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Active duty military personnel and National Guard 
and reservists experience multiple deployments as 
a result of the conflicts that comprise the War on 
Terror. A large body of research has accumulated 
on the behavioral health problems faced by military 
personnel as a result of these conflicts. After nearly a 
decade of war, a growing area of research shows the 
negative impact on children, youth and families of 

U.S. military personnel. Children of military families 
often experience multiple stressors before and dur-
ing their parent’s deployment and when they come 
home. Without appropriate mental health support 
systems, children of military personnel may be at a 
significant disadvantage compared with their peers 
in non-military families.

Who Are the Children of Military Families?

The 1.76 million children and youth in military 
families are:1

♦	predominantly in early and middle childhood: 
78 percent are under age 11 (active duty) and 80 
percent are under age 15 (reserve component) 
compared to a national average of 66 percent and 
83 percent;2

♦	chiefly from families where the heads of house-
holds are married (55 percent) active duty vs.  
(49 percent) reserve component;3

♦	mostly white (70.5 percent), for active duty and 
(75.6 percent) for reserve component;4 and

♦	disproportionately African-American (15.5 per-
cent) and (13.7 percent) among active duty and 
reserve component respectively and dispropor-
tionately American-Indian (1.4 percent) among 
active duty personnel compared to the general 
civilian population of military age.5

	 –	Among active duty personnel, five percent hail  
	 from immigrant families.6

Profile of Newly Enlisted Personnel

New enlisted personnel come primarily from:7

Active duty Reserve

Rural areas/ 
Small towns 44% 40%

Suburban/ 
Large towns 27% 30%

Urban areas 29% 30%

Over one-third of new active duty enlistees come 
from communities where the median household 
incomes are $42,039 or less per year (consid-
ered low-income) and almost 50 percent come 
from moderate-income communities with me-
dian household incomes between $42,040 and 
$65,000 per year.8 Among new enlistees in the 
reserve component, nearly 50 percent come from 
communities where the median household income 
is approximately $46,000 per year.9
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Military families belong to three distinct employ-
ment categories: 

♦	Active duty comprised of Department of Defense 
(DOD) active duty (38.8 percent) and Coast 
Guard Active Duty (1.2 percent);

♦	the Reserve Components comprised of ready 
reserve (31 percent), standby reserve (.6 percent) 
and retired reserve (5.5 percent); and 

♦	DOD civilian personnel (22.9 percent).

An almost equal proportion of active duty military 
(43.2 percent) and reserve component (41.9 percent) 
personnel have children.10 Similar numbers of single 
parents are enlisted as active duty, National Guard 
and Reserve personnel.11

More than two million American children have had 
a parent deploy to Iraq or Afghanistan.14

♦	At least 19,000 children have had a parent wound-
ed in action.15

♦	Over 2,200 children have lost a parent in Iraq or 
Afghanistan.16

Impact of Deployments on Children’s Mental Health 

Children in military families experience high rates 
of mental health, trauma and related problems. 

Military life can be a source of psychological stress 
for children. Multiple deployments, frequent moves 
and having a parent injured or die is a reality for 
many children in military families. 

Wartime parental deployments can be one of the 
most stressful events of a child’s life.17 

♦	Changes reported included changes in school 
performance, lashing out in anger, worrying, 
hiding emotions, disrespecting parents and 
authority figures, feeling a sense of loss, and 
symptoms consistent with depression.18 

♦	High levels of sadness were seen in children in 
all age groups.19 

♦	Depression was seen in about one in four children.20

♦	Academic problems occurred in one in five children.21

♦	Thirty-seven percent of children with a deployed 
parent reported that they seriously worry about 
what could happen to their deployed caretaker.22

♦	Parents reported that one in five children coped 
poorly or very poorly to deployment separation.23

♦	Media coverage of the war posed a significant 
source of stress for children and makes it much 
more difficult for children to cope with a parent’s 
deployment.24 

Length of deployment was associated with mental 
health problems including depression, acting out, 
and externalizing behaviors.25

Active Duty Parents12

Ages 12 to 18

25%
(279,319)

Ages 6 to 11

32%
(368,850)

Ages 0 to 5
43%

(481,103)

National Guard and Reserve Parents13

Ages 12 to 18
20%

(126,284)

Ages 6 to 11
52%

(327,342)

Ages 0 to 5
28%

(174,401)

How many children of military families experience the direct impact of nation’s wars?
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What Service Use Data Show

Service use data also indicate high need for mental 
health services and supports among the offspring  
of military personnel.

♦	Outpatient mental health visits provided to 
children of active duty parents doubled from one 
million to two million between 2003 and 2008.26

♦	Total days of inpatient psychiatric care for children 
of active duty personnel 14 and under increased 
from 35,000 in 2003 to 55,000 in 2008.27 

♦	One-third of children with a deployed parent were 
at “high-risk” for psychosocial issues.28

Factors associated with the negative impact of 
deployment on children and youth include age, the 
mental health of the remaining parent, re-integra-
tion, and employment status.

Age as a Risk Factor

Current research shows that a child’s response to a 
parent’s deployment varies by age, phase of deploy-
ment, gender, as well as other family factors. The  
research is mixed: but the stress of war affects chil-
dren even prior to their birth. 

♦	Wives of deployed personnel experience more 
stress, a factor known to increase risk for medical 
complications of pregnancy.29

♦	Children ages 3 to 5 with a deployed parent exhib-
ited greater behavioral symptoms than did peers 
without a deployed parent.30

♦	Children of military families ages 11 to 17 were 
found to have a higher prevalence of emotional 
and behavioral difficulties than children in the 
general population.31

♦	Parental deployment places school-age children 
and adolescents at higher risk for a range of ad-
verse mood and behavioral changes: anger, apathy, 
anxiety, depression, withdrawal, decline in school 
performance, loss of interest in normal activities, 
and social isolation.32 

Mental Health of Remaining, At-home 
Parent or Caregiver

The mental health status of the at-home parent or 
caregiver during a deployment impacts the mental 
health of children under their care. Children whose 
at-home parents or caregivers had better self-
reported mental health were better able to cope with 
the deployment experience during and after the 
deployment. 

♦	Caregivers with poorer mental health reported 
more child-related difficulties during deploy-
ment.33

♦	Caregiver mental health is also linked to child 
well-being, emotional difficulties, peer and family 
function and academic engagement.34

♦	Recent research builds on earlier work that sug-
gests the mental health of the remaining parent 
plays a large role in determining the how well the 
child adjusts to the deployment.35

♦	High parent stress is associated with high child 
risk for poor functioning. One of the strongest 
predictors of a child functioning during a war 
deployment was parental stress.36

♦	Parents who described their families as strong 
were more likely to also report that their child 
coped well with deployment. 37

♦	Parents who coped well are twice as likely as those 
who coped poorly to believe their children coped 
well.38

Increased Rates of Child Maltreatment 

Research indicates that phases of deployment (pre-
deployment, deployment and re-integration) are 
important and effect children’s well-being. Both 
departures to, and returns from, combat deployment 
cause stress in families that can lead to increased 
rates of child maltreatment. 

♦	Prior to October 2002, maltreatment rates were 
slightly higher among non-military families than 
among military families. Rates of maltreatment 
in military families far outpaced the rates among 
non-military families after the U.S. started sending 
larger numbers of troops to Afghanistan and Iraq 
in 2003.39
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♦	Among families of enlisted U.S. Army personnel 
with substantiated reports of child maltreatment 
(physical, emotional or sexual abuse), rates of 
maltreatment are greater when the soldiers are on 
combat-related deployments. In fact, the rate of 
child maltreatment in families of enlisted Army 
soldiers was 42 percent higher during combat 
deployment than during non-deployment.40

♦	For military personnel with at least one depen-
dent, the rate of child maltreatment increases by 
approximately 30 percent for every one percent 
increase in the number of active duty soldiers  
who depart or return from combat deployment.41

Post-Traumatic Stress Disorder (PTSD) 
and Other Psychological Injuries

Even if the remaining parent or caretaker has fared 
well during a deployment, family dynamics may 
change significantly upon the service-member’s re-
turn. The stress on family interaction is exacerbated 
by pervasive rates of trauma and other mental health 
conditions among military personnel. 

High levels of PTSD, depression, traumatic brain 
injury (TBI) and other mental health conditions are 
prevalent among returning veterans. 

According to the Department of Veterans Affairs, 
269,331 veterans were receiving compensation for 
PTSD as of 2006. One in five Iraq and Afghanistan 
veterans, roughly 300,000 individuals, suffer from 
PTSD or major depression.42 

An estimated 320,000 service members may have 
experienced a (TBI).43 Eighty-five percent of 
veterans with TBI also had at least one psychiatric 
diagnosis. Most prevalent were PTSD, depression 
and substance use disorder.44 

Children in families with high levels of deployment-
related stress prior to a combat-related injury were 
more likely to experience distress that would lead 
to poor child outcomes when a family member was 
injured.45 

Stress on Families, and Domestic Violence

Spouses of veterans with PTSD have higher levels 
of emotional distress than the general population.46 
Partners of PTSD-diagnosed veterans experience 
more caregiver burden and had poorer psychological 
adjustment than did partners of veterans without 
PTSD.47

Spouses of active duty and reserve component 
personnel show increases in marital problems 
(44 percent and 39 percent respectively) due to 
deployment related stress.48

Recent literature hasn’t yet fully investigated how 
PTSD affects the children and spouses of troops 
returning from the nation’s current conflicts, though 
certain aspects of PTSD were found to be related to 
poorer parent-child relationships.49 According to the 
Veteran’s Administration, partners of the veterans 
with PTSD reported lower levels of happiness, less 
satisfaction in their lives with about half reporting 
having felt “on the verge of a nervous breakdown.” 50

Veterans with PTSD commit acts of domestic vio-
lence at rates greater than veterans without PTSD, 
and at rates greater than the general population.51

Few studies have explored the impact of parental 
(TBI) on children. The findings of this research 
suggest effects on both parenting and child and 
parent behaviors. Parent-related behaviors included 
depression, impatience, liberal or lax disciplinary 
practices, and less engagement.52 Child-related 
behaviors included depression, and other emotional 
and behavioral problems and a sense of feeling 
ineffective. Problems with parent-child relationships 
posed significant challenges. These studies have not 
included military families and the added dimension 
of combat-related TBI.53 However, depression is a 
leading psychiatric diagnosis associated with TBI 
and research on parental depression. It can impact 
a parent’s ability to parent appropriately, resulting 
in harsh, indifferent, inconsistent parenting and 
management difficulties.54
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Role of Employment Status on Child Outcomes

Nearly two-fifths (38.3 percent) of deployed services 
personnel are not full-time military.55 Many of the 
nearly 1.1 million individuals in the National Guard 
and Reserve components experience combat-related 
duty.56 Reserve and Guard troops represent a sig-
nificant sub-population within the military, and face 
specific challenges that impact their families. 

Research shows that living on base is linked to 
reduced difficulties both during and after deploy-
ment.57 

Reservists and their families have less experience 
dealing with deployment and re-integration and less 
support than active duty soldiers and families.58

Reservist families are less likely to be integrated into 
a military social support network, are less familiar 
with how to access military benefits and less likely to 
use installation-based services.59

Reserve component soldiers were nearly one and a 
half times more likely to report mental health prob-
lems and over three times more likely to be referred 
for services than active duty personnel three to six 
months after their return.60 These higher levels of 
referrals were attributed to differential health ben-
efits and supports for these individuals compared to 
active duty personnel.61

Less than one-half of National Guard and Reserve 
families surveyed reported a consistent level of sup-
port during the pre-deployment, deployment and 
post-deployment phases. Seventeen percent reported 
no support.62

Resilience and Importance of Support Systems

Emerging evidence indicates that most children 
are resilient to the effects of a parental deployment 
and that children in military families have shown 
themselves to be adaptive and resilient despite the 
challenges of parental deployments.63 

Family supports can mitigate the children’s negative 
experiences with a parental deployment. Support 
systems also have the ability to support the remain-
ing parent’s mental well-being, thus improving 
outcomes for children.

Many children report that through family support 
services they had friends to talk to, and children 
who felt supported showed increased resiliency.64

Enhanced family resources, including family sup-
port, represents an important factor in reducing the 
likelihood that families will leave the military due to 
long separations experienced as a result of long or 
multiple deployments.65

Overall, research indicates that families who get or 
feel supported by their communities, the military or 
religious organizations experience less deployment-
related stress.66 
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Military and Civilian Mental Health Systems Inadequate to Address the Problems 
Children and Families of Military Personnel Experience

♦	There is a severe shortage of military and civil-
ian mental health providers with expertise 
working with military families who are available 
to serve children and youth in military fami-
lies. A 2007 report by American Psychological 
Association (APA) estimated that approximately 
40 percent of active duty licensed clinical psychol-
ogists positions are vacant. There is also a short-
age of other specialties including social work and 
psychiatry.67 

♦	Currently military and community mental 
health providers available to military fami-
lies face high burn-out and attrition rates. The 
number of active duty mental health professionals 
dropped 20 percent in the Air Force from 2003 
to 2007; a drop of 15 percent in the Navy for the 
years 2003 to 2006; and the Army saw an eight 
percent decline from 2005 to 2005.68 Additionally, 
the DOD and APA reports noted that military 
provider deployment and turnover resulted in lack 
of continuity of care for patients, even as deploy-
ment-related stress increases family need for 
services. There is currently no data related to the 
attrition rate of community mental health provid-
ers who work with military populations.

♦	TRICARE, the military managed care pro-
vider organization faces many challenges. Poor 
provider capacity is reflected in the organization’s 
panel of providers. A range of administrative 
hurdles further intensifies the gap in mental health 
services. TRICARE beneficiaries report that they 
have access to fewer providers than appear on 
TRICARE’s provider lists because many do not 
accept new patients. Providers report that low 
TRICARE reimbursement and burdensome certi-
fication requirements deter them from accepting 
additional TRICARE patients.69 

♦	Inconsistent policies on access to on-base men-
tal health services for other than full-time mili-
tary personnel impacts the ability to receive care 
for National Guard and Reserve families. There 
is currently no consistent, system-wide policy 
on whether the reserve component personnel 
and their families can receive services on active-
duty installations. Some installations will provide 
services to all service members and their families; 
however, some offer services to only active duty 
members.70 

♦	National Guard and Reserve face personnel 
difficulties in gaining easy access to TRICARE 
providers. When activated to duty, 72 percent of 
reserve component personnel and 61 percent of 
their families use TRICARE coverage exclusively. 
Following active duty, reservists coverage drops 
to 28 percent and 38 percent for their families re-
spectively. Forty-one percent of service-members 
and 31 percent of their family members cite easier 
access to providers via their civilian health cover-
age as the main reason why they chose to drop 
TRICARE coverage.71

The Department of Defense, the Veterans Adminis-
tration and other agencies have made considerable 
efforts to improve the mental healthcare systems for 
military families and children. However, some areas 
remain in need of consideration and action. 
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Effective Public Policies Can Improve Mental Health Outcomes for Children 
of Military Families 

To improve service capacity, access and quality, the 
federal government, the Department of Defense 
(DOD) and state and local mental health officials 
should:

♦	increase training in and of the use of evidence-
based or empirically supported practices in 
clinical settings for children of military families. 
A DOD Task Force on Mental Health developed a 
plan to increase the use of evidence-based practic-
es, and to increase provider training on evidence-
based practices to treat PTSD. However, children 
do not always experience PTSD as a result of a pa-
rental deployment. Other evidence-based methods 
including Parent-Child Interactive Therapy and 
Trauma-Focused Cognitive Behavioral Therapy 
should be integrated for use with children of mili-
tary families who experience trauma, distress, or 
other psychosocial symptoms;72

♦	expand programs at DOD schools, and commu-
nity-based schools. Train key personnel such as 
teachers, nurses, school social workers, adminis-
trators and other school personnel to be aware of 
and identify children of military personnel who at 
risk of, or having, difficulties. Non-profit orga-
nizations such as the Military Child Education 
Coalition and the Military Child Coalition have 
developed such initiatives. Implementing these 
programs formally and more broadly would en-
able school personnel to identify children having 
difficulties and thus serve as a powerful first-line 
of prevention and early detection;

♦	enhance research opportunities that focus on 
implementation of evidence-based and empiri-
cally-supported practice, specifically for children 
and youth including their families in the military. 
Research suggests that the challenges of imple-
mentation of evidence- based practices serve as a 
barrier to uptake of these practices in community-
based settings;73 and

♦	develop specific effective and targeted intervention 
strategies for sub-groups of military families, pay-
ing attention to the developmental span, reserve 
component status and diverse ethnic and cultural 
groups. Interventions tailored to the unique needs 
of certain populations enhance the likelihood that 
these practices will be adopted and supported.74

To address poor provider capacity and retain provid-
ers with expertise in working with military person-
nel and their families, the federal government, the 
DOD, state, and local mental health officials should:

♦	increase the pool and range of providers, especial-
ly in child and adolescent mental health, by pro-
viding more funding for pre-service and in-service 
training;

♦	train military and community mental health 
providers in self-care to reduce burn-out and at-
trition. The military has seen increasing rates of at-
trition on mental health providers. Currently, data 
measuring burn-out of community mental health 
providers who work with the military population 
does not exist. However, published data indicate 
that participation in alternative medicine self-care 
training results in sustained behavioral changes 
and improved psychological outcomes among 
healthcare workers;75

♦	provide training to the range of non-clinical per-
sonnel who currently work with children, youth 
and their families in the military;

♦	develop and provide funding for support programs 
for parents and youth designed to ensure they 
know what to expect as a result of deployment and 
deployment-related stress, that connects them with 
their peers, and, that helps parents identify the signs 
of deployment-related stress and link their children 
to necessary services and supports.76 Social sup-
ports for military spouses and their families were 
associated with reduced stress, and increased ability 
to manage deployment-related challenges;77

♦	augment the capacity of community-based provid-
ers to work effectively with children and youth 
from military families;

♦	ensure equity in access to family support to ac-
tive duty and reserve component personnel and 
address the differential need for services and 
supports experienced by families from reserve 
components of the military; and 

♦	attend to the need to build resilience among chil-
dren and youth in military families. Intentional 
intervention strategies designed to foster resilience 
in children and youth can mitigate the negative 
outcomes that might result from deployment.78
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