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Families With TRICARE Report
Lower Health Care Quality And
Access Compared To Other Insured
And Uninsured Families

ABSTRACT Children in military families, who receive health insurance
through the TRICARE program, face barriers to care such as frequent
relocations, unique behavioral health needs, increased complex health
care needs, and lack of accessible specialty care. How TRICARE-insured
families perceive health care access and quality for their children
compared to their civilian peers’ perceptions remains unknown. Using
data from the Medical Expenditure Panel Survey, we found that TRICARE-
insured families were less likely to report accessible or responsive care
compared to civilian peers, whether commercially or publicly insured or
uninsured. Military families whose children had complex health or
behavioral health care needs reported worse health care access and
quality than similar nonmilitary families. Addressing these gaps may
require military leaders to examine barriers to achieving acceptable
health care access across military treatment facilities and off-base
nonmilitary specialty providers, particularly for children with complex
health or behavioral health needs.

I
n 2016 there were over 1.7 million chil-
dren with a parent in the US military,
including active duty and selected re-
serve members.1 Children of service
members are eligible forhealth coverage

through TRICARE, the military health care pro-
gram for service members and their dependents
that provides access to health care services in
both military and civilian treatment facilities.
TRICARE pediatric beneficiaries also include
children of military retirees, activated reserve
component service members, reserve compo-
nent service members who purchase TRICARE
Reserve Select, and servicemembers killed in the
line of duty.While TRICARE provides this popu-
lation with near-universal health care coverage
through a system that combines military treat-
ment facilitieswith civilian care, the families face
a unique set of circumstances thatmay challenge
their access to health care in ways that the civil-
ian population does not experience. As the mili-

tary continues to review its health care programs
to address fiscal and service challenges, it has
become critical to understand the unique bar-
riers to coverage and access to care faced by
TRICARE-insured families.
One of the consistent aspects of military ser-

vice that presents a challenge to the receipt of
high-quality health care is relocation. Relocation
is inherent in the lives of military service mem-
bers and their families:Onaverage,military fam-
ilies are required to relocate every two to three
years.2 Regardless of where families relocate,
the process necessitates that families establish
new relationships with pediatric providers in an
unfamiliar community.3 While all family mem-
bers may experience difficulties in maintaining
continuity of care during relocations, young
children are particularly vulnerable to gaps in
care because of their greater number of recom-
mendedwell-child visits.4,5 Upon relocation,mil-
itary families may also face difficulties finding
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specialists in TRICARE’s network who are ac-
cepting new patients. For the approximately
65 percent of families with TRICARE who are
enrolled in TRICARE Prime, a health mainte-
nance organization–type plan, administrative
hurdles to accessing care include finding and
obtaining appointments with new primary care
providers and getting referrals to and appoint-
mentswithpediatric specialists within the plan’s
geographic limits—all of which must be done
after relocation.6–8 A second critical concern is
thatmilitary installations are disproportionately
located in medically underserved areas, where
specialty care (particularly pediatric specialty
care) may be difficult to access.9 A lack of ade-
quate health care resources near military instal-
lations can affect families’ ability to find high-
quality pediatric care providers and to receive
care in a timely manner. This includes families
who have been determined via the Exceptional
FamilyMemberProgram to be in need of special-
ty pediatric care. There is variability in the im-
plementation of this program across the various
services, and families may need to reestablish
eligibility for the program if they relocate to
a command under a different service. Finally,
TRICARE-insured families that receive supple-
mental state Medicaid coverage for a child with
special health care needs with eligibility through
the Social Security disability benefit are further
required to reestablish Medicaid coverage after
each relocation, navigating wide variation in
Medicaid policies among states and the chal-
lenges that state bureaucracies afford in each
location.10

The unique challenges faced by TRICARE-
insured families extend beyond challenges of
access and coverage related to relocation.Under-
lying health needs may also differ, particularly
for families whose children have complex medi-
cal or behavioral health needs. In particular,
mental and behavioral health needs might be
elevated, often related to frequent moves, pro-
longed separation resulting from parents’ de-
ployments, and exposure to returning parents
who themselveshavebeenaffectedby the trauma
of combat deployment.11 Overall, the prevalence
of children with complex health needs could be
higher among military families as well.12,13 TRI-
CARE has recognized these unique challenges,
and its coverage allows children in these families
to seek care in both the civilian and military
health care systems. This provides families with
additional options thatmay improve their access
to care, particularly during times of transition
such as relocation. Challenges arise, however,
when community providers choose not to accept
TRICARE coverage because of low reimburse-
ment rates.7 Additionally, for children who see

providers in both military and civilian settings,
the institutional barriers between the military
and civilian health care systems can challenge
care coordination between providers.14

In recent years the military has instituted pro-
grams and strategies—including some in part-
nership with civilian organizations—following
principles of communities of care, though evi-
dence of their effectiveness is limited.15,16 For
example, Family Readiness Groups, sponsored
byeach commandandrunby volunteers, provide
information and referrals as needed, such as to
a patient advocate or contractors that support
TRICARE managed care for health care access
concerns. The nonprofit organization Give an
Hour administers the Community Blueprint
Network, a group of local leaders, government
agencies, nonprofit organizations, and volun-
teers that develops community-based solutions
for military families to address concerns such as
those related to behavioral health and education.
While these and other interventions are popular,
they lack formal evaluations, and their impact is
unknown.
In addition to the lack of evidence-based pro-

grams to improve access to care, pediatric health
care experience among military families is
rarely compared to that among civilian families.
Family-reported quality of care across public and
private insurance types among civilian families
has been extensively documented. For example,
many lower-income civilian families have re-
ported difficulty in finding and accessing care
that is responsive to their needs—particularly
in the case of families whose children have spe-
cial health care needs and those who receive
public insurance—compared to similar families
with commercial employer-sponsored insur-
ance.17–19 The experience of military families
has been missing in those studies. The lack of
data limits the Pentagon’s ability to make evi-
dence-informed programmatic and policy deci-
sions related to TRICARE and health services for
military families.20 This study therefore sought
to examine family-reported outcomes related to
access to and quality of health care services
among TRICARE-insured families, compared to
civilian familieswithpublic insurance (for exam-
ple, Medicaid), commercial insurance, or no in-
surance, and the differential role of complex
health care needs across insurance groups.

Study Data And Methods
Study Sample And Design The study sample
included all 84,783 children ages 0–17 from
households that participated in the Medical
Expenditure Panel Survey (MEPS) in the period
2007–15.21MEPS is a set of large-scale surveys on
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heath conditions and health status, health ser-
vices use, satisfaction with care, and insurance
coverage collected from a nationally representa-
tive sample of families, individuals, medical
providers, and employers. Respondents in each
sampling frame participate in five survey rounds
over two years. For this analysis we used public-
use data elements from the Full Year Consolidat-
ed Data files and Full Year Medical Condition
files of the MEPS–Household Component.

Outcome Measures Health care quality mea-
sures for children were assessed using the Con-
sumer Assessment of Healthcare Providers and
Systems, a family of survey instruments spon-
sored by the Agency for Healthcare Research
and Quality. The questions about children
ages 0–17 refer to experiences in the past twelve
months. The outcomes assessed are having a
usual source of care, getting a routine appoint-
ment, getting necessary care, getting illness care
when needed, getting a referral to a specialist,
getting accessible care, and getting responsive
care. Respondents indicated on a four-point
scale (the response options were never, some-
times, usually, and always) the ease with which
they were able to get each outcome.
Accessibility and responsiveness of care are

composite measures.22 Care is considered acces-
sible if a respondent’s usual source of care has
office hours at night, onweekends, orboth and it
is not difficult to contact the sourcebyphone and
after hours. Responsive care is when the provid-
er asks about other treatments received and
involves the respondent in the decision process.

Insurance Groups Theprimarypredictorwas
insurance group,with a focus on comparinghow
access to and quality of care for children on TRI-
CARE compares with that of their peers in non-
military families. Hence, children for whomTRI-
CARE was a source of insurance coverage at any
time during the data collection round, with or
without additional coverage, were considered
as covered by TRICARE. The other insurance
groups wereMedicaid, the Children’s Health In-
surance Program, or other public insurance;
commercial insurance; and no insurance. MEPS
does not distinguish between specific types of
insurance plans (for example, preferred provid-
er organization versus healthmaintenance orga-
nization).

Identifying Children With Complex Health
Care Needs We used two indicators to identify
children who had complex health care needs: an
indicator from the Children with Special Health
Care Needs (CSHCN) Screener, which was
developed as part of the Child and Adolescent
HealthMeasurement Initiative,23 andabehavior-
al health diagnosis indicated by a medical prac-
titioner and reported in the MEPS Medical Con-

dition files.
The CSHCN Screener is non–condition specif-

ic and identifies children who require more than
routine health and other services based on the
following five health consequences: needing or
using prescription medicines; needing or using
more thanusualmedical care,mental and behav-
ioral health care, or education services; having a
functional limitation; needing or using special-
ized therapies or services; and needing or using
mental or behavioral health counseling or treat-
ment. Special health care needs status was cate-
gorized as having 0, 1–2, or 3–5 such needs as
an indication of clinical significance.
Because obtaining coverage for and access to

mental and behavioral health services is an
ongoing challenge that may be different than
obtaining coverage for physical health care ser-
vices, particularly for children and adolescents,
we sought to categorize behavioral health needs
separately from special health care needs.24 A
behavioral health diagnosis emphasizes health
care need regardless of whether children are re-
ceiving care—which is a criterion for a condition
tobe classified as a special health careneed in the
CSHCNScreener—and it is thus likely to bemore
inclusive than the special health care needs
status. Behavioral health diagnoses were self-
reported by respondents and converted to
International Classification of Diseases, Ninth Re-
vision, Clinical Modification (ICD-9-CM), codes
by professional coders. The corresponding Clin-
ical Classifications Software (CCS) codes were
determined from these fully specified ICD-9-
CM codes for children ages six and older.25 Any
instance of a diagnosis in any CCS category for
mental and behavioral disorders was considered
to indicate a complex behavioral health need.
Notably, 57.5 percent of children with a behav-
ioral health diagnosis were not identified as
having a behavioral health need in the CSHCN
Screener.
Statistical Analysis All outcomes were di-

chotomous, and 70 percent of respondents par-
ticipated in each of two consecutiveMEPS years.
Hence, repeated measures logistic regression
models were used. These models account for
complex survey design, including sampling
stratification and survey weights. The primary
predictor was insurance group, and secondary
predictors were special health care needs status
and behavioral health diagnosis. Additionally,
all models controlled for child age (0–5, 6–12,
or 13–17 years), sex, race/ethnicity (non-Hispan-
ic white, non-Hispanic black, Hispanic, or oth-
er), family income level (less than 133 percent,
133–400 percent, or more than 400 percent of
the federal poverty level) and census region
(Northeast, Midwest, South, or West).
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For the primary research question about com-
paring access and qualitymeasures across insur-
ance groups, significant differences were deter-
mined using odds ratios with 95% confidence
intervals for main effects. Note that rounding of
the odds ratio estimate and 95% confidence in-
terval might result in the odds ratio being the
same as the lower or upper limit in some instanc-
es. A Bonferroni correction for the p value was
applied to compare outcomes between TRICARE
and each of the three other insurance groups at a
0.05 level of significance, and model-based ad-
justed probabilities were generated. The models
estimated the mean probability of access and
quality outcome measures for each insurance
group, adjusting for age, race/ethnicity, sex,
income level, special health care needs status,
presence of behavioral health diagnosis, and re-
gion. (Forpredictedprobabilities of selectedout-
comes across insurance groups, see online ap-
pendix exhibit A1.)26 To address the secondary
research question of whether there was a differ-
ential role of complexhealth careneeds based on
insurance group, separate regression models
were used with an interaction effect between
insurance group and each of the complex health
need indicators. The models with behavioral
health diagnosis were limited to children ages
six and older. Model-based adjusted probabili-
ties for complex health need groups within each
insurance group were estimated, adjusting for
age, race/ethnicity, sex, income level, and re-
gion. The limited sample sizes within subgroups
prevented hypothesis testing of these compari-
sons within insurance groups.
All analyses were performed using SAS/STAT,

version 9.4, of the SAS System for Windows.
Limitations Our study had some limitations.

First, as survey panel data, our information was
subject to reporting bias andmisclassification of
insurance groups, althoughwewould not expect
there to have been differential bias across
groups. Additionally, a subset of children with
TRICARE had dual coverage at some point dur-
ing the data collection round (2.97 percent also
had public insurance, and 25.7 percent also had
commercial insurance), which was not parsed
out in this analysis. However, variability in level
of coverage exists within all insurance groups.
Theremay also have been a temporal dissonance
between themeasurement of insurance coverage
and the timing of access and quality experience.
Second, the results that addressed disparities

between TRICARE and other insurance groups
for special-needs populations were descriptive
only.
Third, our results were cross-sectional and did

not examinewhether disparitieswere improving
or worsening over time. Specifically, the sample

sizes for the TRICARE population within strata
were too small, thus increasing the standard
errors.
Finally, although we hypothesized that many

of the effects that were observed related to mili-
tary culture and the challenges of accessing spe-
cialty care on and off the base, we could not
determine the causal inference of those associ-
ations.

Study Results
Sample Description The analytic sample of
84,783 children ages 0–17 represented a nation-
wide weighted count of 668,529,558 children
over nine years—an annual average of 74.1 mil-
lion children. Two percent of the children had
TRICARE, 37 percent were on public insurance,
51 percent had commercial insurance, and
10 percentwereuninsured (exhibit 1). The insur-
ance groups differed on all demographic charac-
teristics except sex of the child. There was also a
significant difference in the prevalence of com-
plex health care needs, as measured by both the
CSHCN Screener and behavioral health diagno-
ses, across insurance groups. The overall re-
ported prevalence of children with at least one
special health care need was 20.2 percent, with
that prevalence being highest among children
with TRICARE (28.5 percent) and lowest among
uninsured children (12.6 percent). The overall
prevalence of a behavioral health diagnosis
was 11.6 percent. Children ages 0–17 covered
by TRICARE had the highest prevalence of be-
havioral health diagnoses (15.7 percent), a rate
nearly twice as high as that among uninsured
children (7.9 percent), and the prevalence was
10.7 percent among children with commercial
insurance and 13.6 percent among those with
public insurance.
Health Care Access And Quality Across In-

surance Groups The results of logistic regres-
sion models comparing health care access and
quality across insurance groups are presented as
odds ratios in exhibit 2 and model-based adjust-
ed probabilities in appendix exhibit A1.26 Per-
ceived rates of accessibility and responsiveness
of care were low regardless of insurance group,
and getting illness care when needed was re-
ported to be the easiest (appendix exhibit A1).26

However, as evidenced by the p values for insur-
ance group in exhibit 2, differences were ob-
served in all access and quality measures be-
tween insurance groups, except for the ease of
getting a referral to a specialist. Compared to
children with TRICARE, uninsured children
were less likely to have a usual source of care
(odds ratio: 0.2; 95%CI: 0.2, 0.3; adjusted prob-
ability: 93.5 percent versus 72.1 percent), while
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children with commercial insurance were more
likely to report having accessible care (OR: 1.7;
95% CI: 1.4, 2.0; AP: 50.4 percent versus
34.6 percent). The accessibility of care for chil-
dren on TRICARE was comparable to that for
children on public insurance or those who were
uninsured. Children in TRICARE-insured fami-
lies experienced significantly worse responsive-
ness in care, compared to the other three groups.
The adjusted probabilities of receiving respon-

sive care and p values in comparison with TRI-
CARE (AP: 47.3 percent) were as follows: com-
mercial insurance (AP: 53.6 percent; p ¼ 0:006),
public insurance (AP: 51 percent; p ¼ 0:001),
and uninsured (AP: 50.2 percent; p ¼ 0:038).
Effect Of Having A Complex Health Care

Need On Health Care Access And Quality
Children with special health care needs were
more than twice as likely to have a usual source
of care, compared to thosewithout them, buthad

Exhibit 1

Demographic characteristics of and risk factors and outcomes for children from the Medical Expenditure Panel Survey,
by insurance group, 2007–15

Insurance group

All TRICARE Commercial Public None
Weighted sample proportiona 100.00% 1.96% 51.06% 37.01% 9.97%

Demographic characteristics

Female 49.00% 45.21% 49.28% 48.95% 48.52%
Age (years)****
0–5 32.98 32.10 30.46 37.73 28.43
6–12 38.67 38.39 38.81 38.82 37.44
13–17 28.35 29.50 30.74 23.44 34.14

Race/ethnicity****
Non-Hispanic white 53.52 58.33 68.84 34.08 46.29
Non-Hispanic black 13.95 17.83 8.58 21.78 11.65
Hispanic 23.32 13.35 12.39 35.89 34.57
Other 9.21 10.49 10.19 8.25 7.49

Income level (percent of FPL)****
Low (<133%) 28.02 11.56 5.03 59.86 30.86
Middle (133–400%) 44.77 57.77 48.60 36.41 53.66
High (>400%) 27.20 30.67 46.37 3.73 15.48

Census region****
Northeast 16.51 6.34 17.95 16.48 11.19
Midwest 21.47 8.75 24.06 19.84 16.75
South 37.74 57.54 34.62 39.02 45.07
West 24.28 27.37 23.36 24.66 26.99

Risk factors

Special health care needsb ****
0 79.79% 71.47% 80.77% 76.82% 87.40%
1–2 14.91 22.06 15.31 15.28 10.03
3–5 5.31 6.46 3.91 7.91 2.57

Behavioral health diagnosisc **** 11.55 15.74 10.66 13.55 7.91

Outcomed

Has usual source of care 90.99% 93.53% 94.11% 91.56% 72.10%
Easy to get routine appointment when wanted 77.88 75.55 80.49 74.88 73.08
Easy to get necessary care 71.01 67.56 74.56 66.70 61.02
Easy to get illness care when wanted 84.44 83.51 87.42 81.08 79.32
Easy to get referral to a specialist 64.42 66.09 67.54 60.02 59.06
Accessible caree 43.09 34.46 50.73 34.02 36.83
Responsive caree 52.26 47.13 53.61 51.01 50.56

SOURCE Authors’ analysis of data for 2007–15 from the Medical Expenditure Panel Survey. NOTES Respondents were assigned to
the insurance group indicated at the time of the survey. If multiple groups were indicated, respondents were assigned to a group
in the following order: TRICARE, public insurance, and commercial insurance. Chi-square tests were used to compare demographic
characteristics across the groups. FPL is federal poverty level. aWeighted percentages representing the proportion of children
ages 0–17 within each insurance group. bFrom the Children with Special Health Care Needs screener, described in the text. cBehavioral
health diagnoses include the relevant Clinical Classifications Software categories based on International Classification of Diseases,
Ninth Revision, Clinical Modification, codes. Diagnoses were determined only for children ages six and older. dAssessed using the
Consumer Assessment of Healthcare Providers and Systems. Some outcomes correspond to questions that are conditional responses
based on preceding questions, and hence overall response rates are lower. Weighted percentages are of nonmissing responses.
eComposite measures described in the text. ****p < 0:001
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greater difficulty in getting appointments or care
and referrals when needed and poorer quality of
care (exhibit 2). It was significantly more diffi-
cult for children with 3–5 special health care
needs to receive necessary care (OR: 0.6; 95%
CI: 0.5, 0.7) or get illness care (OR: 0.8; 95% CI:
0.6, 0.9) and referrals to specialists (OR: 0.6;
95% CI: 0.5, 0.7), compared to children with
none. Access was also more challenging for chil-
dren with 1–2 special health care needs com-
pared to those with none—but to a lesser degree.
However, children with 3–5 special health care
needs experienced better responsiveness in care
compared to those with none (OR: 1.2; 95% CI:
1.1, 1.4). Children with a behavioral health diag-
nosis had challenges similar to those of children
with special health care needs: They experienced
more difficulty in getting routine appointments
(OR: 0.9; 95% CI: 0.8, 0.9) and getting referrals
to specialists (OR: 0.7; 95% CI: 0.6, 0.8), com-
pared to children with no behavioral health
diagnosis.
Observations on the differential effect of hav-

ing complex health care needs within an insur-
ance groupwere based onmodel-based probabil-
ities (exhibits 3 and 4) where there was at least
a 10-percentage-point difference. In compari-
sonswithin insurance groups, TRICARE-insured
families of children with special health care
needs or behavioral health diagnoses reported
the greatest reductions in lower perceived quali-
ty across several measures, compared to families
with healthier children. This disparity was larg-

est amongTRICARE-insured families,while pub-
licly insured families in general reported the
least differences. Children with 3–5 special
health care needs in TRICARE-insured families
faced the most challenges in seeking health care
(exhibit 3): These families were most likely to
have difficulty in getting a routine appointment
compared to those with no special health care
needs (63 percent versus 79 percent got an ap-
pointment). However, TRICARE-insured fami-
lies with children with 1–2 special health care
needs were least likely to report difficulty in get-
ting necessary care (0 needs: 67.2 percent; 1–2
needs: 70.9 percent; 3–5 needs: 56.5 percent)
and getting illness care when wanted (0 needs:
82.2 percent; 1–2 needs: 88.2 percent; 3–5
needs: 73.1 percent). Regardless of insurance
group, children with special health care needs
were more likely to have difficulty getting refer-
rals to specialists, compared to children with
none. However, this disparity was least for chil-
dren with TRICARE (0 needs: 67.8 percent; 3–5
needs: 58.8 percent) and greatest among chil-
dren with commercial insurance (0 needs:
71.7 percent; 3–5 needs: 55.8 percent).
Children with a behavioral health diagnosis in

TRICARE-insured families also faced challenges
in access to care. The prevalence of behavioral
health diagnoses among children ages six and
older was highest inmilitary families (TRICARE:
15.7 percent; commercial insurance: 10.7 per-
cent; public insurance: 13.6 percent; uninsured:
7.9 percent) (exhibit 1). The biggest challenge

Exhibit 2

Odds ratios for comparisons of outcomes by insurance group, special health care needs status, and behavioral health diagnosis, among children in
the Medical Expenditure Panel Survey, 2007–15

Health care quality and access outcomes

Has usual
source of
care

Easy to get
routine
appointment

Easy to get
necessary
care

Easy to get
illness care
when wanted

Easy to get
referral to a
specialist

Accessible
carea

Responsive
carea

Insurance group (ref: TRICARE)b

Commercial 0.93 1.25 1.33 1.29 1.01 1.68**** 1.29***
Public 0.81 1.07 1.10 1.04 0.91 1.09 1.36****
None 0.20**** 0.89 0.76 0.82 0.74 1.17 1.25**
p valuec <0.001 <0.001 <0.001 <0.001 0.05 <0.001 <0.001

Special health care needs (ref: 0)

1–2 2.09 0.87 0.85 0.99 0.85 1.03 1.04
3–5 2.26 0.72 0.59 0.75 0.63 1.08 1.22
p valuec <0.001 <0.001 <0.001 0.01 <0.001 0.45 <0.001

Behavioral health diagnosis (ref: without)

With 1.05 0.87 0.94 0.86 0.73 0.95 0.99
p valuec 0.52 0.01 0.29 0.11 <0.001 0.26 0.82

SOURCE Authors’ analysis of data for 2007–15 from the Medical Expenditure Panel Survey. NOTE Outcomes, as well as the measures of special health care needs and
behavioral health diagnoses, are explained in the notes to exhibit 1. aComposite measures described in the text. bBonferroni correction is applied to the comparison of
TRICARE with each of the other insurance groups. cFrom repeated measures logistic regression models, adjusting for age, race/ethnicity, sex, income level, and region.
**p < 0:05 ***p < 0:01 ****p < 0:001
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Exhibit 3

Predicted probabilities for four outcomes among children across insurance groups, by child’s special health care needs
(SHCN) status

SOURCE Authors’ analysis of data for 2007–15 from the Medical Expenditure Panel Survey. NOTES Predicted probabilities were ad-
justed for age, race/ethnicity, sex, income level, and region. Only outcomes with at least a 10-percentage-point difference in predicted
probability within a given insurance group are presented.

Exhibit 4

Predicted probabilities for three outcomes among children across insurance groups, by behavioral health (BH) diagnosis

SOURCE Authors’ analysis of data for 2007–15 from the Medical Expenditure Panel Survey. NOTES The analysis sample includes chil-
dren ages six and older. Predicted probabilities adjusted for age, race/ethnicity, sex, poverty level, and region. Only outcomes with at
least a 10-percentage-point difference in predicted probability within a given insurance group are presented.
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was in getting a routine appointment for chil-
dren in TRICARE-insured families with a behav-
ioral healthdiagnosis compared to thosewithout
one (61.5 percent versus 82.4 percent) (exhib-
it 4). Among children with TRICARE, those with
a behavioral health diagnosis had difficulty in
getting necessary care, again compared to those
without such a diagnosis (60.0 percent versus
71.4 percent). Difficulty in obtaining a referral to
a specialist was experienced by families with
children with a behavioral health diagnosis,
compared to those without such a diagnosis,
among children with TRICARE (57.3 percent
versus 75.7 percent) and commercial insurance
(59.7 percent versus 70.2 percent).

Discussion
This study is the first of its kind to directly con-
trast the experience of families insured by TRI-
CARE regarding quality of care for their children
with the experience of civilian families whose
children had commercial or public insurance
or were uninsured. TRICARE-insured families
were found to resemble publicly insured families
more than commercially insured families in the
aggregate, although further segmentation of
families by medical need validated some con-
cerns that were unique to military families. For
example, whereas access was high for routine
care among healthier children and those with
isolated special health care needs, the greatest
disparities in access and quality were revealed
among TRICARE-insured families whose chil-
dren had multiple special health care needs or
behavioral health care needs. Military families
whose children had multiple complex needs
could obtain referrals to specialists but reported
a disparity in obtaining illness carewhenwanted
and in accessing care reliably, such as outside of
regularly scheduled visits. That may suggest that
TRICARE-insured families are able to obtain
referrals for care from civilian providers, but
referrals alone might not mitigate challenges
related to transportation, provider availability
in the region, or getting prompt appointments
for children with the most substantial needs. It
could also be indicative of longwaits for primary
and specialty care at military treatment facilities
or delays in care associated with the TRICARE
Prime referral process.
The results were even more concerning for

TRICARE-insured families whose children had
behavioral health needs. These families reported
difficulty in receiving referrals to specialists,
having appropriate access to care, and obtaining

routine appointments.While these findingswere
consistent with the experiences of other families
whose children had special health care needs,
the disparities were evident across more mea-
sures for families whose children had behavioral
health needs, which potentially suggests that
systemic barriers might even be greater formen-
tal health than for physical health resources
for military youth. Magnifying these concerns
and adding a sense of urgency was the fact that
families in the military reported much higher
rates of behavioral health diagnoses compared
to civilian families with commercial, public, or
no insurance.
The limitations of this study were balanced by

the consistency in the findings that should elicit
further interest from the military and TRICARE
leaders as they consider improvements to the
TRICARE program. Supported by a rich history
of results that suggest significant barriers to ob-
taining needed care, our findings suggest that
TRICARE-insured families might not have reli-
able access to care when their children have
special health care needs or behavioral health
needs.7 In some cases, the reported outcomes
were inferior to those for children who were
publicly insured or uninsured during the study
period.
TRICARE-insured families, particularly those

whose children have complex health care needs,
face greater barriers to health care access and
receipt of high-quality care than their peers do,
which may be indicative of challenges due to
mobility between installations and subsequently
in getting high-quality, continuous care once
a need is recognized. Identifying strategies to
reduce such barriers needs further study butmay
requiremilitary leaders to examine the adequacy
of pediatric health care resources withinmilitary
treatment facilities and improve supports for
families who receive needed care outside of the
military direct care system. This may include a
review of the adequacy of the military’s specialty
health care workforce, especially for pediatric
and behavioral health care; identifying gaps in
the geographic availability of care to improve
access; and reducing administrative barriers to
improve the timeliness of obtaining specialized
care off installation. It may also require in-
creased sampling of military families within
longitudinal health care data sets to permit
better evaluations of whether disparities im-
prove once efforts are undertaken to improve
pediatric health care among children in military
families. ▪
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