
   
 

   

 

 

   

 
July 3, 2014 
 
Honorable Chuck Hagel 
Secretary of Defense 
The Pentagon 
Washington DC 20301 
 
Dear Mr. Secretary: 
 
Thank you for addressing the challenges of access, safety and quality of care with a comprehensive review of the military 
healthcare system (MHS). While the MHS generally provides good services and coverage, the health plan often adopts 
policies and practices from Medicare that do not address the unique healthcare needs of children, and those disconnects 
affect access, safety and quality of care.  
 
Because children grow and develop rapidly, challenges and barriers to diagnosis and related treatments have a direct effect on 
a child’s outcome and developmental trajectory, and the concerns are exacerbated for children with special and complex 
health needs. 
 
As you know, the undersigned organizations strongly support the current “TRICARE for Kids” review of pediatric care 
prescribed by Section 735 of the National Defense Authorization Act for Fiscal Year 2013, which recognizes that children’s 
healthcare needs and standards of care are different than those of adults. To that end, the stakeholder group of pediatric 
healthcare advocacy and professional organizations, disability advocacy groups, military family advocacy organizations, and 
representatives of military families has come together to provide thoughtful and expert input for consideration and looks 
forward to the expected release of the report in a few weeks. 
 
Because healthcare is not a “one size fits all” matter, no review of the MHS would be complete without specifically 
considering the unique health needs of children. Additionally, the quality of the care provided to military children impacts the 
entire family’s well-being. Therefore, we urge you to also carefully consider and integrate the feedback and recommendations 
provided pursuant to the Section 735 “TRICARE for Kids” as part of the larger MHS review initiative in order to protect 
and improve children’s healthcare coverage, access and quality. 
 
We appreciate your ongoing efforts to improve the military healthcare system to ensure military service members and their 
families receive the “highest quality of healthcare possible wherever they are deployed or stationed.” Please know that our 
organizations stand ready to provide assistance or insight, and as your staff works to complete its review, they may contact 
Kara Oakley, who serves as chairperson of the TRICARE for Kids stakeholder group, anytime at 202.744.9980. 

 
 

http://www.childrenshospitals.org/index.html


Sincerely, 
 
American Academy of Pediatrics 
Autism Speaks 
Children's Hospital Association 
Easter Seals 
March of Dimes 
Military Kids Matter 
Military Officers Association of America 
Military Special Needs Network 
Military Spouse Mental Health Professionals Network 
National Military Family Association 
Paralyzed Veterans of America 
VetsFirst, a program of United Spinal Association 
 
 
Attachments:  
Copies of “TRICARE for Kids” comments provided to DoD by above organizations pursuant to Sec. 735 NDAA 2013  
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TRICARE FOR KIDS 
Section 735 NDAA 2013 

 
Children’s Hospitals 
 
The Children’s Hospital Association is the voice of children’s hospitals nationally, advancing child 
health through innovation in the quality, cost and delivery of care. Representing more than 220 
children’s hospitals, the Association also champions public policies that enable hospitals to better 
serve children.  
 
Children’s hospitals are committed to ensuring that all children, including the children of military 
families, receive the care they need. This commitment has led the children’s hospitals to partner with 
the Department of Defense (DoD) in various ways including medical education for in-house military 
physicians in pediatric and pediatric specialty care, providing resources and support for military 
families; and providing focused and expert pediatric care that supplements, not replaces, the care 
offered by military treatment facilities. 
 
Children’s hospitals are proud of our long history of partnering with the military health system to 
ensure that children of military families receive the care they need, to improve the DoD’s 
understanding of the unique aspects of children’s health care, and to improve the ability of children’s 
hospitals to best serve military children.  
 
To this end, and in the spirit of those partnerships, we are pleased to have the opportunity to 
identify concerns and make recommendations regarding TRICARE policies and practices as they 
relate to children. 
 
 
Introduction 
 
Section 735 of the National Defense Authorization Act for Fiscal Year 2013, referred to and based 
on legislation known as “TRICARE for Kids,” recognizes that children’s health care needs and 
standards of care are different than those of adults and calls for a comprehensive review of 
TRICARE policies with respect to pediatric care. It directs the Secretary of Defense to conduct a 
comprehensive review and develop a plan to ensure that TRICARE meets the pediatric-specific 
needs of military families and protects their access to these services and care settings. Additionally, 
the review will address reimbursement of pediatric care, the adequacy of care and support services 
for children with special needs, and mechanisms for linking families of children with special health 
care needs with State and local community resources including children’s hospitals and providers of 
pediatric specialty care. 
 
In furtherance of TRICARE for Kids, children’s hospitals are proud to come together with 
stakeholder groups of pediatric health care advocacy and professional organizations, disability 
advocacy groups, military family advocacy organizations, and representatives of military families 
over the last several months to engage in an exploration of the issues facing military children and 
their families, share experiences and expertise, and provide thoughtful and expert input for 
consideration as the DoD conducts its TRICARE for Kids review. 
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Children’s hospitals appreciate the opportunity to share information with the DoD and 
Congressional leadership, including the oversight committees for the Section 735 TRICARE for Kids 
study. We look forward to a continuing dialogue with the DoD leadership and staff throughout the 
TRICARE for Kids implementation process and discussing further and more detailed 
recommendations and proposals in the coming weeks and months. 
 
While not exhaustive, the comments below identify major issue areas of concern, recommend 
pediatric tailored approaches, and, for some issues, provide specific examples of problems and 
proposed solutions. For ease of discussion and review, issue areas are organized by TRICARE for 
Kids study elements as set forth in section 735 of the National Defense Authorization Act for 2013.  
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Section 1: A comprehensive review of the policies of the Secretary and the TRICARE 

program with respect to providing pediatric care. 
 
Children Have Unique Health and Health Care Needs 
 
Children’s health care needs and standards of care are different and distinct from those of adults. 
Because they continually grow and develop, early identification and intervention for all care needs, 
and robust specialty care and services for children with special health care needs and chronic health 
conditions are especially critical. Furthermore, the requirement for this specialized health care and 
developmental support is an ongoing and serious matter of day-to-day life for families with children 
with special, chronic and/or complex health needs. 
 
Additionally, children utilize care at different rates, in different settings, and for different conditions 
than do adults. 
 
Children’s hospitals have set forth set of points that, while by no means exhaustive, establish a 
framework of principles and facts that should be taken into consideration when recognizing and 
accounting for the different needs of children versus adults and therefore pediatric care versus adult 
care.  
 

o Children are dependent on their parents and families. 
o Pediatric care is regional in nature. 
o Children with special health needs and complex medical conditions require an array of 

primary, acute, post-acute, highly specialized, therapeutic and continuing care, treatment, 
services and supports. 

o Pediatric volumes are less than adult volumes. 
o In contrast to adults, families face challenges in accessing specialty services for their children 

due to shortages of pediatric specialists. 
o Children’s health is influenced by many entities outside of the health care arena. 
o Children require services and care specifically suited to their unique development and growth 

needs. 
o Measures and methods are different when judging quality and outcomes for children as 

compared to adults. 
o Hospitalization rates and reasons are very different for children than for adults. 
o Children have specialized pharmaceutical needs. 

 
The outline above summarizes the points discussed further in the attached document, Unique Health 
Needs of Children (Appendix A). Children’s hospitals urge the DoD to consider these points, woven 
throughout this document and critical to understanding and addressing children’s health care needs, 
as it reviews TRICARE police and practice and develops improved pediatric specific approaches.  
 
Pediatric Specific Concept of Medical Necessity and Hierarchal Review Process 
 
When reviewing and retooling to account for children’s health needs, TRICARE must start from the 
top. If principles such as medical necessity are formed and defined appropriately, policies and 
practices will follow.  
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Although data and experience clearly demonstrate, and broad consensus exists, that children’s health 
and health care needs are different and distinct from those of adults, health care policy and practices 
have not always been developed accordingly.  
 
In its recent release on medical necessity, the American Academy of Pediatrics (AAP) describes the 
problem with adult-based assumptions and the importance of pediatric specific principles and 
definitions: 
 

Although Medicare has become the de facto standard of health care 
benefits and directly influences commercial health care benefit plans, it is 
important to realize that health care standards designed for adult care often 
will not meet the needs of children. By and large, the Medicaid program 
provides coverage for a significant number of children, and it, too, can be 
influenced by health care standards designed for adults. A definition of 
medical necessity for children must recognize that the needs of children 
differ from those of adults.  
 
The foundation for medical necessity for children should be based on the 
comprehensive, fully inclusive set of services provided by the Early and 
Periodic Screening, Diagnosis, and Treatment regimen embodied in 
Medicaid as well as the preventive care recommendations in Bright Futures: 
Guidelines for Health Supervision of Infants, Children, and Adolescents, as 
stipulated in Section 2713 of the ACA.  
… 
 
Medical necessity should be guided by …[the scope of health problems, 
evidence of effectiveness, and value of the intervention], but health plan 
and even Medicare language generalizes across populations, as opposed to 
focusing on specific individuals or groups, including children, often in a 
manner that is blind to their particular needs. A definition of medical 
necessity is needed that is more functional or operational and specific to 
meet the needs of children. 
 
… 

 
Hence, the pediatric definition of medical necessity should be as 
follows: health care interventions that are evidence based, evidence 
informed, or based on consensus advisory opinion and that are 
recommended by recognized health care professionals, such as the 
AAP, to promote optimal growth and development in a child and to 
prevent, detect, diagnose, treat, ameliorate, or palliate the effects of 
physical, genetic, congenital, developmental, behavioral, or mental 
conditions, injuries, or disabilities. 
 
Evidence of effectiveness is a cornerstone of medical necessity, yet such 
data for children may not be readily available. It would be beneficial if 
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medical necessity was governed by traditional evidence grading, and if not 
available, a hierarchy or algorithm of standards should be applied. The AAP 
has published 2 policy statements to aid decision makers in classifying 
clinical recommendations and ensuring transparency in issuing clinical 
guidelines. If patient-centered or scientific evidence for children is 
insufficient, then professional standards of care for children must be 
considered. The AAP, other pediatric medical specialty societies, and 
consensus expert pediatric opinion could serve as references for defining 
essential pediatric care in the context of medically necessary services. 
 
Pediatrics Official Journal of the American Academy of Pediatrics. Committee of 
Child Health Financing Pediatrics 2013;132;398; originally published online 
July 29, 2013DOI: 10.1542/peds.2013-1637 
http://pediatrics.aappublications.org/content/132/2/398.full.html 
(Appendix B) 

 
By beginning its review on solid principles such as those laid out by the AAP regarding pediatric 
specific medical necessity, the details of ensuring health policy and practices that work for children’s 
needs will flow more readily. 
 
TRICARE should start at the top with adoption of the AAP principles described above, particularly 
the hierarchal review process of evidence-based standards as they apply to pediatrics, and the July 
29, 2013 AAP definition of medical necessity tailored to pediatrics.  Then each element of the 
TRICARE program that is reviewed pursuant to TRICARE for Kids should be evaluated in the 
context of whether or not it is consistent with those principles and definitions. 

 
  

http://pediatrics.aappublications.org/content/132/2/398.full.html
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Section 2: An assessment of access to pediatric health care by dependent children in 

appropriate settings. 
 
Families’ challenges in accessing care 
 
In pediatrics, wait time for specialty care is a reality due to national shortages of pediatric specialists. 
Wait time concerns should not be further exacerbated by outdated or inappropriate process, 
approvals, difficult referral and authorization processes, or arbitrary limitations on distance to travel 
(note: distance limitations that may be reasonable for adult Prime enrollees can be arbitrary and 
burdensome for pediatric patients). 

 
Providers’ challenges in participating in TRICARE 
 
Barriers to care also include archaic processes, procedures or idiosyncrasies that make TRICARE 
different and difficult for providers to navigate.  TRICARE must overcome hurdles to participation 
for pediatric and family practices, such as the barriers to care and artificial limitations. By opening a 
dialogue with pediatric providers, TRICARE can better understand and address the challenges these 
providers face and can then turn to trusted partners, such as the Children’s Hospital Association and 
the American Academy of Pediatrics, for assistance in communicating the importance of 
participation to practitioners in their zones of influence.  
 
Applied Behavioral Analysis (ABA) Therapy  
 
ABA therapy should be provided as a medical benefit (consistent with the proposed pediatric 
definition of medical necessity above) to all TRICARE beneficiaries. 
 
Recognizing the importance of addressing the health care needs of military children with autism and 
other developmental disabilities, the American Academy of Pediatrics provided the following 
testimony before the Senate Armed Services Personnel Subcommittee in 2012 (emphasis added): 

  
Optimizing medical care and therapy can have a positive impact on the habilitative 
progress and quality of life for the child. Medically necessary treatments ameliorate 
or manage symptoms, improve functioning, and/or prevent deterioration. Thus, in 
addition to routine preventive care and treatment of acute illnesses, children with 
[autism] also require management of sleep problems, obsessive behaviors, hygiene 
and self-care skills, eating a healthy diet, and limiting self-injurious behaviors. . . 
  
An example of a demonstrated, effective treatment for [autism] is Applied Behavior Analysis, or 
ABA. ABA uses behavioral health principles to increase and maintain positive 
adaptive behavior and reduce negative behaviors or narrow the conditions under 
which they occur. ABA can teach new skills, and generalize them to new 
environments or situations. ABA focuses on the measurement and objective 
evaluation of observed behavior in the home, school, and community.  
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As well stated above, children’s hospitals urge TRICARE to adopt policies that allow for the 
recognition, identification, care management, and treatment of all the symptoms and co-conditions 
associated with autism spectrum disorders. 
 
Medical Nutrition 
 
Pediatric specialty clinics in children’s hospitals utilize closely connected multi-disciplinary teams to 
provide integrated, coordinated care and treatment to children with a host of complex medical 
conditions. In many instances, medical nutrition therapy is a key element of the care provided by 
these specialty teams; it is especially critical in pediatrics because it is inextricably tied to children’s 
growth and development needs.  
 
Gastrointestinal clinics include highly trained, very specialized Clinical Dieticians as integral 
providers of complex care including IV nutrition, complex tube feedings, TPN, elemental nutrition, 
and formulating and adjusting specialized diets. Children receiving care for conditions such as 
inflammatory bowel disease, short bowel syndrome, and Crohn’s disease need regular and ongoing 
nutritional management.  The need for medical nutritional therapy is ongoing – it can be a process 
that lasts weeks, months, or even years, and requires close collaboration with the treating physicians. 
Medical nutrition therapy is accomplished in a variety of way and includes medical management, lab 
work, adjusting inputs based on lab results, monitoring of growth and development, monitoring and 
adjusting of levels and amounts, and assessing effectiveness. 
 
Children with short bowel syndrome for example, do not have a functional gut. They are supported 
on IV nutrition. It is life sustaining – they cannot live without it. IV nutrition in this case requires 
timely assessment, reassessment, monitoring and adjusting, which is done by regularly analyzing lab 
work in addition to the child’s growth, weight gain and medical condition to make the proper 
nutritional decisions so that the child thrives, grows, and develops. Clearly, this requires very 
specialized training and close coordination with other providers on the clinical team. Medically 
complex or fragile children may require intense GI care and treatment whether the GI condition is 
primary or a secondary co-condition to a disease such as cystic fibrosis. 
 
TRICARE does not regularly cover medical nutritional therapy, forcing pediatric providers and 
families to make care decisions that may be less than optimal. While TRICARE may offer some 
medical and dietary management services to beneficiaries, there is no way it could provide dietary 
management that rises to the level of the complex specialized and ongoing management and 
decision-making that these pediatric dieticians are providing within the multi-disciplinary specialty 
team. 
 
Although medical nutritional therapy is widely utilized and a preferred and necessary practice for 
both children and adults, it is especially critical that it be offered as covered, medically necessary care 
and treatment for children due to their unique growth and development needs. For growing 
children, time is of the essence, and nutritional needs change quickly and regularly to ensure that 
growth and development.  At the very least, TRICARE should ensure that certain complex pediatric 
diagnoses requiring specialized nutritional medicine triggers coverage so that specially trained 
pediatric dieticians can be a part of providing and managing that care. 
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See also the care coordination for medically complex children discussion included herein. A model 
such as the one proposed below (study element 6) recognizes the need for and provides a format in 
which close coordination among a team of multi-disciplinary specialists for complex conditions is 
the norm rather than an exception, and would allow for this type of medical nutrition therapy to be 
appropriately covered and utilized. 
 
Mental and Behavioral Health  
 
Overall 
 
Pediatric specialists in children’s mental and behavioral health are adamant that children receive 
comprehensive care from prevention to intensive family-based and family-centered care and 
treatment. Mental and behavioral health concerns and conditions vary greatly in children and 
adolescents from adults, and special considerations apply for children of military families: 

 
As their parents have committed to fighting for and dying for our freedom, 
it is clear that with or without an identified mental illness, children and 
adolescents of military families deserve at minimum appropriate access to a 
comprehensive array of mental health services and the highest quality of 
care.  
 
A comprehensive, effective mental health care system of services for all 
children and adolescents and those youth in military families in particular 
should be strength based and child and family centered. It should have 
prevention as a primary component in addition to services that address 
different levels of acuity from least restrictive to most restrictive. It should 
also utilize an approach that meets the family where they are and attempts 
to sustain the child in their natural setting (at home and in the community) 
when clinically appropriate. Collaboration and care coordination should be 
its cornerstone as families have multiple needs and services should be 
individualized to meet those needs. Thus, as a child moves through 
different levels of care and/or requires a variety of services effective 
communication and collaboration through the system of care is essential. 
Lastly, providers should be highly skilled, culturally competent clinicians, 
well versed in evidence based treatment modalities and have a greater 
understanding of the unique experiences and stressors that a military family 
may confront each day that may ultimately affect their children’s emotional 
and social well-being. 

 
(Excerpted from Comprehensive Mental Health Services for Children and Adolescents in the 
Military. Paramjit T. Joshi, MD Endowed Professor & Chair, Department of Psychiatry 
& Behavioral Sciences , Children's National Medical Center , President - Elect (AACAP) 
The American Academy of Child & Adolescent Psychiatry) (Appendix C). 

 
The attached report, and powerpoint with flow charts envisioning the process for early intervention 
and prevention, by Dr. Joshi is provided by the Children’s Hospital Association and sets forth an 
overview of a model approach for mental and behavioral health services for children of military 
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families (See Appendix C and D). Consistent with other recommendations herein, this approach 
emphasizes the value of flexible, comprehensive screening, prevention, and treatment tailored to 
meet the needs of children and families “where they are” rather than a rigid, inflexible benefit that 
drives less than optimal care decisions.  
 
Community Based Care Wraparound Process 
 
TRICARE must update its understanding and coverage of child and adolescent behavioral health 
care and needs to offer a wraparound process and other community based treatment to families who 
have children diagnosed with significant behavioral needs who qualify for residential treatment.  As 
it stands, military families have little option but to utilize residential treatment and those may be 
considerably farther than the sponsor’s duty station.  TRICARE should address this issue in two 
significant ways.   
 
First, TRICARE should use every effort to find appropriate residential treatment facilities as close to 
the family’s home as possible.  Too often, children are hours away by car or plane from their family. 
For instance, TRICARE does not contract with any residential treatment centers in the National 
Capitol Region, yet such facilities—some of the best in the country—exist in the area.  The closest 
contracted facility is in southern Virginia or Doylestown, PA, north of Philadelphia.  In fact, many 
states do not have contracted TRICARE facilities.  This is truly an access to care issue. Traveling to 
access pediatric specialists because they are not available in one’s home community is 
understandable and necessary, but sending children long distances away to reside inpatient facilities 
for long periods of time, simply because your network is inadequate, is a whole other matter and is 
not acceptable for our military families.  
 
Second, offering a wraparound approach would give military families the opportunity to have their 
children close to them and provide for their needs in a family-based setting as an alternative to 
residential treatment where appropriate. 
 
The Substance Abuse and Mental Health Service Administration (SAMHSA) has extensively studied 
and reported regarding the efficacy and cost benefit of these approaches. Family-driven, community-
based programs are only 25percent of the cost of residential treatment, yet yield improved school 
attendance, improved behavioral and emotional strengths, and improved clinical and functional 
outcomes.  SAMSHA also notes improved attendance at work by caregivers, decreased law 
enforcement contacts, and reduced suicide attempts.  Evaluated community based programs include 
Community Wraparound Services, Peer Services, Parent and Youth Support, Intensive In-Home 
Services, Mobile Crisis Response and Stabilization Services, and Flex Funds, which are provided 
through Medicaid to purchase non-recurring, set-up expenses (such as furniture or clothing). 
 
If TRICARE relies on reports and studies that are inconsistent with federal agency findings, such as 
SAMSHA’s, a problem exists. TRICARE does not have the expertise or bandwidth of SAMSHA, 
and cost efficiencies as well as outcomes can be improved by having TRICARE follow expert 
recommendations of other federal agencies charged with oversight of certain subject matters, rather 
than chart its own course. (See Appendix E, F and G). 
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Intensive Outpatient Treatment for Behavioral Health 
 
Intensive Outpatient Programs (IOP) are enhanced outpatient psychiatric programs, which are 
intermediate in their intensity between partial hospitalization or psychiatric day treatment, and 
routine outpatient care. The Army has publicized and touted its innovative IOP offerings for active 
duty military, recognizing the standard of care and its benefits, but TRICARE will not cover IOP for 
children. 
 
IOP is often the preferred standard of care for children versus covered inpatient psychiatric 
treatment; many of the reasons are common sense, such as: 
 

o Sessions occur after school (and are therefore much less disruptive). 
o Entire families are included, and communication and behavior modeling is taught and 

reinforced among all (as children are dependent on their families, unlike adults). 
o Serves children with behavior deterioration before they escalate to the point of requiring 

hospitalization. 
 
IOP is just another example of a cost effective treatment not covered by TRICARE and of an 
inflexible policy that fails to meet the needs of children. This policy once again drives care decisions 
– this time to a much more expensive and less than optimal option, as IOP is roughly one-fourth to 
one-fifth the cost of inpatient care, which is covered by TRICARE. While inpatient care is essential 
in some cases, it makes no sense to drive children with less critical needs into an inpatient setting 
simply because a less invasive more family-centered approach is not covered. IOP is a good example 
of a policy that doesn't appear to be well thought out for children's health care purposes.  
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Section 3: An assessment of access to specialty care by dependent children, including care 

for children with special health care needs. 
 
Timely access to pediatric specialists is always under threat due to national shortages of pediatric 
specialists, and the concentration of specialists regionally. Regional concentration is due in part to 
shortages, but also the realities that pediatric volumes are less than for adults and pediatric specialists 
cannot maintain practices in every community, and need to work within the infrastructure of 
children’s hospitals in order to provide the necessary complex care.   
 
TRICARE must recognize and adapt its policies and practices accordingly, to protect against 
exacerbating those difficulties with barriers such referrals and authorizations that may be difficult to 
obtain and process, TRICARE Prime limitations such as requirements to be seen on base first 
without exception (may lengthen an already problematic wait time that much more), or distance 
limits that may not make sense for pediatrics. 
 
Specialty Pharmaceutical Needs 
 
It is often said that children are not just little adults. This is especially true with respect to 
pharmaceuticals and their role in children’s health care. Children require highly specialized care and 
highly customized medications to meet their unique needs, and these customized pharmaceuticals 
are too often unavailable on the commercial market.  
 
Thus, there are there are many instances in which compounded medications are the only safe and 
effective medications for children. This can be the case for children with chronic disabilities, for 
those with allergies to commercial additives, for infants and children who cannot tolerate an adult 
dose, for lifesaving medications that must be specially formulated, and in cases of drug shortages in 
which medication is not otherwise available. Children’s hospitals are staunch advocates for a reliable 
and safe pharmaceutical supply chain to provide appropriate, safe, and effective medication for 
children and work to ensure children’s access to these medications. 
 
It has been estimated that in a children’s hospital roughly 70 percent of the medications dispensed 
require some type of pharmacy customization. For example, medications commercially 
manufactured for adults are often packaged in doses too large or too strong to be given to children 
and must be divided down into smaller doses or else diluted. Children’s medications may need to be 
preservative-free and often must be converted from solid to liquid for infants who cannot yet eat—
yet another example of why children’s medication needs are unique. 
 
Furthermore, children are particularly vulnerable to drug shortages because their medication is 
already in such short supply. During drug shortages when commercial product is unavailable, 
children’s hospital pharmacies sometimes look to reputable compounding pharmacies with the 
expertise to compound medication into pediatric-appropriate pharmaceuticals. Upon orders of a 
prescribing physician, these compounds may be necessary for the care of children who have no 
other source of life-sustaining treatment or nutrition.  
 
There are grave concerns that unintended consequences of TRICARE medication coverage policy 
that might limit the collective ability of the pediatric health care system to respond during shortages 
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or that might disincentive compounding manufacturers from responding, leaving children with no 
other access to medication they need to survive.  
 
Pediatric use of pharmaceuticals that have not been specifically tested in children must also be 
protected. Unfortunately, although children’s hospitals are adamant advocates for more pediatric 
specific research, and strides have been made, pediatric research is far from universal. Meanwhile, 
then, this type of “off-label” pediatric use must continue, overall and within TRICARE, to ensure 
that children have access to best possible or only medication for their needs.  
 
The unique needs of children with respect to pharmaceuticals is important to note, given the recent 
announcement by TRICARE that appeared to exclude some or all compound medications necessary 
for children’s life and health. Children’s hospitals were pleased to see the decision delayed in order 
to ensure “excellent and safe care for our beneficiaries and clear communication with our providers 
and beneficiaries.”  To that end, please consider the unique needs of children to access compounded 
medications for a variety of reasons – age, size, complex conditions, special needs with respect to 
swallowing, allergies, etc., for off-label uses, and in the event of drug shortages. Children’s hospitals 
urge the DoD to tightly tailor any limitation of coverage of compounded medication to protect all 
pediatric usages. 
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Section 4: A comprehensive review and analysis of reimbursement under the TRICARE 

program for pediatric care. 
 
Flexibility to meet health care needs of children  
 
TRICARE should afford more flexibility in reimbursement for care designed for and tailored to 
children. Reimbursement should follow appropriate care, not form the basis for care decisions. Too 
often TRICARE reimbursement policy is the result of Medicare policy, which does not make sense 
for children. 
 
Even when coverage decisions are ostensibly made to allow certain treatments and procedures for 
children, the payment codes do not reflect the value of the “covered services.” In such instances 
TRICARE takes the position to providers and families that certain care is covered, but then refuses 
to pay for the care when it is provided. Examples of this circular policy in which care or treatment is 
“covered” but the cost of providing the services is not included in the amount paid to the provider 
include melody heart valve, conscious sedation (e.g., for wound care or MRI, etc. for young children 
or children with special needs), and emerging technology.  
 
TRICARE should not ask pediatric providers to absorb the cost of medically appropriate care for 
children or to choose outdated care options when the standard of practice calls for something 
different. 
 
Instead, we encourage TRICARE to adopt flexible payment policies that allow providers to make 
the best care decisions for the child. Care and clinical standards as to whether the procedure is 
performed on an inpatient or outpatient basis varies among children’s hospitals, communities, types 
of practice models, state standards, and the other meaningful elements that inform care practices 
and quality of care, and those standards of care and practice should be respected. 
 
Specific concerns and recommendations are as follows. 
 
Medicare based reimbursement 
 
Medicare doesn’t always work for kids; it doesn’t work for pediatric care settings. Furthermore, 
when there is a known issue with translation of policy or payment from Medicare to pediatrics, there 
must be an efficient process for resolving the difference. (Examples: conscious sedation, “inpatient 
only” list). 
 
Emerging technologies and treatment options 
 
In situations where emerging technology is clearly providing compelling options for patients and 
families, TRICARE should allow payment to follow the needs of the patient instead of driving the 
type of care the patient receives. Continued innovation and research will ensure that this issue is at 
the forefront in the coming years, with genetic testing, gene therapy, and individualized medicine as 
examples of prevention, intervention, and treatments that will need to be covered and reimbursed 
appropriately. 
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Inpatient Only List 
 
TRICARE has an "inpatient only" list, designating procedures that must be performed inpatient. It 
often adopts contents of the lists straight from Medicare, a program designed for senior adults. Thus 
substantively there are many examples of procedures that are commonly performed on an outpatient 
basis for children that are on TRICARE’s “inpatient only” list.  
 
This artificial restriction places physicians and hospitals in the untenable position of determining 
whether to perform the procedures outpatient when determined to be in interests of the child, and 
receive NO payment for services rendered, or satisfy TRICARE’s requirement to perform inpatient 
by hospitalizing the child, and subject the child and family to additional disruption, burdens, and a 
less than optimal care setting. Neither option reflects good health care policy for military families. 
Ironically, the inpatient requirement results in much higher payment (on average about three times a 
similar procedure performed outpatient).  
 
Additionally, the use of Medicare based, inpatient only list for children’s hospitals is technically 
inappropriate. The inpatient only list was adopted by TRICARE upon adoption of Medicare’s 
Outpatient Prospective Payment System (OPPS). The two are designed to be utilized in conjunction; 
however, neither TRICARE nor Medicare subjects children’s hospitals to the OPPS. Medicare has 
always held children’s hospitals harmless from this payment system in recognition that it does not 
work well in pediatric settings. Similarly, TRICARE followed suit and exempted children’s hospitals 
from OPPS, BUT made no corresponding exemptions to its adoption of an inpatient only list. 
 
For so many reasons, TRICARE should re-examine its use of inpatient only list and other 
prescriptive reimbursement policies that force physicians to make care decisions based on payment 
rather than needs of the child. 
 
For more than four years, TRICARE has known of, and ostensibly recognized the problem with 
pediatrics and the inpatient only list, and yet there has been no relief from the problematic policy. 
Taking more than four years to resolve an acknowledged issue suggests a dysfunctional process, and 
causes harm to both patient families and providers.  
 
 
Melody Heart Valve 
 
The Centers for Disease Control classifies congenital heart defects as the most common birth defect 
in the country, affecting about 40,000 babies each year, with an estimated 20 percent of these 
patients born with a malformation of the blood flow path between the right side of the heart and the 
lungs. Early in life a subset of these patients often require open-heart surgery to implant a prosthetic 
conduit to establish adequate blood flow from the heart to the lungs. It is not unusual for these 
patients to undergo multiple open-heart surgeries during their lifetime. 
Reopening the chest for heart surgery is associated with discomfort for the patient, can carry 
significant risks, requires a several day stay in an intensive care unit, and can have a significant 
impact on the patient’s family. 
 
The Medtronic Melody Transcatheter Pulmonary Valve is used to treat CHD patients with a 
dysfunctional conduit in their right ventricular outflow tract (RVOT). The RVOT is the connection 
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between the heart and lungs, where blood is enriched with oxygen before being pumped to the rest 
of the body. 
 
Transcatheter pulmonary valve technology provides physicians and patients a less-invasive means 
than an open heart procedure to extend the life of a failed RVOT conduit and is designed to allow 
physicians to deliver a replacement pulmonary valve via a catheter through the patient’s blood 
vessels. 
 
Because of the nature of RVOT dysfunction as a congenital defect, Melody valves are used 
frequently for children and young adults, but rarely for older adults.  As children’s healthcare 
providers, members of the Association are pleased that TRICARE has recognized the benefits of 
the Melody valve in a relatively timely manner, and now cover the procedure and placement of the 
valve as a TRICARE benefit.  
 
However, TRICARE policies with respect to the valve are disrupting the optimal use of the device 
in some children’s hospitals. For example, some clinical standards in children’s hospitals require an 
inpatient stay for placement of the valve; other children’s hospitals’ clinical standards and practices 
lead them to classify placement of the valve as an outpatient procedure. Care and clinical standards 
as to whether the procedure is performed on an inpatient or outpatient basis varies among children’s 
hospitals, communities, types of practice models, state standards, and the other meaningful elements 
that inform care practices and quality of care.  
 
Inflexible payment policy and coverage policies should not be the driver for care and treatment. 
Instead, we encourage TRICARE to adopt flexible payment policies that allow providers to make 
the best care decisions for the child. 
 
 
Payment methodologies 
 
For inpatient care, APR-DRGs are the best option for reflecting the care provided for pediatric 
patients and in pediatric settings.  
 
Outlier Thresholds 
 
Outlier thresholds, as is the case with all TRICARE reimbursement, are based on Medicare. 
TRICARE must refine Medicare outlier thresholds and values to reflect the low frequency but high 
cost incidence of pediatric outlier stays. Outliers may still be based on Medicare’s but must be 
tweaked to reflect pediatric case mix, cost of care, chronicity, and age groupings. Children utilize 
inpatient care in much different ways than adults, and reimbursement for those stays should take 
into account the nature of pediatric utilization. It is not sustainable, in fact, and places tremendous 
burden on the system when complex high cost but infrequent care is paid so far below cost. For 
example, a leading children’s hospital recently received reimbursement below the cost of care by 
almost $500,000 for an episode of care for a child receiving ECMO (Extracorporeal Membrane 
Oxygenation), a life-saving, complex technology used to provide life support during respiratory or 
cardiac failure.  
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Volume based reimbursement 
 
Pediatric volumes throughout health care are vastly different than adult volumes, across the board.  
In all circumstances in which TRICARE uses volume to assign payment classifications, it must 
either exempt pediatric facilities or set forth an appropriate pediatric classification. This has been 
most notable in mental and behavioral health care for which high volume facilities receive higher 
payments. The volumes do not take into account pediatric numbers, and pediatric providers and 
facilities should be exempted. 
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Section 5: An assessment of the adequacy of the ECHO Program in meeting the needs of 

dependent children with extraordinary health care needs. 
 
ECHO benefits are entirely within the purview of the DoD and are critical to fulfilling the readiness 
mission. The flexibility inherent to the ECHO program supplies a critical function to appropriately 
provide for children (and spouses) with significant disabilities.  TMA holds clear discretion to make 
these decisions and therefore must be held accountable for appropriately formulating policy. The 
principal concerns with ECHO are that it is not available to all beneficiaries, does not integrate well 
with other programs in TRICARE/DoD or state (Medicaid), and has not kept the pace with its 
original intent to provide an alternative to Medicaid waiver services for military families. 
  
We must ensure appropriate resources for these vulnerable military families, not only because it is 
the right thing to do, but also because it is a military readiness concern.  Helping families to “assist 
in the reduction of the disabling effects” for a child or spouse allows the service member to succeed 
with their unique mission.  State Medicaid resources in civilian communities have long been available 
to individuals with disabilities, while a military family living in the same community is unable to 
access those resources because of state-specific rules. Military children should not be penalized for 
the service their mother or father renders to the nation. 
  
Now more than ever, it is essential that military leadership focus on making the ECHO program 
work well for families it serves. The DoD and TRICARE have an opportunity to lead on these 
issues, ensuring military families have access to the necessary non-medical services and supports 
necessary to provide for their family member impacted by a disability.   
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Section 6: An assessment of the adequacy of care management for dependent children with 

special health care needs. 
 
TRICARE does not, and cannot on its own, adequately provide care management for the sickest, 
most vulnerable children of military families. Children with medically complex conditions require 
the highest level of services and support from children’s hospitals due to the intensity of care and 
breadth of pediatric specialists required to care for their conditions. Children’s hospitals offer their 
expertise and support in partnership with TRICARE to improve children’s health and advance a 
new care model that will not only improve care, improve coordination and transition among 
providers, and better support families but will also reduce cost. 
 
Medically complex children, those whom are the most vulnerable, with chronic conditions involving 
multiple illnesses and disabilities, comprise approximately 6 percent of children, about 120,000, 
covered by TRICARE, yet account for more than an estimated 40 percent of the cost. Care for 
medically complex children looks very different than it does for the typical child with an occasional 
injury or illness.  The House family’s circles of care, attached as Appendix H, illustrate more fully the 
overwhelming challenges that military families of children with chronic and complex medical 
conditions currently must navigate and manage on their own, with little effective assistance from the 
“system.”  In reviewing the attached care maps, the different care needs, the need for specialty care 
outside the military health system, and the need for ongoing care coordination by pediatric 
professionals becomes obvious for children with medically complex conditions.  
 
The children’s hospital innovative model ensures that care for medically complex children is 
coordinated by pediatric professionals with seamless spokes, hubs, and concentric circles, locally, 
regionally, and nationally so that care is delivered in the most effective setting with immediate access 
to the most complex and intensive care when necessary (See Appendix I).  
 
The use of nationally designated children’s hospital networks across the country to serve as the 
anchor of the care coordination model for these unique children provides a much more high quality, 
effective care experience for families while simultaneously lowering the costs of providing that care.  
 
As health care plans, including TRICARE, move in the direction of accountable care and medical 
homes, it is imperative that models must be designed FOR children. Care for medically complex 
children is much different in nature than for adults. It is regional, as highly specialized providers are 
spread out around the country and are generally based in children’s hospitals.  Children with 
medically complex conditions, especially when the complexity involves different body systems, often 
must seek specialty care in different locations. Furthermore, when caring for children, time is of the 
essence for identification, intervention, collaboration among providers, and monitoring treatment 
due to their unique and constant growth and development. Similarly, as noted fully below, military 
families experience frequent moves and with those comes the need to transfer among specialty 
providers. Collaboration with children’s hospitals to implement a medically complex care model 
would place the DoD at the forefront of innovate and effective care for our most vulnerable 
children of military families, and improve patient outcomes.  
 
Moreover, working with a national network of children’s hospitals, in conjunction with the DoD’s 
own pediatric specialty units where available and feasible, not instead of them, ensures that 
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TRICARE coverage policies are appropriate clinically and practically and moves the DoD toward 
more efficient health care financing and long-term cost savings. 
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Section 7: An assessment of the support provided through other Department of Defense or 
military department programs and policies that support the physical and behavioral health 

of dependent children, including children with special health care needs. 
 
Coordination of supports and services that are offered along the spectrum of the DoD programs is 
essential for families of children with special needs.  TRICARE must coordinate among the Military 
Family Readiness Council, the Office of Special Needs, and EFMP programs.  
 

o Anecdotes confirm an inconsistent knowledge base among PCMs and other resources 
regarding the supports and services offered within the military as well as out in the 
community. The reports from families note that knowledge of EFM resources and the actual 
EFM services available/provided seem to be limited for families assigned to smaller 
installations and joint bases. 
 

o Military OneSource has the potential to be a very valuable tool, but its national scope leaves 
families unclear about care and services available in certain regions and locales. 

 
o Mental health policies and practices are not practical for real world providers and practice 

settings and do not account for preferred prevention and treatment strategies. (See 
comprehensive mental health discussion above). 
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Section 8: Mechanisms for linking dependent children with special health care needs with 

State and local community resources, including children’s hospitals and providers of 
pediatric specialty care. 

 
Military families don’t live or receive care in a vacuum, and the DoD should not develop or 
implement its programs in a vacuum. The DoD must be committed to partnerships with the 
communities in which our military families live with their children’s hospitals, their pediatricians, the 
service organizations, and the educators and friends who form their support circles.  
 
Overcoming TRICARE/DoD Silos and Inconsistencies   
 
The DoD must facilitate and support communication and coordination among military families and 
the providers and resources they must rely upon in the community. Inconsistent benefits among 
military sponsored programs and Medicaid benefits exacerbate the lack of understanding among 
providers, advocates, and families when translating from military to community based resources. 
However families who rely on ECHO, EFMP programs, Medicaid, and TRICARE for special and 
complex needs require the DoD to make the effort and reach out to community based groups. The 
DoD should also consider consistent benefit implementation and policies among various programs 
for ease of transition and understanding (See Section 7 above). 
 
Medically Complex Care Coordination 
 
Complex care coordination spearheaded by the national network of children’s hospitals, discussed 
more fully above (Section 6), would also go a long way toward improving communication among 
community providers and resources. Many pediatric specialists are housed in children’s hospitals, 
and there is a knowledge base as well as regular and ongoing communication between the pediatric 
specialty care provider teams and the community based resources so that those connections are the 
norm rather than the exception. 
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Section 9: Strategies to mitigate the impact of frequent relocations related to military service 

on the continuity of health care services for dependent children, including children with 
special health and behavioral health care needs. 

 
Medicaid  
 
The lack of Medicaid portability across states is a significant barrier to obtaining necessary long-term 
supports and services for EFMP families. Each time the family moves, they have to start over on a 
Medicaid waiver waiting list yet often do not live in one place long enough to ever qualify.  
 
There are typically waiting lists in order to receive Medicaid waiver services.  In the state of Virginia, 
the Intellectual Disability Waiver has a 12 to 15 year waiting list and the Developmental Disability 
Waiver has a 5 to 7 year waiting list.  Currently the EDCD Waiver can be accessed immediately; 
however, it provides limited services.   
 
To summarize, if or when a family receives services, those services are not portable across state lines 
when the family PCS’s.  When the family moves, they are taken off the old state’s current list and 
must start over in the new state.  In many cases, families will come back to the previous state 
because of career progression and promotion, but they have to start the waiver process over again. 
With current assignments of only 2 to 3 years, most families will never be eligible to access 
appropriate services.  Sometimes families do begin to receive services in one state, but when 
reassigned to another state they lose all access. State services also vary greatly as do the wait times. 
Each of these scenarios is significant to mission readiness of the service member and appropriate 
care for the family member. 
 
TRICARE does not cover the same services provided under a Medicaid waiver; similarly, ECHO 
does not adequately replace the services that can be covered by Medicaid. (See ECHO discussion 
above). 
 
Complex care coordination 
 
Families of children with special and complex medical needs must access care regionally and 
nationally, but also with relocations must find a new providers and resources with each move. The 
Children’s Hospital Association Medically Complex Children Care Coordination proposal (discussed 
in detail in Section 6 above and in Appendix I) ensures seamless coordination among providers and 
in the family-to-provider relationships as the network covers the entire country and is built on 
communication and management among specialists and providers of community resources. No 
matter where the family moves, the network would be responsible for the “warm handoff” of 
primary care and care coordination and communicating among providers and families. Participation 
in this medically complex care coordination model would mitigate some of the most difficult aspects 
of relocations for medically complex EFMP families. 
 
Hand-offs versus Send-offs  
 
As discussed in other sections, military primary care managers (PCMs) do not always know what 
local services and supports are available in the community, or understand how to help families apply 
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for or receive those services.  Better coordination and communication is necessary. This is especially 
true when families are preparing to PCS. Naturally, moving among communities and states can be 
difficult for families with special needs, and again TRICARE inflexibility can exacerbate existing 
difficulties. There is not a process, for example, to allow families to set up appointments in advance 
with specialists, therapists, etc., before they arrive at their new duty station, which often prolongs the 
wait for services that are ongoing and critical needs. Furthermore, with no “warm hand-off” and 
ability to schedule appointments before the move is finalized, there is a loss in continuity and 
coordination of care. 
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Conclusion 
 
The DoD has comments and recommendations from military families, children’s health advocates, 
pediatric provider organizations and experts, and community representatives, and now has the 
opportunity to work together to create innovative care models and policies that meet the unique 
health needs of children, including the needs of our families of children with complex and special 
health care needs.  
 
These partnerships with the community take on a special significance given the transition that is and 
will be occurring over the coming years as warfighters continue to relocate, separate from service, 
and readjust to civilian life. Children’s hospitals and other stakeholders are committed to working 
with the DoD to ensure that military families receive the care they need before, during, and after 
transition and are spared from unnecessary challenges in seeking or obtaining that care. 
 
Children’s hospitals look forward to discussing the concerns and recommendations outlined more 
fully and to exploring the ways in which children’s hospitals can best partner with the DoD to serve 
our nation’s military families, provide input and insight to improve health care for military children, 
and create models that lead to improved care for all children. 
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TRICARE for Kids  
 
 

Unique Health Needs of Children 
Military Children Deserve Health Care Appropriate for Their Needs 

 
 
Children aren’t just “little adults” 
 
Children’s health care needs and standards of care are different and distinct from those of adults. Because 
they continually grow and develop, robust specialty care and services for children with special health care 
needs and chronic health conditions is especially critical. Furthermore, the requirement for this specialized 
health care and developmental support is an ongoing and serious matter of day-to-day life for families with 
children with special, chronic and/or complex health needs. 
 
Additionally, children utilize care at different rates, in different settings, and for different conditions than do 
adults. 
 
The following points, while by no means exhaustive, establish a framework of principles and facts that should 
be taken into consideration when recognizing and accounting for the different needs of children versus 
adults, and therefore pediatric care versus adult care. 
 

• Children are dependent on their parents and families. Period. Medical care and treatment 
options for the pediatric population must be structured and implemented in the context of 
the entire family. This fundamental difference in approach is different and maybe more 
cumbersome than approaches taken with the Medicare population. Excellent examples of the need 
for this approach can be found in behavioral health where treatment options which encourage family 
participation should be not only accepted but encouraged, as well as diabetes and other chronic 
conditions, e.g., a small child with diabetes will need family counseling and training as the child relies 
mainly on the parents during childhood, then older children and teens need differing counseling and 
training as they develop and take on more responsibility for their own decisions. 
 

• Pediatric care is regional in nature. Children, particularly those with special needs and complex 
medical conditions often must travel to another state or region of their state to receive the best care, 
or sometimes the only care, for their conditions, much more so than adults. Pediatric volumes are 
lesser and specialists therefore concentrate regionally and even nationally in some cases. 

 
• Children with special health needs and complex medical conditions require an array of 

primary, acute, post-acute, highly specialized, therapeutic, and continuing care, treatment, 
services and supports. The needs and associated utilization and costs vary widely among children. 
While a majority of children are healthy and/or experience only episodic acute illnesses, it is 
estimated that children with special health care needs account for approximately 16.2 percent of 
children and a disproportionate amount of health care expenditures. Special needs range single 
chronic conditions (e.g., asthma) to multiple chronic conditions and diseases or syndromes involving 
multiple organs and requiring assistive technology. Medically complex children, those whom are the 
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most vulnerable, with chronic conditions involving multiple illnesses and disabilities, comprise 
approximately 6% of children, about 120,000, covered by TRICARE, yet account for more than an 
estimated 40% of the cost of care. Care for medically complex children looks very different than it 
does for the typical child with an occasional injury or illness. The different care needs, the need for 
specialty care outside the military health system, and the need for ongoing care coordination by 
pediatric professionals are obvious for children with medically complex conditions. Children with 
medically complex conditions require the highest level of services and support from children’s 
hospitals due to the intensity of care and breadth of pediatric specialists required to care for their 
conditions. Even with TRICARE as their primary insurance, these children and their families also 
rely heavily on Medicaid, which forms a safety net for services and resources for medically complex 
children.  

 
• Pediatric volumes are less than adult volumes. TRICARE itself demonstrates this principle: with 

more than 9.6 million beneficiaries, there are only about 2 million children, or about 20%. Volumes 
impact care tremendously, one example as noted above regarding regional concentration of 
specialists.  

 
• In contrast to adults, families face challenges in accessing specialty services for their 

children due to shortages of pediatric specialists. This reality speaks to the need for coordination 
and the importance of viewing pediatric specialty care on a regional basis. A recent survey of 
children’s hospitals (which house the greatest concentration of pediatric specialists) shows 
tremendous delays in scheduling visits. For example, hospitals reported lengthy waits such as: 

o The average wait time is more than ten weeks for endocrinology visits; nine weeks for 
neurology visits; and more than 13 weeks for developmental pediatric visits, one of the 
subspecialties with the longest wait times.  

 
• Children’s health is influenced by many entities outside of the health care arena. Health plans 

such as TRICARE must be able to develop linkages with necessary entities in the community to 
influence the overall health of the child.  This is an important element in the proposed TFK 
collaborative model. TRICARE should encourage and assist families and DoD support services in 
developing strong relationships with community resources to achieve the best health outcomes for 
children.  

 
• Children require services and care specifically suited to their unique development and 

growth needs. Children grow and develop quickly and for many years, thus requiring differing 
treatment, equipment, frequency, and tailoring than adults in many instances. For example, diabetes 
counseling, a commonly covered benefit, should be tailored to ensure that parents are adequately 
trained when the child is young, that training and education is then available for older children and 
teens as they child grows; hearing aids and glasses may need more frequent updates; therapies must 
begin quickly upon identification and diagnoses, and may require more frequent visits or over a 
longer period of time than for adults. While the requirements may seem more intense, early and 
adequate intervention will ensure better outcomes and lower costs over time and throughout the life 
of the child. 

 
• Measures and methods are different when judging quality and outcomes for children as 

compared to adults. Central line infections in vulnerable pediatric patients exact a higher toll in 
morbidity and mortality than in adult patients, yet techniques that yield big reductions in infection 
rates in adults – practices related to inserting the line -- are not as effective in children. The Quality 
Transformation Network (the largest quality initiative in pediatrics) found that line maintenance is 
the key element in preventing infections in children. Similarly, mortality, although important, is less 
useful as an outcome for children since mortality is relatively rare. Other outcomes, such as school 
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readiness, are unique to children. Therefore, even well-meaning, forward-looking requirements for 
quality and outcomes may be skewed and ineffective if not tailored to the pediatric population.  

 
• Hospitalization rates and reasons are very different than for adults. While the highest rates of 

hospitalization for children are in the first year of life, for adults they occur at the end of life. Adults 
65-84 are hospitalized at a rate 15 times that of children 1-17 years old. Infants younger than 1 year 
of age experience the highest rates of hospitalization because nearly all births occur in hospitals. The 
most frequent principal diagnoses for hospital stays for ages 1 to 17 are for pneumonia, asthma, 
mood disorders, appendicitis, and infections. For ages 65 and above, the most frequent were 
congestive heart failure, osteoarthritis, pneumonia, coronary atherosclerosis, and cardiac 
dysrhythmias (2007). The majority of physician office visits in the first year of life are for well child 
and preventive care, while only a small percentage of visits by persons 65 years and over were for 
preventive care. Physician visits for adults 65 years and older were more than 7 times the rate of visits 
by children 5-14 years (2007). These differences demonstrate the potential impact of care and care 
models tailored for children and remind that the cost savings of prevention although occurring far in 
the future, will be well worth the effort. 

 
• Children have specialized pharmaceutical needs. Children often need customized medication for 

their unique needs, and customized pharmaceuticals are too often unavailable on the commercial 
market. It has been estimated that in a children’s hospital as much as 70 percent of the medications 
dispensed require some type of pharmacy customization. For example, medications commercially 
manufactured for adults are often packaged in doses too large or too strong to be given to children 
and must be divided down into smaller doses or diluted, must typically be preservative-free, and 
often must be converted from solid to liquid for infants who cannot yet eat. Another children’s 
medication reality is that children rely on “off-label” use of medications, i.e., drugs that have not 
been tested specifically for children. Although pediatric providers are adamant advocates for more 
pediatric specific research, and improvements have been made, pediatric research is far from 
universal, and children’s access to this off-label medication must be protected. 

 
TRICARE must meet the pediatric needs of children of military families 
 
Every aspect of the TRICARE health plan should recognize and account for these differences to ensure that 
children and their families receive appropriate care in proper settings and avoid unnecessary challenges in 
seeking or obtaining proper health care. 
 
Children of members of the Armed Forces deserve health care practices and policies that: 

• Are designed to meet their pediatric-specific needs; 
• Are developed and determined proactively and comprehensively; and 
• Protect and maintain their access to pediatric-specific treatments, providers, and facilities.  

(Sense of Congress, HR 4341, passed by House of Representatives, June 2012) 
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POLICY STATEMENT

Essential Contractual Language for Medical Necessity in
Children

abstract
The previous policy statement from the American Academy of Pediat-
rics, “Model Language for Medical Necessity in Children,” was pub-
lished in July 2005. Since that time, there have been new and
emerging delivery and payment models. The relationship established
between health care providers and health plans should promote
arrangements that are beneficial to all who are affected by these
contractual arrangements. Pediatricians play an important role in
ensuring that the needs of children are addressed in these emerging
systems. It is important to recognize that health care plans designed
for adults may not meet the needs of children. Language in health
care contracts should reflect the health care needs of children and
families. Informed pediatricians can make a difference in the care of
children and influence the role of primary care physicians in the new
paradigms. This policy highlights many of the important elements
pediatricians should assess as providers develop a role in emerging
care models. Pediatrics 2013;132:398–401

The American Academy of Pediatrics (AAP) published the policy
statement “Model Contractual Language for Medical Necessity in
Children” in July 2005.1 The chief principles articulated in that
statement are still relevant, but given the structural shifts in the
health care delivery system, they no longer adequately address the
unique needs of children. This revised policy statement is an update
of the 2005 statement.

In light of the passage and ongoing implementation of the Patient
Protection and Affordable Care Act (ACA [Pub L No. 111-148]) in 2010,
contractual obligations, as expressed in health plan-provider and
health plan-beneficiary agreements, have a new significance with
respect to the array of health care benefits made available to children
and families. In particular, a much used term—“medical necessity”—
is, in fact, generally ill defined. As stated in the previous policy
statement, “The term ‘medical necessity’ is used by Medicaid and
Medicare and in insurance contracts to refer to medical services that
are generally recognized as appropriate for the diagnosis, prevention,
or treatment of disease and injury.” The term is found in insurance
contractual language, and, as stated in the 2005 policy statement, “…
an intervention will be covered if it is an otherwise covered category
of service, not specifically excluded, and medically necessary.” It
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would appear that this statement
provides a straightforward pre-
sentation of medical necessity. How-
ever, health insurance coverage is
moderated by a host of federal reg-
ulations and statutes, state man-
dates, and other rules. Provider
agreements are usually written to
incorporate these rules and regu-
lations. As the US Department of
Health and Human Services moves to
implement the provisions of the ACA,
essential health care benefits are not
guaranteed to be the same in every
state. Consequently, benefits for
children may vary from state to state
or plan to plan and may contain
specific exclusions. The AAP advo-
cates for quality health care for
children that promotes optimal
growth and development with meas-
ures intended to prevent, diagnose,
detect, ameliorate, or palliate the
effects of physical, genetic, congeni-
tal, mental, or behavioral conditions,
injuries, or disabilities.

Individuals with health insurance
coverage, whether it be Medicaid,
Medicare, or commercial insurance
coverage, may be unaware of payment
or benefit restrictions for the medical
services they seek. In addition, ser-
vices ordered by a physician might only
be covered if conditions of medical
necessity are met. Medical necessity
means that a decision is needed about
appropriateness for a specific treat-
ment of a specific individual. The 2005
AAP statement drew on model language
developed by Stanford University2;
however, more specific considerations
are needed for children because of
their unique needs. Now, as the US
Department of Health and Human
Services is charged with implemen-
tation of the ACA, it is time to address
medical necessity and the needs of
children. Although Medicare has be-
come the de facto standard of health
care benefits and directly influences

commercial health care benefit plans,
it is important to realize that health
care standards designed for adult
care often will not meet the needs of
children. By and large, the Medicaid
program provides coverage for a sig-
nificant number of children, and it,
too, can be influenced by health care
standards designed for adults.

A definition of medical necessity for
children must recognize that the needs
of children differ from those of adults.
The foundation for medical necessity
for children should be based on the
comprehensive, fully inclusive set of
services provided by the Early and
Periodic Screening, Diagnosis, and
Treatment regimen embodied in Med-
icaid as well as the preventive care
recommendations in Bright Futures:
Guidelines for Health Supervision of
Infants, Children, and Adolescents, as
stipulated in Section 2713 of the ACA.3

The language in the Stanford state-
ment considered the scope of health
problems, evidence of effectiveness,
and value of the intervention. Medical
necessity should be guided by these
criteria, but health plan and even
Medicare language generalizes across
populations, as opposed to focusing
on specific individuals or groups, in-
cluding children, often in a manner
that is blind to their particular needs.
A definition of medical necessity is
needed that is more functional or
operational and specific to meet the
needs of children. Informed pedia-
tricians can help advance such a defi-
nition.

Variability in “Essential Health Bene-
fits,” as intended by the ACA, is also
cause for concern. There are 10 cat-
egories of Essential Health Benefits,
including item 10—pediatric services
including vision and oral care. The
states are allowed individually to
define the benefits for each of these
10 categories. Therefore, there is a
great likelihood of significant variation

in pediatric benefits throughout the
nation. States are likely to use differ-
ent methods of determining medical
necessity.

Some examples may help to illustrate
the unique needs of children. One
such example is the nuance between
rehabilitative and habilitative ser-
vices. Rehabilitative and habilitative
services and devices are specifically
addressed as 1 of 10 necessary cat-
egories of Essential Health Benefits in
the ACA. Currently, in many instances,
health care coverage is limited to
rehabilitative services, referring to
the need to restore a lost function.
Habilitation suggests a function or
skill not yet acquired or attained.
More specifically, the National Asso-
ciation of Insurance Commissioners
defines habilitation as “health care
services that help a person keep,
learn, or improve skills and func-
tioning for daily living.” With today’s
medical knowledge, conditions poorly
understood in the past may now be
subject to significant improvement,
even functions that have not yet
been acquired. Habilitation and re-
habilitation services are usually pro-
vided by the same professionals, the
only difference being the indication
for therapeutic intervention. The case
is also illustrated when one consid-
ers speech therapy for a child with
autism or physical therapy for a child
with hypotonia—motor skills and
developmental milestones not yet
achieved. Every newborn infant is
a well of unknown potential. The
terms habilitative and rehabilitative
should be interchangeable where
children are concerned. Develop-
mental milestones represent stand-
ards achieved by most children in
a given time frame, but not all chil-
dren follow the same trajectory. A
primary focus needs to be on the
potential for functional gain—hence,
habilitative services.
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Evidence of effectiveness is a corner-
stone of medical necessity, yet such
data for children may not be readily
available. It would be beneficial if
medical necessity was governed by
traditional evidence grading, and if not
available, a hierarchy or algorithm of
standards should be applied. The AAP
has published 2 policy statements to
aid decision makers in classifying
clinical recommendations and ensur-
ing transparency in issuing clinical
guidelines.4,5 If patient-centered or
scientific evidence for children is in-
sufficient, then professional standards
of care for children must be consid-
ered. The AAP, other pediatric medical
specialty societies, and consensus
expert pediatric opinion could serve
as references for defining essential
pediatric care in the context of medi-
cally necessary services. Hence, the
pediatric definition of medical ne-
cessity should be as follows: health
care interventions that are evi-
dence based, evidence informed,
or based on consensus advisory
opinion and that are recommended
by recognized health care pro-
fessionals, such as the AAP, to
promote optimal growth and de-
velopment in a child and to pre-
vent, detect, diagnose, treat,
ameliorate, or palliate the effects
of physical, genetic, congenital,
developmental, behavioral, or men-
tal conditions, injuries, or dis-
abilities.

Value is another parameter in the
consideration of medical necessity.
Value is not simply a cost-benefit
assumption. Value, in fact, may be
a subjective consideration. The re-
cipient may have an entirely different
perception of value than the provider
or payer. Value implies quality (ie,
access to age-appropriate care, in an
appropriate setting, by appropriate
personnel) plus desired outcome
at a reasonable cost. Pediatricians

recognize the so-called marginal effect
of some services—extensive inter-
ventions for limited or no essential
benefit. However, children deserve the
intent embedded in the Medicaid
provision of the Early and Periodic
Screening, Diagnosis, and Treatment
regimen, specifically treatment. Given
a pediatric definition of medical ne-
cessity as mentioned previously, the
value of services might also be con-
sidered. Examples in which this is
particularly true include children with
autism spectrum disorders, neuro-
developmental disorders, or expres-
sive speech delay, conditions for
which needs are unique and im-
provement may be slow. Similarly,
services that have been provided for
an appropriate period of time by an
appropriate provider could be dis-
continued if there is no measureable
benefit. In short, services should be
provided to children, but continuity is
only ensured if there is evidence of
a significant measureable benefit. It
may be that the only therapeutic
benefit is maintenance at a given level
of function. If this facilitates more
manageable daily living, then the
service has value. This might best be
exemplified by the continuation of
occupational or physical therapy for
a child with neurologic damage if only
to facilitate safe transfers or to min-
imize the usual contractures. The goal
is to achieve value for both the re-
cipient and the provider. Resources
are limited, but every child, with or
without disability, deserves the op-
portunity to declare his or her po-
tential for improvement in his or her
daily life. Difficult decisions are part
of medical necessity. Cost should not
be the basis for denial of services, but
the delivery of care in a setting that
demonstrates lower cost could be
acceptable if quality is not compro-
mised.

Transparency in today’s health care
delivery system is essential to credi-
bility. Health plans need to be clear
with respect to the evaluation and
determinations of medical necessity.
The decision pathway, authority cre-
dentials of decision makers, and
timeliness in the process should
feature identifiable criteria or
benchmarks in rendering decisions
relevant to medical necessity. The
expectations of all health plans, in-
cluding Medicaid and Medicare,
should be clear in anticipation of
medical necessity requirements, and
similarly, the decision-making pro-
cess should be equally transparent.
Consideration might be given to the
role of a family advocate or om-
budsmen in protecting children and
families and intervening to aid in
solving their problems related to
medical necessity decisions.

As health care reform advances, con-
tracts between providers of care and
health care organizations, whether
they are medical group practices, ac-
countable care organizations, or
health plans, will define expectations
and obligations. Essential language
should exist to address the unique
needs of children in the context of
medical necessity. The right of a child
to optimal growth and development
should be a universal expectation
limited only by the restraints of
physical or genetic conditions. New
and emerging health care delivery
models, including accountable care
organizations, bundled payments cov-
ering hospital and physician services,
disease-management models, and
others, will influence how health care
services are managed for beneficia-
ries. There will also be contractual
arrangements with providers of pri-
mary and specialty care, and federal
and/or state regulations will influence
these contractual relationships. This
time of transition affords pediatricians
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an opportunity to affect not only
overall health care benefits but also
the medical necessity decisions that
affect pediatric care. All of these
agreements should feature essential
language that recognizes the unique
needs of children and ensures more
equitable care for all children. The AAP
and its member pediatricians are the
informed advocates who can advance
a better understanding of medical

necessity decisions on behalf of chil-

dren.
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Comprehensive Mental Health Services for Children and Adolescents in the Military 

 

The need for comprehensive mental health care for all children and adolescents cannot be understated. 

Across the nation, 1 in 5 children has a diagnosable mental illness and 1 in 10 has a serious mental illness 

that impairs overall level of functioning at home, school and/or in the community.  It has been shown 

that children and adolescents with untreated mental health disorders have more difficulty in school, 

more involvement with the criminal justice system and fewer stable and long-term placements in the 

child welfare system than their peers (Children’s Law Center 2013). 

Children and adolescents of military families are a unique population of youth who in general have 

similar unmet mental health care needs as their peers but in particular have life experiences by the very 

nature of their parent(s)’ profession  that may vary significantly from their peers and place them at 

greater risk. The United States military force includes over 2.2 million volunteer service members. Three 

out of five service members who are deployed or are preparing for deployment have spouses and/or 

children.  Since the start of Operation Enduring Freedom and Operation Iraqi Freedom more than 2 

million children of United States military members have been affected by wartime deployment, 

including 30,000 youth subject to parental death or injury (Esposito-Smythers 2011). It has been shown 

that wartime deployment places significant strain on military families with increased rates of marital 

conflict and domestic violence, increased risk of parental maltreatment or neglect of children, spousal 

depression, anxiety and “secondary traumatization” that impedes effective parenting and increased risk 

of emotional and behavioral problems among military children (Saltzman 2011).  Deployment is a 

multiphase process with unique stressors associated with each phase of the cycle. The deployment cycle 

is characterized as four distinct phases including pre-deployment (period from notification to 

deployment), deployment (departure period), reunion (period of preparation just prior to return), and 

post deployment or re-unification (period after return) (Esposito-Smythers 2011). 

Children face a variety of challenges at all stages of deployment, as they prepare for the absence of one 

of their parents, adapt to changes in the home that are inevitable consequences of that absence, and 

then readjust to the return of their parents months or even a year or more later (Gerwirtz 2011).  These 

challenges occur within the context of a heightened sense of danger within the child’s multiple 

ecologies: family, school and the military community (Lester 2010). As their parents have committed to 

fighting for and dying for our freedom, it is clear that with or without an identified mental illness, 

children and adolescents of military families deserve at minimum appropriate access to a 

comprehensive array of mental health services and the highest quality of care.  
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A comprehensive, effective mental health care system of services for all children and adolescents and 

those youth in military families in particular should be strength based and child and family centered.  It 

should have prevention as a primary component in addition to services that address different levels of 

acuity from least restrictive to most restrictive.  It should also utilize an approach that meets the family 

where they are and attempts to sustain the child in their natural setting (at home and in the community) 

when clinically appropriate.  Collaboration and care coordination should be its cornerstone as families 

have multiple needs and services should be individualized to meet those needs. Thus, as a child moves 

through different levels of care and/or requires a variety of services effective communication and 

collaboration through the system of care is essential.  Lastly, providers should be highly skilled, culturally 

competent clinicians, well versed in evidence based treatment modalities and have a greater 

understanding of the unique experiences and stressors that a military family may confront each day that 

may ultimately affect their children’s emotional and social well-being. 

It has been well researched that stressors associated with the deployment cycle can lead to depression, 

anxiety and behavior problems in children as well as psychological distress in the military spouse 

(Esposito-Smythers 2011).  Thus, it is imperative that appropriate mental health services are available 

for each military family during all stages of the deployment cycle.  The service continuum should include 

prevention, early identification and comprehensive treatment services ranging from high fidelity 

wraparound services to individual and family therapy and medication management. When clinically 

appropriate families should have access to psychiatric inpatient units, partial hospitalization and 

residential treatment.  

1.  Prevention:  

a.  Presently, the Department of Defense has developed and funded primarily 

psychoeducational/preventive programming for youth and families.  Services include: 

Spousal support groups, psychoeducational groups and videos for youth (Military Youth 

Deployment Support Video Program), community partnerships that offer recreational, social 

and educational activities for youth in their local communities, peer based prevention 

programs that focus on resiliency developed for school and camp settings(Operation: 

Military Kids), and family based psychoeducational program - Families Over Coming Under 

Stress (FOCUS) which focuses on problem solving, communication skills, emotional 

regulation which has demonstrated an improvement in child’s pro-social functioning and 

use of positive coping strategies  (Saltzman 2011).  These types of programs are essential 

throughout the service continuum and should continue to be funded and expanded to 

ensure access for all military families. 

b. An important element of prevention is early identification which can begin during the 

prenatal period.  Prenatally there should be routine screenings for maternal depression  
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during medical visits, parenting classes should be offered during this time as well as spousal 

support groups especially for families with a deployed parent. At birth, these families should 

have access to home visiting programs which promote positive parent-child relationships 

and healthy child development.  There should be ongoing screening for maternal depression 

during pediatric well child visits and follow up post-partum visits with OB/GYN. At pre-

school age, there should be mental health consultation and intervention services provided 

for pre-school and child care programs. Basic mental health screenings should be 

implemented during pediatric well child visits and if there is a positive screen the child and 

family should be referred for a comprehensive assessment by a mental health clinician and 

if clinically indicated referred to such programs as Head Start and Incredible Years. 

 

2.  Treatment Services: 

a. In order to identify a child who may need brief or long term mental health treatment a 

comprehensive assessment must be completed.  There are several portals through which a 

child may pass for this to be accomplished. For urgent or emergent situations a child may be 

assessed through the Emergency Room by a mental health clinician or a Mobile Crisis team.  

In a recent joint report from SAMHSA and CMCS, mobile crisis and stabilization services have 

been instrumental in defusing and de-escalating difficult mental health situations and 

preventing unnecessary out of home placements, hospitalizations in particular which is 

extremely important for military families who may have been or are currently experiencing 

issues of separation and loss (SAMHSA 2013).  For non-urgent or emergent situations 

assessments are usually conducted in an outpatient clinic setting.  School based mental 

health programs have demonstrated a long history of efficacy in producing positive 

educational, emotional and social outcomes for children and families. Thus, ongoing mental 

health consultation and intervention services should be provided in the elementary, middle 

and high school educational levels. In addition, consultation services should also be provided 

by child psychiatrists to pediatric subspecialists to assess and provide treatment 

recommendations for children in primary care settings. 

b. Once a comprehensive assessment has been completed a treatment plan can be developed. 

Level of care must be determined. For high acuity levels, inpatient hospitalization, partial 

hospitalization and residential (for chronic debilitating illness) should be considered.  If 

outpatient treatment is determined to be appropriate then there is an array of services that 

should be available which include: high fidelity wraparound services which include flex 

funds, intensive in home services, individual, family and group therapy and 

psychopharmacotherapy (SAMHSA 2013).  Treatment modalities should be evidenced based 

which should include cognitive behavioral therapy, trauma focused cognitive behavioral  
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therapy, behavioral therapy, parenting skills training and dialectical behavioral therapy for 

adolescents.  Clinicians should be able to address issues regarding attachment, separation 

and loss, grief and bereavement, social skills, adaptive coping skills and skill building. For co-

occurring disorders, adolescents should be referred for appropriate substance abuse 

treatment which includes both individual and family work.  Throughout all levels of care 

peer and family support services should be automatically linked with services.  Providers of 

peer and family support services are family members or youth with “lived experience” who 

have personally faced the challenges of coping with serious mental health conditions either 

as a consumer or as a caregiver and for military families in particular are familiar with 

military culture and experience (SAMHSA).  In addition, in order to prevent out of home 

placements, respite services should be available for at risk families. 

c. Ongoing training, consultation/supervision for providers must be provided and embedded 

into the service delivery model to meet basic standard of care for evidence based practices. 

d. Cultural sensitivity and competence is also a measure that must be met for all treatment 

providers caring for youth in military families. 

e. Outcome measures for all services provided must also be a component of the service 

delivery model.  Instruments such as the Child and Adolescent Functioning Assessment Scale 

(CAFAS),Child and Adolescent Needs and Strengths (CANS),  Child Behavioral Checklist 

(CBCL) for example should be considered for outcome measures at certain intervals during 

the course of treatment and thereafter. 

In recent studies, the abovementioned mental health services have demonstrated a positive impact for 

children and families receiving Medicaid in the following areas: reduced costs of care, improved school 

attendance and performance, increase in behavioral and emotional strengths, improved clinical and 

functional outcomes, more stable living situations, improved attendance at work for caregivers, reduced 

suicide attempts and decreased contact with law enforcement (SAMHSA 2013). Similar to families who 

receive Medicaid, military families subject to the cycle of deployment undergo unique psychosocial 

stressors which place them at risk for mental health problems.  Given their sacrifice for our freedom, a 

continuum of care is not only needed but has also proven to be efficacious for even the most at risk 

population of youth. 
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Endowed Professor & Chair 
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Joint CMCS and SAMHSA Informational Bulletin 

 
DATE:  May 7, 2013 
 
FROM:  Cindy Mann, Director  

Center for Medicaid and CHIP Services 
 
Pamela S. Hyde, J.D., Administrator 
Substance Abuse and Mental Health Services Administration 

 
SUBJECT: Coverage of Behavioral Health Services for Children, Youth, and Young   

Adults with Significant Mental Health Conditions 
 
This Informational Bulletin is intended to assist states to design a benefit that will meet the needs 
of children, youth, and young adults with significant mental health conditions.  Children with 
significant emotional, behavioral and mental health needs can successfully live in their own 
homes and community with the support of the mental health services described in this document.  
These services enable children with complex mental health needs – many of whom have 
traditionally been served in restrictive settings like residential treatment centers, group homes 
and psychiatric hospitals – to live in community settings and participate fully in family and 
community life.  
 
The information in this Bulletin is based on evidence from major U.S. Department of Health and 
Human Services (HHS) initiatives that show that these services are not only clinically effective 
but cost effective as well.  The Bulletin also identifies resources that are available to states to 
facilitate their work in designing and implementing a benefit package for this vulnerable 
population.  Developing these services will help states comply with their obligations under the 
Americans with Disabilities Act (ADA) and to Medicaid’s Early Periodic Screening, Diagnostic 
and Treatment (EPSDT) requirements, specifically with respect to mental health and substance 
use disorder services1.  Many of these resources are from states, and we look forward to 
continuing to work with states and stakeholders to add to this resource list and to provide further 
assistance in assuring that children receive the care they need.  Please contact John O’Brien at 
John.O'Brien3@cms.hhs.gov for questions about this Bulletin or to suggest additional resources. 
 
Background  
Over the past 2 decades, 2 major federal initiatives have addressed the needs of children and 
youth with significant mental health conditions: Substance Abuse and Mental Health Services 
Administration’s (SAMHSA) Children’s Mental Health Initiative (CMHI) and the Centers for 

                                                           
1 http://www.ada.gov/olmstead/q&a_olmstead.pdf. 
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Medicare & Medicaid Services (CMS) Psychiatric Residential Treatment Facility (PRTF) 
Demonstration Program.  The CMHI program promotes a coordinated, community-based 
approach to care for children and adolescents with serious mental health challenges and their 
families.  The PRTF Demonstration Program was designed to determine the effectiveness of 
community-based services for youth who are in, or at risk of entering, a PRTF.  Both of these 
programs target similar children and youth who have significant mental health conditions and in 
some instances needing inpatient psychiatric or residential treatment. 
 
Results from these programs have consistently found that the implementation of home and 
community-based services for this population have made significant improvement in the quality 
of life for these children, youth, and family.  These have also shown a positive impact on 
Medicaid programs that have designed benefits for this population.  
 

• Reduced costs of care – The PRTF evaluation showed that state Medicaid agencies 
reduced the overall cost of care.  For example, home and community-based services 
provided to children and youth in the PRTF demonstration cost 25 percent of what it 
would have cost to serve the children and youth in a PRTF, an average savings of 
$40,000 per year per child.  State Medicaid agencies’ annual costs per child were reduced 
significantly within the first 6 months of the program. 

• Improved school attendance and performance - After 12 months of service, 44percent of 
children and youth improved their school attendance and 41 percent improved their 
grades as compared to their attendance and grades prior to participating in the program. 

• Increase in behavioral and emotional strengths - 33 percent of youth significantly 
improved their behavioral strengths after 12 months of service and 40 percent after 24 
months compared to their strengths as measured prior to participating in the program. 
Behavioral and emotional strengths include the ability to form interpersonal relationships, 
positive connection with family members, positive functioning at school, ability to 
demonstrate self-confidence.   

• Improved clinical and functional outcomes - According to caregiver reports, 40 percent 
of children served in the CMHI program showed a decrease in clinical symptoms from 
when they entered the program. 

• More stable living situations - The percentage of children and youth in CMHI who 
remained in a single living situation rather than multiple living situations during the 
previous 6 months increased from 70 percent at intake to 81 percent at 24 months.   

• Improved attendance at work for Caregivers - Caregivers who were employed at intake 
reported missing an average of 6.2 days of work in the 6 months prior to participation in 
the program due to their child’s behavioral or emotional problems.  This decreased to 4.0 
days at 12 months of program participation, and to 2.8 days at 24 months of program 
participation. 

• Reduced suicide attempts - Within 6 months of service in CMHI, the number of youth 
reporting thoughts of suicide decreased from intake into the program by 51 percent and 
the number of youth reporting a suicide attempt decreased by 64 percent. 

• Decreased contacts with law enforcement - For youth involved in the juvenile justice 
system, arrests decreased by nearly 50 percent from intake into the program after 12 
months of service in CMHI. 
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Specific information regarding SAMHSA’s CMHI program can be found at 
http://store.samhsa.gov/shin/content//PEP12-CMHI2010CD/PEP12-CMHI2010CD.pdf. 
 
More information about the PRTF Demonstration including National Evaluation reports can be 
found at http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Delivery-
Systems/Institutional-Care/Alternatives-to-Psychiatric-Residential-Treatment-Facilities-
Demonstration-PRTF.html. 
 
Benefit Design 
  
The CMHI and PRTF Demonstration programs offered an array of services to meet the multiple 
and changing needs of children and youth with behavioral health challenges and the needs of 
their families.  While the core benefit package for children and youth with significant mental 
health conditions offered by these two programs included traditional services, such as individual 
therapy, family therapy, and medication management, the experience of the CMHI and the PRTF 
demonstration showed that including a number of other home and community-based services 
significantly enhanced the positive outcomes for children and youth.  These services include 
intensive care coordination (often called wraparound service planning/facilitation), family and 
youth peer support services, intensive in-home services, respite care, mobile crisis response and 
stabilization, and flex funds.  Each of these services is described below. 
  
Intensive Care Coordination: Wraparound Approach  
Intensive care coordination includes assessment and service planning, accessing and arranging 
for services, coordinating multiple services, including access to crisis services.  Assisting the 
child and family to meet basic needs, advocating for the child and family, and monitoring 
progress are also included.  
 
The wraparound approach is a form of intensive care coordination for children with significant 
mental health conditions.  It is a team-based, collaborative process for developing and 
implementing individualized care plans for children and youth with complex needs and their 
families.  This approach focuses on all life domains and includes clinical interventions and 
formal and informal supports.  The wraparound “facilitator” is the intensive care coordinator 
who organizes, convenes, and coordinates this process.  The wraparound approach is done by a 
child and family team for each youth that includes the child, family members, involved 
providers, and key members of the child’s formal and informal support network, including 
members from the child serving agencies.  The child and family team develops, implements, and 
monitors the service plan.  Information about wraparound can be found on the website of the 
National Wraparound Initiative at http://www.nwi.pdx.edu/wraparoundbasics.shtml.  
 
State specific information regarding Intensive Care Coordination/Wraparound Service 
Planning/Facilitation can be found at:  
 

• https://myshare.in.gov/FSSA/dmha/caprtf/Providers/Service%20Definitions/Service_Defi
nitions_YR_2_2008-09_50809.pdf (Indiana) 

• http://www.mass.gov/eohhs/gov/commissions-and-initiatives/cbhi/home-and-community-
based-behavioral-health-srvcs.html (Massachusetts) 
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• http://county.milwaukee.gov/WraparoundMilwaukee.htm (Wisconsin) 
 
Peer Services:  Parent and Youth Support Services 
Parent and youth support services include developing and linking with formal and informal 
supports; instilling confidence; assisting in the development of goals; serving as an advocate, 
mentor, or facilitator for resolution of issues; and teaching skills necessary to improve coping 
abilities.  The providers of peer support services are family members or youth with “lived 
experience” who have personally faced the challenges of coping with serious mental health 
conditions, either as a consumer or a caregiver.  These peers provide support, education, skills 
training, and advocacy in ways that are both accessible and acceptable to families and youth.  
Almost all of the PRTF demonstration states and many CMHI projects included peer-to-peer 
support services for the parents, guardians, or caregivers of children and youth with mental 
health conditions, as well as peer-to-peer support services for youth. 
  
State specific information regarding states’ peer services for parents and youth can be found at: 
  
http://familyinvolvementcenter.org/index2.php?option=com_content&do_pdf=1&id=3 (Arizona) 

• http://rosied.org/resources/Documents/Family%20Support.program%20specs.final.doc 
(Massachusetts)  

• http://medschool.umaryland.edu/uploadedFiles/Medschool/Departments/Department_of_
Psychiatry/Division_of_Child_and_Adolescent_Psychiatry/Child_and_Adolescent_Ment
al_Health_Innovations_Center/RTC_Docs/COMAR%2010.09.79-FINAL.pdf (Maryland) 

 
The CMS guidance regarding the use of peer supports for peer to peer services for parents, 
guardians and caregivers can be found at:  http://www.medicaid.gov/Medicaid-CHIP-Program-
Information/By-Topics/Benefits/Downloads/Clarifying-Guidance-Support-Policy.pdf  
 
Intensive In-Home Services 
Intensive in-home services are therapeutic interventions delivered to children and families in 
their homes and other community settings to improve youth and family functioning and prevent 
out-of-home placement in inpatient or PRTF settings.  The services are typically developed by a 
team that can offer a combination of therapy from a licensed clinician and skills training and 
support from a paraprofessional.  The components of intensive in-home services include 
individual and family therapy, skills training and behavioral interventions.  Typically, staff 
providing intensive in-home services have small caseloads to allow them to work with the child 
and family intensively, gradually transitioning them to other formal and informal services and 
supports, as indicated.  Information on such services from these states can be found at: 
  

• http://www.ct.gov/dcf/cwp/view.asp?a=2558&q=314366 (Connecticut) 
• http://www.mh.state.oh.us/what-we-do/provide/intensive-home-based-

treatment/index.shtml (Ohio) 
• http://www.dphhs.mt.gov/mentalhealth/children/i-home/PolicyManual.pdf (Montana) 

 
Respite Services 
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Respite services are intended to assist children to live in their homes in the community by 
temporarily relieving the primary caregivers.  Respite services provide safe and supportive 
environments on a short-term basis for children with mental health conditions when their 
families need relief.  Respite services are provided either in the home or in approved out-of-
home settings.  All CMHI and PRTF demonstrations provide some form of respite care.  
 
Descriptions of respite services can be found at:  
 

• https://myshare.in.gov/FSSA/dmha/caprtf/Providers/Service%20Definitions/Service_Defi
nitions_YR_2_2008-09_50809.pdf (Indiana) 

• http://new.dhh.louisiana.gov/assets/docs/BehavioralHealth/LBHP/LBHPSvcsManv4b.pdf 
(Louisiana) 

• http://www.dphhs.mt.gov/mentalhealth/children/i-home/PolicyManual.pdf (Montana) 
 

Mobile Crisis Response and Stabilization Services  
Mobile crisis response and stabilization services are instrumental in defusing and de-escalating 
difficult mental health situations and preventing unnecessary out-of-home placements, 
particularly hospitalizations.  Mobile crisis services are available 24/7 and can be provided in the 
home or any setting where a crisis may be occurring.  In most cases, a two-person crisis team is 
on call and available to respond.  The team may be comprised of professionals and 
paraprofessionals (including peer support providers), who are trained in crisis intervention skills 
and in serving as the first responders to children and families needing help on an emergency 
basis.  In addition to assisting the child and family to resolve the crisis, the team works with them 
to identify potential triggers of future crises and learn strategies for effectively dealing with 
potential future crises that may arise. 
 
Residential crisis stabilization provides intensive short term, out of home resources for the child 
and family, helping to avert the need for psychiatric inpatient treatment.  The goal is to address 
acute mental health needs and coordinate a successful return to the family at the earliest possible 
time with ongoing services.  During the time that the child is receiving residential crisis 
stabilization, there is regular contact between the team and the family to prepare for the child's 
return to the family.  An example from a state that provides crisis stabilization service can be 
found at: http://www.bhc.state.nm.us/pdf/H2011%20Crisis.pdf (New Mexico) 
 
Flex Funds (Customized Goods and Services)  
Flex funds may be used under certain Medicaid authorities to purchase non-recurring, set-up 
expenses (such as furniture, bedding, or clothing) for children and youth.  For example, flex 
funds may be requested for the one-time payment of utilities or rent or other expenses as long as 
the youth and family demonstrate the ability to pay future expenses.  Flex funds can be 
particularly useful when a youth is transitioning from the residential treatment setting to a family 
or to independent living.  It should be noted that flex funds can be used for purposes other than 
transition, such as academic coaching, memberships to local girls or boys clubs, etc.  Flex funds 
are only available to individuals participating in various Medicaid waivers and/or the 1915(i) 
program.  Examples of states that have created flexible funding for goods and services for 
children and youth with mental health conditions are listed below: 
 

53

https://myshare.in.gov/FSSA/dmha/caprtf/Providers/Service%20Definitions/Service_Definitions_YR_2_2008-09_50809.pdf
https://myshare.in.gov/FSSA/dmha/caprtf/Providers/Service%20Definitions/Service_Definitions_YR_2_2008-09_50809.pdf
http://new.dhh.louisiana.gov/assets/docs/BehavioralHealth/LBHP/LBHPSvcsManv4b.pdf
http://www.dphhs.mt.gov/mentalhealth/children/i-home/PolicyManual.pdf
http://www.bhc.state.nm.us/pdf/H2011%20Crisis.pdf


Informational Bulletin – Page 6 

• http://www.omh.ny.gov/omhweb/guidance/hcbs/html/FamilyFlexFundLetter.htm (New 
York) 

• https://myshare.in.gov/FSSA/dmha/caprtf/Providers/Service%20Definitions/Service_Defi
nitions_YR_2_2008-09_50809.pdf (Indiana) 
  

Trauma-Informed Systems and Evidence-Based Treatments Addressing Trauma 
Across the country, including system of care sites and the PRTF demonstration states, there is an 
increased awareness of the impact of trauma.  Children and youth with the most challenging 
mental health needs often have experienced significant trauma in their lives.  The Adverse 
Childhood Experiences (ACE) study has reported short and long-term outcomes of childhood 
exposure to certain adverse experiences that include a multitude of mental health, health and 
social problems.  More information on the ACE study can be found at:  
http://www.cdc.gov/ace/findings.htm  
 
To begin addressing the trauma needs, many states are providing training and coaching for their 
clinicians in evidence-based practices such as Trauma-Focused Cognitive Behavioral Therapy 
(TF-CBT) and Parent-Child Interaction Therapy (PCIT).  Many states are also exploring new 
policies and practices to ensure that they have trauma-informed systems of care that will be less 
likely to re-traumatize the children and youth they serve.  To assist in developing new policies, 
practices, training, and coaching for trauma-informed care, a manual and documentary film is 
being developed in a cooperative effort with the participating states. 
 
Additional resources related to trauma can be found on the National Child Traumatic Stress 
Network website at: http://www.nctsn.org/  
 
Other Home and Community-Based Services 
States have also developed service definitions for a variety of additional home and community-
based services that have proven to be important for children and youth with mental health 
conditions to be successful in the community.  This includes: mentoring, supported employment 
for older youth, and consultative services.  These types of services may be provided through 
1915(c) waivers and the 1915(i) program.  
 
Additional information regarding the description of each of the PRTF demonstration state’s 
service arrays and definitions, including those listed in “other home and community-based 
services can be found in the 2008 Implementation Status Report at 
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Delivery-
Systems/Downloads/CBA-Implementation-Status-Report-Final.pdf  
 
Medicaid Authorities and Demonstration Programs  
 
States have significant flexibilities in the Medicaid program to cover mental health and substance 
use services for youth with significant mental health conditions.  CMS staff are available to 
states to further discuss how they can use the authorities below to promote better coverage.  
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1905(a) Authority  
Many of the services that were core to the success of the CMHI and PRTF Demonstration 
program can be covered through 1905(a) authority, generally through targeted case management 
or rehabilitative services.  States that have used the 1905(a) authority as a foundation for their 
benefit design for children and youth with significant mental health conditions include: 
Massachusetts, Connecticut, New Mexico and Hawaii.  More information about some of these 
states can be found at:   

• http://www.mass.gov/eohhs/gov/commissions-and-initiatives/cbhi/ (Massachusetts) 
• http://www.bhc.state.nm.us/BHServices/ServiceDefinition.html (New Mexico) 

 
1915(c) Authority 
Some states have used the 1915(c) Home and Community-Based Services (HCBS) program to 
develop good benefit designs for children and youth with significant mental health conditions.  
The nine states that participated in the PRTF five-year demonstration grants utilized the 1915(c) 
waiver authority.  These states included:  Alaska, Georgia, Indiana, Kansas, Maryland, 
Mississippi, Montana, South Carolina and Virginia.  Eight other states also use the 1915(c) 
authority for these children and youth.  These states include:  New York, Michigan, Wisconsin, 
Louisiana, Texas, Iowa, Kansas, and Wyoming.  States have used these HCBS waivers to expand 
their array of home and community-based services and supports for this population with a view 
towards improving outcomes and reducing costs.  Below are links to some states’ 1915(c) HCBS 
Waivers for children and youth with significant mental health conditions: 
https://myshare.in.gov/FSSA/dmha/caprtf/PRTF%20Transition%20Waiver/ 
1915c%20PRTF%20Transition%20Waiver_CMS%20Application.pdf.  For more information 
about 1915(c) Home and Community Based Waivers, please access Medicaid.gov: 
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/Home-and-
Community-Based-1915-c-Waivers.html 
 
1915(b) Authority 
1915(b) Waivers are one of several options available to states that allow the use of managed care 
in the Medicaid Program.  When using the 1915(b) authority, states have various options for 
implementing managed care including the authority to restrict the types of providers that people 
can use to access Medicaid benefits and the ability to use the savings to the state from a managed 
care delivery system to provide additional services or restrict the number or type of providers 
who can provide specific Medicaid services.  Louisiana, Michigan, Iowa and California are 
examples of states that have used the 1915(b) authority (and sometimes a combination of 
1915(b) and 1915(c) and other authorities) for their children’s mental health delivery systems.  
More information regarding their managed care approaches for these delivery systems can be 
found at: 
 

• http://new.dhh.louisiana.gov/index.cfm/page/538 (Louisiana) 
• http://www.ime.state.ia.us/Reports_Publications/RFP/IowaPlan.html (Iowa) 
• http://www.michigan.gov/documents/mdch/Managed_Speciality_Services_and_Supports

_Waiver_364598_7.pdf (Michigan) 
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1115 Authorities 
Section 1115 of the Social Security Act gives the Secretary of HHS authority to approve 
experimental, pilot, or demonstration projects that further the objectives of the Medicaid and the 
Children’s Health Insurance Program (CHIP).  These demonstrations give states additional 
flexibility to design and improve their programs, to demonstrate and evaluate policy approaches, 
such as providing services not typically covered by Medicaid, and using innovative service 
delivery systems that improve care, increase efficiency, and reduce costs.  Many section 1115 
demonstrations include mental health services for children and youth.  Most recently, Arizona 
received approval for a section 1115 demonstration that integrates physical and behavioral health 
services provided to children enrolled in the Children’s Rehabilitative Services program.  More 
information on this section 1115 demonstration can be found at: 
http://www.azahcccs.gov/reporting/federal/waiver.aspx.  
 
1915(i) State Plan Amendment  
Section 1915(i) state plan amendment (SPA) provides an opportunity for states to amend their 
state Medicaid plans to offer intensive home and community-based behavioral health services 
that were previously provided primarily through 1915(c) HCBS waivers programs.  Intensive 
care coordination, respite, parent and youth support partners, and other services can be offered 
under 1915(i) and serve children and youth with significant mental health conditions.  Under 
1915(i) states may not waive the requirement to provide services statewide, nor can they limit the 
number of participants in the state who may receive the services if they meet the population 
definition.  Unlike the 1915(c) waiver program, the 1915(i) delinks the provision of services with 
participants meeting an institutional level of care.  In order to target the initiative and limit costs, 
states may identify a specific population and establish additional needs-based criteria. For 
example, a state could develop need-based criteria only for children and youth at risk of removal 
from their homes or in need of intensive community-based services and behavioral interventions 
in their homes, schools, or communities to control aggressive behavior towards self and others.  
An example of a state with approved 1915(i) SPAs for children and youth with significant 
mental health conditions is: 

• http://www.dphhs.mt.gov/mentalhealth/children/i-home/PolicyManual.pdf (Montana) 
 
For more information about the 1915(i) SPA and beneficiary eligibility please access 
Medicaid.gov:  http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-
Topics/Long-Term-Services-and-Support/Home-and-Community-Based-Services/Home-and-
Community-Based-Services-1915-i.html. 
 
Section 2703 Health Homes 
Health homes (Affordable Care Act-Section 2703) are a Medicaid state plan option available for 
states to design programs to better serve persons with chronic conditions, including serious and 
persistent mental health conditions.  Health homes must provide for an individual’s primary care 
and disability-specific service needs, and must provide care management and coordination for all 
of the services needed by each enrolled individual.  The major goal is to provide more 
comprehensive, coordinated, and cost-effective care for individuals with chronic conditions, 
including children and youth with serious emotional disturbances, than generally provided when 
services are fragmented across multiple health providers and organizations. 
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Federal match of 90 percent is available for 2 years for the following services provided through 
the health home authority: comprehensive care management, care coordination, health 
promotion, comprehensive transitional care from inpatient to other settings including appropriate 
follow-up care, individual and family support, referral to community and support services, and 
the use of health information technology to link services.  The health home state plan optional 
benefit under section 1945 of the Social Security Act is statutorily-defined as services for 
“eligible individuals with chronic conditions” and does not allow for coverage to be limited to a 
subcategory of individuals.  However, CMS recognizes that the service needs of individuals 
within a population may vary, and therefore that the treatment modalities, protocols and provider 
network may involve different approaches for children as compared to adults for key health 
home activities such as coordinating, managing and monitoring services.  States may develop 
different approaches that serve different age groups, based on distinctions between the health 
home needs of the population.  Therefore, CMS will allow states to submit separate SPAs for 
children and youth with serious and persistent mental health conditions as long as another SPA 
for adults with serious and persistent mental health condition is submitted simultaneously. 
  
States that have health homes SPAs specifically for individuals (including children and youth) 
with these conditions include Missouri, New York, and Ohio.  Information on these approved 
state plans can be found at:  http://www.medicaid.gov/State-Resource-Center/Medicaid-State-
Technical-Assistance/Health-Homes-Technical-Assistance/Approved-Health-Home-State-Plan-
Amendments.html.  For more information about health homes, go to Medicaid.gov: 
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Long-Term-
Services-and-Support/Integrating-Care/Health-Homes/Health-Homes.html.  
 
Money Follows the Person Rebalancing Demonstration (MFP) 
MFP provides an opportunity for states to offer community based services and supports to 
individuals transitioning from qualifying institutions to qualifying home and community based 
settings, including children and youth 21 years of age and under who have been in PRTFs or 
psychiatric hospitals for at least 90 consecutive days and are transitioning to community settings, 
including family homes, foster homes, alternative family-based homes, or other community-
based settings.  MFP allows an enhanced federal match equal to an additional 50 percent of the 
state share with an upper limit of 90 percent.  The enhanced federal match on qualified Medicaid 
services is available for 365 days after each individual’s discharge from the institution.  The state 
may also provide additional supplemental transition services to support the youth to successfully 
move into the community, including but not limited to household set-up, home modifications, or 
peer support.  States are required to have the ability to meet the needs of the children and youth 
after the 365-day period. 
 
The MFP is a good vehicle for states to transition youth from PRTFs to the community, 
particularly because the average length for youth needing intensive community based services 
after discharge in the PRTF demonstration was consistently close to the 365 days – the allowable 
service duration of enhanced match under MFP.  If the children and youth continue to need 
services and supports after 365 days in the community, services covered under other Medicaid 
authorities discussed above may be provided to address their needs. 
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For more information about MFP, go to Medicaid.gov:  http://www.medicaid.gov/Medicaid-
CHIP-Program-Information/By-Topics/Long-Term-Services-and-Support/Balancing/Money-
Follows-the-Person.html  
 
Balancing Incentive Program  
The Balancing Incentive Program, created by the Affordable Care Act (Section 10202), 
authorizes grants to states to increase access to non-institutional, long-term services and supports 
(LTSS) and was effective as of October 1, 2011.  The Balancing Incentive Program can help 
states transform their long-term care service systems by lowering costs through improved 
systems performance and efficiency, creating tools to help consumers with care planning and 
assessment and improving quality measurement and oversight.  Enhanced federal match is 
available to states for 4 years.  To participate in the Balancing Incentive Program, a state must 
have spent less than 50 percent of total Medicaid medical assistance expenditures on non-
institutionally based LTSS for fiscal year 2009.  The Balancing Incentive Program also provides 
new ways to serve more people in home and community-based settings, helping states comply 
with their obligations under the integration mandate of the ADA, as interpreted by the Olmstead 
decision.  Most states that have approved applications under this program include mental health 
services in their rebalancing efforts.  More information regarding this program can be found at 
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Long-Term-
Services-and-Support/Balancing/Balancing-Incentive-Program.html.  
 
Quality Reporting 
The Children’s Health Insurance Program Reauthorization Act of 2009 (CHIPRA), the Health 
Information Technology for Economic and Clinical Health Act of 2009 (HITECH), and the 
Affordable Care Act all introduced new clinical quality reporting programs that apply to 
Medicaid and CHIP providers.  These clinical quality reporting programs add to existing 
Medicare quality reporting programs, as well as measure sets that may be used by state Medicaid 
programs and private plans, such as the Healthcare Effectiveness Data and Information Set 
(HEDIS) measures.  Several core measure sets have now been identified, which include a 
number of measures related to hospital readmission rates for children and youth with mental 
health and substance use conditions. 
 
Some specific reporting measures that states may consider in their approach to their tracking 
efforts are listed below.  Please note that the quality measures and measure sets noted below are 
not exhaustive and will continue to evolve. 
 
Follow-up after hospitalization for mental illness among patient 6 years and older (NQF #576).  
Applicable measure sets include:  

– CHIPRA Core Set of Pediatric Quality Measures 
– Initial Core set of Health Care Quality Measures for Medicaid- Eligible 

Adults 
– Health Home Core Set 

• Child and Adolescent Major Depressive Disorder: Suicide Risk Assessment (NQF 
#1365).  Applicable measure sets include: 

– HITECH Act: Meaningful Use of Electronic Health Records 
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In addition to these measures, the CMHI and PRTF demonstration program collected specific 
measures that providers were required to provide as a condition of participation in these 
programs.  These measures consisted of a set of process measures that were related to the goals 
of the program, especially regarding safety.  There are other resources states may consider for 
developing specific outcomes for children and youth with significant mental health conditions, 
including: 
 

• Child and Adolescent Functional Assessment Scale (CAFAS) - 
http://www.fasoutcomes.com/Content.aspx?ContentID=12 

• Child and Adolescent Needs and Strengths (CANS) – 
https://dmha.fssa.in.gov/DARMHA/Documents/IN%20Short%20CANS%20Form%205-
17_712011_Manual.pdf 
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What is Wraparound 

• Wrap around is a process that follows a series of steps 
• A team  approach to supporting and serving children with mental health and behaviors 

problems in their families 
• A plan that provides services and supports that are “wrapped around” the child and family 
• The family is always at the center of the planning process.  That means the family has as much 

say about the plan as the agencies involved in the child’s plan. 
• The family builds the team. That means the family can choose the people they want to be on 

their child and family team. 
• The focus is on the strengths of the child and family.  That means the child and family’s plan will 

be one-of-a-kind with the specific services and supports for the child and family need. 

 

Steps in the Wraparound Process 

• Family is assigned to a Care Management Entity (CME).    
• Family is connected with a Family Support Partner. 
• The Care coordinator and the Family Support Partner work with the family as a team. 
• The Care Coordinator will work with the family and develop a crisis plan so that that the family 

will know what to do in the event of a crisis. 
• Over the next several weeks the Care Coordinator and Family Support Partner will help a family 

o Understand the wraparound process 
o Choose the members of the child and family team 
o Consider the strengths needs and culture of the family 
o Develop short and long term goals for the family and child 
o Find answers for the most pressing needs 

• At the first Child and Family Team meeting the family and team will develop a Plan of Care that 
is unique to the family.  Each member of the team is responsible for implementing the plan. 

• The team will meet at certain time to review the plan, make sure it is working well and make 
changes if needed.  The meetings are held at a time and location best for a family and the family 
may ask for a Child and Family team meeting at any time. 

• The length of time the child and family participates in wraparound depends how the child was 
referred to wraparound.  The usual length of time is 9-24 months.  During that time, the child 
and family team will be working to transition out of formal wraparound making sure that you 
have all the natural supports the family and child need. 

• Natural supports are individuals or organizations in the community, family, social or faith 
communities such as friends, extended family, ministers, neighbors. 
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Responsibilities of a Care Coordinator 

• Help identify family strengths and needs and supports 
• Make sure family voice is heard 
• Arrange and prepare meetings 
• Create a plan of care based upon strengths and needs 
• Coordinate services in the plan 
• Monitor the plan of care 
• Develop a family’s crisis plan 

Responsibilities of a Family Support Partner 

• Provide emotional support to a family 
• Indentify people with the help of the family that they want on the Child and Family Team 
• Support efforts to get family needs met 
• Work with families and organize and prepare for meetings so the family voice is heard 
• Go with family to meetings such as at school or court 
• Connect families with information and resources 
• Offer support groups, educational programs and other family activities 

Who is on the Child and family Team? 

• Family Members 
• Child (when possible) 
• Care Coordinator 
• Agency staff required to be on the team 

 
Other members may be 

• Other family members 
o Friends, neighbors, members of religious community 
o Child’s friends 
o Service providers, mentors, tutors and therapists 

Family Responsibilities 

• Choose team members’ participate in child and family team meetings. Discuss strengths 
of the child and family in team meetings. Ask questions 

• Participate in developing crisis plan and plan of care 
• Let team know if something is not working and needs to change 
• When ready, lead the child and family team meetings 
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National Proposal to Improve Care and Reduce Costs for 
Children with Complex Medical Conditions 

 
National health care expenditures are on the rise and unsustainable. At the same time, as with Medicaid, 
TRICARE supports a unique population of medically complex children, where indiscriminate budget cuts 
would risk their health, lives and futures. The Children’s Hospital Association proposes to organize national 
pediatric care networks to serve these medically complex children, improve their care and reduce TRICARE 
spending for these children. 

The Challenge  

Children with medically complex conditions are among the most rapidly growing sectors of the pediatric 
population and although primarily financed by Medicaid, are significantly represented within TRICARE, the 
military health care system for members of the uniformed services, and their dependents. TRICARE covers 
about 2 million children and is the only health plan covering children that is consistent in benefit and payer 
across the fifty states.  

The medically complex population in TRICARE represents as many as 120,000 children, defined as those 
with life-long chronic conditions affecting two or more body systems. This small group of approximately 6% 
of the child population enrolled in TRICARE accounts for a disproportionate share of the cost of care for 
children. While TRICARE costs are more opaque than Medicaid’s, we can estimate that the percentage 
difference is similar, in which case approximately 40% of the costs of children’s care is attributable to this 
population, providing a major opportunity to address costs. The contained and consistent nature of the 
TRICARE program provides an opportunity to reach a significant but manageable population size for a 
demonstration project.  

Policies and practices in caring for children, who comprise only about 20% of the TRICARE population and 
a much smaller percentage of the costs of TRICARE, present major challenges for TRICARE as it is based 
on Medicare in policy and reimbursement, a health system for older adults. While acknowledging and 
recognizing that care for children is important, because it is such a small and distinct portion of its core 
responsibility, managing care and treatment for medically complex children is even further challenging for 
TRICARE. 

Consider that medically complex children: 

• Rely on regional care given the uniqueness of their problems, with often traveling long distance and 
over state lines to see their pediatric specialists. This is exacerbated by the frequent re-locations of 
military families, and considerable reliance on “purchased care” (the military description of care 
provided outside its direct care system) in the community for this population. However, with one 
payer and only three managed care contractors across three regions of the country, there is potential 
for improved care coordination, communications and information sharing essential to saving money 
and advancing quality; 

• Require care from multiple providers, working without national quality best practice standards and 
without national data to support the necessary improvements. Unlike Medicare where national data 
exists to improve care for adults, state-based Medicaid data lacks the consistency needed to similarly 
improve care for children. TRICARE has national medical records and claims data; currently, 
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however, it is unclear how this data has been or can best be used to improve care for children. 
Regardless, TRICARE does not have the bandwidth or expertise to focus on using this data to 
improve care for children, and; 

• Receive the majority of their complex care from a relatively small network of the nation’s children’s 
hospitals and subspecialists, presenting a real opportunity to collaborate and organize the care on a 
regional and national basis. 

These conditions present a unique opportunity for DoD leadership to advance the interests of military 
families by improving care for these children and their families, while helping reduce costs in TRICARE.  

Our Solution 

Studies have demonstrated that pediatric care coordination can improve quality and reduce costs for 
medically complex children. However, these pilot models are not financially sustainable because current 
payment systems do not support the services and programs necessary to advance more integrated care 
management. The nation’s children’s hospitals believe a better model can be adopted to improve care while 
reducing costs. This requires we advance change at both the national and state levels. 

Nationally, we must work across the public and private sector to define: 

• Coordinated delivery networks for medically complex children defined around existing pediatric 
providers who choose to participate 

 
• Advance pediatric-specific care coordination guidelines, quality metrics, administrative simplification and 

network adequacy standards to ensure improved pediatric care delivery regardless of payer 
 
• Define risk-based payment models with shared savings to be phased in to support more robust fiscal 

outcomes 
 

TRICARE is an excellent option for a demonstration project because it has a significant but manageable 
numbers, consistent benefits and policies across states, a contained population with national data, and self-
governance with the ability to place beneficiaries in programs that best meet their needs. 

By partnering with children’s hospitals TRICARE would: 

• Ensure their children have access to the nationally defined pediatric networks and the specialty care 
network developed to specifically serve these medically complex children 

 
• Work to improve data collection, utilization and standardization for purposes of improving care 
 
• Adopt pediatric care coordination, quality and network adequacy standards for medically complex 

children. 
 
• Establish itself as a leader in health care modeling and cost control. 
 
With such a high percentage of the cost of children's health care attributable to children with complex conditions, 
containing cost growth rates, and projected savings as much as 2%, even after accounting for the cost of care 
coordination, would benefit the Department of Defense health programs budget while providing improved outcomes 
and protecting the health of our nation’s most vulnerable children. 
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Military Family Input on Sec 735 of the 2013 National Defense Authorization Act 
 

Sec 735 of the 2013 National Defense Authorization Act (NDAA), which we will refer to as 

“TRICARE for Kids”, recognizes that children’s health care needs and standards of care are 

different than those of adults, and calls for a comprehensive review of TRICARE policies with 

respect to pediatric care. It directs the Secretary of Defense to conduct a comprehensive review 

and develop a plan to ensure that TRICARE meets the pediatric-specific needs of military 

families, and protects their access to these services and care settings. Additionally, the review 

will address reimbursement of pediatric care, the adequacy of care and support services for 

children with special needs, and mechanisms for linking families of children with special health 

care needs with State and local community resources, including children’s hospitals and 

providers of pediatric specialty care. 

 

In furtherance of TRICARE for Kids, the stakeholder groups of pediatric healthcare advocacy and 

professional organizations, disability advocacy groups, military family advocacy organizations, 

and military families have come together over the last several months to engage in an exploration 

of the issues facing military children and their families, share experiences and expertise, and 

provide thoughtful and expert input for consideration as the Department of Defense conducts its 

TRICARE for Kids review.   

 

The Military Special Needs Network (MSNN) is a global organization founded to respond to the 

support needs of our exceptional family members in all branches of the military.  As a group of 

military parents impacted by our children’s disabilities, we represent tens of thousands of 

military families.  We strive to support, empower, inspire, connect, and educate in a peer-to-peer 

setting, offering a place to find information, support, and services to meet the individual needs of 

our military families. 

 

The Military Special Needs Network, as part of the TRICARE for Kids working group, 

appreciates the opportunity to share this information with the Department of Defense, 

Congressional leadership, and the House and Senate Armed Services Committees.  We look 

forward to a continuing dialogue with DoD leadership and staff throughout the TRICARE for 

Kids implementation process, and providing further and more detailed recommendations and 

proposals in the coming weeks and months. 

 

While not exhaustive, the following discussion points identify major issue areas of concern, 

recommend pediatric tailored approaches, and for some issues provide specific examples of 

problems and proposed solutions.  
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Note, for ease of discussion and review, issue areas are organized by TRICARE for Kids study 

elements as set forth in section 735 of the National Defense Authorization Act for 2013.  

 

(1) A comprehensive review of the policies of the Secretary and the TRICARE program 

with respect to providing pediatric care. 

 

 
 

 

When reviewing and retooling to account for children’s health needs, TRICARE must start from 

the top. If principles such as medical necessity are formed and defined appropriately, policies 

and practices will follow.  

 

While data and experience clearly demonstrate, and broad consensus exists, that children’s health 

and health care needs are different and distinct from those of adults, health care policy and 

practices have not always been developed accordingly.  

 

In its recent release on medical necessity, the American Academy of Pediatrics describes the 

problem with adult based assumptions, and the importance of pediatric specific principles and 

definitions. 

 

Although Medicare has become the de facto standard of health care 

benefits and directly influences commercial health care benefit plans, it 

is important to realize that health care standards designed for adult care 

often will not meet the needs of children. By and large, the Medicaid 

program provides coverage for a significant number of children, and it, 

too, can be influenced by health care standards designed for adults. A 

definition of medical necessity for children must recognize that the needs 

of children differ from those of adults.  

 

The foundation for medical necessity for children should be based on the 

comprehensive, fully inclusive set of services provided by the Early and 

Periodic Screening, Diagnosis, and Treatment regimen embodied in 

Medicaid as well as the preventive care recommendations in Bright  

 

 

Josie Fort, diagnosed with Chiari Malformation and dysphasia, suffers 
daily migraines and loss of coordination and memory.  She also has 

strong indicators of Ehlers-Danlos syndrome, where she dislocates 

multiple joints throughout her body daily.  Because of her age, testing is 
extremely limited and TRICARE refuses to help.  She must wait three 

years to be age appropriate to test, although she is in extreme pain daily.  

TRICARE did, however, approve a very expensive sequencing test, but it 

will not provide the diagnosis for EDS.  The specialist has proven that he 
has very limited knowledge of EDS but TRICARE refuses a second 

opinion consult, deeming the specialist ‘adequate.’ 
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Futures: Guidelines for Health Supervision of Infants, Children, and 

Adolescents, as stipulated in Section 2713 of the ACA.  

… 

 

Medical necessity should be guided by …[the scope of health problems, 

evidence of effectiveness, and value of the intervention], but health plan 

and even Medicare language generalizes across populations, as opposed 

to focusing on specific individuals or groups, including children, often in 

a manner that is blind to their particular needs. A definition of medical 

necessity is needed that is more functional or operational and specific to 

meet the needs of children…. 

 

Hence, the pediatric definition of medical necessity should be as 

follows: health care interventions that are evidence based, evidence 

informed, or based on consensus advisory opinion and that are 

recommended by recognized health care professionals, such as the 

AAP, to promote optimal growth and development in a child and to 

prevent, detect, diagnose, treat, ameliorate, or palliate the effects of 

physical, genetic, congenital, developmental, behavioral, or mental 

conditions, injuries, or disabilities. 

 

Evidence of effectiveness is a cornerstone of medical necessity, yet such 

data for children may not be readily available. It would be beneficial if 

medical necessity was governed by traditional evidence grading, and if 

not available, a hierarchy or algorithm of standards should be applied. 

The AAP has published 2 policy statements to aid decision makers in 

classifying clinical recommendations and ensuring transparency in 

issuing clinical guidelines. If patient-centered or scientific evidence for 

children is insufficient, then professional standards of care for children 

must be considered. The AAP, other pediatric medical specialty societies, 

and consensus expert pediatric opinion could serve as references for 

defining essential pediatric care in the context of medically necessary 

services. 

 

Pediatrics Official Journal of the American Academy of Pediatrics. 

Committee of Child Health Financing 

Pediatrics 2013;132;398; originally published online July 29, 2013 DOI: 

10.1542/peds.2013-1637 

http://pediatrics.aappublications.org/content/132/2/398.full.html  

 

 

 

 

http://pediatrics.aappublications.org/content/132/2/398.full.html
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By beginning its review on solid principles such as laid out by the AAP regarding pediatric 

specific medical necessity, the details of ensuring health policy and practices that work for 

children’ needs will flow more readily. 

 

TRICARE should start at the top with adoption of the AAP principles described above, 

particularly the hierarchal review process of evidence based standards as they apply to pediatrics, 

and the July 29, 2013 AAP definition of medical necessity tailored to pediatrics.  Then each 

element of the TRICARE program that is reviewed pursuant to TRICARE for Kids should be 

evaluated in the context of whether or not it is consistent with those principles and definitions. 

 

 

(2) An assessment of access to pediatric health care by dependent children in 

appropriate settings. 

 

Families’ challenges in accessing care 

 

 

  
 

 

In pediatrics, wait time for specialty care is a reality due to shortages; wait time concerns should 

not be further exacerbated by outdated or inappropriate process, approvals, difficult referral and 

authorization processes, or arbitrary limitations on distance to travel (note, distance limitations 

that may be reasonable for adult Prime enrollees can be arbitrary and burdensome for pediatric 

patients). 

 

Providers’ challenges in participating in TRICARE 

 

 
 

Navigation Behavioral Consulting, an Applied Behavior Analysis (ABA) 

company in Virginia recently faced numerous barriers with regards to the 

recent changes to TRICARE policy and ABA coverage.  Military families went 
without services and were at risk of having to pay out of pocket because 

TRICARE did not reimburse the company for over three months.  Authorizations 

were denied by TRICARE due to confusion of new policies. Limiting access to 
who can provide ABA services has resulted in a shortage of Board Certified 

Behavior Analysts and the amount of clients that can be served.  

 

In 2012, Ian Reynolds experienced numerous, chronic ear infections.  Due to 

the shortage of pediatric physicians and lengthy wait lists, he was referred to an 

urgent care center, seven times.  The physician at urgent care repeatedly urged 
the family to seek a referral to a specialist.  The PCM denied the referral, 

stating that Ian must be diagnosed by the pediatric clinic, as he did not trust the 

adequacy of the reports from urgent care.  The Reynolds family felt forced to 

switch insurance plans from TRICARE Prime to TRICARE Standard.  When he 
was finally seen by a network provider, the doctor immediately referred to a 

specialist, as Ian had developed a 30% hearing loss, and required surgery 

immediately.  Had the family continued with the inadequate care from the PCM, 
Ian would have suffered permanent hearing damage. 
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Barriers to care also include archaic processes, procedures or idiosyncrasies that make 

TRICARE different and difficult for providers to navigate.  TRICARE must overcome hurdles to 

participation for pediatric and family practices, such as the barriers to care and artificial 

limitations. TRICARE can turn to trusted partners such as the Children’s Hospital Association 

and American Academy of Pediatrics for assistance in communicating the importance of 

participation to practitioners in their zones of influence.  

 

(3) An assessment of access to specialty care by dependent children, including care for 

children with special health care needs. 

 

  
 

Timely access to pediatric specialists is always under threat due to national shortages of pediatric 

specialists, and the concentration of specialists regionally. Regional concentration is due in part 

to shortages, but also the realities that pediatric volumes are less than for adults and pediatric 

specialists cannot maintain practices in every community, and need to work within the 

infrastructure of children’s hospitals in order to provide the necessary complex care.   

 

TRICARE must recognize and adapt its policies and practices accordingly, to protect against 

exacerbating those difficulties with barriers such referrals and authorizations that may be 

difficult to obtain and process, TRICARE Prime limitations such as requirements to be seen on 

base first without exception (may lengthen an already problematic wait time that much more), or 

distance limits that may not make sense for pediatrics. 

 

 

  

Aly Hawkins, diagnosed with esophageal atresia 

tracheoesophageal fistula, has been repeatedly denied referrals to 
be seen by a dietician, even though she is 100% G-tube fed.  

Waiting lists for necessary Occupational and Physical therapies 

are extensive and availability for specialists are sporadic, at best. 
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(4) A comprehensive review and analysis of reimbursement under the TRICARE 

program for pediatric care. 

 

 
 

 

Flexibility to meet health care needs of children  

 

TRICARE should afford more flexibility in reimbursement for care designed for and tailored to 

children. Reimbursement should follow appropriate care, not form the basis for care decisions. 

Too often TRICARE reimbursement policy is the result of Medicare policy, and does not make 

sense for children. 

 

Even when coverage decisions are ostensibly made to allow certain treatments and procedures 

for children, the payment codes do not reflect the value of the “covered services” and therefore 

TRICARE is playing both sides –announcing to providers and families that certain care is 

covered, but then refusing to pay for the care when it is provided. Examples: melody heart valve, 

conscious sedation, emerging technology.  

 

TRICARE should not ask pediatric providers to absorb the cost of medically appropriate care for 

children, or to choose outdated care options when the standard of practice calls for something 

different. 

 

Instead, we encourage TRICARE to adopt flexible payment policies that allow providers to make 

the best care decisions for the child. Care and clinical standards as to whether the procedure is 

performed on an inpatient or outpatient basis varies among children’s hospitals, communities, 

types of practice models, state standards, and the other meaningful elements that inform care 

practices and quality of care, and those standards of care and practice should be respected. 

  

Kaitlyn Samuels, diagnosed with congenital brain abnormalities and severe 

scoliosis, has been receiving physical therapy using a variety of therapy tools, 

such as a horse.  However, TRICARE refuses to cover physical therapy if it is 
not performed in the “traditional way”, although the policy manual provides no 

guidance as to what tools are appropriate.  For years, TRICARE covered her 

therapy, but is now denying any further treatment for Kaitlyn or cost-sharing if 
a horse is involved, based solely on the tool used to provide the 

therapy.  TRICARE will not provide any flexibility in their definition of physical 

therapy.  TRICARE has recouped past payments. When the Samuels appealed 
and the TRICARE judge agreed with them, TRICARE still refused to provide the 

therapy.  Without this therapy, Kaitlyn will require life altering surgery, or she 

will die. 
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(5) An assessment of the adequacy of the ECHO Program in meeting the needs of 

dependent children with extraordinary health care needs. 

 

{See Appendix A for a more thorough analysis} 

 

 
 

ECHO benefits are entirely within the purview of DoD and critical to fulfilling the readiness 

mission. The flexibility inherent to the ECHO program supplies a critical function to 

appropriately provide for children (and spouses) with significant disabilities.  TMA holds clear 

discretion to make these decisions and therefore must be held accountable for appropriately 

formulating policy. The principal concerns with ECHO are that it is not available to all 

beneficiaries, does not integrate well with other programs in TRICARE/DoD or state (Medicaid), 

and has not kept the pace with its original intent to provide an alternative to Medicaid waiver 

services for military families. 

  

We must ensure appropriate resources for these vulnerable military families, not only as the right 

thing to do, but also as a military readiness concern.  Helping families to “assist in the reduction 

of the disabling effects” for a child or spouse allows the service member to succeed with their 

unique mission.  State Medicaid resources in civilian communities have long been available to 

individuals with disabilities, while a military family living in the same community is unable to 

access those resources because of state-specific rules. Military children should not be penalized 

for the service their Mother or Father renders to the nation. 

  

Now more than ever, it is essential that our leadership focus on getting the ECHO program 

right.  DoD and TRICARE have an opportunity to lead on these issues, ensuring military 

families have access to the necessary non-medical services and supports necessary to provide for 

their family member impacted by a disability.   

  

Robyn Nielsen, diagnosed with Sheldon Hall Syndrome – a variant of 
Arthrogryposis, has experienced extreme difficulties with the ECHO 

program, when it comes to Durable Medical Equipment (DME).  

Necessary equipment, including wheels for a chair were denied 
repeatedly, and took over eight months to be processed and 

delivered.  Eight months of progress were lost. 
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(6) An assessment of the adequacy of care management for dependent children with 

special health care needs. 

 

 
 

TRICARE does not, and cannot on its own, adequately provide care management for the sickest, 

most vulnerable children of military families. Children with medically complex conditions 

require the highest level of services and support from children’s hospitals due to the intensity of 

care and breadth of pediatric specialists required to care for their conditions. Children’s hospitals 

offer their expertise and support in partnership with TRICARE to improve children’s health and 

advance a new care model that will not only improve care, improve coordination and transition 

among providers, and better support families, but will also reduce cost. 

 

Medically complex children, those whom are the most vulnerable, with chronic conditions 

involving multiple illnesses and disabilities, comprise approximately 6% of children, about 

120,000, covered by TRICARE, yet account for more than an estimated 40% of the cost of 

providing that. Care for medically complex children looks very different than it does for the 

typical child with an occasional injury or illness. The different care needs, the need for specialty 

care outside the military health system, and the need for ongoing care coordination by pediatric 

professionals is obvious for children with medically complex conditions.  

 

The children’s hospital innovative model ensures that care for medically complex children is 

coordinated by pediatric professionals with seamless spokes, hubs, and concentric circles, locally, 

regionally and nationally, so that care is delivered in the most effective setting with immediate 

access to the most complex and intensive care when necessary.  

 

The use of nationally designated children’s hospital networks across the country to serve as the 

anchor of the care coordination model for these unique children provides a much more high 

quality, effective care experience for families while lowering the costs of providing that care. 

(See Appendix B for further discussion) 

 

  

The Flaherty children – Dakota, Chase, Sheila Renee, and Desiree all have 

been diagnosed with various special needs.  At their current installation, 

EFMP does not offer case management, which is desperately needed.  The 
family has had to research, identify, schedule multiple specialist appointments, 

and learn processes independently, with no help from EFMP.  They travel 2-4 

hours each way to see specialists and have multiple appointments throughout 
the week. 
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(7)  An assessment of the support provided through other Department of Defense or 

military department programs and policies that support the physical and behavioral 

health of dependent children, including children with special health care needs. 

 

 
 

 

 

 

Coordination of supports and services that are offered along the spectrum of DoD programs is 

essential for families of children with special needs.  TRICARE must coordinate among the 

Military Family Readiness Council, the Office of Special Needs, and EFMP programs.  

 

 Anecdotes confirm an inconsistent knowledge base among PCMs and other resources 

regarding the supports and services offered within the military, as well as out in the 

community. The reports from families note that knowledge of EFM resources and the 

actual EFM services available/provided seem to be limited for families assigned to 

smaller installations and joint bases. 

 

 Military OneSource has the potential to be a very valuable tool, but with a national scope, 

leaves families unclear about care and services available in certain regions and locales. 

 

 Mental Health policies and practices are not practical for real world providers and 

practice settings, and do not account for preferred prevention and treatment strategies. 

See comprehensive mental health discussion above. 

 

  

The family of Spence Vitaliano, who is diagnosed with cerebral palsy, central 

diabetes insipidus, and cortical blindness, has been through the ringer with 

EFMP.  At their former installation, the EFMP Coordinator was 
inexperienced and provided very little guidance for the family. In fact, while 

Spence was transferred out of the region for surgery, Mr. Vitaliano contacted 

his EFMP Coordinator who refused to assist, stating that, because they were 

out of the region, he couldn’t help.  Then the neo-natologist incorrectly filled 
out the EFMP paperwork and did not identify the complex medical needs of 

Spence.  As a result, the Vitaliano’s were assigned to a location that did not 

have the capability to provide the full range of medical care and services that 
Spence required.  The family felt stranded within the system, without any 

support or assistance from EFMP.   
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(8) Mechanisms for linking dependent children with special health care needs with 

State and local community resources, including children’s hospitals and providers 

of pediatric specialty care. 

 

 
 

Military families with children with disabilities deserve to be connected with local and state 

community resources; yet there are significant differences between each branch of service.  The 

Marine Corps provides such a high level of resources and support for their families that have 

dependent children with special needs, but the other branches are inconsistent.  In fact, many 

military families have taken it upon themselves to identify providers, services, and state 

resources for their area and others, but these lists prove difficult to maintain.  Military families 

also rely on private sector resources, such as Family Voices, in order to help them locate services.   

 

While Military One Source currently provides some detail, it does not provide sufficient 

resources and community supports that military families with dependents with special health care 

needs deserve.  There are communication difficulties between the DoD and public and private 

sectors and it leaves military families with an enormous lack of information that they must 

decipher with little support. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Mattie H, diagnosed with Down Syndrome, recently PCS’d to an installation with 

many community resources.  However, her family spent close to a year trying to 

decipher through the supports, with very little help from EFMP or School Liaison 
Officers (who cannot make recommendations).  They were told to ‘figure it out’ 

with a local phone book, and spent months trying to determine the process by 

which Mattie could be seen by the children’s hospital and relevant specialists.  

Months went by with no therapies or specialist appointments. 
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(9)  Strategies to mitigate the impact of frequent relocations related to military service 

on the continuity of health care services for dependent children, including children 

with special health and behavioral health care needs. 

 

 
 

Medicaid  

 

The lack of Medicaid portability across states is a significant barrier to obtaining necessary long-

term supports and services for EFMP families. Each time the family moves, they have to start 

over on a Medicaid waiver waiting list and often do not live in one place long enough to qualify.  

 

There are typically waiting lists in order to receive Medicaid waiver services.  In the state of 

Virginia, the Intellectual Disability Waiver has a 12 – 15 year waiting list and the Developmental 

Disability Waiver has a 5 – 7 year waiting list.  Currently the EDCD Waiver can be accessed 

immediately; however, it provides limited services.   

 

To summarize, if or when a family receives services, those services are not portable when the 

family PCS’s.  In fact, according to The Joining Forces program, “…military families move 

across state lines at a rate that is 10 times greater than their civilian counterparts.”  When the 

family that has dependent children with special health care needs moves across state lines, they 

are taken off the old state’s current list, and must start over in the new state.  In many cases, 

families will come back to the previous state because of career progression and promotion.  But, 

they have to start the waiver process over again. With current assignments of only 2 -3 years, 

most families will never be eligible to access appropriate services.  Sometimes, families do begin 

to receive services in one state, but when reassigned to another state they lose all access. State 

services also vary greatly as do the wait times. Each of these scenarios is significant to mission 

readiness of the service member and appropriate care for the family member. 

 

TRICARE does not cover the same services provided under a Medicaid waiver; similarly, ECHO 

does not adequately replace the services that can be covered by Medicaid.  

(See ECHO discussion in Appendix A). 

 

Nathan Tarwater, diagnosed with a rare chromosome disorder faces 
lifelong challenges, including managing his complex needs.  His 

family fears for the continuity of health care services for their 

children, including 17 specialists that Nathan sees.  Every time the 

Tarwaters PCS, Nathan’s health declines rapidly, due to the lack of 
continuity of services, Medicaid waiver eligibility, and extremely long 

waiting lists. 
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Complex care coordination 

 

Families of children with special and complex medical needs must access care regionally and 

nationally, but also with relocations must find a new providers and resources with each move. 

The Children’s Hospital Association Medically Complex Children Care Coordination proposal 

(discussed in detail in Appendix B) ensures seamless coordination among providers and in the 

family-to-provider relationships as the network covers the entire country, and is built on 

communication and management among specialists and providers of community resources. No 

matter where the family moves, the network would be responsible for the “warm handoff” of 

primary care and care coordination and communicating among providers and families. 

Participation in this medically complex care coordination model would mitigate some of the 

most difficult aspects of relocations for medically complex EFMP families. 

 

Hand-offs versus Send-offs  

 

As discussed in other sections, military primary care managers (PCMs) do not always know what 

local services and supports are available in the community, or understand how to help families 

apply for or receive those services.  Better coordination and communication is necessary. This is 

especially true when families are preparing to PCS. Naturally, moving among communities and 

states can be difficult for families with special needs, and again, TRICARE inflexibility can 

exacerbate existing difficulties. There is not a process, for example, to allow families to set up 

appointments in advance with specialists, therapists, etc., before they arrive at their new duty 

station, which often prolongs the wait for services that are ongoing and critical needs. 

Furthermore, with no “warm hand-off” and ability to schedule appointments before the move is 

finalized, there is a loss in continuity and coordination of care. 

 

Conclusion 
 

In November of 2011, the National Council on Disability (NCD) published a study on 

Exceptional Family Members (EFMs) in the Marine Corps.  Virtually all the recommendations 

and lessons learned are applicable to each of the military branches. 

 

In the transmittal letter to President Obama, NCD Chairman Jonathan Young concluded, 

 

“that far-reaching systemic changes are needed in our nation’s health, education, 

and long-term service systems to address the significant barriers faced by EFMs. 

NCD thus seeks support from Congress, the military, and the Administration to 

build the critical federal partnerships necessary to effect systemic change and 

ensure that the men and women serving our country can do so knowing their 

Family Members with disabilities will have the supports and services they need.” 
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The 40+ recommendations addressed by the NCD report are, in some form or another, 

readdressed in the above questions and commentary (the full list is in Appendix C to this report).   

 

Over the past three years, there have been numerous studies and GAO reports detailing the 

significant barriers which special needs military families face.  In June of 2012, The Senate 

Armed Services Subcommittee on Personnel held hearings on this very topic.  There have been 

countless recommendations presented over these years that could assist and support our most 

vulnerable military families.   

 

While we thoroughly appreciate the importance of this study, our hope is that this is the last of 

many preliminary steps….the time has come to take action.  The families listed throughout this 

study are real, active-duty military families, serving our great country, while facing extreme 

challenges, and they, along with over 120,000 others, desperately need your attention.  It is our 

sincerest hope that this study will create ample momentum towards taking action to support our 

military families.  We strongly encourage TRICARE to consider our submission as they are 

compiling a response to Section 735 of the 2013 NDAA. 

 

 

 

Very Respectfully, 

 

 
Wendy Kruse 

President/CEO, Military Special Needs Network 

wen.kruse@militaryspecialneedsnetwork.com 

 

 

  

mailto:wen.kruse@militaryspecialneedsnetwork.com
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Appendix A: Discussion and Analysis of the ECHO Program 
 

The Extended Care Health Option, otherwise known as the ECHO benefit, is, according to 32 

CFR § 199.5, (codified in Section 1079 of Title 10, United States Code), 

“a supplemental program to the TRICARE Basic Program…[whose purpose]… is to 

provide an additional financial resource for an integrated set of services and supplies 

designed to assist in the reduction of the disabling effects of the ECHO-eligible 

dependent’s qualifying condition.”
1
   

 

The 2013 NDAA, in incorporating portions of what was originally the TRICARE for Kids Bill 

(H.R. 4341), directed the DoD to conduct, 

“An assessment of the adequacy of the ECHO Program in meeting the needs of 

dependent children with extraordinary health care needs.”   

This request differs from the one presented by the 2013 Senate Armed Services Committee 

Report (SR 112-173), which directed DoD,  

“to assess participation in the ECHO program by eligible dependents with special needs, 

and to explore options to provide more flexible benefits under that program without 

increasing costs to the Department.”
2
 

 

Before analyzing either of these questions, it’s important to have background on the history of 

the ECHO program.  Living a military life while raising a child or caring for a spouse with a 

disability presents extraordinary circumstances.  The Program for Persons with Disabilities 

(PFPWD, created in 1991) and the Program for the Handicapped (PTH) existed for over 50 years 

collectively prior to the ECHO program.  Referring to the Program for the Handicapped, a 1992 

GAO report noted it,  

“was established to provide additional financial support to families of active duty 

personnel in recognition of (1) the high cost of caring for seriously disabled family 

members and (2) the limited access to care for many specialized services because of long 

waiting lists for public services and state and/or local eligibility restrictions (such as 

residency requirements), which adversely affect military personnel.”
3
 

 

As of July 26, 2013, DoD’s official position regarding ECHO is as follows: 

“Congress thus gave DoD much more discretion in its coverage of ECHO benefits than it 

has concerning medical benefits provided under the Basic Program. ECHO enables DoD 

to provide additional support services for Active Duty Family Members who are subject 

to frequent relocations to geographic locations that lack sufficient state resources for  

                                                        
1 http://www.gpo.gov/fdsys/pkg/CFR-2012-title32-vol2/pdf/CFR-2012-title32-vol2-
sec199-5.pdf  
2http://tricare.mil/tma/congressionalinformation/downloads/ExpansionEvaluationEffecti
venessTRICAREProgramECHO.pdf  
3 http://www.gao.gov/products/HRD-92-15  

http://www.gpo.gov/fdsys/pkg/CFR-2012-title32-vol2/pdf/CFR-2012-title32-vol2-sec199-5.pdf
http://www.gpo.gov/fdsys/pkg/CFR-2012-title32-vol2/pdf/CFR-2012-title32-vol2-sec199-5.pdf
http://tricare.mil/tma/congressionalinformation/downloads/ExpansionEvaluationEffectivenessTRICAREProgramECHO.pdf
http://tricare.mil/tma/congressionalinformation/downloads/ExpansionEvaluationEffectivenessTRICAREProgramECHO.pdf
http://www.gao.gov/products/HRD-92-15
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individuals with special needs. ECHO includes the authority to provide home health care 

supplies and services, respite care, training, special education, and other services….It is 

important to note that most services covered under ECHO are non-medical in 

nature….Apart from the possibility of coverage of proven medical care otherwise not 

covered under the Basic Program in limited circumstances, ECHO for the most part 

covers any “other services and supplies as determined appropriate by the [Director, 

TMA], notwithstanding the limitations in [10 U.S.C. 1079(a)(13)].” These non-medical 

services are not subject to the Basic Program reliable evidence standard required by 32 

C.F.R. § 199.4(g)(15) for medical care.  Instead, such ECHO non-medical services as 

respite care and behavior modification need only be determined by the Director, TMA, to 

“assist in the reduction of the disabling effects of the ECHO-eligible dependent’s 

qualifying condition.”
4
 

 

The flexibility inherent to the ECHO program supplies a critical function to appropriately 

provide for children and spouses with significant disabilities.  TMA holds clear discretion to 

make these decisions and therefore must be held accountable for appropriately formulating 

policy. 

 

We must ensure appropriate resources for these vulnerable military families, not only as the right 

thing to do, but also as a military readiness concern.  Helping families to “assist in the reduction 

of the disabling effects” for a child or spouse allows the service member to succeed with their 

unique mission.  State Medicaid resources in civilian communities have long been available to 

individuals with disabilities, while a military family living in the same community is unable to 

access those resources because of state-specific rules. Military children should not be penalized 

for the service their Mother or Father renders to the nation (spouses included). The DoD State 

Liaison Program
5
 recognizes the lack of comparable access for military families as a top ten 

issue
5
, but little progress has been made in addressing this issue from a state perspective. 

 

Two primary items should be considered in discerning whether or not the ECHO program is 

operating as intended; 

1) Examining ECHO regulations versus outcomes, and 

2) Comparing the benefits provided by a “typical” Medicaid waiver (or other “state 

resources”…for which the ECHO program is supposed to be a substitute) to the benefits 

provide by the ECHO program.        

The TRICARE Policy Manual, at change 94
6
, outlines the eligibility requirements, services 

provided, and exclusions by the ECHO program.   

According to ECHO policy, services provided include the following: 

 Assistive services (e.g., those from a qualified interpreter or translator) 

                                                        
4 http://issuu.com/jeremyhilton/docs/supplementary_to_26_july_2013_filin  
5 http://www.usa4militaryfamilies.dod.mil/pls/psgprod/f?p=USA4:ISSUE:0::::P2_ISSUE:6  
6http://manuals.tricare.osd.mil/DisplayManualFile.aspx?Manual=TP08&Change=94&Type
=AsOf&Filename=C9TOC.PDF  

http://issuu.com/jeremyhilton/docs/supplementary_to_26_july_2013_filin
http://www.usa4militaryfamilies.dod.mil/pls/psgprod/f?p=USA4:ISSUE:0::::P2_ISSUE:6
http://manuals.tricare.osd.mil/DisplayManualFile.aspx?Manual=TP08&Change=94&Type=AsOf&Filename=C9TOC.PDF
http://manuals.tricare.osd.mil/DisplayManualFile.aspx?Manual=TP08&Change=94&Type=AsOf&Filename=C9TOC.PDF
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 Durable medical equipment, including adaptation and maintenance equipment 

 Expanded in-home medical services through TRICARE ECHO Home Health Care 

(EHHC) up to eight hours per day, five days per week (generally only the most serious 

cases where the individual would otherwise be institutionalized) 

 Rehabilitative services 

 Respite care (during any month when at least one other ECHO benefit is received) up to 

16 hours of care 

 Training to use special education and assistive technology devices 

 Institutional care when a residential environment is required 

 Transportation to and from institutions or facilities in certain circumstances 

 Applied Behavior Analysis (ABA) reinforcement services under the Department of 

Defense Enhanced Access to Autism Services Demonstration  

 Special Education Services 

 Vocational Training 

 Parent and Sibling Training 

 Institutional Care 

 Equipment adaptation and maintenance 

 Durable Medical Equipment (not covered by the TRICARE Basic program)  

 “Other” services as deemed necessary by the Director of TMA 

 

In analyzing this list, deficits do exist compared with many Medicaid waivers but none-the-less , 

the number of benefits  appear extensive and impressive.  However, an impressive list falls short 

if these benefits are not truly available to military families, which directly correlates to the 

original question posed by the NDAA, of “the adequacy of the ECHO Program in meeting the 

needs of dependent children with extraordinary health care needs.”  If these benefits are indeed 

accessible, beneficiaries should be accessing them with much higher frequency.  Or, perhaps 

these benefits are only as good as the paper they are written on. 

Despite the lack of published data for public access, the data we do have is valuable.  In 

answering the question posed by the SASC Committee Report, TRICARE provided a report on 

the 30
th
 of May 2013, titled “The Department of Defense Report to Congress on Participation in 

the Extended Care Health Option (ECHO)”.
7
  In this report, the following was noted; 

“in FY 2012, there were 7,478 beneficiaries that accessed the ECHO program.” 

This data derives from purchased care claims with a special “PF” code, indicating that it was an 

ECHO claim.  Presumably, there were a percentage of ECHO beneficiaries who didn’t file a 

claim during that period.  Also, the 7,478 number indicates usage, not access for services.  The 

study fails to provide a clear count as to how many individuals are actually enrolled in the ECHO 

program.  According to DoD figures, these 7,478 beneficiaries account for approximately 6% of 

those reported enrolled in the Exceptional Family Member Program (EFMP).  Numbers vary but 

125,000 is a generally accepted number. 

 

                                                        
7 See Footnote #2. 
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According to the DoD study, there were 6,560 beneficiaries with a diagnosis of Autism Spectrum 

Disorder (ASD) with costs associated with Applied Behavior Analysis (ABA) at $110,700,000.  

There were 918 non-ASD beneficiaries, a little over half, who were responsible for annual 

ECHO Home Health Care costs of $45,784,000.  Total costs for the ECHO program were 

$157,900,000.  Considering these expenditures and what the ECHO program “covers”, it would 

be more appropriate to call the ECHO program an “ABA/EHHC program”. 

 

 
Not to deter from the importance of ABA and EHHC, but this ratio exposes a telling fact that 

those two benefits account for over 99% of all ECHO costs, while the long list of other benefits 

account for less than one percent of the costs. 

 

The critical question for analysis is whether or not any of these numbers are actually fulfilling 

the mission of the ECHO program, which again, is to “to assist in the reduction of the disabling 

effects of the ECHO-eligible dependent’s qualifying condition.” 

 

In this DoD study, which was directed to work towards that solution, TRICARE worked with 

ECHO case managers and families to discern what the issues were but with the caveat that 

revisions could not entail additional cost to the DoD.  It’s important for the record to note that 

when the Senate report language was originally conceived, “not increasing costs” was meant in 

the context of the already authorized $36,000 for each ECHO beneficiary per year.  Was there 

flexibility within that $36,000 authorized cap to meet the needs of military families? Vague 

language in the report allowed TRICARE the flexibility to interpret the study in a manner 

advantageous to their interests.  For example, TRICARE was informed that beneficiaries  

“do not understand why they cannot access this benefit [respite] alone and would like the 

policy relaxed to make the respite care benefit more flexible.  This is a source of 

discontent among ECHO families.”  

The answer to this ECHO family discontent was  

 

$110,700,000.00 
ABA Benefit 

$45,784,000.00 
EHHC Benefit 

$1,416,000.00 

Assistive 
Services 
DME 
Rehab 
Services 
Training 
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“Requiring other ECHO-authorized benefits to be in-place as a condition of receiving 

ECHO respite care is a reasonable demand management tool.  It is not recommended a 

regulatory change be sought to eliminate this requirement, as increased costs to the 

Government will likely occur.”
8
 

Respite care provides an essential tool in helping families cope with a child or spouse’s disability 

or chronic condition.  Responding to valid concerns about respite flexibility with a bureaucratic 

equivalent of “because we say so” illustrates a fundamental misunderstanding by the authors of 

this study, as this was not the intent of Congress when they noted the obvious need to ensure 

flexibility in the program.  This scenario provides a resounding example of written policy that 

doesn’t align with the intent of underlying legislation. 

 

Medicaid waiver programs provide an example of what could potentially be covered by the 

ECHO program, but this comparison process is not without frustration.  Every state has multiple 

Medicaid waiver programs (there are 435 active waiver programs).  Just to illustrate waivers in 

general, consider three states, recently considered by the 2013 UCP “Case for Inclusion” study
9
  

to be in the top ten worst states in “outcomes for Americans with intellectual and developmental 

disabilities” (ID/DD); North Carolina (#45), Virginia (#47), and Texas (#49).  Incidentally, each 

of these states possesses large military populations.  These three states, via the NC 

Comprehensive Waiver (NC Comp Waiver), the VA ID Waiver (VA ID Waiver), and the Texas 

CLASS Program (Texas CLASS Program), each retain services that are more robust than the 

ECHO program.  As an example, the NC Comprehensive Waiver provides for the following:   

“adult day health, day supports, personal care, residential supports, respite, supported 

employment, behavior consultant, community transition, crisis respite, crisis services, 

home and community supports, home mods, individual caregiver training and education, 

individual goods and services (self-direction only), long term vocational supports, PERS, 

specialized consultative services, specialized equipment and supplies, transportation, 

vehicle adaptations”.  This program is for individuals with autism, developmental 

disabilities and intellectual disabilities of all ages.”  

For our military families, we recommend that TRICARE and DoD model their programs after 

the same initiatives funded by the Center for Medicaid and Medicare Services (CMS).  Per its 

website,  

“CMS is working in partnership with states, consumers and advocates, providers and 

other stakeholders to create a sustainable, person-driven long-term support system in 

which people with disabilities and chronic conditions have choice, control and access to a 

full array of quality services that assure optimal outcomes, such as independence, health 

and quality of life. 

 

  

                                                        
8 

http://tricare.mil/tma/congressionalinformation/downloads/ExpansionEvaluationEffecti
venessTRICAREProgramECHO.pdf , pg 6. 
9 http://www.ucp.org/the-case-for-inclusion/2013/index.html  

http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/Waivers.html?filterBy=1915%20%28c%29#waivers
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/Waivers.html?filterBy=1915%20%28c%29#waivers
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/Waivers.html?filterBy=1915%20%28c%29#waivers
http://tricare.mil/tma/congressionalinformation/downloads/ExpansionEvaluationEffectivenessTRICAREProgramECHO.pdf
http://tricare.mil/tma/congressionalinformation/downloads/ExpansionEvaluationEffectivenessTRICAREProgramECHO.pdf
http://www.ucp.org/the-case-for-inclusion/2013/index.html
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The programs and partnerships contained in this section are aimed at achieving a system that is: 

 

 Person-driven: The system affords older people, people with disabilities and/or chronic 

illness the opportunity to decide where and with whom they live, to have control over the 

services they receive and who provides the services, to work and earn money, and to 

include friends and supports to help them participate in community life. 

 Inclusive: The system encourages and supports people to live where they want to live 

with access to a full array of quality services and supports in the community. 

 Effective and Accountable: The system offers high quality services that improve quality 

of life. Accountability and responsibility is shared between public and private partners 

and includes personal accountability and planning for long-term care needs, including 

greater use and awareness of private sources of funding.  

 Sustainable and Efficient: The system achieves economy and efficiency by coordinating 

and managing a package of services paid that are appropriate for the beneficiary and paid 

for by the appropriate party. 

 Coordinated and Transparent: The system coordinates services from various funding 

streams to provide a coordinated, seamless package of supports, and makes effective use 

of health information technology to provide transparent information to consumers, 

providers and payers. 

 Culturally Competent: The system provides accessible information and services that 

take into account people's cultural and linguistic needs.”
10

 

Combining these goals with the charter to “assist in the reduction of the disabling effects” should 

be TRICARE’s first step as it assesses “the adequacy of the ECHO Program in meeting the needs 

of dependent children with extraordinary health care needs”.    

 

Now more than ever, it is essential that our leadership focus on getting this right.  DoD and 

TRICARE have an opportunity to lead on these issues, ensuring military families have access to 

the necessary non-medical services and supports necessary to provide for their family member 

impacted by a disability. 

   

If you have any questions, please contact Jeremy Hilton at jlrmhilton@gmail.com.    

  

                                                        
10 http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Long-Term-Services-and-
Support/Long-Term-Services-and-Support.html  

mailto:jlrmhilton@gmail.com
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Long-Term-Services-and-Support/Long-Term-Services-and-Support.html
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Long-Term-Services-and-Support/Long-Term-Services-and-Support.html
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Appendix B: National Proposal to Improve Care and Reduce Costs  

for Children with Complex Medical Conditions 
 

National health care expenditures are on the rise and unsustainable. At the same time, as with 

Medicaid, TRICARE supports a unique population of medically complex children, where 

indiscriminate budget cuts would risk their health, lives and futures. The Children’s Hospital 

Association proposes to organize national pediatric care networks to serve these medically 

complex children, improve their care and reduce TRICARE spending for these children. 

 

The Challenge  

 

Children with medically complex conditions are among the most rapidly growing sectors of the 

pediatric population and although primarily financed by Medicaid, are significantly represented 

within TRICARE, the military health care system for members of the uniformed services, and 

their dependents. TRICARE covers about 2 million children and is the only health plan covering 

children that is consistent in benefit and payer across the fifty states.  

 

The medically complex population in TRICARE represents as many as 120,000 children, defined 

as those with life-long chronic conditions affecting two or more body systems. This small group 

of approximately 6% of the child population enrolled in TRICARE accounts for a 

disproportionate share of the cost of care for children. While TRICARE costs are more opaque 

than Medicaid’s, we can estimate that the percentage difference is similar, in which case 

approximately 40% of the costs of children’s care is attributable to this population, providing a 

major opportunity to address costs. The contained and consistent nature of the TRICARE 

program provides an opportunity to reach a significant but manageable population size for a 

demonstration project.  

 

Policies and practices in caring for children, who comprise only about 20% of the TRICARE 

population and a much smaller percentage of the costs of TRICARE, present major challenges 

for TRICARE as it is based on Medicare in policy and reimbursement, a health system for older 

adults. While acknowledging and recognizing that care for children is important, because it is 

such a small and distinct portion of its core responsibility, managing care and treatment for 

medically complex children is even further challenging for TRICARE. 

Consider that medically complex children: 

 Rely on regional care given the uniqueness of their problems, with often traveling long 

distance and over state lines to see their pediatric specialists. This is exacerbated by the 

frequent re-locations of military families, and considerable reliance on “purchased care” 

(the military description of care provided outside its direct care system) in the community 

for this population. However, with one payer and only three managed care contractors 

across three regions of the country, there is potential for improved care coordination,  
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communications and information sharing essential to saving money and advancing 

quality; 

 Require care from multiple providers, working without national quality best practice 

standards and without national data to support the necessary improvements. Unlike 

Medicare where national data exists to improve care for adults, state-based Medicaid data 

lacks the consistency needed to similarly improve care for children. TRICARE has 

national medical records and claims data; currently, however, it is unclear how this data 

has been or can best be used to improve care for children. Regardless, TRICARE does 

not have the bandwidth or expertise to focus on using this data to improve care for 

children, and; 

 Receive the majority of their complex care from a relatively small network of the nation’s 

children’s hospitals and subspecialists, presenting a real opportunity to collaborate and 

organize the care on a regional and national basis. 

 

These conditions present a unique opportunity for DoD leadership to advance the interests of 

military families by improving care for these children and their families, while helping reduce 

costs in TRICARE.  

 

Our Solution 

 

Studies have demonstrated that pediatric care coordination can improve quality and reduce costs 

for medically complex children. However, these pilot models are not financially sustainable 

because current payment systems do not support the services and programs necessary to advance 

more integrated care management. The nation’s children’s hospitals believe a better model can 

be adopted to improve care while reducing costs. This requires we advance change at both the 

national and state levels. 

 

Nationally, we must work across the public and private sector to define: 

 

 Coordinated delivery networks for medically complex children defined around existing 

pediatric providers who choose to participate 

 

 Advance pediatric-specific care coordination guidelines, quality metrics, administrative 

simplification and network adequacy standards to ensure improved pediatric care delivery 

regardless of payer 

 

 Define risk-based payment models with shared savings to be phased in to support more 

robust fiscal outcomes 

 

TRICARE is an excellent option for a demonstration project because it has a significant but 

manageable numbers, consistent benefits and policies across states, a contained population with  



 
 

Headquarters:  12806 Pinefield Rd. | Poway, California 92064   

 phone: 858.524.6847 | www.MilitarySpecialNeedsNetwork.com 

 

national data, and self-governance with the ability to place beneficiaries in programs that best 

meet their needs. 

By partnering with children’s hospitals TRICARE would: 

 Ensure their children have access to the nationally defined pediatric networks and the 

specialty care network developed to specifically serve these medically complex children 

 

 Work to improve data collection, utilization and standardization for purposes of 

improving care 

 

 Adopt pediatric care coordination, quality and network adequacy standards for medically 

complex children. 

 

 Establish itself as a leader in health care modeling and cost control. 

 

With such a high percentage of the cost of children's health care attributable to children with 

complex conditions, containing cost growth rates, and projected savings as much as 2%, even 

after accounting for the cost of care coordination, would benefit the Department of Defense 

health programs budget while providing improved outcomes and protecting the health of our 

nation’s most vulnerable children. 
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Appendix C:  

National Council on Disability Recommendations from 2011 Report 

“How to Improve Access to Health Care, Special Education, and Long-Term 

Supports and Services for Family Members with Disabilities” 
 

Recommendations for Congress  

 Address the implications of retirement for continued access to disability-related services, 

including considering the extension of ECHO coverage. (1)  

 At geographically isolated installations where there is a dearth of both military and 

civilian health care specialists, and many families must travel for hours on a recurring 

basis to obtain specialty health care:  

 Establish financial incentives, such as scholarships and loan forgiveness programs, to 

train and recruit specialists to serve military families with special health care needs, and 

to locate practices near military installations. (6c) 

 In military-impacted areas where there is a dearth of civilian health care providers who 

accept Tricare (particularly specialists), gather information from the civilian providers 

regarding (a) their reasons for accepting or declining Tricare and (b) how the number of 

Tricare providers in these areas might be expanded. (9)  

 For EFMs who are prescribed ABA therapy, continue to work toward full coverage, 

consistent with the recommended standard of care. (11)  

 Increase the flexibility of services covered by ECHO to closely mirror the services 

available through a Medicaid waiver. (25)  

 Implement mechanisms to enable military EFMs to maintain Medicaid waiver services 

when they move from state to state, rather than requiring them to go to the bottom of the 

wait lists each time they PCS: o Place incoming EFMs on the new state’s wait list based 

on their position on the previous state’s wait list (i.e., based on “time served”). If 

individuals have a Medicaid waiver in the previous state, they should automatically 

receive one in the new state.  

 For EFMs who lose Medicaid waiver services as a result of a PCS, provide the same 

benefits the EFM received in the previous state until eligibility can be established in the 

new state. (31) 

 

Recommendations for State Agencies  

 Implement mechanisms to enable military EFMs to maintain Medicaid waiver services 

when they move from state to state, rather than requiring them to go to the bottom of the 

wait lists each time they PCS: o Place incoming EFMs on the new state’s wait list based 

on their position on the previous state’s wait list (i.e., based on “time served”). If  

 

individuals have a Medicaid waiver in the previous state, they should automatically 

receive one in the new state.  
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 For EFMs who lose Medicaid waiver services as a result of a PCS, provide the same 

benefits the EFM received in the previous state until eligibility can be established in the 

new state. (31)  

 

Recommendations for Tricare  

 Provide EFMP families living off base, which includes most EFMP families, access to 

disability-related services offered on base. Most notable among these services is special 

education through DoDEA schools, at installations where they are available. Other 

services might include, for example, speech therapy and early intervention services. (2)  

 Address the implications of retirement for continued access to disability-related services, 

including considering the extension of ECHO coverage. (4)  

 Promote the implementation of the “Medical Home” model among military and civilian 

providers of health care for EFMP families. Medical Home is a patient-centered 

“approach to providing comprehensive primary care ... that facilitates partnerships 

between individual patients, and their personal providers, and when appropriate, the 

patient’s family.” Components of this model may include comprehensive case 

management, care coordination and health promotion, transitional care, patient and 

family support, referral to community and social services, and use of health information. 

(5)  

 At geographically isolated installations where there is a dearth of both military and 

civilian health care specialists, and many families must travel for hours on a recurring 

basis to obtain specialty health care, create a program to bring medical specialists to the 

installation on a regular and reliable basis. (6a)  

 In military-impacted areas where there is a dearth of civilian health care providers who 

accept Tricare (particularly specialists), gather information from the civilian providers 

regarding (a) their reasons for accepting or declining Tricare and (b) how the number of 

Tricare providers in these areas might be expanded. (9) 

 Increase the accuracy and timeliness of information EFMP families receive from Tricare 

by instructing case managers to assist families in accessing services, assigning Tricare 

case managers to a larger proportion of the EFMP population, and establishing multiple 

communication mechanisms, including a dedicated Tricare telephone hotline (staffed 

24/7) for EFMP families, similar to the Medicare hotline. (10)  

 For EFMs who are prescribed ABA therapy, continue to work toward full coverage, 

consistent with the recommended standard of care. (11)  

 Ensure that EFMs who use sign language are aware of their right to the services of an 

interpreter for medical appointments, including behavioral health sessions, and ensure 

that this service is available to them at no charge. (12)  

 

 Ensure that off-base families needing early intervention services for their children are 

systematically referred to comparable early intervention programs in the civilian 

community. (15)  
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 Promote the implementation of the “Medical Home” model among military and civilian 

providers of health care for EFMP families. (See recommendation #5.) With an emphasis  

 

on medical case management and coordination, Medical Home will facilitate 

communication between losing and gaining health care providers and health care systems, 

reduce unnecessary redundancy, and streamline access to specialists. (22)  

 Adjust Tricare procedures to minimize the reenrollment burden for families who change 

Tricare regions. (23)  

 Notwithstanding HIPAA limitations, minimize gaps or discontinuity in health care 

services related to PCS:  

o Adjust Tricare procedures to provide EFMs referrals for routine specialty care 

without needing to be seen by their new primary care manager (24a)  

o Consistent with the Medical Home model, establish a mechanism to ensure that 

EFM families have sufficient prescription medications while in transit between 

installations. (24c)  

o For recipients of ABA therapy, provide linkage to ABA therapist trainees in the 

vicinity of the gaining installation (who must complete volunteer hours for their 

ABA certification) until a longer-term solution can be implemented. (24d)  

 

 Implement mechanisms to enable military EFMs to maintain Medicaid waiver services 

when they move from state to state, rather than requiring them to go to the bottom of the 

wait lists each time they PCS: 

o Place incoming EFMs on the new state’s wait list based on their position on the 

previous state’s wait list (i.e., based on “time served”). If individuals have a 

Medicaid waiver in the previous state, they should automatically receive one in 

the new state. (Congress and state agencies)  

o For EFMs who lose Medicaid waiver services as a result of a PCS, provide the 

same benefits the EFM received in the previous state until eligibility can be 

established in the new state. (31)  

 

o Educate the military and civilian community (i.e., base and unit leadership, 

military and civilian health care providers, relevant base and community agencies 

and providers, including LEAs, and members of the USMC community at large) 

about EFMP by designing and implementing a robust, ongoing, multifaceted PR 

campaign to educate stakeholders and the USMC community as a whole to—  

 

 Raise their awareness of today’s EFMP and sensitivity to EFM issues.  

 Publicize the specific benefits of enrollment.  

 Mitigate myths, concerns about stigma, and resulting resistance to 

enrollment.  
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 Increase the capacity of the entire community (i.e., military leaders, 

military and civilian health care providers, base and community agencies, 

LEAs, USMC community members) to inform USMC families about 

EFMP and to be a supportive presence in the lives of USMC families with 

members with disabilities.  

 Promote the Medical Home model, particularly within the military and 

civilian health care communities. (33)  

 

Recommendations for Department of Education  

 Disseminate to local education agencies (LEAs) and EFM families detailed guidance for 

implementing initiatives included in the Interstate Compact on Educational Opportunity 

for Military Children. (13)  

 Prepare parents of students with disabilities to expect and navigate a very different 

educational environment when they PCS by mitigating parental distrust. Specifically, 

preemptively educate parents, via one-on-one and group formats, about the ways that 

different school districts may meet IEP goals. (27) 

 

Recommendations for DoD  

 Address the implications of retirement for continued access to disability-related services, 

including considering the extension of ECHO coverage. (4)  

 At geographically isolated installations where there is a dearth of both military and 

civilian health care specialists, and many families must travel for hours on a recurring 

basis to obtain specialty health care, establish financial incentives, such as scholarships 

and loan forgiveness programs, to train and recruit specialists to serve military families 

with special health care needs, and to locate practices near military installations. (6c)  

 For EFMs with autism who are prescribed ABA therapy, continue to work toward full 

coverage, consistent with the recommended standard of care. (11)  

 Implement mechanisms to enable military EFMs to maintain Medicaid waiver services 

when they move from state to state, rather than requiring them to go to the bottom of the 

wait lists each time they PCS: o Place incoming EFMs on the new state’s wait list based 

on their position on the previous state’s wait list (i.e., based on “time served”). If 

individuals have a Medicaid waiver in the previous state, they should automatically 

receive one in the new state. (Congress and state agencies)  

 For EFMs who lose Medicaid waiver services as a result of a PCS, provide the same 

benefits the EFM received in the previous state until eligibility can be established in the 

new state. (31)  

 Provide EFMP families living off base, which includes most EFMP families, access to 

disability-related services offered on base. Most notable among these services is special 

education through DoDEA schools, at installations where they are available. Other 

services might include, for example, speech therapy and early intervention services. (2)  

 Disseminate to LEAs and EFM families detailed guidance for implementing initiatives 

included in the Interstate Compact on Educational Opportunity for Military Children. 

(13)  
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 Increase the flexibility of services covered by ECHO to closely mirror the services 

available through a Medicaid waiver. (25)  

 Prepare parents of students with disabilities to expect and navigate a very different 

educational environment when they PCS by mitigating parental distrust. Specifically, 

preemptively educate parents, via one-on-one and group formats, about the ways that 

different school districts may meet IEP goals. (27) 

 Develop and provide to military-impacted schools succinct guidance on steps to facilitate 

a military student’s transition out of their system. Start with military-impacted schools 

who are beneficiaries of DoDEA partnership grants. (30)  

 

Recommendations for the Office of the Secretary of Defense (OSD) Military Community & 

Family Policy (MC&FP)  

 Augment the PCS Planning Tool on the Military Homefront website to provide EFMP 

families access to online relocation guidance that is interactive and disability-focused. 

(21)  

 

Recommendations for DoD-State Liaison Office  

 Urge states to establish interstate compact commissions and to take action to train LEA 

staff. (14)  

 

Recommendations for Department of Navy  

 Promote the implementation of the “Medical Home” model among military and civilian 

providers of health care for EFMP families. Medical Home is a patient-centered 

“approach to providing comprehensive primary care ... that facilitates partnerships 

between individual patients, and their personal providers, and when appropriate, the 

patient’s family.” Components of this model may include comprehensive case 

management, care coordination and health promotion, transitional care, patient and 

family support, referral to community and social services, and use of health information. 

(5)  

 At geographically isolated installations where there is a dearth of both military and 

civilian health care specialists, and many families must travel for hours on a recurring 

basis to obtain specialty health care— o Create a program to bring medical specialists to 

the installation on a regular and reliable basis. (6a)  

 Provide free disability-accessible transportation to major medical centers within the 

region. (6b)  

 Establish and staff a dedicated developmental pediatrician position on all USMC 

installations to which Marines with families are assigned. (8)  

 Ensure that off-base families needing early intervention services for their children are 

systematically referred to comparable early intervention programs in the civilian 

community. (15) 
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 Promote the implementation of the “Medical Home” model among military and civilian 

providers of health care for EFMP families. (See recommendation #5.) With an emphasis 

on medical case management and coordination, Medical Home will facilitate 

communication between losing and gaining health care providers and health care systems, 

reduce unnecessary redundancy, and streamline access to specialists. (22)  

 Educate the military and civilian community about EFMP (i.e., base and unit leadership, 

military and civilian health care providers, relevant base and community agencies and 

providers, including LEAs, and members of the USMC community at large) by designing 

and implementing a robust, ongoing, multifaceted public relations (PR) campaign to 

educate stakeholders and the USMC community as a whole to: 

 Raise their awareness of today’s EFMP and sensitivity to EFM issues.  

 Publicize the specific benefits of enrollment.  

 Mitigate myths, concerns about stigma, and resulting resistance to enrollment.  

 Increase the capacity of the entire community (i.e., military leaders, military and 

civilian health care providers, base and community agencies, LEAs, USMC 

community members) to inform USMC families about EFMP and to be a 

supportive presence in the lives of USMC families with members with disabilities.  

 Promote the Medical Home model, particularly within the military and civilian 

health care communities. (33)  

 

Recommendations for USMC  

 Conduct an accessibility review of human service programs and facilities, including base 

housing, on USMC bases. Develop plans for each base to make programs and facilities 

accessible, that is, ADA compliant, if they are not already. Execute plans as appropriate. 

(1)  

 Currently families are paid mileage for travel to medical appointments 100 or more miles 

away. Modify the existing policy to include reimbursement for frequent visits to more 

proximate medical appointments, which can pose a comparable financial burden. (7)  

 In order to eradicate lingering myths about the assignment process, which can discourage 

enrollment or foster negativity about EFMP, actively promote awareness about the 

current EFMP “informed assignment process” among EFMP families and the USMC 

community at large. (16) 

 Determine the validity of continuing concerns about the impact of EFMP enrollment on a 

Marine’s career. Assess whether or not this lingering stigma is deserved by comparing 

rates of advancement among enrolled and nonenrolled Marines in comparable 

occupational specialties and year-groups. If no differences are observed, use this 

information to quell remaining concerns about enrollment within the USMC. 

Alternatively, if differences are observed, and enrollment does indeed affect advancement, 

take corrective action as appropriate. (32)  

 Educate the military and civilian community about EFMP (i.e., base and unit leadership, 

military and civilian health care providers, relevant base and community agencies and 

providers, including LEAs, and members of the USMC community at large) by designing  
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and implementing a robust, ongoing, multifaceted PR campaign to educate stakeholders 

and the USMC community as a whole to—  

 Raise their awareness of today’s EFMP and sensitivity to EFM issues. 

 Publicize the specific benefits of enrollment.  

 Mitigate myths, concerns about stigma, and resulting resistance to enrollment.  

 Increase the capacity of the entire community (i.e., military leaders, military and 

civilian health care providers, base and community agencies, LEAs, USMC 

community members) to inform USMC families about EFMP and to be a 

supportive presence in the lives of USMC families with members with disabilities.  

 Promote the Medical Home model, particularly within the military and civilian 

health care communities. (33)  

 Continue to grow the number of EFMP caseworkers, to allow them to provide more 

comprehensive services to EFMP families. (37)  

 Clarify the intended role of the FROs with regard to EFMP families, both during steady 

state and during PCS. If appropriate, address privacy constraints (e.g., HIPAA) 

preventing FROs from learning of, and proactively reaching out to, incoming EFMP 

families. (38)  

 Explore how base providers can share pertinent information with one another regarding 

EFM needs without violating privacy rules. (39)  

 Continue to encourage coalitions of base providers serving EFMs, and regular meetings 

of coalition members, to promote coordinated and proactive service delivery. (40) 

 Explore how the much-appreciated respite benefit could be made more flexible in order 

to better respond to individual family needs. (41)  

 

Recommendations for USMC EFMP  

 Undertake a study of access to disability-related services among remotely located USMC 

EFMs. (USMC) Upon ascertaining the needs of this population and gaps in services, 

determine the baseline support USMC should provide remote EFMP families, and 

resource/train caseworkers accordingly. (3)  

 Ensure that USMC EFMs who use sign language are aware of their right to the services 

of an interpreter for medical appointments, including behavioral health sessions, and 

ensure that this service is available to them at no charge. (12)  

 Ensure that off-base families needing early intervention services for their children are 

systematically referred to comparable early intervention programs in the civilian 

community. (15)  

 In order to eradicate lingering myths about the assignment process, which can discourage 

enrollment or foster negativity about EFMP, actively promote awareness about the 

current EFMP “informed assignment process” among EFMP families and the USMC 

community at large. (16)  

 Establish a sponsorship program for PCSing EFMP families. (17)  
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 Distribute a comprehensive resource packet, resource guide, or directory listing base and 

community resources for EFMs. Produce this tool both electronically and in hard copy 

and update the information regularly. Proactively distribute it to new arrivals and new 

enrollees. Through an ongoing strategic marketing campaign, ensure that all families with 

EFMs know about the tool and have ready access to it either online or in hard copy. (18)  

 Proactively offer to help families sign up for base housing, if not get assigned quarters, in 

advance of their arrival. (20)  

 Proactively offer families resource lists for respite care providers so they can arrange for 

respite care in advance of their arrival and thus minimize gaps in service, particularly 

during the stressful transition period. (20)  

 Notwithstanding HIPAA limitations, minimize gaps or discontinuity in health care 

services related to PCS: o Facilitate transfer of medical information between bases and 

between off-base and on-base providers by digitizing EFM medical records and 

facilitating a warm handoff (direct communications) between providers. (24b) 

 Consistent with the Medical Home model, establish a mechanism to ensure that EFM 

families have sufficient prescription medications while in transit between installations. 

(24c)  

 For recipients of ABA therapy, provide linkage to ABA therapist trainees in the vicinity 

of the gaining installation (who must complete volunteer hours for their ABA 

certification) until a longer-term solution can be implemented. (24d)  

 Prepare parents of students with disabilities to expect and navigate a very different 

educational environment when they PCS by mitigating parental distrust. Specifically, 

preemptively educate parents, via one-on-one and group formats, about the ways that 

different school districts may meet IEP goals. (27)  

 Proactively send inbound EFMP families with students with disabilities customized 

school information prior to arrival. Of necessity, this information will be less customized 

if families do not yet know where they will be living. (29)  

 Educate the military and civilian community (i.e., base and unit leadership, military and 

civilian health care providers, relevant base and community agencies and providers, 

including LEAs, and members of the USMC community at large) about EFMP by 

designing and implementing a robust, ongoing, multifaceted PR campaign to educate 

stakeholders and the USMC community as a whole to 

 Raise their awareness of today’s EFMP and sensitivity to EFM issues. 

 Publicize the specific benefits of enrollment . 

 Mitigate myths, concerns about stigma, and resulting resistance to enrollment  

 Increase the capacity of the entire community (i.e., military leaders, military and 

civilian health care providers, base and community agencies, LEAs, USMC 

community members) to inform USMC families about EFMP and to be a 

supportive presence in the lives of USMC families with members with disabilities.  

 Promote the Medical Home model, particularly within the military and civilian 

health care communities. (33)  
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 Explore to what extent ambiguity surrounding the definition of “disability” may prevent 

eligible USMC families from looking to EFMP for support. As appropriate, incorporate 

findings into the PR campaign addressed in the previous recommendation. (34)  

 Expand the scope of the support provided EFMP families beyond information and 

referral. For example,  

 Deliver regular, proactive outreach to enrollee families.  

 Proactively push information and resources to EFM families immediately upon 

enrollment and on an ongoing basis, so they will know— What to expect from 

enrollment, How to derive maximum benefit from enrollment, Who their “go-to” 

people are—including their position, purpose, and contact information  

 Establish a mentoring program to facilitate opportunities for EFMP families to 

share information and lessons learned with one another. This may be as simple as 

maintaining a roster of interested currently enrolled families who consent to their 

contact information being shared with newly enrolled or newly arrived families as 

appropriate.  

 Develop and offer more advocacy and more advocacy training opportunities. 

Leverage partners in policymaking, such as the Office of Protection and 

Advocacy (OPA) and the Council on Developmental Disabilities.  

 Develop and offer supplemental outreach and programming for families with 

deployed members.  

 Create a support group for EFM siblings, or help EFMP families link into civilian 

support groups for EFM siblings.  

 Offer transition-planning support aimed at facilitating continuity of care for EFMs 

of Marines who are retiring or separating from the military. (35)  

 Ensure that EFMP offices systematically gather, maintain, and update contact 

information from caretaker/EFM spouses and consistently direct all communications—

whether by email, telephone, or U.S. mail—to them. (36) 

 Explore how the much-appreciated respite benefit could be made more flexible in order 

to better respond to individual family needs. (41)  

 

Recommendations for USMC School Liaison  

 Prepare parents of students with disabilities to expect and navigate a very different 

educational environment when they PCS by mitigating parental distrust. Specifically, 

preemptively educate parents, via one-on-one and group formats, about the ways that 

different school districts may meet IEP goals. (27)  

 Increase the capacity of school liaisons to support EFMP enrollees by ensuring that (1) 

school liaisons are sufficiently familiar with EFMP, EFM needs, and special education 

resources on and off base (USMC, EFMP), and (2) proactively marketing school liaison 

services, for example, by including a flyer in newcomer materials. (28)  

 

Recommendations for USMC Early Development Intervention Services (EDIS) 
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 Provide EFMP families living off base, which includes most EFMP families, access to 

disability-related services offered on base. Most notable among these services is special 

education through DoDEA schools, at installations where they are available. Other 

services might include, for example, speech therapy and early intervention services. (2)  

 Ensure that off-base families needing early intervention services for their children are 

systematically referred to comparable early intervention programs in the civilian 

community. (15)  

 

Recommendations for USMC Relocation Program  

 Expand the scope of the support provided EFMP families beyond information and 

referral. For example, offer transition-planning support aimed at facilitating continuity of 

care for EFMs of Marines who are retiring or separating from the military. (USMC 

Relocation Program with assistance from EFMP) (35)  

 

Recommendations for Other Entities  

Department of Health and Human Services  

 At geographically isolated installations where there is a dearth of both military and 

civilian health care specialists and many families must travel for hours on a recurring 

basis to obtain specialty health care, establish financial incentives, such as scholarships 

and loan forgiveness programs, to train and recruit specialists to serve military families 

with special health care needs, and to locate practices near military installations. (6c) 

 

Civilian or Local Medical Providers  

 Ensure that off-base families needing early intervention services for their children are 

systematically referred to comparable early intervention programs in the civilian 

community. (15)  

 For recipients of ABA therapy, provide linkage to ABA therapist trainees in the vicinity 

of the gaining installation (who must complete volunteer hours for their ABA 

certification) until a longer-term solution can be implemented. (24d)  

 

ABA Certifying Authorities (e.g., colleges and universities)  

 For recipients of ABA therapy, provide linkage to ABA therapist trainees in the vicinity 

of the gaining installation (who must complete volunteer hours for their ABA 

certification) until a longer-term solution can be implemented. (24d)  

 

State DoEs  

 Disseminate to local education agencies (LEAs) and EFM families detailed guidance for 

implementing initiatives included in the Interstate Compact on Educational Opportunity 

for Military Children. (13)  

 Urge states to establish interstate compact commissions and to take action to train LEA 

staff. (14)  

 Prepare parents of students with disabilities to expect and navigate a very different 

educational environment when they PCS by mitigating parental distrust. Specifically,  
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preemptively educate parents, via one-on-one and group formats, about the ways that 

different school districts may meet IEP goals. (27)  

 

LEAs  

 Disseminate to LEAs and EFM families detailed guidance for implementing initiatives 

included in the Interstate Compact on Educational Opportunity for Military Children. 

(13)  

Prepare parents of students with disabilities to expect and navigate a very different 

educational environment when they PCS by mitigating parental distrust. 

 Specifically, preemptively educate parents, via one-on-one and group formats, about the 

ways that different school districts may meet IEP goals. (27)  

 Develop and provide to military-impacted schools succinct guidance on steps to facilitate 

a military student’s transition out of their system. Start with military-impacted schools 

who are beneficiaries of DoDEA partnership grants. (30)  

 

Interstate Commission  

 Disseminate to local education agencies (LEAs) and EFM families detailed guidance for 

implementing initiatives included in the Interstate Compact on Educational Opportunity 

for Military Children. (13)  

 Promulgate and enforce rules for schools receiving new students to ensure advanced 

preparation for these students’ special education needs. (26)  

 

Education Associations  

 Prepare parents of students with disabilities to expect and navigate a very different 

educational environment when they PCS by mitigating parental distrust. Specifically, 

preemptively educate parents, via one-on-one and group formats, about the ways that 

different school districts may meet IEP goals. (27)  

 

Parent-Teacher Organizations and Associations  

 Prepare parents of students with disabilities to expect and navigate a very different 

educational environment when they PCS by mitigating parental distrust. Specifically, 

preemptively educate parents, via one-on-one and group formats, about the ways that 

different school districts may meet IEP goals. (27) 
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October 2, 2013 
 
Theresa A. Hart RNC, MS 
Perinatal and Special Needs  
Nurse Consultant 
Office of the Chief Medical Officer 
700 Arlington Boulevard, Suite 5101 
Falls Church VA 22042-5101  
 
VIA EMAIL:  Theresa.Hart@tma.osd.mil 
 
Re:  Section 735 of the 2013 NDAA 
 
Dear Ms. Hart: 
 
Autism Speaks is the nation's largest autism science and advocacy organization, dedicated to 
funding research, increasing awareness, and advocating on behalf of affected individuals and their 
families.  We appreciated the opportunity to meet with you last month to speak about section 735 
of the  National Defense Authorization Act for Fiscal Year 2013 (NDAA) and the unique challenges 
and needs of military children with special healthcare needs, including autism spectrum disorders. 
 
I. Executive Summary 
 
Section 735 of the  NDAA, commonly referred to as “TRICARE for Kids,” directs the Secretary of 
Defense to conduct a comprehensive review of TRICARE policies with respect to pediatric care, 
provide an assessment of specialty care access, and develop a plan and report to Congress with 
recommendations to ensure that TRICARE meets  the pediatric-specific needs of TRICARE 
dependents.     We urge TRICARE to make the following changes: 
 

• Amend regulations and policies to reflect pediatric-specific principles; 
• Improve access to pediatric specialty care providers; 
• Emphasize family-centered care coordination; and  
• Improve coverage of applied behavior analysis. 
 

II. TRICARE’s Policies Should Reflect Pediatric Specific Priniciples 
 
The TRICARE reimbursement system is based on Medicare, which was established for adults age 65 
and older.  Children’s health care needs, however, differ from those of adults.  In its recent policy 
statement,i the American Academy of Pediatrics (AAP) describes  the problems with adult-based 
assumptions, and recommends healthcare policies reflect pediatric specific principles and address 
the unique needs of children when defining medical necessity (emphasis added): 
 

mailto:theresa.hart@tma.osd.mil
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Although Medicare has become the de facto standard of health care benefits and 
directly influences commercial health care plans, it is important to realize that health 
care standards designed for adult care often will not meet the needs of children. . . 

[The] pediatric definition of medical necessity should be as follows: health care 
interventions that are evidence based, evidence informed, or based on consensus 
advisory opinion and that are recommended by recognized health care professionals, 
such as the AAP, to promote optimal growth and development in a child and to 
prevent, detect, diagnose, treat, ameliorate, or palliate the effects of physical, genetic, 
congenital, developmental, behavioral, or mental conditions, injuries, or disabilities.  

 
Updating TRICARE regulations and policies to reflect these pediatric specific principles will 
ensure military children receive comprehensive and quality healthcare services in a manner 
consistent with best practices.   
 

Recommendation 1: 
Update TRICARE Regulations and Policies to Align with AAP Policy Statement 
 
TRICARE should adopt the AAP’s definition of medical necessity and hierarchal 
review process to identify and provide coverage for medically necessary 
treatments specific to pediatric care. 

 
III. TRICARE Should Improve Access to Pediatric Specialty Care  
 
Timely access to pediatric specialists is complicated by national physician shortages and the regional 
concentration of specialists.  Access to care challenges are more extreme for military personnel that 
are highly mobile and often have to wait through multiple wait lists as a result of change in duty 
station.   
 
The need for specialty care outside the military health system is essential for children with medically 
complex conditions, but navigating TRICARE’s referral and authorization processes is burdensome 
and time intensive.   Providers report that working with TRICARE is overly complex and often chose 
not to participate in the TRICARE network because  it is too difficult to navigate and administer.   The 
paucity of TRICARE network specialty care providers further impedes access to care. 
 
TRICARE policies often exacerbate wait times associated with referrals and authorizations for 
specialty care providers.  Military parents report treatment is often delayed or denied because 
TRICARE policy is overly rigid.  Examples of this rigidity include the following: 

 

 TRICARE’s Extended Care Health Option (ECHO) requires enrollment in the 
Exceptional Family Member Program prior to authorization of services.  This 
requirement often results in signficant delays of needed services and supports. 

 The ECHO Autism Demonstration requires beneficiaries to submit a copy of the 
child’s Individualized Education Plan (IEP) prior to authorization of treatment 
services.  This requirement can often delay services months for newly diagnosed 
children or for children without an IEP.  While there are exceptions to this 
requirement, they are not applied consistently or not at all unless requested by 
the parent. 
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 TRICARE’s ABA Pilot requires psychometric testing prior to authorization of 
treatment services.  Finding a specialty care provider that can administer these 
tests is problematic and beneficiaries have been unable to access the program. 

 
Time is of the essence for access, identification, intervention, and treatment because children grow 
and develop rapidly.   It is important policies provide for timely access to care and TRICARE practices 
must be improved to grow its provider network. 
 

Recommendation 2: 
Expand the TRICARE Provider Network and Improve Access to Specialty Care 
 
Regional contractors must increase their efforts to recruit and retain specialty care 
providers within the TRICARE network.   Contractors must simplify provider enrollment, 
increase and improve provider support, align reimbursement rates with market value, 
and improve payment times. 
 
TRICARE must elminate policy barriers to ensure referral and authorization policies 
provide for timely access to care, meet the needs of beneficiaries, and align with best 
practices.   

 
IV. TRICARE Should Emphasize Family-Centered Care Coordination 
 
The need for ongoing care coordination by pediatric specialists is essential for children with 
medically complex conditions, and it is important TRICARE policies address this.    
 
Care coordination has been defined as “a process that links [a child with special healthcare needs] to 
services and resources in a coordinated effort to maximize the potential of children and provide 
them with optimal health care.”ii  In the context of autism, care teams may include developmental 
pediatricians, behavior specialists, child psychiatrists, pediatric neurologists, psychologists, pediatric 
specialists in gastrointestinal, metabolic and sleep disorders, and other specialty services such as 
speech therapy, occupational therapy, physical therapy, and nutritional counseling.  For military 
families, care coordination should also assist families with communication and coordination of 
services in preparation of change in duty station and in navigating military specific support services 
and community resources to achieve the best health outcomes for the child and help support the 
well-being of the entire family.   
 
Quality healthcare is family centered and recognizes the important role families play in healthcare 
decisions.  Family centered care coordination is a partnership between families and healthcare 
providers working together to best meet the needs of the child.  Programs adopting a family 
centered care approach require policies and programs be flexible and responsive to the needs and 
choices of each family.  Unfortunately, family centered care coordination is not supported by 
current TRICARE policies, programs, and practices.  Providing quality improvements including family 
centered care coordination to the TRICARE system can make a real difference in the lives of children 
and military families.   

 
Recommendation 3: 
Provide Family Centered Care Coordination  
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TRICARE should incorporate policies, programs, and practices to provide family centered 
care coordination for children with special healthcare needs, including autism. 

 
V. TRICARE Should Improve Coverage of ABA Care 

 
Autism spectrum disorder (autism) is a developmental disorder that affects a person’s ability to form 
social relationships and communicate with others.  People with autism also exhibit repetitive 
behaviorsthat can interfere with their ability to learn and function.  For many individuals, autism is 
pervasive, chronic, life-long, and severely disabling.   
 
Autism is no longer considered a rare condition. It affects about 1 in 88 children, including 1 in 54 
boys.  A recent study conducted by the Centers for Disease Control indicates the prevalence in 
school-aged children could be as high as 1 in 50.iii  The prevalence of autism has risen dramatically 
over the past several decades; in fact, statistics show a ten-fold increase in 40 years.  Although 
broadening of the diagnostic criteria for autism and increased awareness account for some of this 
increase,  approximately 50 percent of the increase remains unexplained. 
 
As the number of individuals and families affected by autism continues to grow, the need for 
effective treatment services must  be addressed.  The societal impact and costs of not providing for 
such care are great. 
 
Based on metrics used by the World Health Organization, autism represents a significant public 
health challenge. It is a highly prevalent and chronic condition with an early onset and is associated 
with significant functional impairments and costs. Its burden is higher than childhood leukemia, 
cystic fibrosis, and type 1 diabetes -- an estimated $137 billion per year.iv    
 
Of course, the impact of autism cannot be measured in dollars alone.   Autism takes a significant toll 
on families.  According to the 2009/10 National Survey of Children with Special Health Care Needs, 
parents of children with autism are more likely than parents of children with other special needs to  
  

 cut back or stop working;  

 spend 11 or more hours per week providing or coordinating their child’s care;  

 pay more than $1,000 annually in out-of-pocket medical expenses;  

 experience financial problems; and  

 avoid changing jobs in order to maintain health insurance.  
  
Approximately 25% of individuals with autism are non-verbal or have significant communication 
challenges.  About 40% of children with autism also have a intellectual disability.  Children with 
autism also often have other comorbid conditions such as GI disorders, sleep disorders, and 
epilepsy,  which effect their health, behavior, functioning levels, and quality of life.  Often these 
conditions may go undetected due to lack of physician awareness or the individual's inability to fully 
communicate his or her symptoms.   
 
Military families who have a child on the spectrum have additional challenges. The very nature of 
military service creates stress for families and makes access to care difficult.  Relocating to a new 
duty station often causes gaps in care that may have lifelong consequences on a child’s 
development.    When one parent is deployed, the other must shoulder all aspects of family care 
alone.   Some families also have a parent with service-related mental or physical health needs.   
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Deployment cycles, family stress, relocation, gaps in services, or any other life event may trigger a 
period of regression that  sets back a child’s development.   Periods of regression are regular events 
in the life of a military child with autism, and the journey back to previous functioning levels can 
take months or years.   
 
Fortunately, there are effective treatments for autism that can change a person’s course and 
outcome.  Controlled clinical trials have shown that early intensive behavioral treatment 
significantly increases IQ, language abilities and daily living skills, while reducing the symptoms of 
autism.  Among the many treatment methods available, behavioral treatments that use the 
methods of applied behavior analysis (ABA) have become widely accepted among health care 
professionals as an effective treatment for autism.  In 1999 the Surgeon General  of the United 
States reported that “Thirty years of research demonstrated the efficacy of applied behavioral 
methods in reducing inappropriate behavior and in increasing communication, learning, and 
appropriate social behavior.”v  
 
Treatments based on behavior analysis use a scientifically validated approach to understanding 
behavior and how it is affected by the environment. Through decades of research, the field of 
behavior analysis has developed many techniques for increasing useful behaviors and reducing 
those that may cause harm or interfere with learning.  These techniques bring about meaningful and 
positive changes in behavior.  Success in an ABA program is measured by direct observation and 
data collection and analysis.  Early behavioral treatment based on ABA is provided by highly trained 
professionals with expertise in ABA and involves one-on-one treatment with the child typically for 
25-40 hours per week for at least two years.  This early intensive investment in treatment results in 
significant cost savings and quality of life improvements in the long run, as many children with 
autism who receive such treatments can now carry on a conversation, enter a regular classroom, 
and form friendships with their peers.    

 
Study after study has provided evidence of ABA’s efficacy.  The Interagency Autism Coordinating 
Committee , the federal committee that coordinates all efforts within the Department of Health and 
Human Services concerning autism spectrum disorder,has labeled ABA the “standard of care” in the 
treatment of autism and highlighted the importance of broad-based health coverage of ABA 
treatment services.vi 
 
Coverage of ABA  in the civilian sector has developed at a tremendous rate.  In 2012, the U.S. Office 
of Personnel Management  concluded that ABA for autism is  a "medical therapy,” and Federal 
Employees Health Benefits Program carriers are now providing to federal civilian employees benefits 
packages that include ABA.  Further, 34 states and the District of Columbia have laws requiring 
private insurers to cover ABA as a medically necessary service.  Dozens of large employers like 
Microsoft, IBM, Oracle, Wells Fargo, and Home Depot also provide coverage for ABA, as do 
universities such as Ohio State, Harvard, and Princeton.   While coverage of ABA  varies by employer  
and by location, many workplaces provide a standard of care far exceeding what TRICARE offers. 
 
TRICARE currently provides limited coverage of ABA care under three different programs: the 
TRICARE Basic Program, the Extended Care Health Option Enhanced Access to Autism Services 
Demontration (Autism Demonstration), and the ABA Pilot for Non-Active Duty Family Members 
(ABA Pilot).  Each of the three programs vary signficantly, confusing beneficiaries, referring 
physicians, ABA service providers, and regional contractors alike.  TRICARE’s ABA policies are 
burdensome, prevent access to recommended levels of treatment, and create artificial barriers to 
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services that often delay care for several months.   TRICARE should  provide a uniform benefit that 
follows the needs of the child rather than dictate the care that the child receives. 
 
The following points, while by no means exhaustive, identify current ABA policy deficits and provide 
recommendations to improve ABA coverage, address access challenges, and align policies with 
established clinical practice guidelines.   

 
Recommendation 4: 
Expand Definition of ABA Provider to Align with Behavior Analyst Certification Board 
Guidelines  
 
Access to ABA services under the TRICARE Basic Program remains problematic due to 
the limited number of Board Certified Behavior Analysts (BCBA and BCBA-D) available 
nationally.  To improve the efficiency of ABA delivery under TRICARE, we urge the 
TRICARE Director to develop regulations allowing coverage of Board Certified Assistant 
Behavior Analysts (BCaBAs) and ABA Technicians under the TRICARE Basic Program in a 
manner consistent with the tiered service delivery model outlined by the Behavior 
Analyst Certification Board.vii  This tiered service delivery model  meets the demand for 
care in the civilian marketplace, helps deliver treatment economically, and allows for 
the expertise and oversight needed to reach treatment goals.  As we have seen through 
the Autism Demonstration, the Behavior Analyst Certification Board tiered-service 
delivery model has the ability to greatly expand the number of providers that deliver 
ABA services, thereby improving access to care for TRICARE beneficiaries.    
 
We are aware the Autism Demonstration and the new ABA Pilot provide limited 
coverage of services delivered by a BCaBA and ABA Technicians, but the dollar limits 
placed on care under these programs often result in beneficiaries receiving  services far 
below medically recommended levels.  Providing coverage of the tiered services model 
under the TRICARE Basic Program as a medical benefit will address this deficit and bring 
TRICARE coverage of ABA care in line with professional standards of care.   
 
Varying coverage of BCaBAs under the Autism Demonstration and the ABA Pilot further 
complicate access to ABA treatment.  The Autism Demonstration allows  BCaBAs to 
supervise ABA Technicians, but does not provide coverage of services delivered directly 
by a BCaBA.  The ABA Pilot allows coverage of services delivered directly by a BCaBA (at 
a significantly reduced reimbursement rate that the Autism Demonstration) but does 
not allow BCaBAs to supervise ABA Technicians.  Under the Behavior Analyst 
Certification Board guidelines, BCaBAs are able to provide direct intervention and 
provide several supervisory functions as well.   
 
Recommendation 5: 
Eliminate Physician Supervision of Behavior Analysts  
 
We have serious concerns regarding TRICARE’s requirement that the referring physician 
supervise BCBAs and provide ongoing oversight of a beneficiary’s ABA treatment plan.  
Physician licensure laws and ethics codes prohibit medical professionals from operating 
outside of their areas of training and expertise.  The practice of ABA has distinct 
treatment methods and is delivered by certified professionals with recognized 
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experience and educational requriements.   Most physicians do not have the education, 
training, or experience in providing ABA care, and TRICARE’s supervision and oversight 
requirements place the referring  physician at risk for violating their professional 
licensure laws and codes of ethics.   
 
We recommend TRICARE eliminate the physician supervision requirements and allow 
BCBAs to practice independently.  This is consistent with state licensure laws and how 
civilian health plans cover ABA. 
 
Recommendation 6: 
Expand Access to ABA to Other Developmental Disabilities 
 
On July 27, 2012, without notice, TRICARE terminated ABA treatment for military 
children without an autism diagnosis.  This population included children with Down 
syndrome, cerebral palsy, and other developmental disabilities needing behavior 
intervention services.  Some of these military families had been receiving limited 
coverage of ABA under the ECHO program for well over a decade.  Other families had 
spouses deployed and no alternative for help or treatment options to address serious 
behavior needs.   
 
ABA is the design, implementation, and evaluation of environmental modifications to 
produce socially significant improvement in human behavior and is not specific to 
autism only.  ABA as a behavioral health treatment has been found beneficial for many 
patient populations with a range of clinical needs including severe problem behavior 
(e.g., self injury, aggression), attention deficit disorder, pediatric feeding and eating 
disorders, rehabilitation of other acute medical conditions, and many other behavioral 
needs.  We strongly support a more inclusive policy regarding coverage of ABA to 
address the treatment  needs of all patients who would benefit from ABA intervention. 
 
Recommendation 7: 
Eliminate Psychomentric Testing Requirements under the ABA Pilot 
 
TRICARE’s new ABA Pilot requires psychometric testing, specifically the Autism 
Diagnostic Observations Scale, Second Edition (ADOS-2) and the Vineland Behavioral 
Scales, Second Edition (VBS-II), be completed before ABA services can be authorized.  
We have serious concerns regarding the additional burdens these requirements place 
on families,the delays in treatment services that will most likely result, and how the 
results of such tests are being used. 
 
While establishing baseline data to assist clinicians in identifying areas of need  is 
important, mandating the use of specific tests prior to authorization goes against well-
established clinical practice guidelines.  The Behavior Analyst Certification Board 
guidelines are purposely silent about what assessment tools be used and emphasize 
that “assessments must be individualized and appropriate“ for each beneficiary.  
Very few ABA providers are qualified to administer the ADOS-2, and most beneficiaries 
will require a referral to a different TRICARE provider to administer the test.  Given the 
paucity of specialty care providers (such as clinical psychologists and developmental 
pediatiricians) that are certified to administer the ADOS-2, this is of great concern.  
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Many families will be forced to sit on long wait lists to receive the ADOS-2, which will 
delay urgently needed treatment services.  TRICARE should eliminate the psychometric 
testing requirements as a barrier to treatment authorization and leave assessment 
decisions to the discretion of the clinician. 
 
The ABA Pilot requires administering the VBS-II every six months, and “objective 
progress” is required on the VBS-II for continued authorization of services.  We have 
serious concerns about how the VBS-II testing results are being used.  The VBS-II is a 
commonly used assessment that measures adaptive behavior, but it has not been 
validated to measure progress on an ABA treatment program.  The VBS-II in particular is 
not a direct assessment of an individual’s performance, but rather relies on third party 
reports through an interview process.  Testing results are not likely to be sensitive 
enough to pick up changes in behavioral data.  
 
Recommendation 8: 
Eliminate Treatment Duration and Age Restrictions under the ABA Pilot 
 
The ABA Pilot requires beneficiaries to receive waivers for care continued beyond two 
years and for beneficiaries over the age of 16.  We strongly discourage placing 
treatment duration or age restrictions in policy as they do not address the medical 
needs of the beneficiary.  Research has not established an age limit beyond which ABA is 
not effective, and most children will continue to need ABA far beyond two years and 
even perhaps after the age of 16.  While the policy includes a waiver process to continue 
coverage, this waiver process is not clearly defined and represents an arbitrary and 
unnecessary barrier to care.  We are aware of TRICARE’s public statements that the age 
16 limits on care “are comparable to those established by state-mandated coverage.”  
We strongly disagree with these statements -- several states have no age restrictions on 
care and  most  states provide coverage far beyond the age of 16.  We recommend 
TRICARE remove treatment duration and age limitations from its ABA policies 
altogether. 
 
Recommendation 9: 
Eliminate Discharge Criteria under the ABA Pilot 
 
We are very concerned about the new discharge criteria established under theABA Pilot 
to terminate care when a patient fails to make progress (as measured by psychometric 
tests) or when parents are not appropriately engaged.  While public statements from 
TRICARE have indicated that these criteria will not be used in isolation and that a full 
review of a beneficiary’s current status will be considred, the actual policies themselves 
are still outside of established clinical practice guidelines. 
 
The discharge of a patient from treatment is highly individualized.  Such decisions 
should be made at the clinician level with parents and patients.  It is important health 
plans provide coverage for a clinician’s discharge planning and care during the discharge 
period, but we strongly discourage mandated conditions for discharge in policy, and 
specifically basing discharge on results of standardized tests, lack of progress, and 
parent participation.   Final policies should allow for continuous services even if 
therapeutic benefit is maintenance at a given functioning level.   
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VI. Conclusion 
 
While all children have unique needs as compared to adults, military families face more extreme 
challenges due to the very nature of their service.  The practical difficulties that accompany 
deployments and frequent relocations must be taken into consideration in developing the medical 
policies and programs necessary to support military children and their families.  These needs are 
hightened for military children with chronic medical conditions and disabilities.   
 
We appreciate your serious consideration of the above recommendations  to ensure children’s 
health policy provides appropriate access and coverage of medical care in a manner consistent with 
best practices.   
 
Sincerely, 

 
 

Karen Driscoll 
Associate Director for Federal Government Affairs and Military Relations 
Autism Speaks 
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October 10, 2013 

 

 

Theresa A. Hart, RNC, MS 

Perinatal and Special Needs 

Nurse Consultant 

Office of the Chief Medical Officer 

700 Arlington Boulevard, Suite 5101 

Falls Church, VA  22042-5101 

   

 

Dear Ms. Hart: 

 

The National Military Family Association has long been an advocate for improving the quality of life 

of our military family members who have sacrificed greatly in support of our Nation. Among our 

highest priorities is ensuring the children of service members receive the quality health care they 

need and deserve.  

Section 735 of the NDAA, also known as “TRICARE for Kids,” directs the Secretary of Defense to 

conduct a comprehensive review of TRICARE policies with respect to pediatric care. As the 

Department of Defense considers modifications to the TRICARE program, the National Military 

Family Association urges the TRICARE for Kids working group to take the following points into 

consideration: 

 Children’s health care needs differ from those of adults. TRICARE’s policies should address 

the unique needs of children when defining medical necessity to ensure that military 

children receive comprehensive and quality health care consistent with pediatric best 

practices. 

 

 Because children grow and develop quickly, timely access to appropriate treatment is 

critical. While we recognize that access to pediatric specialty care is often hindered due to 

physician shortages, the situation is exacerbated by TRICARE policies that discourage 

provider participation in the plan. TRICARE should simplify enrollment, improve provider 

support, align reimbursement rates with market value, and improve payment times to 

facilitate a robust provider network.  

 



 Frequent moves magnify delays in accessing specialty pediatric care for military kids. 

Families must find new providers at each location and often experience waitlists for initial 

appointments resulting in gaps in care. TRICARE’s referral and approval process can add to 

this problem. TRICARE should eliminate policy barriers to ensure referral and authorization 

policies that provide for timely access to care, meet the needs of beneficiaries, and align 

with best practices. 

 

 Many children, including those with chronic disabilities and allergies to commercial 

additives, require highly customized medications. There are many instances when 

compound medications are the only safe and effective options for children. For this reason, 

TRICARE should consider the distinctive needs of children when evaluating compound 

pharmaceutical coverage policies. 

The unique challenges faced by military families must be taken into consideration when developing 

TRICARE policy.  It is imperative that the quality of health care provided to our military children is 

commensurate with the sacrifices made by our service members and their families.   

Thank you for the opportunity to submit comments to the TRICARE for Kids working group. If you 

have any questions, please contact Karen Ruedisueli, Government Relations Deputy Director, at 

(703)931-6632 or KRuedisueli@militaryfamily.org. 

 

Sincerely, 

 

Mary T. Scott 

Chairman, Board of Governors 
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March 27, 2014 

 

Jonathon Woodson, MD 

Assistant Secretary of Defense for Health Affairs 

Director of the Defense Health Agency 

1400 Defense Pentagon 

Washington, DC 20301-1400 

 

Re: Section 735 of the FY2013 National Defense Authorization Act 

 

Dear Dr. Woodson: 

 

The American Academy of Pediatrics (AAP), a non-profit professional organization of more than 

62,000 primary care pediatricians, pediatric medical subspecialists, and pediatric surgical 

specialists dedicated to the health, safety, and well-being of all infants, children, adolescents, and 

young adults, is sending you the attached letter to share our thoughts and recommendations on 

improving TRICARE coverage for dependent children of our nation’s military families. 

 

Section 735 of the FY 2013 National Defense Authorization Act, often referred to as the 

“TRICARE for Kids” provision, directs the Secretary of Defense to conduct a comprehensive 

review of TRICARE policies with respect to pediatric care. Our letter makes recommendations 

regarding each of the nine areas that the Department of Defense (DoD) will address in its study, as 

well as recommendations for DoD to consider including in its report to Congress. While we have 

many suggestions for DoD in the letter, we particularly encourage DoD to consider:  

 

 Aligning TRICARE with Medicaid’s Early and Periodic Screening, Diagnosis and 

Treatment (EPSDT) standards, as well as Bright Futures guidelines for pediatric preventive 

care;  

 Adopting AAP’s definition of medical necessity for all dependent children in military 

families that are covered by TRICARE; and, 

 Reviewing the payment rates for pediatric care and eliminating or modifying the ability of 

regional contractors to require providers to provide a “discount” from the CHAMPUS 

National Pricing System (CMAC). 

 

We appreciate the opportunity to share our thoughts and recommendations on study authorized by 

Section 735 of the FY13 NDAA.  We stand ready to work with DHA on this issue and would 

welcome an opportunity to discuss this matter in more detail with DHA leadership. 

 

Sincerely, 

 
 

James M. Perrin, MD, FAAP 

President 

 
JMP/pj 
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The American Academy of Pediatrics (AAP) appreciates this opportunity to share thoughts and 

recommendations on improving TRICARE coverage for dependent children of our nation’s 

military families. 

 

Section 735 of the FY 2013 National Defense Authorization Act, often referred to as the 

“TRICARE for Kids” provision, directs the Secretary of Defense to conduct a comprehensive 

review of TRICARE policies with respect to pediatric care. The provision also requires that the 

Department of Defense (DoD) provide a report to Congressional defense committees that 

includes the findings of the study, a plan to improve and continuously monitor the access of 

dependent children to quality health care, and any recommendations for legislation that the 

Secretary considers necessary to maintain the highest quality of care for dependent children in 

military families.  

 

Specifically, Section 735 directs the Secretary to conduct a study that includes the following: 

 

1. A comprehensive review of the policies of the Secretary and the TRICARE program 

with respect to providing pediatric care. 

2. An assessment of access to pediatric health care by dependent children in appropriate 

settings. 

3. An assessment of access to specialty care by dependent children, including care for 

children with special health care needs. 

4. A comprehensive review and analysis of reimbursement under the TRICARE program 

for pediatric care. 

5. An assessment of the adequacy of the ECHO Program in meeting the needs of 

dependent children with extraordinary health care needs. 

6. An assessment of the adequacy of care management for dependent children with special 

health care needs. 

7. An assessment of the support provided through other Department of Defense or 

military department programs and policies that support the physical and behavioral 

health of dependent children, including children with special health care needs. 

8. Mechanisms for linking dependent children with special health care needs with State 

and local community resources, including children’s hospitals and providers of 

pediatric specialty care. 

9. Strategies to mitigate the impact of frequent relocations related to military service on the 

continuity of health care services for dependent children, including children with special 

health and behavioral health care needs. 

 

The health care of children in military families is of paramount importance. AAP has issued 

clinical reports such as “Health and Mental Health Needs of Children in US Military Families,” 

to advise the civilian pediatrician in serving children from military families. The AAP also 

published a supplemental volume of Pediatrics in February 2012 devoted to the role of the 

pediatrician in military medicine.  

 

Recently, the Section on Uniformed Services recently created the Military Youth Deployment 

Support Video Program, which was adopted and used widely by the U.S. Army Medical 

Command. More than 300,000 copies have been distributed world-wide to military families, 

various military youth-serving professional agencies, and primary care offices.  
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While the AAP is proud of the leadership that the Section on Uniformed Services provides, it is 

also important to note that more than 50 percent of military children receive their health and 

mental health care from nonmilitary providers. This care is often provided outside the gates of 

military installations, and especially to children of active service members in the National 

Guard and Reserve. This fact heightens the importance of a comprehensive benefit package for 

these children, as well as adequate incentives and payment for civilian providers to participate 

in TRICARE. 

 

Academy members are acutely aware of how challenging the conflicts in Iraq and Afghanistan 

have been for military personnel and their families. Up to 2 million U.S. children have been 

exposed to a wartime deployment of a loved one in the past 10 years. This background is 

especially relevant as children who have had parents deployed as part of the Iraq and 

Afghanistan theaters may have unique needs that children in non-military families often do not 

face.   

 

With these facts in mind, the AAP is very appreciative of Congress’ willingness to authorize the 

study outlined in Section 735 of the FY13 NDAA. We urge the DoD to use the results of the 

study to make recommendations to improve TRICARE policy with respect to pediatric care. As 

DoD undertakes this important study, the AAP makes the following recommendations regarding 

each of the nine areas that DoD will address in its study, as well as recommendations for DoD to 

consider including in its report to Congress. 

 

 

(1) A comprehensive review of the policies of the Secretary and the TRICARE program with 

respect to providing pediatric care. 

 

Children and adolescents must have a comprehensive, age-appropriate benefit package. As AAP 

notes in its Policy Statement, “Principles of Health Care Financing”: 

 

The health insurance package should cover all pediatric services including 

preventive and wellness services, acute, inpatient and chronic services, 

including developmental, pregnancy-related and other reproductive health, 

newborn care, mental and behavioral health, substance abuse disorders, 

emergency services, facilitative, habilitative, and rehabilitative services and 

devices, palliative, home health and hospice care services, prescription drugs, 

vision care services, and oral health services reflecting the scope of benefits 

recommended by the American Academy of Pediatrics and the National 

Business Group on Health.1 

 

TRICARE is a strong health care program, and generally offers comprehensive coverage for its 

members, but, since it largely mirrors the federal Medicare program, which is primarily focused 

on adults, it is worth examining whether there are any areas where the benefit package does not 

finance care to address all of a child’s health and developmental needs. AAP believes that an 

age-appropriate health insurance benefit package for children should be based on the 

comprehensive, fully inclusive set of services provided by the Early and Periodic Screening, 

                                                 
1 American Academy of Pediatrics, Committee on Child Health Financing. “Principles of Health Care 

Financing.” Pediatrics, 2010; 126; 1018 
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Diagnosis and Treatment (EPSDT) regimen embodied in Medicaid as well as the preventive care 

recommendations in Bright Futures: Guidelines for Health Supervision of Infants, Children and 

Adolescents, as stipulated in Section 2713 of the Affordable Care Act for private insurance. 

 

The guiding principle for child health care under Medicaid is EPSDT, which has been shaped to 

fit the standards of pediatric care and to meet the special physical, emotional, and developmental 

needs of children. Federal law requires that Medicaid cover a comprehensive set of benefits and 

services for children.  Unlike insurance benefits targeted at adults, EPSDT provides age-

appropriate benefits so that young children receive medically necessary health, mental health, 

and developmental services.  

 

According to Medicaid regulations, screening services “to detect physical and mental conditions 

must be covered at established, periodic intervals (periodic screens) and whenever a problem is 

suspected (inter-periodic screens).” Federal law also states that treatment must include any 

“necessary health care, diagnostic services, treatment, and other measures,” that fall within the 

federal definition of medical assistance that are needed to “correct or ameliorate defects and 

physical and mental illnesses and conditions discovered by the screening services.” As such, all 

medically necessary diagnostic and treatment services must be covered, regardless of whether or 

not such services are otherwise covered under State Medicaid plans for those older than 21. 

 

The AAP urges DoD to review the benefits offered under its TRICARE program to see how it 

aligns with the EPSDT standard. If the study determines that it is not as robust as EPSDT, AAP 

encourages DoD to adopt a standard of care equivalent to EPSDT to ensure that all dependent 

children in military families have access to all needed health care services to treat any health care 

conditions that are found in screenings in the most appropriate settings possible. While many 

dependent children in military families with special health care needs are able to and do receive 

EPSDT services by qualifying for Medicaid services, all children in military families would 

enjoy age-appropriate benefits if TRICARE mirrored EPSDT. 

 

Closely linked with EPSDT, Bright Futures is a national health promotion and disease prevention 

initiative developed by the Health Resources and Services Administration in conjunction with 

AAP that addresses children's health needs in the context of family and community. Evidence-

informed content for well-baby and well child visits are available through the Bright Futures 

Periodicity Schedule and supporting information contained in the Bright Futures monograph.2 In 

addition to use in pediatric practice, many States implement Bright Futures principles, guidelines 

and tools to strengthen the connections between state and local programs, pediatric primary care, 

families, and local communities. If TRICARE policy is not already in alignment with Bright 

Futures, AAP urges DoD to ensure that the preventive care recommendations are adopted, 

implemented and covered by each regional contractor in TRICARE. 

 

While Bright Futures is the age-appropriate guideline for preventive pediatric health care, it is 

important to note that each child and family is unique, and that the recommendations for 

preventive pediatric health care are mostly designed for the care of children who have no 

manifestations of serious health problems, and are growing and developing along common 

trajectories. Unfortunately, all children do not always enjoy these realities, and, as such, 

additional well or check-up visits may become necessary depending on the needs of the child and 

                                                 
2 http://brightfutures.aap.org/clinical_practice.html 
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his or her family. Developmental, psychosocial and chronic disease issues for children and 

adolescents often require frequent counseling and treatment visits separate from preventive care 

visits. When any of these challenges occur, TRICARE should ensure that dependent children in 

military families receive the health care services they need. 

 

In addition to examining the breadth of services covered under TRICARE, AAP recommends 

that DoD also review TRICARE’s definition and utilization of medical necessity to determine 

what services to finance. Many times insurers—both private and public—determine that a 

particular service does not meet their definition of medical necessity and will therefore deny 

coverage for that service and refuse to pay providers for the service. Unfortunately, as noted in 

“Essential Contractual Language for Medical Necessity in Children” published in July, 2013, the 

term “medical necessity” is generally ill-defined.3  

 

“Medical necessity” is used by public insurers like Medicaid and Medicare and in private 

insurance contracts to refer to medical services that are generally recognized as appropriate for 

the diagnosis, prevention, or treatment of disease and injury. Health insurance coverage is 

moderated by a host of federal regulations and statutes, State mandates and other rules. Although 

provider agreements with insurers are usually written with these rules and regulations in mind, it 

is often the case that they are not written with the pediatric population as a focus.4 

 

The Academy urges all insurers, as well as DoD through the TRICARE benefit, to adopt a 

definition of medical necessity that is more functional or operational and specific to meet the 

needs of children. In addition, although evidence of effectiveness is a cornerstone of most 

definitions of medical necessity, it is important to acknowledge that such data may not be readily 

available for all services offered for children.  

 

Ideally, a definition for medical necessity for children would be governed by traditional evidence 

grading, and if that is not available, then a hierarchy or algorithm of standards would be applied. 

Since traditional evidence is not always available for all services provided for the pediatric 

population, AAP has published two policy statements to aid decision makers, including DoD, in 

classifying clinical recommendations and ensuring transparency in issuing clinical guidelines.5 

If, as is often the case, scientific evidence is insufficient for a particular therapy or treatment, 

then professional standards of care for children should be considered.  

 

Because of some of the uncertainty surrounding scientific evidence and clinical guidelines for 

providing health care for children, AAP recommends that the pediatric definition of medical 

necessity should be as follows: 

 

Health care interventions that are evidence based, evidence informed, or based 

on consensus advisory opinion and that are recommended by recognized health 

care professionals, such as the AAP, to promote optimal growth and development 

                                                 
3 American Academy of Pediatrics. Committee on Child Health Financing. "Essential Contractual Language for 

Medical Necessity in Children.” Pediatrics, 2013; 132(1):398-401.  
4 Ibid. 
5 American Academy of Pediatrics Steering Committee on Quality Improvement and Management. "Classifying 

Recommendations for Clinical Practice Guidelines.” Pediatrics, 2004; 114(3): 874-877, and Shiffman RN, Marcuse 

EK, Moyer VA, et al; American Academy of Pediatrics Steering Committee on Quality Improvement and 

Management. “Toward Transparent Clinical Policies.” Pediatrics, 2008; 121(3): 643-646. 
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in a child and to prevent, detect, diagnose, treat, ameliorate, or palliate the effects 

of physical, genetic, congenital, developmental, behavioral, or mental conditions, 

injuries, or disabilities.6 

 

According to the TRICARE Appeals Fact Sheet, “medical necessity determinations are based 

solely on medical necessity—whether, from a medical point of view, the care is appropriate, 

reasonable, and adequate for the condition.”  

 

The AAP strongly encourages the Department of Defense to adopt the Academy’s definition of 

medical necessity for all dependent children in military families that are covered by TRICARE.  

DoD should also examine how willing TRICARE has been to work with providers and military 

families to pay for a treatment that may be new or does not have the usual amount of peer-

reviewed evidence to demonstrate its effectiveness.  

 

In addition to better defining what services are covered and the definition of medical necessity 

used to determine what will be excluded, AAP encourages DoD to conduct a comprehensive 

review of the application of its current policies for children across all branches of the Department 

of Defense (Army, Air Force, Marines, Navy, National Guard, Coast Guard). The Academy 

recognizes that DoD has moved to a unified command with the implementation of the Defense 

Health Agency (DHA) in October 2013, and we are hopeful that this will help alleviate any 

problems with variability between the services. In the meantime, as DHA grows and develops 

under its new mission, there are still likely to be significant discrepancies between the services in 

priorities and approaches to child health challenges. We urge DoD to determine whether policies 

are implemented differently between different branches. We would also respectfully urge DoD to 

determine whether these department’s health care policies and procedures with regards to 

children are communicated effectively to service personnel and their families and whether one 

branch is most effective at this.  

 

Also, a comprehensive review of pediatric care provided by TRICARE should examine the 

quality of service delivery across the regional carriers with whom TRICARE contracts to provide 

care, including those inside the Continental United States (CONUS) and those outside the 

Continental United States (OCONUS). AAP believes that there may be differences in 

interpretation or application of policies for pediatric care amongst regional contractors. It would 

be especially helpful to know if there are significant differences between regional contractors 

regarding the provision of primary, specialty and mental health care in a timely manner, the 

quality and safety of health care delivered, and the outcomes of such care. In addition, DoD 

could also determine if there are wide variations between regional contractors and their policies 

toward providers, including enrolling criteria and procedures, payment levels and timeliness of 

paying claims, and levels and types of communications to and from providers. 

 

In tandem with this study, the AAP recommends that annual benchmarks for contractor 

performance in the delivery of pediatric care be reviewed and assessed for qualitative validity. It 

should be readily apparent by performance measures if a regional contractor is performing at an 

adequate level with an adequate supply of participating pediatricians. The Evaluation of the 

TRICARE Program: Access, Cost, and Quality, Fiscal Year 2013 Report to Congress highlights 

                                                 
6 American Academy of Pediatrics. Committee on Child Health Financing. Essential Contractual Language for 

Medical Necessity in Children.” Pediatrics, 2013; 132(1):398-401. 
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many benchmarks to demonstrate how the military health system compares to its civilian 

counterparts, but there are few pediatric measures mentioned or highlighted in the report. It 

would be beneficial for future reports to include more benchmark data related to pediatric care. 

 

DoD should also develop a TRICARE Physician Advisory Committee to advise the department 

on practice standards, quality and safety issues, formulary and durable medical equipment, 

access to care, eligibility and enrollment issues, and patient satisfaction. This committee should 

include pediatricians to ensure that policies toward children and providers of care for children are 

included for consideration by the committee. The structure of this committee could parallel the 

Physicians Professional Advisory Committee of the United States Public Health Service or 

modeled after physician advisory committees commonly implemented by major insurance 

carriers. 

 

 

(2) An assessment of access to pediatric health care by dependent children in appropriate 

settings. 

 

Children are not just “little adults.” Children have different health care needs and require 

services from different types of providers and different types of facilities. In the study authorized 

by Section 735, the Academy feels it would be beneficial for DoD to examine which providers 

are delivering care to dependent children in military families, as well as where families are going 

to receive such services. This type of information can help DoD determine if dependent children 

are receiving care from the most appropriate and qualified providers. For example, DoD should 

determine the percentage of children who: 

 

 Receive pediatric care from pediatricians or family physicians. 

 Receive care from other providers like advanced registered nurse practitioners, 

physician assistants and/or other providers. 

 Have access to a patient-centered medical home. 

 Receive care by TRICARE Network Providers. 

 Have civilian care close to the duty station they live nearby. 

 

It would also be helpful to determine how far families have to travel from their duty stations to 

receive health care services, both for general pediatric services and specialty pediatric care, and 

how long wait-lists for such services are near each duty station. DoD could also determine 

whether a change in duty station affects the delivery of health care for service personnel and their 

families.  

 

AAP believes that children in military families, like children in civilian households, should be 

able to access health care services by appropriate, credentialed providers in the most appropriate 

setting possible. Sometimes this may be by a provider at an on-base military treatment facility. 

At other times, the service should be provided by a civilian pediatrician in their office off-base. 

As such, AAP urges DoD to examine whether different policies exist for health care services 

delivered at military treatment facilities or off-base facilities. 

 

Because so many civilian pediatricians treat children from military families, the DoD might also 

consider formalizing a cultural competency program for providers who agree to accept 
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TRICARE patients.  Several high-quality program models already help civilian pediatricians and 

other youth-serving professionals better understand the stresses involved in military families and 

the challenges and opportunities military service creates for a family’s children.  

MilitaryKidsConnect.org, the Military Child Initiative, and the AAP’s own Military Deployment 

and Medical Home webpage provide models that would help those who are new to providing 

care to children in military families understand their unique needs and culture.   

 

Finally, when discussing access to care, we urge DoD to examine impediments that may 

preclude providers from participating in an insurance program. Two of the main obstacles for 

participating in any insurance program are payment levels and the amount of paperwork required 

to participate in the program. Pediatricians need to know that payment for their services will 

actually cover the costs of providing such services or they may choose not to participate. 

Pediatricians and other providers also need to be able to provide their services without having to 

complete burdensome paperwork. The Academy provides recommendations on payment levels 

in section 4 of this letter, but also urges DoD to review the paperwork burden confronting 

participating providers. 

 

 

(3) An assessment of access to specialty care by dependent children, including care for children 

with special health care needs. 

 

In addition to general pediatric needs, many children require access to specialty services, 

whether on a short-term basis to treat a specific episode or injury, or on a long-term basis 

because of life-long conditions or complex diagnoses. There are many pediatric subspecialists 

providing a wide range of services at major military teaching facilities in the United States. 

However, pediatric subspecialists are few in number even in non-military treatment facilities, 

and in the military tend to practice at major military centers. These locales are generally in the 

Washington, DC, and Tidewater, VA, areas, in Texas and on the West Coast. We urge the DoD 

to use the opportunity provided by Section 735 of the FY13 NDAA to determine how far 

families travel to obtain specialty pediatric care.  

 

AAP also believes that DoD should review the demand for pediatric subspecialty services and 

examine any wait lists for such services to determine the most commonly requested subspecialty 

services and whether there are enough providers at military treatment facilities or civilian 

pediatric subspecialists enrolled with TRICARE to meet the needs of the children who require 

subspecialty care. This is especially true for pediatric mental health care services, particularly 

with the large numbers of children in military families who have experienced one or both parents 

being deployed to Iraq and/or Afghanistan over the past 10 years. There are recent and emerging 

studies specifically describing the effects on children of parental wartime deployments. For 

example, one AAP Clinical Report notes: 

 

Most commonly, children experience separation as loss. Concomitant fear and 

chronic anxiety have been shown to disrupt the developing architecture of the 

brain. Children, and even adolescents, watch closely for parental cues to gauge 

their own degree of distress in a given situation. Maladaptive parental coping or 

distress may be the single most important predictor of child biopsychosocial 

symptoms during stressful situations, such as wartime deployment. Some military 

families may be at higher risk of distress, especially if they are young, 
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experiencing a first separation, have recently relocated, include a foreign-born 

spouse, have young children, are junior enlisted (entry pay level), are single 

parents, or have children with special needs. Service members and families who 

have not anticipated an extended wartime deployment, such as activated National 

Guard and Reserve personnel, may be especially challenged.7 

 

As the clinical report notes, there is a definite need to have mental health services available to 

help children deal with wartime deployment of a parent or guardian. 

 

This examination of access to specialty services should also include a review of whether or not 

DoD’s Access to Care Standards are being met for accessing specialty services. DoD should 

determine whether there are military installations or regional contractors under TRICARE that 

routinely fail to provide specialty services within 28 days as suggested by the Access to Care 

Standards. If so, DoD should determine the main reasons for the delay in providing such care. 

DoD could focus on whether there are particular specialties that have extremely long waiting 

lists for services. The consequences for not meeting access standards in TRICARE should also 

be examined. 

 

In regards to TRICARE regional contractors, how the “out-of-network” policy is interpreted and 

applied between regions would also be valuable to discern. DoD could establish a way to track 

how much families are paying out of pocket for their medical benefit due to limited access to 

primary and specialty services. Out-of-network policy by regional contractors becomes 

especially onerous for children with certain rare conditions where there may be a short list of 

facilities able to provide optimal specialized care.  Examples of this include rare 

neurodegenerative diseases, as well as certain cardiac conditions.  It would be helpful to identify 

the incidence of these rare and severe diseases and identify centers of excellence that would be 

exempted from out-of-network limitations/restrictions.   

 

For families located or relocating to other areas where major military treatment facilities are not 

located, AAP encourages TRICARE to identify resources for specialty services in general and 

particularly for children with special needs. This would include developing a list of facilities and 

specialties located reasonably near duty stations where members are likely to be assigned. DoD 

should develop a list of specialty resources and assist families in identifying and connecting with 

specialty resources prior to moving the service member and his or her family to their new 

assignment. 

 

For families who have one parent deployed overseas, many times the remaining spouse will 

return “home” to live with extended family – often times far from the duty station. DoD and 

TRICARE need to ensure that children in a military family, especially those with special health 

care needs, can access local health care providers without barriers. For those enrolled in 

TRICARE Prime, a managed care option where a beneficiary enrolls with a Primary Care 

Manager (PCM), the family should be able to see a local pediatrician without first having to 

obtain permission from the Prime Provider on the day of service. 

                                                 
7 American Academy of Pediatrics. Benjamin S. Siegel, MD, Beth Ellen Davis, MD, MPH and the Committee on 

Psychosocial Aspects of Child and Family Health and Section on Uniformed Services. “Health and Mental Health 

Needs of Children in US Military Families.” Pediatrics, 2013; 131(6): e2002 -e2015. 
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In addition, AAP encourages DoD to ensure that the Exceptional Family Member Program 

(EFMP) is adequately staffed and up-to-date to continue to provide community support, housing, 

medical, educational, and personnel services to military families that have a child with special 

health care needs, also known as an Exceptional Family Member (EFM).  EFMPs should also 

assist regional military outpatient facilities to provide services for families and healthcare for 

children in meeting those with special needs that are within the usual scope of care for primary 

care health facilities. Civilian network providers should also have training and resource 

development in EFMP and ECHO services for pediatric patients. For families that are 

transferring duty stations, EMFP staff should have the proper training, guidance and assistance to 

ensure that a service plan is in place prior to the arrival of the service member and their family.  

 

AAP recommends that the Department of Defense use the study authorized by Section 735 to 

determine what percentage of dependent children in military families with special health care 

needs are actually identified as EFMs and properly enrolled in EFMP. Differences in enrollment 

and function between branches of the military, regional contractors under TRICARE, and 

between CONUC and OCONUS should also be examined.  

 

 

(4) A comprehensive review and analysis of reimbursement under the TRICARE program for 

pediatric care. 

 

The Medicare Resource-Based Relative Value Scale (RBRVS) physician fee schedule, which 

reformed physician payments for Medicare recipients—and with which TRICARE is closely 

aligned—was enacted by Congress and signed into law as part of the Omnibus Budget 

Reconciliation Act of 1989 (OBRA). Traditionally, payment rates for pediatricians lag behind 

rates for adult care. AAP encourages DoD to review the payment rates for pediatric care, and, at 

a minimum, require regional contractors to reimburse pediatricians at 100 percent of Medicare 

RBRVS payment levels. 

 

OBRA created a uniform RBRVS physician payment system based on an objective measures of 

physician workload (work relative value units [wRVUs]), accurate assessments of practice 

expense (PE) in providing services, and an additional payment factor representing the 

professional liability cost inherent in providing each service. Together, these three components 

make up the total relative value units (RVUs) for the services. The RBRVS system helped 

eliminate some of the dramatic disparities when payments were specialty- and primary care-

specific and based on the customary, prevailing, and reasonable (CPR) or usual, customary, and 

reasonable (UCR) fees for the service provided. Congress also established a budget-neutral 

conversion factor (CF) that would not increase Medicare payments above that seen under the 

CPR system.  

 

It is important to note, however, that the work estimates driving the RBRVS Medicare physician 

fee schedule were developed primarily to reflect the services rendered to the typical Medicare 

patient and, as such, may not accurately reflect the breadth and scope of work expended to 

provide care to neonates, infants, children, and adolescents. As AAP notes in its Policy 

Statement “Application of the Resource-Based Relative Value Scale System to Pediatrics,” 

children are often less cooperative and more anxious, which means that “many services and 

procedures for children, even when the more frequent need for procedural sedation is accounted 
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for, require more face-to-face time compared with similar services provided to the typical adult.” 
8 Children also require constant adaptations to the physical examination, in response to their 

constantly changing behavior and level of cooperation. 

 

As for the practice-expense component, pediatric practices are also more readily affected by 

factors such as prevalence of low-intensity office visits, larger volume of telephone calls, and 

increased case management requirements. In addition, the PE component of the RBRVS is 

reported differently based on whether the service is provided in an office setting (non-facility), a 

hospital or another facility. The facility PE component is much lower for office settings, which 

many pediatricians utilize, than non-office facility settings because of Medicare’s separate 

payments for hospital services under Part A and physician services under Part B. As such, total 

RVUs to physicians for the same service provided in the office setting exceed the RVUs for a 

similar service provided in the hospital or other facility setting. 

 

These examples show how a pediatrician’s actual payment might be under-valued, even in the 

Medicare RBRVS system. However, the RBRVS system has payment levels higher than what 

most pediatricians are anecdotally paid in TRICARE. As such, AAP encourages DoD to examine 

how to best match the payment levels for pediatric services with those given to providers of adult 

care in TRICARE. 

 

One of the concerns with payment for pediatric services under TRICARE is that it is common 

practice for regional contractors to require providers to provide a “discount” from the 

CHAMPUS National Pricing System (CMAC). These discounts can be as high as 20 percent, but 

are usually between 10 and 15 percent. The discount then stays with the contractor; no savings is 

actually afforded the Department of Defense if a provider agrees to a discount off of CMAC. In 

addition, every charge a provider submits is subjected to the discount. As such, if a pediatrician 

gives a 10 percent discount off of CMAC to the regional contractor, every service provided is 

discounted, even preventive health measures such as providing vaccines. Because of this policy, 

the discount can bring the payment for providing vaccines to below the cost of administering 

them. The AAP would respectfully urge that the “discount” policy as a whole be examined. AAP 

would encourage DoD to consider, at a minimum, to not allow discounts for the administration 

of vaccines to pediatric patients, or, at the very least, only allow non-E&M codes to be subject to 

a negotiated discount. 

 

In terms of specific services under TRICARE, the Academy also encourages DoD to compare 

payment levels for mental health assessments and mental health interventions. With the 

particular needs of children in military families who have to cope with the stress of having one or 

both parents deployed, in addition to the normal stress of childhood, it is important that there is 

adequate access to mental health services. We encourage DoD to compare the payment level 

under TRICARE for mental health services to that in most private insurance plans and also to 

confirm that pediatricians may provide mental health services in the primary care setting under 

the rules of the contractor.  

 

DoD should also consider examining access to specialty care services besides mental health care, 

particularly for children with special health care needs. DoD may also wish to examine whether 

                                                 
8 American Academy of Pediatrics. Committee on Coding and Nomenclature. Application of the Resource-Based 

Relative Value Scale System to Pediatrics. Pediatrics, 2008; 122(6): 1395-1400. 
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there is adequate allowance given to see specialists outside the TRICARE Network, especially in 

the more remote and rural areas of the country where there is likely a general shortage of 

pediatric subspecialists for children enrolled in TRICARE.  

 

If DoD has not already done so, AAP encourages the department to conduct a TRICARE 

Network Pediatric Provider Survey, in both CONUS and OCONUS regions. This could help 

determine whether there are differences in payment across geographic regions and different 

regional contractors. This could also help unearth whether some contractors are timelier than 

others in processing payment and appeals of claim denials. DoD may wish to examine whether 

there are wide variations in payment for the same codes and service levels and if satisfaction, or 

lack of satisfaction, is causing pediatricians in the civilian sector to refuse TRICARE or stop 

participating in the program. 

 

Additionally, AAP urges DoD to consider including specific contractual language under 

TRICARE that addresses the rights and responsibilities of the TRICARE regional contractors. 

The AAP recommends that annual performance metrics should include ease of communication 

and responsiveness to providers and patient concerns, timeliness of payments, adequacy of 

regional networks of care—including primary, specialty and mental health care—timeliness of 

prior authorizations and appeals, adequacy of EMR linkage from military treatment facilities and 

regional networks and patient outcomes based on current HEDIS indicators. In addition, as with 

Medicare, DoD should examine whether appointing regional carrier medical directors or 

ombudsmen who would be readily available to discuss issues including medical necessity, out of 

network referrals, RAC audits, contracting and payment issues, procurement of DME, formulary 

issues, and any other concerns would be helpful to TRICARE enrollees. 

 

When transitioning from one carrier to another, efforts should also be made to include more 

stakeholder input, including physicians and State Medical Society specialists, to avoid 

problematic transitions as have recently occurred in several TRICARE regions. In addition, AAP 

encourages TRICARE and DoD to consider more flexible payment mechanisms. In coverage 

areas where there are substantial numbers of patients and substantial investments by civilian 

resources, consideration should be given to demonstration pilots, including partial- and full-risk 

capitation, bundled episodes of care and global risk. All of these would include value based care 

metrics and would mirror pilots underway in Medicare. Incentives to carriers should strictly be 

based on the recommended performance metrics listed above; there should be no incentives for 

regional contractors to contract with small practices and solo providers at levels below those 

given to larger practices who may have more bargaining power. 

 

 

(5) An assessment of the adequacy of the ECHO Program in meeting the needs of dependent 

children with extraordinary health care needs. 

 

The AAP recognizes the importance of the Extended Care Health Option, otherwise known as 

ECHO, for military families who need assistance in caring for a family member with significant 

disabilities. ECHO, which acts as a supplemental program to the TRICARE Basic Program, is 

designed to “provide an additional financial resource for an integrated set of services and 

supplies designed to assist in the reduction of the disabling effects of the ECHO-eligible 

dependent’s qualifying condition” according to 32 CFR § 199.5 (codified in Section 1079 of 

Title 10, United States Code). The ECHO program, which is the successor to the previous DoD 
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assistance options Program for Persons with Disabilities (PFPWD) and the Program for the 

Handicapped (PTH), was crafted to offer needed flexibility to services, many non-medical in 

nature, for children and spouses of active duty military members with significant disabilities.  

 

DoD should closely examine the ECHO program to determine whether it is fulfilling its mission 

by appropriately providing for the needs of children with significant disabilities in a consistent 

fashion. AAP urges DoD to examine whether ECHO’s regulations are producing the desired 

outcomes for the families that participate in the program. 

 

According to the TRICARE Policy Manual, the following services should be available to 

participants in the ECHO program: 

 

 Assistive services 

 Durable medical equipment, including adaption and maintenance equipment 

 Expanded in-home medical services through TRICARE ECHO Home Health Care 

(EHHC) up to 8 hours a day, five days a week 

 Rehabilitative services 

 Respite care, up to 16 hours of care a month 

 Training for special education and assistive technology devices 

 Institutional care when a residential environment is required 

 Transportation to and from institutions or facilities in certain circumstances 

 Applied Behavior Analysis (ABA) reinforcement services under the DoD Enhanced 

Access to Autism Services Demonstration 

 Special education services 

 Vocational training 

 Parent and sibling training 

 Institutional care 

 Equipment adaption and maintenance 

 “Other” services as deemed necessary by the Director of TMA 

 

AAP strongly urges DoD to study whether military families enrolled in the ECHO program can 

access the services they require for their disabled family member and the family caregivers in a 

timely fashion. DoD should determine if all of these services are available to military families 

regardless of duty station or geographic region.  

 

AAP also urges that the study demonstrate if some services are utilized at a higher rate than 

others, if there are particular disabilities that comprise the majority of conditions being treated, 

and if there are long waiting lists for particular services. For example, DoD may wish to establish 

how often children with intensive caregiver needs are not able to access medically necessary 

nursing needs (covered under ECHO Home Health Care). For children with intensive caregiver 

needs (ventilator, tracheostomy, continuous GT feedings, or suctioning), DoD should examine 

how many hours of nursing needs are covered by TRICARE resources, and how many are 

covered by other State or insurance resources, as well as how many medically necessary needs 

are unmet. In particular, for children with apnea monitors, self-injurious behaviors, and other 

issues that need frequent continuous caregiver intervention, the study should determine if needs 

for night and respite care are being met. 
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In addition, AAP encourages DoD to examine the definitions of “durable equipment” and 

“durable medical equipment” to determine whether they are adequate in meeting the needs of 

children receiving benefits from the ECHO program. Currently there appears to be significant 

interpretation and variation regarding what equipment is approved or denied based on the 

TRICARE regional contractor unrelated to medical necessity. 

 

One other principal concern with the ECHO program is that it is only available to active-duty 

service personnel. With the large number of National Guard and Reserve families that have been 

called into action over the past decade, with many going back and forth between active duty and 

reserve/guard status, DoD should consider making this program available to all members of the 

Armed Forces, regardless of active or reserve status.  DoD may also wish to examine the 

feasibility of moving some ECHO services into TRICARE BASIC to allow retiree families to 

benefit from services as well. 

 

 

(6) An assessment of the adequacy of care management for dependent children with special 

health care needs. 

 

Children with special health care needs often require multiple services and providers to maintain 

and improve their function. For decades, AAP has promoted the medical home concept that 

encompasses the characteristics of pediatric care considered essential for all children. AAP 

defines the medical home as a model of primary care that is accessible, continuous, 

comprehensive, family-centered, coordinated, compassionate, and culturally effective. In fact, 

the medical home concept has received widespread national attention as a mechanism for 

ensuring quality in health care for children with special health care needs. Unfortunately, 

because children with special health care needs often require the highest levels of services and 

support and place many demands on the health care system, they are less likely than children 

without special needs to have care that meets all of the components of the medical home. AAP 

supports DoD efforts to promote case management and care coordination for children with 

special health care needs. 

 

Care for medically complex, special needs children is very different than that of the typical child 

who may come in to see the pediatrician with an occasional flu or broken bone. Thus, when 

reviewing the adequacy of care management for dependent children with special health care 

needs, it is important to emphasize that care coordination does not necessarily equate with case 

management. For children who need constant, 7-day a week care, with numerous providers and 

specialists, coordination among several case managers who oversee one or two aspects of a 

multi-disciplined array of pediatric providers and subspecialists may be needed. 

 

The AAP encourages DoD to use the study authorized in Section 735 to assess the adequacy of 

the existing case management system available to children, especially those with special health 

care needs under TRICARE. Case management is a TRICARE benefit, but AAP would urge 

DoD to use this study to determine how many families use this benefit and for what purpose. 

DoD can also determine how this service is advertised, promoted or otherwise made known to 

military families. For example, there is ECHO case management for children using the ECHO 

Applied Behavioral Analysis (ABA) Demonstration program, but it is unclear whether this 

differs from other case management available in TRICARE. 
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In addition, AAP urges DoD to examine how care coordination is offered to families with 

medically complex special needs children. Care coordination has been defined as “the deliberate 

organization of patient care activities between two or more participants . . . involved in a 

patient’s care to facilitate appropriate delivery of health care services,”9 and typically involves 

activities like integrating a child’s medical care plans with the care plans developed by other 

providers or organizations, or discussing a family’s potential needs for non-medical services. It 

would be valuable for DoD to determine how many providers acknowledge coordinating care 

and communicating effectively with other providers for a child with special health care needs.  

 

 

(7) An assessment of the support provided through other Department of Defense or military 

department programs and policies that support the physical and behavioral health of dependent 

children, including children with special health care needs. 

 

In order for DoD to provide the best possible support for the physical and behavioral health of 

dependent children, especially those with special health care needs, constant coordination 

between TRICARE and the family assistance programs within DoD like EFMP, the Office of 

Special Needs, and the Military Family Readiness Council should occur. 

 

AAP recommends that DoD examine if, prior to service members with children changing duty 

stations—especially those with children with special health care needs and more complex 

medical conditions—adequate information is forwarded to the accepting commands about the 

particular needs of that family.  This should include information about the physical and 

behavioral health needs of family members that includes a health and medical summary of 

conditions and services and needs that should be put in place. TRICARE and the EFMP should 

review those needs and assist the command and military treatment facility if available in 

identifying services that can be provided within the military health system and identify resources 

for service and referral that will be needed prior to the family's arrival.  

 

On arrival, EFMP staff, command and military treatment facility personnel, if available, should 

work with the family to explain resources and assist with referrals. If a military treatment facility 

is associated with the command, the child or family member should be provided with the 

opportunity to be examined to identify needs that can be provided within the military health 

system. There should be discussions of service and support needs that will and will not be 

covered by the TRICARE program.  

 

The AAP also recommends that DoD utilize—if they have not already done so—consistent 

performance measures to verify whether or not the support programs like those mentioned above 

are being implemented properly and consistently across all regions and duty stations. AAP 

encourages DoD to determine if the different support programs foster communication between 

themselves, military and civilian providers, patients, and their families. DoD should also 

examine whether there are enough respite and child-care options to help military parents 

navigate and organize the maze of providers needed to take care of medically complex children.  

                                                 
9 McDonald K, Sundaram V, Bravata D, et al. Closing the Quality Gap: A Critical Analysis of Quality Improvement 

Strategies: Volume 7—Care Coordination, Technical Review 9. (Prepared by the Stanford University-UCSF 

Evidence-based Practice Center under contract 290-02-0017.) Rockville, MD: Agency for Healthcare Research and 

Quality; June 2007. AHRQ publication 04(07)-0051-7 
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DoD may also wish to determine whether support systems are widely advertised so that military 

families know they are available. 

 

 

(8) Mechanisms for linking dependent children with special health care needs with State and 

local community resources, including children¹s hospitals and providers of pediatric specialty 

care. 

 

Of all the different aspects of the study authorized by Section 735, the provision examining 

mechanisms for linking dependent children with special health care needs with State and local 

community resources, may be one of the most important for families of children with special 

health care needs, especially after the initial diagnosis for their child. 

 

As mentioned previously, children with special health care needs often work with many different 

care providers and subspecialists in order to receive the care that they need. Oftentimes, they are 

able to access some of the needed care from State and local resources. However, many military 

families may not be aware of available State and local resources, especially after they first 

discover that their child has special health care needs. It is not uncommon for military families to 

conduct an exhaustive and frustrating search for primary and specialty care for their family 

members with complex medical conditions or children with special health care needs. It would 

be extremely beneficial for these families if there were readily available information about the 

types of services available from State and local resources that could supplement what they were 

able to utilize from TRICARE and DoD programs. 

 

As such, the Section 725 study should examine whether military treatment facilities and duty 

stations have established relationships with State and local Medicaid and health departments. 

DoD could determine if military treatment facilities have information readily available for 

parents who need referrals for care and service options not offered at the facilities themselves, if 

they help families determine how far they will have to travel for services and help arrange for 

travel to get there, and if they help military families connect with parenting groups that can help 

them deal with the pressures of caring for their child with special needs and help them find the 

services they need.   

 

In addition, if not already available, DoD, in tandem with State and local health agencies, could 

develop a central repository of information about resources in each area where military service 

personnel with children with and without disabilities are to be assigned. This could be 

accomplished with a central, regional and local database that would facilitate education and 

training services for families without unnecessary stress or frustration. 

 

 

(9) Strategies to mitigate the impact of frequent relocations related to military service on the 

continuity of health care services for dependent children, including children with special health 

and behavioral health care needs. 

 

Part of the sacrifice that military personnel undertake is multiple transfers of duty stations that 

can take people around the world, with transfers every 2-4 years. While this may be a challenge 

for members of military families, it can be especially taxing and burdensome for military 

families that have children with special health care needs. 
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AAP urges that DoD assist families with special needs children who have to transfer duty 

stations to find and locate needed providers, subspecialists and facilities that can provide the 

services needed by the child and his or her family. For families located or relocating to other 

areas where major military treatment facilities are not located, TRICARE should identify 

resources for specialty services in general and particularly for children with special needs. This 

would include developing a list of facilities and specialties located reasonably near locations 

where members are likely to be assigned. The TRICARE central office should develop a list of 

specialty resources and assist families in identifying and connecting with specialty resources 

prior to moving service members and families to their new assignment. 

 

TRICARE and the DoD EFMPs should also assist regional military outpatient facilities to 

provide services for families and healthcare for children in meeting those with special needs that 

are within the usual scope of care for primary care health facilities. They should also have 

information available to families prior to their departure from their immediate past duty station 

and provide guidance and assistance to insure that a service plan is in place prior to their arrival 

at their new assignment. 

 

In addition, it is important to recognize that obtaining mental and behavioral health services 

remains one of the more difficult challenges for primary care pediatricians and practices. This is 

compounded for military and non-military transient families because of the disruption in care 

and difficulty in finding resources even in areas where resources exist. Access to medically 

necessary services is often complicated. Payment options and acceptance of insurance coverage 

is an ongoing problem, especially with federally sponsored programs such as TRICARE. A 

survey of family experiences may be helpful and may provide helpful information about 

available regional resources and identify areas where access is unavailable even when resources 

exist. 

 

 

On behalf of the American Academy of Pediatrics, thank you for this opportunity to share our 

thoughts and recommendations on what DoD should examine in the study authorized by Section 

735 of the FY13 NDAA. Ensuring that children of members of the Armed Forces receive the 

proper health care they deserve is one important way that this country can demonstrate our 

gratitude, respect and honor for our military and their families.  We stand ready to work with 

DHA on this issue and would welcome an opportunity to discuss this issue in more detail with 

DHA leadership. If we may provide further information or assistance, please contact Patrick 

Johnson in our Washington, DC office at (202) 347-8600 or pjohnson@aap.org. 

 

 

 

mailto:pjohnson@aap.org
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