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The U.S. Department of Defense 
(DoD) receives wide acclaim 
for offering accessible, afford-
able, high-quality child care to 
military service members and 

their families. The military sees child care 
as an essential element of combat readiness 
and effectiveness, so it places a high premium 
on the quality of children’s experiences in 
military child-care facilities, and on assuring 
families that their children are well cared 
for. From former President Bill Clinton to 
the Carnegie Corporation to the National 
Research Council and the Institute of 
Medicine, high-ranking officials, prominent 
foundations, and leading research organiza-
tions alike have called the DoD’s child-care 
system a model for the nation.1 

This military child-care system stands in 
stark contrast to the mixed bag of child-care 
options and spotty subsidies for civilians. 
“The best chance a family has to be guar-
anteed affordable and high-quality care in 
this country is to join the military,” child-
care advocate Ann Crittenden said in 1997, 
and her statement remains true today.2 The 
contrast between military and civilian child 
care is posing new challenges to the DoD as 
the proportion of service members who rely 
on civilian child care grows, raising questions 
about inequities in the child-care options 
available to military families.

In this article, we describe the military’s 
approach to providing high-quality, reliable, 
and affordable child care to military families 
as a means to promote combat readiness and 
retain personnel. We also discuss how the 
DoD is coping with the challenge of provid-
ing child care to families who face multiple 
deployments, and to the growing share of 
military families who live in civilian com-
munities. Finally, we argue that the military’s 

experience with revamping its child-care sys-
tem could be used as a template to improve 
child care for the nation as a whole.

History of Military Child Care
Military child care has not always had such 
a positive reputation. Indeed, the dramatic 
transformation of military child care from a 
system in distress to a model for the nation 
has been called “a Cinderella story.”3 A 1982 
report found that many DoD child-care pro-
grams did not meet fire and safety codes, that 
the inspection system was weak and lacked 
sanctions, and that teachers’ training and pay 
were woefully inadequate. The hourly wage 
for child-care workers was less than that for 
people who collected trash on military bases 
and stocked commissary shelves, and the low 
pay fueled high turnover rates.4 There was 
virtually no oversight of families who cared 
for others’ children in their homes. Long 
waiting lists and high costs also plagued the 
system, making child care inaccessible for 
many military families. Allegations of child 
abuse at the Presidio Army base in 1986 lent 
a note of alarm and became the catalyst for 
congressional hearings in 1988. 

This negative attention to military child care 
coincided with post–Vietnam War changes in 
the military’s demographics. With the advent 
of the all-volunteer force, service members 
increasingly became career-oriented pro-
fessionals with families, and the number 
of women in the military service branches 
(Army, Navy, Air Force, Marine Corps) grew 
steadily. Between 1973 and 1989, the share 
of enlisted women on active duty rose from 
barely 2 percent to almost 11 percent.5 Today, 
women constitute 14 percent of active-duty 
personnel.6 The number of dual-service 
military couples—spouses who are both 
service members, with at least one on active 
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duty—has also been growing. And 5.4 per-
cent of service members are single parents, 
about two-thirds of them men.7

These pressures led to the Military Child 
Care Act (MCCA) of 1989, which became the 
driving force for change. The MCCA focused 
attention on assuring high-quality services by 
establishing comprehensive standards, setting 
accreditation requirements, and aggres-
sively enforcing licensing; it also expanded 
access through subsidies for families. These 
initiatives primarily targeted military child-
development centers, which remain the 
centerpiece of the military child-care system. 
The MCCA called for the military to estab-
lish comprehensive, cross-system regulations; 
substantially improve training and pay for the 
centers’ workers; provide specialists to sup-
port training and curriculum development; 
create an effective inspection system, includ-
ing regular unannounced visits and strong 
sanctions for noncompliance; and imple-
ment a sliding fee schedule based on family 
income. To support these changes, the act 
directed the DoD to give each service branch 
more money for child care. The MCCA thus 
produced a broad and transparent system of 
high-quality, highly accountable, affordable 
child care that is now widely viewed as the 
best the nation has to offer.

Further Steps
In 1992, the DoD developed a comprehen-
sive plan to expand the inadequate supply 
of child care, although the MCCA, which 
prioritized quality of child care over quantity, 
had not directed it to do so. The 1992 plan 
involved building centers, expanding the sup-
ply of hourly and drop-in care, increasing the 
capacity (as well as the quality and oversight) 
of family child-care homes, and expanding 
the role of resource and referral agencies as 

central clearinghouses for military families 
seeking DoD-sponsored or civilian child care. 
By 1997, the military child-care system was 
serving more than 200,000 children, up from 
52,000 in 1988.8

Amendments to the MCCA in 1996 directed 
the DoD to establish accreditation standards 
for the child-development centers. The DoD 
responded aggressively; by 2000, 95 percent 
of its child-development centers had received 
accreditation from the National Association 
for the Education of Young Children 
(NAEYC).9 At this writing, about 98 percent 
of child-development centers and school-age 
centers are accredited, and the rest are in 
the process of obtaining or renewing their 
accreditation.10 

In 2000, Congress for the first time autho-
rized the DoD to subsidize civilian child-
care programs, as long as they increased the 
supply of child care for military families and 
complied with DoD regulations, standards, 
and policies. These requirements mean, for 
example, that only state-licensed civilian pro-
viders who have been inspected in the past 
12 months can receive DoD child-care funds. 
By contrast, civilian families can use federal 
child-care subsidies for any legal, but not nec-
essarily licensed, child-care arrangement.11 

The dramatic transformation 
of military child care from a 
system in distress to a model 
for the nation has been called 
“a Cinderella story.”
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New Collaborations
As of 2010, after nine years of continuous 
fighting overseas, more than two million ser-
vice members had been deployed to combat 
zones, putting a tremendous strain on DoD 
child care. President Barack Obama, in an 
effort to make caring for military families 
a national priority, directed his cabinet to 
study the most pressing issues that military 
families face. Their report, issued in 2011, 
named improving the availability and quality 
of civilian child care for military families 
living off-installation as one of four goals to 
improve military families’ lives. (The other 
three were to enhance overall wellbeing and 
psychological health, to ensure excellence in 
military children’s education and develop-
ment, and to develop career and education 
opportunities for military spouses.)12 The 
report found that the military needed 37,000 
more child-care slots. 

To meet this need, the administration 
established the Military Family Federal 
Interagency Collaboration between the DoD 
and the Department of Health and Human 
Services. The collaboration aims to increase 
the availability and quality of civilian child 
care for military families. A pilot program 
has placed military child-care liaisons in  
13 states that have large numbers of military 
families. The liaisons are helping to deter-
mine local needs, set goals, and coordinate 
the efforts of state and local governments, 
military officials, and community partners to 
increase child-care quality and use child-
care resources effectively. 

Over the course of this initiative, which 
began in February 2011, the 13 participating 
states have tried to improve military families’ 
access to high-quality child care through 
both regulatory changes and laws, which have 

varied from state to state. New regulations 
have included requiring annual inspections 
of licensed programs, requiring background 
checks and fingerprinting of employees, add-
ing computer and TV time limits and physical 
activity requirements for children, approving 
online training, and increasing the number 
of required annual training hours. New laws 
have strengthened background check require-
ments, set or increased penalties for illegal 
unlicensed care, specified what credentials 
people need to train early education provid-
ers, and required that child-care staff be 
trained to recognize and prevent child abuse 
and maltreatment. In addition, military child-
care liaisons have worked to deliver the train-
ing that states request, whether face-to-face 
or online. The liaisons take steps, when pos-
sible, to ensure that teachers can get profes-
sional development credit and that the state 
land grant university’s cooperative extension 
system can provide public domain resources.

Overview of DoD Child Care
The DoD child-care system consists of 900 
child-development centers and school-age 
programs at more than 300 sites, along with 
more than 4,500 family child-care homes 
(called child-development homes in the 
Navy). Together, this network employs nearly 
23,000 child-care workers, 7,300 of whom 
are military spouses, and it constitutes the 
largest employer-sponsored child-care pro-
gram in the nation. The DoD’s network pro-
vides and subsidizes daily care for more than 
200,000 children from shortly after birth 
through 12 years of age, or approximately 21 
percent of all active-duty military children in 
that age range.13

Parents who are eligible for DoD-sponsored 
child care include active-duty service 
members, DoD civilian employees, National 
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Guard and Reserve members who are on 
active duty or attending personnel training, 
and DoD contractors. Base commanders 
can establish a priority system when demand 
for child care exceeds the supply, but they 
must abide by DoD guidelines that give top 
priority to active-duty service members and 
to DoD civilian employees who are single 
parents or whose spouse works full time 
outside the home.

Table 1 describes the four main components 
of the military child-care system: child- 
development centers, family child-care 
homes, school-age child-care programs,  
and subsidized civilian child care. Child- 

development centers serve approximately  
44 percent of the children in DoD-funded 
child care, family child-care homes serve  
14 percent, school-aged child-care programs 
serve 21 percent, and subsidized civilian 
child care serves 21 percent.14 Just over half 
the children in child-development centers are 
infants and toddlers. DoD-subsidized civilian 
child-care providers are in limited supply, pri-
marily because of the DoD’s stringent licens-
ing and accreditation requirements.15 

The child-development centers, which encom-
pass school-age programs, care for children 
up to 12 years old. Child-development centers 
offer a range of options: full day, partial day, 

Program	
  	
   Setting	
   Purpose	
  

Child-­‐Development	
  Center	
  	
   On-­‐installation	
  child-­‐care	
  centers	
  
certified,	
  inspected,	
  and	
  operated	
  by	
  
the	
  DOD	
  and	
  the	
  services.	
  

Provides	
  high-­‐quality	
  full-­‐time	
  	
  
or	
  part-­‐time	
  child	
  care.	
  

Family	
  Child	
  Care	
  	
   On-­‐	
  and	
  off-­‐installation	
  care	
  in	
  
military	
  housing.	
  	
  

Providers—usually	
  military	
  
spouses—are	
  trained	
  and	
  certified	
  by	
  
the	
  services,	
  and	
  the	
  homes	
  are	
  
inspected	
  according	
  to	
  DOD	
  and	
  
service	
  requirements.	
  	
  

Provides	
  an	
  alternative	
  to	
  CDC	
  	
  
care	
  if	
  CDCs	
  are	
  full	
  or	
  if	
  families’	
  
needs	
  are	
  not	
  met	
  by	
  CDCs.	
  Some	
  
Family	
  Child	
  Care	
  may	
  offer	
  
overnight,	
  emergency,	
  or	
  infant	
  care,	
  
for	
  example.	
  

School-­‐Age	
  Care	
  	
   On-­‐base	
  or	
  off-­‐base	
  providers,	
  
including	
  CDCs,	
  Family	
  Child	
  Care,	
  
youth	
  centers,	
  community-­‐based	
  
nonprofits,	
  or	
  schools.	
  Providers	
  
must	
  be	
  certified	
  or	
  licensed,	
  and	
  
inspected,	
  by	
  the	
  DOD	
  or	
  the	
  state.	
  

Provides	
  before-­‐school,	
  after-­‐school,	
  
and	
  summer/holiday	
  care.	
  

Operation	
  Military	
  Child	
  Care	
  	
  
and	
  Military	
  Child	
  Care	
  in	
  Your	
  
Neighborhood	
  

Off-­‐installation	
  child-­‐care	
  providers	
  
licensed	
  and	
  inspected	
  by	
  the	
  state,	
  
including	
  child-­‐care	
  centers	
  and	
  
family	
  child-­‐care	
  homes.	
  Military	
  
Child	
  Care	
  in	
  Your	
  Neighborhood	
  
providers	
  must	
  be	
  accredited	
  to	
  
ensure	
  quality	
  comparable	
  to	
  a	
  CDC.	
  
In	
  practice,	
  service	
  branches	
  may	
  
waive	
  this	
  requirement	
  if	
  no	
  
accredited	
  provider	
  is	
  available.	
  

Subsidizes	
  the	
  cost	
  of	
  off-­‐installation	
  
care	
  if	
  on-­‐installation	
  facilities	
  are	
  
full	
  or	
  there	
  is	
  no	
  installation	
  nearby.	
  
Operation	
  Military	
  Child	
  Care	
  is	
  
intended	
  for	
  short-­‐term	
  care,	
  
primarily	
  during	
  deployment.	
  	
  

	
  

Table 1. Primary DOD-Subsidized Child-Care Programs

Source: U.S. General Accounting Office
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Child-­‐Development	
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   On-­‐installation	
  child-­‐care	
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  services.	
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  CDCs.	
  Some	
  
Family	
  Child	
  Care	
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  Care,	
  
youth	
  centers,	
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  or	
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  and	
  inspected	
  by	
  the	
  state,	
  
including	
  child-­‐care	
  centers	
  and	
  
family	
  child-­‐care	
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  this	
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care	
  if	
  on-­‐installation	
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  there	
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  during	
  deployment.	
  	
  

	
  



84    THE FUTURE OF CHILDREN   

Major Latosha Floyd (U.S. Army) and Deborah A. Phillips 

and drop-in care; partial-day preschool pro-
grams; before- and after-school programs; and 
extended care, including nights and weekends. 
Because so many military children are under 
the age of five, child-development centers  
at each military installation offer pretoddler 
(12 to 24 months) and preschool programs. 
Both pretoddler and preschool programs 
focus on young children’s social, emotional, 
physical, and cognitive growth. In addition, 
preschool programs work to prepare children 
for school through enrichment activities that 
build the knowledge, skills, abilities, and atti-
tudes they’ll need. Children from six weeks 
to five years old can receive full-day care. 
For parents who need child care intermit-
tently, the centers also offer hourly programs. 
Some installations place a cap on how much 
hourly care a family may use per month; other 
installations charge a small fee for hourly care 
($3–$4 per hour, in some cases). 

School-age care programs, for six- to 12-year-
olds, take place in child-development centers, 
youth centers, and other suitable facilities. 
They offer care before and after school, dur-
ing holidays, and during summer vacations. 
Many military school-age care programs 
transport children to and from their schools.

The family child-care home program cares for 
children as young as four weeks and up to age 
12. The homes are operated predominantly by 
military spouses who live on military installa-
tions. People who live in civilian housing near 
a base may also provide DoD-subsidized care. 
Unlike most child-development centers, many 
family child-care homes are equipped to care 
for mildly ill children. Though family child-
care homes must be licensed and inspected 
annually, they are rarely accredited.16

The service branches run several more 
child-care programs. The Air Force’s 
Extended Duty Care and the Navy’s Child 
Development Group Homes offer child care 
during nontraditional hours. The Marine 
Corps’ Enhanced Extended Child Care 
program offers child care to family members 
who can’t use regularly scheduled child care 
because of extended duty, family illness, fam-
ily emergency, etc. Each branch of service, 
and each installation, can determine the 
types and levels of child care that best meet 
the needs of its military families.

Parents on military installations seek child 
care through Resource and Referral offices, 

 
 
Table 2: DoD Weekly Child-Care Fees (2011–12) 
 
Family	
  Income	
   Fees	
  

Below	
  $29,400	
   $46–$59	
  

$29,401–$35,700	
   $62–$74	
  

$35,701–$46,200	
   $77–$90	
  

$46,201–$57,750	
   $93–$105	
  

$57,751–$73,500	
   $108–$121	
  

$73,501–$85,000	
   $124–$130	
  

$85,001–$100,000	
   $133	
  

$100,001–$125,000	
   $136	
  

More	
  than	
  $125,000	
   $139	
  

  

Source: U.S. Department of Defense 
 
  

Table 2. DoD Weekly Child-Care Fees (2011–12)

Source: U.S. Department of Defense
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which work closely with civilian agencies. 
If on-base child care is not available, the 
Resource and Referral offices help families 
find child care in the surrounding commu-
nity. The military is working to increase the 
capacity of this network of child-care support.

Parents who find themselves on a waiting list 
for DoD child care, as well as parents who 
live far from a military base, may seek DoD-
subsidized care through Child Care Aware, 
a nonprofit agency that helps parents find 
high-quality child care in their communities. 
Subsidies are available through two programs: 
Operation Military Child Care and Military 
Child Care in Your Neighborhood. 

Operation Military Child Care subsidizes 
care for children of deployed service mem-
bers, or children of service members who 
are mobilized away from home, for example, 
by the Guard or Reserve. Providers must be 
licensed by the state and inspected annually, 
but they need not be accredited by a nation-
ally recognized body. Because the program 
doesn’t require national accreditation, it 
allows Guard and Reserve families, who often 
live in areas where accredited providers are 
few or nonexistent, to benefit from a child-
care subsidy.

The Military Child Care in Your Neighbor- 
hood program provides subsidies for families 
of active-duty service members and DoD 
civilians who are unable to access on-base 
child care, usually because they’ve been 
placed on a waiting list. Providers enrolled in 
this program must be nationally accredited. 

Administration and Fees
The defense secretary’s Office of Children 
and Youth is in charge of military child care. 
It establishes who is eligible for subsidized 

child care and provides oversight and guid-
ance to the service branches, each of which 
administers its own child-care program. Each 
branch of service issues child-care regula-
tions and sets fees based on the defense 
secretary’s policies.

Funding for military child care comes from 
two sources: appropriated funds, which 
Congress authorizes each year, and fees 
that parents pay for child care. The National 
Defense Authorization Act of 1996 directed 
that, in a given fiscal year, the amount of 
funds Congress appropriates for military 
child-development centers must equal or 
exceed the amount that parents pay in fees.17 
As table 2 illustrates, parents pay for care on 
a sliding scale, based on nine income cat-
egories; the cost is the same regardless of a 
child’s age. On average, subsidies cover about 
64 percent of the cost of on-base care, but all 
parents pay something. Fees can range from 
$46 per week for the lowest-income families 
to $139 per week for the highest-income fami-
lies.18 The weekly fee covers 50 hours of care, 
with two meals and two snacks each day.

When families use civilian child care, the 
military generally sets a cap on the subsidy; 
families are responsible for costs that exceed 
the cap. Across all service branches, on aver-
age, military families pay about $108 per 
week for DoD-subsidized civilian child care, 
which constitutes 8.7 percent of the average 
military family’s income.19 By contrast, civil-
ian families spend, on average, 25 percent of 
their income for care of children under five 
years old and 9.9 percent of their income for 
care of school-age children.20 Yet military 
child care costs more to operate. A recent 
Government Accountability Office study 
reported that, on average, it costs 7 percent 
more per child to run military child-care 
centers than it does to run private child-care 
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facilities that receive DoD subsidies.21 The 
higher costs come from the higher wages that 
staff in military centers receive; the expense 
associated with accreditation; and the sig-
nificantly higher proportion of infants and 
toddlers, whose care is more expensive than 
that of older children (53 percent in military 
centers vs. 26 percent in civilian centers).22 

Ensuring High-Quality Child Care
Four facets of the DoD child-care system, 
embedded in the Military Child Care Act, 
work together to promote high-quality child 
care: certification and inspection, accredita-
tion, hiring, and training and pay.

Certification and Inspection
The DoD’s certification standards ensure 
that programs and providers who receive 
DoD funds meet basic requirements for 
health, safety, and program administration. 
Moreover, the DoD requires yearly unan-
nounced inspections, which include: 

•  a comprehensive health and sanitation 
inspection; 

•  a fire and safety inspection, and; 

•  a DoD compliance inspection conducted 
by a multidisciplinary team. 

Each inspection team includes a parent 
representative; each service branch’s head-
quarters also conducts an annual inspec-
tion. Inspection teams must be qualified 
in early childhood development and meet 
the NAEYC accreditation system’s other 
qualifications.

The military gives child-care programs sub-
stantial guidance to prepare for and comply 
with its standards. As a result, the compliance 
rate is 100 percent. In stark contrast to the 

military system, only 81 percent of federal 
child-care subsidies now go to licensed or 
registered child-care providers (rates in each 
state vary from 29 to 100 percent), and the 
vast majority of states do not require annual, 
let alone unannounced, inspections.23

Accreditation
The military requires that all centers be 
accredited by a nationally recognized body. 
This sets a higher bar than the certification 
standards alone, ensuring that military chil-
dren receive care that meets nationally recog-
nized criteria for quality, including staff-child 
interactions, learning environments, and 
curriculum content. By 2002, all child-care 
centers on military installations were either 
accredited by the NAEYC or in the process 
of obtaining or renewing their accreditation. 
The DoD also offers strong incentives for 
family child-care homes to become accred-
ited by paying the costs of accreditation and 
giving parents higher stipends for accredited 
homes. Unfortunately, no research has exam-
ined how accreditation affects DoD child 
care specifically. But a 1994 report from the 
RAND Corporation found that accreditation 
increases the overall quality and functioning 
of military child-care centers.24 

When it comes to civilian child-care provid-
ers, Operation Military Child Care requires 
that, at a minimum, they be licensed and 
annually inspected by their states. The 
Military Child Care in Your Neighborhood 
program requires that civilian providers  
be nationally accredited. But only about  
10 percent of civilian child-care centers and 
1 percent of civilian family child-care homes 
in the U.S. are accredited.25 Faced with such 
low rates of accreditation among civilian 
providers, the DoD is increasingly trying to 
coordinate with providers and state licensing 
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officials to improve child-care standards 
across the United States. In the interim, the 
military service branches may waive the 
accreditation requirement if they determine 
that no accredited provider is available to 
meet parents’ needs. Child Care Aware 
has also agreed, on a case-by-case basis, to 
inspect some licensed providers annually 
so that military parents who use them can 
receive DoD subsidies.

Hiring
At child-development centers, staff members 
must have at least a high school diploma or 
GED, and must be able to speak, read, and 
write English. These education requirements 
help to ensure that employees can handle the 
required training. Outside the military, by 
contrast, only 16 states require lead teachers 
at child-care centers to have a high school 
diploma or GED.26 Additionally, all military 
child-care workers must pass comprehensive 
background checks; only 10 states require 
such background checks for civilian child-
care center workers.27

Training and Pay
Compensation for child-care workers reflects 
the value that the military places on its 
child-care system. The compensation system 
rewards training, decreases turnover, and 
helps to ensure that the people who care for 
military children are qualified and motivated. 
And it breaks the connection between child-
care workers’ pay and parent fees through a 
DoD-subsidized pay schedule that is linked 
to training, as are all military salaries.

Child-care staff salaries are a well- 
documented correlate of child-care quality.28 
DoD salaries for child-development center 
workers who have achieved the required 
level of education and experience average 
$15 an hour, compared with $9.73 an hour 
in the civilian sector.29 (In places where the 
cost of living is high or living conditions are 
difficult, the military service branches may 
receive waivers to charge higher child-care 
fees so that child-care workers can be paid 
more.30) Under the DoD’s structured com-
pensation system, child-care workers’ pay is 
equivalent to that of other DoD employees 
with similar experience, training, and senior-
ity.31 Under normal budgetary conditions, 
their salaries are adjusted annually for infla-
tion, just like those of all federal employees. 
Military child-care workers also receive a 
benefit package that includes medical, den-
tal, life, and long-term care insurance; a flex-
ible spending account; retirement benefits; 
sick leave; and military installation privileges 
(including fitness centers, recreation pro-
grams, child care, etc.). 

Like other DoD employees, child-care staff 
receive extensive training, which is linked 
to promotion and pay raises. Newly hired 
child-care workers must complete six to 
eight hours of orientation training before 

At child-development centers, 
staff members must have at 
least a high school diploma 
or GED, and must be able 
to speak, read, and write 
English. … Outside the 
military, by contrast, only 16 
states require lead teachers at 
child-care centers to have a 
high school diploma or GED.
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they start, and an additional 36 hours of 
training within six months. This training 
includes courses on child development, age-
appropriate activities and discipline, CPR 
and other emergency medical procedures, 
nutrition, and preventing and reporting 
child abuse. Continued training is a condi-
tion of employment. Each military child-
development center must have at least one 
training and curriculum specialist to oversee 
both programming for children and training 
for workers.

An estimated 75 percent of military child-
care workers are married to service members, 
and they usually have to move when their 
spouse is transferred.32 When these work-
ers transfer to a new military installation, 
their training, pay grade, and salary go with 
them, saving on hiring and training costs and 
protecting the military’s investment in its 
child-care staff.

Child Care in the Broader Family 
Support System 
Military families are facing unprecedented 
challenges. As overseas conflicts continue, 
most service members experience multiple 
deployments, and frequent and stressful sepa-
rations have become the norm for many fami-
lies. As this issue of The Future of Children 
makes clear, these conditions affect military 
children profoundly.

Studies show that the stress of multiple 
deployments can compromise the mental 
health of service members’ spouses. A recent 
study found that almost 40 percent of non-
deployed spouses showed levels of anxiety 
and depression that were comparable to or 
higher than the levels of returning service 
members.33 Parents with mental health 
disorders may have trouble supporting their 

children’s wellbeing, whether by spending 
quality time with them—so necessary for 
buffering deployment’s negative effects on 
children—or by taking advantage of benefi-
cial resources, programs, and activities for 
themselves and their children.34 

A nondeployed parent’s physical and men-
tal health have a tremendous effect on the 
amount of stress that children experience 
at all stages of deployment.35 And when a 
parent returns from war with mental health 
problems, children may also suffer.36 The 
DoD recognizes that frequent deployments 
have placed a huge strain on families, and 
that this strain can affect readiness. As a 
result, it has expanded the Family Readiness 
System (FRS) so that it can better respond to 
military families’ needs. The FRS comprises 
the network of programs, services, people, 
and agencies (including collaborations 
among them) that promotes readiness and 
quality of life among service members and 
their families. 

Wherever they live, families can seek help 
in many ways. Each branch of service 
maintains a family readiness resource for 
both active-duty and reserve forces. The 
service branches’ resources are augmented 
by programs available to all service mem-
bers, such as the Joint Family Support 
Assistance Programs (JFSAP) and Military 
OneSource, as well as by community orga-
nizations. Table 3 illustrates the range of 
FRS programs. Families can access these 
programs online, by phone, and through 
social media; they provide a wide range of 
services, including:

•  Child abuse prevention and response 
services

•  Child-development programs 
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jurisdiction so that military families can 
receive DoD subsidies to support their child-
care expenses.

Getting the Word Out
Some military parents may not be aware of 
their options for DoD-subsidized child care, 
particularly for subsidized civilian care.45 
About 73 percent of active-duty military 
families live off-base but within 20 miles of a 
military installation.46 These families are less 
likely to use DoD child care than are families 
who live on-base.47 They are also less likely to 
apply for military child-care subsidies. As a 
result, they are more likely either to pay the 
full price of civilian child care or rely on their 
extended families or some other informal 
child-care arrangement.

The DoD uses many methods to tell mili-
tary families about their child-care options, 
including predeployment briefings, family 
readiness centers, brochures and ads, and 
e-mail and websites. But military families 
receive large amounts of information through 
these channels, making it difficult for them 
to focus on and remember specific programs, 
especially programs that they may not need 
immediately.48 Conversely, families who live 
far from an installation are likely to receive 
less information; in general, they tend to 
believe, inaccurately, that military subsidies 
for civilian child care are needs-based.49 The 
DoD is trying to improve communication 
about child care. Family readiness profes-
sionals, whose responsibilities include helping 
families find child care, are being assigned 
to military units. The military is also mov-
ing toward a central, web-based system that 
families can use to request either military 
or civilian child care as they move from one 
assignment to another.  

Hard Choices
The DoD is striving to meet 80 percent of 
service members’ demand for quality child 
care.50 Looming budget cuts threaten the mil-
itary’s ability to achieve this goal. As we were 
writing this article, the defense secretary’s 
office of Military Family and Community 
Policy was conducting a DoD-wide review of 
all family and military community programs, 
including child-care programs, to determine 
their effectiveness and to identify gaps in cov-
erage and possible cost savings.51 The DoD 
will have to make difficult decisions about 
whether resources can be diverted from 
military child care to other programs in the 
Family Readiness System. Cuts could reduce 
subsidies that installations receive to run 
their child-care programs, subsidies for civil-
ian child-care providers, or the subsidies that 
military families receive to pay for child care. 
The DoD and the service branches are con-
sidering ways to mitigate the effects of budget 
cuts on their child-care operations, including 
uniformly imposed caps on subsidies. 

Fertile Areas for Research
Although the military’s child-care programs 
are widely recognized as the best in the 
country, researchers have not assessed their 
developmental effects. We need to know 
whether the DoD’s investment in accessible, 
high-quality child care has paid off in terms 
of key developmental measures, such as 
readiness for school, social skills, and health. 
Ideally, such studies would use the same 
measures as other major child-care studies—
for example, the NICHD Study of Child Care 
and Youth Development—so that we could 
compare the effects of civilian and DoD child 
care.52 Given the context in which military 
families use child care, it is equally important 
to study dimensions of care, such as the sta-
bility of core staff and links to family support 
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services, that may be particularly important 
for children who face high stress, family loss 
and frequent moves. In particular, we need to 
know, through neuropsychological measure-
ment, whether and how child care can buffer 
stress and restore security for young children. 
Such research would advance our under-
standing of child care generally.

Conclusions: Beyond Military  
Child Care
The U.S. military offers a remarkable 
example of what it takes to institute a dra-
matic turnaround of a child-care system 
that once served families poorly. Today, the 
DoD system exemplifies a sustained com-
mitment to accessible, high-quality care, 
and it continuously strives to better meet 
this commitment as the characteristics and 
needs of U.S. military families change. If we 

acknowledge the issue’s seriousness and find 
the political will, there is no reason that the 
civilian child-care system could not follow the 
military’s example. The idea that undergirds 
DoD child care—the need to support and 
invest in workers’ families—applies equally 
to the civilian labor force. Any argument that 
the military’s is a “closed system” and cannot 
offer a model for civilian child care is under-
mined by the DoD’s progress in mitigating 
inequities in access to quality child care for 
military families who rely on civilian provid-
ers. Like the military, the civilian sector is 
struggling to ensure that all families can find 
and afford high-quality child care. As the 
DoD builds bridges to state and local child-
care agencies and services, we can embrace 
the military’s belief that workforce readiness 
begins with high-quality child care. 
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Summary
Much research on children in military families has taken a deficit approach—that is, it has por-
trayed these children as a population susceptible to psychological damage from the hardships of 
military life, such as frequent moves and separation from their parents during deployment. But 
M. Ann Easterbrooks, Kenneth Ginsburg, and Richard M. Lerner observe that most military 
children turn out just fine. They argue that, to better serve military children, we must under-
stand the sources of strength that help them cope with adversity and thrive. In other words, we 
must understand their resilience.

The authors stress that resilience is not a personal trait but a product of the relationships 
between children and the people and resources around them. In this sense, military life, along 
with its hardships, offers many sources for resilience—for example, a strong sense of belonging 
to a supportive community with a shared mission and values. Similarly, children whose parents 
are deployed may build their self-confidence by taking on new responsibilities in the family, and 
moving offers opportunities for adventure and personal growth.

As the wars in Iraq and Afghanistan drew more and more service members into combat, the 
military and civilian groups alike rolled out dozens of programs aimed at boosting military 
children’s resilience. Although the authors applaud this effort, they also note that few of these 
programs have been based on scientific evidence of what works, and few have been rigorously 
evaluated for their effectiveness. They call for a program of sustained research to boost our 
understanding of military children’s resilience. 
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Nearly two million children 
and youth are growing up 
in military families in the 
United States.1 When it 
comes to resilience, we know 

relatively little about how these young people 
are similar to, or different from, youth who 
grow up in civilian families. The military life 
presents young people with many opportuni-
ties, but they also face hardships that other 
children don’t experience. To ensure that 
these young people thrive in the face of such 
adversities, the military and other organiza-
tions have developed prevention programs to 
help boost their resilience. These programs 
may indeed foster resilience, but the research 
evidence is thin. Ultimately, programs and 
policies should be supported by research that 
demonstrates their effectiveness. 

In this article, we present our approach to 
understanding resilience among military- 
connected young people, and we discuss 
some of the gaps in our knowledge. We begin 
by defining resilience, and we present a theo-
retical model of how young people demon-
strate resilient functioning. Next we consider 
some of the research on resilience among 
children and adolescents in military families, 
and we examine programs that may promote 
resilience among military youth. Finally, 
we suggest how the theory and research we 
discuss can guide policy makers and practi-
tioners as they work to protect and promote 
resilience the next time our nation is at war.

Defining Resilience
Resilience is sustained competence or 
positive adjustment in the face of adversity. 
Resilience allows people to recover success-
fully from trauma, or maintain appropriate or 
healthy functioning even when they are under 
considerable stress.2 The relations between 

an individual and his or her context produce 
resilience; in other words, resilience involves 
a fit between a person’s individual character-
istics (for example, health or talents) and sup-
portive features of his or her environment (for 
example, family, school, or community). 

Resilience should not seem exotic or unusual. 
Indeed, Ann Masten describes it as “ordinary 
magic,” underscoring the fact that individuals 
and their contexts typically possess the com-
ponents and processes that can produce resil-
ient functioning.3 But how humans respond to 
adversity can vary tremendously. If we under-
stand the processes that underlie this vari-
ability, we can better support efforts to help 
young people adapt and thrive. We believe 
that the processes of resilience operate in 
the same way for military-connected young 
people as they do in the civilian population, 
although the stresses that military-connected 
young people face, and the contexts in which 
they face them, may sometimes be unique.

Resilience as a Relationship 
Resilience is neither a personal attribute or 
trait, nor something that is present in a young 
person’s environment. Rather, resilience 
comes from interactions between people and 
their environments as part of a “dynamic 
developmental system.” 4 Thus resilience is 
not static; it can change across time and situ-
ations. For example, a youth who is struggling 
with a parent’s deployment may show resil-
ience at school, participating and maintaining 
high grades, and yet may suffer emotionally, 
with symptoms of anxiety and depression. 
Further, a child may demonstrate resilient 
functioning during one parental deployment 
but may struggle with the next one. In our 
view, the interdependent, two-way relation-
ships between military-connected young 
people and their environments, which affect 
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resilience, are not distinct from the relation-
ships involved in human functioning in gen-
eral.5 In this way, military-connected young 
people who cope well with the challenges of 
military life (for example, frequent moves or 
deployed parents) are similar to civilian youth 
who cope well when they face other kinds of 
stress (for example, chronic illness, parents’ 
divorce, natural disasters). Resilient relations 
occur when we maintain or enhance links 
that are mutually beneficial to individual 
young people and to their contexts.6

To understand resilience among young 
people, we need to know: 

•  the fundamental attributes of individual 
children or adolescents (for example, 
features of cognition, motivation, emotion, 
physiology, or temperament); 

•  the status attributes of youth and adoles-
cents (for example, age, sex, race, ethnicity, 
religion, geographic location); 

•  the characteristics of the young person’s 
context (for example, family composition 
and cohesion, neighborhood resources, 
social policy, community economic 
resources, historical time frame); 

•  the facets of adaptive functioning (for 
example, maintaining health; active, posi-
tive contributions to self, family, commu-
nity, and civil society); and 

•  the specific nature of the events or chal-
lenges they face (for example, a parent’s 
deployment, moving to a new home).

Later in this article we more fully describe 
relational developmental systems theory, 
which lies behind our approach. Relational 
developmental systems theory is at the cut-
ting edge of developmental science today.7 
We believe that this approach to studying 
resilience in military-connected youth will 
both enhance our understanding of this 
understudied group and serve as an excellent 
example of how we can apply developmental 
science to promote positive youth develop-
ment in general.8

Stress and Resilience
Because, by definition, resilience means to 
adapt positively to adversity, it is important 
to note the relationship between adversity, or 
stress, and resilient functioning. From early 
childhood through adolescence, young peo-
ple manifest developmental plasticity, which 
includes changes in their neural connections, 
modified by the environment; features of 
their own cognitive structure; attributes of 
their behavioral repertoire; and characteris-
tics of their relationship with their context. 
Developmental plasticity ensures that resil-
ience is dynamic rather than static. However, 
this plasticity is a “double-edged sword”;9 
it creates both opportunities for resilient 
functioning and vulnerabilities. We know 
that not all children and youth are equally 
(or identically) influenced by environmental 
stresses or supports.10 The way stress affects 
children and adolescents varies according to 
the nature of the stress (for example, acute 
and short-lived vs. chronic and extended), 
the individual (for example, temperament, 
intelligence, enjoyment of challenge, age-
related coping strategies), and the context 

Resilience comes from 
interactions between people 
and their environments.
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(for example, family finances, parents’ 
mental health, community youth develop-
ment programs).11 Some sources of stress 
may be unique to military-connected young 
people, for example, the deployment cycle. 
But in most ways, the stresses young people 
experience, and the ways they respond, are 
more similar between civilian and military-
connected youth than they are different.

We may think of stress as harmful to 
children, but it can have positive, health-
enhancing effects.12 Edward Tronick, observ-
ing how infants learn to regulate stress as 
they grow older, noted that “normal” stress 
helps babies develop coping strategies that 
increase their capacity to adapt well to future 
stress.13 Others refer to “steeling,” or “stress 
inoculation”; Margaret Haglund writes that 
“exposure … to milder, more manageable 
forms of stress appears to aid in building a 
resilient neurobiological profile.”14 What criti-
cal features—of individuals, contexts, and 
their interactions—determine whether stress 
promotes healthy development or hinders 
resilient functioning? 

According to the National Scientific Council 
on the Developing Child, stress may be 
positive, tolerable, or toxic.15 Positive stress 
is typically brief, causing moderate physi-
ological responses (that is, a faster heart rate; 
higher blood pressure; and a mild rise in 
cortisol, a hormone produced by the adrenal 
gland when a person is under stress). Positive 
stress, according to the council, “occurs in 
the context of stable and supportive relation-
ships”; such relationships help “bring … stress 
hormones back within a normal range” so that 
children can “develop a sense of mastery and 
self control.” Tolerable stress (triggered by, for 
example, parents’ divorce or natural disaster) 
may last longer and have more serious con-
sequences that alter children’s daily routines. 

Still, it has a beginning and an end, and it 
occurs in the context of supportive connec-
tions to emotionally and physically available 
adults whose protection helps children regu-
late stress. Toxic stress is most likely to be 
prolonged, repeated, or extreme (for example, 
chronic family violence, recurring maltreat-
ment, or persistent and severe poverty). When 
toxic stress is not accompanied by effective, 
supportive adult relationships, it may disrupt 
the child’s stress-regulation systems by keep-
ing him or her chronically activated. 

Whether stress is positive, tolerable, or 
toxic can depend on many factors. Among 
young people in military families, stressful 
circumstances, behaviors, and experiences 
that would produce tolerable or even posi-
tive stress in one situation—before a parent’s 
deployment, for example—might produce 
toxic stress at another time. Imagine, for 
example, how hard it could be for a child 
already burdened with ADHD to complete 
difficult yet routine school homework after 
a parent returns from war with a traumatic 
brain injury or posttraumatic stress disorder. 
Physiological responses to stress that produce 
positive adaptation in small doses, or under 
controlled circumstances, can be emotion-
ally and physically taxing if they are chroni-
cally activated. Cumulative exposure to toxic 
stress, and exposure during sensitive periods 
(particularly during the fetal stage and during 
periods of rapid brain development in early 
childhood), have been linked to adult health 
and disease.16 Even when stress is toxic, sup-
portive parenting, positive peer relationships, 
and the availability and use of community 
resources can foster positive adaptation. 

Positive stress, on the other hand, is a cata-
lyst for the kind of positive growth that may 
be called “thriving.”17 The key to thriving 
is finding the optimal conditions to support 
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positive stress.18 Research shows that people 
who experience controlled exposure to stress 
in childhood and adolescence cope better as 
adults with circumstances such as bereave-
ment, moving, illness, and job or relationship 
trouble; for example, they have fewer mental 
health problems.19 In fact, military person-
nel and first responders, among others, go 
through controlled exposure to stress as part 
of their training.

A Model for Positive Youth 
Development: The Seven C’s
We have mentioned that resilience results 
from two-way interactions between individu-
als and their environments. Similarly, the 
Positive Youth Development (PYD) perspec-
tive states that thriving (positive and healthy 
functioning) occurs when a young person’s 
strengths as an individual are coupled with 
the resources in his or her environment.

Competence: 
Youth need the skills to succeed in school, in a future job, and in a family. They also need peer negotiation skills to 
safely navigate their world and coping skills to avoid risks and recover from stress. Adults can model skills and notice, 
reinforce, and build on existing competencies. Adults undermine competence when they view youth as inherently 
problematic, or try to “fix” situations rather than guiding young people to find their own solutions. 

Confidence: 
Confidence may be developed through demonstrated and reinforced competence. Adults can help youth gain 
confidence by noticing and reinforcing their existing strengths. Confidence may be an important starting point for 
positive behavior because a young person who lacks confidence may be demoralized and cannot imagine taking the 
steps necessary to make wise decisions. 

Character: 
Character is about understanding behavioral norms, recognizing the others’ perspectives, seeing how your behavior 
affects other people, and having moral standards and self-awareness. Perseverance, tenacity, and “grit” are other key 
character attributes associated with long-term success. 

Connection:
 A meaningful connection with at least one adult (more is better) is a core protective factor. Young people will be 
resilient if the important adults in their lives believe in them unconditionally and hold them to high expectations.

Contribution:  
Youth who possess the protective attributes associated with Confidence, Competence, Character, and Connection 
are poised to make Contributions to their families, communities, and society. Experiencing the personal rewards of 
service may make them more comfortable asking for help in time of personal need. And youth who contribute will be 
surrounded by appreciation, rather than condemnation or low expectations.  

Coping: 
Children who learn to cope effectively with stress are better prepared to overcome life’s challenges. A wide repertoire 
of positive, adaptive coping strategies may offer protection against unsafe, worrisome behaviors. In primary 
prevention, children and families develop positive coping strategies they can employ when most challenged. In 
secondary prevention, people already engaged in worrisome behaviors consider replacing those behaviors with 
others that will also reduce stress, but will do so safely and productively. Adults, especially parents, need to model 
appropriate coping strategies. 

Control: 
Control (or self-efficacy) is about believing in your own ability to avoid risky behaviors in the face of temptation. 
Having a sense of control over one’s environment leads to having the capacity to act independently and is related to 
a sense of purpose/future. Discipline should teach that a child’s actions lead directly to outcomes, and demonstrated 
responsibility should be rewarded with increasing trust and privileges). Parents who make all of their children’s 
decisions deny them opportunities to learn self-discipline and self-responsibility. Parents can teach and model self-
control and delayed gratification. 

Table 1. The Seven C’s Model of Positive Development

Source: Kenneth R. Ginsburg and Martha M. Jablow, Building Resilience in Children and Teens: Giving Kids Roots and Wings, 
2nd ed. (Elk Grove Village, IL: American Academy of Pediatrics, 2011).
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There are several models of how PYD 
works.20 The Five C’s model, derived from 
the work of Rick Little by Richard Lerner 
and Jacqueline Lerner, has been studied 
the most.21 According to this model, which 
has been refined over the years,22 young 
people who develop high levels of a set of five 
interrelated qualities are most likely to show 
resilience and thrive. In 2006, the American 
Academy of Pediatrics published a guide that 
translated the best research about PYD and 
resilience into practical advice for parents.23 
Because the Five C’s are practical, actionable, 
and empirically verified, they formed the core 
of the AAP model, but Kenneth Ginsburg 
suggested adding two more qualities, for 
a total of seven: Competence, Confidence, 
Character, Connection, Contribution, 
Coping, and Control. Table 1 presents a brief 
summary of the Seven C’s model.

Given that all children and adolescents can 
develop resilience,24 developmental science 
aims to identify the individual and environ-
mental conditions that reflect resilience and 
then apply this information in ways that maxi-
mize the chances that all youth will thrive.

Characteristics That Boost 
Resilience
Researchers have found many individual 
characteristics of children and adolescents 
that promote resilient functioning in the 
face of adversity.25 Not everyone agrees on a 
complete list, but the following are commonly 
accepted: intelligence and cognitive flex-
ibility, positive regulation and expression of 
emotion, an internal locus of control, personal 
agency and self-regulation, a sense of humor, 
an “easy” or sociable temperament, optimism, 
and good health.26 These characteristics may 
seem like defining features of an individual, 
but they depend greatly on the family, social, 

and community environment in which chil-
dren develop. 

At the family level, children who encounter 
adversity need supportive and sensitive adults 
who are available physically, mentally, and 
emotionally. As we noted earlier, a supportive 
social network can buffer stress and foster 
resilience. Secure attachment relationships, 
for example, can mitigate the psychologi-
cal effects of natural disasters, community 
violence, and other serious stresses, such as 
extended separation from a deployed par-
ent.27 In addition to providing a “haven of 
safety and stability” in difficult times, fam-
ily relationships can help youngsters make 
meaning of adversity, affirm their strengths, 
help them feel connected through mutual 
support and collaboration, provide models 
and mentors, offer financial security, and help 
them frame the stressful circumstances in the 
context of family values and spirituality.28 For 
military-connected children specifically, fam-
ily relationships might help them find mean-
ing in contributing, as a family, to the safety 
and protection of the nation; they might also 
receive self-affirming positive feedback from 
parents and extended family members for 
taking on additional responsibilities when 
a parent is deployed. Thus military families 
may help children see their experiences as a 
“badge of honor” rather than a burden.

Children who encounter 
adversity need supportive 
and sensitive adults who are 
available physically, mentally, 
and emotionally.
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Social support from adults can take several 
forms. For example:

•  Parents can help their adolescent children 
thrive by maintaining parental authority 
and spending lots of high-quality time with 
them, combining warmth with a high level 
of monitoring.29 

•  Adult mentors can boost young people’s 
resilience, especially when they are com-
petent, committed, and continuously pres-
ent for at least one year.30 

•  Teachers or coaches can help students suc-
ceed in school and extracurricular activi-
ties, and spiritual leaders or guides can 
help children make meaning of their lives.31 

Conversely, when parents and other caregivers 
are overwhelmed by their own problems, they 
may fail to help children cope with stress.

Children’s peer and school relationships, 
neighborhoods, and communities can also 
support resilience. Among school-age chil-
dren, and particularly among adolescents, 
relationships with peers hold particular 
sway.32 For example, friendship can allay 
depression among preadolescent boys and 
girls.33 When friends spend time together, 
they may contribute to resilience by modeling 
strategies for coping or sharing information 
about how to acquire emotional, material, 
and social resources. 

Teachers are in an ideal position to support 
resilience, in part because young people 
spend more than 30 hours each week in 
school.34 Classroom teachers and other school 
personnel may be especially important for 
children in under-resourced communities, and 
for children who live far from their extended 
families (like many military-connected 

children) or whose mothers or fathers are 
deployed.35 In fact, only parents have more 
impact on young people than supportive 
teachers and coaches do.36 Relationships with 
teachers may be more important for adoles-
cents than for younger children.37

Individual characteristics and relationships 
that either protect children and help them 
thrive or expose them to risk occur in the 
context of the communities where they live. 
Recently, scholars have begun to focus not 
only on what communities lack in terms of 
resources and functions, but also on the role 
that a community’s assets and resources can 
play in helping young people thrive. Michael 
Ungar divides these assets into five types of 
“capital”: financial capital; human capital, that 
is, knowledge, health, etc.; natural capital, 
including land, parks, and wildlife; physical 
capital, such as energy, shelter, and trans-
portation; and social capital, or networks, 
groups, and communal activities.38 Similarly, 
Christina Theokas and Richard Lerner name 
three types of resources that can interact 
with young people’s personal characteris-
tics and relationships to foster resilience: 
institutions (for example, libraries, parks, or 
community-based after-school and summer 
programs); opportunities for interpersonal 
interaction and collaboration (for example, in 
community programs where adults and youth 
work together on food drives or in soup kitch-
ens); and accessibility (for example, transpor-
tation to reach recreational activities).39

Accordingly, from the perspective of Positive 
Youth Development, and of the developmen-
tal systems models that give rise to it, the 
broad presence of personal strengths and 
community assets means that both young 
people and their environments actively 
contribute to the developmental process. 
Resilience is likely to occur when young 
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people who face adversity possess capacities 
or skills that help them take advantage of the 
developmental assets available in their fami-
lies and communities. 

Research has identified many such capacities 
and skills. One promising characteristic is 
intentional self-regulation, or a person’s ability 
to intentionally alter his or her behavior—as 
well as thoughts, attention, and emotions—to 
react to and influence the environment.40  
Young people’s capacity for intentional self-
regulation is a key strength, because it helps 
them access the resources they need to adapt 
and thrive in the face of adversity.41 

Resilience among Military Children: 
What Does the Research Say?
Few researchers have used a relational 
developmental systems model to examine 
military-connected youth, their families, 
their communities, and the policies that 
affect them.42 Instead, research on military 
children has more often focused on the qual-
ity or functioning of their families, or on the 
risks related to parents’ deployment, than it 
has on children’s cognitive, social, emotional, 
and behavioral strengths, or on their civic 
skills, competencies, and attitudes.43 We have 
little data—for example, from long-range 
studies that follow military children as they 
grow up—that would tell us about these chil-
dren’s trajectories of adversity and resilience. 
In general, long-range studies of youth have 
focused on psychopathology and behavioral 
problems, rather than on strengths, devel-
opmental assets, or trajectories of positive 
development. Moreover, studies of resilience 
have often focused on subgroups whose expe-
riences may be atypical, such as children of 
alcoholic parents or children who have been 
physically abused. Even when we do have 
data about youth in military families, many 

studies were done on a small scale, making 
it hard to know whether their findings can 
be broadly applied. And studies of military-
connected children have often excluded chil-
dren of parents in the National Guard and 
Reserve, even though these parents and their 
children make up a considerable portion of 
military families. 

Lieutenant Colonel Molinda Chartrand and 
Benjamin Siegel note that most research to 
date has focused primarily on children in mil-
itary families during peacetime; such studies 
have concluded that, in the main, children 
respond well to moving and to separations 
from their parents during training, particu-
larly when parents cope well. But even studies 
of children during the Gulf War of 1990–91 
may be outdated. For one thing, unlike dur-
ing the brief Gulf War, service members now 
typically experience multiple deployments. 
For another, technological advances have 
made it easier for families to keep in touch 
even when parents are deployed, but the 
impact of these technological changes has not 
been adequately studied.44

What, then, does the research to date tell us 
about resilience among military-connected 
children and adolescents, or about the 
developmental pathways these young people 
follow as they face the challenges of military 
life? Unfortunately, the answer is very little, 
at best. We have only a very general depiction 
of military children and their families, and 
certainly not a representative one. To better 
understand resilience among military chil-
dren, we need to clarify the kinds of stress or 
adversity they face. In turn, we must study 
their strengths, which have remained rela-
tively unexamined, and how these strengths 
interact with the strengths of military 
families as a whole (for example, their abil-
ity to remain emotionally close in the face 
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of separation, their sense of duty, and their 
values). We also need to discover and assess 
the resources that support their positive 
development—in schools, in the military, and 
in civilian communities. 

Because the research base is so thin, it’s 
hard to reach strong conclusions about 
which programs and policies would best help 
military-connected children thrive. Indeed, 
any inferences drawn from these studies must 
be taken with a grain of salt until they can 
be validated through reliable, well-designed, 
rigorous research. 

One thing, however, is certain: Military 
children are children first, meaning that 
they must do many of the same things that 
children in civilian families do. They must 
establish positive friendships and peer rela-
tionships, make their way through school, 
build on their talents, develop their own 
“moral compass,” and participate in their 
families and communities. But youth in 
military families also encounter challenges 
that civilian youth typically do not, such as 
frequent moves and parental deployment.45 

Frequent moves may undermine stable 
friendships and affect schoolwork and family 
finances. Deployment means physical sepa-
ration from a parent, altered routines, new 
responsibilities for children, and additional 
stress for deployed parents and parents who 
remain at home alike.46 And the periods 
before and after deployment may be stress-
ful as well, as the family realigns and roles 
change. Family members may experience 
anxiety and depression at any point in the 
deployment process. In fact, the “deploy-
ment cycle” can be divided into five phases—
predeployment, deployment, sustainment, 
redeployment, and postdeployment—each 
of which offers specific trials.47 Families of 

Guard and Reserve troops who are deployed 
may face their own unique sources of stress. 
Along with some families of active-duty 
service members, they may also live far from 
military bases and the resources those bases 
provide.48

Some studies have tied the challenges of 
military life to problems such as depression, 
poor control of behavior, parenting stress, 
marital discord, and economic hardship.49 
Yet, when considered from a resilience 
perspective, the research tells us little 
about the strengths of military children and 
adolescents, partly because this research 
has generally not focused on how children 
develop.50 For example, studies may ask 
participants about what happened in the 
past, rather than following them over time; 
others may have small sample sizes or rely on 
reports from parents (who may be experienc-
ing stress, depression, or other mental health 
problems that affect their perceptions) 
rather than from the children themselves.51 
In general, we have too few post-9/11 stud-
ies of military children, and too few that 
differentiate among important criteria such 
as whether military youth live in single-
parent or two-parent families; whether their 
mothers or fathers are deployed; or whether 
children’s parents are on active duty or in 
the Guard and Reserve. 

Although research sometimes overlooks the 
strengths of military families, we believe 
that past studies still hold lessons about what 
promotes resilience in military-connected 
children. For example, circumstances that are 
rare in civilian life (repeated separations from 
parents, frequent moves) are common in mili-
tary culture. As we have explained, however, 
how children respond to these circumstances 
can depend on the context. In particular, 
families who live on military installations may 



108    THE FUTURE OF CHILDREN   

M. Ann Easterbrooks, Kenneth Ginsburg, and Richard M. Lerner

experience less stress from these common 
shared experiences. For example, military-
connected children who attend civilian 
schools may be the only children in their 
classroom with a deployed parent, and they 
may have to cope in isolation. But children 
who attend school on a military base may find 
greater understanding and empathy. 

Military-connected children may also be 
more resilient in certain areas of their lives 
(for example, in academic performance, spiri-
tual connections, and community contribu-
tions such as volunteer work) than they are 
in others (for example, peer relationships or 
emotional wellbeing). Moreover, resilience 
is not an “all or none” phenomenon. For 
example, deployment may affect children’s 
schoolwork more than it affects other areas 
of functioning.52 Specifically, the new roles 
and responsibilities that young people take on 
when a parent is deployed—including provid-
ing emotional and financial support for their 
families—may compromise their academic 
performance but serve as a source of strength 
elsewhere in their lives.53 

Sources of Strength
One review of research found that, compared 
with their civilian counterparts, military-
connected youth function better than other 
children in several domains that help build 
resilience, including self-regulation, intellec-
tual and academic performance, and emo-
tional wellbeing.54 Many of these studies were 
conducted before the current wars began; 
however, more recent work suggests that mili-
tary youth are less likely to engage in risky 
behaviors and are more open to differences 
in other people;55 young people can use such 
strengths when they encounter the adversities 
associated with military life. 

A recent study investigated how 1,500 
military-connected youth, ages 11–17, coped 
with deployment.56 Two-thirds of them 
reported no emotional difficulties, although 
those whose parents were deployed longer 
were more likely to report problems. Looking 
at younger children, ages 6–12, whose Army 
and Marine Corps parents were currently or 
recently deployed, another study found that 
levels of depression and behavior problems 
among military-connected children were 
similar to those among civilian children in 
the same communities.57 Other research has 
found that families with deployed parents 
may grow closer together, and that children 
in these families show more independence 
and responsibility.58 These positive findings 
serve as a counterweight to past research that 
focused on problems or psychopathology in 
military families, rather than recognizing 
these families’ strengths.

Indeed, we must consider how the mili-
tary lifestyle promotes positive responses 
to adversity. For example, military life can 
enhance children’s sense of community and 
offer a variety of cultural experiences. In 
fact, of the Seven C’s that promote resilience, 
connection may be the one most affected by 
military life.59 Military families often high-
light the sense of belonging and community 
that permeates their lives.60 Although youth in 
military families may worry about moving or 
seeing a parent deployed, young people who 
have strong social connections to their par-
ents, their peers, and their neighborhoods—
as military-connected youth often do—can 
adjust better to such challenges.61 Young 
people may be more resilient when they know 
others who share the same kinds of stressful 
experiences, and know that they can count on 
those others to understand and lend support. 
Glen Elder calls this phenomenon “linked 
lives,” where shared experiences create 
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important social connections that lessen the 
negative effects of stress.62 Within the mili-
tary community, this kind of support may be 
either informal (for example, military families 
sharing child care or offering emotional sup-
port to one another) or formal (for example, 
military-sponsored family centers, support 
groups, and summer camps for children). 

Frequent Moves and Resilience
Military families move more often than 
civilian families do; for example, military-
connected children in middle school and 
high school move three times as often as 
civilian youth do, on average.63 Some scholars 
have assumed that these frequent moves put 
young people’s development at risk. But from 
a resilience perspective, changing schools or 
towns can offer opportunities. Children who 
move can “reinvent” themselves; they can try 
out new activities, explore different social 
relationships, and develop new interests and 
talents.64 In one study, 75 percent of military 
parents reported that moving enhanced their 
children’s development, though it’s important 
to remember that parents’ reports may be 
biased by their own perceptions and wishes. 
Another study of 608 Army and Air Force 
families with children ages 10–17 found that 
certain individual characteristics and social 
relationships promoted resilience when a 
family had to move. Children who showed 
the greatest resilient functioning reported 
an internal locus of control, optimism, good 
physical and mental health, and a sense of 
mastery (which may reflect skill at intentional 
self-regulation). They also tended to live in 
families characterized by greater marital 
satisfaction and more effective parenting, 
and to participate in group social activities.65 
Yet another study found that when military 
children move, their ability to adapt is related 
to their mothers’ adjustment and mental 

health.66 These findings suggest that relation-
ships with close family members can help 
military children adapt, just as they can in 
civilian families.67 

For military children, moving can also mean 
going overseas. Families of active-duty per-
sonnel have the chance to live abroad, where 
they can travel, learn new languages, and 
experience new cultures. These opportunities 
may help children and other family members 
develop self-confidence, cultural competence, 
and other skills.68

Adult Roles for Young People
When a parent is deployed, family structure 
must change. Older children and adoles-
cents in particular may make new contribu-
tions (to use the language of the Seven C’s 
model) by assuming new responsibilities and 
roles, including taking care of their younger 
siblings.69 In some cases, they may even care 
for the emotional needs of the remaining par-
ent.70 This taking on of adult roles is some-
times called “parentification.”

Few researchers have examined parentifica-
tion among military children, and even fewer 
have examined how families readjust when 
a deployed parent returns home after a teen 
takes on adult roles. But we can surmise that, 
at least some of the time, an adolescent who 
takes on additional roles at home will reap 
benefits that foster resilience.71 First, such 
young people can earn a genuine sense of 
contribution, as well as pride in their com-
petence, another of the Seven C’s. Second, 
taking on adult roles may help young people 
develop a third C, character, as they come to 
understand that they must act as role models 
for their younger siblings. Above all, they 
can learn how family members care for one 
another, and how families function best when 
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they share responsibility. Some research in 
nonmilitary contexts—for example, among 
teens with sick parents or unstable families—
shows that parentification predicts better 
coping and less substance use in the wake of 
stressful events.72 Although some research 
suggests that military children gain resilience 
by taking on adult roles, we need to confirm 
these results.73 

We also need to keep in mind other research 
that ties parentification to negative outcomes, 
including substance use, mental illness, poor 
functioning in relationships, and behavioral 
problems.74 Taking on adult roles may disrupt 
children’s normal process of individuation, 
that is, the process by which they come to 
understand themselves as independent indi-
viduals apart from their families. Children 
who have to care for their parents’ emotional 
needs may be particularly vulnerable to prob-
lems with individuation.75

What happens when deployed parents come 
home, and household roles change once 
again? The literature on military-connected 
children reveals that adolescents gener-
ally have a harder time with reintegrating a 
deployed parent than do younger children.76 
There are probably many reasons for this, but 
one may be connected to the normal adoles-
cent struggle for independence. Adolescents 
who gain more independence during a 
parent’s absence may find it especially hard 
to lose some of that independence when 
the parent returns. They may lose indepen-
dence because the returning parent treats 
them the same way they were treated when 
the deployment began a year earlier (and in 
the life of a developing adolescent, a year 
is a very long time), or because two parents 
are now monitoring and disciplining them, 
instead of just one. 

Minority Children in the Military 
Some data suggest that growing up in 
military families may be especially positive 
for children who belong to racial and eth-
nic minority groups. One report found that 
African American and Latino students in 
DoDEA schools outperformed their civilian 
peers on the SAT, bucking the trend of wide 
achievement gaps in the general population. 
It’s possible that in military families, minor-
ity youth avoid some of the hardships that 
minorities in the general population dispro-
portionately experience, such as parental 
unemployment; limited education; poverty; 
and a lack of adequate health care, good 
schools, and safe neighborhoods.77

What developmental process accounts for 
the fact that African American and Latino 
students do so well in DoDEA schools? A 
useful frame for further research might be 
Margaret Beale Spencer and colleagues’ 
Phenomenological Variant of Ecological 
Systems Theory. They outline how rac-
ism harms minority youth by degrading 
the environment in which they develop, for 
example, through violence, overcrowding, 
poverty, and increased stress on parents. But 
they also say that we must examine social and 
historical contexts of resilience for minority 
youth, particularly how these young people 
make meaning of their lives through “active 
interpretation.” Spencer suggests that resil-
ient functioning in minority youth may be 
overlooked, and that acknowledging such 
resilience would promote a sense of agency 
among young people.78

Programs to Support Military 
Children and Youth
Many programs aim to promote resilience 
among military youth and help them thrive. 
How well these programs work is hard to 
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determine, because their evaluation processes 
have methodological flaws. Still, Colonel 
Rebecca Porter notes, programs that give 
young people opportunities to develop confi-
dence and competence should resonate with 
military-connected youth. She writes: 

For military youth, such programs would 
capitalize on the character and connection 
that are an inherent part of military com-
munities and culture. They might foster 
caring among military youth regard-
ing the unique challenges and stressors 
that are faced by military families while 
their service members are deployed. 
Most importantly, these programs would 
provide youth with the opportunity to 
experience the joy of operating from a per-
spective that was based on what they can 
do—on their strengths—rather than try-
ing to thrive in the context of experiencing 
the distress that comes from attempting 
to overcome and compensate for their 
purported deficits.79

We lack the space to review all of the many 
programs that the military, military-affiliated 
nongovernmental organizations, and civilian-
based organizations offer to support military 
families. Instead, we will briefly discuss some 
programs that fit with our view of resilience—
programs that focus on fostering, enhancing, 
and maintaining connections despite frequent 
moves and repeated deployments, as well as 
coping with the associated stress. 

Many programs to help military children 
were rolled out quickly at a time of pressing 
need, and this may be a key reason that the 
quality of their evaluation processes varies 
considerably. The Rand Center for Military 
Health Policy Research recently assessed 
selected resilience programs to determine 
the extent to which they use evidence-based 

practices. The center found that the creators 
of these programs often used scientific evi-
dence in the development stage, but to refine 
the programs, they used satisfaction and use 
data.80 Without empirical data and standard 
measurements of resilience, it’s hard to reach 
evidence-based conclusions about whether 
these programs are effective. For purposes 
of illustration, however, we will describe four 
youth programs that base their approach 
on resilience theory and regularly evaluate 
themselves: the Military Child Education 
Coalition (MCEC), Families OverComing 
Under Stress (FOCUS), the National Military 
Families Association (NMFA), and Operation: 
Military Kids (OMK).

Military Child Education Coalition
The MCEC aims to ensure that all military-
connected children get a high-quality educa-
tion. It offers research-based publications, 
technology tools, and programs for military 
children and families who must move and 
deploy frequently. The organization is steeped 
in the philosophy of recognizing, supporting, 
and building on existing strengths. One of its 
programs, Student 2 Student, is a strength-
based peer support program for military high 
school students transitioning to new schools, 
led and operated by students themselves. 

Many programs to help 
military children were 
rolled out quickly at a time 
of pressing need, and this 
may be a key reason that the 
quality of their evaluation 
processes varies considerably.
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Student 2 Student is based on the theory 
that positive peer support and connection 
enhance resilience.81 The program eases the 
transition to a new school by connecting stu-
dents to peers who can offer advice on how 
to navigate the new academic, community, 
and social environment. Satisfaction assess-
ments confirm that the MCEC’s far-reaching 
programs are well-received.82

Families OverComing Under Stress
Since 2008, FOCUS has helped thousands of 
military families with strength-based services 
to enhance resilience. The team of UCLA 
and Harvard researchers who developed 
FOCUS modeled it after existing evidence-
based family prevention interventions, for 
example, Family Talk, a program for children 
and teens whose parents suffer from depres-
sion.83 FOCUS’s Individual Family Resilience 
Training is an eight-session program to teach 
families the best ways to communicate, solve 
problems, regulate emotions, and set goals—
skills that foster family resilience in the face 
of stress caused by deployment and combat-
related psychological problems.84 Evidence 
for family resilience training’s effectiveness 
is building. A recent study of 488 FOCUS 
families who underwent the training at 11 
military installations in the U.S. and Japan 
showed a decrease in children’s emotional 
and behavioral distress and an increase in 
prosocial behavior and the use of positive 
coping skills.85 Further, parental distress fell, 
and family functioning and communication 
were enhanced.86 

National Military Family Association
The NMFA is a family advocacy organi-
zation that offers resources for navigat-
ing military life, education scholarships 
for military spouses, and family retreats 
and camps. The organization’s Operation 

Purple Camp program has served more 
than 45,000 children of wounded service 
members. The camps endeavor to build 
psychological strength and resilience by 
fostering connections with other military 
youth, teaching positive coping and commu-
nication skills, and offering service projects 
and recreational activities. Evidence of the 
camps’ effectiveness is limited to satisfac-
tion surveys of participants.87 

Operation: Military Kids
OMK—a collaboration between the Army 
and the 4-H/Army Youth Development 
Project—offers recreational, social, and 
educational support services for youth and 
families affected by deployment.88 Rooted in 
theories of community social action, OMK 
uses a variety of programs to foster connec-
tion and improve communication between 
military and civilian youth.89 For example, 
in the Hero Pack initiative, civilian youth 
fill backpacks with items for military youth 
to help recognize their sacrifices. Similarly, 
Speak Out for Military Kids is a youth-led 
after-school program in which military youth 
teach their communities about the experi-
ences of military families. Evidence of OMK 
programs’ effectiveness is limited to use 
reports and satisfaction surveys.90 

Implications for Policy and Practice
The nation has endured more than a decade 
of war in Iraq and Afghanistan, and the 
burden of those conflicts has fallen dispro-
portionally on a tiny fraction of the American 
populace. Those servicemen and service-
women have two million children, who have 
shared their burden and made very real sac-
rifices. After 9/11, of course, we had no way 
of knowing how long these wars would last. 
From a practical standpoint, that means that 
programs to foster resilience often weren’t 



VOL. 23 / NO. 2 / FALL 2013    113

Resilience among Military Youth

available until well after the conflicts had 
begun. In addition, in response to the great 
need, many programs were rolled out quickly, 
without the infrastructure to fully evaluate 
them and without the developmental, longitu-
dinal research that could help them become 
more effective. 

The research so far suggests that we should 
advocate for enhancing social support 
resources for military children and their 
parents. For example, Angela Huebner and 
her colleagues recommend that we align the 
formal supports of a military installation with 
the informal supports of the nonmilitary 
community, creating a “community prac-
tice” model to improve the lives of military 
families.91 Their recommendations have 
influenced such important initiatives as the 
4-H/Army Youth Development Project and 
Operation: Military Kids. 

We do not yet know the outcomes of these 
kinds of partnerships for positive youth 
development. Still, we would not take issue 
with this recommendation. However, most 
research on military children has taken a 
deficit approach, and very little research has 
examined the strengths that help them thrive. 
Thus we have only limited knowledge about 
how these young people develop in positive 
ways, especially in regard to the approach to 
resilience that we take in this article. Indeed, 

because so few studies have tracked these 
children and adolescents as they develop over 
time, parents and advocates for military youth 
currently have their values as the primary 
basis for their appeals or programs of action.

We must invest, then, in developmental 
research whose quality and depth will let us 
measure how the inherent challenges of mili-
tary life, and the promise of resilience-based 
interventions, interact to affect the wellbeing 
of children and families over time. However, 
additional research is but one component 
of a multifaceted approach to supporting 
resilience among military children and youth, 
families, and communities. We must, through 
various channels, continue to gain from the 
wisdom and experience of those who have 
experienced deployments in the past decade, 
and those who have generated policies and 
programs to support them, so that when we 
again find ourselves at war we can use the 
lessons we have learned to serve military 
children and families. The parents of mili-
tary-connected youth volunteer to serve in 
our military. However, their children have, in 
a sense, been drafted. Our nation owes these 
children and families an incalculable debt. 
Funding and carrying out rigorous research 
that is translated to guide policies and imple-
mented in programs that enhance their lives 
is but one step in repaying them.
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Summary
How are children’s lives altered when a parent goes off to war? What aspects of combat deploy-
ment are most likely to put children at risk for psychological and other problems, and what 
resources for resilience can they tap to overcome such hardships and thrive?

To answer these questions, Patricia Lester and Lieutenant Colonel Eric Flake first examine the 
deployment cycle, a multistage process that begins with a period of anxious preparation after 
a family receives notice that a parent will be sent into combat. Perhaps surprisingly, for many 
families, they write, the most stressful part of the deployment cycle is not the long months of 
separation that follow but the postdeployment period, when service members, having come 
home from war, must be reintegrated into families whose internal rhythms have changed and 
where children have taken on new roles. Lester and Flake then walk us through a range of theo-
retical perspectives that help us understand the interconnected environments in which military 
children live their lives, from the dynamics of the family system itself to the external contexts of 
the communities where they live and the military culture that helps form their identity.

The authors conclude that policy makers can help military-connected children and their families 
cope with deployment by, among other things, strengthening community support services and 
adopting public health education measures that are designed to reduce the stigma of seeking 
treatment for psychological distress. They warn, however, that much recent research on military 
children’s response to deployment is flawed in various ways, and they call for better-designed, 
longer-term studies as well as more rigorous evaluation of existing and future support programs. 

www.futureofchildren.org
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As the longest war in United 
States history, the conflict 
in Iraq and Afghanistan has 
placed extraordinary demands 
on children living in military 

families. Long separation from a parent is 
difficult for children of any age, but separa-
tion combined with the heightened danger 
of wartime military service is unique to 
military children. 

As a matter of course, military children and 
their families negotiate the many transi-
tions in military life that are familiar and 
expected—frequent moves, job reassign-
ments, changing friends and communities, 
and new schools in different states and even 
different countries. These transitions may be 
rewarding, with opportunities for growth and 
adventure. But they may also be disruptive, 
with changes in routines and support net-
works for children and adults alike. 

Over the past decade, however, U.S. military 
children and their families have also had to 
manage the cumulative stress of separation 
from a loved one in the context of danger. 
Children have said goodbye with the perva-
sive worry that their mother or father might 
return injured, or might not return at all. 
Multiple deployments mean that military 
children may experience this type of sepa-
ration many times, from infancy to adoles-
cence. Even if they themselves aren’t directly 
affected, most military children know 
another child who has lost a loved one or seen 
a parent or sibling return injured from war. 
These children often know how hard it is to 
reconnect with a parent who suffers from 
traumatic brain injury, posttraumatic stress, 
or a serious physical disability. Deployment 
and its dangers can threaten children’s sense 
of security in their primary caregiving rela-
tionship, a disruption that may not readily 

resolve even after the parent returns home. 
Perhaps more than any other unique charac-
teristic of military life, deployment—and the 
way it shapes children’s expectations of their 
caregiving relationships and their family’s 
sense of safety—is central to understanding 
how parents’ wartime service affects military-
connected children. 

In this article, we examine what we know 
and what we still need to know about how 
children react to military life and their 
parents’ wartime service. We use develop-
mental theory and research as the foundation 
to understand how children may experience 
wartime deployments, paying particular 
attention to risk and resilience. We hope that 
our framework will help guide a national 
research agenda and develop a public health 
approach for military-connected children and 
their families, at the same time that it offers 
insights about civilian children affected by 
other types of adversity. 

Context for Wartime Deployment
About four million military-connected chil-
dren live in the United States, or about 5 per-
cent of the total of 80 million children. More 
than two million children have a parent on 
active duty or in the Guard and Reserve, and 
another two million have a parent who is a 
veteran; 90,000 children are born annually to 

Children have said goodbye 
with the pervasive worry that 
their mother or father might 
return injured, or might not 
return at all.
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active-duty service members. An even greater 
number of children have been affected by a 
sibling’s military service. In essence, these 
children serve along with their family mem-
bers, often without recognition for their con-
tributions and sacrifice. Though some of them 
live on military installations, many do not, 
and military-connected children are embed-
ded throughout our civilian communities. 
Only 50 percent of military children receive 
medical care on-base, and 80 percent of them 
attend civilian schools.1 

Like families everywhere, military families 
have evolved over time, reflecting cultural 
and historical context. During the Vietnam 
era, as few as 10 or 15 percent of active-duty 
service members were married and had 
children. By contrast, in the contemporary 
all-volunteer force, 56 percent of active-duty 
service members are married, and nearly 
7 percent of those are married to another 
service member. Notably, active-duty service 
members tend to marry and start a family 
earlier than civilians in the same age range, 
and 50 percent of children in active-duty 
families are younger than age seven.2 

Relatively high pay and benefits, job security 
and readily available child care may influ-
ence service members’ decisions to marry and 
start families earlier than the national norm. 
Military service offers a transparent pay 
scale and high standards of racial and gender 
equity.3 Children raised in active-duty mili-
tary households have at least one parent who 
is employed, and the job’s benefits include 
health care (free for service members and 
inexpensive for their families) and access to an 
array of social services, including high-quality 
child care. These social, economic, and demo-
graphic factors, many of which provide stabil-
ity and resources, can have lasting positive 
effects on children’s physical, cognitive, and 

social-emotional development, and they may 
help to buffer the stress of deployment. 

Among military families, several subpopula-
tions warrant special attention, particularly 
in the context of deployment separations. 
Currently, 2.3 percent (52,322) of individual 
service members live in dual-service families 
with children, about 30 percent of female 
service members are mothers, and 6.9 per-
cent (155,000) of service members are single 
parents.4 More than 100,000 military families 
have children with special health-care needs.5 
These military children experience sources of 
stress that the majority of their peers do not. 

Children and Military Life
Many experiences enrich a military child’s 
life, but these adventures can bring both 
opportunity and hardship.6 From an early 
age, children in military families often move 
to new communities, change schools and 
friends, live in foreign countries, and expe-
rience long periods of family separation. 
Active-duty families typically move every two 
to three years, potentially hindering their 
ability to establish a sense of belonging to a 
community. Even when they stay connected 
to a single base, families may move many 
times. Within a year of arriving at a new base, 
military families are typically already discuss-
ing and preparing for the next assignment and 
location. Even those who don’t move may feel 
isolated because they have few friends with 
similar experiences and related emotions.7 

Despite these challenges, living in a military 
family gives children a meaningful identity 
associated with strength, service, and sacri-
fice, which is a basic component of military 
culture not only for service members but 
also for their family members. This iden-
tity and the larger military community are 
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important sources of resilience and support.8 
Notably, the child’s experience of this identity 
may vary depending on the parent’s service 
branch and duties; each military branch has 
its own culture, with unique traditions, histo-
ries, and service roles. These unique charac-
teristics influence service members’ training, 
mobility, and deployments, which in turn 
influence their families. Appreciating these 
different background characteristics provides 
a context for understanding how children’s 
individual experiences differ within the set-
ting of their families and communities.9 

Deployment
For military children, separation from a 
parent during deployment makes the fam-
ily’s already dynamic cycle of frequent moves 
even more complex. When a service member 
is deployed or sent on an unaccompanied 
yearlong tour, many families move to be 
closer to extended family. One study of fami-
lies with a currently deployed service mem-
ber found that 47 percent had moved at least 
three times in the past five years.10 

The deployment cycle model describes the 
range of emotions and behaviors that families 
and children experience.11 The model includes 
five phases: predeployment, deployment, sus-
tainment (during deployment), redeployment, 
and postdeployment. During predeployment, 
children and family members may withdraw 
emotionally. When the service member 
leaves, emotions may intensify, and children 
can feel overwhelmed, sad, or anxious. When 
he or she returns, the family feels excite-
ment and relief during a honeymoon period, 
but this is followed by another readjustment 
as the service member reintegrates into the 
family. Families must renegotiate roles and 
relationships, and they revisit family problems 
that were set aside during deployment. 

The way children react to the deployment 
cycle depends on their age. Very young chil-
dren may be more vulnerable to disruptions 
in parental functioning and family relation-
ships, because they have fewer coping skills 
and less outside support than older children 
do.12 Younger children typically express the 
stress of separation by struggling with daily 
routines, regressing behaviorally, withdraw-
ing emotionally, and sometimes acting out.13 
School-aged children and adolescents, on 
the other hand, are more aware of their 
parents’ duties and the dangers of war. 
Deployed parents aren’t there to help with 
daily routines like homework, and they may 
miss major developmental milestones like 
school graduations.14 Older children may take 
on new responsibilities and roles; they must 
not only help when a parent is away, but also 
when a parent comes home with physical or 
psychological injuries. For many families, in 
fact, readjustment is the most stressful part of 
the deployment cycle, yet it remains the least 
understood.15 Although the deployment cycle 
model is widely used to guide educational 
programming, we must caution that it has not 
been studied through longitudinal research—
that is, research that follows individuals or 
families over time. 

Over the past decade, hundreds of thousands 
of military families have experienced the 
cycle of deployment many times. Their cumu-
lative experience of multiple deployments is 
perhaps best described not as a cycle but as 
a spiral, a word that captures the accumula-
tion and transformation of experience, both 
positive and negative, as the child and family 
grow.16 The fast operational tempo during the 
past decade of war has dramatically increased 
the frequency and length of deployments, 
and decreased the amount of time at home 
between deployments.17 Policies developed 
in peacetime were designed to allow service 
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members to stay at home for 18 to 24 months 
between deployments, giving them time to 
reconnect with family members. As deploy-
ments have grown longer, many service 
members have experienced unanticipated 
redeployments shortly after returning home, 
and this creates uncertainty and instability in 
family routines and roles. 

Nowadays, however, technology allows 
real-time communication between deployed 
service members and their families, through 
e-mail, web chat, social media, etc. This 
sort of communication may help to maintain 
family connections. But such brief encoun-
ters don’t always produce effective commu-
nication, and they can leave the family and 
the service member frustrated. Moreover, 
real-time communication brings family 
problems to the battlefront and the realities 
of war to the family, at times exacerbating 
the uncertainty and fear that spouses and 
children feel. And military commanders must 
negotiate how sensitive information leaves 
the combat theater, for example, by ensuring 
that families learn about casualties through 
appropriate channels rather than through 
social media. 

Ecological Context of Development 
Military children are embedded in an array 
of systems—family, school, health care, spiri-
tual, and local and national communities—
all of which may affect how they experience 
and negotiate their parents’ deployments.18 
To better understand how parental deploy-
ments and other military separations during 
wartime affect children as they grow, we 
must recognize how these multiple systems 
contribute to child and family outcomes.19 
Urie Bronfenbrenner’s ecological perspec-
tive provides a framework for doing so.20 An 
ecological model emphasizes the mutual 

influences both within families and between 
families and their social context.21 If we 
identify and understand the links between 
family and community, we can better under-
stand how families and communities affect 
the way children adjust over time, as well 
as the interplay between risk and resilience 
across the family system.22 (For a detailed 
discussion of risk and resilience among mili-
tary children, see the article in this issue by 
Ann Easterbrooks, Kenneth Ginsburg, and 
Richard Lerner.)

From an ecological perspective, how deploy-
ment affects military children and families 
may also be related to historical, social, and 
cultural contexts, including the national 
response to returning service members 
and veterans. A review of the relationship 
between military service and life course 
noted that returning combat veterans who 
received greater social support suffered 
fewer adverse effects from deployment.23 
Unlike during the Vietnam era, the national 
response to service members returning 
from Iraq and Afghanistan has been gener-
ally supportive, and an array of national and 
local initiatives has emerged to help service 
members, veterans, and their families. Still, 
only a small portion of our nation’s population 
has direct knowledge about and experience of 
military service. In this context, communities, 
whether local or national, may not adequately 
recognize, understand, or support the mili-
tary family’s sacrifices.

Family Systems
Individuals are best understood in the context 
of the family system.24 From a family system 
perspective, interactions between parents 
and children are bidirectional—that is, family 
members influence and modify one another.25 
Therefore, each family member’s experiences 
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and reactions to military life will reverber-
ate throughout the system. For example, 
individual distress, such as a combat-related 
mental health problem, may affect parenting 
practices, marital relationships, or extended 
family support. Marital conflict may spill 
over to other family relationships, such as 
those between parents and children, as well 
as to individual functioning.26 Conversely, 
children’s sleep or behavioral problems may 
strain marriages and family life. Thus family 
relationships influence one another, in ways 
that can be positive or negative. This prin-
ciple applies not just to parents and children 
but to the extended family as well, including 
relationships with and among siblings, grand-
parents, and others who play an important 
role in a child’s life. 

Family systems theory also helps us see how 
typical developmental milestones, as well as 
atypical or stressful life events, can affect 
family equilibrium. The deployment cycle 
and the transition from military to civilian 
life require changes to roles and routines, 
and these changes can disrupt family stabil-
ity. For example, when a parent is deployed, 
adolescents often take on greater responsi-
bilities to help the family. As they contribute 
to the family’s shared mission, children may 
reap rewards, growing more competent and 
self-confident. However, when children take 
on more family responsibilities (for example, 
by caring for younger siblings), they may miss 
developmental opportunities because they 
don’t have the time and freedom to pursue 
age-appropriate activities.27 Furthermore, 
if boundaries change during deployment, 
the family may have trouble readjusting 
when the service member parent returns; 
for example, a child may not want to give up 
newfound autonomy. 

Co-Parenting
Research on co-parenting gives us more 
insight into military families, as couples 
negotiate separation, readjustment, and reac-
tions to combat-related stress. Co-parenting 
includes the ways that parents manage 
childrearing decisions, share responsibilities, 
and respond to each other’s strategies. The 
quality of a co-parenting relationship is asso-
ciated with the level of maternal warmth, the 
father’s involvement, and parent-child inter-
actions, and it is linked to children’s wellbeing 
over time.28 Deployment presents several 
obstacles to effective co-parenting, espe-
cially because separations and reunifications 
require frequent shifts in responsibility for 
maintaining family routines and discipline. 
When these transitions happen unexpectedly, 
parents have little opportunity to prepare 
and communicate as a team. Furthermore, if 
the military parent returns with physical or 
mental health problems, the communication 
capacities that are central to effective co-
parenting may be disrupted. 

Attachment Theory
Research based on attachment theory has 
established that parent-child relationships are 
fundamental to social and emotional well-
being throughout childhood.29 Attachment 
theory describes how children develop a 
sense of security from their earliest experi-
ences with a caregiving parent—specifically, 
how the parent provides protection and 
comfort in the context of threat.30 From their 
earliest interactions with a parent, children 
develop their capacity for behavioral and 
emotional self-regulation, and the parents’ 
ability to act as an external source of emo-
tional regulation for the young child is a 
primary predictor of attachment security. 
Further, a child’s confidence that a parent 
can provide emotional support enhances his 
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or her capacity to explore new environments 
and develop social competencies. These ideas 
suggest that children may have less confi-
dence in a deployed parent’s ability to provide 
reassurance, care, and safety, particularly 
when the parent is facing the dangers of war.31 

Some longitudinal research shows that 
children who form secure attachment rela-
tionships early in life develop more positive 
social relationships with their peers, have 
greater academic success, and manage stress 
more effectively.32 Attachment security also 
buffers physiological stress responses in 
early childhood, and it protects early brain 
development.33 In fact, secure attachment 
relationships contribute to cognitive, social, 
emotional, and physical growth throughout 
childhood and into adult life.34 

For military-connected children, a service 
member’s deployment means that a primary 
caregiver—one of the child’s usual resources 
for managing distressing events—is not 
immediately available. The child may seek 
more support from the parent who remains 
at home. However, an increase in household 
duties, greater parenting responsibilities, and 
worry over the deployed spouse’s safety may 
interfere with the at-home parent’s ability to 
respond to the child’s increased demands.35 
In single-parent families, children may be 
separated from their sole primary caregiver; 
in dual-service families, both parents may 

be deployed at the same time. In either case, 
children may be left in the care of extended 
family members or others, suggesting that 
these children may be particularly vulnerable. 

Attachment theory also helps us understand 
how children are affected in the long term 
when a parent returns home with symptoms 
of posttraumatic stress or grief. Research on 
civilians indicates that parents with unre-
solved trauma or loss are more likely to have 
a disorganized attachment relationship with 
their children.36 Parents who suffer from 
symptoms of posttraumatic stress, includ-
ing aggression, irritability, or unpredict-
able responses to reminders of trauma, can 
behave in ways that confuse, upset, or even 
frighten children.37 Unlike children who 
demonstrate secure attachment behaviors, 
children with disorganized attachment rela-
tionships have more trouble regulating their 
emotions, and they have a higher risk for psy-
chological problems throughout their lives.38 
But we need more research to see whether 
these findings from civilian life hold true for 
children living with parents who have experi-
enced combat trauma and loss. 

Stress and Resilience
We can also gain insight into the lives of 
military children through research that 
documents how children develop when they 
face many hardships at once.39 Longitudinal 
research among civilians consistently dem-
onstrates that children who live in families 
with multiple risk factors are more likely 
to experience social, emotional, physi-
cal, and psychological problems than are 
children who live with fewer risks.40 Early 
research showed that children who are 
exposed to multiple risk factors in the fam-
ily are significantly more likely to develop 
mental health problems. More recently, we 

Each family member’s 
experiences and reactions to 
military life will reverberate 
throughout the system.
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have learned that the adversities parents 
face—demographic, environmental, and 
psychological—affect children both directly 
and indirectly.41 The same studies have also 
consistently demonstrated that the quality 
of the caregiver-child relationship influences 
whether children experience the stress of 
these multiple hardships as “tolerable” or 
“toxic.”42 Thus research with civilian popula-
tions suggests that a cumulative stress model 
can help us understand how deployment 
affects military children. But we need to 
know the relative contribution and timing 
of independent and combined risk factors, 
including risks embedded in community 
systems (for example, level of resources, 
military rank and duty, school environment, 
level of community support, or historical 
context), risks directly related to deployment 
(parents’ exposure to combat, cumulative 
length of separations), and risks at the family 
level (marital relationships, co-parenting, 
family adjustment). 

A cumulative stress model that accounts for 
interactions at the systems level can also help 
illuminate pathways of resilience for military 
children. Ann Masten calls resilience “the 
capacity of a dynamic system to withstand 
or recover from significant challenges that 
threaten its stability, viability, or develop-
ment.”43 If we clarify how resilience works for 
military children and families who face mul-
tiple deployments, we can build better pre-
ventive strategies. We can also learn, through 
longitudinal research, why some children 
grow more resilient than others, despite being 
exposed to similar levels of cumulative risk.44 
Developmental research consistently identi-
fies family relationships and supportive com-
munities as crucial factors that help children 
develop resilience in the face of adversity.45 
Based on resilience research, Froma Walsh 
has developed a model of core processes that 

help families successfully manage adversity, 
including effective communication, collabora-
tive problem solving, and the ability to create 
shared meaning.46 Using models like this, 
scholars have developed intervention strate-
gies that enhance family resilience.47 

Research on Deployment, Children, 
and Families
One of the earliest studies of wartime deploy-
ment’s effects on children comes from World 
War II; it suggested that a family’s reaction 
to a service member’s prolonged absence 
could affect the returning veteran’s ability to 
reintegrate.48 The Vietnam era saw a grow-
ing interest in studying military families, 
which led to the concept of a “military family 
syndrome.” According to this concept, the 
returning father oversaw a household under 
an authoritative regimented order, producing 
psychological problems in military children.49 
More recent and rigorous research does not 
support the idea of such a syndrome, how-
ever. Although the evidence is still limited, it 
appears that most military children demon-
strate the same psychological and behavioral 
processes that comparable civilians do.50 

The past decade of war has brought national 
attention to military families, highlighting the 
need to better understand how parents’ mili-
tary service and combat deployments affect 
children. As a result, more studies of military 
children have been conducted.51 A recent 
review of such studies found that parents’ 
deployment is consistently associated with 
children’s behavioral and academic problems, 
although the strength of this association is 
modest.52 Next we summarize key findings 
from the latest research on military children, 
focusing on children’s academic performance 
and psychological health. 
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Academic Performance
Research indicates that a parent’s deploy-
ment can affect how military children do in 
school.53 Quantitative and qualitative studies 
of children, caregivers, and schools alike have 
shown that deployment has modest negative 
effects.54 For example, one of the authors of 
this article, Eric Flake, along with several 
colleagues, surveyed spouses of deployed 
soldiers who had at least one school-aged 
child; 14 percent reported that at least one of 
their children was having problems in school, 
including falling grades, declining inter-
est, and conflicts with teachers.55 Similarly, 
when the Department of Defense surveyed 
26,000 spouses of active-duty and Guard and 
Reserve service members, it found that more 
than half of adolescent children saw their 
academic performance fall when a parent 
was deployed.56 In focus groups, educators 
report that children of deployed parents are 
less likely to finish their homework and more 
likely to be absent.57 Annual test scores tell a 
similar story. For example, achievement test 
scores of Army children in North Carolina 
and Washington showed modest but academi-
cally meaningful declines among students 
with a parent who had been deployed for a 
total of 19 months or more.58 

Psychological Health
Young children.About 40 percent of chil-
dren in active-duty military families are five 
years old or younger.59 As we’ve said, young 
children are likely to be particularly sensitive 
to multiple long separations from a primary 
caregiver. Although few researchers have 
examined this recognized risk among very 
young military children, at least two studies 
have found that preschool children with a 
deployed parent are more likely than other 
children to exhibit behavioral problems.60

School-age children and adolescents. 
Like preschoolers, school-age children and 
adolescents with a deployed parent show 
moderately higher levels of emotional and 
behavioral distress.61 In fact, school-age 
Marine Corps and Army children reported 
more symptoms of anxiety not only when a 
parent was deployed but also for up to a year 
after the parent returned home, suggesting 
that emotional effects continue after deploy-
ment ends.62 Other studies of school-age 
children and teens with deployed parents 
have found increases in problems with peer 
relationships, physiological signs of stress, 
emotional and behavioral problems, depres-
sion and suicidal thoughts, and use of mental 
health services.63 Interestingly, one recent 
study found that adolescents were more likely 
to use drugs or alcohol not only when a par-
ent was deployed, but also when a sibling was 
sent to war.64

Families.Beyond the individual child, war-
time deployment can also affect the way a 
family functions. For example, children are 
more likely to be maltreated or neglected 
in families affected by deployments, espe-
cially families consisting of younger parents 
with young children.65 Deployment may also 
increase marital conflict and interpersonal 
violence in families.66 A number of studies 
have found that family-level factors such as 
parent-child communication, as well as com-
munity support, can affect how children and 
families adjust to deployment.67

Child gender. A few studies have examined 
whether boys and girls react differently to 
wartime deployment. During the Gulf War, 
for example, one study found that school-age 
boys showed more behavioral distress than 
girls did.68 Working with a number of col-
leagues, one of the authors of this article, 
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Patricia Lester, found an interesting pat-
tern: girls with a deployed parent acted out 
more frequently than those with a recently 
returned parent, while boys did just the oppo-
site.69 But Anita Chandra found that girls had 
more problems when a parent returned than 
boys did.70 These varied findings underscore 
how complex the deployment experience can 
be for individuals and families.

Separation during deployment. Studies 
consistently find that, as the cumulative stress 
model would predict, the longer and more 
often a parent is deployed, the greater the 
psychological, health, and behavioral risk 
for the child; for example, children whose 
parents were deployed the longest exhibited 
more problem behaviors and received more 
diagnoses of mental health problems.71 But 
we need further longitudinal research to bet-
ter understand how the nature of deployment 
(for example, combat vs. noncombat) and its 
timing interact with children’s developmental 
transitions, as well as to clarify which pro-
cesses may accelerate or buffer this risk.

Parent psychological health. When their 
parents suffer psychological distress dur-
ing deployments, research shows, military 
children are at risk for adjustment problems. 
As we’ve said, an extensive body of research 
documents this effect in civilian populations, 
so it isn’t surprising to see the same result in 
military families.72 

Following wartime deployment, 17 to 20 per- 
cent of returning active-duty service mem-
bers and veterans screen positive for combat-
related mental health problems; the rates are 
higher in the Guard and Reserve.73 Military 
parents who return home with mental health 
problems, such as posttraumatic stress 
disorder (PTSD) or depression, may not be 
able to manage their own reactions well, 

compromising their relationships with other 
family members and interfering with their 
parenting.74 For example, a parent who experi-
ences the emotional numbing characteristic 
of PTSD may have trouble communicating or 
engaging with a spouse or child, putting both 
the marriage and the parent-child relation-
ship at risk.75 Furthermore, the tendency 
of returning service members to be hyper-
vigilant and to react strongly and unpredict-
ably to reminders of trauma may translate 
into marked irritability in interpersonal 
family relationships.76 Children may perceive 
increased conflict in family relationships as a 
threat to their emotional security and to the 
integrity of family life.77 Parents who react 
to reminders of combat stress and loss may 
also withdraw from family interactions and 
routines.78 Research with veteran families 
shows that the reverberating effects of PTSD 
across family relationships can increase the 
risk for psychological health and adjustment 
problems in children and spouses living with 
these disruptions.79 

Family type. The way children experience 
deployment may vary by family situation. For 
example, we need to better understand how 
children react to a mother’s versus a father’s 
deployment. Also, the military’s January 2013 
decision to allow women to serve on the front 

Studies consistently find 
that … the longer and more 
often a parent is deployed, 
the greater the psychological, 
health, and behavioral risk for 
the child.
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line means that we need to further scrutinize 
the impact on children of maternal military 
service and combat exposure. Within the mil-
itary, we’ve seen an increase in both single-
parent and dual-service families, but research 
on these groups is in short supply. One study 
of married and single Navy mothers found 
that deployment affected their children dif-
ferently, with children of distressed single 
mothers exhibiting behavioral symptoms not 
seen in the children of married mothers.80 
Perhaps the absence of a second caregiver to 
help buffer the stress of deployment presents 
a risk for children’s psychological adjustment. 
Children of deployed single parents may also 
worry more about their parent’s safety and 
feel more vulnerable about their own care 
and protection.

Implications for Research
Despite its limitations, the emerging research 
on military children and parental deployment 
corresponds with what we know from civilian 
populations about how stress and separation 
affect children and families. For example, 
research on military families consistently 
indicates that stress accumulates with greater 
exposure, and that it reverberates through the 
family system, with both direct and indirect 
pathways of transmission. Furthermore, the 
research supports the idea that military fami-
lies are strongly affected by relationships with 
their various contexts—communities, schools, 
health care, etc.—suggesting that effective 
prevention and intervention strategies should 
be embedded in existing systems of care, 
whether military or civilian.81 

But we must interpret the research on mili-
tary families cautiously. Many studies have 
been conducted with relatively small samples; 
chosen research subjects because they were 
easy to get access to rather than seeking a 

representative sample; selected research 
designs that can’t demonstrate cause and 
effect; or relied solely on surveys of parents. 
Moreover, very few include direct observa-
tional data. Recently, however, researchers 
have been increasingly trying to overcome 
these shortcomings in design. Additionally, 
researchers are paying more attention to 
the systems that surround military children, 
including family, school, and community. 
Studies that use large military and medical 
data sets have already linked deployment to 
child maltreatment and greater use of mental 
health–care services.82 

Despite these advances, researchers generally 
agree that a longitudinal study with a large, 
representative sample, which accounts for dif-
ferences among the service branches, would 
help us pin down how the stresses of military 
life and deployment affect family functioning 
and child wellness in the long run. In particu-
lar, we need to clarify whether deployment 
and other family separations in the context 
of war and combat have effects that differ 
markedly from the separation effects we see 
in studies of civilian populations. 

A longitudinal study could also help to clarify 
the role that developmental cascades play in 
the military child’s life. The cascade model 
says that the way children function at one 
stage of life or in one developmental domain 
(physical, emotional, social, language, or 
cognitive) may affect how they function later 
in life or in other developmental domains. 
Longitudinal research based on the cascade 
model could help tell us how deployment and 
military life interact with other factors over 
time.83 Such research could also help us to 
identify critical points during deployment and 
reintegration when we can build on positive 
cascades and interrupt negative ones, as we 
have done for nonmilitary populations.84 
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Studies should also use developmentally 
appropriate ways to measure resilience, 
stress, and wellness in children. We lack 
benchmarks for military children and fami-
lies on standard assessments of child well-
being. Thus we have relied on comparisons 
to civilian community norms, which may not 
adequately represent the norms for military 
children. We need to pay particular attention 
to at-risk or underrepresented populations 
within the military community, including sin-
gle-parent and dual-service families, families 
exposed to combat injury or death, and fami-
lies with risk factors such as mental illness, 
poor health, or children with disabilities. 

Some longitudinal research on military 
families is already under way. For example, 
the Millennium Family Life Study is add-
ing a spouse survey to a two-decade study 
of U.S. service members, and the RAND 
Corporation is conducting a three-year 
study of military families that surveys not 
only mothers and fathers, but also children 
who are at least 11 years old. Ideally, future 
researchers will have access to data from 
these longitudinal samples, which will help us 
integrate research on military children with 
national child health data sets.

We also need to know more about how 
service members and their families use real-
time communication technology, so that we 
can guide policy and practice and enhance 
community education and intervention. A 
2010 military lifestyle survey reported that 
88 percent of military families use social 
media or e-mail more than once a week to 
connect with deployed service members.85 
Social media and electronic communication 
can keep families informed and give them 
better access to support services, yet we 
know little about the risks and benefits of 
these technologies. 

Research on military children can also ben-
efit civilian families. Military families are cer-
tainly not unique in having at least one parent 
whose work requires separation from their 
children; for example, truck drivers and pilots 
also spend a lot of time away from home. Nor 
are military jobs the only ones that involve 
dangerous duties; firefighters and police 
officers, for example, face danger every day. 
We anticipate, then, that research on military 
children who face the stress of deployment 
and military life will help us develop preven-
tive interventions that can be translated to 
civilian children. 

Implications for Prevention
Family-centered prevention science—which 
builds on the evidence that parenting, parent-
child relationships, and family-level factors 
play an important role in children’s develop-
ment—can guide us to effective approaches 
to reducing the risk of deployment separa-
tions.86 The ecological systems framework we 
described in this article can help integrate 
research findings so that we can offer tar-
geted and timely preventive interventions for 
military and veteran children and families. 
Systemic methods that build on individual 
and family resilience processes to miti-
gate risk should be highly compatible with 
military communities, which value proactive 
approaches.87 A systemic framework also 
recognizes that we must take community and 
culture into account when we develop new 
programs or adapt existing ones. As an exam-
ple of how a systemic approach can improve 
interventions, studies among civilians, as well 
as a recent study of National Guard soldiers, 
have found that psychological health services 
are more acceptable and less stigmatizing 
when provided to families as a whole rather 
than to individuals.88
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Over the past decade, communities, mili-
tary bases, the service branches, and the 
Department of Defense have rolled out a 
multitude of psychological health and fam-
ily support programs for military families. 
Unfortunately, most of these programs lack 
scientific evaluations that could be used to 
determine their effect on the target popula-
tion or to compare their costs against their 
benefits. Some programs, however—such 
as Families OverComing Under Stress 
(FOCUS), which offers resilience training, 
and the Army’s School-Based Behavioral 
Health Program—not only use systemic 
approaches but also integrate evaluation into 
their design and implementation.89 Also, 
a number of research initiatives are now 
attempting to rigorously evaluate the impact 
of various preventive and treatment interven-
tions for military families.90 

If we establish processes to assess and rigor-
ously evaluate interventions, we can find 
the most effective programs and the best 
ways to implement them; certainly, we must 
pay attention to intervention fidelity, train-
ing, integration into military communities, 
and customization for particular settings 
and specific stresses.91 In this way, we may 
advance not only the care of military fami-
lies, but of children and families affected by 
other types of adversity as well. Fortunately, 
a range of innovative partnerships between 
military and civilian systems are under way, 
linking publicly collected data to the needs of 

military children. At the same time, assess-
ment and intervention research on military 
children and families has been identified 
as a national and military research funding 
priority. Despite these advances, barriers to 
conducting research with military-connected 
children and families persist; for example, 
we need to streamline institutional review 
and data sharing across academic, Veteran’s 
Affairs and military institutions. 

As we said earlier, military-connected chil-
dren, particularly those who live far from 
military installations, can be difficult to reach 
through traditional program delivery strate-
gies. Taking an ecological perspective, we 
should develop delivery platforms that engage 
virtual as well as physical communities. 
Innovative web-based and mobile-application 
strategies can help us deliver education, pre-
vention, and intervention to geographically 
dispersed children and their families. These 
programs hold promise for reaching greater 
numbers of children and families by reducing 
physical barriers, easing the burden of travel, 
and minimizing the stigma associated with 
mental health services; therefore, they war-
rant further rigorous study. 

Implications for Public Health 
Policy 
From a policy perspective, quantifying the 
impact of cumulative stress on military 
families may help the military set the length 
of deployments. We also need more data on 
families who do well despite multiple deploy-
ments, to help identify the supports they use 
to maintain stability. This information might 
help identify the children and families most 
vulnerable to deployment stress, so that we 
could allocate resources more effectively. 
Furthermore, our knowledge of military 
families’ psychological health needs suggests 

We should develop delivery 
platforms that engage 
virtual as well as physical 
communities.
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that we should facilitate public health edu-
cation across military, veteran, and civilian 
communities, potentially reducing the stigma 
of seeking care. 

Policy initiatives like the Army Family 
Covenant and the recent Joining Forces 
campaign by the White House have primed 
military and community leaders to focus 
even more on the role of the military family. 
A family focus is central not only to mili-
tary readiness, but also in the larger context 
of support for our returning warriors. The 
ecological framework suggests that we should 
enhance existing systems of care to more 
effectively respond to the needs of military 
and veteran families. Community-based sys-
tems, including schools, child-care providers, 
and health-care and mental health facilities, 
should develop protocols to identify military-
connected children, and they should receive 
training to provide relevant services based on 
sound evidence of their effectiveness. As the 
nation has recognized that strengthening sys-
tems of care in civilian communities is central 
to building resilience in military children, 
initiatives and partnerships have sprung up 
among local, state, and national organiza-
tions, and these should be encouraged. 

Often, policy makers focus on the children 
of active-duty service members. Yet mili-
tary life affects children far beyond military 
installations. If resources are concentrated 
on or near installations, Guard and Reserve 
families can be isolated from services and 
community support. Similarly, veterans and 
their families are dispersed across the nation. 
Reintegrating into civilian society often 
means fewer resources, fewer services, and 

separation from the structure and identity 
inherent in military life. Understanding these 
individual life experiences remains a national 
priority, so that we can tailor our support for 
military children regardless of their situation. 

Conclusions
Military children and families strengthen our 
national security. When a military father or 
mother volunteers to serve our country, their 
children do so as well. Military families have 
an immense sense of pride in the service they 
perform for the United States of America. 
Their mission requires constant change, 
poses continual and unforeseeable demands, 
and can be both challenging and rewarding. 
Even though the stress of military life has 
escalated in the past decade, military fami-
lies continue to report high levels of strength 
and endurance.92 

As a nation of individuals, families, com-
munities, and systems of care, we share a 
responsibility to support military children 
and families by investing in research, ser-
vices, and policies that honor their service 
and sacrifice. The best way to show our 
national gratitude is to respond effectively 
to their needs. Clinicians, researchers, and 
community members must work together 
to understand the challenges that military-
connected children face, and to tackle the 
long-term implications for public health. A 
successful national public-health response 
for military-connected children and families 
requires policies that help military and civil-
ian researchers—as well as communities and 
systems of care—communicate, connect, and 
collaborate with one another. 
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Summary
When a service member is injured or dies in a combat zone, the consequences for his or her 
family can be profound and long-lasting. Visible, physical battlefield injuries often require 
families to adapt to long and stressful rounds of treatment and rehabilitation, and they can leave 
the service member with permanent disabilities that mean new roles for everyone in the family. 
Invisible injuries, both physical and psychological, including traumatic brain injury and combat-
related stress disorders, are often not diagnosed until many months after a service member 
returns from war (if they are diagnosed at all—many sufferers never seek treatment). They can 
alter a service member’s behavior and personality in ways that make parenting difficult and 
reverberate throughout the family. And a parent’s death in combat not only brings immediate 
grief but can also mean that survivors lose their very identity as a military family when they 
must move away from their supportive military community.

Sifting through the evidence on both military and civilian families, Allison Holmes, Paula 
Rauch, and Stephen Cozza analyze, in turn, how visible injuries, traumatic brain injuries, stress 
disorders, and death affect parents’ mental health, parenting capacity, and family organization; 
they also discuss the community resources that can help families in each situation. They note 
that most current services focus on the needs of injured service members rather than those of 
their families. Through seven concrete recommendations, they call for a greater emphasis on 
family-focused care that supports resilience and positive adaptation for all members of military 
families who are struggling with a service member’s injury or death.

www.futureofchildren.org
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Since the U.S. military began 
fighting in Iraq and Afghanistan 
in 2002, approximately two mil-
lion military children have seen a 
parent deploy into harm’s way at 

least once, and many families have experi-
enced multiple deployments.1 Most deploy-
ments end with a parent’s safe return home, 
but more than 50,000 service members have 
been physically injured in combat, and even 
more are later diagnosed with traumatic 
brain injury (TBI) or posttraumatic stress 
disorder (PTSD). In the worst case, deployed 
parents don’t return at all. In this article, we 
examine the impact on dependent children of 
deployments that result in visible or physical 
injuries (for example, amputations or burns); 
invisible injuries, including TBI and PTSD; 
and a parent’s death.

Few researchers have studied how military 
children adapt to a parent’s injury or death in 
the conflicts in Iraq and Afghanistan. But mil-
itary and civilian accounts describe profound 
effects on parents’ mental health (including 
that of injured, uninjured, and surviving 
parents), parenting capacity, family organiza-
tion, and community resources. Where there 
are gaps in the research, we present data 
from studies of civilian parents or of service 
members from previous conflicts who faced 
similar challenges. These studies can help us 
understand what military-connected children 
are likely to experience, and what the affected 
children and their families will need in the 
long run. Of course, their needs will change 
as they move from the initial notification of 
injury or death and on to treatment, recovery, 
and reintegration into civilian communities. 
Clinical and nonclinical providers alike must 
be aware of these evolving needs and make 
a long-term commitment to the children and 
families who, in serving our nation, have paid 
a particularly high price. 

Combat-Related Injury
Since fighting began in Iraq and Afghanistan, 
more than 50,000 men and women have been 
physically injured and required immediate 
medical attention.2 Other combat-related 
conditions, including PTSD and TBI, may 
not be recognized or treated until service 
members return home. Thus injuries can 
be categorized as visible or invisible. The 
distinction is important, because visible and 
invisible injuries have different effects on 
children, families, and their relationships. 
Visible injuries are those easily identified by 
others, such as amputations, blindness or eye 
injuries, auditory damage, burns, spinal cord 
injuries, and paralysis.3 TBI and PTSD are 
called invisible injuries because there is often 
no immediate external bodily indication of 
trauma; the symptoms appear as changes in 
cognition, behavior, and social functioning.4

Because service members wear body armor 
that protects their vital organs, most severe 
physical injuries affect the arms and legs 
(54 percent) or the head and neck (29 per-
cent). Advances in medical care mean that 
severely injured service members are more 
likely to survive today than they were in 
previous conflicts.5 Multiple physical injuries 
are common, and physical and psychological 
injuries often occur together.

An array of variables affects the way fami-
lies experience a service member’s combat 
injury. They include the type and sever-
ity of the injury, family composition, the 
children’s developmental age, individual or 
family characteristics, the course of required 
medical treatment, and changes that occur 
as the injured parent regains function and 
the family copes and adapts. The course of 
recovery can be thought of as an injury recov-
ery trajectory, with four phases: acute care, 
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medical stabilization, transition to outpatient 
care, and long-term rehabilitation and recov-
ery.6 In each phase, children and families face 
emotional and practical difficulties. 

During acute care, the injured parent 
receives life-saving and life-sustaining medi-
cal interventions. When families are notified, 
children may be exposed to unfiltered infor-
mation about the injury and raw emotional 
responses. When families are reunited, chil-
dren may hear medical providers talk about 
injuries or medical procedures, and they may 
see other ill or injured people in the hospital; 
they may also have to take on some caregiv-
ing responsibilities.

Medical stabilization includes surgery and 
other medical care that prepare the injured 
service member to leave the hospital. How 
long this phase lasts depends on the severity 
of the injury. Stabilization typically occurs in 
a facility far from the family’s home, and the 
other parent may need to travel to be near 
the injured service member, with or without 
the children. In a 2007 report, 33 percent 
of active-duty, 22 percent of Guard and 
Reserve, and 37 percent of retired service 
members reported that a family member or 
friend relocated temporarily to spend time 

with the injured service member while he or 
she was in the hospital.7 Whether children 
come with their uninjured parent or are left 
in the care of others, their daily routines are 
disrupted. Separation from parents, exposure 
to an injured parent, or exposure to an unin-
jured parent’s emotional distress may cause 
children to feel sadness, anxiety, or confusion. 

Younger children commonly express what 
they’re feeling through behavior, such as 
aggression, greater dependency, or regres-
sion to behaviors more typical of a younger 
child. Older children may display the same 
kinds of symptoms; they may also either 
assume caregiving or household responsibili-
ties or disengage from the family.8 Children 
who lack social connections, as well as those 
who already suffer from a psychiatric illness, 
are more likely to experience emotional and 
behavioral problems.9 Research in other con-
texts has shown that children with behavioral 
problems are more likely to be maltreated, 
and this may be true in the families of injured 
service members as well.10

Transition to outpatient care begins before 
discharge from the hospital, when follow-up 
care and rehabilitation are arranged. Families 
prepare to meet everyday needs (such as 
housing, financial planning, transportation, 
child care, and schooling) as they adapt to 
new medical demands (rehabilitation appoint-
ments, the service member’s daily care) that 
add new emotional challenges for parent and 
child alike. The responsibility for coordinat-
ing these old and new demands falls mostly 
on the uninjured parent. In fact, family mem-
bers or friends often must leave their jobs to 
care for the injured service member full time. 

Rehabilitation and recovery is when service 
members learn to adapt to their injuries and 
settle into their new lives. During this phase, 

Injuries can be categorized 
as visible or invisible. The 
distinction is important, 
because visible and invisible 
injuries have different effects 
on children, families, and 
their relationships.
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families often move to new communities 
and seek new health-care providers. New 
homes, new neighborhoods, new schools, 
new friends, new child-care providers, and 
new daily routines add instability to chil-
dren’s lives. If schools, peers, and community 
providers don’t know how to support children 
of injured service members, or if they are 
unfamiliar with military children in general, 
the readjustment may further tax a child’s 
ability to cope.11

Visible Injuries
Severe injury often requires extended 
treatment, which is especially difficult for 
families. Periods of medical stability may 
alternate with periods of instability, when 
complications occur, progress is limited, 
or additional treatments (such as multiple 
reconstructive surgeries) are needed.12 The 
family’s living arrangements may change, 
and months or years of recurring hospital-
based treatments and outpatient visits may 
disrupt their connections to the community. 
Moreover, when service members suffer 
multiple injuries, or when visible and invis-
ible injuries occur together, treatment grows 
more complex and family adjustment more 
difficult.13 A long and disruptive recovery 
can take its toll on children, 15 percent of 
whom exhibit clinical levels of emotional and 
behavioral problems several years after their 
military parent’s injury.14 

Parents’ Mental Health
In addition to physical changes, combat-
injured service members are at significant risk 
for invisible injuries or psychiatric prob-
lems, such as PTSD and depression.15 These 
problems may not appear until long after the 
injury. In fact, one study found that nearly  
80 percent of combat-injured service mem-
bers who screened positive for either PTSD 

or depression seven months after their injury 
had screened negative for both conditions six 
months earlier.16 When injured service mem-
bers have poor emotional health, they may not 
be able to engage fully with their children, 
which affects the children’s ability to cope. 

Parenting Capacity
External events can disrupt both relation-
ships between couples and the entire family 
system, as well as individual wellbeing. A 
family systems framework explains how a 
parent’s physical injury can affect a child’s 
wellbeing by disrupting the parenting of 
both the injured and uninjured parent.17 For 
example, among children of parents suffering 
from stroke, the uninjured parents’ stress and 
depression were associated with anxiety and 
depression among their children.18

One critical way that combat injury can 
influence an injured parent’s ability to engage 
with his or her children is through changes in 
physical function. Amputation, musculoskel-
etal injuries, burns, or eye injuries are likely 
to produce temporary or permanent loss 
of function, requiring prosthetic assistance 
or rehabilitative care. Before their injuries, 
many young military service members are 
physically active, and, especially among 

A long and disruptive 
recovery can take its toll 
on children, 15 percent of 
whom exhibit clinical levels 
of emotional and behavioral 
problems several years after 
their military parent’s injury.
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fathers, parenting activities are often physi-
cal, “hands-on,” or athletic.19 After the injury, 
those activities may no longer be possible, or 
they may need to be modified significantly. In 
turn, injured service members must modify 
their ideas of how to be a good parent at 
the same time that they are mourning their 
own bodily changes or loss of function. The 
injured parents’ physical absence during 
hospitalizations, and their emotional unavail-
ability due to physical condition or treatment 
effects, can also seriously limit their ability to 
effectively interact with their children.20 

The uninjured parent may also find it hard to 
be available for the children. For one thing, 
if the injured service member can’t take part 
in routine activities, the uninjured parent 
(as well as the children) has to take on new 
responsibilities. Similarly, the uninjured par-
ent may be less available while caring for the 
injured parent. Either of these circumstances 
can limit the parent’s ability to engage in 
warm, nurturing interactions with children. 
As multiple sources of stress spill over into 
the parent-child relationship, children have 
fewer resources, and their risk for maladapta-
tion increases. Thus, supporting the children 
of injured service members means bolstering 
the parenting relationships of both injured 
and uninjured parents. 

Family Organization
We know from studies of families dealing 
with combat injuries, multiple sclerosis, or 
stroke that when an injury or illness produces 
significant changes in parenting ability, par-
ents and children alike must renegotiate fam-
ily relationships and come to terms with the 
injury and its consequences. When service 
members remain impaired and can’t resume 
their former parental and household respon-
sibilities, uninjured parents and children are 

likely to see their own roles change. In these 
circumstances, children may act out if the 
family becomes disorganized or dysfunc-
tional.21 Likewise, relationships between par-
ents and children, or between spouses, may 
grow strained, and children may experience 
emotional problems.22 If the family’s organi-
zation was poor before a combat injury, the 
injury is likely to make things worse, under-
mining family members’ capacity to negotiate 
the challenges they face. In one small study 
of hospitalized injured service members, 
children from families where the stress from 
deployment was high even before the injury 
suffered greater emotional distress after the 
injury than did other children.23 Because 
children’s wellbeing depends on how well the 
family functions after a combat injury, service 
providers may need to work with such at-risk 
families more intensively. 

A combat injury generates confusion and 
fear in the family, and better communica-
tion between parents and children can help 
children cope.24 Injury communication refers 
to communication about injury-related topics 
both within the family and with others in the 
civilian and military communities.25 Effective 
injury communication requires open dialogue 
about the injury and its consequences among 
many parties: the injured service member 
and the uninjured parent; family members, 
including children; friends; and medical 
personnel and other community profes-
sionals and service providers. Parents need 
sophisticated guidance about how to talk 
with their children about medical conditions; 
professionals need to know how to offer this 
support to parents.26 Just as some parents 
may tell their children too little about the 
injury, others share more than the children 
can handle, or frighten them by unnecessarily 
bringing up unknown future consequences. 
Thus adults may need help calibrating the 
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amount, content, and timing of the facts they 
share. But even young children should be 
given some explanations to help them under-
stand the actions and emotions of the adults 
they see around them.

Community Resources
Families who are dealing with combat 
injuries need support and services from the 
community, and these needs change and 
evolve as recovery from the injury progresses. 
For example, families may need help finding 
adequate housing, particularly when they 
expect long-term visits from extended family 
members. They may require assistance with 
child care, family health or schooling, or help 
navigating military regulations and paper-
work, transitioning to civilian medical care, or 
finding a job.27 Guard and Reserve families, 
who often live far from military communities 
and their associated support services, may 
require additional help. And when injured 
service members leave the military system 
and move to communities around the coun-
try, military families may find that service 
providers, teachers, and others are unfamiliar 
with their unique needs. 

Traumatic Brain Injury
The number of service members who return 
home with combat-related TBI is not entirely 
clear. Estimates differ depending on the 
source of information, the screening criteria, 
and the threshold of diagnostic clarity, as 
well as the severity of the injury (that is, mild, 
moderate, or severe). The military health 
system reported that more than 250,000 
cases of TBI had been diagnosed in military 
service members from 2000 through 2012.28 
Others have estimated a significantly higher 
incidence, for example, 320,000 cases among 
returning Iraq and Afghanistan combat 
veterans through 2007.29 Overall, 33 percent 

of service members who return from combat 
are reported to suffer from TBI, PTSD, or 
depression, and 5 percent meet the criteria 
for all three diagnoses.30 When such injuries 
occur together, they are likely to have cumu-
lative effects on children and families.

The impact of parents’ traumatic brain inju-
ries in military families has not been well 
studied. But evidence from nonmilitary 
families shows that this type of parental 
impairment can have profound effects on 
children. Children living with a parent who 
has suffered a TBI display more behav-
ioral and emotional problems, feelings of 
loss and grief at the change in the injured 
parent, and a sense of isolation. They also 
exhibit more posttraumatic stress symp-
toms, and 46 percent meet the criteria for 
PTSD.31 Interestingly, when compared with 
children of parents with diabetes, children 
of parents with TBI report higher levels of 
posttraumatic stress but no differences in 
behavioral problems, depression, or anxiety; 
this suggests that a parent’s TBI may be 
uniquely traumatic for children.32 

Parents’ Mental Health
The symptoms of TBI and PTSD overlap, 
and the prevalence of co-occurring diagnoses 
among service members returning from Iraq 
and Afghanistan varies depending on the 
definition of TBI. When the TBI is moderate 
(for example, producing loss of conscious-
ness), the incidence of co-occurring PTSD 
was higher than when the TBI was mild 
(for example, producing alteration of con-
sciousness) or severe (for example, an open 
head wound).33 Compared with those with 
TBI only and those who screened negative 
for either condition, service members with 
both TBI and PTSD engaged in more high-
risk behaviors like reckless driving, binge 
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drinking, and heavy smoking.34 Because 
TBIs are not always immediately identified 
or treated, families may not know what is 
causing the changes they see in a returning 
service member. Problems related to undiag-
nosed TBI or PTSD may continue for months 
or years, eroding a family’s bonds.

Parenting Capacity
TBI poses unique challenges to parenting. Its 
psychiatric effects tend to be more distress-
ing to family members and more disruptive to 
family functioning than those of other physi-
cal and nonneurological impairments.35 These 
effects include altered personality, emotional 
problems (for example, irritability, a low frus-
tration threshold, poor anger management, or 
apathy), difficulty with behavioral regulation, 
cognitive problems (for example, a short atten-
tion span or intolerance for overstimulation), 
lack of energy, substance abuse, thrill-seeking 
behavior, disrupted sleep, communication 
problems, and difficulty with personal engage-
ment.36 To cope with such TBI symptoms, 
injured parents may withdraw from the family 
to protect children and other loved ones.

Children are likely to be confused and dis-
tressed by these behaviors and may blame 
themselves for their parents’ outbursts, loss 
of control, or emotional aloofness. In some 
cases, children and families are left with a 
troubling sense that the injured service mem-
ber bears little resemblance to the person 
they knew before the injury, resulting in a 
sense of sadness and loss. As one 12-year-old 
girl said: “I basically just feel sad, because 
he’s there physically. I suppose I’ve got a Dad, 
but he’s not my Dad.”37

Uninjured parents are also likely to be 
affected. They often must care for the 
injured parent, and they are at high risk 

for depression and anxiety, either of which 
can undermine their parenting capacity.38 
Compromised parenting in either the injured 
or the uninjured parent, as well as depres-
sion in the uninjured parent, correlates with 
higher levels of emotional and behavioral 
problems in children of TBI patients.39 Thus, 
visible and invisible injuries prevent injured 
and noninjured parents from engaging in 
the warm, nurturing relationships children 
require after trauma. Supporting and inter-
vening through parenting relationships can 
help children cope and adapt. 

Family Organization
Unlike those of other physical injuries, the 
effects of TBI on children and families may 
not improve. In one study, families dis-
rupted by a TBI still needed professional 
help 10–15 years after the injury, and young 
families with the least financial and social 
support were at the highest risk.40 The initial 
severity of the TBI was not the greatest 
predictor of how the uninjured parent and 
children would fare; rather, it was the degree 
to which the injury affected the victim’s 
cognitive and interpersonal functioning. In 
particular, the uninjured parent’s experience 
was heavily affected by whether the couple 
was still able to have a reciprocal emotional 
relationship and communicate effectively. 

Because TBIs are not always 
immediately identified 
or treated, families may 
not know what is causing 
the changes they see in a 
returning service member.
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For families of long-term TBI sufferers, the 
study concluded, social support from friends, 
family, and professionals alike was critical.

Community Resources
The common delay in diagnosing TBI, as 
well as the injury’s long-term effects, can 
damage job performance, earnings, and the 
sufferer’s military career. Because of the long-
term effects, community providers will be 
seeing more cases of TBI as injured service 
members return to civilian life, and they will 
need to recognize the symptoms and provide 
appropriate treatment. Uninjured parents will 
need support of many kinds—practical, logis-
tical, emotional—and they may also need 
temporary relief from caregiving. Similarly, 
the long-term impact of TBI means that 
children will need expanded community sup-
port from schools, clinicians, and therapists 
long after the injured parent leaves military 
service. Some younger children affected by 
a parent’s TBI can be expected to exhibit 
disruptive behaviors, poor academic perfor-
mance, and substance abuse years later, in 
middle school and high school. 

Combat-Related Stress Disorders
Psychological injury is another invisible 
wound that affects children’s health and well-
being. Combat-related stress disorders can 
include PTSD, depression, anxiety disorder, 
and substance abuse. Recent reports indi-
cate that up to one-third of service members 
deployed to Iraq and Afghanistan experience 
some sort of mental health disorder within 
three to four months of returning home.41 

PTSD is a signature injury of the post-9/11 
conflicts. Since 2000, 66,935 new cases of 
PTSD have been diagnosed among service 
members who have deployed, as well as 
21,784 new cases among service members 
who have never deployed; the overall preva-
lence of PTSD among military personnel  
is variously estimated to be between 6 and 
25 percent.42 The disorder is associated with 
a range of problems, including occupational 
and social impairment, poor physical health, 
neuropsychological impairment, substance 
use, and risk of death.43 Any of these compli-
cations can slow service members’ recovery, 
affect children and families, disrupt reinte-
gration into the community, and impair ser-
vice members’ ability to resume their former 
roles at home.

Unfortunately, only half of returning service 
members who meet the criteria for PTSD or 
depression seek treatment. Many are worried 
about job security; for example, they fear that 
they could lose a security clearance, or that 
their coworkers will lose trust in them. They 
may also fear the treatment itself.44 Even 
among those who seek treatment, half receive 
only minimally adequate care. The chil-
dren of these service members are affected 
as well. In studies from the Vietnam War 
and the second Iraq War alike, children of 
soldiers with PTSD showed higher levels of 
anxiety, depression, and posttraumatic symp-
toms themselves.45 The children’s symptoms 
may best be accounted for by disruptions 
in the parenting relationship and repeated 
exposure to the symptoms that the affected 
parent displays.46

As with visible injury, the way a parent’s 
PTSD affects children depends on a child’s 
age, developmental level, temperament, and 
preexisting conditions. Because their cogni-
tive and emotional skills are less developed, 

PTSD is a signature injury of 
the post-9/11 conflicts.
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younger children may struggle more than 
older children to cope and adapt to changes 
in a parent’s behaviors and the parenting 
relationship. Very young children may have 
an especially hard time coping with the 
disorganized parental behavior that can result 
from PTSD, such as overreaction or disen-
gagement. These inappropriate responses can 
lead to an emotional disconnection between 
parents and very young children, resulting in 
a nonnurturing parent-child relationship that 
can mimic the dysfunctional relationships 
seen in early childhood abuse.47 Definitive 
mental health treatment, mental health 
education for parents and children, develop-
mental guidance, and supportive therapeutic 
assistance, such as parent-child interpersonal 
therapy, may all be tremendously useful in 
such situations, both on return from deploy-
ment and throughout the recovery.

Parents’ Mental Health
Invisible stress-related injuries can harm the 
spouse’s mental health along with the injured 
service member’s. In studies from several 
conflicts, spouses of soldiers with PTSD were 
more likely than others to show traumatic 
stress symptoms themselves and to experi-
ence general distress.48 Moreover, a spouse’s 
mental health problems were more likely 
to harm children’s functioning than were 
a service member’s own, making spouses’ 
mental health a critical target for treatment.49 
Clearly, attention to the mental health needs 
of both parents is essential to the health of 
their children.

Parenting Capacity
Studies of how parents’ combat-related PTSD 
affects children and families come largely 
from work with American, Australian, and 
New Zealander Vietnam War veterans and 
their families. Within these populations, 

PTSD has been associated with poor intimate 
relationships, impaired family functioning, 
greater family distress, higher levels of family 
violence, and disrupted parenting and parent-
child relationships.50 The complex interaction 
of risk behaviors and psychological symptoms 
that characterize PTSD—including emotional 
numbing, avoidance, and anger—make it dif-
ficult for those who suffer from the disorder 
to engage with their families. Ayelet Meron 
Ruscio and colleagues, writing about male 
victims of PTSD, say that “the disinterest, 
detachment, and emotional unavailability that 
characterize emotional numbing may dimin-
ish a father’s ability and willingness to seek 
out, engage in, and enjoy interactions with his 
children, leading to poorer relationship qual-
ity.” 51 In turn, spouses may see service mem-
bers with PTSD as unreliable and inadequate 
caregivers, further alienating them from their 
children. The way that spouses’ emotional 
health affects children’s wellbeing suggests 
that the traditional approach to treating a vet-
eran’s PTSD—individually, without providing 
primary mental health support to spouses and 
children—is inadequate.

Family Organization
Through their effects on marital and par-
enting relationships, combat-related stress 
disorders make it harder for families to 
readjust after deployment. Up to 75 percent 
of service members who screen positive for 
postdeployment mental health disorders 
report marital conflict, and service mem-
bers with PTSD symptoms show higher 
rates of conflict with spouses and children, 
as well as more difficulty with parenting.52 
Spouses and children often struggle to avoid 
triggering negative or explosive responses 
from affected service members. As PTSD 
symptoms become more severe, rates of 
interpersonal violence rise and the burden 
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on caregivers increases.53 When families 
experience stress and conflict, the poten-
tial for child abuse is higher.54 But military 
families and children have great capacity for 
resilience, and targeted individual and family 
treatments can harness these skills.55 

Community Resources
Given the prevalence of combat-related 
stress disorders and their far-reaching effects 
on children and families, service members, 
spouses, children, and families need several 
levels of support. Moreover, services must 
be available in both military and civilian 
communities. 

Identifying and treating stress disorders early 
can prevent long-term family exposure and 
reduce family stress. Unfortunately, lack of 
understanding, concern for career, and stigma 
regarding treatment prevent many service 
members from seeking diagnosis and help.56 
Thus we should encourage and train people to 
identify children affected by combat-related 
stress disorders in schools, community organi-
zations, sports teams, and religious groups, as 
well as during pediatric visits. 

In addition to promoting mental health 
and family resilience, programs that work 
with families affected by stress disorders 
must consider their practical needs, such as 
employment, finances, and housing. Help 
with meeting basic needs can diminish stress, 
particularly for spouses who bear the bur-
den of running the family. Comprehensive 
support promotes overall family health and 
increases the likelihood that mental health 
treatment will succeed. 

Combat-Related Death
We define combat-related deaths as deaths 
that occur during combat deployment, as 

well as suicides that occur in combat zones 
or after return from combat deployment. 
Since 9/11, more than 16,000 uniformed 
service members have died on active duty. 
Approximately one-third of these deaths 
occurred in combat; more than 97 percent  
of those killed have been male.57 Another  
14 percent of all service members’ deaths are 
self-inflicted. Though we know a great deal 
about how a parent’s death affects children 
in the civilian population, little empirical 
research has been done on how a parent’s 
death, especially a parent’s death in combat, 
affects children in the military. 

We hypothesize that a parent’s death in 
combat has a more immediate impact on 
military children than do visible or invis-
ible injuries. However, death during combat 
deployment is not wholly unanticipated. 
Military families, as well as families in other 
line-of-duty professions (law enforcement, 
firefighting), do not necessarily focus on the 
ultimate sacrifice.58 But these high-risk ser-
vice professions carry mechanisms, such as a 
professional culture and a sense of mission, 
that may help children who are coping with 
loss.59 For example, one study showed that 
Israeli children with a relative who died in 
combat reported fewer psychiatric symptoms 
and greater general wellbeing than children 
with a relative who died in a motor vehicle 
accident.60 However, military deaths may 
be experienced differently in Israel, where 
nearly all adults serve in the armed forces. 
Nonetheless, the military culture and its 
support systems can bolster families as they 
grieve and adjust. Critical to understand-
ing any family’s response to combat death is 
their perspective on the death (for example, 
whether they see it as meaningful or mean-
ingless), the events that surround the death, 
and their experience following the death of 
family and community cohesion and support.
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Parents’ Mental Health
Evidence from civilian families shows that a 
spouse’s death can affect the surviving spouse 
in a variety of ways: increased vulnerability 
to physical and psychological illness, reduced 
happiness, and feelings of social isolation 
and meaninglessness.61 While spouses grieve, 
children of all ages may display a variety of 
healthy, developmentally appropriate grief 
responses: playing, talking, questioning, and 
observing. Many children feel sad, cry, or 
become more withdrawn; others express their 
emotions through reverting to earlier behav-
iors. When the surviving parent was already 
struggling with depression, anxiety, or sleep 
or health problems before the death, chil-
dren are less likely to adjust well, and young 
children are more vulnerable as well.62 Some 
children develop childhood traumatic grief, 
which is marked by trauma-related symptoms 
(for example, hyperarousal, psychological dis-
tress, and avoidance) that can make it harder 
for them to mourn appropriately.63 No studies 
have examined the incidence of childhood 
traumatic grief in bereaved military children, 
but combat death shares many of the charac-
teristics (such as sudden loss) that contribute 
to its development in other populations.

Parenting Capacity
A child’s response to a parent’s death is 
related to the surviving parent’s response. 

According to George Tremblay and Allen 
Israel, “Children appear to be at risk for 
concurrent and later difficulties primarily 
to the extent that they suffer a higher prob-
ability of inadequate parental functioning or 
other environmental support before, as well 
as after, the loss of a parent.”64 Therefore, 
the parenting relationship can support or 
undermine a child’s adjustment after a par-
ent’s death. A warm, nurturing, and effec-
tive relationship with the surviving parent 
promotes positive coping and interactions.65 
Lax control (for example, inconsistent disci-
pline practices), which is more common after 
one parent dies, as well as children’s fear of 
abandonment, can increase problem behav-
iors, depression, and anxiety in children.66 

Family Organization
Research has shown repeatedly that the 
surviving parent’s competence helps ensure 
the bereaved child’s positive adjustment, 
as does family cohesiveness.67 The relation-
ship between family cohesion and positive 
adjustment is significant, given that many 
military family members describe tension 
and alienation within the family after a 
service member’s death.68 If the death pro-
duces a large number of additional stresses 
and changes to routine, children are likely 
to show lower self-esteem and feel less in 
control of their lives. 

For spouses, the death of a service member 
leads to a series of compounding losses. In 
addition to losing a husband or wife, bereaved 
military spouses may lose their identity as 
a “military spouse” and their way of life as 
a “military family.” They may lose on-base 
housing and friends, as well as the feeling 
of being connected to the greater military 
community. Spouses may blame the military 
and the government for the death and for the 

A warm, nurturing, and 
effective relationship 
with the surviving parent 
promotes positive coping and 
interactions.
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negative consequences that they and their 
families face, particularly if they have trouble 
navigating the bureaucracy. Thus, although 
the military culture and its support systems 
can provide avenues to resilience, they can 
also become painful reminders of a life lost, 
or a source of stress.

Community Resources
Following a service member’s death, families 
must immediately make arrangements. Some 
of these are familiar to all families—for 
example, the funeral. Others are specific to 
the military, such as determining financial 
benefits and entitlements. Later, military 
families may have to make decisions about 
housing: qualifying military dependents may 
remain in on-base housing for one year after 
a service member’s death, but after that they 
must leave. Each military service branch 
has created a casualty assistance program to 
aid families from the time they learn of the 
death, helping them get through military 
administrative processes and connecting 
them with survivor services.69 

Importantly, providing practical and emo-
tional support to surviving families both 
immediately and over time produces the 
best outcomes. A service member’s combat 
death is likely to bring a cascade of events 
that can undermine the family’s connection 
to practical support, communities of care, 
and military culture. Though many fami-
lies remain close to military communities, 
where they can continue to access military 
services, others move great distances to be 
closer to extended family or friends. Like 
bereaved military families in the Guard and 
Reserve, these families may find themselves 
in communities that lack an understanding 
of their experience or sacrifice, leading to a 
sense of isolation or disconnection. National 

community support services such as the 
Tragedy Assistance Program for Survivors 
(TAPS), Gold Star Wives, Gold Star 
Mothers, and the Army Survivor Outreach 
Services (Army SOS), among others, can 
help provide continuity across communities 
to ensure that families stay connected and 
effectively engaged.

For children, schools can play an important 
role. For one thing, children who do well in 
school are likely to have fewer behavioral 
problems.70 Moreover, self-esteem plays a key 
role in how children experience and respond 
to stressful events. Self-esteem also promotes 
academic success. Thus educators can pro-
mote resilience by fostering self-esteem and 
academic competence.

Conclusions and Recommendations
For the post-9/11 conflicts in Iraq and 
Afghanistan, we do not have enough scientific 
evidence documenting how visible and invis-
ible injuries or bereavement have affected 
military children. But the long-term effects 
are likely to be substantial in this high-risk 
population. Certainly, we need more research 
both to guide policy for future wars and to 
more effectively serve the current population. 
In this review, we have extrapolated from 
studies of the civilian population and of fami-
lies from past wars. We know that the effects 
of combat injury and death are not limited to 
children’s emotional, psychological, behav-
ioral, or academic functioning at the time of 
the incident. We do not know how today’s 
military children will evolve over time, nor 
how or whether this evolution will differ from 
that of civilian children, but we do know that 
families will be affected for years to come.

Clearly, the family’s structure and function 
are critical to individual and familial health. 
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Injured, uninjured, and bereaved parents 
affect children directly and indirectly through 
their own mental health, their parenting 
abilities, the family’s organization, and their 
place in the community; all of these factors 
can be sources of either risk or resilience.71 
Most current services emphasize the needs of 
the injured service member. But deployments 
that result in injury or death profoundly influ-
ence all members of the family and increase 
the risk for maladaptation both immediately 
and in the long term. Supporting parents’ 
physical and mental health, bolstering their 
parenting capacity, and enhancing family 
organization can help children cope and 
thrive. Throughout the family’s recovery, the 
most effective community support services 
and resources are those that emphasize 
family-focused care and resilience. 

Based on our review of the evidence, we offer 
seven recommendations for service providers 
and policy makers.

1. Stabilize the family environment through-
out recovery by ensuring access to basic 
needs, such as housing, education, health 
care, child care, and jobs. Families need basic 
resources, not only as they make immediate 
adjustments to a service member’s injury or 
death, but also as they transition later to new 
communities. Many families must profoundly 
alter their lives. They move, changing schools 
and doctors and jobs. Their income may 
fall, and they may lose access to community 
resources such as child care, youth activities, 
and sports programs. To succeed, families 
need support both inside and outside the 
military system as injuries heal, stress disor-
ders are identified and treated, and bereaved 
spouses and children adjust and reorganize. 
Some families are likely to be more affected, 
for example, younger families, families who 
have trouble making ends meet, and families 

in which a parent has a disability that impairs 
parenting capacity. Even families who live on 
military installations or obtain treatment in 
the military or VA health-care systems will 
eventually transition to civilian communities, 
where understanding of military culture and 
expertise in working with military families 
is likely to be limited. Programs and services 
that foster a secure and stable environment 
for families of service members who are 
injured or killed are more likely to meet their 
multiple needs and, in turn, promote their 
children’s wellbeing.

2. Identify and promote services that sup-
port family organization, communication, 
coping, and resilience. A parent’s injury, 
illness, or death can powerfully disorganize 
families, contributing to distress and dysfunc-
tion. Families must effectively reorganize 
and rethink their activities and goals if they 
are to successfully overcome the challenges 
they face. Such family growth requires par-
ents to exhibit strong leadership, fortitude, 
and patience, modeling positive adaptation 
and coping for their children. Professional 
assistance should support families in reaching 
these goals.

Another critical component of healthy family 
functioning is communication, particularly 
to help children understand the nature of an 
injured parent’s condition at an age-appropri-
ate level. Communication is also necessary 
for problem-solving and planning. Families 
must cope with real and perceived losses in 
all family members, and they must accept 
various emotional responses from everyone, 
including children. Conditions such as TBI or 
PTSD may complicate this process through 
heightened conflict, family disorganization, 
emotional problems, or interpersonal isola-
tion. People who work with military families 
affected by these conditions need careful 
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strategies to support better understanding 
among family members, encourage parents 
and children to build their skills, and help 
families come to terms with perceived losses 
to recover meaning and hope. This article 
has used two-parent families as illustrations, 
but family-centered care should also recog-
nize and incorporate the needs of blended 
families and single-parent families, as well as 
families that include the younger siblings of 
service members.

3. Incorporate family-centered care mod-
els into clinical and community practice to 
provide basic parenting intervention and 
education about the challenges of a service 
member’s visible or invisible injuries, or a 
surviving parent’s bereavement. A family-
centered care perspective supports the physi-
cal and mental health of all family members, 
especially children, by acknowledging and 
ameliorating how combat-related injuries 
affect parenting. A service member’s physical 
limitations, changes in cognitive ability, and 
psychological or emotional distress may affect 
parenting capacity; an uninjured or bereaved 
parent may be affected as well. Impaired par-
enting capacity may be the immediate result 
of a combat injury, or it may occur later as 
adversities accumulate in the injury’s wake. 
Comprehensive family-centered care helps 
family members understand the broad impact 
of combat-related conditions on everyone in 
the family, and it suggests parenting strate-
gies that can effectively promote children’s 
wellbeing during the recovery. There is 
an urgent need to develop and evaluate 
evidence-based programs that reduce the 
impact of deployment stress, PTSD, and TBI 
on the extended family system.  

4. Identify and treat mental health prob-
lems—including depression, anxiety, and 
PTSD—in uninjured parents and children. 

Clinicians who work with combat-injured 
service members or veterans can help their 
patients’ families and children in simple ways. 
Clinicians can learn about the members of a 
patient’s family and how the patient relates to 
the uninjured parent and children by asking 
how the illness or injury affects the mar-
riage and parenting. For example, irritability, 
avoidance, or loss of interpersonal connect-
edness can decrease marital satisfaction 
and parental engagement. Clinicians should 
listen to uninjured parents and children for 
signs of distress and, when appropriate, get 
help for them. Uninjured parents and chil-
dren who had psychiatric or developmental 
problems before the combat injury are at risk 
for greater problems. Clinicians who identify 
problems in the family can request a patient’s 
permission to invite other family members 
to a clinical session to discuss the nature of 
family relationships and to assess the impact 
of combat-related injuries or illnesses. Such 
proactive attention to the clinical needs of all 
family members will boost the family’s resil-
ience, both together and individually. 

5. Tailor services to families’ individual 
risks and strengths. Children and families 
who were already functioning well may need 
only shorter-term support. On the other 
hand, children and families who had medi-
cal or mental health problems even before a 
combat injury or death can be expected to 
need more help. But in either case, strength-
based approaches are more effective than 
deficit models. We can promote families’ 
resilience by 1) reducing their distress,  
2) educating them, 3) helping them plan 
for future needs, 4) linking them to outside 
resources, and 5) creating a sense of hope. 
Recognizing the variability among recover-
ing families and adapting to their needs to 
promote resilience will help create cost-
effective programs and services.
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6. Educate clinical and community service 
providers about the unique needs of families 
of service members who have been injured or 
killed in combat. Children and families who 
face combat injury and death should be able 
to get competent and well-informed medi-
cal, mental health, social, and educational 
care in any community in the nation, even 
and perhaps especially when they live far 
from military installations or in rural areas. 
Thus we need national programs to teach 
clinicians and community service providers 
about the unique needs of military children 
and families; the White House’s Joining 
Forces campaign, for example, helps com-
munities, businesses, clinicians, and schools 
learn about military families’ needs. We also 
must evaluate such programs to make certain 
they deliver essential care efficiently and 
cost-effectively.

Building broad access to health care and 
community support programs is likely to be 
challenging, however. Professionals need 
incentives to participate in these pro-
grams. Because military children may need 

extensive and complex help after a parent’s 
injury, illness, or death, children may be 
underserved. Or they may receive duplicate 
services or inappropriate treatments in over-
lapping systems. Policy must target efficient 
and formal coordination of care across mul-
tiple systems—education, health care, mental 
health, youth services—to facilitate recov-
ery and to minimize the burden on already 
stressed families. 

7. Commit to sustaining systems of sup-
port for these families, who may need help 
for decades. Policies and programs should 
recognize that a family’s recovery after 
combat-related injury, illness, or death is likely 
to be prolonged, and families will have dif-
ferent needs at different times. Services from 
military, VA, and civilian providers should be 
supplemented, integrated, and coordinated to 
meet families’ needs during their many years 
of recovery and healing. Increasing the use of 
web-based models of care may be a promising 
way to do this. 

Ultimately, we need to do more research, 
evaluate the effectiveness of existing pro-
grams, and disseminate the findings so that 
we can expand resilience-based family pro-
grams to providers in the communities where 
families live and receive care. In the absence 
of strong, evidence-based programs to sup-
port these high-risk families, however, both 
contemporary practice and future research 
hypotheses should be grounded in sound 
clinical judgment. 

Clinicians should listen 
to uninjured parents and 
children for signs of distress 
and, when appropriate, get 
help for them.
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Summary
Military children don’t exist in a vacuum; rather, they are embedded in and deeply influenced 
by their families, neighborhoods, schools, the military itself, and many other interacting sys-
tems. To minimize the risks that military children face and maximize their resilience, write 
Harold Kudler and Colonel Rebecca Porter, we must go beyond clinical models that focus 
on military children as individuals and develop a public health approach that harnesses the 
strengths of the communities that surround them. In short, we must build communities of care.

One obstacle to building communities of care is that at many times and in many places, military 
children and their families are essentially invisible. Most schools, for example, do not routinely 
assess the military status of new students’ parents. Thus Kudler and Porter’s strongest recom-
mendation is that public and private institutions of all sorts—from schools to clinics to religious 
institutions to law enforcement—should determine which children and families they serve are 
connected to the military as a first step toward meeting military children’s unique needs. Next, 
they say, we need policies that help teachers, doctors, pastors, and others who work with chil-
dren learn more about military culture and the hardships, such as a parent’s deployment, that 
military children often face.

Kudler and Porter review a broad spectrum of programs that may help build communities of 
care, developed by the military, by nonprofits, and by academia. Many of these appear promis-
ing, but the authors emphasize that almost none are backed by strong scientific evidence of 
their effectiveness. They also describe new initiatives at the state and federal levels that aim 
to break down barriers among agencies and promote collaboration in the service of military 
children and families.
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Pediatrician-turned-child psy-
choanalyst Donald Woods 
Winnicott once said that “there 
is no such thing as a baby.”1 In 
other words, no child exists in 

isolation. Each develops biologically, psycho-
logically, and socially through give-and-take 
with others. By the same token, military 
children develop through their relations with 
their military parents, other family members, 
caretakers, schools, communities, and the 
culture and operational tempo of the armed 
forces. That’s what makes them military 
children. And many such children are, 
themselves, intergenerational links in long 
family histories of military service, which 
they will pass on to their own children. The 
U.S. Department of Defense (DoD) esti-
mated that 57 percent of active-duty troops 
serving in 2011 were the children of cur-
rent or former active-duty or reserve service 
members.2 To understand and promote the 
growth and health of military children, for 
their own sake and for the sake of our nation, 
we must consider interactions that extend 
across families, communities, culture, and 
time. In practical terms, we need a public 
health model that looks beyond the clinical 
care of individual military children to define 
broader interactions that either promote or 
threaten their wellbeing. We must also pose 
a fundamental question: How does a nation 
develop communities of care that maximize 
resilience and minimize the health risks that 
military children and their families face? 

In this article, we define communities of 
care as complex systems that work across 
individual, parent/child, family, community, 
military, national, and even international lev-
els of organization to promote the health and 
development of military children. Relatively 
few elements of these communities are clini-
cal. Some elements focus directly on military 

children, while others support military 
children (or, at least, minimize their vulner-
abilities) through interaction with parents, 
schools, youth organizations, law enforcement 
and judicial systems, educational and voca-
tional programs, and veterans’ organizations, 
among others. Communities of care often 
evolve around military children in a particu-
lar geographic area and/or period of history 
(for example, wartime life on a military base 
in a foreign country). Such communities are 
shaped by explicit care and planning, but they 
also reflect implicit principles and practices 
embedded in military culture.

We know a great deal about the links 
between the health of individual children 
and that of their family and community, but 
less research has focused on military chil-
dren specifically. We are also hampered by 
longstanding tension between clinical models 
(for example, diagnosing depression in a 
military child and instituting an evidence-
based course of treatment) and public health 
models (such as encouraging community 
schools to identify and support military 
children to better promote their wellbeing). 
People trained in one camp or the other may 
not be comfortable working outside their own 
paradigm. But to build effective communities 
of care, clinicians and public health profes-
sionals must work together.

From a systems perspective, any attempt 
to isolate interventions (whether clinical or 
public health) and their effects within any 
single dimension is futile: each dimension 
inevitably resonates across the entire system. 
For example, a program designed to ensure 
that Guard and Reserve members have stable 
housing when they return from deployment 
may enhance their children’s academic per-
formance and mental health. As we review 
programs that support military children, 
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it would be appealing to organize them in 
clearly defined categories. For example, do 
they focus on direct interaction with chil-
dren, the military parents, the parents as a 
couple, the family as a whole, the school, the 
children’s broader social network, the mili-
tary community, or society at large? Some 
interventions focus primarily on clinical care, 
while others enhance resilience, cohesion, 
safety, education, or economic security in 
families, military units, and their surround-
ing communities. Many programs are still in 
the early stages. Even those that have been 
well received and seem to help often lack the 
strong evidence base that planners would 
need to make informed decisions about 
whether they should be replicated. Our goal 
is to define common principles across existing 
community approaches, assess the strength 
of current evidence, and suggest next steps to 
develop effective communities of care.

A Historical Precedent
Military medical history demonstrated long 
ago that merging clinical and public health 
approaches can effectively help service mem-
bers cope with the stress of deployment. An 
outstanding example is the work of Thomas 
Salmon, a doctor who served as chief con-
sultant in psychiatry for General Pershing’s 

American Expeditionary Force during World 
War I.3 When U.S. forces entered the war in 
1917, they had to prepare for the same mental 
health problems that had stymied the English, 
French, Germans, and Russians since the war 
began in 1914. Chief among them was “shell 
shock,” a common response to the psychologi-
cal trauma that troops experienced in combat. 
Symptoms of shell shock included nightmares, 
psychosomatic complaints, or the inability 
to eat or sleep. European military medical 
experts approached shell shock through a 
clinical model. Soldiers stayed in the trenches 
until they developed all the signs and symp-
toms of that devastating disorder. Then the 
warrior was summarily “demoted” to the rank 
of patient, evacuated to his home country, and 
hospitalized. Though doctors applied every 
standard (and many experimental) treatments 
of the day, these patients proved very hard to 
put back together again. Consequently, the 
fighting force was significantly diminished, 
and hospitals on the home front overflowed 
with fresh cases from the trenches. 

Salmon developed a different strategy.4 
Rather than wait for warfighters to develop 
the full clinical picture of shell shock, he 
arranged for anyone who displayed significant 
signs of stress (including marked irritability, 
anxiety, insomnia, social withdrawal, tics, or 
confusion) to be immediately identified by 
his buddies, noncommissioned officers, or 
command and, as quickly as possible, sent just 
behind the front lines. The entire American 
force was trained to be alert to such changes, 
understand the need to spot them as early 
as possible, and know how to report them. 
Crucially, they were taught that paying 
attention and taking prompt action were 
instrumental to helping their buddies, helping 
their units, and accomplishing their mission. 
Because military culture sees the health and 
success of the individual as inseparable from 

In practical terms, we need a 
public health model that looks 
beyond the clinical care of 
individual military children 
to define broader interactions 
that either promote or 
threaten their wellbeing.
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the health and success of the group, the mili-
tary is fertile ground for merging clinical and 
public health models of care.

Warfighters with signs of shell shock (which 
we might now call combat stress) remained 
in uniform and worked in noncombat roles.5 
Their treatment emphasized regular meals 
and sleep (“three hots and a cot”) and 
maintaining their military identity. The 
psychologically injured warfighter was treated 
as a worthy soldier making a meaningful 
contribution to the mission. Program leaders 
consistently expressed their clear and con-
fident expectation that these troops would 
soon return to regular duty with their units. 
Salmon’s combat stress doctrine of proximity, 
immediacy, and high expectations of suc-
cess came to be known as the PIE model. 
It remains a central principle of combat 
medicine today. For example, Combat Stress 
Control Teams in Iraq and Afghanistan, 
using this approach, have had a 97 percent 
return-to-duty rate.6 Salmon’s model has been 
adopted around the world as a fundamental 
principle of military mental health.7

Public health has been defined as “the sci-
ence and art of preventing disease, prolong-
ing life and promoting health through the 
organized efforts and informed choices of 
society, organizations public and private, 
communities and individuals.”8 While the 
clinical model focuses on diagnosing and 
treating a specific disorder in an individual 
patient, a public health perspective aims to 
increase resilience to health problems at the 
population level. In practice, health interven-
tions often involve a mixture of clinical and 
public health practices. For example, clini-
cians and public health leaders collaborate 
to tell patients about the coming flu season, 
inoculate those at risk, and monitor the dis-
ease across the population. 

Salmon’s PIE model sprang from his expe-
rience as the first director of the National 
Committee for Mental Hygiene. Mental 
hygiene was an early-twentieth-century social 
movement that brought those we would 
now call “mental health consumers,” includ-
ing psychiatric patients and their families, 
into partnership with medical professionals, 
academics, and leaders in government and 
public opinion across multiple levels of soci-
ety. The National Committee hired Salmon 
to put its vision into practice. Under Salmon’s 
leadership, the mental hygiene movement 
cultivated an informed community, replaced 

stereotypes and stigma with understanding 
and hope for the mentally ill, created com-
munity organizations to advocate for and 
assist the mentally ill and their families, and 
always paired community efforts with those 
of mental health clinicians and researchers. 
Salmon’s PIE model directly extended the 
mental hygiene movement’s key principle 
on behalf of service members: although 
any population (civilian or military) needs 
well-trained clinical professionals and excel-
lent clinical facilities, an enlightened, well-
organized community plays the decisive role 
in recognizing, managing, and, whenever 
possible, preventing mental illness. You might 
well say that the mental hygiene movement’s 

An enlightened, well-
organized community 
plays the decisive role in 
recognizing, managing, and, 
whenever possible, preventing 
mental illness.
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primary goal was to create communities 
of care. Decades after Salmon’s death, the 
programs described in this article extend his 
time-tested principles of battlefield medicine 
to improve the health of military children and 
their families on the home front. 

Communities of Care for  
Military Children
To apply Salmon’s principles to military 
children, we must first determine where 
their “front lines” are, identify the clini-
cal and public health supports available to 
them, and apply a few basic tenets. One key 
tenet of deployment mental health is that all 
warfighters and all of their family members 
(including children) face difficult readjust-
ments in the course of the deployment cycle. 
This population-based approach is less about 
diagnosing individual patients than about 
helping children, families, military units, and 
entire communities retain or regain a healthy 
balance despite the stress of deployment. 
In the life of the family and the child, each 
developmental step builds on the relative 
success of previous steps. Thus we should 
remember that children and their families 
are dynamic rather than static. Military par-
ents’ resilience and vulnerability affects the 
resilience and vulnerability of their children. 
Clinical experience suggests that children 
may be the most sensitive barometers of their 
families’ adaptation, and military children 
are no different. Each family brings its own 
capacities and liabilities to the coping pro-
cess, and each has successive opportunities 
to adapt over the course of the deployment 
cycle and in the years after. 

Unfortunately, the family’s efforts to adapt 
may miscarry. For example, a military child 
might learn (without ever having been told) 
to remain quiet and even aloof in the face 

of a parent’s volatile emotions and violent 
outbursts. Though this tactic might help the 
child adjust to a parent’s deployment-related 
problems, it could cause trouble over time. 
But even when children’s attempts to pro-
tect themselves are maladaptive in the long 
run, they are nonetheless efforts to cope and 
adapt rather than inherent weaknesses or 
failures. This is the basis for treating veterans 
and their family members with respect and 
high expectations that they will successfully 
adapt over time. 

Communities of care extend the responsi-
bility for developing that environment of 
respect and positive expectations from the 
clinic to the community. They must work 
steadily and incrementally to improve access 
to information, support and, when necessary, 
clinical care. Their efforts must be integrated 
across clinical and public health domains, 
and their services must be timely and appro-
priate. The services that warfighters or their 
children need as they prepare for deploy-
ment are different from those they need 
during deployment or in the days, weeks, 
months, and years after the service member 
returns home. And communities of care 
must reach out rather than wait for military 
families to find their way to the right mix of 
services and support.  

To build successful communities of care for 
deployment mental health, we need two 
things: policy (building community compe-
tence by bringing end-users, health provid-
ers, community leaders, and policy makers 
together to identify military populations, 
understand military culture, and tackle the 
broader implications of deployment stress) 
and practice (building community capacity 
to identify those who need clinical care and 
deliver that care effectively). Policy and prac-
tice require separate but related structures 
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and partnerships that converge to establish 
and enhance outreach, education, and inte-
gration of systems.

A Developing Relationship 
Our approach to military children must be 
multipronged because, like their military 
parents, these children are highly mobile and 
intimately adapted to a wide range of com-
munities and social support systems. Some 
are born in military facilities and raised in 
base housing, live in a succession of military 
installations, and attend on-base schools. 
Others grow up many miles from a parent’s 
military base and are immersed in civilian 
culture and civilian schools. Still others are 
born and raised overseas. 

Children of Guard and Reserve members 
face their own challenges. They usually live 
far from military bases and military treat-
ment facilities, and they may be strangers to 
the institutions of military life. Their par-
ents were once called “weekend warriors” 
because they drilled only one weekend a 
month (plus an additional two weeks a year). 
Many of these families did not even think 
of themselves as military until they were 
plunged into the deployment cycle of our 
recent wars. Their children are less likely to 
have the steady companionship of other mili-
tary children or reliable access to military 
family programs. 

Military children don’t wear uniforms, and 
they may be hard to recognize in their 
communities. Yet they serve and sacrifice 
alongside their parents in ways that often go 
unappreciated. Teachers, guidance counsel-
ors, coaches, and even their own pediatricians 
may not know that they are military children, 
even though this core component of their 
identity may be critical to their academic 

success, behavior, and health. These children 
have to manage frequent moves that repeat-
edly separate them from friends, support 
systems, and school curricula. Even when 
they don’t move, a parent’s deployment dis-
rupts routines and family dynamics. Military 
children live with constant concern for the 
safety of their deployed mother or father. 
Depending in part on their families’ health, 
stability, and resilience, they may fall behind 
in school, regress in their development, or 
display emotional or behavioral problems. 
This is not to say that military children are 
doomed to troubles or permanent damage. 
Many thrive in the face of challenges. But 
these challenges are significant, and we must 
help military children cope with them.

Military Children at the  
Community Level 
Most Americans today are comfortably 
isolated from the military deployment cycle. 
Fewer than 1 percent of Americans have 
served in our recent wars. Still, service 
members and their families are not a rare 
species. There are more than 22 million liv-
ing U.S. veterans, and more than 60 million 
Americans are either veterans or dependents 
of veterans eligible for benefits and services 
from the Department of Veterans Affairs 
(VA).9 Three-quarters of these veterans 
served during a war or other official conflict. 
Military and veteran families are one of the 
largest U.S. subcultures, and they live in 
every community. The effects of war on mili-
tary families and their communities extend 
from predeployment through return and 
reintegration, and they are often repeated 
through cycles of further deployments. 
Veterans and their families may require years 
of readjustment to psychological and physi-
cal stress and/or injuries. When a nation goes 
to war, it makes a long-term investment in 
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military families, whether it acknowledges 
this explicitly or not. 

Given this long-term investment in mili-
tary families, what are the requisites of 
resilient development? The Positive Youth 
Development model holds that young people 
thrive in the context of community-based, 
youth-serving programs that foster five attri-
butes: competence, connection, character, 
confidence, and contribution to society.10 In 
this issue of the Future of Children,  
M. Ann Easterbrooks, Kenneth Ginsburg, 
and Richard M. Lerner add two more attri-
butes—coping and control—for a total of 
“Seven C’s” that promote resilience.11 So, for 
military children to thrive, we should give 
them opportunities to develop a strong sense 
of competence, experience a profound con-
nection to family and community, maintain 
character despite adversity and ambiguity, 
build confidence in themselves, contribute 
to society, cope with stress, and exercise 
self-control. 

Clinical Services
Communities of care can’t be reduced to 
clinical services. But informed, accessible 
clinical services are an important component. 
People often assume that the health burden 
of going to war is fully met and managed 
by the DoD and the VA. But the DoD and 
VA health-care systems focus primarily on 
service members rather than their families. 
The nation needs clinical systems for military 
families that understand military culture, 
ask about military histories, and consider the 
health implications of deployment as a rou-
tine component of care. 

Before the wars in Iraq and Afghanistan, 
military medical facilities were brimming 
with military spouses and children who 

received care from military clinicians in mili-
tary settings. It was easy for military children 
to feel at home in these settings and for their 
providers to understand them in the context 
of their military community (of course, this 
was less true for the spouses and children 
of Guard and Reserve members). Like their 
military parents, military children had a mili-
tary medical home.

The accelerated operational tempo in 
Afghanistan and Iraq, however, meant that 
service members used more health-care ser-
vices, including comprehensive pre- and post-
deployment medical screening. This drove 
a shift of military children out of military 
facilities and into civilian clinical practices, 
paid for through TRICARE, the national 
health-care program for service members, 
veterans, and their families. Unfortunately, 
TRICARE doesn’t mandate any special train-
ing for providers, and there is no guarantee 
that community health-care professionals 
who enroll in TRICARE have the under-
standing of military culture or the training 
about deployment’s effects that they need 
to treat military children. They are simply 
licensed health professionals willing to accept 
the terms of coverage. Nor is there any guar-
antee that enough pediatricians, child mental 
health professionals or family therapists will 
be available to meet the needs of military 
children wherever they reside. Guard and 
Reserve members, whose TRICARE benefits 

Military children … serve 
and sacrifice alongside their 
parents in ways that often go 
unappreciated.
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are often limited to the period immediately 
before, during, and after deployment, may 
also face the difficult decision of whether to 
change pediatricians if their current doctor 
doesn’t accept TRICARE. 

Even in military facilities, where service 
members receive state-of-the-art care, a 
wounded service member’s children may 
remain beyond the focus of that care. One of 
the authors of this article, Harold Kudler, first 
recognized this in 2004, while touring Walter 
Reed Army Medical Center with an editor of 
this issue, Stephen J. Cozza. As we stepped 
aside to allow a young child to push a wheel-
chair bearing his disfigured father toward the 
physical therapy room, Cozza quietly asked, 
“Who talks with these children?” This is still 
an important question, though recent years 
have seen some gains.

Beginning in 2007, for example, Congress 
appropriated additional funding to the DoD 
to support psychological health and treatment 
of traumatic brain injury. The Army Medical 
Command used these funds to develop a 
Comprehensive Behavioral Health System 
of Care, which includes Child and Family 
Assistance Centers and a School Behavioral 
Health interface with military children’s par-
ents and teachers. Unfortunately, fiscal reali-
ties may constrain this effort in the future. 

Service members and their children are 
twice as likely as the average American to 
live in rural communities, where accessing 
DoD health care is more difficult. Guard 
and Reserve members and their families 
also tend to live in rural areas. Compared 
with other Americans, rural Americans 
in general face significant disparities in 
access to health care.12 Unfortunately, in the 
mistaken belief that service members and 
their families live only on or near military 

bases, rural health-care professionals often 
assume that there is no point in becoming 
TRICARE providers. This misunderstand-
ing is a major obstacle to ready access to 
health care for military children. 

DoD data tell a very different story: all but 
27 counties across the continental United 
States had sent Guard and Reserve members 
to Iraq or Afghanistan as of October 2011.13 
Given that Guard and Reserve members 
make up about one-third of the force in Iraq 
and Afghanistan, and that active duty service 
members and their families are also scattered 
across the nation, it is fair to say that virtually 
every county and community in the United 
States is home to military children. Data 
from the Department of Health and Human 
Services bring home another key point: most 
communities across the United States face a 
shortage of mental health professionals.14 And 
mental health professionals are particularly 
hard to find in rural areas.

The DoD and VA have made great strides in 
reaching geographically dispersed popula-
tions through online and mobile technologies, 
or telehealth. Legislation passed at the end 
of 2012 allows certain health-care providers 
to work across state lines, so that telehealth 

All but 27 counties across 
the continental United 
States had sent Guard 
and Reserve members to 
Iraq or Afghanistan as of 
October 2011.
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services can reach more service members in 
remote areas.15 But limited broadband access, 
especially in rural areas, continues to ham-
per remote access to health services in many 
parts of the nation. 

Testing Access to Clinical Care
Given that service members, veterans, and 
their families are distributed across the 
nation and tend to seek care within their 
own communities, are community provid-
ers and programs prepared to recognize, 
assess, treat, or triage deployment-related 
mental health problems? A recent survey of 
community providers (mental and primary 
care combined) found that 56 percent don’t 
routinely ask patients about military service 
or military family status.16 Even more wor-
risome, the survey was circulated primarily 
in North Carolina and Virginia, states that 
host some of the nation’s largest military 
bases and, together, are home to more 
than 198,000 active-duty service members, 
44,000 Guard and Reserve members, and 
more than 1.5 million veterans. 

Failure to screen for military service or 
military family status may reflect the com-
munity providers’ lack of experience with the 
military or with military health issues. In fact, 
only one of six respondents had served in the 
military. And although the VA is a national 
leader in training health-care providers, only 
one in three providers reported past training 
in VA settings and only one in eight had ever 
worked as a VA health professional.

The survey also found that rural provid-
ers were significantly less likely to have ever 
been employed by the VA. And even though 
rural Americans are overrepresented in the 
military, a significantly smaller percentage of 
rural providers routinely screen for military 

history (37 percent of rural providers versus 
47 percent of others). Further, rural provid-
ers were significantly more likely to report 
that they didn’t know enough about managing 
depression, substance abuse and dependence, 
and suicide. Rural providers also reported 
significantly less confidence in treating post-
traumatic stress disorder (PTSD) (46 percent 
of rural providers reported low confidence, 
versus 35 percent of others). Finally, the 
survey found that only 29 percent of com-
munity providers felt that they knew how to 
refer a veteran to VA care. Taken together, 
these findings indicate a yawning disconnect 
between community providers and the DoD 
and VA systems of care. 

Envisioning Communities of Care
The DoD has tremendous capacity to sup-
port service members and their children 
through its clinical and family services, 
but there are limits to what it can accom-
plish without the help of clinical and public 
health programs in the civilian communities 
where military families live. The community 
response must be flexible enough to track 
military families and their children as they 
change over time, both over the course of 
a military career and in the transition from 
military to veteran status. It must appreci-
ate that military children often grow into 
the next generation of service members, and 
that they carry a complex legacy of stress and 
resilience into the future. Individual military 
careers, like wars, have a beginning and an 
end, but the dynamics of military children 
go on across generations. These children 
cannot go unrecognized and unsupported in 
their communities. 

Among the greatest challenges to building 
communities of care is the stigma in military 
culture associated with deployment-related 
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mental health problems, which seems to 
apply whether the problem is experienced 
by a parent or a child. Military families may 
be unwilling to report a child’s problem 
because they fear that the service member 
will be held responsible. If a military child 
is missing school, getting drunk, or having 
run-ins with the police, for example, the 
local military command is likely to find out; 
if it does, it is certain to bring the issue to 
the military parent. The service member 
and even the child are likely to fear implica-
tions for the parent’s performance review, 
security clearance, or future promotion, and 
this fear can hinder communication and dis-
suade families from seeking appropriate help. 
Even Guard and Reserve members who live 
hundreds of miles from the nearest base may 
experience this stigma. If we are to develop 
a proactive approach to deployment-related 
problems among military children, people 
at all levels of the military must understand 
that identifying such problems early is much 
more likely to support both the child and the 
service member.

Health-care providers trained and employed 
in traditional clinical programs often have 
problems of their own when they try to 
incorporate public health principles into 
their practices. Most of them have been 
taught to focus on discrete diseases that have 
known causes, diagnostic criteria, treat-
ments, and outcomes. Communities of care 
for warfighters and their families require a 
broader picture. For example, PTSD may 
be the single most common mental health 
disorder associated with deployment, but 
a nation’s medical response to going to war 
can’t be reduced to screening for and treat-
ing PTSD. After all, PTSD is just one of 
many conditions associated with deployment. 
It often coexists with major depression, sub-
stance abuse, and/or traumatic brain injury, 

and any of these can affect families and 
children, creating a wide array of clinical 
and nonclinical needs. 

Moreover, PTSD and other deployment 
health problems coexist with and are 
strongly affected by other issues not tradi-
tionally considered clinical. For example, one 
of the most important predictors of whether 
Vietnam veterans developed PTSD was the 
level of social support that they believed 
they were getting from their families.17 This 
is likely just as true of today’s veterans. And 
when service members come home to a 
nation in recession and have trouble find-
ing or keeping a job, their work problems 
are likely to exacerbate the severity of their 
PTSD, depression, substance abuse, or 
chronic pain. Moreover, PTSD or traumatic 
brain injury may contribute to homelessness 
among veterans and their families. Even the 
best clinical practice guidelines for deploy-
ment health problems need to incorporate 
public health perspectives, and the best 
place for intervention is often the community 
rather than the clinic.

To advance the wellbeing of military 
children along with that of their military 
parents, then, we need to integrate clinical 
systems with community systems, includ-
ing schools, youth organizations, employee 
assistance programs, child and family 
services, child protective services, local 
law enforcement, family courts, and more. 
Community programs must be able to iden-
tify military children and families, and they 
must understand how military culture and 
deployment can affect health and resilience. 
The question is, How can we ensure that 
there is no wrong door in the community to 
which service members and their families 
can turn for help? 
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Military Programs that Support  
Communities of Care
The military has worked to optimize support 
for military children, and many programs 
already in place follow the principles of com-
munities of care. 

Family Readiness Groups (FRGs), as they are 
known in the Army, connect families with 
their service member’s unit and with one 
another. Each of the services has an FRG-
like organization, and each unit customizes 
its FRG to match its mission, membership, 
deployment cycle, and home community. 
At one level, the FRG is the commanders’ 
tool to communicate through the ranks to 
individual service members and their fami-
lies. But it also lets family members share 
information (much of which has been gained 
through personal experience rather than 
institutional indoctrination) and support one 
another, and to share questions and concerns 
with commanders. When units and families 
are geographically dispersed, online virtual 
FRGs promote community support and conti-
nuity.18 Unfortunately, the open door that is 
a key strength of the FRG can sometimes be 
its greatest weakness: As one military spouse 

said, “Why would I want to talk about my 
family’s troubles when his commander’s wife 
might be listening?”19 

Military OneSource functions much like a 
national employee assistance program for 
service members and their families. It offers 
practical information and reliable support 
through free online, telephone, and face-to-
face counseling, for everything from manag-
ing a checkbook to changing a tire. Military 
OneSource can help with effective parent-
ing, health problems (including those related 
to deployment), special educational needs, 
and coping with frequent moves and long 
separations. Other online resources, such as 
RealWarriors.Net and AfterDeployment.Org, 
also offer links to information, support, and 
clinical resources. 

RESPECT-Mil, based at Walter Reed 
National Military Medical Center’s 
Deployment Health Clinical Center, trains 
military and civilian clinicians about the 
deployment cycle and how to manage stress 
and illness among service members and their 
families. The program, which uses a systems 
approach to get better results by dissemi-
nating the military’s guidelines for treating 
depression and PTSD, has been implemented 
at more than 100 military facilities around the 
world.20 RESPECT-Mil provides systematic, 
evidenced-based care to service members 
with symptoms of depression and PTSD in 
primary care settings. Primary care providers 
are trained to routinely screen for depres-
sion and PTSD and communicate effectively 
about behavioral health. Routine screening 
leads to early identification and treatment of 
these problems in easy-to-access primary care 
settings, where the stigma of seeking mental 
health services is reduced. Early, effective 
support for military members translates to 
meaningful support for their children. 

PTSD may be the single 
most common mental 
health disorder associated 
with deployment, but a 
nation’s medical response 
to going to war can’t be 
reduced to screening for 
and treating PTSD.
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One of RESPECT-Mil’s goals is to improve 
the continuity of care for personal or fam-
ily problems that require coordinated or 
sustained intervention. Such problems may 
not be clinical (at least, not yet), but they are 
still critical to bolstering resilience among 
service members and their families. With 
better continuity of care, people in the 
RESPECT-Mil program are less likely to 
fall through the cracks of a complex health 
services delivery system. 

Military Kids Connect is an online commu-
nity of military children (aged 6–17) created 
by the DoD’s National Center for Telehealth 
and Technology. This website supports mili-
tary children from predeployment through 
a parent’s return home, offering informa-
tive activities, games, videos, and surveys 
that promote understanding, resilience, and 
coping skills. In monitored online forums, 
children share their ideas, experiences, and 
suggestions with other military children, let-
ting them know they are not alone. Military 
Kids Connect also helps parents and educa-
tors understand what it takes to support mili-
tary children at home and in school. Parents 
can control and monitor their children’s 
access and activity on the website. 

Not all interventions for military children 
and their families that use community-of-
care principles have begun as in-house DoD 
programs. For example, the University of 
California, Los Angeles (UCLA), and the 
Harvard School of Medicine collaborated 
to adapt and pilot a family-centered, evi-
dence-based program for military families 
at the Marines’ Camp Pendleton.21 Families 
OverComing Under Stress (FOCUS) is a 
preventive intervention that teaches children 
and families to cope with hardships such as 
long separations, changes in family routines, 
worries about deployed parents’ safety, and 

the effects of combat stress or injuries.22 
The Navy’s Bureau of Medicine and Surgery 
adopted FOCUS through a contract with 
UCLA in 2008, and the program has since 
expanded to 23 Navy and Marine Corps facil-
ities and served more than 400,000 people.23 

FOCUS teaches practical, empirically tested 
resilience skills that help military children 
from infancy through the teen years, along 
with their families, meet the challenges of 
deployment and reintegration, communicate 
and solve problems effectively, and success-
fully set goals together. Each family creates 
a shared family narrative about their deploy-
ment cycle experiences, thereby increas-
ing mutual understanding and enhancing 
family cohesion and support. Evaluations 
have shown that the program improves 
psychological health and family adjustment 
for service members, spouses, and children 
alike.24 FOCUS also provides ready access to 
a select set of resources for parents, provid-
ers, military commanders, and community 
leaders. By detecting stress early and begin-
ning intervention in culturally acceptable 
ways within the family rather than in clinical 
settings, FOCUS effectively promotes family 
and community resilience. 

Recently, to better serve military families 
who live far from large military communi-
ties, the developers of FOCUS have worked 
to employ the same principles in civilian 
communities (and sometimes through online 
resources). FOCUS is scalable and portable, 
and it can be tailored to the dramatically dif-
ferent needs of individual communities and 
military children. 

Each National Guard unit offers a variety 
of programs to support military children, 
including local National Guard Family 
Assistance Centers, which any military family 
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may use. The centers are supported jointly 
by the Guard and by the unit’s home state 
or territory. Their staff includes Military and 
Family Life Consultant Counselors, who must 
have a minimum of five years’ experience and 
a master’s degree in counseling, social work, 
or a related discipline. Counseling is private, 
confidential, and free for service members 
and their families. 

National Guard programs across the nation 
have been progressively incorporating 
behavioral health support programs into 
everyday operations and at family gather-
ings and events. Guard children can take 
part in the innovative Operation: Military 
Kids (OMK), the Army’s collaboration with 
communities to support children and teens 
affected by deployment. Through OMK, 
they meet other children whose parents are 
deployed, and they learn about community 
resources. In 2011, more than 103,000 mili-
tary children participated in OMK activities 
in 49 states and the District of Columbia. 
Through OMK’s recreational, social, and 
educational programs, military children, 
many of whom live far apart from one 
another, can become friends and develop 
personal and leadership skills. OMK also 
helps military children and their families 
with problems that crop up at school.25

The military also supports children through 
partnerships with national youth programs 
at the community level. The 4-H Club, 
itself a program of the U.S. Department of 
Agriculture, has formal partnerships with 
the Army, Air Force, and Navy. These 4-H 
Military Partnerships harness the resources 
of land grant universities across the nation 
(including youth development profession-
als and targeted programing) to establish 
4-H Clubs for military children living on 
and off base. 4-H seeks out children whose 

parents serve in the Guard and Reserve and 
live in communities with little or no military 
presence. Given that military families move 
frequently and experience lengthy and fre-
quent deployments, 4-H provides continuity 
through predictable programming and a safe, 
dependable, and nurturing environment for 
military kids.

In a similar partnership with the military, 
the Boy Scouts of America serves about 
20,000 military children annually on bases 
around the world. Scouts conduct service 
projects such as clothing drives for children 
in Afghanistan, painting military facili-
ties, base-wide cleanups, and book drives 
for military libraries. Like 4-H, Scouting 
is a “portable culture” of shared values, 
knowledge, and skills that can help sustain a 
military child through frequent moves and 
long separations.26

The departments of Defense, Veterans 
Affairs, and Labor have developed the 
National Resource Directory (NRD), a web- 
site that connects wounded warriors, ser-
vice members, veterans, and their families 
and caregivers with helpful programs and 
services. The NRD is an ambitious effort to 
build a virtual community. It connects service 
members and their families to national, state, 
and local resources that can help them with 
benefits and compensation, education and 
training, employment, family and caregiver 
support, mental and physical health, home-
lessness and housing, transportation, and 
travel and volunteer opportunities. 

Perhaps the NRD’s greatest weakness derives 
from its vast ambition. Military family mem-
bers and providers trying to make the right 
referral depend on comprehensive, accurate, 
constantly updated information, but constant 
updating is hard to sustain across the entire 
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United States. One practical solution is mod-
eled by War Within, a demonstration project 
of the Citizen Soldier Support Program that 
has recruited health professionals for a state-
by-state database. Searching by county on the 
War Within website, military families can find 
descriptions of practitioners, what insurance 
they accept (including TRICARE), whether 
they offer sliding-scale fees, whether they 
have expertise in deployment health, and how 
to get to their offices. The data are reviewed 
and validated every six months and can easily 
be uploaded to the NRD. Thus War Within 
is an effective model of how to develop and 
maintain state-by-state processes to make the 
NRD more timely, accurate, and useful.

Civilian Programs that Support  
Communities of Care
The military has put considerable thought, 
energy, and investment into helping military 
children become resilient and thrive. But 
much of this work can be accomplished only 
in and by the communities where military 
children live. National advocacy organiza-
tions such as the National Military Family 
Association (NMFA) and the Military Child 
Education Coalition (MCEC) are excel-
lent examples of civilian organizations that 
effectively mobilize civilian communities. 
Both organizations work to ensure quality 

opportunities for all military children affected 
by frequent moves, deployment, family sepa-
rations, and the transition to civilian life. 

A closer examination of the MCEC illustrates 
how such civilian programs can work. As 
they move from school to school, from state 
to state, and even to other nations, military 
children must give up friends and routines, 
deal with changing academic standards and 
curricula, and fulfill disparate requirements 
for promotion and graduation. The MCEC 
helps families, schools, and communities 
support military children as they cope with 
these transitions. The organization recom-
mends that schools ask every new student, 
“Has someone in your household served in 
the armed forces?” This basic step would 
go a long way toward ensuring that military 
children and their families are recognized 
wherever they go. Knowing children’s mili-
tary status would help schools understand  
the academic and social problems they face.

One of the MCEC’s innovations is the Living 
in the New Normal Institute (LINN-I), which 
encourages military families to enhance their 
children’s resilience, fosters community sup-
port for military children and their families, 
and provides concerned adults with informa-
tion about helping military children cope 
with uncertainty, stress, trauma, and loss.27 
The LINN-I’s core tenet is that military 
children’s inherent attributes of courage and 
resilience can be strengthened through delib-
erate encouragement at the community level. 
The target audience includes school guidance 
counselors and other professional educators, 
school nurses, community social workers, 
military installation leaders, military and VA 
transition specialists, military and veteran 
parents, and other caring adults who want to 
improve the education of military children. 
The LINN-I provides accredited training for 

Those who have seen [Talk 
Listen Connect] programs 
will never think about 
military families without 
deep appreciation for their 
resilience and their sacrifices.
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such people in communities across the nation. 
For example, the MCEC Health Professionals 
Institute deepens the capacity of community 
providers to serve military children, and the 
MCEC Special Education Leaders Institute 
prepares education and health profession-
als to work with military children who have 
special needs.28

Give an Hour, another nonprofit organization, 
develops national networks of health profes-
sionals and other community members who 
volunteer their services to meet the mental 
health needs of service members and their 
families. At this writing, Give an Hour’s 
network of licensed mental health profession-
als includes nearly 6,500 psychologists, social 
workers, psychiatrists, marriage and fam-
ily therapists, drug and alcohol counselors, 
pastoral counselors, and others. Through free 
services for individuals, couples, families, and 
children, these counselors help with depres-
sion, anxiety, PTSD, traumatic brain injury, 
substance abuse, sexual health and intimacy, 
and grief. Give an Hour volunteers also work 
to reduce the stigma associated with seek-
ing mental health care through training and 
outreach in schools and communities on and 
around military bases. 

Recently, the organizers of Give an Hour 
developed Community Blueprint, a road map 
that lets local communities across the United 
States effectively tackle common problems 
that military families face.29 This network 
brings together local leaders, government 
agencies (including representatives from local 
DoD and VA programs), nonprofits, and oth-
ers to develop community-based collaborative 
solutions for problems ranging from unem-
ployment to education to behavioral health to 
housing. Volunteers, including service mem-
bers, veterans, and their family members, are 
integral to this process. 

Many well-established organizations have 
used their talents and resources to help mili-
tary families and children. Prominent among 
them is Sesame Workshop, which produces 
Sesame Street’s Talk Listen Connect series.30 
This multimedia program, in English and 
Spanish, helps military families with children 
between the ages of two and five cope with 
the stress of deployment or combat injuries. A 
separate program helps military children and 
their families deal with a parent’s death in 
combat or by suicide. A broad yet fully inte-
grated set of Sesame Street products includes 
videos for children, teaching materials for 
parents and providers, magazines, postcards, 
and posters. Talk Listen Connect has reached 
hundreds of thousands of households around 
the world through free DVDs and related 
materials as well as direct downloads from 
the Sesame Street website. Few public health 
interventions are as likely to be taken home 
and enthusiastically put to use by military 
children and their families. 

An essential strength of Talk Listen Connect 
is its ability to sensitize health profession-
als, teachers, school administrators, and 
others in the community to the way deploy-
ment stress can affect military families and 
their children. Those who have seen these 
programs will never think about military 
families without deep appreciation for their 
resilience and their sacrifices. They will also 
be more likely to recognize and engage mili-
tary children and their families in the future 
and more likely to advocate for military 
children with their colleagues and across 
their communities.

Many more civilian organizations work inde-
pendently and together to weave a patchwork 
quilt of clinical, supportive, or other services 
that champion military families and children. 
They represent community responses from 
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the grassroots level to the needs of military 
families, and to the gaps that the government 
cannot and should not be fully expected to 
fill. In this way, they exemplify communities 
of care.

New Partnerships to Build  
Communities of Care
In recent years, millions of service mem-
bers returned home from war to a nation 
in recession. This “double whammy” galva-
nized the development of new government-
community partnerships to serve them. 
Military children may not always be the 
primary focus of these partnerships, but, 
as with many of the programs described 
above, children are often their beneficiaries. 
Unfortunately, the recession constrained 
not only families’ resources but also those 
of communities and governments at every 
level. When funds are short, it’s even more 
important to collaborate, both formally and 
informally, to support military children. 
The national recession has been a powerful 
incentive to develop communities of care.

One key initiative is Paving the Road Home, 
a program of the U.S. Substance Abuse and 
Mental Health Services Administration 
(SAMHSA).31 Since 2007, Paving the Road 
Home has coordinated a series of National 
Behavioral Health Conferences on Returning 
Veterans and Their Families. The conferences 
bring together state-level teams of com-
munity mental health and substance abuse 
service leaders, DoD and VA representa-
tives, and veterans’ service organizations for 
Policy Academies, where they make recom-
mendations about (1) how national programs 
can best support the behavioral health of 
returning warfighters, their families, and 
their children at the community, state, and 
regional levels and (2) how to foster enduring 

state-level partnerships geared to local and 
regional needs. At this writing, virtually all 
U.S. states and territories have attended at 
least one SAMHSA Policy Academy, and 
many of these state-level partnerships con-
tinue to work together.

Among the advantages of working at the state 
level is that each state has its own National 
Guard and state office of veterans services. 
Each state offers services and benefits for 
service members, veterans, and their families 
that are geared to local needs and resources, 
and these are best promoted at the state level. 
Many state benefits and services further 
enhance those available through the federal 
government. North Carolina, a mentor state 
in Paving the Road Home, has been develop-
ing its model since 2005. The North Carolina 
program illustrates what can be accomplished 
at the state level. 

First, a small working group partnered with 
the governor to host a summit that brought 
together key leaders of state and local gov-
ernment, senior representatives of DoD and 
VA facilities, leaders of the North Carolina 
National Guard, and representatives of state 
and community provider and consumer 
groups. The governor asked summit partici-
pants to develop new ideas to help returning 
warfighters get back to their families, their 
jobs, and their communities. The North 
Carolina Governor’s Focus on Returning 
Veterans and Their Families has met monthly 
ever since.32 Its mission is to continuously 
expand a network of services through which 
service members and their families can get 
effective assistance throughout the deploy-
ment cycle and beyond. Military children 
have been a central interest from the start. 

Surveying access to needed services, the 
Governor’s Focus found that only 76 of 
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North Carolina’s 100 counties had an identi-
fied TRICARE mental health professional. 
Members of the group then produced 
“Treating the Invisible Wounds of War,” a 
training series, conducted in person and 
online, for health professionals and others.33 
For example, these free, accredited train-
ing programs can teach doctors to recognize 
symptoms of traumatic brain injury during 
routine eye exams, or train employers to help 
workers with problems related to deployment 
and combat. More than 14,000 people have 
completed at least one of these training pro-
grams. Since 2011, the U.S. Health Resources 
and Services Administration has collaborated 
with the National Area Health Education 
Center (AHEC) Organization to field a train-
the-trainer version of North Carolina’s series, 
aimed at training another 10,000 health-care 
providers through 112 participating AHECs 
across the nation.34 

Members of the North Carolina Governor’s 
Focus recently joined forces with the North 
Carolina Institute of Medicine to produce a 
comprehensive report laying out key medi-
cal and community assets and needs in the 
effort to support service members and their 
families across the state.35 The report’s 
recommendations, which went well beyond 
traditional clinical perspectives to outline 
services for military children in state and 
community programs—including public 
schools, colleges, and religious communi-
ties—were then established in state law.36  
The Governor’s Focus is monitoring compli-
ance with that law on behalf of the North 
Carolina General Assembly. 

Replicating the steps that established the 
North Carolina Governor’s Focus, Virginia 
developed the Virginia Wounded Warrior 
Program, which has created high-level part-
nerships within the state’s leadership while 

simultaneously building local capacity and 
coordinated outreach in communities across 
the commonwealth.37 These same steps could 
be applied to develop community compe-
tence and capacity in any state or territory, 
but it’s essential to recognize that each state 
has its own culture and needs to build its 
system in its own way. There are no cookie 
cutters for this process.

The next great push in establishing a national 
system that builds community-level com-
petence and capacity is the White House 
Joining Forces Initiative.38 Joining Forces is 
a comprehensive effort that seeks action on 
behalf of military families from all sectors of 
society, including individual citizens, commu-
nities, businesses, nonprofits, religious institu-
tions, schools, colleges and other educational 
programs, philanthropic organizations, and 
government. In the clinical realm, Joining 
Forces is challenging professionals to inte-
grate evidence-based practices and licensing 
and credentialing processes across disciplines 
and national professional organizations, 
aiming to ensure that knowledge of military 
culture and training in deployment mental 
health are ubiquitous.

To support Joining Forces, a presidential 
order of August 2012 calls for a national 
public health approach that “must encom-
pass the practices of disease prevention and 
the promotion of good health for all military 
populations throughout their life-spans, both 
within the health-care systems of the depart-
ments of Defense and Veterans Affairs and in 
local communities,” adding that “our efforts 
also must focus on both outreach to veter-
ans and their families and the provision of 
high-quality mental health treatment to those 
in need.”39 This mission, which can best be 
accomplished through partnerships among 
the military, states, and communities, must 
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focus on military children to be truly effec-
tive. At this writing, each of the nation’s 152 
VA Medical Centers was planning to hold a 
community mental health summit in response 
to the presidential order. These summits 
should create new opportunities for commu-
nities of care.

Evidence-Based, Effective 
Communities of Care
Based on our review of military and com-
munity programs that serve military chil-
dren, what have we learned about building 
communities of care? The first lesson is that 
we must identify military children so that we 
can make community resources available to 
them. Too often, military children remain 
invisible. The second lesson is that there 
can be no single approach to serving our 
nation’s military children. They come in all 
ages, live in all sorts of communities (rural 
and urban, on and off military bases), have 
parents at different phases of the deploy-
ment cycle, and have many different levels 
of need and access to resources. When more 
than one program for military children is 
available in a community, it is to everyone’s 
advantage to look for synergy rather than 
to choose between competing approaches 
and services. William Beardslee, writing 
about FOCUS, spoke of the value of having 
a “suite of services” available.40 We might go 
further and suggest that military children 
require an entire symphony of services—
health care, educational, spiritual, legal, 
business, and more—across their communi-
ties and across time. 

The programs we’ve reviewed have been 
evaluated in many ways. Some programs, 
like FOCUS, have established a solid evi-
dence base. Other programs can point only to 
positive evaluations from participant surveys, 

and still others lack any formal evaluations, 
though they “seem like the right thing to do.” 
Participant surveys and “do-gooding” do not 
constitute valid evidence that a program has 
met its goals. We are still a long way from 
having the needed menu of evidence-based 
services for military children, and further still 
from anything approaching a practice guide-
line to steer clinical or public health services 
across the nation. As we wait for data that 
will eventually tell us which programs and 
approaches work best, we should remember 
that much if not most of the support military 
children need is in areas that are already well 
understood. If military children have access 
to good schools, safe and stable housing, and, 
when necessary, clinical and social services—
and if their parents have stable jobs, oppor-
tunities for advancement, and quality health 
care—military children will be better off. 

Recommendations
Based on these considerations, we recom-
mend the following steps to recognize mili-
tary children and their family members and 
respond to their needs when they seek help in 
clinical settings: 

•  Every clinical program (including those 
associated with local schools, child protec-
tion agencies, law enforcement, and the 
courts) should routinely ask everyone who 
enters its system, “Have you or has some-
one close to you served in the military?”  

•  Military membership and military family 
status should be flagged in each person’s 
medical record so that it is noted at each 
encounter. Appropriate data fields should 
be required as a meaningful part of all 
electronic health records.41

•  Government health-care programs and 
private-sector insurance companies should 
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offer incentives to providers to take mili-
tary history as a way to improve health 
outcomes and potentially reduce health-
care costs through more effective treat-
ment and better-coordinated care across 
DoD, VA, and private systems.

•  All clinical program staff members should 
be taught about military culture and basic 
deployment mental health. 

•  Every clinical program that agrees to 
routinely apply these steps should regis-
ter its name and basic information in the 
National Resource Directory (following 
the strategies of War Within described in 
this article) so that it is easily accessible to 
military families as well as to providers, 
employers, college officials, religious lead-
ers, and others.

Taken together, these five practical steps will 
go a long way toward building communities 
of care in clinical settings.

Similar recommendations apply in educa-
tional, occupational, religious, local govern-
mental, and other community settings:

•  Military-connected status (whether active 
duty or Guard and Reserve) should be 
annotated in children’s education records, 
as the MCEC has advocated.

•  Employers should record which of 
their employees are service members, 
or have service members in their fam-
ily, so that they can better understand 
military-related work/family issues and 
offer optimal support at times of stress. 
Employee assistance programs should 
routinely address military family issues 
and raise awareness of these issues among 
supervisors.

•  Religious leaders should likewise be aware 
of the presence and contributions of mili-
tary families and remain alert to opportu-
nities to support them.

•  State and local governments, including law 
enforcement, child protection services, and 
local courts and judiciary officials, should 
take advantage of programs that teach 
civilians about military life, culture, and 
deployment stress.

•  Local, state, and federal governments, as 
well as community organizations, should 
commit to fully populating and continu-
ously updating the National Resource 
Directory so that community resources are 
fully represented and accessible. Further, 
librarians in communities, schools, univer-
sities, hospitals, professional schools, busi-
nesses, penal institutions, and government 
agencies of all kinds should be trained to 
post and promote information about the 
NRD and help users access the services 
available through it.

Conclusions
The greatest irony and most exciting oppor-
tunity is that the same principles Thomas 
Salmon developed to control combat stress 
in World War I provide a strong founda-
tion on which to build communities of care 
for military children today. We ought to 
focus on recognizing military children and 
addressing their problems in close proximity 
to their homes, schools, community orga-
nizations, and doctor’s offices. We need to 
identify their needs early by watching for 
warning signs of stress rather than waiting 
for them to develop clear clinical disor-
ders and find their way to clinical settings. 
Finally, we should always have high expecta-
tions that, despite their sacrifice and stress, 
military children will continue to cope, 
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grow, and succeed as valued citizens of their 
communities and their nation.  

Military children and their families constitute 
one of the largest American subcultures, but 
they are also one of the least visible. Thinking 
back to Winnicott, there is, after all, such a 
thing as a military child. But military chil-
dren are always embedded in families and 
communities, and in a military culture that 
values humility and self-sufficiency. Precisely 
because they are military children, they strive 
to put the needs of others (including their 
military parents) above their own. This is 
perhaps the real secret of their invisibility. An 
effective community of care can be measured 
by its public awareness of military children, 
its ability to recognize military children in 

community settings, and the ease with which 
military children and their family members 
can access its resources and services. Again, 
there should be no wrong door to which mili-
tary children or their families can turn for 
help at the right time. 

The distinguished physician and medical 
educator Francis Peabody once said that 
“the secret of the care of the patient is car-
ing about the patient.” 42 Summarizing the 
clinical and public health models reviewed in 
this article, we might well say that the secret 
of creating communities of care for military 
children is creating communities that care 
about military children. This will require 
effort and time, but we believe it is a highly 
achievable goal.
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Summary
As this issue of the Future of Children makes clear, we have much yet to learn about military 
children and their families. A big part of the reason, write Anita Chandra and Andrew London, 
is that we lack sufficiently robust sources of data. Until we collect more and better data about 
military families, Chandra and London say, we will not be able to study the breadth of their 
experiences and sources of resilience, distinguish among subgroups within the diverse military 
community, or compare military children with their civilian counterparts.

After surveying the available sources of data and explaining what they are lacking and why, 
Chandra and London make several recommendations. First, they say, major longitudinal 
national surveys, as well as administrative data systems (for example, in health care and in 
schools), should routinely ask about children’s connections to the military, so that military fami-
lies can be flagged in statistical analyses. Second, questions on national surveys and psychologi-
cal assessments should be formulated and calibrated for military children to be certain that they 
resonate with military culture. Third, researchers who study military children should consider 
adopting a life-course perspective, examining children from birth to adulthood as they and their 
families move through the transitions of military life and into or out of the civilian world.

www.futureofchildren.org

Anita Chandra is a senior policy researcher and director of the Behavioral and Policy Sciences Department at RAND Corporation. Andrew 
S. London is a professor of sociology in the Maxwell School, a senior research affiliate of the Center for Policy Research, and a senior 
fellow of the Institute for Veterans and Military Families at Syracuse University.
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In the past decade, during the con-
flicts in Afghanistan and Iraq, 
researchers have focused on military 
children and youth to an unprec-
edented degree.1 As this issue of the 

Future of Children shows, these researchers 
have raised serious questions about the find-
ings of earlier work about military children 
and the adequacy of the data available to 
study them. Moreover, this issue points to 
both challenges and opportunities in any 
effort to expand systematic exploration of 
military children’s experiences. 

Despite the limitations of the data, new 
research on children in military families 
has advanced relatively quickly as research-
ers and policy makers have sought to learn 
more about the academic, social, emotional, 
and behavioral consequences of parental 
deployment for children.2 Still, our knowl-
edge remains incomplete, and opportunities 
to expand the data infrastructure for future 
research have not been vigorously pursued. 
The national survey and administrative data 
available to researchers today has substantial 
gaps that make it hard to robustly analyze 
how military children grow and develop or to 
evaluate how parents’ military service affects 
children’s lives. These gaps in the data hinder 
our ability to: 

•  accumulate a comprehensive understand-
ing of military children’s experiences, 
resilience, and needs; 

•  focus on important subgroups of the 
military child population (for example, 
children of active-duty mothers versus 
fathers, children whose parents serve 
in different branches of the military, or 
children of parents who have experienced 
combat); and 

•  compare military children with their non-
military counterparts. 

To improve the situation, national surveys 
should routinely ask about parents’ military 
experience; medical histories and administra-
tive and educational data systems should do 
so as well. Moreover, researchers who con-
duct smaller-scale studies should adapt their 
methodologies and test their measurements 
on military populations and examine how the 
unique circumstances of military life affect 
children’s health, behavior, and emotions. 

Beyond the need for new data and better 
measurements, there are questions about 
“who counts,” particularly in relation to the 
transition from military to veteran status. To 
improve data collection, we need to carefully 
consider the definition of a military family. 
Does that definition include the families of 
veterans? Some argue that veterans’ families 
are, by definition, families that include at 
least one person who has served on active 
duty, and that the relationship between the 
military and the family can persist in complex 
ways after the active-duty period ends.3 Such 
enduring connections can affect children’s 
development and wellbeing. Proponents of 
a broad definition contend that a life-course 
perspective can help us understand the 
lifelong consequences for children of parents’ 
military service.

As more and more scholars seek to under-
stand military children and families—their 
strengths and vulnerabilities, their ability to 
show resilience, and the systems that support 
them—the gaps in the data raise the question 
of how we can bolster the data infrastructure 
to support research with this population. To 
answer this question, we take a two-pronged 
approach. First, we analyze the types of 
data that are currently available for studying 
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military children, and, to some extent, we 
also explore what pre-9/11 data can be 
used for historical comparisons. Second, 
we describe critical needs for future efforts 
to collect and analyze data about military 
children, and we identify opportunities to 
augment our efforts. 

Current Research and  
Available Data
Three principal kinds of data could be 
enhanced to further analyze military chil-
dren: large national surveys, administrative 
records, and smaller studies based on con-
venience samples (for example, families who 
live on a particular installation to which the 
researcher has ready access). Though much of 
the research on military children is rooted in 
such smaller studies, we focus less on these. 
As important as they are, such studies rarely 
produce publicly available data sets that other 
researchers can use for secondary analyses. 
However, we conclude this article with some 

discussion of how these smaller studies could 
be enhanced. 

Here we focus on national surveys and 
administrative records, organized according 
to key components of children’s lives: physi-
cal health and development, cognitive and 
academic development, and social and emo-
tional wellbeing. Where it is relevant, we note 
whether the data are collected from parents 
alone or whether youth are surveyed as well. 
We emphasize sources of data that include 
military designation, which allows research-
ers to analyze subgroups. However, we also 
mention some exemplary data sources that 
could be explored in the future if questions 
about military status were added. 

Physical Health and Development
A child’s biological maturation is critical to 
healthy physical development. In light of 
chronic diseases linked to obesity, and the 
increase in other childhood diseases such  
as asthma, the ability to assess and track  
military children’s physical health is increas-
ingly important. 

National survey data. Three national 
surveys expressly aim to document health 
and health-risk behaviors among children 
and youth. The first, the National Survey 
of Children’s Health (NSCH), is part of the 
State and Local Area Integrated Telephone 
Survey system at the Centers for Disease 
Control and Prevention (CDC).4 The 
NSCH is based on parents’ reports of their 
children’s health status and use of health 
services. It has been fielded in 2003, 2007, 
and most recently, 2011. In 2003 and 2007, 
the NSCH had no questions about military 
status. In 2011, the survey added questions 
about whether the child is in a military 
academy, but this is not a reliable indicator 

As more and more scholars 
seek to understand military 
children and families—their 
strengths and vulnerabilities, 
their ability to show 
resilience, and the systems 
that support them—the gaps 
in the data raise the question 
of how we can bolster the 
data infrastructure to support 
research with this population.
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of parents’ military status. The survey’s 
parental employment section doesn’t ask 
about military status, nor does the section 
on health insurance ask about the military’s 
health-care program, TRICARE. (The 
survey asks about employer-based insur-
ance, which could include TRICARE, but a 
researcher wouldn’t be able to infer the link.) 

Second, the National Survey of Adolescent 
Health (Add Health) is a longitudinal study 
(that is, a study that follows participants over 
time) of a nationally representative sample 
of adolescents who were in grades 7–12 in 
the United States during the 1994–95 school 
year.5 Add Health has followed its cohort 
into young adulthood, with four in-home 
interviews, the most recent in 2008 during 
Wave IV of the survey, when the respon-
dents were 24–32 years old. Add Health 
collects data on physical health, as well as 
a broad range of other information. Wave 
IV included a module on the military, with 
approximately 15,701 participants. The 
module did not ask whether participants 
came from a military family. Rather, it asked 
whether the participants had served in the 
military; if so, it asked a number of questions 
about their service experiences. In addi-
tion, in Wave IV, Add Health obtained the 
military records of veterans who agreed to 
their release; however, 39 percent refused 
to provide their Social Security number, 
which was necessary to link the records.6 
Presumably, the data about military service 
could be linked to other information in the 
survey on physical health and other aspects 
of wellbeing, just as some researchers have 
linked the military data with previous 
assessments of academic engagement and 
social isolation.7

The third major national survey is the CDC’s 
Youth Risk Behavior Survey (YRBS), which 

tracks health and health-risk behaviors 
among youth in grades 7–12.8 No questions 
on this survey specifically track military sta-
tus, though some states have added questions 
about military status and substance use.  

Other major studies that provide informa-
tion on child and family health, such as the 
National Health Interview Survey, exclude 
active-duty military personnel and those who 
live on military bases.9 

Administrative data. In health research, 
the usual sources of administrative data are 
those that track use of health services, spe-
cifically insurance claims data. Though these 
data are limited by the fact that they don’t 
assess unmet health needs, they often help 
researchers understand access to and use 
of timely preventive care, use of emergency 
departments, avoidable and unavoidable 
hospitalizations due to poor disease man-
agement, and diagnostic patterns among a 
given community or population. For military 
youth, the primary data source of this type is 
TRICARE’s dependent information. These 
data have been used, most recently, to track 
patterns in the use of mental and behavioral 
health services among military youth as they 
relate to parental deployment. However, 
many military families (for example, those in 
the Guard and Reserve) may come in and out 
of TRICARE coverage and rely principally 
on private, employer-based insurance. Data 
on how children in these families use health 
services may be obscured because private 
insurers don’t routinely assess military 
status. Without data on Guard and Reserve 
families, we may have a skewed perspective 
on health issues across the military popula-
tion. Furthermore, as enlisted personnel 
leave service, some of them may switch from 
TRICARE to Medicaid programs (either 
through enhanced CHIP or traditional 
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Medicaid). We rarely have data on military 
status for people enrolled in these public 
insurance programs. 

Data about use of health services can also be 
gleaned from hospital and emergency depart-
ment discharges. These data are particularly 
useful to assess whether hospitalization is 
used appropriately, whether access to pre-
vention services is acceptable, and whether 
chronic diseases (for example, childhood 
asthma) are managed well, as well as for 
smaller-scale studies on emerging issues. In 
theory, these data could be abstracted from 
hospitals that serve large numbers of mili-
tary personnel and their families (and not 
simply military treatment facilities). To date, 
however, there has been little analysis along 
these lines. 

Finally, data on the distribution of health-
care providers could help us understand 
the extent to which military children are 
living in areas where providers—especially 
pediatricians, dentists, and child psychia-
trists and psychologists—are in short supply. 
Data on areas with shortages of health-care 
providers are readily available from the U.S. 
Department of Health and Human Services, 
but few researchers have compared these 
areas to areas with large military communi-
ties. Such efforts might be particularly fruit-
ful in communities with large numbers  
of Guard and Reserve members. 

Cognitive and Academic Development 
Many researchers have studied military chil-
dren and academic performance, primarily 
because school achievement has been a hall-
mark of military families’ success. One result 
of this work is the worry that military chil-
dren and youth receive insufficient academic 
support during periods of transition. This 

concern gave rise to the Military Interstate 
Educational Compact, which tries to lower 
barriers to academic success as children and 
families move from state to state.  

National survey data. Some sources of 
data span early to later childhood and collect 
information about education and related 
topics; however, many of these sources do 
not routinely track military status. The Head 
Start Family and Child Experiences Survey 
(FACES), run by the Administration for 
Children and Families, provides descriptive 
information on the characteristics, experi-
ences, and outcomes of Head Start children 
and families. FACES captures cognitive 
development through word recognition, 
language acquisition, and vocabulary. It also 
asks about parents’ employment status, but 
it does not systematically collect and analyze 
current and past military status. However, 
since the survey also collects data on Head 
Start program type and geography, links to 
the military might be inferred from families’ 
proximity to military installations, at least for 
active-duty families.

The National Education Longitudinal Study 
(NELS) is a somewhat older, nationally repre-
sentative sample of eighth-graders, who were 
first surveyed in the spring of 1988. A sample 
of these respondents was then surveyed again 
in 1990, 1992, 1994, and 2000. The survey 
focuses on educational progress and aspira-
tions, and it includes the military as a choice 
for parental and youth employment. These 
data could be further assessed to track the 
trajectories of military children from previous 
generations and offer some context for how 
newer generations approach education and 
career development. (For example, are chil-
dren whose parents deployed to Afghanistan 
or Iraq faring differently from those whose 
parents served in peacetime or in prior 
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conflicts?) In theory, another follow-up wave 
could be added to the NELS to help under-
stand how long military children who opted 
for military careers themselves remained in 
the armed forces. 

The National Longitudinal Survey of Youth 
(NLSY) consists of a nationally representa-
tive sample of approximately 9,000 youths 
who were 12–17 years old in 1997. They were 
interviewed annually at least through 2000, 
and the survey includes extensive informa-
tion on military status and pay grade, mean-
ing that the sample could be compared to 
new generations of youth who live in military 
families and choose military careers.10

In addition to more traditional surveys 
like the NELS and the NLSY, some newer 
surveys on early child care may be relevant 
for studying military families. For example, 
the National Opinion Research Center is 
conducting the National Survey of Early 
Care and Education (NSECE).11 This study 
will include 20,000 eligible households and 
30,000 child-care providers. The NSECE 
will gather information on early care and 
education from the perspective of parents, 
centers, teachers, and providers of home-
based care. Presumably, data gleaned from 
this survey could be used to assess issues that 
military families face, though it is unclear 
whether the sample size will be sufficient. 

Administrative data. In education, admin-
istrative data generally consist of school 
records and standardized test scores. School 
records can provide useful information about 
grades, school engagement, and disciplin-
ary action. Although using school records is 
complicated by the fact that school districts 
code these data in different ways, they can 
still help track cognitive development and 
academic progress, and students in schools 

with large concentrations of military children 
could be followed longitudinally.

Standardized test scores have been used for 
some studies on military children and youth. 
For example, one researcher examined test 
score data from two states heavily affected 
by deployment and observed a relationship 
between more cumulative months of deploy-
ment and lower reading and mathematics 
scores.12 Similar methods could be used at 
later stages of adolescence, exploring both 
current and past military status in relation to 
ACT/SAT scores. But military status ques-
tions are not part of the background infor-
mation consistently collected in these tests. 
A research team would need to link the test 
data with Defense Manpower Data Center 
files, or attempt to infer military status based 
on address (though this would limit the 
sample of Guard and Reserve families and 
would be likely to produce coding errors). 

Social and Emotional Wellbeing  
The area of military children’s lives that has 
perhaps received the most attention in recent 
years is social and emotional wellbeing. 
The social and emotional effects of parental 
deployment have been examined in vari-
ous smaller observational studies based on 
convenience samples and studies of particular 

Few national longitudinal 
surveys that include 
information on child social 
and emotional wellbeing have 
been used to assess military 
children’s experiences.
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programs (for example, Families Overcoming 
Under Stress (FOCUS); see the articles in 
this issue by Ann Easterbrooks, Kenneth 
Ginsburg, and Richard Lerner and by Harold 
Kudler and Colonel Rebecca Porter). Such 
studies have principally found that greater 
exposure to parental deployment is linked to 
increases in anxiety symptoms and emotional 
stress.13 Some studies have also assessed 
changes in social functioning in terms of peer 
and family relationships. 

Three current studies—the Military Family 
Life Project, the Millennium Cohort Family 
Study, and the Deployment Life Study—
include larger, more representative military 
samples and use participants’ contact infor-
mation from the armed services and from 
the Defense Manpower Data Center. The 
Department of Defense’s Military Family Life 
Project in particular may eventually serve 
as a public-use data set. The project’s survey 
includes items about parental perceptions of 
their children’s social and emotional wellbe-
ing. The Millennium Cohort Family Study, 
another Department of Defense’s project, 
relies on parents’ reports of child function-
ing, with particular attention to the perspec-
tives of military spouses, and the RAND 
Corporation’s Deployment Life Study includes 
both young people’s and parents’ reports.14

National survey data. Though they have 
promise, few national longitudinal surveys 
that include information on child social and 
emotional wellbeing have been used to assess 
military children’s experiences. The National 
Survey of Children’s Health (and its counter-
part, the National Survey of Children with 
Special Health Care Needs), Add Health, and 
the Youth Risk Behavior Survey, all described 
above, include items about social and emo-
tional functioning. The NSCH includes 
parent-reported items about children’s social 

engagement, as well as about emotional disor-
ders (for example, autism or conduct disor-
ders). Add Health has extensive data on peer 
functioning and positive social behaviors, 
and the YRBS includes items about depres-
sion and social support. For early childhood, 
studies such as FACES include items about 
emotional development.  

Administrative data. As with physical 
health, data on use of health services can help 
understand emotional health. Specifically, use 
data on use of mental health services can help 
assess the level of mental health diagnoses 
among children and youth. School records 
are more complex and difficult to use in this 
area, but information from Individualized 
Education Programs developed for special-
needs students can yield insights about some 
children’s social and emotional functioning. 
And, increasingly, schools are tracking chil-
dren’s affect and other aspects of emotional 
regulation as part of preschool and elemen-
tary school assessments. 

Challenges in Studying Military 
Children
Though the data sources described above can 
help us assess the health and wellbeing of 
military children, several challenges to study-
ing this population need to be considered. 

Access to Populations
As we’ve said, many findings about mili-
tary children have emerged from studies of 
convenience samples based on researchers’ 
relationships, proximity to a military instal-
lation, or use of military programs. Though 
these studies have illustrated some critical 
issues, researchers need broader access to 
data on military children. To some degree, 
the military is wary about broader access 
because of important concerns about whether 
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researchers are sufficiently sensitive to mili-
tary culture and whether participation in such 
studies will place an undue burden on service 
members and their families. However, prob-
lems with access have limited the type and 
scope of research that can be conducted with 
this population, primarily because access 
restrictions have deterred researchers study-
ing a range of topics from including military 
children and youth in their samples. In addi-
tion, many researchers who are particularly 
likely to enhance innovation in areas of great 
interest for child development broadly—such 
as socio-emotional competence, noncognitive 
outcomes or gene-environment interactions—
have not routinely included military popula-
tions in their work for reasons that go beyond 
access restrictions. Other barriers include the 
required level and type of institutional human 
subjects review, as well as the fact that many 
academic researchers lack an understanding 
of military culture.

Representation in Existing Surveys
Even large national studies that collect data 
on military populations may not use the 
variables they measure as well as they could. 
Generally, sampling approaches in these stud-
ies have not purposefully accounted for mili-
tary populations. For example, many studies 
consider a range of approaches to reach 
traditionally underrepresented or hard-to-
reach populations in their sampling designs, 
but military populations are rarely included 
in these strategies unless the study is limited 
to a military cohort. Thus, even when military 
samples can be abstracted from larger stud-
ies, they often fail to distinguish differences 
across rank, pay grade, service branch, and 
other aspects of military service. Given that 
these factors affect military families’ experi-
ences, this lack of finer-grained detail con-
strains what we can learn from these surveys. 

Quality and Appropriateness of  
Measures
Many of the measurements used in stud-
ies such as the NLSY, Add Health, and the 
NSCH have not been specifically evaluated 
(in technical terms, validated) to see whether 
they work well with military populations. This 
lack of validation may be acceptable—many 
measurements are not routinely validated 
for every subpopulation, and most surveys 
encompass diverse racial/ethnic and socio-
economic contexts that necessarily intersect 
with military populations. On the other hand, 
military children may have different perspec-
tives on or experiences of academic, social, or 
emotional functioning, and some of the items 
in these surveys may be more or less relevant 
to them. For instance, questions about com-
pleting homework assignments and getting 
along with peers may have particular reso-
nance for military youth who change schools 
every two to three years. Questions used to 
document the stresses that young people 
experience may not include some of the core 
events germane to military youth, such as a 
parent’s deployment or injury. Working to 
better measure the experiences of military 
children could have benefits beyond the 
military population, because innovative mea-
surements of vulnerability and resilience that 
are developed with military children in mind 
might later be expanded for broader use. 

Tracking Military Children
Longitudinal studies are usually the best way 
to develop a comprehensive understanding 
of how temperament, environment, and life 
experience influence children’s development 
across the life course. Longitudinal data 
are particularly valuable when research-
ers conduct early and regular assessments, 
as in, for example, the National Children’s 
Study (NSC), a federal project that intends 
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to capture a comprehensive set of biological, 
genetic, social, and environmental indicators 
from before conception through age 21.15 Yet, 
with the exception of the NSC, most large 
studies have not intentionally included robust 
military samples. Furthermore, military 
populations may be more difficult to track for 
follow-up, given the fact that service mem-
bers move frequently. With increasing use of 
cell phones rather than land lines tethered 
to a particular address, this obstacle may be 
diminishing, though it is likely to remain a 
problem to some degree. 

Making Appropriate Comparisons
Another obstacle for studies of military 
youth is identifying relevant comparison 
groups, both nonmilitary and historical, to 
help contextualize findings. For example, 
should comparisons to civilians be nuanced 
to attempt to mirror some of the mobility, 
exposure to parental stress, family structures, 
and parental roles that are central to mili-
tary families? Or is it sufficient to compare 
military children to other children generally, 
given that many aspects of development cut 
across all children, regardless of military 
status? And no matter which groups are used 
for comparison, questions remain about how 
to select the participants and which mea-
surements (for example, which indicators of 
academic performance) are best used to com-
pare them.

A related issue of comparison exists within 
military populations. Given the frequency 
and length of military deployments since 
9/11, can we directly compare the experi-
ences of this generation of military children 
to those of military children during previ-
ous periods (for example, the Vietnam era or 
the first Gulf War)? As researchers analyze 
questions about today’s military children 

(for example, what are the lasting social and 
behavioral consequences of having a parent 
with traumatic brain injury?) within the con-
text of the wars in Afghanistan and Iraq, we 
need to assess what earlier studies say about 
these questions and determine the extent to 
which today’s military children are similar to 
or different from prior military generations. 

Strengthening Data Infrastructure: 
Recommendations
There are many ways we could strengthen 
the existing support for studying military 
children and youth. Working from a life-
course perspective, Jay Teachman identifies a 
number of principles that could guide future 
data collection.16 In particular, he argues 
that future studies should be longitudinal; 
that they should include people who haven’t 
served as well as those who have; that they 
should begin following people before the age 
at which they become eligible for military 
service; and that they should follow people 
during their military service. Studies that fol-
low these principles would help policy makers 
better understand why people choose military 
service—a critical question for sustaining the 
all-volunteer force. Building on Teachman’s 
arguments, future studies that focus on 
children should also regularly collect data on 
the nature of parents’ military service. And, 
to the extent that such studies follow children 
into adulthood, they should measure the 
military experiences of those who volunteer 
to serve, because the intergenerational effects 
of military service have not been adequately 
studied, in part due to data limitations. 
Beyond these considerations, future studies 
of children should incorporate standardized 
measures that apply to all children, as well as 
measures of experiences specific to children 
who are connected to the military. 
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We recommend improvements in three prin-
cipal areas. 

Adding Military Status
Some of the longitudinal studies discussed 
above have added military-related questions 
to follow-up waves of their surveys. Even 
so, the quality and extent of the items they 
include limit our ability to robustly analyze 
the military portion of the sample. If sur-
veys add military questions in the future, 
they should include, at a minimum: whether 
children live in a military family; whether 
military parents are on active duty or in 
the Guard and Reserve; whether children 
have experienced parental deployment; and 
whether children live in a veteran family (that 
is, whether one or both parents have ever 
served in the military). These four questions 
are likely the most sensitive indicators for 
military child experience. Less crucial but 
still important questions include how long a 
child has been part of a military family (for 
example, a parent may have joined the mili-
tary after the child was born), whether a child 
aspires to serve in the military, and a child’s 
experiences of military life and deployment. 
Given the constraints on survey space, how-
ever, these items could be secondary. Adding 
items about military status would offer a 
myriad of possibilities for linking these data 
to a range of physical, cognitive, social, and 
emotional measures, which heretofore has not 
been systematically possible. 

Questions about military status should not 
be limited to large national surveys. In 
general, researchers conducting studies on 
children’s wellbeing should be encouraged to 
add military status to the core demographic 
question battery, and to use standardized 
follow-up questions about military experience 
for those who have ever served on active duty. 

Too often, researchers don’t recognize the 
military or veteran subpopulations in their 
study samples, which means that potentially 
important sources of variation remain hidden.  

For administrative data (for example, health 
insurance or school records), military status 
could be routinely collected simply by adding 
it consistently as an employer response option. 
Administrative data systems could consider 
including information about parental deploy-
ment as well, to alert pediatricians, teachers, 
counselors, and others. Some school districts 
with large numbers of military children have 
already begun adding these data fields to 
student files and back-to-school forms. 

Testing and Expanding Measures
As we’ve said, survey items are rarely 
validated for use with military children. 
Cognitive testing before a survey is imple-
mented in the field would tell us whether 
military children are interpreting items as 
intended and whether certain items are cul-
turally appropriate in the military context.  

Widely used psychological assessments, 
such as the Strengths and Difficulties 
Questionnaire, or SCARED, certainly should 
be validated for military children. Moreover, 
assessments that have been developed to 
document children’s experiences with paren-
tal deployment, for example, still need to 
be rigorously tested and evaluated.17 But we 
should also be discussing whether we need 
new measurement tools for military children 
and youth, particularly on topics that are spe-
cific to this population. For example, should 
a question or measure be created to assess 
support from the military environment, mili-
tary peer relationships, or military academic 
transitions? It may be best to develop and 
test measurements for military children in 
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smaller studies before applying them in larger 
national surveys. 

Expanding Research Questions
Finally, given the changing context of war, 
future analyses of the experiences of military 
children and youth should consider tak-
ing a life-course perspective and expanding 
the definition of what constitutes a military 
family. For example, if we more systemati-
cally collect data on parents’ current and past 
military status, researchers will be able to 
follow children into adulthood, tracking how 
changes in military family roles and responsi-
bilities affect children’s social, emotional, and 
intellectual development. These data could 
be more readily linked to all types of ques-
tions, including what careers military chil-
dren eventually choose, as well as their career 
growth and development; how they use 

health, social, and economic resources and 
develop stature and wealth; and what hap-
pens when they marry and form families.18 
Researchers who conduct studies on smaller 
populations of military children may be bet-
ter able to incorporate emerging research 
and policy questions in their studies. These 
researchers should be encouraged to use 
innovative sampling approaches and methods 
to explore how military children and youth 
fare across the life course.  

Conclusions
If we optimize and expand the collection of 
data about military and veteran children, 
opportunities for research, intervention, and 
policy development will deepen. Two critical 
approaches in particular—routinely collect-
ing data about military status and validating 
measurements for military populations—will 
not only improve our understanding of mili-
tary families, but also enhance studies of risk 
and resilience among children and youth in 
general. Moreover, collecting data about par-
ents’ previous military experience in presum-
ably civilian-only samples has the potential 
to reveal underappreciated intergenerational 
effects of military service. Long-term studies 
that follow military, veteran, and civilian chil-
dren into adulthood promise to substantially 
enhance the field of life-course studies and 
bolster our understanding of how military 
service affects people’s lives.  

Too often, researchers don’t 
recognize the military or 
veteran subpopulations in 
their study samples, which 
means that potentially 
important sources of variation 
remain hidden.
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The wellbeing of military chil-
dren and families in the United 
States has far-reaching signifi-
cance for the nation as a whole, 
in addition to its importance for 

military capabilities and individual service 
members and their families. The articles in 
this issue underscore this message as they 
update what we know and what we need to 
know about the challenges and opportunities 
of military life for children and their families. 
Although military life has unique hazards 
and benefits, there are also many parallels 
in the lives of military and civilian families. 
Thus, the struggles and achievements of 
military families and the systems that support 
them hold valuable lessons for all of us. Based 
on this issue of the Future of Children, this 
commentary highlights lessons we can learn 
from military children and families that have 
the potential to help many families outside 
the military. It also suggests ways to build on 
those lessons through additional research and 
dissemination. 

The articles in this issue are grounded in two 
sets of ideas: contemporary developmental 
systems theory and a resilience framework.1 

Central to developmental systems theory 
is the idea that a person’s adaptation and 
development over the life course is shaped 
by interactions among many systems, from 
the level of genes or neurons to the level of 
family, peers, school, community, and the 
larger society. Similarly, a family is shaped 
over time by many interactions among its 
members and other systems outside the 
family. This issue makes clear that the U.S. 
military has recognized the interdependence 
among systems as its leaders strive to shape 
and retain a highly effective all-volunteer 
force. Across the service branches, the mili-
tary has acted to improve the systems that 
support service members and their families. 
These efforts reflect the military’s implicit or 
explicit belief that children’s wellbeing influ-
ences the successful functioning of their ser-
vice member parents, and that the military’s 
collective effectiveness depends, now and in 
the future, on the success of the children and 
families who serve along with their parents, 
spouses, and partners. 

A resilience framework has compelling 
advantages for understanding and promoting 
success in military families and organizations. 
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promote the health, development, and goals of 
their members within their culture or society.4 

Resilience frameworks emerged from five 
decades of research on resilience in human 
development, supplemented in recent years 
by efforts to work across disciplinary bound-
aries.5 Resilience frameworks typically 
encompass, delineate, and measure the fol-
lowing elements: positive objectives; positive 
factors or assets as well as challenges or risks; 
positive outcomes in addition to problems; 
protective influences as well as vulnerabili-
ties; and strategies of intervention that reduce 
or mitigate risk, build assets and resources, 
and mobilize protective processes to promote 
resilience and recovery. 

Research on disasters, wars, and terrorist 
attacks has underscored how systems are 
interdependent when they respond to life-
threatening events.6 Adaptive capacity for 
resilience is distributed across systems. For 
example, a community’s resilience depends 
on the resilience of its constituent members 
as well as the capacities of larger emergency 
response systems. A family’s resilience 
depends on the resilience of individu-
als within and outside the family as well 
as support systems in the community and 
beyond. Children’s resilience depends on the 
adaptive functioning of their own internal 

Children’s resilience 
depends on the adaptive 
functioning of their own 
internal systems as well as 
interactions among many 
other systems in their lives.

Such a framework accords well with the 
goals of military systems, service members, 
and their families, all of whom, in varying 
ways, share an interest in successful adapta-
tion, resilience, and recovery in the context 
of challenging and traumatic experiences. 
When people face potentially life-ending or 
life-altering hazards, a resilience framework 
emphasizes positive objectives; building the 
capacity to respond effectively; the potential 
for recovery; and the power of relationships, 
families, communities, and other external 
resources to boost resilience, in addition to 
individual strengths and skills.2 As a result, 
resilience-based approaches convey respect 
for human capabilities and optimism about 
the future, while they simultaneously rec-
ognize the suffering and devastation that 
can arise in situations of extreme adversity, 
including war. 

Resilience refers generally to the successful 
adaptation of a system in response to signifi-
cant challenges. This concept can be applied 
to any living organism, as well as a family, 
a community, a workplace, the military as 
a whole, a computer system, a country, or a 
global ecosystem. “Successful adaptation,” 
of course, will be defined in different ways, 
depending on the values, goals, culture, and 
historical or scientific context of the people 
making judgments about success. For indi-
vidual children, both developmental and 
cultural context play a role in defining good 
adaptation. Developmental scientists often 
define resilience with respect to expected 
achievements for children of different ages 
or stages of development, sometimes called 
developmental tasks.3 Some of these expecta-
tions are universal, such as learning to walk or 
talk. Others are more specific to a culture or 
situation, such as learning to hunt or to read 
sacred scriptures in the original language. 
Families are often judged by how well they 
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systems as well as interactions among many 
other systems in their lives. Disasters often 
bring a catastrophic breakdown of many 
interacting systems at many levels of scale, 
and the interdependence of systems that 
support everyday function and emergency 
response become evident. Failures at one 
level can cascade to affect other levels. 
Similarly, the capabilities and resilience of 
military service members, units, and orga-
nizations as a whole depend on the adapta-
tion of many other interconnected systems, 
including service members’ families. 

Resilience researchers have studied how chil-
dren and families respond to many kinds of 
adversity, including mass trauma (for exam-
ple, war, terrorism, or natural disaster), situ-
ations arising within a family (for example, 
child maltreatment or domestic violence) or 
a neighborhood (for example, poverty or high 
levels of violence).7 Their work has yielded 
extensive evidence that can guide efforts to 
promote resilience. At the same time, we 
need to keep building a solid knowledge base 
about what works in specific situations for 
specific individuals, families, or systems, and 
when. The reviews in this issue make clear 
that programs developed within the military 
have benefited from resilience concepts and 
studies. It also is clear that research on those 
programs has already contributed to the 
knowledge base on risk, resilience, and recov-
ery and that it could contribute even more 
substantially. In many respects, the military’s 
goals, resources, and organizational sys-
tems offer a unique opportunity to enhance 
resilience science and its applications for the 
common good. 

The first section of this commentary focuses 
on the challenges of military family life 
and lessons from efforts to address those 
risks. The second section highlights the 

opportunities of military life for children 
and families. The conclusion summarizes 
the potential of research on both naturally 
occurring resilience and interventions that 
promote resilience in military families to 
inform theory, practices, and policies on the 
development and promotion of success and 
resilience in all families and their children, as 
well as military systems.  

Challenges Unique and Shared
Military children and families face unique 
hardships, such as deployment of a parent 
to a war zone. But they also share many 
challenges in common with other American 
families, including the struggle to find 
child care, make ends meet, or educate and 
discipline their children. Military families 
also share some challenges, such as frequent 
moves, with specific groups of civilians. 
Even in the case of relatively unique job 
hazards, the effects of adversity on military 
families—in the form of loss, stress, con-
flict, or suffering—may be very similar to 
effects on civilian families that stem from 
different causes. Therefore, all families can 
benefit from knowledge drawn from mili-
tary families about how adversity and stress 
affect the family, how to protect children 
and their development, and how to foster 
healthy family function. Moreover, as Anita 
Chandra and Andrew London emphasize in 
their article, the contributions from research 
involving military children and families can 
be enhanced by careful attention to mea-
surement, sampling, comparison groups, 
longitudinal design, and other methodologi-
cal considerations that improve the quality of 
the data as it accumulates over time.     

Moving and Mobility
Moving is a central feature of military family 
life. Military families typically move every 
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two or three years, considerably more often 
than civilian workers of the same age.8 
As many authors in this issue have noted, 
frequent moves create both challenges and 
opportunities for families. Children may face 
separation from parents or extended family, 
changes in day care or school, disruptions 
to friendships or other social ties, the loss 
of opportunities tied to a particular place, 
discontinuity in health care, and the stress 
of adapting to a new context. They may also 
experience indirect effects from the stress 
that moving places on their parents and 
other family members. Moving can also 
bring a financial burden, interfering with a 
family’s efforts to build equity in a home or 
reducing employment or promotion opportu-
nities for a spouse.9

From general studies of moving and academic 
achievement, there is considerable evidence 
that changing schools and homes can take 
a toll on learning.10 However, the context is 
important. Moving associated with poverty 
and homelessness is a major risk factor for 
achievement problems, whereas moving 
related to better family opportunities appears 
to be less harmful.11 Nonetheless, for children 
in military families, moving poses a number 
of widely recognized hazards for academic 
success, ranging from problems with transfer-
ring credits to constraints on opportunities 
for special programs. 

Studies reviewed in this issue and elsewhere 
delineate educational hurdles that children in 
military families face, but they also document 
solutions, and these could prove helpful to 
other mobile populations.12 For example, the 
Department of Defense Educational Activity 
(DoDEA) schools on bases or military posts 
have a uniform curriculum to foster educa-
tional continuity as students move from base 
to base.13 Furthermore, the Military Child 

Education Coalition (MCEC), a nonprofit 
organization, has worked with the military 
to develop programs that target some of 
the most common problems standing in the 
way of school success for military children.14 
These include “Student 2 Student,” which 
helps students acclimate to their new schools, 
and an initiative called “Living in the New 
Normal: Helping Children Thrive though 
Good and Challenging Times,” which pro-
vides training and resources to help commu-
nities support military families more broadly. 

DoDEA schools are regarded as models of 
excellence. But large numbers of military-
connected students—the children of Guard 
and Reserve members, as well as children 
of active-duty service members who don’t 
live on or near a military base—have little or 
no access to DoDEA educational services. 
They are scattered all over the country, and 
they often attend schools with few other 
military-connected children. School and 
state policies can interfere with their aca-
demic success, for example, through policies 
about transferring credits. Over the past five 
years, the Department of Defense (DoD), 
the MCEC, the Obama administration, and 
the Department of Education have worked 
together to reduce such barriers and provide 
resources to support the academic achieve-
ment of military children throughout the 
country.15 One product of this collaboration 
has been the development of an Interstate 
Compact on Educational Opportunity for 
Military Children. The Compact, which as 
of this writing has been signed by 46 states 
and the District of Columbia, aims to reduce 
barriers and facilitate achievement among 
military children by tackling issues such as 
placement, transfer of records, access to spe-
cial programs and extracurricular activities, 
and on-time graduation.
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Another broad initiative that bolsters edu-
cational success in military families is the 
military’s commitment to high-quality child 
care for military families. Stable access to 
high-quality early child care and education is 
among the best investments any community 
or society can make in the academic success 
of its children and the quality of the future 
workforce.16 In their article, Major Latosha 
Floyd and Deborah Phillips note that the 
military’s child-care initiative is widely her-
alded as a model for the nation in promoting 
access and quality. Again, however, the most 
extensive and effective programs are on mili-
tary bases, and the DoD is still striving to 
meet the extensive needs of military families 
who live away from military installations. 
The military’s efforts in this area reflect the 
growing awareness that quality child care 
not only promotes children’s competence and 
school success, but also the work effective-
ness of their parents. Moreover, because a 
substantial proportion of military children 
grow up to serve in the armed forces them-
selves, the military is likely to reap the ben-
efit of its investment in child care along with 
the larger society. 

Solutions to other problems that frequent 
moving poses have garnered considerable 
attention in military families and among those 
concerned with their success. One focus has 
been employment resources for spouses (for 
example, the Military Spouse Employment 
Partnership and My Career Advancement 
Accounts).17 Participants say they like these 
programs, but, as Molly Clever and David 
Segal note in their article, we need more 
research about the effectiveness of these pro-
grams beyond satisfaction ratings. Such pro-
grams could help us develop evidence-based 
practices that could be applied to people in 
civilian jobs with high relocation demands. 

The Internet has given us an entirely new set 
of education resources that may hold special 
potential for mobile students. Many of the 
efforts described above that aim to facilitate 
learning and reduce educational barriers for 
military children depend on online technol-
ogy. We need to identify the most effective 
uses of Internet-based technologies for the 
education of all children, including military 
and other mobile children. 

Similarly, we have very little evidence about 
whether social media can be a resource or 
protective tool for military families. Social 
media are transforming the way people stay 
connected and making it possible to maintain 
and develop relationships across the globe. 
We need research on whether and how social 
media can ease the hardships that military 
families face, such as frequent moving and 
separation during deployment. 

Separation and Reunification
Military family life includes cycles of separa-
tion and reunification related to deployment 
or training. These separation-reunification 
cycles are not common among civilian 
families, although neither are they unique 
to military life. Deployments to war zones, 

Stable access to high-quality 
early child care and education 
is among the best investments 
any community or society can 
make in the academic success 
of its children and the quality 
of the future workforce.
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particularly multiple deployments, pose 
particular hardships for military families.18 
This issue documents both direct effects 
on children, such as emotional suffering, 
and indirect effects, through the stress that 
deployment places on both the deployed par-
ent and the parent who remains at home.  

The evidence summarized in this issue shows 
that the impact of separations, reunifica-
tion, and deployment follows a cumulative 
risk pattern of dose and response.19 Multiple 
and prolonged deployments generally have 
worse effects than fewer and shorter deploy-
ments. Families who already struggle with 
emotional, relationship, or financial problems 
are more affected than families who func-
tion well before deployment. The return-
ing parent’s postdeployment functioning 
also plays a major role in the dose-response 
picture. A wounded, disabled, depressed, 
or traumatized parent creates additional 
challenges for the family during reintegra-
tion and recovery. These patterns of dose 
and response bear a striking resemblance to 
those observed in the broader research on 
extreme adversity and disaster.20 At the same 
time, research suggests that certain funda-
mental protections can help families over 
the course of separations and reunifications. 
These protective factors include individual 
know-how and self-regulation skills, the qual-
ity of relationships among family members, 
and the social support and other community 
resources available to the family. Some of 
the most effective postservice supports for 
military service members and their families 
are concrete resources, including financial 
benefits and access to health care.21 However, 
other, less tangible forms of support may play 
an equally powerful role in the resilience of 
military service members and their families. 
These include perceptions of broad societal 
appreciation for the value of military service, 

pride in contributing to an important mission, 
a sense of belonging to a military culture, 
and awareness that support from communi-
ties of care will not cease when active service 
ends.22 Some investigators have attempted to 
quantify these intangible but powerful belief 
systems in military families, but this is an 
area ripe for additional research. 

We would also expect developmental timing 
to play a significant role in the way military 
children and families confront and adapt 
to challenges, just as it does in the broader 
research on risk and resilience.23 For exam-
ple, deployment can come at a bad time for 
a family if it means missing or disrupting 
developmental milestones that happen only 
once in a child’s life (first word, walking, 
confirmation, graduation). Bad timing of this 
kind can generate stress in different ways on 
all members of a family, including children as 
they grow older. 

Separation’s effects on children also vary 
markedly by age and development. A very 
young infant is unlikely to be aware of separa-
tions except indirectly through the effects on 
the at-home caregiver. As Joy Osofsky and 

For older children and youth, 
added responsibilities can 
have positive effects on their 
own perceived competence or 
maturity; on the other hand, a 
child may feel burdened with 
excessive or inappropriate 
responsibilities.
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Lieutenant Colonel Molinda Chartrand note 
in their article, toddlers and preschoolers 
may experience acute anxiety when sepa-
rated from primary caregivers, followed by 
symptoms of loss and depression, as a result 
of disturbances to the attachment system.24 
Children in this age group may be particu-
larly vulnerable to separations because they 
are old enough to suffer from separation 
and loss but not old enough to have much 
coping ability, and they need adequate sur-
rogate caregivers. Older children also suffer 
from the stress, sorrow, or anger engendered 
by separations, but they have more coping 
capacity and the ability to take on responsi-
bilities in the absence of a parent. For older 
children and youth, added responsibilities can 
have positive effects on their own perceived 
competence or maturity; on the other hand, 
a child may feel burdened with excessive or 
inappropriate responsibilities. Older children 
also have greater awareness of dangers and 
the struggles of the parent left at home. 

The Zero to Three (ZTT) organization and 
the Sesame Workshop have focused on the 
special needs of very young military chil-
dren.25 The ZTT has made a concerted 
effort through an initiative called “Coming 
Together Around Veteran Families” to 
respond to the needs of veteran families with 
young children, providing materials and guid-
ance. The Sesame Workshop has created a 
series of multimedia materials entitled “Talk, 
Listen, Connect” that feature the popular 
Muppet character Elmo, among others. These 
materials help young children and their fami-
lies through the stories of characters who are 
coping with deployment and reunification, or 
a parent’s injury or death. 

The developmental timing of family stress 
is important even for unborn children. An 
emerging issue that has great potential 

significance for military policy concerns the 
effects of a pregnant woman’s stress during 
pregnancy on the developing child, which I 
discuss below in the section on stress.

Reintegration puts additional strains on fam-
ily life.26 Children and spouses may be very 
relieved and happy to have a parent or spouse 
safely back home, yet the whole family system 
must readjust. The DoD is funding research 
to adapt family interventions that have been 
shown to work for other populations for use 
with military families. For example, research-
ers are evaluating a program called “After 
Deployment: Adaptive Parenting Tools” 
(ADAPT), a military-tailored version of 
Parent Management Training–Oregon model 
(PMTO), one of the best scientifically verified 
parenting programs available.27 The military 
version is designed for families with a ser-
vice member returning from deployment; it 
uses some web-based training, and includes 
a team with at least one service member 
to facilitate parent groups. Osofsky and 
Chartrand describe ADAPT and other efforts 
by the military to tailor evidence-based prac-
tices for the military. The lessons the military 
gleans by adapting evidence-based programs 
and evaluating them through randomized 
controlled trials should help us learn how 
best to adapt and scale such interventions for 
other populations as well. 

Injury, Disability, and Death
War and military service have always carried 
the risk of physical and mental harm, which 
can have devastating effects on children 
and families. U.S. military operations since 
9/11 have produced large numbers of casual-
ties, including visible and invisible injuries, 
life-altering disabilities, and deaths.28 (Of 
course, many nonmilitary families experi-
ence death, injury, and disability as well.29) 
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These tragic consequences of war and 
military service affect children and families 
in many ways. Injuries can change a parent 
in the short term or permanently, altering 
the quality of parenting as well as children’s 
sense of emotional security. Chronic strains 
on the family, whether from changes in the 
wounded parent or the stress of caring for 
an injured family member, can undermine 
parenting and family systems or drain energy 
and emotional stamina from even the most 
capable parents or spouses. Bereavement can 
be complicated by depression or resettlement. 
Family finances can suffer. All of these prob-
lems generate stress on the family, which can 
interfere with multiple aspects of family func-
tion that support child development. Thus, 
it is not a surprise that research on children 
and families exposed to these adversities has 
found elevated symptoms and problems.30   

But research with military families con-
fronting difficult injuries and losses has also 
revealed resilience in many families, who 
carry on effectively or recover adaptive func-
tion in their roles at home and at work.31 The 
resources and protective factors that military 
families tap to bolster their resilience in the 
face of injury and death are similar to those 
that many other families use.32 They include 
strong relationship bonds among family mem-
bers and other relational support; at least one 
capable parent or parent surrogate; positive 
attitudes and identity; positive beliefs about 
the meaning of life and service; and commu-
nity support.33 

Supporting children and families after a 
parent’s injury or death has become a high 
priority of the U.S. military, spurring rapid 
implementation of programs intended to 
help. But the speed and scale at which such 
programs have been introduced have pre-
cluded “gold-standard” research to test for 

efficacy.34 Some efforts were built on evi-
dence derived from research with nonmili-
tary families, while others were created from 
scratch. As the urgent need to help families 
in crisis recedes with the drawdown of troops 
from Iraq and Afghanistan, the numerous 
programs developed for military children 
and families could be tested, compared, and 
evaluated more thoroughly to build a bet-
ter evidence base about what works best, for 
whom, and in what situations.  

Stress and Resilience
Each of the challenges discussed above can 
generate enormous stress on a family sys-
tem and the individuals within it, including 
service members, other parents, children, and 
extended family. Anticipating and manag-
ing stress is thus central to maintaining the 
effectiveness of military forces and the well-
being of their children and families. Military 
systems collectively have made impressive 
strides in recognizing the toll that cumula-
tive stress takes on service members and on 
their families. This issue describes numerous 
solutions developed to reduce stress, prepare 
soldiers and families to handle stress, provide 
support to counter and ameliorate stress, 
and transform military systems to promote 
competence and resilience in children and 
families, as well as in soldiers.

At the same time, our knowledge of the  
neurobiology of stress and resilience is 
expanding rapidly. Growing evidence sug-
gests that prenatal exposure to stress can 
alter fetal development in ways that impair 
long-term health, and there are increasing 
worries about how toxic stress affects brain 
development.35 Research indicates that prena-
tal stress and the timing of traumatic experi-
ences, such as a terrorist attack or natural 
disaster, can alter stress-regulation systems 
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and possibly other systems in the develop-
ing fetus, with potentially lifelong conse-
quences.36 Moreover, increasing evidence 
suggests that some individuals are more 
sensitive to both bad and good experiences, 
and thus more affected both by adversity and 
by positive interventions.37 Given the central 
importance of promoting resistance to stress 
and resilience in military families, further 
research on stress and resilience in these 
families should benefit military and civilian 
families alike. 

Opportunities and Personal Growth
Despite the challenges of military life, joining 
the military has long been recognized as a 
path to a better life for young people, espe-
cially those from high-risk backgrounds.38 The 
military gives many young men and women 
economic, occupational, educational, and per-
sonal opportunities. Their children, present 
and future, stand to benefit from these oppor-
tunities indirectly, because the achievements 
of the people who are or will become their 
parents enhance the economic, human, and 
social capital of the families who rear them. 

Children who participate in military life also 
have direct opportunities that are spelled 
out in this issue. Some attend the model 
child-care programs or schools that the mili-
tary provides. Some have the opportunity 

to experience diverse cultures, not only 
through the diversity of other children who 
are part of the military, but also by living 
in different cultures or countries. Traveling 
and exploring the United States and the 
world can be exciting for children.39 Military 
children make friends with children from 
very different backgrounds and learn new 
languages. In the midst of the challenges 
they face, military children can also take 
on manageable responsibilities that can 
enhance their sense of efficacy and promote 
their personal development. 

Many children also develop a strong sense of 
identity as part of the military.40 At its best, 
military culture offers a powerful sense of 
belonging that transcends place and engen-
ders pride in service along with patriotism. 
Life in the military can also foster the skills 
to handle moves or separations, adjust to new 
schools, and understand other cultures—
skills that can come in handy later in life. 
The nature of military life offers a wealth of 
opportunities to conduct research on how 
young people build competence and how 
change affects children’s development. 

Conclusions
Research on military families and the systems 
that serve them not only can contribute to 
basic knowledge about stress and resilience, 
but can also help us create practices and 
policies that promote positive development. 
The potential benefits extend well beyond the 
military and its members to society at large. 
The U.S. military is in a unique position to 
back longitudinal research (that is, research 
that follows a group of people over time) 
on competence and resilience, as well as 
high-quality intervention research, including 
randomized controlled trials, to determine 
the best ways to promote positive adaptation 

Growing evidence suggests 
that prenatal exposure 
to stress can alter fetal 
development in ways that 
impair long-term health.
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in the context of frequent moves, separation, 
injury, loss, and other hardships shared by 
many military and civilian families.  

The scope of the military’s systems, its logisti-
cal expertise, the diversity of its members, 
and even the cultural diversity of the differ-
ent service branches offer a multifaceted con-
text for research and innovative programming 
to solve some of the most important issues 
of our times. These include the delivery of 
quality health care, child care, education, and 
opportunities to a diverse population of indi-
viduals and families. Even hardships that are 
more salient in military than in civilian life on 
the whole—such as moving, deployment, or 
injury in the line of duty—have considerable 
relevance for substantial subpopulations in 
nonmilitary society. 

The military also has the motivation, 
resources, and scope to identify the practices 
and interventions that work best to reduce 
stress and promote resilience, and to test 
their adaptability and scalability. By insist-
ing on quality, the military raised a banner 
for excellence in early child care and educa-
tion on bases. The success of that work is 
spreading beyond military installations as the 
military reaches out to help military families 
who don’t have access to on-base services. 
Other domains of family life also hold the 
potential for innovative leadership by the 
military. These include efforts to prepare in 
advance for separations and major stress, to 
harness the power of the Internet for innova-
tion in education, to mitigate the long-term 
health consequences of prenatal stress, and 
to support families through periods of acute 
distress and prolonged recovery. 

The military’s efforts to promote competence 
and resilience in the lives of military chil-
dren and families underscore the following 

principles and guidelines, which are highly 
congruent with the broad knowledge base 
about human development and resilience in 
the face of adversity: 

•  resilience in children and families can 
be bolstered in multiple ways at different 
system levels; 

•  effective strategies are well-timed devel-
opmentally and tailored to the people, the 
systems, and the situation at hand; 

•  protecting the wellbeing of parents pro-
motes children’s resilience, and, concomi-
tantly, thriving children promote the work 
competence and resilience of their parents; 

•  the presence of a well-functioning care-
giver has powerful protective effects on 
children; 

•  family separations should be minimized in 
length and frequency; 

•  all personnel who engage with children 
and parents in any way need basic training 
in child development, child responses to 
trauma, and protective factors for children 
and families; 

•  cultural rituals, practices, and routines, 
including play, school, and religious prac-
tices, support resilience; and 

•  children in families that are emotionally, 
socially, and economically secure are likely 
to weather adversity very well.41  

The solutions emerging in the military to 
promote healthy families and child devel-
opment herald a fundamental transforma-
tion in thinking and practices with respect 
to sustaining military preparedness and 
excellence. This transformation not only 
emphasizes resilience, it also recognizes that 
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effective engagement with families is essen-
tial to building resilience throughout the 
military. The limited evidence to date sug-
gests that this transformation is going well. 
Certainly, the evidence justifies additional 
research to gather more and higher-quality 

data. Moreover, the potential benefits for the 
nation as a whole are compelling. Finding 
what works among military families to 
promote resilience and protect child develop-
ment may have profound significance for the 
future of all American children. 
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