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Executive Summary 
The 2026–2031 Community Health Improvement Plan (CHIP) identifies a focused set of community priorities, 

objectives, and shared strategies intended to improve health across Branch, Hillsdale, and St. Joseph counties. The 

plan was developed from the 2026 Community Health Needs Assessment (CHNA) process and from discussion 

with community collaborative networks in each county. 

The CHIP is intentionally narrower than an agency strategic plan. It is not a list of everything the local health 

department or individual organizations do. Instead, it identifies a manageable number of actions that community 

partners can advance together and monitor over time. 

Three priority areas were selected because they were consistently identified across the tri-county area and 

because there are meaningful opportunities for community partners to influence them: 

• Access to Care 

• Maternal, Child, and Family Health 

• Behavioral Health and Substance Use Prevention 

The plan emphasizes measurable improvement while recognizing that community health conditions can change 

because of funding, workforce availability, policy, economic conditions, and other factors outside the control of 

local partners. For that reason, progress will be reviewed regularly and strategies may be refined when evidence, 

community needs, or available resources change. 

1. Community Health Improvement Planning 
The CHIP was developed as part of the Branch, Hillsdale, St. Joseph Community Health Needs Assessment 

conducted between January and June 2026. The Branch, Hillsdale, St. Joseph Community Health Agency 

(BHSJCHA) facilitated the process and worked with community partners throughout the tri-county jurisdiction. 

The CHNA used a hybrid approach. Branch County had not completed a comprehensive local CHNA in several 

years, while Hillsdale and St. Joseph counties had completed other needs assessments during the preceding 12–24 

months. Rather than duplicate recent work, the BHSJCHA completed a CHNA for Branch County, reviewed 

available information for all three counties, and engaged local human-service collaborative networks to identify 

the health needs most consistently affecting their communities. 

Community input was an essential part of selecting the final priorities. The process included review and 

discussion with the Branch County Community Network (BCCN), Hillsdale Human Services Network (HSN), and 

St. Joseph Human Services Commission (HSC). These partners helped identify areas in which community 

organizations could build on existing work, strengthen coordination, or develop new collaborative approaches. 

How This CHIP Is Intended to Work 
A community health improvement plan is most useful when it leads to action. This plan therefore focuses on 

shared community strategies rather than creating an additional work plan for BHSJCHA. 

• Community partners will assist in identifying the organizations best positioned to support each strategy. 

• The county collaboratives will periodically review CHIP objectives and progress as part of their regular work. 

• Partners will use available community health data to monitor progress and identify gaps. 

• Measures will emphasize meaningful changes in access, participation, connection to services, and health 

outcomes—not simply the number of activities completed. 

• Strategies may be adjusted when circumstances, resources, evidence, or community needs change. 



Terminology 
For purposes of this plan, a priority is a major health issue identified through the CHNA; a goal describes the 

desired direction of change; an objective identifies a specific result the community intends to pursue; and a 

strategy describes a collaborative action intended to achieve the objective. 

2. Priority Areas 

Priority 1: Access to Care 
Goal: Residents in Branch, Hillsdale, and St. Joseph counties have equitable access to affordable, high-quality 

health care and supportive services. 

Why this priority: Access to care was consistently identified as a concern across the tri-county area. Community 

partners identified barriers related to provider availability, transportation, specialty care, behavioral health 

services, insurance coverage, and navigation of the health system. Changes in local healthcare capacity also have 

the potential to create additional barriers to care, particularly for specialty and obstetrical services. 

Priority 2: Maternal, Child, and Family Health 
Goal: Residents in Branch, Hillsdale, and St. Joseph counties have equitable access to programs and services that 

support healthy pregnancies, healthy children, and healthy families. 

Why this priority: Community partners identified concerns related to prenatal care, access to obstetrical and 

gynecological services, childhood immunizations, parenting and family supports, food insecurity, housing, 

childcare, and preventive health services. Strengthening connections among healthcare providers, families, 

schools, and community organizations provides opportunities to improve outcomes. 

Priority 3: Behavioral Health and Substance Use Prevention 
Goal: Communities in Branch, Hillsdale, and St. Joseph counties promote positive mental health, resilience, and 

prevention of substance misuse. 

Why this priority: Behavioral health and substance use were identified as significant concerns across the tri-

county area. Partners identified needs related to access to behavioral health treatment, suicide prevention, 

substance use prevention, youth vaping and substance use, and supports that build resilience and protective 

factors. 

3. Cross-Cutting Strategies 
The following strategies support all three priority areas and should be considered whenever partners develop or 

implement CHIP activities: 

• Expand and strengthen Community Health Worker services to address social needs, care navigation, 

transportation, food security, housing, and insurance barriers. 

• Use culturally responsive, accessible, and multilingual communication to reach residents who experience 

barriers to information and services. 

• Strengthen partnerships among hospitals, federally qualified health centers, behavioral health providers, 

schools, childcare providers, community organizations, and social service agencies. 

• Use shared community health data to identify disparities, guide interventions, and monitor progress. 

• Increase health literacy through clear, evidence-based, and actionable communication. 



• Reduce barriers related to income, geography, language, disability, transportation, and other social 

determinants of health. 

• Engage residents and people with lived experience, when appropriate, in planning, implementation, and 

evaluation. 

• Share successful practices across the three counties so that effective approaches can be adapted locally. 

4. Implementation, Accountability, and Evaluation 
Implementation of the CHIP is a shared responsibility. BHSJCHA will support coordination, data review, 

communication, and follow-up, while community partners will support strategies that align with their missions, 

resources, and areas of expertise. 

Each objective should have supporting partners who are willing to contribute resources, expertise, referrals, 

outreach, data, or other agreed-upon support. 

Where a reliable baseline is not currently available, the first year of implementation should establish the baseline 

and confirm a realistic target. Targets should be reviewed with the organizations responsible for implementation 

rather than assigned without partner input. 

Annual Review 

• Review progress at least annually through the county collaborative networks. 

• Document progress, barriers, emerging opportunities, and partner commitments. 

• Review available population-level data when updated data are released. 

• Adjust strategies when an approach is not producing the intended result or when community conditions 

change. 

• Communicate major accomplishments and challenges to the BHSJCHA Board of Health and participating 

community partners. 

5. Goals, Objectives, Strategies, and Measures 

Priority Area 1: Access to Care 
Goal: Residents in Branch, Hillsdale, and St. Joseph counties have equitable access to affordable, high-quality 

health care and supportive services. 

Objective 1.1: Increase the percentage of residents who have an ongoing source of primary care. 

Strategies • Expand Community Health Worker referral and care coordination services. 
• Strengthen referral pathways among community organizations, primary care 
providers, federally qualified health centers, and health systems. 
• Connect uninsured and underinsured residents with insurance enrollment and 
navigation assistance. 
• Promote preventive care and routine primary care visits. 

Measures of Progress • Percentage of residents reporting an ongoing source of primary care. 
• Number of residents connected to primary care through navigation or referral. 
• Percentage of tracked referrals successfully completed. 
• Number of residents receiving insurance navigation or coverage assistance. 

Baseline / Target Baseline: Establish in Year 1. Target: Set with partners after baseline review. 
Supporting Partners Lead: To be identified with the appropriate county collaborative. 

Supporting partners: To be identified based on strategy ownership and capacity. 



Objective 1.2: Improve residents’ ability to access needed specialty healthcare services. 

Strategies • Identify and strengthen referral pathways for priority specialty services. 
• Increase awareness of regional specialty providers and available services. 
• Promote tele-specialty services when clinically appropriate. 
• Provide navigation for residents experiencing barriers to completing specialty 
referrals. 

Measures of Progress • Number of priority specialty referral pathways established or strengthened. 
• Number of residents receiving specialty-care navigation. 
• Percentage of tracked specialty referrals successfully completed. 
• Number of tele-specialty options available through participating partners. 

Baseline / Target Baseline: Establish in Year 1. Target: Set with participating healthcare partners. 
Supporting Partners Supporting partners: To be identified based on strategy ownership and capacity. 

Objective 1.3: Improve residents’ ability to obtain transportation needed to access health care. 

Strategies • Strengthen partnerships with transportation providers and community 
organizations. 
• Promote available transportation resources through healthcare, social service, and 
community partners. 
• Increase awareness of transportation benefits available through insurance 
providers and other programs. 
• Integrate transportation screening and referral into care navigation and CHW 
workflows. 

Measures of Progress • Number of transportation referrals. 
• Percentage of tracked referrals successfully connected to transportation. 
• Community awareness of available transportation resources. 
• Number of organizations actively providing or promoting transportation 
information. 

Baseline / Target Baseline: Establish in Year 1. Target: Set with partners after baseline review. 
Supporting Partners Supporting partners: To be identified based on strategy ownership and capacity. 

Objective 1.4: Increase awareness and use of available health and supportive services. 

Strategies • Develop and distribute culturally responsive and multilingual health resource 
information. 
• Promote community resource directories and coordinated referral systems. 
• Use schools, employers, libraries, faith communities, healthcare organizations, and 
community events to share information. 
• Promote telehealth and other appropriate service-access options. 

Measures of Progress • Community awareness of available health services. 
• Use of community resource directories or referral systems. 
• Number of community outreach locations/partners. 
• Use of telehealth or other access options where reliable data are available. 

Baseline / Target Baseline: Establish in Year 1. Target: Set with partners. 
Supporting Partners Supporting partners: To be identified based on strategy ownership and capacity. 

Priority Area 2: Maternal, Child, and Family Health 
Goal: Residents in Branch, Hillsdale, and St. Joseph counties have equitable access to programs and services that 

support healthy pregnancies, healthy children, and healthy families. 

Objective 2.1: Increase early connection to prenatal care and maternal support services. 

Strategies • Strengthen referral partnerships among obstetric providers, hospitals, WIC, home 
visiting programs, and community organizations. 
• Increase early referrals to prenatal care and supportive services. 
• Promote WIC eligibility, benefits, breastfeeding support, and other maternal 
resources. 
• Provide navigation to address transportation, food, housing, childcare, and other 
barriers that may affect healthy pregnancy. 

Measures of Progress • Percentage of pregnant people entering prenatal care during the first trimester, 
when reliable data are available. 
• First-trimester WIC enrollment. 
• Number of referrals to prenatal care and maternal support services. 
• Number/percentage of clients successfully connected to requested support. 

Baseline / Target Baseline: Establish in Year 1. Target: Set with partners. 



Supporting Partners Supporting partners: To be identified based on strategy ownership and capacity. 

Objective 2.2: Increase childhood immunization coverage and reduce barriers to vaccination. 

Strategies • Provide evidence-based, accessible immunization education for parents and 
caregivers. 
• Use reminder and recall systems and other proven approaches to reduce missed 
vaccinations. 
• Strengthen coordination among healthcare providers, schools, and childcare 
providers. 
• Promote timely immunization and assistance for families experiencing access or 
scheduling barriers. 

Measures of Progress • Childhood immunization coverage for selected age groups. 
• Number of reminder/recall contacts or outreach efforts. 
• Number of families connected to vaccination services through navigation or 
referral. 

Baseline / Target Baseline: Establish using the most reliable available immunization data. Target: Set 
with partners. 

Supporting Partners Supporting partners: To be identified based on strategy ownership and capacity. 

Objective 2.3: Increase awareness and use of maternal, child, and family support services. 

Strategies • Expand community outreach about parenting, home visiting, early childhood, and 
family support resources. 
• Develop culturally and linguistically appropriate materials. 
• Strengthen referral relationships among pediatric providers, schools, childcare 
providers, and family resource organizations. 
• Promote developmental screening and early intervention services. 

Measures of Progress • Participation in parenting education and family support programs. 
• Number of referrals to home visiting and family support services. 
• Percentage of tracked referrals successfully connected. 
• Community awareness of available family support resources. 

Baseline / Target Baseline: Establish in Year 1. Target: Set with participating programs. 
Supporting Partners Supporting partners: To be identified based on strategy ownership and capacity. 

Objective 2.4: Increase use of recommended women's preventive health services. 

Strategies • Promote recommended cervical and breast cancer screening. 
• Increase awareness of BC3NP and other available women's health services. 
• Partner with healthcare providers and community organizations to reduce 
financial, transportation, scheduling, and information barriers. 
• Promote preventive health services through culturally responsive community 
outreach. 

Measures of Progress • Cervical cancer screening rate. 
• Breast cancer screening rate. 
• Number of residents connected to BC3NP or other preventive health resources. 
• Number of outreach/referral partnerships supporting women's preventive health. 

Baseline / Target Baseline: Establish from the most reliable available population or program data. 
Target: Set with partners. 

Supporting Partners Supporting partners: To be identified based on strategy ownership and capacity. 
 

Priority Area 3: Behavioral Health and Substance Use Prevention 
Goal: Communities in Branch, Hillsdale, and St. Joseph counties promote positive mental health, resilience, and 

prevention of substance misuse. 

Objective 3.1: Increase community knowledge and implementation of protective factors and trauma-informed 

practices. 

Strategies • Provide ACEs, resilience, and protective-factor education for parents, caregivers, 
educators, and community partners. 
• Expand trauma-informed care education and resources. 
• Promote positive childhood experiences and protective factors. 



Measures of Progress • Number of participants completing ACEs/resilience or trauma-informed training. 
• Pre/post measures of knowledge when available. 
• Number of participating organizations implementing trauma-informed practices. 

Baseline / Target Baseline: Establish in Year 1. Target: Set with training and community partners. 
Supporting Partners Supporting partners: To be identified based on strategy ownership and capacity. 

Objective 3.2: Increase awareness, access, and successful connection to behavioral health services. 

Strategies • Promote available behavioral health, crisis, and suicide prevention resources. 
• Strengthen behavioral health referral and care coordination among healthcare, 
behavioral health, and community organizations. 
• Integrate behavioral health navigation into CHW and other care-navigation 
services where appropriate. 
• Promote tele-mental health and other access options when appropriate. 

Measures of Progress • Rate of suicides and suicide attempts within the jurisdiction. 
• Number of behavioral health referrals or navigation contacts. 
• Percentage of tracked referrals successfully connected. 

Baseline / Target Baseline: Establish in Year 1. Target: Set with behavioral health partners. 
Supporting Partners Supporting partners: To be identified based on strategy ownership and capacity. 

Objective 3.3: Reduce youth substance use through evidence-based prevention, resilience, and early 

intervention. 

Strategies • Promote evidence-based prevention programming for youth and families. 
• Strengthen parent and caregiver education related to vaping, cannabis, alcohol, 
opioids, and other substances. 
• Expand youth resiliency, mentoring, and protective-factor opportunities. 
• Promote safe medication storage and disposal and youth cessation resources. 
• Coordinate prevention messaging among schools, prevention coalitions, healthcare 
providers, and other community partners. 

Measures of Progress • Youth substance use prevalence and/or perception-of-harm measures from 
available surveys. 
• Participation in evidence-based prevention programming. 
• Parent/caregiver knowledge of youth substance use prevention. 
• Participation or reach of safe medication storage/disposal initiatives. 
• Number of youth connected to cessation or early-intervention resources. 

Baseline / Target Baseline: Establish using the most reliable youth survey/program data. Target: Set 
with prevention partners. 

Supporting Partners Supporting partners: To be identified based on strategy ownership and capacity. 

6. Roles and Responsibilities 
Partner Role 
BHSJCHA Facilitate CHIP implementation and coordination; support data 

collection, monitor measures, and provide interpretation; 
communicate progress and barriers; connect and engage 
supporting partners when appropriate; and help maintain 
alignment between the CHIP, CHNA findings, and public health 
priorities.  

County Collaboratives Provide a forum for shared accountability; review progress; 
identify barriers and opportunities; and elevate issues 
requiring broader community action. 

Supporting Organizations Contribute agreed-upon services, outreach, referrals, expertise, 
data, funding, or other resources necessary to implement 
strategies. 

Community Members Provide input on priorities, barriers, communication needs, and 
the effectiveness of strategies, particularly when lived 
experience can improve implementation. 



7. Measurement and Continuous Improvement 
The CHIP will use a combination of population-level indicators, program-level measures, and implementation 

measures. Population indicators are preferred when reliable and timely data are available, but program and 

process measures are important for understanding whether community strategies are reaching residents. 

• Population measures: changes in health outcomes, service utilization, screening rates, immunization rates, or 

other community indicators. 

• Reach measures: number or percentage of residents, families, providers, or organizations reached. 

• Connection measures: referrals made, referrals completed, and residents successfully connected to services. 

• Implementation measures: organizations participating, strategies implemented, trainings completed, or 

systems changed. 

• Equity measures: differences in access, participation, or outcomes among populations experiencing greater 

barriers, when data are available. 

No single organization is expected to control every outcome in this plan. The purpose of measurement is to 

determine whether collective action is moving the community in the intended direction and to identify where 

strategies need to change. 

8. CHIP Review and Revision 
This plan covers 2026–2031, but it is not intended to remain unchanged for five years. Community health 

improvement requires ongoing assessment and adaptation. Partners should review the plan at least annually and 

consider revisions when new data, changes in healthcare capacity, funding changes, emerging health concerns, or 

community feedback indicate that a strategy should be strengthened, replaced, or discontinued. 

At the end of the CHIP period, BHSJCHA and community partners should evaluate progress, document lessons 

learned, and use the findings to inform the next CHNA and CHIP cycle. 

9. Conclusion 
The 2026–2031 CHIP provides a focused framework for collective action across Branch, Hillsdale, and St. Joseph 

counties. Its success will depend not on the number of activities listed, but on whether community partners work 

together on a small number of meaningful strategies, monitor progress, listen to residents, and adapt when 

circumstances change. 

BHSJCHA is committed to supporting this collaborative process and to working with community partners to 

improve access to care, strengthen maternal and family health, promote behavioral health and resilience, and 

prevent substance misuse. 

  



 

Appendix A: Recommended Annual CHIP Scorecard 
The following one-page scorecard format can be used for annual reporting to the county collaboratives and Board 

of Health. 

Priority / 
Objective 

Baseline Current Value Target Status Key Update / 
Barrier 

Access to Care 1.1 TBD TBD TBD Not yet measured  
Access to Care 1.2 TBD TBD TBD Not yet measured  
Access to Care 1.3 TBD TBD TBD Not yet measured  
Access to Care 1.4 TBD TBD TBD Not yet measured  
Maternal/Child 2.1 TBD TBD TBD Not yet measured  
Maternal/Child 2.2 TBD TBD TBD Not yet measured  
Maternal/Child 2.3 TBD TBD TBD Not yet measured  
Maternal/Child 2.4 TBD TBD TBD Not yet measured  
Behavioral Health 
3.1 

TBD TBD TBD Not yet measured  

Behavioral Health 
3.2 

TBD TBD TBD Not yet measured  

Behavioral Health 
3.3 

TBD TBD TBD Not yet measured  

 

 


