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I. Overview of Approach to Needs Assessment 
In preparation for interim needs assessment from 2021 to 2025, the Bureau of Family 

Health (BFH) developed a plan and framework. Similar methods will be employed 

annually, and the cumulative results will serve as groundwork for the five-year needs 

and capacity assessment in 2025. When appropriate, annual results from ongoing 

assessment may be compiled and considered in aggregate in future years. Health 

equity remains the overarching framework of the BFH’s needs assessment activities.      

Ongoing needs assessment activities fall into three broad categories: 1) engagement of 

stakeholders to characterize maternal and child health (MCH) needs in the state, 

identify emerging issues, and inform development and implementation of strategies; 2) 

assessment of qualitative data collected through stakeholder engagement and available 

quantitative state data to further characterize the health status of the MCH populations 

and; 3) evaluation of the MCH system and the BFH’s capacity as the Title V 

administrator. Activities completed to date are described by category in the sections 

below.  

II. Needs Assessment Update  

1. Stakeholder Engagement and Primary Data Collection 

 

i. Public Input Survey: A public input survey asking respondents to identify 

unmet MCH needs and provide recommendations on strategies that would 

advance the state’s priorities for each Title V population domain was developed 

in 2020. The survey was launched for one month from April to May 2021 and 

100 people from 16 counties responded (~30% of all 67 counties in the state) 

with most respondents from the populous Allegheny, Philadelphia, and Dauphin 

counties and surrounding areas. Of those who responded, 72 were service 

providers and 28 were service recipients or caregivers. The questions included 

in the survey were predominantly open-ended and qualitative analysis 

consisted of categorization of text responses and subsequent identification of 

key themes based on the frequency with which responses in each category 

were identified. Given that the results of the public input survey inform 

understanding of the MCH population’s health status and unmet needs by 

domain, summary tables are incorporated into the corresponding sections, 

below.  

 

ii. Focus Groups: Stakeholders and service recipients were also engaged through 

meetings and focus groups. Given the prevalence of MCH providers with 

additional duties associated with the COVID response, the BFH optimized 

previously planned meetings and virtual site visits in order to seek their input. 

The BFH facilitated discussion at a virtual site visit with 11 adolescent health 

providers participating in the Leadership Education in Adolescent Health (LEAH) 

fellowship in February 2021. Providers were asked about adolescent health 

needs, service gaps, telehealth, youth engagement, and the COVID-19 vaccine. 
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In April 2021, the BFH facilitated another discussion with 26 providers 

participating in the Leadership Education in Neurodevelopment and Other 

Related Disabilities (LEND) fellowship. Providers were asked about the needs of 

children with special health care needs (CSHCN) and their families, service 

gaps, telehealth, and care decision-making. Finally, in April and May of 2021, 

the BFH organized two virtual focus groups with youth service recipients, 

engaging 17 adolescents across the state. Participants were asked about issues 

facing youth, assets and needs in their communities, health resources, and 

youth engagement.  

 

Data resulting from these sessions with providers and service recipients 

contribute to understanding of the health status of MCH populations and help to 

inform the direction of Title V activities. Key takeaways and themes of the 

discussions are incorporated into the following section on health status under 

the corresponding population domain(s) and in the emerging issues section.  

 

2. Assessment of Maternal and Child Health Status: Update 

 

i. Women/Maternal Health: The existing Title V priority for the 

women/maternal health domain is reduce or improve maternal morbidity and 

mortality, especially where there is inequity. Available data suggest that the 

rate of maternal mortality in Pennsylvania (PA) may be rising (13.8 deaths 

per 100,000 live births during 2014-2018 compared to 14.8 deaths per 

100,000 live births during 2015-2019 per the National Vital Statistics System) 

and the rate of maternal mortality remained nearly three times higher among 

black people as it is among white people in PA during 2015-2019. Similarly, 

state inpatient hospitalization data suggest that the rate of severe maternal 

morbidity has risen from 74.2 cases per 10,000 delivery hospitalizations in 

2016 to 77.0 cases in 2018 and the rate of morbidity is two times higher 

among black people as compared to white people. As such, continued focus 

on this priority and the persistent racial disparity is imperative.  

This priority and its associated strategies are linked to NPM 1, the 

percentage of women in PA who have received a routine check-up or a 

preventive medical visit in the past year. This indicator remained around 75% 

in 2018 and 2019, but receipt of routine care remains least frequent among 

those who are uninsured (64.8% in 2019). Given the rise in unemployment 

associated with the COVID-19 pandemic and the potential for a 

corresponding increase in uninsured people, connecting birthing and 

pregnant people to safety net preventive physical and mental health care 

services remains an important strategy of the 2022 action plan.     

Newly available state data suggest that changes should be noted for several 

related indicators. Birth certificate data suggest that the prevalence of 
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pregnant people with gestational hypertension or diabetes may be 

increasing. Preliminary data suggest an increase from 6.2% of pregnant 

people with gestational hypertension in 2017 to 8.1% in 2020 and an 

increase from 5.8% of pregnant people with gestational diabetes in 2016 to 

7.6% in 2020. Given the association between these conditions and adverse 

maternal and infant health outcomes, associated prevention strategies can 

be encompassed within the existing priority. Finally, Pregnancy Risk 

Assessment Monitoring System (PRAMS) data from 2016-2019 also suggest 

an increase in prevalence of self-reported depression during pregnancy from 

12.5% of people reporting depression during pregnancy in 2016 to 18.2% 

reporting depression in 2019. Behavioral health and depression screening 

and referral are existing components of the Title V action plan and will 

remain important strategies in 2022. Results from the public input survey 

(see Table 1) further confirm that continued focus on mental health and 

access to care remain necessary to address unmet needs in communities 

and networks of care across the state. 
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ii. Infant/Perinatal Health: The existing Title V priorities for the infant/perinatal 

health domain are reduce rates of infant mortality, especially where there is 

inequity and improve the percent of [infants] with special health care needs 

who receive care in a well-functioning system. The most recent available 

data suggest that the statewide infant mortality rate continues to decline (6.1 

deaths per 1,000 births in 2015 to 5.9 deaths per 1,000 live births in 2019). 

However, the infant mortality rate is higher among infants born preterm and 

with a very low birthweight. This remains a concern as the percentage of 

infants born preterm or with a low birthweight was mostly unchanged in PA 

from 2009 to 2019. Additionally, the rate of infant mortality remains highest 

among black infants as compared to white infants. Death certificate data 

indicate that the black-white gap in infant mortality has persisted from 2012 

to 2018, remaining nearly three times higher among black infants as 

compared to white infants.   A similar pattern is evident for preterm-related 

mortality, neonatal mortality, and postneonatal mortality. As such, addressing 

this racial disparity in infant mortality and reducing preterm birth remain an 

important focus of the state’s Title V program.  

 

This priority and associated strategies are linked to two NPMs; NPM 4 

measures the percentage of infants breastfed and NPM 5A-5C focus on the 

percentage of infants experiencing safe sleep practices. Birth certificate data 

suggest a continued gradual increase in breastfeeding initiation, from 81.1% 

of infants ever breastfed in 2016 to 82% in 2019. PA PRAMS data also 

suggest that the percentage of infants breastfed for at least 24 weeks (6 

months) may also be increasing (56.3% during 2012-2015 to 60.6% during 

2016-2019). However, the prevalence of breastfeeding initiation and 

exclusive breastfeeding remains lower among black infants as compared to 

white infants. PA PRAMS data also suggest that continued breastfeeding 

remains less prevalent among young birthing people (≤19 years) and among 

people of lower socioeconomic status. Given the benefits of breastfeeding 

for birthing people and infants, and the association between breastfeeding 

and a potential reduction in postneonatal mortality and sudden unexpected 

infant death, strategies that aim to increase breastfeeding are encompassed 

within the existing priority that aims to reduce infant mortality.  

 

Since 2016, there has been a statistically significant increase in the 

percentage of infants placed on a separate approved safe sleep surface 

(32.4% in 2016 to 39.8% in 2019). Similarly, the percentage of infants placed 

to sleep without soft objects or loose bedding has also significantly increased 

(46.1% in 2016 to 59.5% in 2019). However, differences still exist when 

evaluating safe sleep practices by maternal age; these practices are less 

common among birthing people under the age of 19. Additional work may be 

needed to advance the practice of placing infants on their back to sleep. 
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While five-year estimates suggest an increase in the practice (80.5% during 

2012-2015 to 82.3% during 2016-2019), annual estimates demonstrate 

fluctuation and no consistent pattern since 2015.  

 

Many of the indicators of infant/perinatal health in PA remain unchanged and 

the quantitative data and public input survey responses (Table 2) suggest 

that the existing priorities are sufficiently broad to respond to the persistent 

unmet needs. While strategies such as safe sleep education, home visiting, 

and breastfeeding awareness are underway, additional strategies that aim to 

advance development of protective factors among parents/caregivers to 

prevent adverse infant health outcomes will continue to be considered.  

 

 
 

iii. Child Health: The existing Title V priority for the child health domain is to 

reduce the rates of child mortality and injury, especially where there is 

inequity. The rate of hospitalization for nonfatal injury among children ages 0 

through 9 has decreased from 152 deaths per 100,000 in 2016 to 139.8 in 

2018. The prevalence of nonfatal injury hospitalization is highest among 

children less than 1 and is nearly two times higher among black children 

ages 0 through 9 as compared to white children. The most recent available 

data suggest that the rate of mortality among children in PA between the 
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ages of 1 and 9 continues to fluctuate – there was a slight increase from 15.1 

deaths per 100,000 in 2017 to 16.4 deaths per 100,000 in 2019. Similar to 

the patterns apparent in hospitalization data, the child mortality rate is nearly 

two times higher among younger children, between the ages of 1 and 4, as 

compared to the rate among children ages 5 through 9 and is also nearly two 

times higher among black children as compared to white children. The BFH 

remains committed to identifying additional strategies linked to the existing 

priority that may drive improvement in child mortality and address the 

disparities by age and race that persist among children for both mortality and 

injury hospitalizations. 

 

Given newly available two-year estimates from the National Survey of 

Children’s Health (NSCH), there are several changes to note for child health. 

Potential improvements include an increase in the percentage of children 

ages 9 through 35 months who received a developmental screening using a 

parent-completed tool (26.1% in 2016-2017 to 35.2 in 2018-2019) and a 

minor increase in the percentage of children ages 6 through 11 who are 

physically active at least 60 minutes per day (28.8% during 2016-2017 to 

31.3% during 2018-2019).  

 

Conversely, 2018-2019 data suggest a decrease in the percentage of 

children reported to be in excellent or very good health and a potential 

increase in the percentage of children not receiving needed mental or 

behavioral health care. Additionally, a change in the NSCH question about 

bullying may have resulted in better characterization of bullying among 

children ages 6 to 11 in the state. The updated question asks 

parents/caregivers to consider all instances of bullying, even if it occurred 

only once or twice, in the past year. In the prior iteration of the survey 

question (2016-2017), only 17.2% of parents said it was “true” or “somewhat 

true” that their child was ever bullied, excluded, or picked on. While not 

directly comparable, the new question (2018-2019) suggests that ~59.1% of 

children ages 6 to 11 were bullied at least once in the past 12 months.  

 

Data from the public input survey (Table 3) reaffirm the continued importance 

of the existing priority around improving the mental, behavioral, and 

developmental health of children with and without special health care needs. 

While the BFH does not currently have any specific activities linked to this 

priority in the child domain of the action plan, identification of potential 

strategies will be ongoing in 2022.  

 

The second most frequently cited need by child health providers who 

responded to the public input survey was access to dental care (Table 3). 

While 2018-2019 data suggested an increase in the percentage of children in 
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PA who had a preventive check-up, a dental visit, or a flu vaccination in the 

past 12 months, disruptions to routine care that resulted from COVID-19 may 

require additional efforts to maintain and increase access to care and 

vaccination among children moving forward. The BFH has taken steps to 

raise awareness of the importance of preventive services for children, such 

as by amplifying HRSA’s “Well Child Wednesday” social media campaign 

among stakeholders, and will continue to coordinate with partners, such as 

the Bureau of Community Health Systems and the Bureau of Health 

Promotion and Risk Reduction, to boost Title V’s capacity to support the 

provision of direct, safety net services for children. 

 
iv. Adolescent Health: The existing Title V priorities for the adolescent health 

domain are reduce rates of mortality and injury (especially where there is 

inequity), improve mental health, behavioral health, and developmental 

outcomes, and support and effect change at the organizational and system 

level by supporting policies, programs, and actions that advance health 

equity. While the adolescent mortality rate among youth ages 10 to 19 has 

continued to decline from 31.8 deaths per 100,000 in 2017 to 27.9 deaths 

per 100,000 in 2019, the mortality rate remains higher among youth aged 15 

to 19 (44.1 deaths per 100,000) as compared to youth aged 10 to 14 (14.8 

deaths per 100,000) and the mortality rate remains nearly two times higher 

among black adolescents as compared to white adolescents. The suicide 

rate among adolescents aged 15 to 19 has continued to rise in PA from 8.2 

deaths per 100,000 during 2014-2016 to 9.3 deaths per 100,000 during 
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2017-2019. Five-year estimates from 2015-2019 suggest that suicide rates 

are higher among males (13.4) as compared to females (4.8) and that 

suicide rates appear higher among youth who reside farther from a metro 

area (large central metro 6.6; large fringe metro 8.8; small/medium metro 

9.7; non-metro 13.3). Corresponding data from YRBS suggest an increased 

prevalence of high school aged youth who self-report depression (29.4% in 

2017 to 34.5% in 2019) or suicidal ideation (15.1% in 2017 to 17.2% in 

2019). Additionally, from 2015 to 2019 the prevalence of depression or 

suicidal ideation has remained nearly two times higher among youth who 

identify as gay, lesbian, or bisexual, as compared to heterosexual youth.  

 

New data allow for improved characterization of several indicators of the 

health status of adolescents in PA. Improvements include the continued, 

significant decline of nonfatal injury hospitalizations among youth ages 10 to 

19 from 242.5 hospitalizations per 100,000 children in 2016 to 210.1 in 2018, 

and an increase in the percentage of adolescents that receive services 

supporting transition to adult health care from 16.3% during 2016-2017 to 

20.3% during 2018-2019. The percentage of youth ages 12 to 17 who report 

experiencing bullying also significantly declined from 27.9% in 2017 to 23.5% 

in 2019, but the prevalence of bullying remains higher among youth who 

identify as gay, lesbian or bisexual (19.3%) as compared to heterosexual 

youth (8.8%). The percentage of adolescents who are active for at least 60 

minutes per day decreased slightly from 19.8% in 2016-2017 to 17.3% in 

2018-2019. Strategies that address bullying fall within the existing priority 

around mental and behavioral health. Given the relationship between mental 

and physical health, several existing strategies linked to the mental health 

priority aim to build protective factors among youth (i.e. access to a mentor) 

while also promoting physical activity.   

 

Given the adolescent mortality and mental health data and the persistent 

disparities, the aforementioned priorities and associated strategies that aim 

to promote development of protective factors among youth remain an 

essential component of the Title V action plan, especially for improving 

adolescent mental health. Adolescent health providers engaged during the 

LEAH site visit promoted youth programming that facilitates development of 

protective factors and skill-building, especially to promote mental health and 

the transition to adulthood. Responses from the public input survey (Table 4) 

further confirm the importance of mental health resources for adolescents, as 

well as the need for sexual and reproductive health services and education – 

the latter being another existing strategy encompassed within the health 

equity priority.  
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In addition to advancing each of the existing priorities, the BFH is in the 

process of exploring means of improving its engagement and inclusion of 

youth in strategy identification, development, and implementation. 

Adolescent health providers at the LEAH site visit shared examples of 

successful youth engagement via telehealth, real-time text surveys, 

intervention mapping, and inclusion of youth on advisory boards. Youth 

across focus groups agreed that one of the most important things that they 

learned from the session was that “some adults really do want to listen and 

hear youth,” highlighting the importance of this effort and making youth 

voices heard. 

 

v. Health of CSHCN: The existing priorities for the CSHCN domain are 

improve the mental health, behavioral health, and developmental outcomes 

of CSHCN and improve the percentage of CSHCN, including infants, who 

receive care in a well-functioning system. In PA, bullying is more frequently 

reported among CSHCN as compared to children who do not have a special 

health care need. As of 2018-2019 47.9% of CSHCN aged 12 to 17 

experienced bullying in the past 12 months as compared to 32.7% of 

children without special health care needs. The prevalence of experiencing 

an adverse childhood experience also remains higher among CSHCN in PA 
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as of 2018-2019 (25.3% among CSHCN; 19.4% among children without 

special health care needs). While the existing priority around mental health 

and developmental outcomes is sufficiently broad to address promoting 

protective factors that may help CSHCN address trauma or bullying, 

identification of strategies that link to this priority is still ongoing. 

 

While there was an increase in the percentage of CSHCN who receive care 

in a well-functioning system in PA (from 16.5% during 2016-2017 to 21.6% 

during 2018-2019), given that less than a quarter of all CSHCN in the state 

receive such care, this remains an important priority that encompasses 

various factors at the system-level. As of 2018-2019, the percentage of 

CSHCN receiving care in a well-functioning system is lowest among CSHCN 

aged 12 to 17 (10.1%) as compared to CSHCN aged 6 to 11 (33.7%) or 0 to 

5 (22.3%). Upon reviewing the well-functioning system’s component parts, 

the areas where most improvement is needed are access to a medical home 

and transition services. While the percentage of CSHCN aged 12 to 17 

receiving transition services increased from 15.8% during 2016-2017 to 

26.7% during 2018-2019, the percentage of CSHCN aged 0 through 17 in 

PA with a medical home has significantly declined from 51.8% in 2016 to 

44.5% during 2018-2019. While strategies aimed at improving transition 

services are currently being implemented, in 2022 the BFH will continue to 

consider how to improve access to medical homes. The need for additional 

system-level supports for families as they seek to access and coordinate 

care is further emphasized by the responses from the public input survey 

(Table 5).  
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The newly available 2018-2019 data from NSCH also allow for improved 

characterization of several CSHCN indicators. The percentage of CSHCN 

ages 0 through 17 who are continuously and adequately insured increased 

from 64.6% during 2016-2017 to 72.1% during 2018-2019. Several other 

apparent improvements include a decrease in the percentage of CSHCN 

ages 10 through 17 who are obese (28.4% during 2016-2017 to 14.9% 

during 2018-2019) and a decrease in the percentage of CSHCN ages 1 

through 17 who had decayed teeth or cavities in the past year (17.5% during 

2016-2017 to 15.1% during 2018-2019). However, the prevalence of tooth 

decay/cavities remains higher among CSHCN (15.1%) as compared to 

children without special health care needs during 2018-2019 (8.6%). As 

access and receipt of preventive medical and dental care is a component of 

a well-functioning system, associated strategies that address access to 

dental care among CSHCN can be encompassed within the existing priority 

and capacity of the BFH and its partners.  

 

Given that infants are now included in the definition of CSHCN, the BFH is in 

the process of evaluating its existing services for infants with special health 

care needs and identifying gaps. One potential change that should be noted 

for infants with special health care needs is the rate of infants born with 

neonatal abstinence syndrome (NAS) per 1,000 hospital births. PA Health 

Care Cost Containment Council (PHC4) data demonstrated a marked 

increase in NAS hospitalizations from 5.1 cases per 1,000 hospital births in 

2008-2009 to a peak of 15.0 cases per 1,000 hospital births in 2016-2017. 

Data from 2018-2019 suggest that hospitalizations for NAS may be on the 

decline statewide (13.8 cases per 1,000 hospital births in 2018-2019). 

However, at the regional level, rates of NAS continue to vary markedly by 

county across the state. Strategies that support infants born with NAS are 

linked to the well-functioning system priority.  

 

Responses from the public input survey (Table 5) suggest that as the BFH 

continues to support a well-functioning system of care for CSCHN, including 

infants, additional focus on referral processes and increased education and 

support for families of infants may be needed.   

https://www.phc4.org/reports/researchbriefs/opioids/19/docs/researchbrief_opioids19_nasrates.pdf
https://www.phc4.org/reports/researchbriefs/opioids/19/docs/researchbrief_opioids19_nasrates.pdf
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3. Capacity Assessment  

i. Changes in Organizational Structure and Leadership: Governor Tom Wolf 

appointed Alison Beam as Acting Secretary to the Department of Health and 

Dr. Denise A. Johnson as Acting Physician General following Dr. Rachel 

Levine’s departure to serve as Assistant Secretary of Health at the U.S. 

Department of Health and Human Services in January 2021.The BFH’s 

Director (Tara Trego), Division Directors (Erin McCarty, Stacey Gustin, and 

Cindy Dundas), Title V Block Grant Coordinator, and MCH Epidemiologist 

(Nhiem Luong) continue to lead the planning, evaluation, and data analysis 

required to administer the Title V program. The previously vacant director 

position of the Division of Child and Adult Health Services has been recently 

filled by Kathy Jo Stence. 

 

Two new positions were added to the Title V leadership team. A Public Health 

Program Manager position in the Division of Bureau Operations was filled by 

TaWonda Jones-Williams; this position supervises the Title V Block Grant 

Coordinator and provides oversight of the completion of the annual Title V 

report/application in addition to supporting the BFH’s health equity, workforce 
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development, and client and family engagement efforts. The BFH also created 

a new MCH Epidemiology Research Associate (ERA) position in 2020, which 

was filled by Caryn Decker. This position provides epidemiological support 

through collection, analysis, and interpretation of MCH data to inform public 

health program development, implementation, and evaluation. The position 

also supports ongoing needs assessment activities. After Caryn Decker 

departed the Title V Block Coordinator role to fill the MCH ERA position, the 

coordinator position was vacant, but has since been filled by Morgan Williams-

Fake. 

 

i. Title V Program Capacity: The capacity of the Title V program to serve the 

MCH populations in PA remains robust due to its continued implementation of 

strategies and programs that support essential public health services and 

systems. Changes in program capacity for each domain, including CSHCN, 

are described further in the state action plan narrative by domain for the 

application year. 

A component of program capacity is the tenure and experience of BFH staff 
supporting Title V. Approximately 43% of BFH staff have been in their current 
positions for less than three years. This suggests improved retention since the 
last workforce capacity survey which indicated that more than half of all staff 
had been in their position for less than three years. Among staff with a short 
tenure, half were program staff; most managers and directors (62%) have 
been in their positions for three years or more. Additionally, the percentage of 
BFH staff who report at least three years of public health experience has 
increased from 70% in 2020 to 82% in 2021. Improved retention provides the 
program with continuity and a workforce that is increasingly experienced in 
public health is an asset. Additionally, the combination of seasoned 
management staff and new program staff remains a strength of the Title V 
program as it seeks to continually adapt to new perspectives and the ever-
evolving MCH evidence base.   
 

ii. Title V Program Partnerships, Collaboration, and Coordination 
An updated table of partnerships (Table 7) is below.  

 

 



14 
 

 

 
 



15 
 

 

 
 

 



16 
 

 

 
 

 

 

 



17 
 

 

 



18 
 

 
 

iii. Preparation for Five-Year Needs and Capacity Assessment  

In an effort to further operationalize and publicize the results of the five-year 

needs and capacity assessment completed in 2020, the BFH developed a 

visual executive summary and fact sheets highlighting the strategies currently 

linked to the Title V priorities. The goal of these documents is to make the 

work of Title V more accessible, encourage public understanding of the 

program during the 2021-2025 funding cycle, and continue the engagement 

and momentum initiated by the five-year assessment. As described in the 

overview, ongoing needs assessment activities conducted in interim years will 

inform the five-year needs and capacity assessment in 2025.   

 

iv. Capacity to Address Emerging Issues  

Several emerging issues were identified through stakeholder engagement. 

Adolescent health providers identified adequate nutrition, food security, and 

access to accurate and thoughtful messaging about the COVID-19 vaccine as 

emerging issues among youth. The BFH will identify and evaluate 

opportunities to assess food security and incorporate resources and 

information related to nutrition within Title V programs where relevant and will 

explore opportunities to partner with the Bureau of Health Promotion and Risk 

Reduction which already houses youth programming addressing nutrition, diet, 

and exercise. The BFH also has the capacity to contribute to development of 

youth-appropriate messaging related to COVID-19 vaccines as opportunities 

arise and will be engaged in dissemination of resources to youth vendors, 

providers, and stakeholders once vaccines are available.  

 

When asked what the biggest issue is for youth, a common theme that 

emerged across focus group sessions with adolescents was the desire to feel 

safe and secure in their community. Youth expressed concern about gun 

violence, drugs, and living in an unsupportive community with a lack of safe 

spaces to gather or feel accepted. Lack of services and programs that promote 

youth mental health, especially among LGBTQ youth, was also cited. As the 

BFH builds its capacity to address system-level support for youth, it will 

https://www.health.pa.gov/topics/Documents/Programs/Vis.Executive%20Summary.pdf
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continue to implement and promote strategies that aim to develop protective 

factors among youth to address stressors like trauma or isolation.   

 

LEND providers identified lack of mental health services for CSHCN, lack of 

coordinated care, and the continued importance of health literacy in all 

communications with families of CSHCN as persistent needs that have been 

exacerbated by the COVID pandemic. CSHCN providers also emphasized the 

importance of recognizing that there are some families and some special 

health care needs that are not best served by telehealth. Given the existing 

priority around improving the mental and behavioral health of all children in 

PA, the BFH is building the capacity and identifying strategies to address this 

gap in the system of care. Similarly, care coordination, communication, and 

access to appropriate care are all needs that the BFH has the capacity to 

address within the well-functioning system priority.  

 


