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About This Assessment  

This Community Health Needs Assessment is a systematic, data-driven approach to determining the health 

status, behaviors and needs of residents in the service area of Adventist La Grange Memorial Hospital.  

Subsequently, this information may be used to inform decisions and guide efforts to improve community health 

and wellness.   

A Community Health Needs Assessment provides information so that communities may identify issues of 

greatest concern and decide to commit resources to those areas, thereby making the greatest possible impact 

on community health status. 

This assessment was conducted on behalf of Adventist La Grange Memorial Hospital as part of a larger project 

sponsored by the Metropolitan Chicago Healthcare Council (MCHC) by Professional Research Consultants, 

Inc. (PRC).  PRC is a nationally-recognized healthcare consulting firm with extensive experience conducting 

Community Health Needs Assessments such as this in hundreds of communities across the United States 

since 1994. 

Methodology  

This assessment incorporates data from both quantitative and qualitative sources.  Quantitative data input 

includes primary research (the PRC Community Health Survey) and secondary research (vital statistics and 

other existing health-related data); these quantitative components allow for comparison to benchmark data at 

the state and national levels. Qualitative data input includes primary research gathered through an Online Key 

Informant Survey of various community stakeholders. 

PRC Community Health Survey  

Survey Instrument 

The survey instrument used for this study is based largely on the Centers for Disease Control and Prevention 

(CDC) Behavioral Risk Factor Surveillance System (BRFSS), as well as various other public health surveys 

and customized questions addressing gaps in indicator data relative to health promotion and disease 

prevention objectives and other recognized health issues.  The final survey instrument was developed by the 

Metropolitan Chicago Healthcare Council (MCHC) and PRC.  

Community Defined for This Assessment 

The study area for the survey effort (referred to as the ñAdventist La Grange Memorial Hospital Service Areaò in 

this report, or ñALGMH Service Areaò) is comprised of 35 residential ZIP Codes based on patient origination.  

This area definition is illustrated in the following map.  
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Sample Approach & Design 

A precise and carefully executed methodology is critical in asserting the validity of the results gathered in the 

PRC Community Health Survey.  Thus, to ensure the best representation of the population surveyed, a 

telephone interview methodology ð one that incorporates both landline and cell phone interviews ð was 

employed.  The primary advantages of telephone interviewing are timeliness, efficiency and random-selection 

capabilities. 

The sample design used for this effort consisted of a sample of 411 individuals age 18 and older in the ALGMH 

Service Area.  Because this study is part of a larger effort involving multiple regions and hospital service areas, 

the surveys were distributed among various strata.  Once the interviews were completed, these were weighted 

in proportion to the actual population distribution so as to appropriately represent the ALGMH Service Area as 

a whole.  All administration of the surveys, data collection and data analysis was conducted by Professional 

Research Consultants, Inc. (PRC).  

For statistical purposes, the maximum rate of error associated with a sample size of 411 respondents is ±4.9% 

at the 95 percent level of confidence. 

Sample Characteristics 

To accurately represent the population studied, PRC strives to minimize bias through application of a proven 

telephone methodology and random-selection techniques.  And, while this random sampling of the population 

produces a highly representative sample, it is a common and preferred practice to ñweightò the raw data to 

improve this representativeness even further.  This is accomplished by adjusting the results of a random 

sample to match the geographic distribution and demographic characteristics of the population surveyed 

(poststratification), so as to eliminate any naturally occurring bias.   
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The following chart outlines the characteristics of the ALGMH Service Area sample for key demographic 

variables, compared to actual population characteristics revealed in census data.  [Note that the sample 

consisted solely of area residents age 18 and older; data on children were given by proxy by the person most 

responsible for that childôs healthcare needs, and these children are not represented demographically in this 

chart.] 

 

Population & Survey Sample Characteristics
(ALGMH Service Area, 2015)

Sources: ǒ Census 2010, Summary File 3 (SF 3).  US Census Bureau.

ǒ 2015 PRC Community Health Survey, Professional Research Consultants, Inc.
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Further note that the poverty descriptions and segmentation used in this report are based on administrative 

poverty thresholds determined by the US Department of Health & Human Services.  These guidelines define 

poverty status by household income level and number of persons in the household (e.g., the 2014 guidelines 

place the poverty threshold for a family of four at $23,850 annual household income or lower).  In sample 

segmentation: ñ<200% Povertyò refers to community members living in a household with defined poverty 

status or living just above the poverty level, earning up to twice the poverty threshold; ñ>200% Povertyò refers 

to those households living on incomes which are twice or more the federal poverty level. 

The sample design and the quality control procedures used in the data collection ensure that the sample is 

representative.  Thus, the findings may be generalized to the total population of community members in the 

defined area with a high degree of confidence. 

 

Online Key Informant Survey 

To solicit input from key informants, those individuals who have a broad interest in the health of the community, 

an Online Key Informant Survey was also implemented as part of this process. A list of recommended 

participants was provided by MCHC member hospitals; this list included names and contact information for 

physicians, public health representatives, other health professionals, social service providers, and a variety of 

other community leaders. Potential participants were chosen because of their ability to identify primary 

concerns of the populations with whom they work, as well as of the community overall.   
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Key informants were contacted by email, introducing the purpose of the survey and providing a link to take the 

survey online; reminder emails were sent as needed to increase participation.  In all, 55 community 

stakeholders in the ALGMH Service Area took part in the Online Key Informant Survey, as outlined below: 

 

Online Key Informant Survey Participation 

Key Informant Type Number Invited Number Participating 

Community/Business Leader 86 18 

Social Services Representative 58 16 

Public Health Expert 39 9 

Other Health (Non-Physician) 25 9 

Physician 30 3 

 

Final participation included representatives of the organizations outlined below. 

¶ A Safe Haven Foundation 

¶ Austin Childcare Providers Network 

¶ Better Health Network 

¶ Chicago Department of Public Health 

¶ Dominican University Health Services 

¶ DuPage County Health Department 

¶ DuPage Federation on Human Services Reform 

¶ Elmhurst CUSD 205 

¶ Enlace Chicago 

¶ EverThrive Illinois 

¶ Growing Home, Inc. 

¶ Housing Forward 

¶ Illinois Department of Public Health, Bellwood Regional Office 

¶ Loretto Hospital 

¶ Metropolitan Chicago Healthcare Council 

¶ Naperville School District 203 

¶ New Moms, Inc. 

¶ Oak Park Elementary School District 

¶ Oak Park Township Senior Services 

¶ PCC Community Wellness Center 

¶ Peopleôs Resource Center 

¶ PLOWS Council on Aging 

¶ Saint Anthony Hospital 

¶ St. Bernard Hospital and Health Care Center 

¶ Stickney Public Health Department 
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¶ St. Joseph Services 

¶ Teamwork Englewood 

¶ United Way of Metropolitan Chicago 

¶ Universidad Popular 

¶ Village of Addison 

¶ West Humboldt Park Development Council 

¶ West Side Women 
 

Through this process, input was gathered from several individuals whose organizations work with low-income, 

minority populations (including African-American, Arabic, Asian, autistic children, Caucasian, Chinese, the 

disabled, elderly, ethnic minorities, Hispanic, the homeless, immigrants, Indian, LGBT population, low-income 

residents, Middle Eastern, multilingual, non-English speaking, Polish, undocumented, uninsured/underinsured, 

women, youth), or other medically underserved populations (including African-American, the disabled, 

elderly, ex-offenders, foreign-born residents, Hispanic, the homeless, immigrants, LGBT community, low-

income, Medicaid/Medicare, the mentally ill, non-English speaking adults, undocumented, uninsured/ 

underinsured, veterans, women, young adults, youth). 

In the online survey, key informants were asked to rate the degree to which various health issues are a 

problem in their own community. Follow-up questions asked them to describe why they identify problem areas 

as such, and how these might be better addressed. Results of their ratings, as well as their verbatim 

comments, are included throughout this report as they relate to the various other data presented. 

NOTE: These findings represent qualitative rather than quantitative data. The Online Key Informant Survey was 

designed to gather input from participants regarding their opinions and perceptions of the health of the 

residents in the area. Thus, these findings are based on perceptions, not facts. 

 

Public Health, Vital Statistics & Other Data 

A variety of existing (secondary) data sources was consulted to complement the research quality of this 

Community Health Needs Assessment.  Data were obtained from the following sources (specific citations are 

included with the graphs throughout this report):   

¶ Center for Applied Research and Environmental Systems (CARES) 

¶ Centers for Disease Control & Prevention, Office of Infectious Disease, National Center for HIV/AIDS, 

Viral Hepatitis, STD, and TB Prevention 

¶ Centers for Disease Control & Prevention, Office of Public Health Science Services, Center for 

Surveillance, Epidemiology and Laboratory Services, Division of Health Informatics and Surveillance 

(DHIS) 

¶ Centers for Disease Control & Prevention, Office of Public Health Science Services, National Center 

for Health Statistics 

¶ Community Commons 

¶ Connecticut Department of Public Health  

¶ ESRI ArcGIS Map Gallery 
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¶ National Cancer Institute, State Cancer Profiles 

¶ OpenStreetMap (OSM) 

¶ US Census Bureau, American Community Survey 

¶ US Census Bureau, County Business Patterns 

¶ US Census Bureau, Decennial Census 

¶ US Department of Agriculture, Economic Research Service 

¶ US Department of Health & Human Services 

¶ US Department of Health & Human Services, Health Resources and Services Administration (HRSA) 

¶ US Department of Justice, Federal Bureau of Investigation 

¶ US Department of Labor, Bureau of Labor Statistics 
 

Note that secondary data indicators reflect county-level data for Cook County. 

 

Benchmark Data 

Illinois Risk Factor Data 

Statewide risk factor data are provided where available as an additional benchmark against which to compare 

local survey findings; these data are reported in the most recent BRFSS (Behavioral Risk Factor Surveillance 

System) Prevalence and Trend Data published by the Centers for Disease Control and Prevention and the US 

Department of Health & Human Services.  State-level vital statistics are also provided for comparison of 

secondary data indicators. 

Nationwide Risk Factor Data 

Nationwide risk factor data, which are also provided in comparison charts, are taken from the 2013 PRC 

National Health Survey; the methodological approach for the national study is identical to that employed in this 

assessment, and these data may be generalized to the US population with a high degree of confidence. 

National-level vital statistics are also provided for comparison of secondary data indicators. 

Healthy People 2020 

Healthy People provides science-based, 10-year national objectives for improving the health of all Americans.  

The Healthy People initiative is grounded in the principle that setting national objectives and monitoring 

progress can motivate action.  For three decades, Healthy People has established benchmarks and monitored 

progress over time in order to:  

¶ Encourage collaborations across sectors. 

¶ Guide individuals toward making informed health decisions. 

¶ Measure the impact of prevention activities. 
 

Healthy People 2020 is the product of an extensive stakeholder feedback 

process that is unparalleled in government and health.  It integrates input from public health and prevention 

experts, a wide range of federal, state and local government officials, a consortium of more than 2,000 

organizations, and perhaps most importantly, the public.  More than 8,000 comments were considered in 

drafting a comprehensive set of Healthy People 2020 objectives. 
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Determining Significance 

Differences noted in this report represent those determined to be significant.  For survey-derived indicators 

(which are subject to sampling error), statistical significance is determined based on confidence intervals (at the 

95 percent confidence level) using question-specific samples and response rates.  For secondary data 

indicators (which do not carry sampling error, but might be subject to reporting error), ñsignificance,ò for the 

purpose of this report, is determined by a 5% variation from the comparative measure.    

 

Information Gaps 

While this assessment is quite comprehensive, it cannot measure all possible aspects of health in the 

community, nor can it adequately represent all possible populations of interest.    It must be recognized that 

these information gaps might in some ways limit the ability to assess all of the communityôs health needs.  

For example, certain population groups ð such as the homeless, institutionalized persons, or those who only 

speak a language other than English or Spanish ð are not represented in the survey data.  Other population 

groups ð for example, pregnant women, lesbian/gay/bisexual/transgender residents, undocumented residents, 

and members of certain racial/ethnic or immigrant groups ð might not be identifiable or might not be 

represented in numbers sufficient for independent analyses.   

In terms of content, this assessment was designed to provide a comprehensive and broad picture of the health 

of the overall community.  However, there are certainly a great number of medical conditions that are not 

specifically addressed.   
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IRS  Form 990, Schedule H Compliance  

For non-profit hospitals, a Community Health Needs Assessment (CHNA) also serves to satisfy certain 

requirements of tax reporting, pursuant to provisions of the Patient Protection & Affordable Care Act of 2010.  

To understand which elements of this report relate to those requested as part of hospitalsô reporting on IRS 

Form 990 Schedule H, the following table cross-references related sections. 

 

IRS Form 990, Schedule H 
See Report 

Page(s) 

Part V Section B Line 1a 

A definition of the community served by the hospital facility 
5 

Part V Section B Line 1b 

Demographics of the community  
39 

Part V Section B Line 1c 

Existing health care facilities and resources within the community that are available to 

respond to the health needs of the community 

186 

Part V Section B Line 1d 

How data was obtained 
5 

Part V Section B Line 1f 

Primary and chronic disease needs and other health issues of uninsured persons, low-

income persons, and minority groups 

Addressed 

Throughout 

Part V Section B Line 1g 

The process for identifying and prioritizing community health  

needs and services to meet the community health needs 

14  

Part V Section B Line 1h 

The process for consulting with persons  

representing the community's interests 

7 

Part V Section B Line 1i 

Information gaps that limit the hospital facility's  

ability to assess the community's health needs 

11 
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Summary of Findings  
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Significant Health Needs of the Community  

The following ñareas of opportunityò represent the significant health needs of the community, 

based on the information gathered through this Community Health Needs Assessment and 

the guidelines set forth in Healthy People 2020.  From these data, opportunities for health 

improvement exist in the area with regard to the following health issues (see also the 

summary tables presented in the following section).  

 

Areas of Opportunity Identified Through This Assessment 

Access to  
Healthcare Services 

¶ Barriers to Access 
o Inconvenient Office Hours 
o Finding a Physician 

¶ Specific Source of Ongoing Medical Care [18+] 

¶ Specific Source of Ongoing Medical Care [65+] 

¶ Emergency Room Utilization 

Cancer 

¶ Cancer Deaths  
o Including Prostate Cancer, Female Breast Cancer, Colorectal Cancer 

Deaths 

¶ Cancer Incidence  
o Including Prostate Cancer, Colorectal Cancer, Cervical Cancer 

Incidence 

¶ Colorectal Cancer Screening 

Chronic Kidney 
Disease 

¶ Kidney Disease Deaths 

Diabetes 

¶ Diabetes Prevalence 

¶ Prevalence of Borderline/Pre-Diabetes 

¶ Diabetes ranked as a top concern in the Online Key Informant 
Survey.  

Heart Disease  
& Stroke 

¶ Heart Disease Deaths 

¶ High Blood Pressure Prevalence 

¶ Heart Disease & Stroke ranked as a top concern in the Online 
Key Informant Survey. 

HIV/AIDS ¶ HIV Prevalence 

Immunization & 
Infectious Diseases 

¶ Pneumonia/Influenza Deaths 

¶ Hepatitis B Vaccination 

Infant Health &  
Family Planning 

¶ Low-Weight Births 

¶ Infant Mortality  

Injury & Violence 

¶ Bicycle Helmet Usage [Children] 

¶ Firearm-Related Deaths 

¶ Homicide Deaths 

¶ Violent Crime Rate 

¶ Violent Crime Experience 

¶ Injury & Violence ranked as a top concern in the Online Key 
Informant Survey.  
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Areas of Opportunity Identified Through This Assessment (continued) 

Mental Health 

¶ ñFair/Poorò Mental Health 

¶ Diagnosed Depression 

¶ Symptoms of Chronic Depression 

¶ Suicide Deaths 

¶ Mental Health ranked as a top concern in the Online Key 
Informant Survey.  

Nutrition,  
Physical Activity  
& Weight 

¶ Fruit/Vegetable Consumption 

¶ Medical Advice on Weight 

¶ Counseled About Weight [Overweight Adults] 

¶ Obesity [Children] 

¶ Nutrition, Physical Activity & Weight ranked as a top concern in 
the Online Key Informant Survey.  

¶ Meeting Physical Activity Guidelines 
o Vigorous Physical ActivityAd 

Potentially  
Disabling 
Conditions 

¶ Activity Limitations 

¶ Arthritis Prevalence (50+) 

¶ Blindness/Vision Trouble  

Sexually  
Transmitted 
Diseases 

¶ Gonorrhea Incidence 

¶ Chlamydia Incidence 

Substance Abuse 

¶ Excessive Drinking 

¶ Illicit Drug Use 

¶ Seeking Help for Alcohol/Drug Issues 

¶ Substance Abuse ranked as a top concern in the Online Key 
Informant Survey.  

Tobacco Use 
¶ Environmental Tobacco Smoke Exposure at Home 

o Including Among Non-Smokers 

¶ Cigar Smoking Prevalence 
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Summary Tables:  

Comparisons With Benchmark Data  

The following tables provide an overview of indicators in the Adventist La Grange Memorial 

Hospital Service Area.  These data are grouped to correspond with the Focus Areas 

presented in Healthy People 2020. 

Reading the Data Summary Tables 

Â In the following charts, Adventist LaGrange Memorial Hospital Service Area results are 

shown in the larger, blue column. 

Â Â The columns to the right of the service area column provide trending, as well as 

comparisons between local data and any available state and national findings, and Healthy 

People 2020 targets.  Symbols indicate whether the ALGMH Service Area compares 

favorably (B), unfavorably (h ), or comparably (d ) to these external data. 

Note that blank table cells signify that data are not available or are not reliable for that area 

and/or for that indicator. 
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PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Overall Health PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

% "Fair/Poor" Physical Health B h    24.6 h  h  h    h  
  18.7 27.0     16.6 16.9 15.3   17.9 

% Activity Limitations d  d    20.2 d  d  d    h  
  22.0 19.5     21.4 17.0 21.5   13.6 

 

Note: In the green section, each 
subarea is compared against all other 
areas combined.  Throughout these 

tables, a blank or empty cell indicates 
that data are not available for this 

indicator or that sample sizes are too 
small to provide meaningful results. 

      B d  h    

 
      better similar worse   

                    

 

PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Access to Health Services PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

% [Age 18-64] Lack Health Insurance h  B   13.3 h  B d  h  B 
  21.0 9.9     8.1 19.4 15.1 0.0 26.9 

% [Insured] Went Without Coverage in Past Year d  d    8.7 d    d    d  
  6.1 9.6     7.1   8.1   8.0 

% Difficulty Accessing Healthcare in Past Year (Composite) d  d    43.5 h    d    d  
  42.7 43.8     37.6   39.9   41.8 

% Inconvenient Hrs Prevented Dr Visit in Past Year d  d    19.9 d    h    d  
  15.4 21.7     18.6   15.4   21.8 

% Cost Prevented Getting Prescription in Past Year d  d    12.4 d    d    B 
  10.4 13.3     12.6   15.8   22.1 
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PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Access to Health Services (continued) PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

% Cost Prevented Physician Visit in Past Year d  d    18.3 h    d    d  
  17.5 18.6     12.0   18.2   19.8 

% Difficulty Getting Appointment in Past Year d  d    15.9 d    d    d  
  16.9 15.6     15.1   17.0   21.0 

% Difficulty Finding Physician in Past Year h  B   12.0 d    d    h  
  17.5 9.7     9.9   11.0   6.5 

% Transportation Hindered Dr Visit in Past Year d  d    11.0 d    d    d  
  7.3 12.6     8.5   9.4   9.5 

% Skipped Prescription Doses to Save Costs d  d    14.5 d    d    d  
  11.0 16.0     12.7   15.3   16.3 

% Difficulty Getting Child's Healthcare in Past Year d  d    1.6 d    B   d  
  0.6 2.1     3.6   6.0   1.4 

Primary Care Doctors per 100,000       91.9 h  B B     
          98.6 79.0 74.5     

% [Age 18+] Have a Specific Source of Ongoing Care d  d    70.6 d    h  h  d  
  75.9 68.4     73.9   76.3 95.0 70.0 

% [Age 18-64] Have a Specific Source of Ongoing Care d  d    70.9 d    d  h  d  
          74.4   75.6 89.4 67.1 

% [Age 65+] Have a Specific Source of Ongoing Care       68.1 d    d  h  h  
          71.5   80.0 100.0 84.6 

% Have Had Routine Checkup in Past Year d  d    74.6 d  B B   B 
  72.7 75.4     72.7 66.5 65.0   65.7 
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PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Access to Health Services (continued) PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

% Child Has Had Checkup in Past Year d  d    86.1 d    d    d  
  86.1 86.0     91.8   84.1   91.5 

% Two or More ER Visits in Past Year B h    7.7 d    d    h  
  4.1 9.1     7.5   8.9   4.1 

% Rate Local Healthcare "Fair/Poor" d  d    15.4 d    d    d  
  18.7 14.0     13.5   16.5   17.7 

 

Note: In the green section, each 
subarea is compared against all other 
areas combined.  Throughout these 

tables, a blank or empty cell indicates 
that data are not available for this 

indicator or that sample sizes are too 
small to provide meaningful results. 

      B d  h    

 
      better similar worse   

                    

 

PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Arthritis, Osteoporosis & Chronic Back Conditions PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

% [50+] Arthritis/Rheumatism d  d    29.8 B   B   d  
  26.8 31.3     36.3   37.3   29.2 

% [50+] Osteoporosis d  d    7.4 d    B d  d  
  8.3 6.9     10.0   13.5 5.3 5.7 

% Sciatica/Chronic Back Pain d  d    18.2 d    d    d  
  15.0 19.5     18.3   18.4   16.2 

 

Note: In the green section, each 
subarea is compared against all other 
areas combined.  Throughout these 

tables, a blank or empty cell indicates 
that data are not available for this 

indicator or that sample sizes are too 
small to provide meaningful results. 

      B d  h    

 
      better similar worse   
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PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Cancer PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

Cancer (Age-Adjusted Death Rate)       174.5 d  d  d  h  B 
          169.2 174.2 166.2 161.4 196.5 

Lung Cancer (Age-Adjusted Death Rate)       43.9   B d  d    
            47.5 44.7 45.5   

Prostate Cancer (Age-Adjusted Death Rate)       23.1   h  h  h    
            20.5 19.8 21.8   

Female Breast Cancer (Age-Adjusted Death Rate)       24.2   h  h  h    
            22.8 21.3 20.7   

Colorectal Cancer (Age-Adjusted Death Rate)       16.7   d  h  h    
            15.9 14.9 14.5   

Prostate Cancer Incidence per 100,000       159.8 d  h  h      
          156.2 149.4 142.3     

Female Breast Cancer Incidence per 100,000       126.5 d  d  d      
          129.4 127.4 122.7     

Lung Cancer Incidence per 100,000       66.1 d  B d      
          64.8 70.6 64.9     

Colorectal Cancer Incidence per 100,000       50.2 d  d  h      
          48.1 48.6 43.3     

Cervical Cancer Incidence per 100,000       10.2 h  h  h      
          9.2 8.4 7.8     

% Skin Cancer d  d    2.4 d  B B   d  
  1.7 2.7     3.6 4.6 6.7   5.1 
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PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Cancer (continued) PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

% Cancer (Other Than Skin) d  d    6.5 d  d  d    d  
  6.5 6.4     5.2 6.3 6.1   5.9 

% [Men 50+] Prostate Exam in Past 2 Years       68.9 d    d    d  
          69.2   75.0   72.4 

% [Women 50-74] Mammogram in Past 2 Years d  d    77.7 d  d  d  d  d  
  78.5 77.3     79.1 76.4 83.6 81.1 80.7 

% [Women 21-65] Pap Smear in Past 3 Years d  d    78.0 h  d  d  h  B 
  80.3 77.0     84.6 77.3 83.9 93.0 67.0 

% [Age 50-75] Colorectal Cancer Screening d  d    65.6 d    h  d  d  
  58.9 68.9     70.4   75.1 70.5 66.4 

 

Note: In the green section, each 
subarea is compared against all other 
areas combined.  Throughout these 

tables, a blank or empty cell indicates 
that data are not available for this 

indicator or that sample sizes are too 
small to provide meaningful results. 

      B d  h    

 
      better similar worse   

                    

 

PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Chronic Kidney Disease PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

Kidney Disease (Age-Adjusted Death Rate)       17.2 h  d  h    B 
          16.2 17.1 13.2   20.9 

% Kidney Disease d  d    4.2 d  d  d    d  
  2.4 4.9     2.7 2.4 3.0   2.3 

 

Note: In the green section, each 
subarea is compared against all other 
areas combined.  Throughout these 

tables, a blank or empty cell indicates 
that data are not available for this 

indicator or that sample sizes are too 
small to provide meaningful results. 

      B d  h    

 
      better similar worse   

                    



  COMMUNITY HEALTH NEEDS ASSESSMENT 

22 

 

PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Dementias, Including Alzheimer's Disease PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

Alzheimer's Disease (Age-Adjusted Death Rate)       15.8 d  B B   B 
          16.4 20.0 24.0   17.7 

 

Note: In the green section, each 
subarea is compared against all other 
areas combined.  Throughout these 

tables, a blank or empty cell indicates 
that data are not available for this 

indicator or that sample sizes are too 
small to provide meaningful results. 

      B d  h    

 
      better similar worse   

                    

 

PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Diabetes PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

Diabetes Mellitus (Age-Adjusted Death Rate)       20.6 h  h  d  d  B 
          19.3 19.4 21.3 20.5 24.5 

% Diabetes/High Blood Sugar d  d    15.4 h  h  d    h  
  10.6 17.3     11.5 9.9 11.7   8.5 

% Borderline/Pre-Diabetes d  d    6.7 d    d    h  
  10.1 5.3     6.9   5.1   0.8 

% [Non-Diabetes] Blood Sugar Tested in Past 3 Years d  d    53.4 d    d      
  49.8 55.0     53.8   49.2     

 

Note: In the green section, each 
subarea is compared against all other 
areas combined.  Throughout these 

tables, a blank or empty cell indicates 
that data are not available for this 

indicator or that sample sizes are too 
small to provide meaningful results. 

      B d  h    

 
      better similar worse   
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PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Educational & Community-Based Programs PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

% Attended Health Event in Past Year B h    18.4 d    h    d  
  25.0 15.7     21.1   23.8   13.6 

 

Note: In the green section, each 
subarea is compared against all other 
areas combined.  Throughout these 

tables, a blank or empty cell indicates 
that data are not available for this 

indicator or that sample sizes are too 
small to provide meaningful results. 

      B d  h    

 
      better similar worse   

                    

 

PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Family Planning PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

% Unwed Mothers       43.7 h  h  h    d  
          40.3 40.2 40.7   45.6 

% Teen Births       7.9 h  d  d    B 
          7.2 7.6 7.8   10.7 

 

Note: In the green section, each 
subarea is compared against all other 
areas combined.  Throughout these 

tables, a blank or empty cell indicates 
that data are not available for this 

indicator or that sample sizes are too 
small to provide meaningful results. 

      B d  h    

 
      better similar worse   

                    

 

PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Hearing & Other Sensory or Communication Disorders PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

% Deafness/Trouble Hearing d  d    5.7 d    B   d  
  3.2 6.7     6.7   10.3   9.2 

 

Note: In the green section, each 
subarea is compared against all other 
areas combined.  Throughout these 

tables, a blank or empty cell indicates 
that data are not available for this 

indicator or that sample sizes are too 
small to provide meaningful results. 

      B d  h    

 
      better similar worse   
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PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Heart Disease & Stroke PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

Diseases of the Heart (Age-Adjusted Death Rate)       183.4 h  h  h  h  B 
          172.0 173.9 171.3 156.9 233.0 

Stroke (Age-Adjusted Death Rate)       36.8 d  d  d  h  B 
          35.4 37.7 37.0 34.8 46.4 

% Heart Disease (Heart Attack, Angina, Coronary Disease) d  d    5.4 d    d    d  
  5.1 5.5     5.4   6.1   5.4 

% Stroke d  d    3.1 d  d  d    d  
  2.4 3.4     3.0 2.8 3.9   4.0 

% Blood Pressure Checked in Past 2 Years B h    91.9 h    d  d  d  
  96.8 89.9     95.4   91.0 92.6 95.1 

% Told Have High Blood Pressure (Ever) d  d    31.7 d  d  d  h  h  
  30.1 32.4     34.6 30.1 34.1 26.9 23.3 

% [HBP] Taking Action to Control High Blood Pressure       96.0 d    B   d  
          93.5   89.2   98.4 

% Cholesterol Checked in Past 5 Years h  B   94.6 d  B B B B 
  89.7 96.6     92.4 74.0 86.6 82.1 89.9 

% Told Have High Cholesterol (Ever) B h    31.8 d  B d  h  d  
  23.5 35.2     31.2 36.6 29.9 13.5 35.5 

% [HBC] Taking Action to Control High Blood Cholesterol       86.6 d    d    d  
          89.7   81.4   84.4 
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PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Heart Disease & Stroke (continued) PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

% 1+ Cardiovascular Risk Factor d  d    82.7 d    d    d  
  80.7 83.5     80.9   82.3   81.9 

 

Note: In the green section, each 
subarea is compared against all other 
areas combined.  Throughout these 

tables, a blank or empty cell indicates 
that data are not available for this 

indicator or that sample sizes are too 
small to provide meaningful results. 

      B d  h    

 
      better similar worse 

  

                    

 

PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

HIV PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

HIV Prevalence per 100,000       558.5 h  h  h      
          449.1 300.1 340.4     

% [Age 18-44] HIV Test in the Past Year       23.3 d    d    d  
          28.0   19.3   20.7 

 

Note: In the green section, each 
subarea is compared against all other 
areas combined.  Throughout these 

tables, a blank or empty cell indicates 
that data are not available for this 

indicator or that sample sizes are too 
small to provide meaningful results. 

      B d  h    

 
      better similar worse   
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PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Immunization & Infectious Diseases PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

% [Age 65+] Flu Vaccine in Past Year       64.5 d  d  d  d  d  
          56.6 58.6 57.5 70.0 68.8 

% [High-Risk 18-64] Flu Vaccine in Past Year       47.2 d    d  h  d  
          45.3   45.9 70.0 56.6 

% [Age 65+] Pneumonia Vaccine Ever       79.3 d  B d  h  d  
          68.9 64.6 68.4 90.0 69.2 

% [High-Risk 18-64] Pneumonia Vaccine Ever       42.0 d    d  h  d  
          37.3   41.9 60.0 36.4 

% Have Completed Hepatitis B Vaccination Series d  d    32.9 h    h    d  
  34.0 32.4     41.8   44.7   35.2 

 

Note: In the green section, each 
subarea is compared against all other 
areas combined.  Throughout these 

tables, a blank or empty cell indicates 
that data are not available for this 

indicator or that sample sizes are too 
small to provide meaningful results. 

      B d  h    

 
      better similar worse   
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PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Injury & Violence Prevention PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

Unintentional Injury (Age-Adjusted Death Rate)       26.6 d  B B B B 
          25.7 32.9 39.2 36.4 31.3 

Motor Vehicle Crashes (Age-Adjusted Death Rate)       5.8 h  B B B B 
          5.4 7.9 10.7 12.4 8.7 

% "Always" Wear Seat Belt B h    87.7 d    d  h  d  
  94.7 84.9     89.4   84.8 92.0 89.6 

% Child [Age 0-17] "Always" Uses Seat Belt/Car Seat d  d    88.7 d    d    d  
  95.2 86.1     91.7   92.2   91.2 

% Child [Age 5-17] "Always" Wears Bicycle Helmet       21.5 h    h    d  
          37.6   48.7   21.9 

% Perceive Neighborhood to be "Not At All Safe" from Crime B h    3.8 d        d  
  0.0 5.3     3.8       4.6 

% [Child 5-17] Missed School for Safety Reasons Last Month       2.2 d        d  
          1.9       0.9 

Firearm-Related Deaths (Age-Adjusted Death Rate)       11.2 h  h  h  h  d  
          9.6 8.8 10.4 9.3 11.0 

% Firearm in Home d  d    13.0 d    B   d  
  10.2 14.2     12.4   34.7   9.7 

% [Homes With Children] Firearm in Home d  d    9.7 d    B   d  
  4.6 11.8     11.9   37.4   4.7 

% [Homes With Firearms] Weapon(s) Unlocked & Loaded       16.9 d    d    d  
          11.7   16.8   9.8 
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PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Injury & Violence Prevention (continued) PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

Homicide (Age-Adjusted Death Rate)       10.5 h  h  h  h  B 
          8.6 6.3 5.3 5.5 11.5 

Violent Crime per 100,000       630.9 h  h  h    B 
          507.9 403.2 380.9   829.7 

% Victim of Violent Crime in Past 5 Years B h    8.5 h    h    h  
  3.7 10.6     4.6   2.8   3.4 

% Victim of Domestic Violence (Ever) d  d    7.4 B   B   d  
  7.9 7.2     10.7   15.0   8.8 

 

Note: In the green section, each 
subarea is compared against all other 
areas combined.  Throughout these 

tables, a blank or empty cell indicates 
that data are not available for this 

indicator or that sample sizes are too 
small to provide meaningful results. 

      B d  h    

 
      better similar worse   

                    

 

PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Maternal, Infant & Child Health PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

No Prenatal Care in First Trimester (Percent)       5.6 d  d  B B   
          5.5 5.4 17.3 22.1   

Low Birthweight Births (Percent)       8.9 d  h  h  h  d  
          8.6 4.0 8.0 7.8 9.1 

Infant Death Rate       6.7 h  h  h  h  B 
          6.3 6.3 6.0 6.0 8.6 

 

Note: In the green section, each 
subarea is compared against all other 
areas combined.  Throughout these 

tables, a blank or empty cell indicates 
that data are not available for this 

indicator or that sample sizes are too 
small to provide meaningful results. 

      B d  h    

 
      better similar worse   
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PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Mental Health & Mental Disorders PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

% "Fair/Poor" Mental Health d  d    18.6 h    h    h  
  17.5 19.0     13.2   11.9   7.7 

% Diagnosed Depression B h    14.0 d    B   h  
  6.9 16.9     15.5   20.4   6.9 

% Symptoms of Chronic Depression (2+ Years) d  d    31.9 h    d    h  
  31.2 32.2     26.0   30.4   23.2 

Suicide (Age-Adjusted Death Rate)       7.8 d  B B B h  
          8.1 9.7 12.5 10.2 7.0 

% Have Ever Sought Help for Mental Health d  d    21.7     d    B 
  18.5 23.0         23.7   14.3 

% [Those With Diagnosed Depression] Seeking Help       83.6 d    d    B 
          81.8   76.6   37.4 

% Typical Day Is "Extremely/Very" Stressful d  d    11.8 d    d    d  
  11.3 11.9     11.8   11.9   9.4 

% 3+ Days Without Enough Sleep in the Past Month d  d    62.4 d        d  
  61.1 62.9     62.5       60.2 

 

Note: In the green section, each 
subarea is compared against all other 
areas combined.  Throughout these 

tables, a blank or empty cell indicates 
that data are not available for this 

indicator or that sample sizes are too 
small to provide meaningful results. 

      B d  h    

 
      better similar worse   
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PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Nutrition, Physical Activity & Weight PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

% Eat 5+ Servings of Fruit or Vegetables per Day d  d    29.3 h    h    h  
  32.8 27.8     39.6   39.5   44.8 

% "Very/Somewhat" Difficult to Buy Fresh Produce B h    18.8 d    B   d  
  9.8 22.7     16.2   24.4   19.7 

Population With Low Food Access (Percent)       8.3 B B B     
          13.6 20.4 23.6     

% Medical Advice on Nutrition in Past Year d  d    42.9 d    d    d  
  37.8 45.0     47.1   39.2   43.8 

% Healthy Weight (BMI 18.5-24.9) d  d    33.7 d  d  d  d  d  
  31.6 34.5     31.8 33.0 34.4 33.9 34.9 

% Overweight (BMI 25+) d  d    64.5 d  d  d    d  
  68.2 63.0     66.4 64.7 63.1   63.4 

% Obese (BMI 30+) B h    29.2 d  d  d  d  d  
  22.8 31.7     30.1 29.4 29.0 30.5 22.9 

% Medical Advice on Weight in Past Year d  d    28.0 d    d    B 
  32.0 26.4     30.0   23.7   19.8 

% [Overweights] Counseled About Weight in Past Year d  d    37.4 d    d    h  
  41.2 35.8     37.6   31.8   50.4 

% [Obese Adults] Counseled About Weight in Past Year       55.9 d    d    d  
          53.4   48.3   50.4 

% [Overweights] Trying to Lose Weight Both Diet/Exercise d  d    40.3 d    d    d  
  43.3 39.0     42.6   39.5   44.2 
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PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Nutrition, Physical Activity & Weight (continued) PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

% Child [Age 5-17] Healthy Weight       48.2 d    d    h  
          55.9   56.7   69.1 

% Children [Age 5-17] Overweight (85th Percentile)       38.0 d    d    d  
          31.6   31.5   30.9 

% Children [Age 5-17] Obese (95th Percentile)       29.5 h    h  h  h  
          18.1   14.8 14.5 16.3 

% No Leisure-Time Physical Activity d  d    20.6 d  B d  B d  
  23.0 19.6     17.5 25.1 20.7 32.6 26.2 

% Meeting Physical Activity Guidelines d  d    47.6 d    d    d  
  43.5 49.2     50.7   50.3   41.0 

% Moderate Physical Activity d  d    32.7 d    d    B 
  30.4 33.6     29.1   30.6   20.3 

% Vigorous Physical Activity d  d    31.4 h    h    d  
  33.0 30.8     39.4   38.0   33.2 

Recreation/Fitness Facilities per 100,000       9.4 h  h  d      
          10.8 10.2 9.7     

% "Very/Somewhat" Difficult to Access a Place for Exercise d  d    18.2 d        d  
  15.2 19.5     15.4       20.2 

% Medical Advice on Physical Activity in Past Year d  d    47.3 h    d    d  
  44.4 48.4     52.6   44.0   42.6 
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PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Nutrition, Physical Activity & Weight (continued) PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

% Child [Age 2-17] Physically Active 1+ Hours per Day       54.1 d    d      
          48.8   48.6     

 

Note: In the green section, each 
subarea is compared against all other 
areas combined.  Throughout these 

tables, a blank or empty cell indicates 
that data are not available for this 

indicator or that sample sizes are too 
small to provide meaningful results. 

      B d  h    

 
      better similar worse   

                    

 

PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Oral Health PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

% [Age 18+] Dental Visit in Past Year B h    69.2 d  d  d  B d  
  81.6 63.9     69.8 66.9 65.9 49.0 65.0 

% Child [Age 2-17] Dental Visit in Past Year       81.8 d    d  B d  
          86.5   81.5 49.0 82.6 

% Have Dental Insurance d  d    68.2 d    d    B 
  61.9 70.7     71.9   65.6   53.8 

 

Note: In the green section, each 
subarea is compared against all other 
areas combined.  Throughout these 

tables, a blank or empty cell indicates 
that data are not available for this 

indicator or that sample sizes are too 
small to provide meaningful results. 

      B d  h    

 
      better similar worse   
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PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Respiratory Diseases PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

CLRD (Age-Adjusted Death Rate)       31.1 d  B B   d  
          31.0 39.3 42.0   30.9 

Pneumonia/Influenza (Age-Adjusted Death Rate)       17.1 d  d  h    B 
          16.6 16.8 15.3   21.6 

% COPD (Lung Disease) d  d    4.1 B d  B   d  
  5.5 3.5     7.8 5.0 8.6   7.1 

% [Adult] Currently Has Asthma d  d    10.3 d  d  d    d  
  7.3 11.5     8.9 7.6 9.4   8.4 

% [Asthmatics] Asthma Attack in the Past Year       53.3 d          
          47.7         

% [Child 0-17] Currently Has Asthma d  d    6.9 d    d    d  
  6.9 6.9     8.6   7.1   6.5 

 

Note: In the green section, each 
subarea is compared against all other 
areas combined.  Throughout these 

tables, a blank or empty cell indicates 
that data are not available for this 

indicator or that sample sizes are too 
small to provide meaningful results. 

      B d  h    

 
      better similar worse   
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PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Sexually Transmitted Diseases PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

Gonorrhea Incidence per 100,000       230.8 h  h  h      
          184.7 141.0 107.5     

Chlamydia Incidence per 100,000       727.3 h  h  h      
          619.6 526.1 456.7     

% [Unmarried 18-64] 3+ Sexual Partners in Past Year       15.0 d    d    d  
          12.9   11.7   9.1 

% [Unmarried 18-64] Using Condoms       44.7 d    B   d  
          50.1   33.6   54.6 

 

Note: In the green section, each 
subarea is compared against all other 
areas combined.  Throughout these 

tables, a blank or empty cell indicates 
that data are not available for this 

indicator or that sample sizes are too 
small to provide meaningful results. 

      B d  h    

 
      better similar worse   

                    

 

PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Sickle-Cell Anemia PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

% Sickle-Cell Anemia d  d    0.7 d        d  
  0.0 1.1     0.8       1.3 

 

Note: In the green section, each 
subarea is compared against all other 
areas combined.  Throughout these 

tables, a blank or empty cell indicates 
that data are not available for this 

indicator or that sample sizes are too 
small to provide meaningful results. 

      B d  h    

 
      better similar worse   
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PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Substance Abuse PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

Cirrhosis/Liver Disease (Age-Adjusted Death Rate)       8.8 h  d  B h  B 
          8.3 8.5 9.9 8.2 9.5 

% Liver Disease d  d    2.5 d        d  
  4.8 1.5     1.6       1.2 

% Current Drinker d  d    50.6 B B B   B 
  54.2 49.1     60.6 57.2 56.5   65.6 

% Chronic Drinker (Average 2+ Drinks/Day) d  d    5.9 d    d    h  
  9.5 4.4     4.5   5.2   1.7 

% Binge Drinker (Single Occasion - 5+ Drinks Men, 4+ Women) d  d    16.9 d    d  B B 
  20.3 15.5     18.4   19.5 24.4 26.3 

% Drinking & Driving in Past Month d  d    0.3 B   B   B 
  0.4 0.2     1.4   5.0   2.8 

Drug-Induced Deaths (Age-Adjusted Death Rate)       11.2 d  B B d  d  
          11.1 12.1 14.1 11.3 11.7 

% Illicit Drug Use in Past Month d  d    5.8 d    d  d  h  
  3.6 6.8     4.7   4.0 7.1 1.6 

% Ever Sought Help for Alcohol or Drug Problem d  d    2.0 d    h    d  
  1.9 2.0     3.4   4.9   2.2 

 

Note: In the green section, each 
subarea is compared against all other 
areas combined.  Throughout these 

tables, a blank or empty cell indicates 
that data are not available for this 

indicator or that sample sizes are too 
small to provide meaningful results. 

      B d  h    

 
      better similar worse   
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PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Tobacco Use PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

% Current Smoker d  d    15.8 d  d  d  h  d  
  16.1 15.5     12.6 18.0 14.9 12.0 14.1 

% Someone Smokes at Home d  d    18.0 h    h    d  
  19.0 17.6     13.7   12.7   16.3 

% [Non-Smokers] Someone Smokes in the Home d  d    11.6 h    h    d  
  8.7 12.7     7.7   6.3   11.7 

% [Household With Children] Someone Smokes in the Home       9.6 d    d    d  
          11.1   9.7   11.3 

% [Smokers] Received Advice to Quit Smoking       68.4 d    d    d  
          71.8   67.8   78.6 

% [Smokers] Have Quit Smoking 1+ Days in Past Year       62.1 d    d  h    
          55.1   55.9 80.0   

% Smoke Cigars B h    8.2 h    h  h  d  
  2.6 10.5     4.7   4.1 0.2 8.3 

% Use Smokeless Tobacco d  d    0.8 d  B B d  B 
  2.5 0.0     1.5 2.6 4.0 0.3 4.1 

 

Note: In the green section, each 
subarea is compared against all other 
areas combined.  Throughout these 

tables, a blank or empty cell indicates 
that data are not available for this 

indicator or that sample sizes are too 
small to provide meaningful results. 

      B d  h    

 
      better similar worse   
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PSA vs. SSA   ALGMH 
Service 
Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Vision PSA SSA   
vs. MCHC 
Region 

vs. IL vs. US 
vs. 

HP2020 
TREND 

% Blindness/Trouble Seeing d  d    12.9 h  h  h    d  
  11.5 13.5     8.7 3.9 8.5   9.6 

% Eye Exam in Past 2 Years d  d    61.7 d    d    d  
  65.9 60.0     58.1   56.8   57.9 

 

Note: In the green section, each 
subarea is compared against all other 
areas combined.  Throughout these 

tables, a blank or empty cell indicates 
that data are not available for this 

indicator or that sample sizes are too 
small to provide meaningful results. 

      B d  h    

 
      better similar worse   

 
 



 
 

 
 

Data Charts &  

Key Informant Input  
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Community Characteristics  

Population Characteristics 

Data from the US Census Bureau reveal the following statistics for our community relative to size, population, 

density, age, race/ethnicity and language.  Keep in mind: 

¶ A significant positive or negative shift in total population over time impacts healthcare providers and 

the utilization of community resources. 

¶ Urban areas are identified using population density, count, and size thresholds. Urban areas also 

include territory with a high degree of impervious surface (development). Rural areas are all areas that 

are not urban. 

¶ It is important to understand the age distribution of the population as different age groups have unique 

health needs which should be considered separately from others along the age spectrum. 
 

Sources: ǒ Community Commons.  Retrieved August 2015 from http://www.chna.org.

Notes: ǒ Data are derived from the US Census Bureau American Community Survey 5-year estimates (2008-2012).

Cook County MCHC Region United States

Total Population 5,212,372 6,837,274 311,536,591

Total Land Area (sq. miles) 945.08 1,716.04 3,530,997.6

Population Density 5,515.29 3,984.33 88.23

2000-2010 Population Change -3.4% -1.6% 9.7%

Urban Population 99.9% 99.8% 80.9%

Age 0-17 23.4% 23.8% 23.7%

Age 18-64 64.4% 64.1% 62.9%

Age 65+ 12.2% 12.1% 13.4%

Median Age 35.5 36.8 37.3

White Alone 56.7% 62.2% 74.0%

Black Alone 24.4% 19.9% 12.6%

Some Other Race 16.9% 15.8% 10.6%

Multiple Races 2.0% 2.1% 2.8%

Hispanic or Latino 24.2% 22.4% 16.6%

2000-2010 Hispanic Population Change 16.1% 20.9% 42.7%

Linguistically Isolated Population 8.5% 7.6% 4.8%

Population Characteristics
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Social Determinants of Health 
 

About Social Determinants 

Health starts in our homes, schools, workplaces, neighborhoods, and communities. We know that taking care of ourselves by 

eating well and staying active, not smoking, getting the recommended immunizations and screening tests, and seeing a doctor 

when we are sick all influence our health. Our health is also determined in part by access to social and economic opportunities; 

the resources and supports available in our homes, neighborhoods, and communities; the quality of our schooling; the safety of 

our workplaces; the cleanliness of our water, food, and air; and the nature of our social interactions and relationships. The 

conditions in which we live explain in part why some Americans are healthier than others and why Americans more generally 

are not as healthy as they could be. 

¶ Healthy People 2020 (www.healthypeople.gov) 

 

 

PSA vs. SSA   
ALGMH 
Service 

Area 

  
ALGMH Service Area vs. 

Benchmarks 
 

Social Determinants PSA SSA   
vs. 

MCHC 
Region 

vs. 
IL 

vs. 
US 

vs. 
HP2020 

TREND 

Linguistically Isolated Population (Percent)       8.5 h  h  h      
          7.6 5.1 4.8     

Population in Poverty (Percent)       16.9 h  h  h      
          14.8 14.1 15.4     

Population Below 200% FPL (Percent)        36.0 h  h  d      
          32.3 31.5 34.2     

Children Below 200% FPL (Percent)       47.9 h  h  h      
          42.6 40.8 43.8     

No High School Diploma (Age 25+, Percent)        15.5 h  h  h      
          14.1 12.7 14.0     

Unemployment Rate (Age 16+, Percent)        6.3 h  h  h    B 
          5.9 5.6 5.3   6.7 

 

Note: In the green section, 
each subarea is compared 

against all other areas 
combined.  Throughout 
these tables, a blank or 
empty cell indicates that 
data are not available for 

this indicator or that sample 
sizes are too small to 

provide meaningful results. 

      B d  h    

 
      better similar worse 
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The following chart outlines the proportion of our population below the federal poverty threshold, as well as 

below 200% of the federal poverty level, in comparison to regional, state, and national proportions.   

 

Population in Poverty
(Populations Living Below 100% and Below 200% of the Poverty Level; 2009-2013)

Sources: ǒ US Census Bureau American Community Survey 5-year estimates (2009-2013).

ǒ Retrieved August 2015 from Community Commons at http://www.chna.org.

Notes: ǒ Poverty is considered a key driver of health status.  This indicator is relevant because poverty creates barriers to access including health services, healthy food, 

and other necessities that contribute to poor health status.
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Education levels are reflected in the proportion of our population without a high school diploma: 

 

Population With No High School Diploma
(Population Age 25+ Without a High School Diploma or Equivalent, 2009-2013)

Sources: ǒ US Census Bureau American Community Survey 5-year estimates (2009-2013).

ǒ Retrieved August 2015 from Community Commons at http://www.chna.org.

Notes: ǒ This indicator is relevant because educational attainment is linked to positive health outcomes.
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General Health Status  

Overall Health Status 

Self-Reported Health Status 

The initial inquiry of the PRC Community Health Survey asked respondents the following:   

ñWould you say that in general your health is: excellent, very good, good, fair or poor?ò 

 

Self-Reported Health Status
(ALGMH Service Area, 2015)

Sources: ǒ 2015 PRC Community Health Survey, Professional Research Consultants, Inc.   [Item 5]

Notes: ǒ Asked of all respondents.

Excellent   18.2%

Very Good   25.3%

Good   31.9%

Fair   20.8%

Poor   3.8%

 

 

The following charts further detail ñfair/poorò overall health responses in the ALGMH Service Area in 

comparison to benchmark data, as well as by basic demographic characteristics (namely by gender, age 

groupings, income [based on poverty status], and race/ethnicity). 

 

Experience ñFairò or ñPoorò Overall Health

Sources:ǒ PRC Community Health Surveys,  Professional Research Consultants, Inc.  [Item 5]

ǒ Behavioral Risk Factor Surveillance System Survey Data.  Atlanta, Illinois.  United States Department of Health and Human Services, Centers for Disease Control 

and Prevention (CDC): 2013 Illinois data.

ǒ 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes: ǒ Asked of all respondents.
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ExperienceñFairò or ñPoorò Overall Health
(ALGMH Service Area, 2015)

Sources: ǒ 2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 5]

Notes: ǒ Asked of all respondents.

ǒ Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., ñWhiteò reflects non-Hispanic White respondents).

ǒ Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size. ñ<200% Povertyò is defined as

households earning up to twice the poverty threshold and includes those living with defined poverty status; ñ>200% Povertyò includes households with incomes at 

200% or more of the federal poverty level. 
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Activity Limitations 
 

About Disability & Health  

An individual can get a disabling impairment or chronic condition at any point in life. Compared with people without disabilities, 

people with disabilities are more likely to: 

¶ Experience difficulties or delays in getting the health care they need. 

¶ Not have had an annual dental visit. 

¶ Not have had a mammogram in past 2 years. 

¶ Not have had a Pap test within the past 3 years. 

¶ Not engage in fitness activities. 

¶ Use tobacco. 

¶ Be overweight or obese. 

¶ Have high blood pressure. 

¶ Experience symptoms of psychological distress. 

¶ Receive less social-emotional support. 

¶ Have lower employment rates. 

There are many social and physical factors that influence the health of people with disabilities. The following three areas for 

public health action have been identified, using the International Classification of Functioning, Disability, and Health (ICF) and 

the three World Health Organization (WHO) principles of action for addressing health determinants.  

¶ Improve the conditions of daily life by:  encouraging communities to be accessible so all can live in, move through, 
and interact with their environment; encouraging community living; and removing barriers in the environment using both 
physical universal design concepts and operational policy shifts. 

¶ Address the inequitable distribution of resources among people with disabilities and those without disabilities 
by increasing: appropriate health care for people with disabilities; education and work opportunities; social participation; 
and access to needed technologies and assistive supports. 

¶ Expand the knowledge base and raise awareness about determinants of health for people with disabilities by 
increasing: the inclusion of people with disabilities in public health data collection efforts across the lifespan; the 
inclusion of people with disabilities in health promotion activities; and the expansion of disability and health training 
opportunities for public health and health care professionals. 

¶ Healthy People 2020 (www.healthypeople.gov) 
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ñAre you limited in any way in any activities because of physical, mental or emotional problems?ò 

 

Limited in Activities in Some Way 

Due to a Physical, Mental or Emotional Problem

Sources:ǒ PRC Community Health Surveys,  Professional Research Consultants, Inc.  [Item 105]

ǒ Behavioral Risk Factor Surveillance System Survey Data.  Atlanta, Illinois.  United States Department of Health and Human Services, Centers for Disease Control 

and Prevention (CDC): 2013 Illinois data.

ǒ 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes: ǒ Asked of all respondents.
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Limited in Activities in Some Way 

Due to a Physical, Mental or Emotional Problem
(ALGMH Service Area, 2015)

Sources: ǒ 2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 105]

Notes: ǒ Asked of all respondents.

ǒ Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., ñWhiteò reflects non-Hispanic White respondents).

ǒ Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size.  ñ<200%Povertyò is defined as

households earning up to twice the poverty threshold and includes those living with defined poverty status; ñ>200% Povertyò includes households with incomes at 

200% or more of the federal poverty level. 
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Mental Health 
 

About Mental Health & Mental Disorders  

Mental health is a state of successful performance of mental function, resulting in productive activities, fulfilling relationships 

with other people, and the ability to adapt to change and to cope with challenges. Mental health is essential to personal well-

being, family and interpersonal relationships, and the ability to contribute to community or society.  Mental disorders are health 

conditions that are characterized by alterations in thinking, mood, and/or behavior that are associated with distress and/or 

impaired functioning. Mental disorders contribute to a host of problems that may include disability, pain, or death. Mental illness 

is the term that refers collectively to all diagnosable mental disorders.  Mental disorders are among the most common causes 

of disability. The resulting disease burden of mental illness is among the highest of all diseases.  

Mental health and physical health are closely connected. Mental health plays a major role in peopleôs ability to maintain good 

physical health. Mental illnesses, such as depression and anxiety, affect peopleôs ability to participate in health-promoting 

behaviors. In turn, problems with physical health, such as chronic diseases, can have a serious impact on mental health and 

decrease a personôs ability to participate in treatment and recovery.  

The existing model for understanding mental health and mental disorders emphasizes the interaction of social, environmental, 

and genetic factors throughout the lifespan. In behavioral health, researchers identify: risk factors, which predispose 

individuals to mental illness; and protective factors, which protect them from developing mental disorders.  Researchers now 

know that the prevention of mental, emotional, and behavioral (MEB) disorders is inherently interdisciplinary and draws on a 

variety of different strategies.  Over the past 20 years, research on the prevention of mental disorders has progressed. The 

major areas of progress include evidence that: 

¶ MEB disorders are common and begin early in life. 

¶ The greatest opportunity for prevention is among young people. 

¶ There are multiyear effects of multiple preventive interventions on reducing substance abuse, conduct disorder, 
antisocial behavior, aggression, and child maltreatment. 

¶ The incidence of depression among pregnant women and adolescents can be reduced. 

¶ School-based violence prevention can reduce the base rate of aggressive problems in an average school by 25 to 
33%. 

¶ There are potential indicated preventive interventions for schizophrenia. 

¶ Improving family functioning and positive parenting can have positive outcomes on mental health and can reduce 
poverty-related risk. 

¶ School-based preventive interventions aimed at improving social and emotional outcomes can also improve academic 
outcomes. 

¶ Interventions targeting families dealing with adversities, such as parental depression or divorce, can be effective in 
reducing risk for depression in children and increasing effective parenting. 

¶ Some preventive interventions have benefits that exceed costs, with the available evidence strongest for early 
childhood interventions. 

¶ Implementation is complex, it is important that interventions be relevant to the target audiences.  

¶ In addition to advancements in the prevention of mental disorders, there continues to be steady progress in treating 
mental disorders as new drugs and stronger evidence-based outcomes become available. 

¶ Healthy People 2020 (www.healthypeople.gov) 
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Self-Reported Mental Health Status 

ñNow thinking about your mental health, which includes stress, depression and problems with 

emotions, would you say that, in general, your mental health is:  excellent, very good, good, fair or 

poor?ò 

 

Self-Reported Mental Health Status
(ALGMH Service Area, 2015)

Sources: ǒ 2015 PRC Community Health Survey, Professional Research Consultants, Inc.   [Item 100]

Notes: ǒ Asked of all respondents.

Excellent   28.4%

Very Good   30.9%

Good   21.9%

Fair   11.7%

Poor   6.9%

 

 

Experience ñFairò or ñPoorò Mental Health

Sources:ǒ PRC Community Health Surveys,  Professional Research Consultants, Inc.  [Item 100]

ǒ 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes: ǒ Asked of all respondents.
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Experience ñFairò or ñPoorò Mental Health
(ALGMH Service Area, 2015)

Sources: ǒ 2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 100]

Notes: ǒ Asked of all respondents.

ǒ Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., ñWhiteò reflects non-Hispanic White respondents).

ǒ Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size.  ñ<200%Povertyò is defined as

households earning up to twice the poverty threshold and includes those living with defined poverty status; ñ>200% Povertyò includes households with incomes at 

200% or more of the federal poverty level. 
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Depression 

Diagnosed Depression:  ñHas a doctor or other healthcare provider ever told you that you have a 

depressive disorder, including depression, major depression, dysthymia, or minor depression?ò 

Symptoms of Chronic Depression:  ñHave you had two years or more in your life when you felt 

depressed or sad most days, even if you felt okay sometimes?ò 

 

Have Been Diagnosed With a Depressive Disorder

Sources:ǒ 2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Item 103]

ǒ 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes: ǒ Asked of all respondents.

ǒ Depressive disorders include depression, major depression, dysthymia, or minor depression.
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Have Experienced Symptoms of Chronic Depression

Sources:ǒ PRC Community Health Surveys,  Professional Research Consultants, Inc.  [Item 101]

ǒ 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes: ǒ Asked of all respondents.

ǒ Chronic depression includes periods of two or more years during which the respondent felt depressed or sad on most days, evenif (s)he felt okay sometimes.
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Have Experienced Symptoms of Chronic Depression
(ALGMH Service Area, 2015)

Sources: ǒ 2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 101]
Notes: ǒ Asked of all respondents.

ǒ Chronic depression includes periods of two or more years during which the respondent felt depressed or sad on most days, evenif (s)he felt okay sometimes.
ǒ Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., ñWhiteò reflects non-Hispanic White respondents).
ǒ Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size.  ñ<200%Povertyò is defined as
households earning up to twice the poverty threshold and includes those living with defined poverty status; ñ>200% Povertyò includes households with incomes at 
200% or more of the federal poverty level. 
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Stress 

ñThinking about the amount of stress in your life, would you say that most days are: extremely 

stressful, very stressful, moderately stressful, not very stressful or not at all stressful?ò 

 

Perceived Level of Stress On a Typical Day
(ALGMH Service Area, 2015)

Sources: ǒ 2015 PRC Community Health Survey, Professional Research Consultants, Inc.   [Item 102]

Notes: ǒ Asked of all respondents.
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Perceive Most Days As ñExtremelyò or ñVeryò Stressful

Sources:ǒ PRC Community Health Surveys,  Professional Research Consultants, Inc.  [Item 102]

ǒ 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes: ǒ Asked of all respondents.
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Sleep 

ñDuring the past 30 days, for about how many days have you felt you did NOT get enough rest or 

sleep?ò 

 

Had 3+ Days in the Past Month Without Enough Sleep

Sources:ǒ PRC Community Health Surveys,  Professional Research Consultants, Inc.  [Item 179]

Notes: ǒ Asked of all respondents.
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Suicide 

The following chart outlines the most current age-adjusted mortality rates attributed to suicide in our population.  

(Refer to ñLeading Causes of Deathò for an explanation of the use of age-adjusting for these rates.) 

 

Suicide: Age-Adjusted Mortality Trends
(Annual Average Deaths per 100,000 Population)

Healthy People 2020 Target = 10.2 or Lower

Sources: ǒ CDC WONDER Online Query System.  Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance 

and Informatics. Data extracted August 2015.

ǒ US Department of Health and Human Services.Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective MHMD-1]

Notes: ǒ Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Problems (ICD-10).

ǒ Rates are per 100,000 population, age-adjusted to the 2000 US Standard Population.
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Mental Health Treatment  

Treatment for Self 

ñHave you ever sought help from a professional for a mental or emotional problem?ò  (Among those 

with a ñdiagnosed depressive disorder,ò which includes respondents reporting a past diagnosis of a 

depressive disorder by a physician [depression, major depression, dysthymia, or minor depression]). 

 

Adults With Diagnosed Depression Who Have Ever 

Sought Professional Help for a Mental or Emotional Problem
(Among Adults With Diagnosed Depressive Disorder)

Sources:ǒ 2015 PRC Community Health Survey,  Professional Research Consultants, Inc.  [Item 123]

ǒ 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes: ǒ Reflects those respondents with a depressive disorder diagnosed by a physician (such as depression, major depression, dysthymia, or minor depression).
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Key Informant Input: Mental Health 

The following chart outlines key informantsô perceptions of the severity of Mental Health as a problem in the 

community: 

 

Perceptions of Mental Health

as a Problem in the Community
(Key Informants, 2015)

Sources: ǒ 2015 PRC Online Key Informant Survey.
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Challenges 

Among those rating this issue as a ñmajor problem,ò the following represent what key informants see as the 

main challenges for persons with mental illness: 
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Access to Care 

Getting services. ï Public Health Expert 

Lack of access to mental health care for Medicaid coverage in Metro Chicago. ï Other Health 
Provider 

Outpatient follow-up medication compliance. ï Other Health Provider 

Long waiting lists to access psychiatric services and medications and in particular for persons 
recently incarcerated. ï Community/Business Leader 

Clinics being closed. ï Social Service Representative 

Lack of access to counseling, psychiatrists and other mental health resources. ï Public Health 
Expert 

Since the decommissioning of services and hospitals an increasing number of the mentally unwell 
are also the unhoused and unemployed.  Few major providers exist for low income folks who have 
mental health challenges.  Barriers exist for those of moderate and upper level income.  Schools 
still cannot meet the need of students and local practitioners are not well versed at screening or 
referrals for support. ï Social Service Representative 

Recognizing the need for help, accessing appropriate treatment, and follow-up care. ï 
Community/Business Leader 

Lack of access to psychiatry services and counseling. ï Physician 

Access to affordable, evidence-based mental illness services that also treat the co-occurring 
substance addiction and can provide resources to address the other co-morbidities of 
homelessness and unemployment. ï Social Service Representative 

Huge gap in mental health services for people who are low income.  There aren't resources to 
refer people to as a community based organization and the few that exist are in financial crises 
and/or have very long waiting times before someone can be seen.  Without comprehensive mental 
health care people remain in crises and their other life problems are exasperated. ï Social Service 
Representative 

Poorly coordinated mental health system. ï Public Health Expert 

Access to medications and services that are needed to manage one's illness.  Stigma surrounding 
mental health persists. ï Social Service Representative 

Access to care and treatment.  Too many individuals with mental illness languish in our jails who 
are ill equipped to address their real problem. ï Other Health Provider 

Co-occurrences 

Anxiety and related disorders, including substance abuse.  Ours is a high-achieving, data-driven 
community demanding excellence of all.  Adults set the tone.  Most are well-educated striving for 
success in their careers.  These parents also measure their own success by how their children 
perform.  Students feel tremendous pressure to "exceed expectations" academically and 
athletically.  Many adults have experienced the added stress of job loss since the economic crisis 
in 2008 and many have struggled with economic insecurity since.  This has created stress and 
challenged coping skills.  It has forced both parents to work to maintain prior standards of living.  
As costs outpace income, people worry tremendously about how to keep up and get ahead.  
Children feel all of this.  Regardless of circumstances, they are also still expected to compete and 
perform, to display the right labels on their shoes, bags and phones.  Denial and stigma are the 
biggest mental health challenges. ï Community/Business Leader 

Violence and homelessness. ï Community/Business Leader 

Living with low incomes can lead to high levels of stress. ï Other Health Provider 
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This is the leading cause to community violence. People do not realize they have mental health 
concerns and avoid doctor visits due to the stigma of being ill. ï Community/Business Leader 

The biggest challenge is facing up to the issues in our lives that lead to such results as alcohol 
and drug abuse, domestic abuse and a whole raft of co-dependent behaviors. ï 
Community/Business Leader 

People who are underinsured or uninsured have a very hard time accessing mental health 
treatment. ï Social Service Representative 

Lack of Resources 

While there are a number of mental health programs in the community, the biggest challenge is 
housing for individuals facing mental health challenges.  Many of the homeless in the 
neighborhood have mental health issues. ï Other Health Provider 

Lack of Inpatient treatment facilities, lack of programs in general.  Undiagnosed problems, lack of 
money for medications, lack of compliance when medication is provided.  No oversight/support by 
family or friends.  Social stigmas prevent people from seeking help. ï Social Service 
Representative 

There are no mental health service providers for adults or children in this community. ï 
Community/Business Leader 

Low number of behavior health providers, particularly for underinsured individuals. ï Public Health 
Expert 

Not enough specialists. ï Physician 

Not enough mental health care is available to those that are affected by the problem. ï 
Community/Business Leader 

Lack of resources because of cutbacks. ï Community/Business Leader 

Mental Health services have been cut on local, city and state levels.  Residents don't have access 
to services and are not processing the social and emotional challenges. ï Other Health Provider 

Stigma 

Culturally, mental illness is taboo and seldom diagnosed or treated. ï Social Service 
Representative 

Stigma surrounding mental health persists. ï Social Service Representative 

Understanding that it is a common need, dealing with the stigma.  Being able to navigate the 
health care system and the health care financing systems to access the right care at the right time.  
Lack of medical provider capacity/comfort in dealing with some of the more routine/less acute 
mental health concerns in a primary care setting. ï Public Health Expert 

Stigma related to mental health is huge.  Most people don't admit having mental health issues.  
There are far too few services available to serve people when they do acknowledge having mental 
health issues. ï Community/Business Leader 

Social stigma. ï Physician 

The stigma attached to mental health in the African American community.  Coupled with the 
diminishing resources due to budget cuts. ï Other Health Provider 

Stigma is a barrier to seeking out services and there is a lack of culturally and linguistically 
appropriate services. ï Public Health Expert 

 



COMMUNITY HEALTH NEEDS ASSESSMENT 

54 

Death, Disease & Chronic Conditions  

Leading Causes of Death 

Distribution of Deaths by Cause 

Cancers and cardiovascular disease (heart disease and stroke) are leading causes of death in the 

community. 

 

Leading Causes of Death
(Cook County, 2013)

Sources: ǒ CDC WONDER Online Query System.  Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance

and Informatics. Data extracted August 2015.

Notes: ǒ Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Problems (ICD-10).  

ǒ CLRD is chronic lower respiratory disease.

Heart Disease 25.5%

Cancer 24.1%

Stroke 5.1%

CLRD 4.3%

Unintentional Injuries 
3.7%

Other 37.3%
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Age-Adjusted Death Rates for Selected Causes 

In order to compare mortality in the county with other localities (in this case, the region, the state, and the 

United States), it is necessary to look at rates of death ð  these are figures which represent the number of 

deaths in relation to the population size (such as deaths per 100,000 population, as is used here).  

Furthermore, in order to compare localities without undue bias toward younger or older populations, the 

common convention is to adjust the data to some common baseline age distribution.  Use of these ñage-

adjustedò rates provides the most valuable means of gauging mortality against benchmark data, as well as 

Healthy People 2020 targets. 

The following chart outlines annual average age-adjusted death rates per 100,000 population for selected 

causes of death in the area.  (For infant mortality data, see Birth Outcomes & Risks in the Births section of this 

report.) 

 

Age-Adjusted Death Rates for Selected Causes
(2011-2013 Deaths per 100,000 Population)

Sources: ǒ CDC WONDER Online Query System.  Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance 

and Informatics. Data extracted August 2015.

ǒ US Department of Health and Human Services.Healthy People 2020.  December 2010.  http://www.healthypeople.gov.

Note: ǒ Rates are per 100,000 population, age-adjusted to the 2000 US Standard Population and coded using ICD-10 codes.

ǒ *The Healthy People 2020 Heart Disease target is adjusted to account for all diseases of the heart; the Diabetes target is adjusted to reflect only 

diabetes mellitus-coded deaths.

Cook 

County

MCHC 

Region
Illinois US HP2020

Diseases of the Heart 183.4 172.0 173.9 171.3 156.9*  

Malignant Neoplasms (Cancers) 174.5 169.2 174.2 166.2 161.4

Cerebrovascular Disease (Stroke) 36.8 35.4 37.7 37.0 34.8

Chronic Lower Respiratory Disease (CLRD) 31.1 31.0 39.3 42.0 n/a 

Unintentional Injuries 26.6 25.7 32.9 39.2 36.4

Diabetes Mellitus 20.6 19.3 19.4 21.3 20.5*

Pneumonia/Influenza 17.1 16.6 16.8 15.3 n/a 

Alzheimer's Disease 15.8 16.4 20.0 24.0 n/a 

Kidney Diseases 17.2 16.2 17.1 13.2 n/a

Drug-Induced 11.2 11.1 12.1 14.1 11.3

Firearm-Related 11.2 9.6 8.8 10.4 9.3

Homicide/Legal Intervention 10.5 8.6 6.3 5.3 5.5

Cirrhosis/Liver Disease 8.8 8.3 8.5 9.9 8.2

Intentional Self-Harm (Suicide) 7.8 8.1 9.7 12.5 10.2

Motor Vehicle Deaths 5.8 5.4 7.9 10.7 12.4

HIV/AIDS 2.7 2.2 1.6 2.2 3.3
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Cardiovascular Disease 

About Heart Disease & Stroke 

Heart disease is the leading cause of death in the United States, with stroke following as the third leading cause. Together, 

heart disease and stroke are among the most widespread and costly health problems facing the nation today, accounting for 

more than $500 billion in healthcare expenditures and related expenses in 2010 alone. Fortunately, they are also among the 

most preventable.  

The leading modifiable (controllable) risk factors for heart disease and stroke are: 

¶ High blood pressure 

¶ High cholesterol 

¶ Cigarette smoking 

¶ Diabetes 

¶ Poor diet and physical inactivity 

¶ Overweight and obesity 

The risk of Americans developing and dying from cardiovascular disease would be substantially reduced if major improvements 

were made across the US population in diet and physical activity, control of high blood pressure and cholesterol, smoking 

cessation, and appropriate aspirin use.  

The burden of cardiovascular disease is disproportionately distributed across the population. There are significant disparities in 

the following based on gender, age, race/ethnicity, geographic area, and socioeconomic status: 

¶ Prevalence of risk factors 

¶ Access to treatment 

¶ Appropriate and timely treatment 

¶ Treatment outcomes 

¶ Mortality 

Disease does not occur in isolation, and cardiovascular disease is no exception. Cardiovascular health is significantly 

influenced by the physical, social, and political environment, including: maternal and child health; access to educational 

opportunities; availability of healthy foods, physical education, and extracurricular activities in schools; opportunities for 

physical activity, including access to safe and walkable communities; access to healthy foods; quality of working conditions and 

worksite health; availability of community support and resources; and access to affordable, quality healthcare. 

¶ Healthy People 2020 (www.healthypeople.gov) 
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Age-Adjusted Heart Disease & Stroke Deaths 

The greatest share of cardiovascular deaths is attributed to heart disease. 

 

Heart Disease: Age-Adjusted Mortality
(2011-2013 Annual Average Deaths per 100,000 Population)

Healthy People 2020 Target = 156.9 or Lower (Adjusted)

Sources: ǒ CDC WONDER Online Query System.  Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and 

Informatics. Data extracted August 2015.

ǒ US Department of Health and Human Services.Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective HDS-2]

Notes: ǒ Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Problems (ICD-10).  

ǒ Rates are per 100,000 population, age-adjusted to the 2000 US Standard Population.

ǒ The Healthy People 2020 Heart Disease target is adjusted to account for all diseases of the heart.
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Heart Disease: Age-Adjusted Mortality Trends
(Annual Average Deaths per 100,000 Population)

Healthy People 2020 Target = 156.9 or Lower (Adjusted)

Sources: ǒ CDC WONDER Online Query System.  Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and 

Informatics. Data extracted August 2015.

ǒ US Department of Health and Human Services.Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective HDS-2]

Notes: ǒ Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Problems (ICD-10).  

ǒ Rates are per 100,000 population, age-adjusted to the 2000 US Standard Population.

ǒ The Healthy People 2020 Heart Disease target is adjusted to account for all diseases of the heart.

2004-2006 2005-2007 2006-2008 2007-2009 2008-2010 2009-2011 2010-2012 2011-2013

Cook County 233.0 222.5 212.6 204.1 198.9 192.7 188.1 183.4

Illinois 217.8 208.4 199.9 191.7 186.9 181.3 177.5 173.9

US 214.6 206.1 197.9 190.3 184.7 178.5 174.4 171.3
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Stroke: Age-Adjusted Mortality
(2011-2013 Annual Average Deaths per 100,000 Population)

Healthy People 2020 Target = 34.8 or Lower

Sources: ǒ CDC WONDER Online Query System.  Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and

Informatics. Data extracted August 2015.

ǒ US Department of Health and Human Services.Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective HDS-3]

Notes: ǒ Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Problems (ICD-10).  

ǒ Rates are per 100,000 population, age-adjusted to the 2000 US Standard Population.
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Stroke: Age-Adjusted Mortality Trends
(Annual Average Deaths per 100,000 Population) 

Healthy People 2020 Target = 34.8 or Lower

Sources: ǒ CDC WONDER Online Query System.  Centers for Disease Control and Prevention, Epidemiology Program Office, Division of Public Health Surveillance and 

Informatics. Data extracted August 2015.

ǒ US Department of Health and Human Services.Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective HDS-3]

Notes: ǒ Deaths are coded using the Tenth Revision of the International Statistical Classification of Diseases and Related Health Problems (ICD-10).  

ǒ Rates are per 100,000 population, age-adjusted to the 2000 US Standard Population.

ǒ Local, state and national data are simple three-year averages.

2004-2006 2005-2007 2006-2008 2007-2009 2008-2010 2009-2011 2010-2012 2011-2013

Cook County 46.4 44.8 43.3 41.2 39.1 37.5 37.3 36.8

Illinois 48.9 46.7 44.8 42.4 40.5 38.9 38.5 37.7

US 48.0 45.4 43.5 41.7 40.3 38.9 38.0 37.0
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Prevalence of Heart Disease & Stroke 

ñHas a doctor, nurse or other health professional ever told you that you had:  a heart attack, also called 

a myocardial Infarction; or angina or coronary heart disease?ò  (Heart disease prevalence below is a 

calculated prevalence that includes those responding affirmatively to either.) 

ñHas a doctor, nurse or other health professional ever told you that you had a stroke?ò 

 

Prevalence of Heart Disease

Sources:ǒ PRC Community Health Surveys,  Professional Research Consultants, Inc.  [Item 124]

ǒ 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes: ǒ Asked of all respondents.

ǒ Includes diagnoses of heart attack, angina or coronary heart disease.  
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Prevalence of Stroke

Sources:ǒ PRC Community Health Surveys,  Professional Research Consultants, Inc.  [Item 36]

ǒ 2013 PRC National Health Survey, Professional Research Consultants, Inc.

ǒ Behavioral Risk Factor Surveillance System Survey Data.  Atlanta, Illinois.  United States Department of Health and Human Services, Centers for Disease Control 

and Prevention (CDC): 2013 Illinois data.

Notes: ǒ Asked of all respondents.
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Cardiovascular Risk Factors 
 

About Cardiovascular Risk 

Controlling risk factors for heart disease and stroke remains a challenge. High blood pressure and cholesterol are still major 

contributors to the national epidemic of cardiovascular disease. High blood pressure affects approximately 1 in 3 adults in the 

United States, and more than half of Americans with high blood pressure do not have it under control. High sodium intake is a 

known risk factor for high blood pressure and heart disease, yet about 90% of American adults exceed their recommendation 

for sodium intake. 

¶ Healthy People 2020 (www.healthypeople.gov) 

 

High Blood Pressure & Cholesterol Testing 

ñAbout how long has it been since you last had your blood pressure taken by a doctor, nurse or other 

health professional?ò  (Chart below reflects responses indicating testing within the past 2 years.) 

ñAbout how long has it been since you last had your blood cholesterol checked?ò  (The following chart 

reflects responses indicating testing within the past 5 years.) 

 

Have Had Blood Pressure Checked in the Past Two Years
Healthy People 2020 Target = 92.6% or Higher

Sources:ǒ PRC Community Health Surveys,  Professional Research Consultants, Inc.  [Item 45]

ǒ 2013 PRC National Health Survey, Professional Research Consultants, Inc.

ǒ US Department of Health and Human Services.Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective HDS-4]

Notes: ǒ Asked of all respondents.
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Have Had Blood 

Cholesterol Levels Checked in the Past Five Years
Healthy People 2020 Target = 82.1% or Higher

Sources:ǒ PRC Community Health Surveys,  Professional Research Consultants, Inc.  [Item 48]

ǒ Behavioral Risk Factor Surveillance System Survey Data.  Atlanta, Illinois.  United States Department of Health and Human Services, Centers for Disease Control 

and Prevention (CDC): 2013 Illinois data.

ǒ 2013 PRC National Health Survey, Professional Research Consultants, Inc.

ǒ US Department of Health and Human Services.Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective HDS-6]

Notes: ǒ Asked of all respondents.
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High Blood Pressure & Cholesterol Prevalence 

ñHave you ever been told by a doctor, nurse or other healthcare professional that you had high blood 

pressure? 

¶ ñAre you currently taking any action to help control your high blood pressure, such as taking 

medication, changing your diet, or exercising?ò  
 

Prevalence of High Blood Pressure
Healthy People 2020 Target = 26.9% or Lower

Sources:ǒ PRC Community Health Surveys,  Professional Research Consultants, Inc.  [Items 43, 125]

ǒ Behavioral Risk Factor Surveillance System Survey Data.  Atlanta, Illinois.  United States Department of Health and Human Services, Centers for Disease Control 

and Prevention (CDC): 2013 Illinois data.

ǒ 2013 PRC National Health Survey, Professional Research Consultants, Inc.

ǒ US Department of Health and Human Services.Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective HDS-5.1]

Notes: ǒ Asked of all respondents.
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Prevalence of High Blood Pressure
(ALGMH Service Area, 2015)

Healthy People 2020 Target = 26.9% or Lower

Sources: ǒ 2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 125]
ǒ US Department of Health and Human Services.Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective HDS-5.1]

Notes: ǒ Asked of all respondents.
ǒ Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., ñWhiteò reflects non-Hispanic White respondents).
ǒ Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size.  ñ<200%Povertyò is defined as
households earning up to twice the poverty threshold and includes those living with defined poverty status; ñ>200% Povertyò includes households with incomes at 
200% or more of the federal poverty level. 
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Taking Action to Control Hypertension
(Among Adults With High Blood Pressure)

Sources:ǒ PRC Community Health Surveys,  Professional Research Consultants, Inc.  [Item 44]

ǒ 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes: ǒ Asked of all respondents who have been diagnosed with high blood pressure.

ǒ In this case, the term ñactionò refers to medication, change in diet, and/or exercise.
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ñBlood cholesterol is a fatty substance found in the blood.  Have you ever been told by a doctor, nurse, 

or other health care professional that your blood cholesterol is high?ò 

¶ ñAre you currently taking any action to help control your high cholesterol, such as taking medication, 

changing your diet, or exercising?ò 
 

Prevalence of High Blood Cholesterol
Healthy People 2020 Target = 13.5% or Lower

Sources:ǒ PRC Community Health Surveys,  Professional Research Consultants, Inc.  [Item 126]

ǒ Behavioral Risk Factor Surveillance System Survey Data.  Atlanta, Illinois.  United States Department of Health and Human Services, Centers for Disease Control 

and Prevention (CDC): 2013 Illinois data.

ǒ 2013 PRC National Health Survey, Professional Research Consultants, Inc.

ǒ US Department of Health and Human Services.Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective HDS-7]

Notes: ǒ Asked of all respondents.

ǒ *The Illinois data reflects those adults who have been tested for high cholesterol and who have been diagnosed with it.
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Prevalence of High Blood Cholesterol
(ALGMH Service Area, 2015)

Healthy People 2020 Target = 13.5% or Lower

Sources: ǒ 2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 126]
ǒ US Department of Health and Human Services.Healthy People 2020.  December 2010.  http://www.healthypeople.gov  [Objective HDS-7]

Notes: ǒ Asked of all respondents.
ǒ Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., ñWhiteò reflects non-Hispanic White respondents).
ǒ Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size.  ñ<200%Povertyò is defined as
households earning up to twice the poverty threshold and includes those living with defined poverty status; ñ>200% Povertyò includes households with incomes at 
200% or more of the federal poverty level. 
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Taking Action to Control High Blood Cholesterol Levels
(Among Adults With High Cholesterol)

Sources:ǒ PRC Community Health Surveys,  Professional Research Consultants, Inc.  [Item 47]

ǒ 2013 PRC National Health Survey, Professional Research Consultants, Inc.

Notes: ǒ Asked of all respondents who have been diagnosed with high blood cholesterol levels.

ǒ In this case, the term ñactionò refers to medication, change in diet, and/or exercise.
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About Cardiovascular Risk 

Individual level risk factors which put people at increased risk for cardiovascular diseases include: 

¶ High Blood Pressure 

¶ High Blood Cholesterol 

¶ Tobacco Use 

¶ Physical Inactivity 

¶ Poor Nutrition 

¶ Overweight/Obesity 

¶ Diabetes 

¶ National Center for Chronic Disease Prevention and Health Promotion, Centers for Disease Control and Prevention 

Three health-related behaviors contribute markedly to cardiovascular disease: 

Poor nutrition. People who are overweight have a higher risk for cardiovascular disease. Almost 60% of adults are overweight 

or obese. To maintain a proper body weight, experts recommend a well-balanced diet which is low in fat and high in fiber, 

accompanied by regular exercise. 

Lack of physical activity. People who are not physically active have twice the risk for heart disease of those who are active. 

More than half of adults do not achieve recommended levels of physical activity. 

Tobacco use. Smokers have twice the risk for heart attack of nonsmokers. Nearly one-fifth of all deaths from cardiovascular 

disease, or about 190,000 deaths a year nationally, are smoking-related. Every day, more than 3,000 young people become 

daily smokers in the US 

Modifying these behaviors is critical both for preventing and for controlling cardiovascular disease. Other steps that adults who 

have cardiovascular disease should take to reduce their risk of death and disability include adhering to treatment for high blood 

pressure and cholesterol, using aspirin as appropriate, and learning the symptoms of heart attack and stroke. 

¶ National Center for Chronic Disease Prevention and Health Promotion, Centers for Disease Control and Prevention 
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Total Cardiovascular Risk 

The following chart reflects the percentage of adults in the ALGMH service area who report one or more of the 

following:  being overweight; smoking cigarettes; being physically inactive; or having high blood pressure or 

cholesterol.  See also Nutrition, Physical Activity & Weight and Tobacco Use in the Modifiable Health Risk 

section of this report. 

 

Present One or More Cardiovascular Risks or Behaviors
(ALGMH Service Area, 2015)

Sources: ǒ 2015 PRC Community Health Survey, Professional Research Consultants, Inc.  [Item 127]
Notes: ǒ Asked of all respondents.

ǒ Cardiovascular risk is defined as exhibiting one or more of the following:  1) no leisure-time physical activity; 2) regular/occasional cigarette smoking; 3) hypertension; 
4) high blood cholesterol; and/or 5) being overweight/obese.

ǒ Hispanics can be of any race.  Other race categories are non-Hispanic categorizations (e.g., ñWhiteò reflects non-Hispanic White respondents).
ǒ Income categories reflect respondent's household income as a ratio to the federal poverty level (FPL) for their household size.  ñ<200%Povertyò is defined as
households earning up to twice the poverty threshold and includes those living with defined poverty status; ñ>200% Povertyò includes households with incomes at 
200% or more of the federal poverty level. 
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Key Informant Input: Heart Disease & Stroke 

The following chart outlines key informantsô perceptions of the severity of Heart Disease & Stroke as a problem 

in the community: 

 

Perceptions of Heart Disease and Stroke 

as a Problem in the Community
(Key Informants, 2015)

Sources: ǒ 2015 PRC Online Key Informant Survey.
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