023.   

 

Leading causes of death 2022 and 2023 
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Health Indicator- Chronic Disease 

 

 

 

 

 

 

 

 

 

 

 

 

 
Illinois County Behavioral Risk Factor Survey, Round 7 (Collected 2020-2023) *Indicates data does not meet standards of reliability and 
has been suppressed 
 

Behavioral Risk Surveillance System: 

The Behavioral Risk Factor Surveillance System (BRFSS) is a state-based program that gathers information on 

risk factors among Illinois adults 18 years of age and older through monthly telephone surveys.  BRFSS is a 

collaborative effort between the U.S. Centers for Disease Control and Prevention (CDC) and state health 

departments.  Not all BRFSS topics are available in the report, which focuses on those indicators that may 

contribute to Greene County’s leading causes of mortality. Illinois Youth Behavior Survey was also completed 

in 2026, providing a youth data source relating to chronic disease indicators.  

Obesity:  

 

Illinois County Behavioral Risk Factor Survey, Round 7 (Collected 2020-2023) *Indicates data does not meet 
standards of reliability and has been suppressed 
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Increases in overweight and obese categories from 2020, a decrease in percentage in 10th and 12th grades.  
Source: Illinois Youth Survey 2026 County Report 

 
Food Insecurity 
 
The 2026 County Health Rankings used 2023 data for this measure: the percentage of the population that lacks 

adequate access to food.  Greene: 1,700; approximately 14.7% of the population is food insecure, which has 

increased since 2021. Source: County Health Rankings & Roadmaps 2026  

 

Illinois County Behavioral Risk Factor Survey, Round 7 (Collected 2020-2023) 
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Exercise 
 

 
 Illinois County Behavioral Risk Factor Survey, Round 7 (Collected 2020-2023) 
*Indicates data does not meet standards of reliability and has been suppressed 

 
Tobacco and E-cigarettes 

 
Illinois County Behavioral Risk Factor Survey, Round 7 (Collected 2020-2023) *Indicates data does not meet standards of 
reliability and has been suppressed 

 
Cancer:  
 
Cancer incidence data for Greene County were reviewed using the Illinois Department of Public Health's 

Illinois State Cancer Registry (ISCR). ISCR is the only population-based source for cancer incidence 

information in Illinois. Cancer cases are reported to ISCR by hospitals, free-standing clinics, radiation treatment 
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facilities, laboratories, physician offices, and through data exchange agreements with other state cancer 

registries.  

The most recent published county-level data available from IDPH at the time of this assessment are for 2018–

2022. Because Greene County has a relatively small population, IDPH presents county cancer incidence using 

five-year aggregate counts and average annual age-adjusted rates. Rates are expressed per 100,000 population 

and age-adjusted to the 2000 U.S. standard population.  

During 2018–2022, Greene County's age-adjusted incidence rate for all cancer sites combined was 577.3 per 

100,000, compared with 464.2 per 100,000 for Illinois. Lung and bronchus cancer was particularly elevated in 

Greene County, with an incidence rate of 102.4 per 100,000, compared with 57.8 per 100,000 statewide. Kidney 

and renal pelvis cancer was also higher in Greene County at 44.4 per 100,000, compared with 18.2 per 100,000 

statewide. Melanoma of the skin was 26.6 per 100,000 in Greene County compared with 23.8 statewide, while 

leukemia was 20.0 compared with 13.8 statewide.  

Female breast cancer incidence in Greene County was 116.4 per 100,000, compared with 135.5 per 100,000 

statewide, demonstrating that not all cancer sites have higher incidence locally.  

The current data reinforce the importance of cancer prevention, early detection, screening, risk-factor reduction, 

and access to appropriate health care services in Greene County. Cancer incidence should be interpreted 

cautiously in a small rural population, where relatively small changes in the number of cases can produce 

substantial changes in rates. IDPH recommends using actual cancer incidence data from the ISCR for tracking 

incidence rather than relying on projected estimates. 

 Source: Illinois Department of Public Health Cancer Statistics Review Incidence 2014-2018 
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Substance Use 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Source: Illinois Youth Survey 2026 County Report 
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Source: Illinois Youth Survey 2026 County Report 

Compared to 2020 data, there was a decrease in many risk factors.  There have been many community- and 

state-focused efforts in schools through programming, generational changes, and community support systems 

that impact recovery-focused work.  Our schools have seen an increase in mental health supports, programs, and 

activities that don’t focus solely on sports.    

See the Illinois Youth Behavior Survey for more details, but we are ecstatic that all three school districts, as 

well as the private school, participated, and that there was a decline in percentages across all three grade levels: 

8th, 10th, and 12th.  

Alcohol usage and marijuana use may be monitored; although vape usage is down slightly based on responses, 

we can utilize some promotion on marijuana vape risks. 
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IDPH Opioid Dashboard 

Unfortunately, Greene County data is now suppressed under fatal and non-fatal overdose rates in 2023. 

Previous IPLAN data was available as crude rates from 2019 and is maintained in our report, as this remains a 

high community need.  Suppression is not exactly helpful when monitoring trends and community information, 

especially when previous information was documented and is now no longer available.  There has been a vast 

effort by the Greene County Health Department to educate using evidence-based practices, reduce stigma, and 

improve recovery capital. There has been a specific effort to assist in medication-assisted treatment through 

MARNow and increased education at the hospital system level on the need to treat substance use disorder as a 

chronic disease.   In 2025, Greene County distributed 627 Naloxone kits, assisted 32 people with medication-

assisted treatment, and helped coordinate 26 individuals to treatment.  These numbers reflect the community's 

needs, including 575 resource navigations. Death rates have decreased based on the support developed and 

other correlating factors.  If we were able to compare the crude rates of overdose, they have likely decreased 

directly, largely due to the coordination and support the health department has provided, along with our 

partnering organizations, and correlated with many other external factors related to the opioid crisis.        
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Illinois 
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Greene County  
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Health Indicator- Maternal and Child Care   

 

Life Expectancy at Birth 

Life expectancy at birth in Greene County is lower than the Illinois average. The most recent County Health 

Rankings & Roadmaps county-level data indicate an overall life expectancy of approximately 74.7 years in 

Greene County. Current publicly available county-level data do not provide a comparable sex-specific estimate 

through the same methodology; therefore, sex-specific estimates from the previous IPLAN are not carried 

forward. Statewide data demonstrate the continued difference in life expectancy between males and females, 

with Illinois males historically experiencing shorter life expectancy than females.  

 

Birth Characteristics 

In 2023, 115 births were recorded among Greene County residents. IDPH reported 11 preterm births (9.6%), 

compared with approximately 10.6% statewide. Greene County also recorded 6 low-birth-weight births and 1 

very-low-birth-weight birth. Because Greene County has a small number of annual births, individual-year 

percentages can fluctuate substantially and should be interpreted cautiously.  

IQUERY 

2021-2023 
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In 2023, 49 Greene County births (42.6%) were to unmarried mothers, compared with 39.7% statewide. IDPH 

also reported that 103 Greene County births, or 89.6%, met the measure for adequate prenatal care. This statistic 

alone is important based on the lack of childcare access and the growing need for daycare centers in rural 

communities like Greene. Lack of childcare impacts the ability to secure employment, especially in single-

parent homes.  

The birth data demonstrate the importance of continued access to prenatal care, maternal health services, early 

childhood resources, and coordinated family support. In a rural community with a relatively small number of 

births each year, maintaining accessible local services and strong referral connections is particularly important. 

Source:  Illinois Department of Health, Birth Characteristics By Resident County  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Teen Births 

 
Illinois   124,871 1,114  3,200  

Greene County, IL 115  0  9  

 

Percent of teen births in Greene County 7.8% above the Illinois average of 3.5% 

 

Source:  Illinois Department of Health, Vital Statistics (www.dph.illinois.gov).    

 

 

http://www.dph.illinois.gov/
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Health Indicator- Infectious Disease   

 

Sexually Transmitted Infections  

The number of reported sexually transmitted infections available through the IDPH IQuery and County Comp 

Reporting shows that chlamydia is the most frequently reported sexually transmitted infection in Greene County 

and Illinois, followed by Gonorrhea. 

 

Reported Cases of Sexually Transmitted Infections 

2017-2022 

  

Greene  Illinois 

Chlamydia 

2017 29 75,518 

2018 23 77,325 

2019 25 81,012 

2020 11 52,016 

2021 35 71,836 

2022 29 71,564 

Early Syphilis* 
    2021                      2                2,653 

    2022                      1                2,722 

Gonorrhea 

2017 2 23,859 

2018 2 25,422 

2019 9 29,272 

2020 2 20,570 

2021 14 30,454 

2022 5 26,442 

Source:  Illinois Department of Public Health, STD County – 

Comp Reporting 

*No additional county-level data available 
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Number of Sexually Transmitted Infections 

Reported in  

Greene County in 2022 

  Chlamydia 29   

  Gonorrhea 5   

Source:  Illinois Department of Public Health, STD 

County – Comp Reporting 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Reportable Infectious Diseases:  
 
Greene County data is collected and reported monthly. 

 

2025 Communicable Disease Investigations  YTD 

Campylobacter 4 

Chickenpox/Varicella 0 

Chlamydia 13 

Cluster Illness 1 

Cryptosporidiosis 0 

Enteric Escherichia coli Infections 0 

Gonorrhea 1 

IQUERY 

2021-2022 
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Haemophilus Influenza Meningitis/invasive 1 

Hepatitis A 1 

Hepatitis B 9 

Hepatitis B Case Management ---NEW--- 0 

Hepatitis C 11 

Influenza - ICU, Death or Novel 0 

Legionellosis 0 

Lyme Disease 1 

Mumps 0 

Rabies, potential human exposure 3 

Salmonellosis 9 

Shigellosis 0 

Streptococcal Infections, Group A, Invasive 1 

Early Syphilis 2 

Consultations TB/ Immunizations 21 

  

  

 

IQUERY 

2021-2023 
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Health Indicator- Injuries & Environmental Health   

 

Transportation remains an important consideration in Greene County because residents frequently travel outside 

their immediate communities to obtain employment, health care, groceries, education, and other essential 

resources, with a population density of 22.1 people/square mile. The U.S. Census Bureau reports a mean travel 

time to work of 29.0 minutes for Greene County workers age 16. Most crashes happened on Friday at 7 PM.  

Recent County concerns related to Highway 67, 5 miles north of Carrollton, have indicated it as a dangerous 

section of the county, which has resulted in many injuries and deaths.  Signage has been installed and is 

currently under evaluation for safety concerns.         

Motor Vehicle Crashes 

Motor Vehicle Crash Data 2023 

  # of Crashes # of Persons 
Killed 

# of Persons 
Injured 

Greene County, IL 132 3 40 

 

State of Illinois 303,913 1,178 89,023 

Source: Illinois Department of Transportation 

Fatal Occupational Injuries: 

County-level occupational fatality data are not routinely available for Greene County; therefore, Illinois data are 

used to provide context regarding occupational safety risks. According to the U.S. Bureau of Labor Statistics 

Census of Fatal Occupational Injuries, 156 fatal occupational injuries occurred among Illinois workers in 2024, 

compared with 145 in 2023. The statewide fatal occupational injury rate was 2.7 deaths per 100,000 full-time 

equivalent workers.  

Transportation incidents were the leading category of fatal occupational injury in Illinois in 2024, accounting 

for 55 deaths (35%). Other major categories included falls, slips and trips (30 deaths), violent acts (36 deaths), 

and contact incidents (20 deaths). Agriculture, forestry, fishing and hunting accounted for 15 fatal occupational 

injuries, while construction accounted for 26. Transportation and warehousing accounted for 34 fatal 

occupational injuries.  

These statewide findings are relevant to Greene County because of the county's rural economy and occupational 

patterns that include agriculture, construction, transportation, public safety, and other occupations involving 

physical work, machinery, vehicles, and environmental hazards. While statewide occupational fatality data 

cannot be used to estimate Greene County's occupational fatality rate, they demonstrate the importance of 

workplace safety education, injury prevention, emergency preparedness, and access to appropriate occupational 

health resources. 
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Source:  U.S. Department of Labor, Bureau of Labor Statistics, Census of Fatal Occupational Injuries, in cooperation with the Illinois 

Department of Public Health. 

*Standard Occupational Classification Manual 

NOTE:  Numbers and percentages may not add to totals due to exclusion of categories that do not meet publication criteria.  

Environmental Health 

According to U.S. Environmental Protection Agency (USEPA) estimates that approximately 21,000 deaths each 

year are attributable to radon-induced lung cancer.  The U.S. Surgeon General has warned that radon gas is the 

second leading cause of lung cancer in the United States (second only to smoking), and first among non-

smokers.  Individuals who smoke and are exposed to high levels of radon are especially vulnerable. 

 

Radon remains an important environmental health consideration for Greene County. The U.S. Environmental 

Protection Agency's Map of Radon Zones identifies Greene County as a Zone 1 county, representing the highest 

category of predicted radon potential, with predicted average indoor screening levels greater than 4 pCi/L.  
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Continued radon education, testing, and mitigation outreach remain appropriate environmental health activities 

for Greene County, particularly as housing conditions, building age, and the presence of basements or other 

areas susceptible to radon entry can vary throughout the county. 

There are three zones based on radon potential: 

Zone 1: Counties with predicted average indoor radon screening levels greater than 4 pCi/L 

Zone 2: Counties with predicted average indoor radon screening levels from 20 to 4 pCi/L 

Zone 3: Counties with predicted average indoor radon screening levels less than 2 pCi/L 

 

According to the EPA, Greene County is located in Zone 1, which has the highest potential for radon levels. 

 

Other Current important community factors: 

1. Greene County currently has limited ordinances, permits, and building inspection processes. Generally, 

permitting is free, with fees collected to ensure standards and practices. Limited standards are evaluated 

for safety, code requirements, and accessibility.  This limits enforcement and standard practices.  

2. Buildings and structures, including the Boyd Memorial Hospital, were built in the 1940s. Current 

standards for Medicare require more access and updated standards than can be implemented in older 

spaces. This general example is related to infrastructure limits in a multitude of services and access sites, 

including our jail, fire departments, police, schools, and cities and towns, etc. Managing sustainable 

urban improvement on rural budgets and revenue sources is extremely difficult.       

3. Rural community economies can’t keep up with wages and pay rate structures to maintain workforces 

such as nurses, doctors, and other civil jobs like police and fire. A limited tax base, Medicare funding 

shifts, and tax caps limit competitive wages along with economic inflation.   
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Health Indicator- Sentinel Event 

 

Since our last IPLAN cycle, many nationwide changes have occurred that we feel are important to include as 

sentinel events as they relate to environmental changes in our community and national landscape. Although 

these changes are not necessarily county-level specific, they have changed much of the way we live and operate 

and may contribute to overall health outcomes and data trends in the coming years. There has been a boom in 

technology, along with shifts in social norms and political, policy, and health priorities. 

1. COVID-19 and the transition to recovery: In 2021, the health department was responding to COVID-19 

mass vaccination efforts. There was also a major focus on mental health, and prevention efforts were 

prioritized as the community transitioned from the acute phase of the COVID-19 pandemic.   

 

2. Changes in technology and processes: Technology and service-delivery processes have changed 

significantly. The increased use of app-based processes, such as Walmart pickup and telehealth, along 

with less interaction with associates or people in general, has created greater access and convenience and 

contributed to a faster-paced society, while also creating new burdens related to technology access and 

use.  

 

3. Changes in the public health and policy environment: The political and policy environment has become 

increasingly fast-paced and ever-changing, including changes affecting federal public health agencies 

such as the Centers for Disease Control and Prevention and the National Institutes of Health.  

 

4. Changes in data availability and collection: During this cycle of data review for 2027–2031, changes 

were identified in the data collection process, ease of access, and availability of indicators. Many data 

points that were previously used were no longer available through the Census or other data sources. 

Also, reduced public access to data made compiling information more time-consuming.  Changes in 

available data and collection variables, including data suppression and data County combinations, also 

affected the ability to make direct comparisons with previous IPLAN cycles and may reflect changes in 

the information being prioritized and collected. 

 

 

 

 

 

IQUERY 

2023 
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Health Indicator- Access to Care   

 

Greene County has important community assets, but their sustainability and accessibility are vulnerable to rural 

population density, aging infrastructure, workforce shortages, limited funding, transportation barriers, and the 

geographic distribution of services. 

Health Care Facilities: 
   

Home Health Agencies       

   

Greene County Health Department, 310 Fifth Street, Carrollton                                                        

(217) 942-6961 

Hospitals     

 

Thomas H. Boyd Memorial Hospital, 800 School Street, Carrollton                                                    

(217) 942-6346  
Nursing Homes      

  

EverVella of White Hall, 620 W. Bridgeport Street, White Hall             

(217) 374-2144 

Rural Health Centers   

 

Boyd-Fillager Clinic, 712 College Street, Greenfield, IL 

(217) 942-6569 

 

Carrollton Rural Health Walk-in Clinic, 803 Fifth St. Carrollton, IL  

(217) 942-6569 

  

 

Greene County Rural Health Clinic, 727 9th Street, Carrollton, IL                                          

(217) 942-6569 

  

 

JCH Medical Group Carrollton, 523  S. Main Street, Carrollton, IL       

(217) 942-3326 

  

 

JCH Medical Group Roodhouse, 41 State Street, Roodhouse, IL     

(217) 589-4383 

  

  

Rural Health Center of Roodhouse, 312 W. Lorton, Roodhouse, IL                                                    

(217) 589-4629 

  

 

Thomas H. Boyd Rural Health Clinic, 800 School Street, Carrollton, IL                                                   

(217) 942-3600  
Shelter Care  Closed 2021 – since last IPLAN cycle 
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Community Survey 

 

The Greene County community survey was compiled from November 2025 through February 2026.   Both 

online and paper copies of the survey were provided to the community.  The survey was shared in press 

releases, on Facebook, on the Greene County HD website, and through email partners of food establishments, 

Greene County community leaders, and other business owners.  A QR code was generated to make it easy for 

individuals to participate.  During this time, the health department conducted flu and home health visits for the 

Greene County residents.  Results from Greene and Scott County Recovery Council surveys were also 

reviewed.  See Appendix B & C for survey questions and formal analysis of results.  Online access to the 

Thomas H. Boyd Memorial Hospital Community Health Needs Assessment completed in 2025, the Birth to 

Five 2024 Mental & Behavioral Health Needs Assessment, and the 2023 Early Childhood Needs Assessment 

were also reviewed as a supplemental source of information to provide additional context regarding regional 

and community health needs. 

boydhcs.org/_files/ugd/988460_a949a5aec8294ea9b7f0438f0ea196e4.pdf 

https://www.birthtofiveil.com/s/R-MBH_Region40_English.pdf 

https://www.birthtofiveil.com/s/Region_40_Needs_Assessment.pdf 

The survey results included the top three behaviors indicated to have the greatest impact on overall community 

health were: 

1. Drug abuse- 74% 

2. Poor eating habits/food choices- 54% 

3. Alcohol abuse-  32% 

Top five barriers to healthy living in Greene County: 

1. Limited or unaffordable healthy food options-63%   

2. Lack of awareness of services available- 52%  

3. Inability to afford services- 51% 

4. Drug Use- 48% 

5. Lack of transportation-47% 

6. Lack of financial resources-46%  

Top five health problems in Greene County: 

1. Drug use-  77% 

2. Mental Health-  75% 

3. Alcohol use- 35% 

4. Cancer and Obesity both at- 31.3% 

5. Aging issues-33.1% 

https://www.boydhcs.org/_files/ugd/988460_a949a5aec8294ea9b7f0438f0ea196e4.pdf
https://www.birthtofiveil.com/s/R-MBH_Region40_English.pdf
https://www.birthtofiveil.com/s/Region_40_Needs_Assessment.pdf
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Stakeholder Focus Groups 

 

Focus groups were completed in person at the Greene County Health Department, allowing each small 

community to be represented by stakeholders who shared awareness of community needs. The focus groups 

were facilitated by Public Health Administrator Molly Peters. 

 

Focus Group 1- February 19, 2026: 

Andy Stumpf – Superintendent, Greenfield School District 

Daniel Stepp– Recovery Navigator, Recovery Corp 

Daniel Woodlock, D.D.S.– SIUE, School of Dentistry, Board of Health 

Jackie Kuchy – Superintendent, North Greene School District 

Jake Sexton – Pretrial Services Officer, Department of Pretrial Services 

Nate Aldefer – Chief of Police-Greenfield 

Nicole Eldred– Public Service Administrator, Department of Child & Family Services 

Pam Panier–Library Board Member, Community Member-Christ United Methodist Church 

Penny Eiler, Lead Educator, Bright Futures 

Earlene Castleberry – Chairwoman, Greene County Board  

 

Greene County Team:  

Molly Peters-L.E.H.P., Public Health Administrator, Facilitator 

Chelsea Bierman- Office Manager, Notetakers/Timekeeper  

Amanda Morrow- Community Health ROSC Coordinator, Notetaker  

Amanda McKinley- Community Health Engagement Specialist, Scribe 

BreAnna Buchanan- Community Health ROSC Navigator, Notetaker  

Krista Burrows- Recovery Navigator Staff, Observer  

 

Focus Group 2- February 26, 2026: 

Becky Hoaglin-R.N.–Boyd Hospital Senior Life Solutions Program  

Beth Burrus–RPh., Retired Pharmacist  

Karen Daum – R.N., Retired– Greene County Board of Health 

Karley Tucker, Director of Marketing–Boyd Memorial Hospital 

Liz Killan, CEO, Killan Communication 

Sydney Hopper, Greenfield Home Visitor, Babies and Books 

Greene County Team:  

Molly Peters-L.E.H.P.– Public Health Administrator, Facilitator 

Amber Costello-L.P.N.– Personal Health Services L.P.N., Notetaker  

Chelsea Bierman– Office Manager, Notetaker 

Emily Hart– Personal Health Services Intake Clerk, Timekeeper 

Halley Duba- R.N.–.Personal Health Services R.N., Scribe  
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Focus Group 3- March 5, 2026: 

Anne Sprague, BSW–Community Educator, Crisis Center Foundation 

Billy Springman–Greene County School Board, Community Member 

Corrine Briscoe–Director of Probation and Court Services, Macoupin, Greene, Scott Probation Districts 

Julie Geers, Ed.D - Guidance Counselor, Carrollton School District 

Honorable Judge Zachary Schmidt– Greene County Judge 

Sarah Stone – Child Protection Specialist, Department of Child and Family Services 

Rob McMillen – Greene County Sheriff 

 

Greene County Team:  

Molly Peters-L.E.H.P.– Public Health Administrator, Facilitator 

Beth Tepen- R.N.–  Manager, Home Health, Notetaker  

Chelsea Bierman– Office Manager, Notetaker 

Emily Hart– Personal Health Services Intake Clerk, Timekeeper 

Halley Duba- R.N.–.Personal Health Services R.N., Scribe  
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Focus Group Results 

 

During the focus group discussions, it was clear across all three groups that community resources are important 

to residents. Participants expressed pride in the growth of resources available through the health department, 

stating, “Proud of how the resources have grown at the health department.” Groups were also encouraged by 

entrepreneurship and community innovation projects that have expanded opportunities and contributed to 

improvements in the community over the last several years. Participants described the community as safe and 

expressed confidence in the collaboration among local police and judicial teams. 

 

Appendix D includes the focus group agenda and discussion questions that guided the conversations. Greene 

County Health Department team members served as facilitators, notetakers, scribes, and observers, with team 

members also responsible for organizing information recorded on flip charts. Discussions were documented for 

review and analysis. Facilitators used leading questions to identify barriers, concerns, strengths, and positive 

community attributes. Following each discussion, the Greene County Health Department team reviewed the 

information to identify common needs and emerging themes. 

 

As the discussions progressed, the focus moved beyond individual health topics and toward the underlying 

factors connecting many of the concerns identified by participants. During the first focus group, facilitators 

explored the identified needs more deeply. By the second and third focus groups, a consistent theme emerged: 

the community needs a stronger driving force to address the social determinants of health and the barriers that 

prevent residents from accessing available resources. 

 

The discussions demonstrated that the community has moved beyond simply identifying individual health 

concerns and recognizes the need to make a difference at the individual level by reducing barriers and 

improving connections to resources. A healthy community not only has resources available but also has the 

ability to ensure that residents can access, navigate, and use those resources effectively. At the same time, 

participants identified rural access, infrastructure, and workforce constraints as significant barriers to achieving 

a healthy community. 

 

The focus group discussions allowed participants to brainstorm the root causes and effects of identified barriers, 

concerns, and urgent trends. At the conclusion of the brainstorming session, each participant identified their top 

three urgent public health concerns for the community. Overall, the three focus groups identified similar needs 

and concerns. As the top areas of concern emerged, discussions continued to go deeper into the barriers, 

obstacles, and urgent concerns within each topic area. This process helped the health department move from 

identifying broad health concerns to identifying the underlying community conditions and system-level barriers 

that should guide the 2027–2031 IPLAN priorities. 

 

Urgent Concerns identified in three February-March 2026 Focus Groups: 

• Community navigation needs 

• Behavioral health access and needs 
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• Rural community infrastructure needs 

• Substance use needs 

• Access to transportation 

• Access to care  

 

Focus group participants identified the following concerns and root-cause themes during facilitated discussions. 

Responses are presented by general topic area and reflect participant perceptions and experiences. These themes 

were reviewed collectively with Community Survey findings, statistical data, leadership discussions, and 

organizational assessment findings to inform selection of the four 2027–2031 IPLAN priority areas. 

 

Key Themes Identified through Focus Group Discussion 

 

Community Navigation Needs- Root Cause Themes: Navigation of access to medication, food, 

providers, and treatment- overwhelming systems 

Centralized resources- needs “Shifting needs”- Changing individual and family 

circumstances that require navigation services to 

adapt as needs change. 

Limited health and systems literacy, including 

generational differences in knowledge and experience 

navigating available resources; resources may exist, but 

individuals may lack the knowledge or support needed 

to successfully access them. 

Misinformation and social media platforms 

increasing need for navigation so much to sift 

through 

Limited attendance in parent or general community 

education that is needed 

Changes in healthcare structures and complexity; 

people need clear instruction and step-by-step 

processing 

Need for individualized, one-on-one navigation based on 

each person's needs, addressing barriers step-by-step. 

“Patient-centered” Need for clear, individualized 

health information and messaging from trusted 

sources. 

  

Behavioral Health Access- Root Cause Themes: No centralized resource, cross-provider care 

communication, and navigation of needs/advocates  

Lack of providers, wait times, and general provider 

expertise- missing postpartum and adolescent 

services     

Lack of facilities across the state 

Lack of transportation to services Significant behavioral health needs among the jail 

and justice-involved population with limited 

“nonexistent” access to appropriate in-person mental 

health assessment, treatment, and ongoing care; 

participants expressed concern that telehealth alone 

may be insufficient for some high-risk individuals 
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Lack of insurance – denial of services while in crisis Lack of sustainable funding 

Limited availability of timely mental health and crisis 

care, including both immediate and ongoing services; 

participants described situations in which individuals 

had nowhere appropriate to obtain timely care or 

experienced difficulty maintaining medication and 

treatment. “Nonexistent”  

No support for medication management 

Lack of preventative measures leading to crisis- 

trauma- limited services, assessments, and follow-up 

Generational struggles: stigma, lack of education, and 

support 

                     

Rural Community Infrastructure- Themes: Funding limitations, tax caps, lack of numbers, 

revenue concerns 

Wait times for services (large communities receiving 

funds for crisis management), limited workforce, 

time to travel to resources 

Transportation- travel time needed to go to food, 

specialized health services, connections to social 

services- job/time/income loss 

Increasing mandates and unrealistic expectations that 

are unattainable for rural communities and aging 

facilities 

Childcare limited ability to provide 2-parent income 

as there are no child centers and a lack of daycare or 

available people to care for youth 

Lack of jobs; workforce willing to do community 

work at lower pay. Managing and maintaining these 

workforces EMS, Fire, Police, Hospital Care, 

Educators—Can’t compete with pay in higher-funded 

areas.    

Lack of affordable housing, shelters, rental spaces, 

specialized care, behavioral health    

Lack of food access- stores have limited revenue, and 

the general cost of food is increasing 

Aging materials, resources, and buildings- sidewalks, 

healthy parks, and environmental spaces     

 

Substance Use - Root Cause Themes:  Lack of treatment and sober living facilities- 

insurance barriers to getting help 

Treating behavioral health symptoms with substances Lack of specialized providers willing to see the 

whole person as well as substance use disorder, lack 

of reliable providers with evidence-based 

information; misinformation shared by providers 

Misinformation  Generational experiences- small community; hard to 

remove connections 

Changes in drug use: polysubstance users, Kratom, 

laced substances- lack of knowledge of this 

Lack of support and connections  

Vaping, marijuana, alcohol- increased potency   Trauma- untreated  
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Lack of access to transportation- Overlapping 

Root Causes Themes: 

Impacts all aspects to access in a rural community- 

food, resources, healthcare, mental health, treatment  

Lack of income creates cyclical barriers  Lack of jobs in the community perpetuates cycles of 

disparity in access 

No other means or modes of transportation besides 

car; no bike trails or bus systems  

Current rural system isn’t reliable, requires planning, 

and isn’t allowable for distances and certain areas. 

 

Access to Care- Overlapping Root Causes 

Themes: 

Affordability of services  

Insurance costs increasing Medicare Advantage, payment models for insurance 

providers rural communities are barely able to 

maintain services 
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Data Review 

 

From November 2025 through July 2026, Greene County conducted an assessment of community needs within 

the seven required IPLAN data system areas, as well as other urgent concerns identified by the community. 

Additionally, as part of the IPLAN process, an organizational capacity assessment was conducted and reviewed 

through several Strengths, Weaknesses, Opportunities, and Threats (SWOT) analyses in August 2025. Data 

collected regarding the Greene County community were organized, reviewed, and analyzed to identify the most 

urgent and actionable areas of need for the Greene County community. 

 

Data from the focus groups built upon the previous Community Survey assessment. Appendices A and C were 

provided as a basis for discussion for all focus group participants. In general, key concerns were identified 

consistently across the Community Survey and all three focus groups. These findings were also supported by 

available statistical data. To determine the priority areas, the IPLAN core team reviewed and compared 

quantitative and qualitative information gathered throughout the assessment process, looking for common 

themes, contributing factors, community strengths, and barriers that could be addressed through coordinated 

public health action. 

 

During the focus group process, participants identified concerns, barriers, resources, and opportunities affecting 

the health and well-being of Greene County residents. Participants generated individual concerns through a 

brainstorming and post-it exercise, and the responses were then organized into common themes based on the 

relationships among the concerns identified. The themes included childcare, employment and economic 

opportunity, transportation, housing, food access, mental health, access to resources and navigation, and 

substance use. The exercise demonstrated that participants viewed many health concerns as interconnected 

rather than as isolated health conditions. 

 

The focus group findings were particularly important in identifying the underlying factors contributing to 

community health concerns. Concerns related to childcare, employment, transportation, housing, food access, 

workforce, funding, and other community systems demonstrated the importance of Rural Community 

Infrastructure & Sustainability as a foundational priority. These conditions affect residents' ability to meet basic 

needs, access health care and community resources, and maintain overall health. At the same time, participants 

identified the need for improved connections to existing resources, supporting Community Health Navigation as 

a strategy to help residents overcome barriers and access and use available services. 

 

Mental health concerns were consistently identified throughout the assessment process and focus group 

discussions. The discussions demonstrated that residents recognize the importance of access to behavioral 

health services, prevention, early intervention, and supportive community resources. These findings, along with 

available statistical and community survey data, supported Behavioral Health Services as a priority area. 

Substance use was also identified as a consistent concern throughout the assessment. Focus group participants 

identified the continued need for prevention, education, early intervention, recovery supports, and connections 
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to appropriate services. These findings, combined with the statistical and community-level data, supported 

Substance Use Disorder Prevention as a priority area. 

 

The focus group process also demonstrated that the four priority areas are interconnected. Rural infrastructure 

and sustainability influence the availability of services, workforce, transportation, housing, food access, and 

other resources. Community Health Navigation can help residents identify and access those resources. 

Behavioral health services address mental health needs that may affect an individual's ability to function, seek 

assistance, and maintain stability. Substance Use Disorder Prevention addresses factors contributing to 

substance use while strengthening prevention, early intervention, and connections to support.  

 

Local Community Health Activity Data: Greene County Health Department also reviewed locally collected 

Community Health Monthly Activity data to better understand resident interactions with community health staff 

and the types of assistance being provided. During 2025, staff documented substantial resource navigation and 

connection activity, including 575 resource navigation contacts/interactions, 109 connections to identified 

resource goals, 26 connections to treatment centers, and 18 connections to housing, in addition to behavioral 

health, recovery, outreach, education, and other community support activities. These locally collected data 

demonstrate both existing navigation capacity and continued community demand for individualized assistance 

connecting to health and social resources. 

 

Together, the four priorities address both individual health needs and the broader community conditions that 

influence health outcomes. 

 

During this IPLAN process, Greene County has recovered from the acute COVID-19 response; however, the 

community is currently experiencing concerning funding shifts and uncertainty regarding long-term sustainable 

funding. Sentinel events include not only the effects of COVID-19, but also changes in the political 

environment, rural health care challenges, wage inflation, workforce limitations, and aging infrastructure. 

During the focus group sessions, these challenges were identified as significant concerns. As the data were 

reviewed alongside the community input, it became clear that rural infrastructure and sustainability are 

foundational to the community's ability to maintain services, support its workforce, and respond to other 

identified health concerns. 

 

The statistical data, Community Survey, focus group assessments, organizational capacity assessment, and 

SWOT analyses were analyzed by the IPLAN core team, which included Molly Peters, Chelsea Bierman, 

Halley Duba, Amber Costello, and Amanda McKinley. The team recommended four priority areas because they 

represented the strongest convergence of community-identified concerns, available statistical evidence, 

organizational capacity, and opportunities for public health action. The four priorities also provide an 

opportunity to address Greene County's morbidity and mortality while addressing the social and structural 

conditions that influence health. 
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2027-2031 Greene County Priority Areas 

 

 

 

PRIORITY 1: Community Health Navigation 

PRIORITY 2: Behavioral Health  

PRIORITY 3: Substance Use Disorder Prevention 

PRIORITY 4: Rural Community Infrastructure & 

Sustainability 

 

These priorities reflect the community's identified needs while recognizing that many health outcomes are 

influenced by interconnected social, economic, behavioral, and system-level factors. The priorities are intended 

to guide coordinated action, strengthen community connections, improve access to services and resources, and 

support the long-term health and sustainability of Greene County. 

The Board of Health reviewed and approved the four priority areas on August 24, 2026. 
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Board of Health Approval Letter  
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Community Health Navigation 

 

Health Problem 

Greene County residents experience barriers navigating an increasingly complex health care and human 

services system. Access to a resource does not necessarily result in access to care or improved health when 

individuals do not know where to begin, do not understand eligibility requirements, cannot complete 

complicated applications, lack transportation, or are required to navigate multiple agencies and systems 

independently. 

Residents may need assistance with health care, insurance, food access, transportation, housing, employment, 

driver's licenses and identification, Social Security, public benefits, behavioral health services, substance use 

resources, and other basic needs that influence health. Increasingly, many services require online applications, 

electronic communication, multiple forms of documentation, and the ability to independently follow a series of 

steps across different systems. For individuals with limited resources, transportation, technology access, health 

literacy, or support systems, these processes can become significant barriers to obtaining assistance. 

These challenges are particularly significant in a rural community where services and resources may be 

geographically dispersed, workforce capacity is limited, transportation options are restricted, and individuals 

may have fewer informal support systems to assist them. Participants in the Greene County focus groups 

identified resource access and navigation as interconnected with housing, transportation, food access, 

employment, childcare, behavioral health, and substance use concerns. 

The health impact extends beyond an individual's immediate need. When individuals are unable to successfully 

navigate systems, needs may remain unresolved, health conditions may worsen, preventive care may be 

delayed, and individuals may become disconnected from services. A referral or resource list alone may not be 

sufficient for an individual who does not know how to complete the next steps. In these circumstances, the 

difference between having a resource available and being able to successfully access and use that resource can 

have a meaningful impact on health. 

The focus group discussions also identified concerns related to individuals and families who may lack 

established support systems to help them learn how to navigate health care, government benefits, employment, 

housing, transportation, and other community systems. This may contribute to repeated unmet needs and 

difficulty developing the knowledge and confidence needed to independently navigate systems. These concerns 

should be understood as a community-identified barrier rather than as a condition that can be attributed to 

individuals or families. 

Community Health Workers (CHWs) are well positioned to address this gap. The Illinois Department of Public 

Health describes CHWs as frontline public health workers who serve as a bridge between the community and 

health and social services. Their role includes facilitating access to services, providing social support and 

advocacy, and building individual and community capacity through increased health knowledge and self-

sufficiency. Illinois also identifies service coordination and navigation, capacity-building, advocacy, 
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communication, relationship building, and understanding health systems among the core competencies for 

CHW training. 

Illinois' Community Health Worker Certification and Reimbursement Act was established to strengthen the 

CHW workforce and create a pathway toward sustainable reimbursement for certified CHW services. The 

state's current CHW workforce development efforts also recognize the need for consistent training, workforce 

development, and meaningful measures of CHW impact. 

For Greene County, Community Health Navigation is therefore more than making a referral. It is providing 

individualized, person-centered assistance that helps residents identify their goals, understand available 

resources, navigate complex systems, overcome barriers, complete necessary steps, and successfully connect 

with services. The goal is not only to resolve an immediate need but also to build an individual's knowledge, 

confidence, and ability to navigate systems more independently. 

Outcome Objective: 

By July 2031, increase successful connections to health 

and social resources among residents to improve 

access and reduce barriers related to social drivers of 

health.  

By July 2031, reduce identified barriers that prevent 

residents from accessing resources addressing food, 

housing, transportation, health care, and other social 

drivers of health.  

By July 2031, increase achievement of individualized 

health and social needs goals among residents 

receiving navigation services. 

Baseline: 2025 GCHD data documented 575 resource 

navigation interactions and 109 connections to identified 

resource goals. Resource connections included 18 housing 

connections and 26 treatment-center connections; 

however, a standardized successful-connection or goal-

achievement rate had not yet been established. Tracking 

of unsuccessful connections also requires development to 

establish a comprehensive baseline. 

GCHD will establish standardized successful-connection, 

unsuccessful-connection/barrier, and goal-achievement 

measures in 2027 and use the established baseline to 

measure improvement through 2031. Community Health 

Navigation alone cannot control population-level 

measures such as transportation availability, distance to 

services, housing availability, or food insecurity; 

however, navigation can directly improve residents' 

ability to identify resources, overcome barriers, 

successfully connect to services, and achieve 

individualized goals. 

Impact Objectives: 

Objective 1–Build the system: 

By January 2028, establish and maintain a standardized, 

coordinated Community Health Navigation system that 

provides individualized assessment, goal setting, resource 

connection and referral, follow-up, documentation of 

successful and unsuccessful connections, and assistance in 

overcoming barriers to health and social services. 

Objective 2 – Make the system sustainable: 

By July 2029, maintain a trained Community Health 

Worker/navigation workforce and implement at least one 

sustainable funding, reimbursement, contractual, or 

partnership mechanism to support continued Community 

Health Navigation services in Greene County. 

Objective 3 – Demonstrate that it makes a difference: 

By July 2031, demonstrate an increase from the 2027 

baseline in the percentage of residents receiving 

Community Health Navigation services who successfully 

connect to identified resources and achieve one or more 

individualized goals related to health care, food access, 

housing, transportation, employment, public benefits, 

behavioral health, or other identified social drivers of 

health. 
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Key Measurements: 

• Residents assessed; needs/barriers identified 

• Individualized goals 

• Navigation assistance provided 

• Successful connection rate 

• Successful vs. unsuccessful connections 

• Individual goal achievement  

• Active partners/resources 

• CHWs trained/certified 

• Funding/reimbursement mechanisms 

• Barriers/gaps identified  

Risk Factors:  

1. Chronic disease and complications, including 

delayed prevention, screening, treatment, and 

disease management  

2. Economic and basic-needs instability, including 

food insecurity, housing, transportation, 

employment, and financial needs  

3. Behavioral health conditions, including mental 

health needs and difficulty accessing timely 

services  

4. Substance use and overdose risk, including 

access to prevention, treatment, recovery, and 

supportive services  

5. Maternal, child, and family health needs, 

including access to prenatal/postpartum care, 

health care, nutrition, insurance, and family 

supports 

Contributing Factors 1&2 (direct (D) & indirect (I): 

 Rural Infrastructure (D)  

(I) Limited availability of social services 

(I) Lack of childcare infrastructure 

(I) Limited sustainable funding for rural services  

 

Difficulty identifying, accessing, & coordinating care 

(D) 

(I) Fragmented health systems 

(I) Overwhelmed consumers- limited knowledge of 

available services.  

(I) Limited centralized resource coordination 

 

Food, housing, employment, or financial instability 

competing with health and family needs. (D) 

(I) Limited affordable housing and food resources  

(I) Limited employment opportunities and household 

income 

(I) Missed appointments, screenings, treatment, and 

management of disease  

 

Transportation (D) 

(I) Rural Geography- transportation limits/service limits, 

distance of travel 

(I) Limited household financial resources for 

transportation 

(I) Lack of driver’s license, reliable vehicle, or other 

transportation options.  

 

Lack of Knowledge/Education (D) 

(I) Survival skills vs. life skills- limited health literacy 

(I) Generational experiences and limited exposure to 

systems/resources 

Proven Intervention Strategy: 

• Establish a standardized Community Health 

Navigation process that includes individualized 

assessment, goal setting, resource connection, 

follow-up, and assistance overcoming barriers.  

• Utilize Community Health Workers and other 

trained navigation staff to provide individualized, 

person-centered assistance based on each 

resident's identified needs and goals.  

• Develop consistent screening and documentation 

processes to identify health and social needs 

including food, housing, transportation, health 

care, behavioral health, employment, public 

benefits, and other social drivers of health.  

• Provide active navigation and warm connections 

to community resources rather than relying solely 

on resource lists or traditional referrals.  

• Assist residents with applications, eligibility 

requirements, documentation, scheduling, 

transportation coordination, technology needs, 

and other steps necessary to successfully access 

services.  

• Establish follow-up processes to determine 

whether residents successfully connected to 

identified resources and identify additional 

assistance needed when connections are 

unsuccessful.  

• Track successful and unsuccessful resource 

connections to identify recurring barriers, unmet 

needs, unavailable services, and gaps within 

community systems.  
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(I) Limited opportunities to develop skills needed to 

independently navigate complex systems 

 

Complex Application (D) 

(I) Fragmented systems and differing requirements 

(I) Changing policy/practice/guidelines 

(I) Barriers in requirements- lack of ID, education, and 

understanding 

• Establish individualized goal-setting and follow-

up processes to measure whether residents 

achieve identified health and social needs goals.  

• Strengthen coordinated referral relationships 

among health care providers, behavioral health 

providers, schools, social service organizations, 

local government, employers, community 

organizations, and other resource partners.  

• Maintain and improve current community 

resource information and referral pathways to 

ensure navigation staff and community partners 

have accurate information regarding available 

services and eligibility requirements.  

• Increase awareness among residents and 

community partners regarding available 

Community Health Navigation and CHW services 

and how to access assistance.  

• Strengthen the Community Health Worker 

workforce through training, professional 

development, applicable certification, and 

development of consistent navigation 

competencies.  

• Develop documentation and data collection 

processes that demonstrate navigation outcomes, 

successful connections, goal achievement, unmet 

needs, and community-level service gaps.  

• Utilize navigation data to identify recurring 

system barriers and support collaborative 

problem-solving, program development, funding 

requests, and advocacy for needed community 

resources.  

• Pursue Medicaid reimbursement, grants, 

partnerships, contracts, and other sustainable 

funding opportunities to maintain and expand 

Community Health Navigation services.  

• Collaborate with community partners to address 

identified gaps that cannot be resolved through 

individual navigation and support broader efforts 

to champion rural community systems change 

Resources Available:  

 

Greene County Health Department Community Health 

Workers/navigation staff  

Greene County food pantries and community food 

resources  

Thomas H. Boyd Memorial Hospital  

Jersey Community Hospital and regional health care 

providers  

Behavioral health and substance use treatment/recovery 

providers  

Greene County schools and school districts  

Local law enforcement and judicial partners  

Barriers: 

 

• Development and maintenance of sustainable 

funding and reimbursement models 

• Complexity of insurance reimbursement, 

documentation, billing, certification, and 

compliance requirements  

• Limited staff capacity within rural organizations 

where employees often perform multiple roles  

• Changing or emerging CHW certification, 

training, and reimbursement requirements  

• Limited availability of services to which residents 

can be referred, particularly in rural areas  
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Local government and municipal partners  

University of Illinois Extension  

Illinois Department of Public Health  

Illinois Public Health Association  

Illinois Public Health Institute  

Illinois Department of Human Services and 

benefit/resource programs  

Community and faith-based organizations  

Regional transportation, housing, employment, and social 

service resources  

Other local health departments and regional 

hospital/health systems  

Existing referral/resource coordination systems and 

community partnerships 

• Transportation, workforce, housing, childcare, 

and other system gaps that cannot be resolved 

through navigation alone  

• Potential duplication or fragmentation of 

navigation services as additional organizations 

enter the CHW/navigation system without 

adequate coordination  

• Risk that expansion of navigation programs may 

increase the number of referral entities without 

increasing the availability or intensity of services 

residents actually need  

• Dependence on grants or short-term funding that 

may not support long-term workforce and 

program sustainability 

 

Public Awareness & Health Education: GCHD will promote awareness of Community Health Navigation and 

available health and social resources through community partners, health care providers, hospitals, social media, 

outreach activities, community events, printed/electronic resources, and direct client interactions. Education will 

emphasize how residents can access individualized assistance and navigation support. 

Estimated Funding Needs: Personnel/CHW salaries and benefits, training and certification, EMR/CDP and 

referral-system costs, transportation/resource assistance, outreach/education, and program administration. 

Funding needs will vary annually based on staffing and reimbursement development. 

Anticipated Funding Sources: GCHD operating funds, Medicaid/insurance reimbursement as available, 

IDPH/IPHA opportunities, federal/state grants, hospital/community-benefit partnerships, contracts, foundations, 

and other public/private funding opportunities. Barriers include low reimbursement, billing teams' capacity to 

navigate systems, and payers unwilling to work with rural communities.  
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Community Health Navigation Plan 

Description of the health problem, risk factors, and contributing factors (including high-risk 

populations, and current and projected statistical trends.)  

Greene County residents experience difficulty identifying, accessing, and successfully navigating health and 

social services needed to support health and well-being. Rural geography, transportation limitations, complex 

application and eligibility processes, limited health and systems literacy, fragmented resources, technology 

barriers, and changing individual needs can make available services difficult to use. Individualized Community 

Health Navigation is needed to help residents understand their options, overcome barriers, complete necessary 

steps, successfully connect to resources, and build greater ability to navigate systems over time. 

Healthy People 2030 Objectives related to Community Health Navigation 

AHS-01 Increase the proportion of people with health insurance. 

AHS-04 Reduce the proportion of people who cannot get medical care when they need it. 

AHS-07 Increase the proportion of people with a usual source of care.  

NWS-01 Reduce household food insecurity and hunger. 

SDOH-04 Reduce the proportion of families that spend more than 30% of income on 

housing. 

 

SHIP 2028 Objectives related to Community Health Navigation 

Cross-Cutting Issues (Social and Structural Determinants of Health & Public Health Infrastructure): The SHIP 

highlights that public health progress is consistently held back by a lack of access to healthcare and wraparound 

services. Navigation acts as the infrastructure to bridge these gaps. 

Corrective Actions to reduce the level of indirect contributing factors: 

1. Develop and maintain coordinated referral and resource networks among health care, behavioral health, 

social service, government, and community organizations.  

2. Strengthen transportation connections and solutions for residents needing access to health care, 

employment, food, benefits, and other essential resources.  

3. Simplify access to services by assisting residents with applications, eligibility requirements, 

identification, documentation, scheduling, and enrollment processes.  

4. Improve community awareness and understanding of available resources through outreach, education, 

centralized resource information, and Community Health Workers. 

5. Increase coordination and communication between organizations to reduce fragmented systems, 

duplication of services, and unsuccessful referrals.  

6. Strengthen health, digital, and systems literacy by helping residents understand and use health 

information, technology, benefits, insurance, and other service systems. Healthy People 2030 
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specifically recognizes both personal and organizational responsibility for making information and 

services easier to find, understand, and use.  

7. Identify and address gaps in rural service availability, including health care, behavioral health, childcare, 

housing, food, transportation, and other essential supports.  

8. Develop and sustain the CHW/navigation workforce through training, certification, partnerships, 

reimbursement, and sustainable funding.  

9. Track unsuccessful connections and recurring barriers to identify where community systems, policies, 

eligibility requirements, workforce shortages, or unavailable resources prevent residents from receiving 

assistance.  

10. Use navigation and community data to support system improvement, funding, partnership development, 

and advocacy for services and infrastructure needed in Greene County. 

Proposed community organization (s) to provide and coordinate the activities: 

Greene County Health Department will serve as the primary coordinating organization for Community Health 

Navigation, building upon existing Community Health Worker services and current referral and navigation 

partnerships. GCHD will continue to strengthen use of IRIS-Illinois Collaboration and Action Network for 

coordinated community referrals and establish documentation and tracking processes through its CDP electronic 

medical record (EMR) to support consistent assessment, navigation, follow-up, and measurement of successful 

and unsuccessful resource connections. 

 

GCHD will work with Jersey Community Hospital, Thomas H. Boyd Memorial Hospital/Boyd Healthcare 

Services, health care providers, behavioral health providers, social-service agencies, schools, judicial and 

public-safety partners, and other community organizations to develop and strengthen coordinated referral 

pathways. The goal will be to improve communication between organizations, reduce fragmented referrals, 

create effective warm connections, and ensure residents receive individualized follow-up when barriers prevent 

successful access to services. 

 

Partnership development will also focus on increasing participation in community referral networks, 

maintaining accurate resource information, identifying gaps in available services, and using shared referral and 

navigation data to guide community planning and systems improvement. 

 

Evaluation plan to measure progress towards reaching objectives: 

Evaluate through standardized tracking of navigation encounters, identified needs and barriers, successful and 

unsuccessful resource connections, individualized goal achievement, referral follow-up, partner participation, 

CHW workforce capacity, and sustainable funding. Navigation data will be reviewed monthly to identify 

recurring barriers and community system gaps and to determine whether corrective actions are improving 

residents' ability to successfully access and utilize needed resources.  Systems are currently in place but will 

need to be updated to meet the need for required documentation and objective baseline data needs.  
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Behavioral Health Services Priority Plan 

 

Health Problem:  

Greene County residents experience limited access to timely and appropriate behavioral health services across 

the continuum of prevention, early intervention, treatment, crisis response, medication management, and 

ongoing care. Rural provider shortages, limited specialized services, transportation barriers, insurance and 

reimbursement limitations, wait times, and fragmented systems can delay or prevent individuals from receiving 

care when it is needed. 

Community assessment and focus-group discussions identified particular concerns regarding access to crisis and 

chronic mental health care, medication management, adolescent and postpartum behavioral health services, 

services for justice-involved individuals, and coordination among providers. When appropriate care is 

unavailable or delayed, behavioral health needs may worsen, contribute to crisis, interfere with physical health 

and daily functioning, increase substance use risk, and place additional strain on families, health care, law 

enforcement, schools, and other community systems. 

The 2027–2031 priority therefore expands the previous IPLAN focus on Mental Health Services to Behavioral 

Health Services, recognizing the need for a coordinated continuum that strengthens prevention, early 

identification, timely treatment, crisis response, recovery/support, and connections between behavioral health 

and other health and community services. 

Constant communication with our law enforcement, jails, and judicial teams indicates many barriers in 

behavioral health treatment, medication, and crisis support. Voluntary versus involuntary assistance: many 

individuals are unnecessarily impacted by law enforcement, but only because there is nowhere for individuals to 

receive care.  

Outcome Objective: 

By July 2031, increase the percentage of Greene County 

residents receiving behavioral health navigation who 

successfully connect to appropriate behavioral health 

services, compared with the standardized baseline 

established during implementation. 

By July 2031, increase successful connections to 

behavioral health prevention, early intervention, 

treatment, crisis, medication management, and ongoing 

support services based on identified community needs. 

By July 2031, increase coordinated behavioral health 

referrals and successful connections among health care, 

behavioral health, schools, judicial/public safety, social 

service, and community partners. 

Baseline: Community Survey findings, three focus 

groups, leadership discussions, and available health data 

consistently identified behavioral health access as a 

Impact Objectives: 

Objective 1 – Improve access and early intervention: 

By January 2028, strengthen coordinated behavioral 

health screening, referral, and service pathways to 

increase early identification and timely connection to 

appropriate behavioral health services for Greene County 

residents. 

IRIS-ICAN Referral pathway is established to support 

referral monitoring once fully implemented. EMR 

established, and data collection processes are currently 

under review.   

Objective 2 – Strengthen the rural behavioral health 

system: 

By July 2029, establish or expand at least two local or 

regional behavioral health service partnerships or service 

pathways addressing identified Greene County service 
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continuing community concern. Focus-group participants 

identified limited provider availability, wait times, 

transportation, insurance barriers, limited crisis and 

ongoing behavioral health services, medication-

management needs, limited specialized services, 

fragmented care coordination, and sustainable funding as 

barriers. 

2025 GCHD local data documented 14 crisis-support 

interactions and 520 interactions with individuals 

experiencing a mental health disorder. Standardized 

measures for behavioral health referrals, successful and 

unsuccessful connections, service availability, wait times, 

and barriers to access have not yet been established. 

GCHD will further standardize these measures during 

implementation and use established baseline measures to 

demonstrate improvement through 2031. 

 

gaps through partnerships, workforce development, local 

or regional service connections, and sustainable funding 

or reimbursement opportunities. 

Objective 3 – Improve successful connection and 

continuity of care: 

By July 2031, demonstrate an increase from the 

established baseline in the percentage of residents with 

identified behavioral health needs who successfully 

connect to appropriate prevention, treatment, crisis, 

medication management, or ongoing behavioral health 

services and supports. 

Objective 4 – Address high-risk and underserved 

populations: 

By July 2031, establish or strengthen behavioral health 

referral and service pathways for at least three populations 

experiencing identified service gaps, including children 

and adolescents, maternal/postpartum populations, 

individuals experiencing crisis or serious mental illness, 

and justice-involved individuals. 

Key Measurements 

• Behavioral health needs identified  

• Behavioral health referrals and navigation 

assistance provided  

• Successful and unsuccessful behavioral health 

service connections  

• Referral-to-service wait time, when measurable  

• Crisis and urgent behavioral health connections  

• Behavioral health prevention/early-intervention 

activities  

• Medication-management connections  

• Adolescent, maternal/postpartum, and other 

specialized service connections  

• Justice-involved individuals connected to 

appropriate behavioral health services  

• Active behavioral health providers and referral 

partners  

• Coordinated referral/care pathways established  

• New or expanded behavioral health services  

• Barriers and service gaps identified  

• Sustainable funding/reimbursement mechanisms 

established 

Risk Factors:  

1. Behavioral health crisis and suicide risk, 

including acute mental health needs requiring 

timely assessment and intervention  

 

2. Trauma, chronic stress, and social instability, 

including behavioral health impacts 

associated with housing, financial hardship, 

family instability, social isolation, justice 

involvement, and other social drivers of 

health 

 

3. Mental health conditions, including 

depression, anxiety, serious mental illness, 

and other behavioral health needs  

 

4. Substance use and co-occurring disorders, 

including individuals experiencing both 

mental health and substance use needs  

 

5. Maternal, child, and adolescent behavioral 

health needs, including postpartum mental 

health, childhood/adolescent concerns, 

trauma, and family behavioral health needs  

Contributing Factors (direct (D) & indirect (I): 

Limited Provider Availability (D) 

 

(I) Rural behavioral health workforce shortages  

Proven Intervention Strategy: 

• Strengthen local and regional behavioral health 

referral pathways to improve timely access to 

appropriate services.  
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(I) Limited patient volume and reimbursement needed to 

financially sustain rural services  

(I) Geographic concentration of specialty behavioral 

health services outside Greene County  

 

Limited Timely Access to Behavioral Health and 

Crisis Care (D) 

 

(I) Provider wait times and limited appointment 

availability  

(I) Limited local crisis and higher-level treatment capacity  

(I) Distance and transportation required to reach services - 

Limited  across the region/state  

 

Fragmented Behavioral Health Systems and 

Continuity of Care (D) 

 

(I) Limited communication across behavioral health, 

primary care, hospitals, schools, judicial, and social 

service systems  

(I) Lack of centralized behavioral health resource 

coordination   

(I) Limited follow-up after crisis, hospitalization, 

incarceration, or referral  

 

Insurance, Affordability & Reimbursement Barriers 

(D) 

 

(I) Lack of insurance or inadequate behavioral health 

coverage  

(I) Reimbursement structures that make rural service 

delivery difficult to sustain  

(I) Out-of-pocket costs and other financial barriers to care  

 

Limited Specialized Behavioral Health Services (D) 

 

(I) Limited adolescent and child behavioral health 

services  

(I) Limited maternal/postpartum behavioral health 

resources  

(I) Limited treatment capacity for justice-involved/high-

risk populations  

 

 

Stigma, Knowledge & Help-Seeking Barriers (D) 

 

(I) Generational experiences and beliefs regarding mental 

health  

(I) Limited understanding of behavioral health symptoms 

and when to seek assistance  

(I) Misinformation regarding mental illness and treatment  

 

• Increase behavioral health screening, early 

identification, education, and connection to care 

within health and community settings.  

• Strengthen integration and coordination of 

behavioral health services with primary care, 

public health, hospitals, schools, social services, 

and other community systems.  

• Increase access to behavioral health providers 

through local, co-located, regional, and telehealth 

service models when appropriate.  

• Strengthen behavioral health crisis pathways to 

help residents access timely assessment, 

stabilization, treatment, and follow-up.  

• Improve access to ongoing medication 

management and continuity of behavioral health 

treatment.  

• Develop and strengthen behavioral health services 

and referral pathways for children, adolescents, 

maternal/postpartum populations, and other 

populations with specialized needs.  

• Strengthen behavioral health assessment, 

treatment connections, and continuity of care for 

justice-involved individuals.  

 Utilize Community Health Workers, peer 

support, navigation, and other appropriate 

workforce models to assist residents in 

successfully connecting to behavioral health 

services.  

• Develop coordinated referral and follow-up 

processes to identify whether behavioral health 

connections were successful and why connections 

were unsuccessful.  

• Increase behavioral health education and 

prevention activities to improve understanding, 

reduce stigma, recognize concerns earlier, and 

encourage appropriate help-seeking.  

• Strengthen trauma-informed approaches across 

health, behavioral health, schools, justice, and 

community systems.  

• Improve communication and coordination among 

behavioral health providers and community 

partners within applicable privacy and 

information-sharing requirements.  

• Track behavioral health access barriers, wait 

times, unsuccessful connections, service gaps, 

and emerging needs to guide community 

planning.  

• Collaborate with hospitals and regional providers 

to expand access to services that cannot be 

sustainably provided by a single rural 

organization.  
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• Pursue grants, reimbursement opportunities, 

contracts, partnerships, and other sustainable 

financing strategies to maintain and expand 

behavioral health services.  

• Utilize local behavioral health data and 

community experience to support funding, 

advocacy, workforce development, and broader 

efforts to champion rural community systems 

change. 

 

Resources Available:  

AL anon/Alcoholics Anonymous/Wells Center Greene 

County Drug Task Force & Sheriff's Office 

Greene County Health Department 

Greene County Family Violence Prevention Coalition 

Greene County School Districts 

Hobby Horse and Bright Futures Parenting Programs 

Locust Street Resource Center 

Illinois Department of Aging 

Illinois Dept. of Public Health & Human Services 

Agencies 

Illinois Department of Veterans Affairs 

Oasis Women's Center 

Private Physicians 

Police Departments 

Thomas Boyd Memorial Hospital 

The Job Center 

University of Illinois Extension Office in Greene County 

 

  

Barriers: 

• Limited availability of behavioral health 

providers and specialists in rural communities  

• Difficulty recruiting and retaining qualified 

behavioral health professionals  

• Long wait times and limited appointment 

availability  

• Limited local crisis, inpatient, and higher-level 

behavioral health services  

• Transportation and geographic distance to 

regional services  

• Insurance coverage, reimbursement, and 

affordability limitations  

• Limited sustainable funding for rural behavioral 

health programs  

• Fragmented referral, communication, and follow-

up systems  

• Limited child, adolescent, maternal/postpartum, 

and other specialized behavioral health services  

• Limited medication-management capacity  

• Stigma, misinformation, and reluctance to seek 

behavioral health care  

• High needs among individuals with complex 

mental health, substance use, social, or justice-

system involvement  

• Telehealth limitations for individuals requiring 

more intensive assessment or treatment  

• Limited staffing capacity among rural 

organizations to develop and maintain additional 

programs  

• Increasing demand for behavioral health services 

without a corresponding increase in local 

workforce or treatment capacity  

• Dependence on regional and state systems for 

services that cannot be maintained locally 

 

Public Awareness & Health Education: GCHD and partners will increase awareness of available behavioral 

health prevention, treatment, crisis, medication-management, and support services through community 
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education, health care providers, schools, community organizations, public safety partners, social media, 

outreach activities, and referral networks. 

Estimated Funding Needs: Personnel/CHW/Peer Support salaries and benefits, training and certification, 

EMR/CDP and referral-system costs, transportation/resource assistance, outreach/education, and program 

administration. Funding needs will vary annually based on staffing and reimbursement development. 

Anticipated Funding Sources: GCHD operating funds, Medicaid/insurance reimbursement as available, 

IDPH/IPHA opportunities, federal/state grants, hospital/community-benefit partnerships, contracts, foundations, 

and other public/private funding opportunities. 
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Behavioral Health Community Plan 

Description of the health problem, risk factors, and contributing factors (including high-risk 

populations, and current and projected statistical trends.)  

 Locust Street Resource Center maintains 1-3 professionals on staff but has limited staff to serve Greene 

County.  The lack of sustainable funding, lack of experts, and maintaining staffing in rural communities limit 

access and resources to apply for funding sources. In 2025, we began tracking data related to social 

determinants of health and behavioral health needs, but data capture remains limited. Capacity of data collection 

has increased due to the Integrated Referral System and Illinois Coordinated Action Network (ICAN- IRIS 

platforms).  As referral processes are developed, more data tracking will be established to understand behavioral 

health needs. High needs currently experienced in the community include the need for services and 

transportation to the Behavioral Health specialty center.  Limited capacity and availability in Illinois are adding 

pressure on hospital and jail systems.          

Healthy People 2030 Objectives related to Behavioral Health  

MHMD-01 Reduce suicide rate 

MHMD-02 Reduce suicide attempts by adolescents  

MHMD-03 Increase the proportion of children with mental health problems who get 

treatment 

MHMD-04 Increase the proportion of adults with serious mental illness who get treatment 

MHMD-05 Increase the proportion of adults with depression who get treatment 

MHMD-06 Increase the proportion of adolescents with depression who get treatment 

MHMD-07 Increase the proportion of people with substance use and mental health disorders 

who get treatment for both 

MHMD-08 Increase the proportion of primary care visits where adolescents and adults are 

screened for depression 

MHMD-D01 Increase the number of children and adolescents with serious emotional 

disturbance who get treatment 

AH-D02 Increase the proportion of children and adolescents with symptoms of trauma who 

get treatment 

 

SHIP 2028 Objectives related to Behavioral Health  

Infrastructure and System Enhancement: Improving the mental health and substance use disorder system's 

infrastructure to support, expand, and integrate prevention and treatment.  

Community-Based Access: Increasing access to age-appropriate, community-based care to decrease reliance on 

institutionalized treatment settings and reduce unnecessary incarceration. 
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Corrective Actions to reduce the level of indirect contributing factors: 

1. Expand behavioral health services available within Greene County by strengthening partnerships with 

local hospitals and regional behavioral health providers to bring counseling, assessment, psychiatric, 

medication-management, and other services closer to residents.  

2. Develop a coordinated behavioral health access pathway among GCHD, hospitals, primary care, 

behavioral health providers, schools, law enforcement, the judicial system, and social-service partners so 

residents are not left to independently navigate multiple providers and systems.  

3. Improve access to immediate and crisis behavioral health care by clearly identifying where residents can 

receive assessment and stabilization and strengthening communication and follow-up after emergency 

department, crisis, hospitalization, or law-enforcement involvement.  

4. Increase behavioral health services for children, adolescents, and maternal/postpartum populations, 

specifically addressing service gaps identified through Greene County's assessment and connecting 

families to regional services when appropriate local care is unavailable.  

5. Improve access to psychiatric and medication-management services, including partnerships that allow 

residents with chronic or serious mental illness to maintain treatment and medication rather than waiting 

until needs escalate to crisis.  

6. Strengthen behavioral health services for the Greene County jail and justice-involved population through 

appropriate assessment, treatment connections, medication continuity, reentry planning, and 

coordination among the jail, courts, probation, health care, behavioral health, and community partners.  

7. Reduce transportation-related loss of behavioral health care by increasing local and co-located services, 

coordinating available transportation assistance, and using telehealth when clinically appropriate while 

recognizing that telehealth alone may not meet the needs of individuals requiring intensive or high-risk 

care.  

8. Increase prevention, early identification, and community education through schools, health care settings, 

public health, and trusted community partners to address stigma, trauma, misinformation, behavioral 

health literacy, and recognition of concerns before they become crises.  

9. Recruit, share, and retain behavioral health workforce capacity across local and regional organizations, 

recognizing that Greene County may not independently sustain every specialty needed and will require 

collaborative provider, co-location, regional, and shared-service models.  

10. Use Greene County behavioral health access data to advocate for sustainable rural services, including 

tracking wait times, unsuccessful referrals, unavailable services, insurance denials/barriers, 

transportation needs, provider shortages, and populations unable to obtain appropriate care to support 

funding, reimbursement reform, service development, and rural advocacy. 

Proposed community organization (s) to provide and coordinate the activities: 

Greene County Health Department will serve as the primary coordinating organization in partnership with 

Thomas H. Boyd Memorial Hospital, Jersey Community Hospital, behavioral health providers, schools, law 

enforcement and the judicial system, EMS, CHWs/peer support, ICAN/IRIS, social-service organizations, and 

state and regional partners. Coordination will focus on strengthening prevention, early identification, referral 

pathways through IRIS/ICAN, crisis response, treatment access, follow-up, and identification of behavioral 

health service gaps. 
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Evaluation plan to measure progress towards reaching objectives: 

Progress will be evaluated by tracking behavioral health needs identified, successful and unsuccessful service 

connections, wait times, crisis and medication-management connections, access for identified high-need 

populations, active providers and referral pathways, service expansions, funding sustainability, and recurring 

barriers to care. Data and partner feedback will be reviewed annually to identify gaps and guide continued 

behavioral health system improvements. 
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Substance Use Disorder Prevention 

Priority Plan 
 

Health Problem:  

Substance use continues to affect the health and well-being of individuals, families, and communities in Greene 

County. Although significant progress has been made in expanding prevention, overdose response, peer 

recovery support, treatment navigation, naloxone access, medications for addiction treatment, and community 

partnerships, substance use remains a complex and evolving public health concern. 

Community assessment findings identified continued concerns related to polysubstance use, alcohol, marijuana, 

vaping, kratom, and emerging substances, increasingly potent or contaminated substances, misinformation, 

untreated trauma and behavioral health conditions, and generational patterns of substance use. Residents may 

also experience difficulty accessing appropriate treatment, specialized providers, sober or supportive housing, 

transportation, insurance coverage, and long-term recovery supports. 

Greene County has developed stronger systems to help individuals enter treatment and recovery; however, 

successful connection to treatment does not ensure long-term stability or recovery. Housing, employment, 

transportation, behavioral health treatment, social support, and continued peer connection can significantly 

influence an individual's ability to maintain recovery. 

The 2027–2031 Substance Use Prevention priority will build on Greene County's existing prevention and 

recovery infrastructure while focusing on preventing emerging substance use, sustainable peer and Community 

Health Worker services, successful treatment and recovery connections, overdose prevention, supportive 

housing and basic needs, and long-term recovery stability. 

Outcome Objective: 

By July 2031, demonstrate improvement in locally 

monitored substance-use prevention and harm-reduction 

indicators, including overdose prevention, naloxone 

distribution, treatment engagement, and emerging 

substance-use concerns, compared with available baseline 

data. 

By July 2031, increase the percentage of individuals 

receiving substance-use navigation or peer/CHW services 

who successfully connect to evidence-based substance use 

treatment, medications for addiction treatment, peer 

recovery support, behavioral health care, or other 

identified recovery services, compared with the 

standardized baseline established during implementation. 

By July 2031, increase access to housing, transportation, 

employment, health care, and other supports that 

Impact Objective: 

Objective 1 – Sustain the recovery support system 

By January 2028, establish and maintain a standardized, 

coordinated substance use prevention and recovery-

support system that provides prevention, peer/CHW 

support, individualized navigation, overdose prevention, 

treatment connection, follow-up, and ongoing recovery 

support. 

Objective 2 – Strengthen recovery stability 

By July 2029, establish or strengthen at least three 

coordinated resource pathways addressing housing, 

behavioral health care, transportation, employment, 

treatment, or other identified barriers affecting treatment 

engagement and recovery stability. 
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contribute to treatment engagement and long-term 

recovery stability. 

By July 2031, increase successful connections among 

individuals receiving substance-use navigation or 

peer/CHW services to identified housing, transportation, 

employment, health care, and other resources that support 

treatment engagement and recovery stability, compared 

with the standardized baseline established during 

implementation. 

By July 2031, maintain and strengthen peer recovery and 

CHW-based support services as a sustainable component 

of Greene County's substance-use response. 

Baseline: 2025 Recovery supported service appointments 

5710, Transportation access support 594, Alcohol 

substance of concern 77, Methamphetamine substance of 

concern 345, Opioid Substance of concern 118, Crisis 

support 14, Jail visits 105, field visits 36, resource 

navigation for clients 575, MAR Support 32, Connection 

to treatment 26, Connection to housing 18, connection to 

resource goal 109.   

Objective 3 – Make peer/CHW services sustainable 

By July 2030, maintain a trained peer 

recovery/Community Health Worker workforce and 

implement at least one sustainable reimbursement, 

funding, contractual, partnership, or service-delivery 

mechanism to support continued recovery services in 

Greene County. 

Objective 4 – Demonstrate improved outcomes 

By July 2031, demonstrate an increase from the 

standardized baseline in the percentage of individuals 

receiving substance-use navigation or peer/CHW services 

who successfully connect to treatment, recovery, housing, 

behavioral health, or other identified recovery goals and 

maintain engagement with appropriate supports when 

follow-up is available. 

Key Measurements:  

• Individuals receiving peer/CHW recovery support 

•  Individualized recovery/resource goals 

established. 

• Successful and unsuccessful treatment 

connections  

• Medications for addiction treatment 

(MAR/MOUD) connections  

• Behavioral health connections  

• Housing and supportive/sober housing 

connections. 

• Transportation, employment, benefits, and other 

recovery-resource connections  

• Individualized goal achievement  

• Continued engagement/follow-up after treatment 

or justice-system release  

• Naloxone distributed and overdose-prevention 

education provided  

• Overdose and overdose-fatality trends  

• Emerging substance-use trends identified  

• Prevention and community education activities  

• Justice-involved individuals connected to 

treatment/recovery services  

• Peer/CHW workforce trained and retained  

• Sustainable reimbursement/funding mechanisms 

developed  

Risk Factors:  

1. Substance use disorder and progression of 

substance use, including opioid, stimulant, 

alcohol, marijuana, polysubstance, and 

emerging substance use  

2. Housing, economic, and social instability, 

including homelessness/housing insecurity, 

unemployment, transportation barriers, and 

limited recovery-support networks  

3. Co-occurring behavioral health conditions 

and untreated trauma, which may contribute 

to substance use, recurrence of use, and 

difficulty maintaining recovery  

4. Overdose, poisoning, and substance-related 

death, including risks associated with 

increasingly potent, contaminated, or 

combined substances  

5. Youth, family, and generational substance-

use risk, including vaping, alcohol, 

marijuana, misinformation, 

family/community exposure, and 

normalization of substance use  
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• Recurring treatment, housing, and recovery-

system gaps identified 

Contributing Factors (direct (D) & indirect (I): 

 

Limited Stable Housing & Recovery Environment (D) 

 

(I) Limited affordable housing and rental availability or 

sober/supportive living 

(I) Financial instability and unemployment  

(I) Returning to environments where substance use is 

present or normalized  

 

Behavioral Health & Trauma Needs (D) 

 

(I) Limited access to timely behavioral health treatment- 

untreated trauma 

(I) Substance use as a means of coping with behavioral 

health symptoms  

(I) Limited continuity between behavioral health, general 

practitioners, and substance-use treatment  

 

Limited Treatment & Recovery Service Availability 

(D) 

 

(I) Lack of local residential treatment and sober-living 

facilities  

(I) Geographic distance to specialized treatment  

(I) Rural provider/workforce shortages  

 

Changing Substance Use & Misinformation (D) 

 

(I) Polysubstance use and changing drug supply  

(I) Increasing potency of some substances  

(I) Emerging substances such as kratom and changing 

patterns of use  

 

Generational, Social & Community Influences (D) 

 

(I) Substance use within family or social networks  

(I) Stigma associated with substance use disorder and 

treatment  

(I) Small-community social connections that may make 

changing environments difficult  

(I) Normalization of alcohol, marijuana, vaping, or other 

substance use  

(I) Limited positive social/recovery networks for some 

individuals  

 

Difficulty Maintaining Long-Term Recovery Supports 

(D) 

 

Proven Intervention Strategy: 

 

• Maintain and strengthen peer recovery and CHW-

based services that provide individualized, 

person-centered support before, during, and after 

treatment.  

• Integrate peer recovery and Community Health 

Worker competencies to provide broader 

assistance with treatment, health care, housing, 

transportation, employment, benefits, behavioral 

health, and other recovery needs.  

• Provide active treatment navigation, warm 

connections, follow-up, and continued 

engagement rather than referral alone.  

• Increase successful connections to evidence-

based treatment and medications for addiction 

treatment.  

• Maintain naloxone distribution, overdose-

prevention education, harm-reduction strategies, 

and connections to appropriate treatment and 

recovery services.  

• Strengthen prevention and education regarding 

alcohol, marijuana, vaping, opioids, stimulants, 

polysubstance use, emerging substances, and 

changes in the illicit drug supply.  

• Provide accurate, evidence-based information to 

counter misinformation regarding substances, 

treatment, medications for addiction treatment, 

and recovery.  

• Strengthen connections between substance-use 

treatment and behavioral health services to 

address trauma, mental health, and co-occurring 

conditions.  

• Develop stronger pathways to stable housing and 

pursue partnerships and funding opportunities for 

sober, supportive, transitional, and other 

appropriate housing options.  

• Assist individuals with employment, 

transportation, identification, benefits, health 

care, and other social drivers that influence 

recovery stability.  

• Strengthen recovery support and treatment 

connections for individuals involved with the 

Greene County jail, courts, probation, and other 

justice systems, including transition and follow-

up after release.  

• Continue Overdose Fatality Review and use 

findings to identify system gaps and opportunities 

for prevention and intervention.  
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(I) Grant-dependent peer/recovery programs  

(I) Limited reimbursement mechanisms for peer and 

CHW services  

(I) Transportation and geographic barriers  

(I) Fragmentation between treatment, recovery, behavioral 

health, health care, and social services 

 

• Strengthen coordination among health care, EMS, 

law enforcement, judicial partners, behavioral 

health, treatment providers, peer recovery, and 

community organizations.  

• Track successful and unsuccessful treatment, 

housing, behavioral health, and recovery-resource 

connections to identify barriers and unmet 

community needs.  

• Track individualized recovery goals and longer-

term engagement with treatment and recovery 

supports.  

• Strengthen the peer/CHW workforce through 

training, certification, supervision, professional 

development, and appropriate integration into 

health and community systems.  

• Pursue Medicaid and other reimbursement, 

grants, contracts, hospital/community 

partnerships, and sustainable funding mechanisms 

for peer and CHW recovery services.  

• Utilize local data, Overdose Fatality Review 

findings, navigation outcomes, and community 

experience to advocate for treatment, housing, 

workforce, and sustainable rural recovery 

infrastructure. 

Resources Available:  

AL anon/Alcoholics Anonymous/Wells Center   

Hobby Horse and Bright Futures Parenting Programs  

Greene County Health Department peer recovery and 

Community Health Worker staff  

Greene County ROSC and recovery-support partnerships  

Recovery Corps and other recovery workforce 

partnerships  

Greene County Overdose Fatality Review Team  

Greene County Sheriff's Office and Jail  

Local police departments  

Greene County judicial system, probation, State's 

Attorney, and Public Defender  

Thomas H. Boyd Memorial Hospital/Boyd Healthcare 

Services  

Jersey Community Hospital  

Local and regional medication-for-addiction-treatment 

providers  

Regional substance-use treatment providers  

EMS and emergency response partners  

Naloxone and harm-reduction resources  

Illinois Department of Human Services  

Illinois Department of Public Health  

Illinois Public Health Association  

Community Health Worker training and workforce-

development resources  

Local housing, food, transportation, employment, and 

social-service resources  

Barriers: 

• Lack of local sober, supportive, transitional, and 

affordable housing  

• Limited residential and specialized substance-use 

treatment within Greene County  

• Transportation and distance to treatment and 

recovery services  

• Behavioral health provider shortages and limited 

co-occurring treatment  

• Insurance eligibility, authorization, 

reimbursement, and treatment limitations  

• Dependence on short-term grants to sustain peer 

and recovery-support positions \ 

• Developing reimbursement systems for peer and 

CHW services  

• Workforce recruitment, retention, training, 

certification, and supervision requirements 

•  Limited rural service volume and funding needed 

to sustain specialized programs  

• Stigma and misinformation regarding substance 

use disorder, medications for addiction treatment, 

harm reduction, and recovery  

• Changing drug-use patterns and emerging 

substances  

• Difficulty maintaining recovery when individuals 

return to unstable housing or environments where 

substance use continues  
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ICAN/IRIS and other coordinated referral partnerships  

Schools, community organizations, faith-based 

organizations, and other prevention partners  

 

 

 

 

 

 

 

• Employment, transportation, food, financial, and 

other basic-needs instability  

• Fragmentation between treatment, behavioral 

health, health care, justice, housing, and social-

service systems  

• Limited ability of one rural organization or 

county to independently maintain the full 

continuum of substance-use treatment and 

recovery services 

 

Public Awareness & Health Education: GCHD and partners will provide community education and outreach 

regarding substance-use prevention, emerging substances, overdose prevention, naloxone, treatment/MAR, peer 

recovery services, behavioral health, recovery resources and stigma reduction through schools, community 

organizations, health care, ROSC, public safety partners, social media, events, and direct outreach. 

Estimated Funding Needs: Personnel/CHW/Peer Support salaries and benefits, training and certification, 

EMR/CDP and referral-system costs, transportation/resource assistance, outreach/education, and program 

administration. Funding needs will vary annually based on staffing and reimbursement development. 

Anticipated Funding Sources: GCHD operating funds, Medicaid/insurance reimbursement as available, 

IDPH/IPHA opportunities, federal/state grants, hospital/community-benefit partnerships, contracts, foundations, 

and other public/private funding opportunities. 
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Substance Use Disorder Prevention Community Health Plan 

Description of the health problem, risk factors, and contributing factors (including high-risk 
populations, and current and projected statistical trends.)  

Substance use continues to impact individuals, families, and community systems in Greene County despite 

significant progress in prevention, treatment connections, overdose prevention, and peer recovery support. 

Changing substance-use patterns, polysubstance use, overdose risk, untreated behavioral health and trauma 

needs, limited treatment and recovery housing, and barriers to long-term recovery remain concerns. Continued 

prevention efforts are needed while strengthening sustainable peer/CHW support, treatment and behavioral 

health connections, housing, and other resources that help individuals achieve and maintain recovery. 

Continued decrease in trends is desired to see a comparison of 2014 data, 2020, and current 2026 data available.  

2014 Substance Use Rates by Grade 

Substance Used 

10th 

Grade 

12th  

Grade 

Used Past Year     

Any Substance (including alcohol, 

cigarettes, inhalants, or marijuana 53% 52% 

    Alcohol 51% 51% 

    Cigarettes 11% 31% 

    Inhalants 4% 3% 

    Marijuana 11% 21% 

Any Illicit Drugs (Excluding Marijuana) 5% 7% 

    Crack/Cocaine 4% 1% 

    Hallucinogens/LSD 4% 3% 

    Ecstasy/MDMA 2% 3% 

    Methamphetamine 2% 1% 

    Heroin 2% 3% 

Any Prescription Drugs to get high 5% 6% 

    Steroids 4% 3% 

    Prescription Painkillers 2% 6% 

    Other Prescription Drugs 2% 3% 

Prescription drugs not prescribed to you 14% 7% 

Over-the-Counter Drugs 2% 4% 
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    Healthy People 2030 Objectives related to Substance Use Disorder Prevention 

SU-01 Increase the proportion of adolescents who think substance abuse is risky 

SU-03 Reduce drug overdose deaths 

SU-04 Reduce adolescent alcohol use.  

SU-06  Reduce adolescent marijuana use.  

SU-12 Reduce the proportion of people who misused prescription drugs in the past year 

IVP-20 Reduce overdose deaths involving opioids 

MHMD-07 Increase the proportion of people with substance use and mental health disorders 

who get treatment for both 

 

SHIP 2028 Objectives related to Substance Use Disorder Prevention 

Key objectives under Healthy Illinois 2028 aimed at substance use prevention focus on enhancing system 

infrastructure, reducing mortality through harm reduction, increasing community-based care, and fostering 

resilience in communities affected by violence. These strategies aim to address the root causes and impacts of 

substance misuse across the state. 

Corrective Actions to reduce the level of indirect contributing factors: 

1. Maintain and strengthen peer/CHW recovery support, including sustainable reimbursement and 

funding so established recovery services are not lost when grant funding ends. 

2. Increase successful connections to evidence-based treatment and MAR/MOUD, with active 

peer/CHW follow-up before, during, and after treatment.  

3. Strengthen housing and recovery-stability supports, including development of partnerships and 

funding opportunities for sober, supportive, transitional, and affordable housing.  

4. Maintain overdose-prevention and naloxone efforts while using Overdose Fatality Review findings 

to identify preventable gaps in Greene County's response system. 

5. Strengthen behavioral health and trauma connections for individuals with substance use and co-

occurring mental health needs.  

6. Improve continuity following jail release, emergency care, treatment, or crisis, coordinating 

peers/CHWs, hospitals, judicial partners, treatment providers, and community resources.  

7. Expand youth and community prevention education addressing vaping, alcohol, marijuana, 

polysubstance use, kratom, emerging substances, drug potency/contamination, and misinformation.  

8. Track unsuccessful treatment, housing, behavioral health, and recovery connections and use those 

findings to address rural service gaps, pursue funding, and advocate for sustainable services. 

Proposed community organization (s) to provide and coordinate the activities: 

Greene County Health Department (GCHD) will serve as the primary coordinating public health organization 

for Substance Use Prevention activities in collaboration with the Greene and Scott Recovery-Oriented System 

of Care (ROSC) Council, peer recovery/Community Health Worker staff, Greene County Overdose Fatality 
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Review/Overdose Response Team, Greene County Drug Court team, Greene County Sheriff's Office and Jail, 

local law enforcement, Greene County judicial partners, Coroner, EMS, hospitals, behavioral health and 

substance-use treatment providers, schools, and other community and social-service partners. The existing 

Greene and Scott ROSC is housed through GCHD and is specifically focused on strengthening recovery 

connections, reducing stigma, education, and improving recovery outcomes. 

Current coordinated activities: 

• GCHD/Peer Recovery & CHW Team: Coordinate prevention, peer support, individualized navigation, 

naloxone distribution, treatment and MAR/MOUD connections, behavioral health connections, 

housing/resource navigation, follow-up, and recovery-support services.  

• Greene and Scott ROSC Council: Maintain the broader recovery-oriented community network, 

strengthen community partnerships, reduce stigma, provide education, identify service gaps, and engage 

individuals with lived experience in improving the local recovery system.  

• Overdose Fatality Review/Overdose Response Team: Review overdose deaths and available local 

information to identify missed prevention opportunities, system gaps, emerging concerns, and 

recommendations for community action. This follows Illinois' OFR model of bringing public health, law 

enforcement, medical/coroner, health care, and community partners together to identify preventable 

system failures.  

• Greene County Drug Court Team: Coordinate treatment, recovery support, judicial supervision, 

peer/CHW navigation, behavioral health services, and community-resource connections for justice-

involved individuals while supporting recovery and reducing recurrence of substance-related justice 

involvement.  

• Greene County Sheriff's Office/Jail, law enforcement, courts and probation: Strengthen screening, 

MAR/MOUD and treatment connections, overdose prevention, naloxone access, peer engagement, 

discharge/reentry planning, and continuity of services following release. Illinois has specifically 

identified medication-assisted recovery in county jails as an important strategy for a population at 

elevated overdose risk, and we have been working directly with partners to make this happen, including 

MARNow.  

• Thomas H. Boyd Memorial Hospital and Jersey Community Hospital: Strengthen emergency-

department and health-care referral pathways, overdose follow-up, naloxone access, treatment/MAR 

connections, behavioral health coordination, and connections to peer/CHW services. Continued support 

and promotion is needed.  

• Treatment & Behavioral Health Providers: Provide evidence-based substance-use treatment, medications 

for addiction treatment, counseling, psychiatric/behavioral health services, and coordinated care for 

individuals with co-occurring conditions.  

• Schools & Community Partners: Strengthen prevention and education addressing vaping, alcohol, 

marijuana, opioids, polysubstance use, emerging substances, overdose risk, misinformation, stigma, and 

early identification.  
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• Housing, employment, transportation & social-service partners: Address the conditions that can interfere 

with treatment engagement and sustained recovery, with particular emphasis during this IPLAN cycle on 

stable, supportive, sober, transitional, and affordable housing options.  

• State and Regional Partners: Work with IDPH, IDHS and other technical-assistance/funding partners to 

strengthen overdose prevention, workforce development, treatment/recovery connections, data use, and 

sustainable funding. Illinois' statewide overdose strategy similarly emphasizes collaboration among 

health care, local agencies, law enforcement, community organizations, and other partners. 

Evaluation plan to measure progress towards reaching objectives: 

1. Track the number of individuals receiving peer recovery and CHW support services and the type and 

frequency of services provided.  

2. Monitor successful and unsuccessful connections to substance use treatment, MAR/MOUD, 

behavioral health services, housing, transportation, employment, benefits, and other recovery 

resources.  

3. Measure individualized goal achievement and continued engagement with treatment and recovery 

supports when follow-up data are available.  

4. Track housing needs and successful housing connections, including barriers related to sober, 

supportive, transitional, and affordable housing.  

5. Monitor naloxone distribution, overdose-prevention activities, overdose trends, and overdose 

fatalities using available local and state data.  

6. Utilize Overdose Fatality Review findings to identify recurring system gaps and document 

implementation of recommended prevention or system improvements.  

7. Track justice-involved individuals connected to treatment, MAR/MOUD, peer support, and 

community resources, including post-release follow-up when feasible.  

8. Monitor youth and community prevention activities and emerging concerns related to vaping, 

alcohol, marijuana, polysubstance use, kratom, and other changing substance-use trends.  

9. Evaluate peer/CHW workforce sustainability, including staff training/certification, retention, 

reimbursement, grants, contracts, and other sustainable funding mechanisms.  

10. Review data at least annually with community partners to assess progress, identify emerging needs 

and service gaps, modify strategies, and determine priorities for funding and systems advocacy. 
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Rural Community Infrastructure &  

Sustainability Priority Plan 
 

Health Problem:  

Greene County's rural population depends on a limited number of health care, public health, emergency 

response, public safety, social service, food, housing, childcare, transportation, and other community systems to 

meet essential needs. Aging facilities, limited workforce availability, rural geography, funding constraints, 

competitive wages in larger communities, transportation barriers, and increasing service and regulatory 

requirements can threaten the long-term sustainability and accessibility of these services. 

Community Survey findings, focus-group discussions, and leadership input identified concerns related to 

transportation, childcare, employment, housing, food access, health care, behavioral health, workforce 

shortages, funding limitations, aging buildings and community spaces, and the ability of rural organizations to 

meet increasing expectations with limited resources. Participants emphasized that loss or reduction of essential 

services can affect not only access to care, but also employment, economic stability, emergency response, 

community safety, and overall quality of life. 

Rural Community Infrastructure & Sustainability therefore focuses on strengthening the people, places, 

systems, funding, partnerships, and environmental conditions necessary to maintain essential services and 

support a healthy, safe, and sustainable Greene County. 

Outcome Objective: 

By July 2031, strengthen Greene County's ability to 

maintain accessible essential health, public safety, social 

service, transportation, food, housing, childcare, and 

community resources necessary to support population 

health. 

By July 2031, improve the sustainability and accessibility 

of rural community infrastructure, including facilities, 

workforce, transportation, environmental conditions, and 

systems supporting health and safety. 

By July 2031, strengthen the recruitment, retention, and 

sustainability of the workforce needed to maintain 

essential rural services, including health care, public 

health, emergency response, public safety, education, and 

other community services. 

By July 2031, increase coordinated planning, funding, and 

advocacy efforts that support long-term rural 

infrastructure and service sustainability in Greene County. 

Baseline: The 2026 Community Survey, three focus 

groups, leadership discussions, statistical data, and 

Impact Objective: 

Objective 1 – Strengthen coordinated rural 

infrastructure planning 

By January 2028, establish and maintain a coordinated 

process among community leaders and organizations to 

identify, prioritize, track, and address infrastructure, 

workforce, service, and sustainability needs affecting the 

health and safety of Greene County residents. 

Objective 2 – Support essential service and workforce 

sustainability 

By July 2029, establish or expand at least three 

partnerships, workforce strategies, shared-service models, 

or funding initiatives addressing identified workforce or 

essential-service sustainability needs in Greene County. 

Objective 3 – Improve physical and environmental 

infrastructure 

By July 2030, advance at least three identified physical or 

environmental infrastructure priorities through 

documented planning, funding applications, resource 
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organizational assessment identified transportation, 

childcare, employment, housing, food access, health and 

behavioral health services, workforce shortages, funding 

limitations, aging facilities, and long-term sustainability 

as interconnected community concerns. Current data 

regarding population decline, transportation, housing, 

workforce, broadband, food insecurity, and environmental 

conditions provide additional baseline indicators. 

Additional infrastructure and service-capacity measures 

will be established during implementation where 

standardized local data are not currently available. 

During 2027, GCHD and community partners will 

establish standardized measures for identified 

infrastructure/service needs, actions taken, workforce 

initiatives, funding pursued and secured, services 

maintained or expanded, and systems improvements to 

provide a baseline for measuring progress through 2031. 

development, partnership action, facility/community 

improvement, or policy and systems change. 

Objective 4 – Demonstrate systems improvement 

By July 2031, demonstrate measurable progress on at 

least five identified rural infrastructure and sustainability 

priorities through funding secured, policy or systems 

improvements, services maintained or expanded, facility 

or environmental improvements, workforce initiatives, or 

other documented community actions. 

 

Partnerships already developed align with collected and 

advancing this work as a more coordinated approach. 

Advocacy breakfasts and leadership gatherings were 

initiated in 2026.   

Key Measurements:  

• Infrastructure and sustainability needs identified 

• Essential services maintained, expanded, or 

restored 

• Workforce vacancies and recruitment/retention 

concerns identified  

• Workforce development or shared-service 

strategies implemented  

• Funding applications submitted and funding 

secured  

• Capital/facility improvement projects supported  

• Community facilities assessed for accessibility, 

safety, or service needs  

• Transportation barriers and solutions identified  

• Housing, childcare, food-access, and other 

infrastructure gaps documented  

• Environmental health/code-enforcement concerns 

identified and addressed  

• Active community and regional partners 

participating  

• Cross-sector planning meetings and collaborative 

projects  

• New or expanded service partnerships  

• Policy or systems changes resulting from 

community advocacy  

• Infrastructure needs incorporated into local, 

regional, or state funding initiatives  

• Community Health Navigation data used to 

identify recurring infrastructure gaps  

• Population, housing, transportation, workforce, 

broadband, and other community-condition 

indicators monitored over time 

Risk Factors:  

1. Loss or reduced availability of essential 

health and community services, including 

health care, public health, emergency 

response, public safety, behavioral health, and 

social services  

2. Economic and workforce instability, 

including workforce shortages, 

unemployment, loss of local jobs, and 

inability to recruit or retain essential 

personnel  

3. Transportation and geographic isolation, 

affecting access to health care, food, 

employment, education, treatment, and 

community resources  

4. Housing and environmental health risks, 

including aging housing/buildings, unsafe 

conditions, limited affordable housing, 

accessibility concerns, and environmental 

hazards  

5. Food, childcare, and basic-needs instability, 

which can affect employment, family 

stability, health care access, and overall 

health 
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Contributing Factors (direct (D) & indirect (I): 

 

Aging & Inadequate Physical Infrastructure (D) 

 

(I) Aging hospitals, public health, fire, police, and other 

community facilities  

(I) Increasing accessibility, safety, technology, and 

regulatory requirements  

(I) Limited capital funding available for rural facility 

replacement or renovation  

(I) Smaller population and tax base available to support 

infrastructure  

(I) Deferred maintenance due to competing operational 

needs  

 

Rural Workforce Shortages (D) 

(I) Wage competition with larger and better-funded 

communities  

(I) Limited local workforce pool  

(I) Difficulty recruiting nurses, behavioral health 

professionals, EMS, police, fire, educators, public health 

staff, and other essential workers  

(I) Limited advancement or specialty opportunities in 

rural settings  

(I) Employees performing multiple roles because of 

limited staffing  

 

Limited & Unsustainable Funding (D) 

 

(I) Small population and limited local revenue  

(I) Tax caps and limited community financial capacity  

(I) Dependence on short-term grants  

(I) Funding formulas that may favor larger population 

centers  

(I) Increasing operating, wage, insurance, equipment, and 

construction costs  

 

Transportation & Geographic Barriers (D) 

(I) Long distances between communities and services  

(I) Limited public or rural transportation options  

(I) Dependence on personal vehicles  

(I) Fuel, vehicle, and transportation costs  

 

Limited Housing, Childcare & Basic Community 

Resources (D) 

 

(I) Limited affordable rental and housing stock  

(I) Limited childcare centers and available childcare 

providers  

(I) Limited supportive, transitional, shelter, or specialized 

housing 

Proven Intervention Strategy: 

• Establish a coordinated rural infrastructure and 

sustainability planning process involving health 

care, public health, public safety, local 

government, schools, economic development, 

businesses, and community organizations.  

• Identify and maintain a prioritized inventory of 

community infrastructure, workforce, facility, 

transportation, housing, childcare, environmental, 

and essential-service needs.  

• Utilize community data, leadership input, 

navigation data, and partner experience to identify 

services and infrastructure at greatest risk of loss 

or inadequate capacity.  

• Support collaborative funding applications, 

capital-development opportunities, grants, public-

private partnerships, and other financing 

strategies for rural infrastructure improvements.  

• Advocate for state and federal funding formulas, 

reimbursement structures, and policies that 

recognize the cost and importance of maintaining 

essential services in rural communities.  

• Strengthen regional and shared-service 

partnerships when Greene County cannot 

independently sustain a specialized workforce or 

service.  

• Support recruitment and retention strategies for 

nurses, behavioral health professionals, EMS, 

fire, police, public health, educators, and other 

essential rural workers.  

• Explore workforce pipelines, internships, training 

partnerships, scholarships, local recruitment, 

shared staffing, and other strategies that 

encourage residents and professionals to work in 

rural communities.  

• Support facility planning and improvements that 

increase accessibility, safety, efficiency, privacy, 

and the ability to provide modern health and 

community services.  

• Strengthen transportation coordination and pursue 

solutions that improve access to employment, 

health care, behavioral health, food, treatment, 

education, and other resources.  

• Support development and preservation of 

affordable, safe, supportive, transitional, and 

accessible housing.  

• Support childcare development and partnerships 

that allow parents and caregivers to participate in 

employment, health care, treatment, and 

community life.  
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(I) Limited grocery/food retail sustainability in low-

population communities  

(I) Economic conditions affecting business and service 

viability  

 

Increasing Rural Service Expectations & Regulatory 

Requirements (D) 

 

(I) State and federal requirements designed for larger 

systems or facilities  

(I) Limited rural staff available to meet administrative and 

compliance demands  

(I) Costs of maintaining technology, equipment, training, 

licensure, and facilities  

(I) Limited ability to spread operational costs across a 

large population  

(I) Difficulty maintaining services that may be essential 

but financially unprofitable  

 

Environmental & Built-Environment Conditions (D) 

(I) Aging housing and building stock  

(I) Limited local code-enforcement capacity  

(I) Sidewalk, park, accessibility, and community-space 

maintenance needs  

(I) Environmental hazards such as radon, lead and other 

housing-related risks  

(I) Limited funding for prevention, remediation, and 

community improvements 

 

• Support local food-access and community food-

system initiatives that help maintain sustainable 

access to nutritious food.  

• Strengthen environmental health, code-

enforcement, healthy-housing, radon, and built-

environment initiatives that improve community 

safety and quality of life.  

• Support parks, sidewalks, recreational spaces, 

accessibility improvements, and other community 

environments that encourage physical activity and 

social connection.  

• Use unsuccessful Community Health Navigation 

connections to identify recurring infrastructure 

and service gaps requiring broader community 

action.  

• Develop local and regional partnerships to 

maintain essential services when a single rural 

organization cannot independently support the 

full cost or workforce required.  

• Monitor population, workforce, housing, 

transportation, food access, environmental, and 

service-availability trends to identify emerging 

sustainability concerns.  

• Utilize identified needs and community data to 

support advocacy, funding requests, policy 

development, and efforts to champion rural 

community systems change.  

Resources Available:  

Greene County Health Department  

Greene County Board of Health  

Greene County government and elected officials  

Municipal governments and village/city leadership  

Thomas H. Boyd Memorial Hospital/Boyd Healthcare 

Services  

Jersey Community Hospital and regional health systems  

Greene County EMS and emergency response 

organizations  

 Greene County Sheriff's Office and local police 

departments  

Local fire departments and protection districts  

Greene County school districts  

Greene County economic and community development 

partners  

Local businesses and employers  

University of Illinois Extension  

Illinois Department of Public Health  

Illinois Department of Transportation  

Illinois Department of Commerce and Economic 

Opportunity  

Barriers: 

• Declining and dispersed rural population  

• Limited local tax base and revenue  

• Aging buildings, facilities, equipment, and 

infrastructure  

• High cost of renovation, construction, equipment, 

and regulatory compliance  

• Difficulty recruiting and retaining nurses, 

behavioral health professionals, EMS, police, 

firefighters, public health staff, educators, and 

other essential workers  

• Wage competition with larger communities and 

health systems  

• Limited affordable and available housing  

• Limited childcare capacity  

• Transportation and geographic distance  

• Limited food retail and other essential businesses 

in small population centers  

• Dependence on grants and short-term funding  

• Funding formulas that may not adequately 

account for rural service-delivery costs  

• Increasing state/federal mandates and 

administrative requirements  
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Illinois Housing Development Authority and housing 

partners  

Illinois Public Health Association  

Regional planning and development organizations  

Local and regional transportation providers  

Food banks, food pantries, farmers markets, growers, and 

food-access partners  

Housing, childcare, social-service, and community 

organizations  

Faith-based and civic organizations  

Community Health Workers and ICAN/IRIS referral 

partners  

State and federal rural-health and infrastructure funding 

programs  

Local foundations, private donors, businesses, and 

philanthropic partners 

 

 

• Limited staff time and capacity within rural 

organizations  

• Difficulty maintaining financially unprofitable 

but essential services 

• Fragmentation among agencies, jurisdictions, and 

funding systems  

• Limited code-enforcement and environmental-

health capacity  

• Resistance to regional or shared-service 

approaches when local identity or jurisdictional 

boundaries create barriers  

• Long timelines required for capital projects and 

infrastructure improvements  

• Competition among rural communities for limited 

workforce and funding  

• Lack of standardized local data for some 

infrastructure and sustainability needs 

 

 

Public Awareness & Health Education: GCHD and community partners will increase awareness of available 

public health and community services while sharing information regarding emerging rural health, workforce, 

infrastructure and resource needs. Community education and outreach will support use of existing services, 

community engagement, advocacy, funding opportunities, and awareness of initiatives designed to strengthen 

Greene County's health and sustainability. 

Estimated Funding Needs and Anticipated Funding Sources: Funding needs vary significantly by project 

and may include substantial capital investment beyond the financial capacity of GCHD. 
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Rural Community Infrastructure & Sustainability Community Health Plan 

Description of the health problem, risk factors, and contributing factors (including high-risk 

populations, and current and projected statistical trends.)  

Greene County's ability to maintain essential services and healthy community conditions is challenged by aging 

infrastructure, workforce shortages, limited transportation, housing and childcare availability, funding 

constraints, and the increasing cost and complexity of maintaining rural services. These challenges can reduce 

access to health care, public health, emergency response, public safety, food, employment, and other essential 

resources and threaten the long-term health and sustainability of the community. 

The current Census data reinforce that context: Greene County's estimated population declined to about 11,313 

in 2025, population density is only 22.1 persons per square mile, mean travel time to work is 29 minutes, and 

employer employment declined 5% from 2022 to 2023. Illinois's current Rural Health Transformation Program 

also specifically prioritizes rural health infrastructure, geographic barriers, EMS, workforce, and hospital 

transformation, making this a timely direction for the IPLAN.  

Healthy People 2030 Objectives related to Rural Community Infrastructure & Sustainability  

PHI-R06 Increase the proportion of local public health agencies that have a minimum package of 

public health services 

 

AHS-04 Reduce the proportion of people who can't get medical care when they need it 

SDOH-02 Increase employment in working-age people 

SDPH-04  Reduce the proportion of families that spend more than 30 percent of income on 

housing.  

Public Health 

Infrastructure 

Objective 

Strengthen local public health capacity, workforce, planning, partnerships, and 

systems necessary to provide essential public health services. 

Housing and 

Transportation 

Objectives 

Promote healthy and safe home environments and safe, accessible transportation 

and built environments. 

These Healthy People 2030 objectives support Greene County's broader focus on maintaining the social, physical, 

economic, workforce, and service infrastructure necessary for a healthy rural community. 

SHIP Objectives related to Rural Community Infrastructure & Sustainability  

Public Health & Healthcare Ecosystem Infrastructure: SHIP objectives prioritize strengthening health delivery 

networks in underserved areas. This ties directly into programs like the Rural Health Transformation Program, 

which funds infrastructural upgrades for rural EMS, mobile crisis units, telehealth platforms, and health 

information technology systems to ensure remote communities stay connected and sustainable.  

https://hfs.illinois.gov/info/fedresctr/ruralhealthtp.html
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Built Environment & Transportation: A primary emphasis of the SHIP framework is addressing geographic 

barriers. Improving rural public transportation networks and local transit routing is vital for enabling consistent 

community access to basic resources, employment, and essential medical care 

Corrective Actions to reduce the level of indirect contributing factors: 

1. Develop a Greene County rural infrastructure priority list identifying critical facility and service 

needs, including Boyd Hospital, GCHD facilities, EMS, fire, police, community buildings, housing, 

transportation, and other essential infrastructure.  

2. Coordinate Greene County partners to pursue state, federal, foundation, and rural transformation 

funding for facility improvements, equipment, transportation, housing, childcare, workforce, and 

essential-service sustainability.  

3. Develop local and regional workforce strategies to recruit and retain nurses, behavioral health 

providers, EMS, firefighters, police, public health staff, educators, childcare workers, and other 

difficult-to-fill rural positions. 

4. Support development of housing and childcare capacity as workforce and health infrastructure, 

recognizing that employees cannot remain or work in Greene County without affordable housing and 

dependable childcare. 

5. Strengthen transportation solutions and regional partnerships for residents who must travel outside 

Greene County for specialty health care, behavioral health, treatment, employment, food, and other 

services.  

6. Support preservation and improvement of essential community facilities and environments, 

including health care/public health facilities, emergency services, housing conditions, sidewalks, 

parks, accessibility, environmental health, and code-enforcement capacity.  

7. Advocate collectively for rural funding and policies that recognize Greene County's small population 

but high cost of maintaining essential services, using local data and documented service gaps to 

demonstrate need. 

Proposed community organization (s) to provide and coordinate the activities: 

Greene County Health Department, in partnership with Greene County elected officials, municipal leaders, state 

and federal legislators, health care organizations, schools, public safety agencies, economic and community 

development organizations, businesses, and other community leaders, will support coordination of Rural 

Community Infrastructure & Sustainability activities. The focus will be on strengthening relationships across 

sectors and levels of government so that Greene County can collectively identify needs, share resources, pursue 

funding, and advocate for the sustainability of essential rural services. 

Existing quarterly community leadership gatherings will provide an important opportunity for leaders to share 

emerging concerns, identify common priorities, coordinate resources, develop collaborative solutions, and 

strengthen relationships. These discussions will help move identified needs beyond individual organizations and 

toward coordinated community action. 

• Strengthen relationships with local, state, and federal elected officials and legislators to increase 

understanding of Greene County's rural infrastructure, workforce, health care, public safety, 

transportation, housing, childcare, and funding needs.  
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• Develop shared advocacy priorities so community organizations and elected leaders can communicate 

consistent messages regarding the needs of Greene County and rural Illinois.  

 

• Coordinate grant writing and funding opportunities across organizations when shared applications, 

partnerships, letters of support, data, or other resources can strengthen funding requests.  

 

• Develop stronger relationships among health care, local government, schools, public safety, economic 

development, businesses, and community organizations to reduce duplication and increase opportunities 

to share workforce, facilities, expertise, data, and other resources.  

 

• Maintain and prioritize identified community infrastructure and sustainability needs so Greene County is 

prepared when state, federal, philanthropic, or other funding opportunities become available.  

 

•  Engage Thomas H. Boyd Memorial Hospital/Boyd Healthcare Services, Jersey Community Hospital, 

GCHD, EMS, fire, police, schools, municipalities, and other essential-service organizations in planning 

for workforce, facility, service, and long-term sustainability needs.  

 

• Connect local leaders with state agencies, associations, regional organizations, and technical-assistance 

resources that can support infrastructure planning, workforce development, grant opportunities, and rural 

systems improvement. 

 

•  Use local data, Community Health Navigation findings, community assessment results, and partner 

experience to demonstrate where infrastructure or service gaps are affecting residents and support 

evidence-based funding and advocacy. 

 

•  Build relationships before a crisis or funding opportunity occurs, allowing Greene County leaders to 

respond collectively when essential services, facilities, workforce, or other community resources are 

threatened.  

 

• Advocate for policies, reimbursement models, funding formulas, and regulatory approaches that 

recognize rural realities, including smaller populations, limited tax bases, workforce shortages, 

geographic distance, aging facilities, and the cost of maintaining essential services.  

 

• Share Greene County successes and challenges with policymakers and statewide partners to help inform 

rural policy and champion rural community systems change. 

Evaluation plan to measure progress towards reaching objectives: 

Annually track identified infrastructure needs, projects initiated or completed, funding pursued and secured, 

essential services maintained or expanded, workforce vacancies and recruitment efforts, 

housing/childcare/transportation improvements, regional partnerships, and documented system or policy 

changes. Review findings with community partners annually to establish priorities for the following year. 
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Sources and Links 

 
Behavioral Risk Factor Surveillance Systems: 

 https://www.cdc.gov/brfss/index.html 

 

Illinois Department of Public Health:  

https://www.dph.illinois.gov/data-statistics 

 

Illinois Youth Survey Greene: 

https://youthsurveytest.web.illinois.edu/wp-content/uploads/2026/07/Cnty26_Greene.html 

 

Illinois Department of Transportation Crash Data: 

 https://idot.illinois.gov/travel-and-maps/safety/crash.html 

 

Institute of Health Metrics and Evaluation, University of Washington:  

http://www.healthdata.org/data-visualization/us-health-map  

 

Greene County, IL Census: https://www.census.gov/quickfacts/fact/table/US/PST045225 

 

 Opioid dashboard:  

https://dph.illinois.gov/topics-services/opioids/idph-data-dashboard.html 

 

The United States Census Data: 

https://data.census.gov/cedsci/   

 

Robert Wood Johnson: 

https://www.countyhealthrankings.org/app/illinois/2021/rankings/greene/county/outcomes/overall/snapshot 

https://www.countyhealthrankings.org/health-data/compare-counties?compareCounties=17061&year=2025 

 

State of Illinois Office of Health Care Regulation, IL Data Portal: https://www.dph.illinois.gov/topics-

services/health-care-regulation   

 

Youth Risk Behavior Survey: 

 https://www.cdc.gov/healthyyouth/data/yrbs/index.htm 

  

 United States Bureau of Labor and Statistics, Injuries, Illnesses, and Fatalities Census of Fatal Occupational 

Injuries:  

https://www.bls.gov/iif/oshcfoi1.htm   

 

 

 

 

https://nam04.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.cdc.gov%2Fbrfss%2Findex.html&data=04%7C01%7Chhinkle1%40uic.edu%7C4b69c0fb6d274dcc7cbd08d92a802e18%7Ce202cd477a564baa99e3e3b71a7c77dd%7C0%7C0%7C637587553419082886%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0&sdata=rP%2FZoQhdjE1h8XV4K5BTt4zF%2FMAKzmL0rQ6w%2FqpOMWk%3D&reserved=0
https://www.dph.illinois.gov/data-statistics
https://youthsurveytest.web.illinois.edu/wp-content/uploads/2026/07/Cnty26_Greene.html
https://idot.illinois.gov/travel-and-maps/safety/crash.html
http://www.healthdata.org/data-visualization/us-health-map
https://www.census.gov/quickfacts/fact/table/US/PST045225
https://dph.illinois.gov/topics-services/opioids/idph-data-dashboard.html
https://data.census.gov/cedsci/
https://www.countyhealthrankings.org/app/illinois/2021/rankings/greene/county/outcomes/overall/snapshot
https://www.dph.illinois.gov/topics-services/health-care-regulation
https://www.dph.illinois.gov/topics-services/health-care-regulation
https://nam04.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.cdc.gov%2Fhealthyyouth%2Fdata%2Fyrbs%2Findex.htm&data=04%7C01%7Chhinkle1%40uic.edu%7C4b69c0fb6d274dcc7cbd08d92a802e18%7Ce202cd477a564baa99e3e3b71a7c77dd%7C0%7C0%7C637587553419072896%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0&sdata=7Xw0ijbNW6FfZiPsaeLmOhjktittyMgkPPr%2BOAxBY3Y%3D&reserved=0
https://www.bls.gov/iif/oshcfoi1.htm
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APPENDIX A- NEEDS ASSESSMENT DATA POSTERS AND QUICK FACTS 
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APPENDIX B-COMMUNITY SURVEY QUESTIONS 
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APPENDIX C- COMMUNITY SURVEY ANALYSIS 
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APPENDIX D- FOCUS GROUP AGENDA AND FACILITATOR GUIDE 
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APPENDIX E- GREENE COUNTY RESOURCE GUIDE 

 

 








































































































































































































































































