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 Introduction	
 

Mercyhealth Javon Bea Hospital (JBH) conducted a Community Health Needs Assessment (CHNA) 
designed to identify health and quality of life issues in the Rockford Region.  This approach identifies 
issues where there are opportunities for improvement in the healthcare delivery system which could 
improve patient care, preventative service utilization and the overall health and quality of life in the 
community. 

Results from this study can be used for strategic decision-making purposes as they relate to the health 
needs of the community and to ensure that programs and services closely match the priorities and 
needs of the Rockford Region. 

In addition, this report has been prepared in compliance with IRS Notice 2011-52 relating to community 
health needs assessment (CHNA) required by Internal Revenue Code Section 501-r-(3).  It includes the 
following components: 

• About Mercyhealth:  A summary of our parent organization, JBH, and a description of the 
community served by JBH  

• Methodology: A description of the process and methods used 
• Community Analysis:  A compilation of data from external sources on a wide variety of 

community health issues and trends 
• Household Survey:  A random survey of residents of the Rockford Region 
• Key Informant Interviews:  Selected community leaders in business, government, healthcare, 

nonprofit, and other community sectors were interviewed as to their views on the health of the 
community and how it can be improved 

• Prioritization of Health-Related Issues: A prioritized description of the health needs identified 
and the reason for prioritization  
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Mercyhealth	Javon	Bea	Hospital	(JBH)	
Mercyhealth Javon Bea Hospital (JBH) offers a comprehensive array of acute inpatient services as well as 
robust outpatient services from two campuses located in Rockford, Illinois. As part of an integrated 
delivery system, the parent company, Mercyhealth, has worked in conjunction with JBH to create 
services to support the hospital and its patients, including a large ambulatory network consisting of 
primary care, specialty care, and urgent care services. In fiscal year (FY) 2019, JBH provided $5.9M in 
charity care services and supported many community projects to promote positive health outcomes in 
the community.  

Community Definition 
For the purposes of this report we define the JBH community as the Rockford Metropolitan Statistical 
Area, which includes Winnebago and Boone Counties. This is where 81% of the patients served by JBH in 
2019 reside. This CHNA refers to the community served by JBH alternately as the Rockford MSA, the 
report area, and the Rockford Region.  

Activities Since Previous CHNA 
An evaluation of the 2017-2020 Implementation Plan and activities taken toward the goals identified in 
JBH’s 2017-2020 CHNA is available in Appendix B. 
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 Methodology	
 

Over the last 12 months, JBH conducted a CHNA by gathering health-related information specific to the 
Rockford region. 

This CHNA was prepared by JBH in collaboration with the Community Health Collaborative, comprised of 
the Winnebago County Health Department (WCHD) and the Rockford Regional Health Council. JBH is a 
steering committee partner in the Rockford Regional Health Council, alongside Boone County Health 
Department, OSF Healthcare, SwedishAmerican Health System, Transform Rockford, United Way of Rock 
River Valley, and University of Illinois College of Medicine Rockford. 

The primary data source for this CHNA was the 2020 Healthy Community Study, published by the 
Community Health Collaborative. As partners in the steering committee for Rockford Regional Health 
Council, JBH participated in the Community Health Collaborative throughout the data collection process 
for the 2020 Healthy Community Study. JBH received input from the Community Health Collaborative 
about resources available to address health issues in the Rockford region, and input from the WCHD 
about the prioritization of community health needs.  

JBH welcomes feedback on our CHNA. Comments can be shared on our website at 
www.mercyhealthsystem.org/contact-us/. JBH received no comments regarding our previous CHNA. 
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 Demographics	
 

Overall	Population	
Population demographics and changes in demographic composition over time play a key role in the 
types of health and social services needed by communities. 
 
The Rockford Region continues to experience significant changes in demographics, racial and ethnic 
composition, and other social determinants that affect the overall health and well-being of residents. 
Many of these changes are a result of the Great Recession that started in 2008.   
 
For the first time since the mid-1980s Illinois residents are moving to other states in larger numbers than 
new residents moving into Illinois, causing a population decline. This is especially true for Winnebago 
County where population numbers are returning to pre-2005 estimates. The population loss is also 
driven by a declining birth rate and an increasing death rate.  
 
Nearly 340,000 people live in the Rockford MSA according to the U.S. Census Bureau ACS 2014-18 5-year 
estimates. The population density for this area, estimated at 427.94 persons per square mile, is greater 
than the national average population density of 91.42 persons per square mile. 

Population	by	Race	
Residents of Winnebago and Boone Counties are primarily White (80.33%) and Black and African 
American (11.19%).  This racial composition has remained relatively consistent over time. 

Hispanic	Population	
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The total Hispanic population for Winnebago and Boone Counties is approximately 47,099.  This 
represents 13.9% of the total population in Winnebago and Boone Counties and is lower than the state 
of Illinois (16.96%) and also lower than the nation (17.8%).  

Population	by	Age	
Each age group has unique health needs. An estimated 23.95% of the population in the report area is 
under the age of 18 according to the U.S. Census Bureau ACS 2014-18 5-year estimates. An estimated 
total of 81,380 youths resided in the area during this time period.  
 

 
 
An estimated 59.76% of the population in the report area is between the age of 18 and 64.  
 

 
 
An estimated 16.29% of the population in the report area is age 65 or older according to the U.S. Census 
Bureau ACS 2014-18 5-year estimates. An estimated total of 55,354 older adults resided in the area 
during this time period.  
 

 
 

Population	by	Age	and	Race/Ethnicity	
New Census Bureau estimates paint a picture of a country with an aging White population and an 
increasingly racially diverse youth.  The demographic trends in the tables below illustrate this. For 
example the median age of Whites in Winnebago County is 43.3, while the median age of Blacks and 
African Americans is 29.4 and Hispanics is 24.4. These demographic trends mean that communities will 
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need to balance these groups’ distinct needs and interests in areas such as healthcare, education, and 
community resources.  
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Population	with	any	Disability	
Disabled persons comprise a unique population that requires targeted community services, specialized 
healthcare, and outreach by providers.  The percentage of the total civilian non-institutionalized 
population with a disability in the report area is 13.56%.  This is higher than both the national rate of 
12.6% and the Illinois rate of 10.92%. 
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Gender	
The gender distribution of residents in the report area has remained consistent from 2010 to 2018.  This 
is consistent with both the state and national rates. 
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Social	and	Economic	Characteristics	
 

Economic and social insecurity often are associated with poor health.  Poverty, unemployment, and lack 
of educational achievement affect access to care and a community’s ability to engage in healthy 
behaviors.  Ensuring access to social and economic resources provides a foundation for a healthy 
community. 

Median	Household	Income	
Median income divides households into two segments, with half of households earning more than the 
median income and the other half earning less. Median income can be a better descriptor than average 
income because it is not skewed by outlier high or low incomes.  

Median household income for Winnebago County was $52,743 in 2018.  This was below both the state 
($63,575) and the nation ($60,293).  This indicator reports median household income based on the 
latest 5-year ACS estimates. This includes the income of the householder and all other individuals 15 
years old and over in the household, whether they are related to the householder or not. Because many 
households consist of only one person, average household income is usually less than average family 
income.   

Median household income for Blacks and African Americans ($29,358) lagged behind Whites ($58,497) 
and Asians ($70,133) in Winnebago County.   

 

Poverty	
Income guidelines for defining poverty are issued each year in the Federal Register by the Department 
of Health and Human Services (HHS). The income guidelines vary based on household size and can be 



14 
 

expressed as a percentage of the federal poverty level (FPL).  The income guidelines are used to 
determine financial eligibility for certain federal programs. The guidelines used to determine 
qualification for federal programs can vary by program.  Programs using the guidelines (or percentage 
multiples of the guidelines — for instance, 125% or 185% of the guidelines) in determining eligibility 
include Head Start, the Supplemental Nutrition Assistance Program (SNAP), the National School Lunch 
Program, the Low-Income Home Energy Assistance Program, and the Children’s Health Insurance 
Program. In general, cash public assistance programs (Temporary Assistance for Needy Families and 
Supplemental Security Income) do not use the poverty guidelines in determining eligibility. 

Within the report area 14.9% or 49,775 individuals are living in households with income below FPL. This 
indicator is relevant because poverty creates barriers to access including health services, healthy food, 
and other necessities that contribute to poor health status. 

 

Uninsured	Population	
Lack of adequate health insurance is a barrier to healthcare. Not having insurance or not having 
adequate insurance coverage impedes access to primary care and preventative services, specialty 
services, and other health services, which in turn can lead to worse physical and mental health. 
 
In the report area, 6.51% of the total civilian non-institutionalized populations are without health 
insurance coverage. The rate of uninsured persons in the report area is less than the state average of 
7.34%.  

 

Unemployment	Rate	



15 
 

Unemployed individuals and their dependents experience worse health outcomes and higher mortality. 
These groups experience barriers to health including reduced access to health insurance, health care 
services, and healthy food. 
 
Total unemployment in the report area in February 2020 was 4.8% of the civilian non-institutionalized 
population age 16 and older (non-seasonally adjusted).  

Over the past 8 years, unemployment rates have decreased.  However, in 2018, unemployment in 
Winnebago County (5.7%) was higher than Illinois (4.3%). 

 

 

Access	to	Food	
Children Eligible for Free/Reduced Price Lunch 
Within the report area 25,960 public school students (47.39%) are eligible for Free/Reduced Price lunch 
out of 54,778 total students enrolled. This population is more likely to have increased needs for health 
access and social supports.   
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Food Insecurity 
Food insecurity is the household-level economic and social condition of limited or uncertain access to 
adequate food.  This indicator reports the percentage of the population with low food access, defined as 
living more than 0.5 miles from the nearest supermarket, supercenter, or large grocery store. Data are 
from the 2017 report, Low-Income and Low-Supermarket-Access Census Tracts, 2010-2015.  

 

Supplemental Nutrition Assistance Program (SNAP) 
This indicator reports the number of SNAP-authorized food stores as a rate per 10,000 people. SNAP-
authorized stores include grocery stores as well as supercenters, specialty food stores, and convenience 
stores that are authorized to accept SNAP (Supplemental Nutrition Assistance Program) benefits. 

 

Housing	Burden	
This indicator reports the percentage of the households where housing costs exceed 30% of total 
household income. This indicator is a measure of housing affordability and excessive shelter costs. The 
percent of households in the report area where housing costs exceed 30% of total household income is 
28.54%, lower than both Illinois (31.19%) and the nation (31.55%). 
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Households	with	No	Motor	Vehicles	
This indicator reports the number and percentage of households with no motor vehicle based on the 
latest 5-year ACS estimates. The percent of households in the report area with no motor vehicle is 
7.92%, which is lower than both Illinois (10.82%) and the nation (8.71%). 
 

 

Education	
Educational Attainment 
Educational attainment has been linked to positive health outcomes and greater likelihood of selecting 
healthy lifestyle choices. Educational attainment is strongly related to higher salaries, more employment 
options and the ability to earn a livable wage.  

Within the report area there are 28,798 persons aged 25 and older without a high school diploma (or 
equivalency) or higher. This represents 12.56% of the total population aged 25 and older.  
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Head Start Program 
Head Start is a program for children under the age of five who live in poverty, with the goal of preparing 
them for kindergarten while also addressing needs such as health care and nutrition.  

This indicator reports the number and rate of Head Start program facilities per 10,000 children under 
age 5. Head Start facility data is acquired from the US Department of Health and Human Services (HHS) 
2018 Head Start locator. Population data is from the 2010 US Decennial Census. 

 

Fourth Grade Reading Proficiency 
This indicator reports the percent of children in grade 4 whose reading skills tested below the 
"proficient" level for the English Language Arts portion of the state-specific standardized test. This 
indicator is relevant to health needs because an inability to read English well is linked to poverty, 
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unemployment, and barriers to accessing health care.  

 

High School Graduation Rates 
Within the report area 74.8% of students received their high school diploma within four years. Data 
represents the 2016-17 school year. 

 

Teen	Births	
Evidence suggests teen pregnancy significantly increases the risk of repeat pregnancy and of contracting 
a sexually transmitted infection (STI), both of which can result in adverse health outcomes for mothers, 
children, families, and communities.  Pregnant teens are more likely than older women to receive late or 
no prenatal care, have eclampsia, puerperal endometritis, systemic infections, low birthweight, preterm 
delivery, and severe neonatal conditions.   

The teen birth rate in Winnebago County (46.30 per 1,000 people) is higher than the teen birth rate in 
Boone County (29.80), Illinois (35.00), and the nation (36.60). The teen birth rate averaged over seven 
year periods in the report area has been trending downward since 2003. 
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Violent	Crimes	
This indicator reports the rate of violent crime offenses recorded by law enforcement. Violent crime 
includes homicide, rape, robbery, and aggravated assault. In the report area, 8,557 violent crimes 
occurred during the 2014-16 three-year period. The violent crime rate of 842.9 per 100,000 people is 
higher than the statewide rate of 420.9 per 100,000 people. 
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 Clinical	Care	
 

Access	to	Primary	Care	
Physicians classified as "primary care physicians (PCPs)" by the American Medical Association include 
General Family Medicine MDs and DOs, General Practice MDs and DOs, General Internal Medicine MDs, 
and General Pediatrics MDs. Physicians age 75 and over and physicians practicing sub-specialties within 
the listed specialties are excluded.  

A PCP provides preventive care, teaches healthy lifestyle choices, identifies and treats common medical 
conditions, and makes referrals to medical specialists when needed. Access to PCPs supports healthy 
communities. Through routine check-ups, primary care can avoid or mitigate potentially serious 
problems.   

As of 2017, the report area had 68.6 PCPs for every 100,000 residents.  Compared to the Illinois rate of 
80.1 and the national rate of 76.6, the report area had a lower rate of access to PCPs.  

 

Access	to	Dentists	
A dentist is defined as having a doctorate in dental surgery (D.D.S.) or dental medicine (D.M.D.), who is 
licensed by the state to practice dentistry and who is practicing within the scope of that license.  

Untreated dental disease can lead to health problems including pain, infection, and tooth loss and can 
impact quality of life.  Although lack of dental providers is only one barrier to accessing oral health care, 
much of the country suffers from shortages. According to the Wisconsin Office of Rural Health, Rock 
County is considered to be a Health Professional Shortage Area (HPSA) for dental services.  

Access to a dentist is measured by the ratio of the population to dentists. In 2017, the report area had 
66.30 dentists for every 100,000 residents.  This is lower than the state (72.60) but higher than the 
nation (65.60).   
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Access	to	Mental	Health	Providers	
Mental health providers include psychiatrists, psychologists, clinical social workers, and counselors that 
specialize in mental health care. Access to mental health providers is measured by the number of mental 
health providers for every 100,000 residents. In 2017, the report area had 167 mental health providers 
for every 100,000 residents, lower than the Illinois (230) and national (202.80) rates. 

 

Diabetes	Management		
In the report area in 2015, 3,214 Medicare fee-for-service beneficiaries with diabetes had an annual 
exam out of 3,705 Medicare enrollees in the report area with diabetes (86.7%).  
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Federally	Qualified	Health	Centers	
Federally Qualified Health Centers (FQHCs) are community-based organizations that provide 
comprehensive primary care and preventive care, including physical, dental, and mental health and 
substance abuse services, to people of all ages. They charge for services on a sliding-fee scale that is 
based on patients' family income and size.  They receive extra funding from the federal government to 
promote access to ambulatory care in areas designated as medically underserved.   

As of November 2019, there were seven FQHCs in Winnebago County and two FQHCs in Boone County, 
or 2.58 FQHCs per 100,000 people. This is lower than the rate of FQHCs per 100,000 for Illinois (3.05) 
and the nation (2.94). 

 

Health	Professional	Shortage	Areas	
This indicator reports the number and location of health care facilities designated as Health Professional 
Shortage Areas (HPSAs), defined as serving an area that has shortages of primary medical care, dental or 
mental health providers. In the report area, there are three total HPSA facility designations, all in 
Winnebago County. 

 

Lack	of	Prenatal	Care	
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Healthy pregnancies support positive birth outcomes. Access to early and regular prenatal care improves 
the chances of a healthy pregnancy.  Winnebago County has a higher percent of mothers with late or no 
prenatal care (5.80%) than Illinois (5.40%), but a lower percent than the nation (17.30%).

 

Preventable	Hospital	Events	
Hospitalization for ambulatory-care sensitive conditions, which are diagnoses treatable in outpatient 
settings, suggests that the quality and/or access of care provided in the outpatient setting were less 
than ideal. It also may suggest a tendency to overuse hospitals as a main source of health care. 
 
The rate of ambulatory care sensitive condition discharges measures the number of hospital stays for 
ambulatory-care sensitive conditions per 1,000 Medicare enrollees.  Hospitalizations for any of the 
following reasons are included in PHS: diabetes with short or long-term complications, uncontrolled 
diabetes without complications and diabetes with lower-extremity amputation, chronic obstructive 
pulmonary disease, asthma, hypertension, heart failure, dehydration, bacterial pneumonia, or urinary 
tract infection.   
 
The report area has a higher ambulatory care sensitive condition discharge rate (55.3 per 1,000) than 
Illinois (54.8) and the nation (49.4). 

 

Prevention	-	Mammogram	
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Research by the American Cancer Institute suggests that mammography screening can reduce breast 
cancer deaths, especially among women aged 50 to 69. In the report area in 2015, 63.91% of women 
aged 67 to 69 reported receiving a mammogram within the past two years, compared to Illinois 
(65.12%) and the nation (63.16%).  
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 Health Behaviors 
 

Alcohol	Consumption	
Excessive alcohol consumption is a risk factor for a number of adverse health outcomes including 
cirrhosis, cancers, hypertension, and untreated mental and behavioral health issues. Approximately 
80,000 deaths are attributed annually to excessive drinking, and it is the third leading lifestyle-related 
cause of death in the United States (CDC, Alcohol & Public Health).   

18.60% of adults aged 18 and older in the report area self-reported heavy alcohol consumption (defined 
as more than two drinks per day on average for men and one drink per day on average for women), 
compared to 20.40% in Illinois and 16.90% in the nation. 

 

Tobacco	Usage	-	Current	Smokers		
Tobacco use is linked to various cancers, cardiovascular disease, and respiratory conditions, as well as 
low birthweight and other adverse health outcomes. The percent of adults in the report area who self-
reported that they are currently smoking cigarettes some days or every day was 2.02%, higher than 
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Illinois (1.50%) and the nation (1.56%). 

 

Physical	Inactivity	
Physical inactivity is linked to diseases such as type 2 diabetes, cancer, stroke, hypertension, 
cardiovascular disease, as well as premature mortality.   
 
In the report area, 23.8% of adults age 20 and older reported no leisure time for activity when asked: 
"During the past month, other than your regular job, did you participate in any physical activities or 
exercises such as running, calisthenics, golf, gardening, or walking for exercise?”.  This is higher than 
Illinois (21.8%) and the nation (22.8%).   
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Health	Outcomes	
 

Obesity	
Obesity places individuals at increased risk for chronic diseases. Overweight is defined as a body mass 
index (BMI) of 25 or higher; obesity is defined as a BMI of 30 or higher.   In 2016, 33.3% of adults aged 
20 and older in the report area self-reported that they have a BMI greater than 30, higher than both 
Illinois (29.4%) and the nation (28.8%).  

 

Cancer	
This indicator reports the age adjusted incidence rate (cases per 100,000 population per year) of cancer 
(all sites) adjusted to 2000 U.S. standard population age groups (Under age 1, 1-4, 5-9 ... 80-84, 85 and 
older). The report area has a higher cancer incidence rate (473.2 per 100,000) than Illinois (466.2 per 
100,000) and the nation (448.0 per 100,000).
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Diabetes	
This indicator reports the percentage of adults aged 20 and older who have ever been told by a doctor 
that they have diabetes. This percent is lower in the report area (8.89%) than in Illinois (9.05%) and the 
nation (9.32%). 

 

Heart	Disease	
Coronary heart disease is a leading cause of death in the U.S. and is connected to high blood pressure, 
high cholesterol, and heart attacks. In Winnebago and Boone Counties, 9,823 (4.0%) of adults aged 18 
and older reported having ever been told by a doctor that they have coronary heart disease or angina, 
higher than Illinois (3.8%) and lower than the nation (4.4%). 

 

High	Blood	Pressure	
In the report area, 71,577 (27.62%) of adults aged 18 and older self-reported having ever been told by a 
doctor that they have high blood pressure or hypertension, lower than Illinois (28.2%) and the nation 
(28.16%). 
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Stroke	–	Mortality		
The rate of death due to stroke per 100,000 population in Winnebago and Boone Counties is 41.6, 
greater than both Illinois (37.88 per 100,000) and the nation (37.1 per 100,000).  

 

Lung	Disease	–	Mortality		
This indicator reports the rate of death due to chronic lower respiratory disease per 100,000 people. The 
lung disease mortality rate is higher in the report area (48.2 per 100,000) than both Illinois (38.46 per 
100,000) and the nation (41.1 per 100,000).   

 

Maternal/Prenatal/Infant	
Infant Low Birth Weight 
Low birth weight infants are at high risk for health problems. This indicator reports the percentage of 
total births that are low birth weight (under 2500g). Winnebago County had a higher percent of low 
weight births (8.5%) than Boone County (7.3%), Illinois (8.4%), and the nation (8.2%).   

 

Infant Mortality 
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Infant mortality is associated with poor access to health care and poor maternal health. This indicator 
reports the rate of deaths to infants less than one year of age per 1,000 births. The infant mortality rate 
for the report area is 7.4 per 1,000 live births, higher than both Illinois (6.9 per 1,000) and the nation 
(6.5 per 1,000).  

 

Behavioral	Health	
Depression – Medicare Population 
This indicator reports the percentage of the Medicare fee-for-service population with depression. In the 
report area, the percentage of the Medicare fee-for-service population who reported experiencing 
depression is 17.7%, higher than Illinois (16.3%) and lower than the nation (17.9%).   

 

Suicide Mortality 
Suicide mortality reports the rate of death due to intentional self-harm (suicide) per 100,000 people. 
Figures are reported as crude rates, and as rates age-adjusted to year 2000 standard per 100,000 
people.  

The Healthy 2020 target for suicide deaths is 10.2 suicide deaths per 100,000 people or less. Boone 
County is better than this target (10.0 per 100,000), but Winnebago County is worse (13.6 per 100,000). 
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Sexually	Transmitted	Diseases	
Chlamydia Incidence  
This indicator reports incidence of chlamydia cases per 100,000 people. The incidence of chlamydia in 
the report area (595.0) is higher than both Illinois (561.4) and the nation (497.3).

 

Gonorrhea Incidence 
This indicator reports incidence of Gonorrhea cases per 100,000 people. The incidence of gonorrhea in 
the report area (217.2) is higher than both Illinois (164.8) and the nation (145.8). 

 

HIV Prevalence 
This indicator reports prevalence of HIV per 100,000 people. HIV is a life-threatening communicable 
disease that disproportionately affects minority populations and may also indicate the prevalence of 
unsafe sex practices. The prevalence of HIV in the report area (144.54 per 100,000) is lower than both 
Illinois (330.1 per 100,000) and the nation (362.3 per 100,000). 
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Household	Survey	
 

Introduction	
The Rockford Regional Health Council, in partnership with the Community Health Collaborative, 
commissioned a 2020 Healthy Community Survey. The survey was conducted by the Region 1 Planning 
Council. The full 2020 Healthy Community Study is available on the Mercyhealth website as well as 
www.rockfordhealth.org.  

Sample Size 
The 2020 Healthy Community Survey received 1,677 responses from all of the survey samples combined.  

Data Collection 
The survey was available both on paper and digitally, as well as in English and Spanish, from February 2, 
2020 to March 31, 2020. 

The survey (see Appendix C for a copy of the survey) used a mixed methodology design. This included a 
random sample survey that was sent out via email and a paper survey. Utilizing a third-party vendor, the 
Region 1 Planning Council purchased a list of 13,000 emails and physical addresses of Boone and 
Winnebago County residents. 

To encourage input from medically underserved populations, the paper survey was also distributed at 
the following sites with the goal of reaching low-income and minority respondents: 

• 3rd Grade Classrooms (for Parents/Guardians) 
o Harlem School District 
o Belvidere School District 

• Public Housing Providers 
o Rockford Housing Authority 
o Winnebago County Housing Authority 
o Zion Development 

• Pop-Up Event Locations 
o Crusader Clinics  

§ Four sites across Winnebago County 
o Northern Illinois Food Bank’s Mobile Food Pantry in Winnebago County 
o KFACT 

Furthermore, the survey was also distributed via Facebook as a result of the COVID-19 pandemic, which 
impeded the ability to solicit in person responses.  

Due to the sensitive nature of the information collected on the survey, the survey was conducted 
anonymously and respondents were not required to answer any question on the document if they did 
not wish to do so.  
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The remainder of the Household Survey section of the JBH CHNA is taken with permission from Vol 1: 
Community Themes and Strengths Assessment 2020 Healthy Community Study which was published by 
the Community Health Collaborative in 2020.   

Self-Reported	Health	Status	
The survey sought to determine the general health status of residents throughout the region by asking 
survey respondents to rate their own health. Overall, the highest percentage of respondents across all 
survey samples (23%) described their health as okay, or 3 out of 5 on a simple Likert scale. Only 11% 
described their health as excellent. Less than 1% of the total sample described their health as poor, 
regardless of race, income, or education level. In fact, 6 of the 8 (75%) groups surveyed had no 
respondents who described their health as poor. 

Most	Important	Community	Issues	
A similar question for the most important community issues showed that those surrounding violence 
were the concerns of highest importance. 
Gangs (7%), Violence (8%), and 
Neighborhood Safety (7%) were among 
the most frequently selected issues. An 
Unhealthy Environment (8%) and Obesity 
(7%) were also similarly frequently 
selected, however, these were picked at a 
much higher rate among the Facebook 
sample Literacy (4%),  
School Graduation Rates (3%), and  
Economic Discrimination (3%) were the picked at  
the lowest frequency. 

Health	Insurance	and	Dental	Insurance	
The survey included items designed to assess the adequacy of medical, dental, and behavioral health 
insurance coverage throughout the region. Specifically, the survey included a 2-part question, for which 
the first part read Do you have insurance that pays all or some of your health care costs?. Responses 
were divided into 3 columns, medical, dental, and mental health/substance abuse costs. Respondents 
were asked to select one choice in each column from the following responses: Yes, I have insurance, No, 
I do not have insurance, Not sure, and I don’t need/want insurance. For this part of the question, 79% 
of respondents from all samples stated that they have some kind of medical insurance whereas only 
69% reported having dental insurance. 
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Access	to	Medical	Care	
The survey examined the experiences of residents in the 
region and their ability to access healthcare when they 
needed it. To measure this, the survey posed the question In 
the past 12 months, have you been able to get medical care? 
along with the same question for dental care and mental 
health/ substance abuse care. Respondents were asked to 
rate their overall experience over the past year by making 
one selection from a Likert scale with options ranging from    
1 to 5, with 1 representing I am unable to get care, 3 being I 
could sometimes get care / Not sure and 5 being I am always 
able to get care. Responses were encouraging and suggested 
that residents in the region were able to access medical care 
when they needed it, with 1 being the least frequently 
chosen response across all samples. In fact, less than 1% of all 
respondents responded they could not get medical care, 
regardless of sample source. Between 80 - 90% of 
respondents also reported that they were able to get care 

(score of 4 or 5) when they needed it. 

Although these results are generally positive and suggest that healthcare is available in the region, there 
did appear to be a difference in access to medical care between cohorts based on race/ethnicity, 
household income, and level of education. Upon closer examination, racial/ethnic minority groups 
reported having less access to medical care than white respondents. In fact, in comparison to all other 
race/ ethnicities, Whites selected 1 & 2 half as often as Black and African American and Hispanic 
respondents and selected 4 & 5 at least 10% or more frequently than other race/ethnic groups. 

Reported Medical Insurance Coverage 
Across All Survey Samples 

Reported Dental Insurance Coverage 
Across All Survey Samples 

Ability to Access Medical Care Over the Past 
Year 
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Education level was also correlated with access to medical care, as was income level. Respondents with 
any level of college education reported a consistently higher level of access to medical care (score of 4 & 
5) than respondents without. Respondents with a bachelor’s degree or higher reported consistently less 
frequent of not being able to access medical care (score of 1 & 2) than respondents without. Household 
income showed a similar relationship to medical care access, with the greatest differences seen 
between respondents with income levels at or above $75,000 and those with incomes below that. The 
only income cohort that did not align with this trend was the cohort of people between $35,001- 
$50,000. For some reason, this cohort appeared to have better access to medical care than would be 
expected based on the trends seen in other income groups. 

Access	to	Dental	Care	
Dental care proved to be less accessible than medical care for all 
samples. While the majority of respondents reported having access 
to dental care (over 80% answered 4 or 5), the percentage of 
respondents who said that they could not get dental care (score of 1 
or 2) was higher than the percentage of respondents that could not 
get medical care (8% versus 3%, respectively).This difference could 
be related to the lack of availability of dentists in the region that 
accepts Medicaid/Medicare as a source of insurance. While finding 
a provider that accepts Medicaid/Medicare is an issue for all kinds 
of healthcare, the Rockford Region has far fewer dentists that 
accept public aid than doctors.  

 

 

Access	to	Medications	
The survey sought to measure whether or not residents in the 
region were able to access prescription medications or if cost 
was preventing people from getting the medications they 
need. Given that a report from 2019 revealed that 30% percent 
of Americans who take prescription medicine say their out-of-
pocket cost for a drug they regularly take has increased in the 
past year, we expected to see this as a barrier for residents of 
the Rockford Region as well. 

This report went on to say that of those that saw price 
increases, 12% said their drug costs went up by $100 or more. 
This is a significant issue that can influence health outcomes 
and has a direct link to the social determinants of health 
discussed earlier. Studies showed that when people saw spikes 
in their out-of-pocket costs for prescription medications, they 

Dental Care Access Over the Past Year 

Prescription Affordability 
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were almost twice as likely to not fill a prescription, forgo other necessary medical treatments or tests, 
cut back on groceries, or get a second job. 

In order to assess the impact of the issue in the Region, HCS respondents were asked During the past 12 
months, have you been unable to get or fill a prescription because you could not afford it?. The 
answers available were in the form of a 1 – 5 scale with 1 meaning, No, I cannot afford prescriptions 
and 5 meaning, Yes, I am always able to afford prescriptions. Fortunately, the majority of respondents 
from all samples reported being able to access prescriptions. However, respondents in the outreach and 
Facebook samples more frequently gave responses toward the lower end of the scale than those in the 
random sample, which makes sense given the demographics of each sample showing that the random 
sample respondents had a higher household income than the other samples. Even so, options 1 and 2 
were only selected about 10% of the time or less. 

However, the middle response (3, I could sometimes get care/ Not sure) was a relatively common 
response, particularly among the Facebook sample and the outreach sample, being selected 22% and 
17% of the time, respectively, suggesting that while cost is not always a barrier to accessing 
prescriptions, people in the region, (particularly groups with more low-income and minority 
respondents) are sometimes not able to get them. 

Mental	Health	
Of the respondents, just over 60% answered the behavioral and mental health questions. Of the total 
population: 

• A quarter (27%) reported at least 1 mental illness or behavioral health issue 
• 30% of respondents were male and 70% were female 

The region’s rates are comparable to State and National findings, which show that 1 in 5 adults have 
been diagnosed with depression or a related disorder. Of those that responded, the disorders with the 
highest rates among adults of all ages were: 

• Anxiety (19%) 
• Depression (17%) 
• Post-traumatic stress disorder (PTSD) (7%) 
• Attention-deficit disorder (ADD)/Attention-deficit hyperactivity disorder (ADHD) (6%) 
• Bipolar disorder (manic- depressive) (6%) 
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Key	Informant	Interviews	
 

Introduction	
The purpose of key informant interviews is to collect information from a wide range of people—
including community leaders, professionals, or residents—who have first-hand knowledge about the 
community. These community experts, with their particular knowledge and understanding, can provide 
insight on the nature of problems and give recommendations for solutions.  The Community Health 
Collaborative conducted a Local Public Health System Assessment to promote continuous improvement 
among all public health system partners, and stakeholders in Winnebago County.  

The process began with invitations to Winnebago County organizations to participate in this discussion 
of the 10 Essential Services of the Local Public Health System (LPHS). In total 38 organizations attended 
to evaluate the current status of the LPHS across these 10 identified services. Table top discussions were 
held to examine the strengths, weaknesses, and opportunities for growth among each area of service. 
Finally, these areas were rated to determine the priority level of each essential service. 

The local public health system is represented with the following diagram: 

 

The remainder of the Key Informant Interviews section of the JBH CHNA is taken with permission from 
Vol 1: Community Themes and Strengths Assessment 2020 Healthy Community Study which was 
published by the Community Health Collaborative in 2020.   
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Methodology	
The session was held on January 15th, 2020 at the Klehm Arboretum. For a full list of participants see 
Appendix F. The full description of the methodology and findings can be found in 
https://mercyhealthsystem.org/wp-content/uploads/2021/04/2020-Community-Analysis-Report.pdf   

In order to conduct the NACCHO standard LPHSA survey with the agency and community groups, the 
PollEverywhere application was selected.  This tool allowed for participants to respond in real-time using 
a downloaded application, text or web-based survey instrument. The session was facilitated by WCHD 
staff, and participants were led through each of the 10 Essential Services one-by-one.   

 

 

 

Each Essential Service had specific survey questions.  Participants were asked to rate how well the public 
health system was being carried out at the community/system level.  The table below shows the 
possible responses and ratings. 

 

The 10 Essential Public Health Services 

1. Monitor health status to identify community health 
problems 

2. Diagnose and investigate health problems and health 
hazards in the community 

3. Inform, educate and empower people about health 
issues 

4. Mobilize community partnerships to identify and solve 
health problems 

5. Develop policies and plans that support individual and 
community health efforts 

6. Enforce laws and regulations that protect health and 
ensure safety 

7. Link people to needed personal health services and 
assure the provision of health care when otherwise 
unavailable 

8. Assure a competent public health and personal health 
care workforce 

9. Evaluate effectiveness, accessibility, and quality of 
personal and population-based health services 

10. Research for new insights and innovative solutions to 
health problems. 
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Responses were tabulated and shared with participants; table-top discussions focusing on strengths, 
weaknesses as well as short- and long-term opportunities for improvement were then held before 
moving on to the next Essential Service 

In addition to the Collaborative/Agency session, a separate LPHSA exercise was conducted with WCHD 
staff on January 30, 2020.  The structure for this was modified and employees were asked to complete 
the Poll Everywhere survey prior to attending the meeting.  During the meeting the results were shared 
for each of the 10 Essential Services and then table-top discussions were held to discuss strengths, 
weaknesses and opportunities. 

Results were summarized and presented to the Community Health Collaborative Partner Steering 
Committee on February 12, 2020. 
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Current	Performance	of	Essential	Services	
In addition to the questionnaire regarding current performance on the Essential Services, a Prioritization 
Questionnaire was also used with both groups.  This allowed participants to rate each of the standards 
on a scale of 1-10, where 10 is the highest priority.  Combining performance ratings with prioritization 
levels helps the Collaborative and the community determined performance improvement opportunities 
for the future. 

Collaborative and Community Session 
(Community) 
All Essential Services and their subdomains 
were rated on a 5-point scale. Overall 
performance ratings by Essential Service 
showed that Diagnose and Investigate (2), 
Enforce Laws (6) and Evaluate 
Effectiveness (9) scored highest.  

 

 

 

WCHD Internal Session 
Overall, WCHD staff rated current 
performance highest for Essential Service, 
Diagnose and Investigate (2).  Develop 
Policies (5) and Inform & Educate (3) were 
next highest rated. 

 

 

 

  
0 1 2 3 4 5

Essential Service Overall Averages
1. Monitor Health Status

2. Diagnose & Investigate
3. Inform, Educate and Empower…

4. Mobilize Community Partnerships
5. Develop Policies

6. Enforce Laws
7. Link to/Provide Care

8. Assure Competent Workforce
9. Evaluate Effectiveness,…

10. Research for New Insights

WCHD - Current Status by Essential Service (5 point scale)
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Essential	Services	Prioritization	
In addition to the questionnaire regarding current performance on the Essential Services, a Prioritization 
Questionnaire was also used with both groups.  This allowed participants to rate each of the standards 
on a scale of 1-10, where 10 is the highest priority.  Combining performance ratings with prioritization 
levels helps the Collaborative, and the community, determine performance improvement opportunities 
for the future. 

 

Comparing the results of the Community LPHSA on performance and priority level with the WCHD 
ratings of the same factors, there were generally similar ratings for performance and ranking, but overall 
the WCHD staff scored higher based on their perceptions. 
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Assessed Performance 

Level (5 Point Scale) 
Priority Level  

(10 point scale) 
Model Standards by Essential Services Community Internal Community Internal 
1.1 Community Health Assessment 3.01 3.26 8.06 8.77 
1.2 Current Technology 2.76 3.13 7.72 9.26 
1.3 Registries 2.81 3.23 7.72 8.74 
          
2.1 Identification/Surveillance 3.05 3.46 8.73 9.76 
2.2 Emergency Response 3.28 3.53 9.29 9.83 
2.3 Laboratories 3.63 3.44 8.58 9.36 
          
3.1 Health Education/Promotion 2.75 3.20 8.56 9.39 
3.2 Health Communication 2.61 3.18 8.11 9.17 
3.3 Risk Communication 2.86 3.35 8.18 8.89 
          
4.1 Constituency Development 2.73 3.04 7.67 8.74 
4.2 Community Partnerships 2.61 3.22 8.2 9.39 
          
5.1 Governmental Presence 2.98 3.29 6.82 8.24 
5.2 Policy Development 2.77 3.10 7.5 8.81 
5.3 CHIP/Strategic Planning 2.69 3.13 7.44 8.39 
5.4 Emergency Plan 3.26 3.49 8.95 9.80 
          
6.1 Review Laws 3.07 3.32 8.06 9.27 
6.2 Improve Laws 2.88 2.98 8.11 9.15 
6.3 Enforce Laws 3.00 3.35 8.49 9.47 
          
7.1 Personal Health Service Needs 3.02 3.06 8.94 9.45 
7.2 Assure Linkage 2.91 3.04 8.85 9.23 
          
8.1 Workforce Assessment 2.61 2.85 7.58 8.69 
8.2 Workforce Standards 3.31 3.38 7.79 9.11 
8.3 Continuing Education 2.92 2.88 7.92 9.51 
8.4 Leadership Development 2.79 2.92 7.42 8.93 
          
9.1 Evaluation of Population Health 2.92 2.96 7.81 8.92 
9.2 Evaluation of Personal Health 3.12 3.06 7.71 9.03 
9.3 Evaluation of LPHS 2.89 3.09 8.23 9.16 
          
10.1 Foster Innovation 2.80 2.79 7.59 7.73 
10.2 Academic Linkages 2.87 2.97 8.02 8.76 
10.3 Research Capacity 2.77 2.92 7.45 8.50 

Average Overall Score 2.92 3.15 8.05 9.05 
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Focus	for	Improvement	
Based upon the combined ratings and prioritization exercises by the Community and WCHD, the results 
of these surveys were plotted on a matrix to help identify areas of opportunity.  The chart below shows 
the matrix combining both surveys from the two LPHSA sessions. The area of highest priority, with the 
greatest need for performance improvement was charted in the upper, left-hand, quadrant and 
identified as Focus on Improvement category. 

 

Both the Community and WCHD (Internal) identified the following items as Focus on Improvement: 

• 6.2 Improve Laws 
• 7.2 Assure Linkage (Personal Health) 
• 9.3 Evaluation of Local Public Health System 
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Based on these findings, the Community Health Collaborative recommended that these factors be 
considered as focal areas in the next stages of the Community Health Collaborative’s efforts. 

Prioritization	of	Health-Related	Issues	
 

Of the three focus areas of the Community Health Collaborative identified above, JBH is best able to 
impact 7.2 Assure Linkage (Personal Health), which centers on ensuring access to health care services. 

With this focus in mind, JBH representatives considered the above findings surrounding health needs in 
the Rockford Region to identify what we consider to be the most significant health needs. 

The significant health needs are as follows: 

1. Improve the general health of individuals living in the primary service area 
2. Improve behavioral health status of community members 
3. Improve the health status of individuals with chronic illnesses and promote healthy lifestyles 

through educational offerings 
4. Improve the health of patients with specific needs, including geriatric health needs and 

substance abuse 
5. Reduce likelihood of opioid addiction beginning and/or continuing 
6. Maintain active involvement in Vermont Oxford Collaborative (VON) to promote quality 

outcomes in the Neonatal Intensive Care Unit (NICU) 
7. Maintain commitment to the women and children of this community as a provider of 

comprehensive tertiary services (including perinatal, maternal, and neonatal services and ensure 
excellent outcomes for mothers and infants) 

8. Provide job training and employment opportunities to disabled young adult community 
members 

9. Respond to COVID-19 to effectively care for the needs of our community and to ensure up-to-
date education and preparedness during a pandemic (the pandemic began after the CHNA 
research was completed, and was determined by JBH to be a priority for the community). 

All significant health needs identified above are addressed in the Implementation Plan for this CHNA, 
which details how JBH intends to respond to these needs over the next three years (Appendix A). The 
Implementation Plan in Appendix A was approved by the Mercyhealth Board of Directors on June 17, 
2020. 
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Appendix A 
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Appendix B 

Actions Related to Javon Bea Hospital 2017-20 Implementation Plan 

General Health 
Strategy #1:  Improve the general health of individuals living in the primary service area.  

Access to Care  
Continue to develop and offer various access sites and venues for primary care (adult and pediatric) 
medical services 

• Expand primary care services via additional providers and sites and maintain convenient care 
locations and expanded hours throughout the community 

o Mercyhealth Alpine facility opened in 2018,  this 20,000-square-foot facility expands 
access to high-quality health care for all ages and houses the new Mercyhealth Family 
Medicine Residency Program which began in 2019 

o Mercyhealth Roscoe facility was completed in 2016, the renovated and expanded 22,000-
square-foot site hosts an array of services for adults and children. 

§ Urgent Care began to offer extended hours Monday-Friday, 8 am to 8 pm and 10 
am to 4 pm Saturday and Sunday 

o Mercyhealth Cherry Valley opened in 2016, this 8,000-square-foot facility brings 
exceptional health care to the southeast quadrant of Rockford 

o Mercyhealth Mulford was remodeled and completed in summer of 2019, this 25,000-
square-foot clinic hosts the new Mercyhealth Internal Medicine Residency program 
which began in 2019. 

o Mercyhealth Perryville Urgent Care hours are 7 am to 9 pm Sunday- Saturday 
o Mercyhealth has brought 250 primary and specialty care physicians, as well as new 

programs and services to the Rockford Region through services such as: 
§ Mercyhealth Orthopedic Institute 
§ Mercyhealth REACT- an MD-1 Emergency Response Program 
§ EMT training and certification program through the Javon Bea Hospital and 

Physician Clinic- Rockton 
§ Mercyhealth Heart and Vascular Institute now offers the smallest pacemaker to 

patients, the first in the area to offer the procedure 
o Mercyhealth- Crystal Lake Hospital planned to open Summer 2023 
o InQuicker is now implemented at both JBH campuses 
o Telehealth services are now offered 

Establish FP and IM residency programs in Rockford 

• Began summer of 2019 
o 39 IM residents as of July 2021 
o 24 FP residents as of July 2021 

Support Bridge Clinic services for non- and under-insured patients who do not qualify for government 
programs 
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• Clinic offered every Saturday morning in collaboration with First Presbyterian Church/ Second 
Congregational Church with no appointments need 

o This program is ongoing as of 2020 

Modernize Facilities 
Continue to invest in and modernize the Rockton campus in order to serve the needs of west-side 
residents 

• Multi-year plan defining campus investment developed and implemented in 2018 
o Cancer center completed in 2017 
o Helicopter pad completed in 2018 
o Orthopedic Center of Excellence completed in 2017 
o Paramedic and EMS training facility expanded in 2016 
o Ground level renovations completed across the 626,000-square-foot campus 
o Medical/Surgical units renovations completed May 2020 
o New endoscopy center under development and scheduled to be completed 2020/2021 
o Subacute unit currently under development and scheduled to be completed 2020/2021 
o Improvements to the Behavioral Health Unit for 2020 

Complete Riverside campus implementation plan 

• The Javon Bea Hospital – Riverside Campus, a 188 bed Adult, Women’s and Children’s Hospital 
and MOB 

o Opened on January 5th, 2019 

Pediatric Health 
As the main provider of pediatric services in the community, continue to develop and offer state-of-the-art 
pediatric programs and services 

• The Javon Bea Hospital – Riverside Campus is a certified Women’s and Children’s Hospital 
o Opened on January 5th, 2019 

Provide free dental and immunization services to uninsured and under-insured children through the 
Ronald McDonald mobile unit 

• Coverage provided to the following counties: 
o Winnebago 
o Boone 
o Lee 
o Ogle 
o Stephenson 

• 12,281 visits with 9,999 patients conducted across the entire Mercyhealth System as of 2019 with 
$2,337,193 in free care provided 2003-2019 

• 251 dental cases treated in 2019 
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Women’s Health 
Continue to partner with A Silver Lining Foundation to provide free breast health services to un-  and 
under-insured women 

• 725 women have received 890 free breast related services between 2012-2020 
• Program expanded to Bridge Clinic patients and is offered at the Rockton Ave. Mammography 

Department once a month starting fall 2016 

Lung Health 
Develop a comprehensive multidisciplinary lung service designed to detect and treat lung cancer at earlier 
stages and reduce lung cancer mortality.  

• 576 LDCTs were performed between March 2015- December 2016 
• High risk patient screening protocol was implemented 
• The program will include the following services: 

o Low dose radiation lung screening to high risk individuals 
o Smoking cessation services 

§ Tobacco registry created 
§ Smoking cessation program developed and implemented 

o Nodule Clinic 
o Navigational bronchoscopy implemented 
o Minimally invasive thoracic services 

§ daVinci minimally invasive thoracic surgical service developed and implemented 
in 2018 

o Medical Oncology services 
§ New cancer infusion center developed  

Stroke Identification and Treatment 
Continue to advance services around the early identification and treatment/intervention of strokes 

• Become Joint Commission Comprehensive Stroke Center to offer 24/7 in-house interventional 
capabilities 

o Joint Commission Certified Primary Stroke Center certification was renewed in 2016 and 
maintains the designation as of 2020 

• Provide education to community to improve public awareness around early stroke detection 
o Two educational events are held each p year 
o Conduct smaller presentations at senior living centers, church groups and other venues 

Education 
Continue to offer a wide array of community educational health and screening programs 

• Women’s Center programs- Dani 
o Community outreach with: 

§ Silver Lining 
§ City Market  
§ Chamber of Commerce  
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§ High School Expos 
o Molina Baby Shower 
o Breast Cancer Walks 
o Hosting our own breast cancer support group. 

Behavioral Health 
Strategy #2: Improve behavioral health status of community members 

Inpatient Services 
Continue to provide inpatient behavioral medicine services to area residents 

• Full complement of inpatient services offered at the Javon Bea Hospital- Riverside Campus 
o Opened on January 5th, 2019 

Identification 
Proactively identify individuals at high-risk for mental health disorders at early states of illness to provide 
early intervention treatment 

• Depression screening tool administered to the following patients 
o All adults over the age of 18 on an annual basis via primary care and obstetrician 

practices 
o All perinatal and post-partum patients via obstetric and pediatric practices are screened 

for 1 month post-delivery 
o All teenagers via primary care and pediatric physician practices are screened at their 

annual visit 
o Psychiatric assessment performed in Emergency Department to properly identify  the 

level of care necessary and provide education information and/or appropriate referrals to 
Mercyhealth or community Behavioral Health Programming 

• Participation Zero Suicide initiative 
o This screening tool utilizes PHQ-2 and was rolled out the across the entire Mercyhealth 

System. It currently has a 90%+ completion rate in the system, this is considered a 
successful implementation 

Improve the behavioral and overall health status of the elderly population by working closely with 
individuals, their families and various community resources to keep individuals in their homes.  

• Continue to secure grant funding to implement Money Follows the Person Program 
• Maintain and promote home health services as a resource to individuals and family members 

Chronic Disease Prevention 
Strategy #3:  Improve the health status of individuals with chronic illnesses and promote healthy 
lifestyles through educational offerings 
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Chronic Disease Management Measurement and Impact 
Collaborate and foster engagement with patients and families through Medicare ACO and through patient 
centered medical home to proactively manage and improve the chronic disease state of our patients 

• All registry patients tracked by coordinator to ensure various indicators are monitored and 
appropriate ambulatory interventions are provided as needed 

o The following registries were established: 
§ Asthma 
§ Congestive Heart Failure 
§ Depression 
§ Diabetes 
§ Hypertension 
§ Melanoma 

• Implement Medicare ACO Wellness visit protocols to proactively manage health of Medicare 
patients 

o Protocol implemented in FY2016 
• Cardiac support group held at Rockton Ave. campus on the 4th Wednesday of every month 

Chronic Conditions in Geriatric and Palliative Care 
Develop clinical team to work exclusively with nursing home patients to ensure appropriate transitional 
care and manage and provide interventions as necessary for various acute and chronic diseases 

• Develop Post-Acute Care team to work with designated partner nursing homes 
• Monitor admission and readmission rates by nursing home 

o Completed through March 2020 
• Began utilizing NIV non-evasive ventilators 

Develop multidisciplinary palliative care services on both an in- and outpatient basis to formulate plans of 
care, identify resources, and provide support for both patients and families for various chronic and acute 
disease states 

• Program established 

Women’s and Children’s Health 
Strategy #4:  Maintain commitment to the women and children of this community as the 
exclusive provider of comprehensive tertiary services (including perinatal, maternal, neonatal and 
pediatric intensive care services) and ensure excellent outcomes for mothers, infants and children 

High Risk Patients 
Recognizing the number of children born to indigent situations, identify high-risk situations and provide 
appropriate resources by identifying local resources, developing and fostering  collaborative 
arrangements, and offering streamlined referrals for the following services 

• Nutrition and dietary 
• Mental health counseling via social workers 
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• WIC program 
• WCHD Better Births Outcome Program 

Engage all obstetricians and midwives in plan to improve OB and NICU outcomes through excellent 
evidence based prenatal care/interventions 

• All prenatal patients screened for diabetes at determined intervals based on best practice 
• All prenatal and post-partum patients screened for depression. Screen provided to new mothers at 

time of first-time newborn check with pediatricians to ensure all patients are captured regardless 
of where infant is delivered 

• Javon Bea Hospital continues to participate in the Vermont Oxford Network (quality NICU 
collaborative) program as of 2020 which is used to monitor outcomes against national 
benchmarks and to continually improve and implement evidence based protocols 

o Current Bundles include: 
§ Reducing chronic lung 
§ Improve communication and team work in the NICU 
§ Brain injury and whole body cooling protocols 

o Participated in Hypertension bundle all of 2017 and now in the maintenance portion of 
the program 

Community Provider 
As the main provider of pediatric services in the community, continue to develop and offer state-of-the-art 
pediatric programs  

• The Javon Bea Hospital – Riverside Campus is a certified Women’s and Children’s Hospital and 
MOB 

o Opened on January 5th, 2019 
• Establish partnership with Anne and Robert H. Lurie Children’s Hospital to enhance ambulatory 

and hospital services to children and their families 
o Lurie partnership was established and implemented in fall of 2018 and is continued as of 

2020 
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Appendix C 
Copy of the Community Health Study Survey
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Appendix D 
Demographics of Respondents for Community Health Collaborative Survey to Rockford Community 

Residents  
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Appendix E 
Team of Individuals Responsible for the Preparation of the Rockford Community Health Needs 

Assessment 
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Appendix F 
Participants in Community Health Collaborative Partner Steering Committee January 15th, 2020 for the 

Key Informant Interviews 

• Alpine Academy 
• Aunt Martha’s 
• Boone County Health Department 
• Children’s Home & Aid 
• City of Rockford Head Start 
• Community Foundation of Northern Illinois 
• Crusader Clinic 
• Easter Seals 
• Goodwill 
• Harlem School District #122 
• Illinois Department of Public Health 
• Medina Nursing Center 
• NAMI Northern Illinois 
• OSF Health System 
• OSF Lifeline 
• Pecatonica Community School District 
• Prairie State Legal 
• R1 Regional Planning 
• RAMP  
• Rockford Regional Health Council 
• Rockford Rescue Mission 
• Rock Valley College 
• Rockford Sexual Assault Counseling 
• Rockford Public Schools 
• Rockford Fire Department 
• Rosecrance 
• South Beloit 
• Stepping Stones 
• SwedishAmerican Health System 
• University of Illinois College of Medicine 
• University of Illinois Extension Education 
• Youth Services Network 
• Winnebago County Board 
• Winnebago County Medical Society 
• Winnebago County Sheriff’s Office 
• Winnebago County State’s Attorney 
• Winnebago County Health Department 

 


