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Abstract

BACKGROUND/OBJECTIVES: To describe the caregiving experiences and physical and
emotional needs of family members and friends who provide care to veterans with mental,
physical, and cognitive comorbidities.

DESIGN: Cross-sectional study.
SETTING: National telephone surveys administered from 2017 to 2019.

PARTICIPANTS: Family caregivers of veterans enrolled in the Veterans Affairs (VA) Program
of General Caregiver Support Services between October 2016 and July 2018 who responded to a
telephone survey (N = 1,509; response rate = 39%).

MEASUREMENTS: We examined caregiver burden, depressive symptoms, financial strain,
satisfaction with care, amount and duration of caregiving, life chaos, loneliness, and integration
of caregiver with the healthcare team using validated instruments. We also collected caregiver
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demographic and socioeconomic characteristics and asked caregivers to identify the veteran’s
condition(s) and provide an assessment of the veteran’s functioning.

RESULTS: Average caregiver age was 62.2 (standard deviation [SD] = 13.7) and 69.8 (SD =
15.6) for veterans. Among caregivers, 76.7% identified at White, and 79.9% were married to the
veteran. Caregivers reported having provided care for an average of 6.4 years and spending on
average 9.6 hours per day and 6.6 days per week providing care. Average Zarit Subjective Burden
score was 21.8 (SD = 9.4; range = 0-47), which is well above the cutoff for clinically significant
burden (>16). Caregivers reported high levels of depressive symptoms; the sample average Center
for Epidemiologic Studies Depression 10-item Scale score was 11.5 (SD = 7.1; range = 0-30).
Caregivers also reported high levels of loneliness and financial strain.

CONCLUSION: Caregivers who care for veterans with trauma-based comorbidities reported
intensive caregiving and significant levels of distress, depressive symptoms, and other negative
consequences. These caregivers require comprehensive support services including access to health
care, financial assistance, and enhanced respite care. Planned expansion of VA caregiver support
has the potential to provide positive benefits for this population and serve as a model for caregiver
support programs outside the VA health care system.

Keywords
family caregiver; veteran; caregiver support; caregiver; informal caregiver

Family caregivers provide most long-term care for Americans in need of these services;
care recipients are primarily older adults. In the United States, more than 17 million family
members and friends provide assistance to a loved one aged 65 and older.! Moreover,
approximately 5.5 million individuals care for veterans or current military personnel; of
these, 4.4 million provide care for veterans who served before September 11, 2001.23
Family caregiving has important benefits for patients and health systems because it reduces
nursing home stays, inpatient visits, and formal home care use.*

Studies of mostly civilian family caregivers of older adults show caregivers experience
wide-ranging negative effects such as physical stress, emotional distress, social isolation,
and financial instability.1>-8 Therefore, providing adequate support for family caregivers

is critical, particularly because these support services improve caregiver well-being.1:9:10
Most programs that support family caregivers are managed at the state level, leading to
considerable variability in assistance based on state of residence. As of June 2019, all

50 states provided assistance to older adults for community-based care, such as personal
care services, through various mechanisms such as Medicaid waivers.11 However, the types
of services offered and who can be compensated to provide home-based care differs by
state; although most family caregivers are married to the care recipient, only 15 states
allow spouses to be paid as caregivers.12 The National Family Caregiver Support Program
(NFCSP) also funds states to assist family caregivers; support includes information on
community-based services, training, and support groups. Although this support may improve
caregiver outcomes,10:13 NFCSP programs are not uniformly available due to funding
constraints.
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Multiple programs have been implemented to specifically address the needs of caregivers

of veterans. In 2010, the U.S. Congress mandated (PL 111-163) that the Department

of Veterans Affairs roll out the most comprehensive set of support services for family
caregivers in the country. This law established two programs: the Program of General
Caregiver Support Services (PGCSS) and the Program of Comprehensive Assistance for
Family Caregivers (PCAFC). PGCSS provides training and other supports for eligible
caregivers of veterans of all service eras including respite care, support groups, and

peer support mentoring.1* PCAFC includes services offered under PGCSS plus a stipend,
enhanced respite care, health insurance, mental health care, and lodging/travel to accompany
the veteran to VA medical appointments.1®> Currently, PCAFC is only available for
caregivers of eligible veterans who served in the U.S. military since September 11, 2001,
and have a qualifying service-related injury.16 In 2018, Congress passed the VA Mission
Act of 2018 (PL 115-182) that mandates the expansion of PCAFC services, albeit with
staggered enrollment, to (1) include financial counseling, and (2) extend program eligibility
to caregivers of qualified veterans from other service eras. This policy expansion has major
implications for caregivers of veterans who are not currently eligible. For caregivers who
qualify, participating in PCAFC may help caregivers access training and other supports.

For caregivers who do not qualify, the expanded staffing and supports accompanying the
mandate are intended to further bolster PGCSS features including psychological support and
peer mentoring programs.14

As veterans age, we are beginning to observe how aging interacts with physical, mental,
and cognitive comorbidities related to traumatic injuries. Yet our understanding of how
these factors impact caregiver well-being and their need for supportive services is limited.
This article describes the caregiving experiences and the physical and emotional needs

of this caregiver population who may be eligible for PCAFC upon its expansion. Thus

the study focuses on current PGCSS caregivers who may be likely to apply to PCAFC
upon its expansion, rather than current PCAFC caregivers. The VA Caregiver Support
Program (CSP) office requires information about the experiences of prospective applicants
to PCAFC to target programmatic inputs that address caregiver challenges. Simultaneously,
the VA is beginning to outsource care for veterans to community-based health providers;
therefore, civilian health systems will need to understand how to support these caregivers.
The experiences of military caregivers likely mirror experiences of nonmilitary caregivers
who are also caring for loved ones with functional impairment and/or multiple chronic
conditions including trauma-based illness.

DESIGN AND METHODS
Study Sample

The analysis uses data collected through a national survey of caregivers of veterans before
the expansion of the VA Mission Act. We recruited caregivers from a VA administrative
list, the Caregiver Application Tracker (CAT), of caregivers enrolled in the PGCSS between
October 2016 and July 2018 (Figure 1). To qualify for PGCSS, caregivers must be caring
for a veteran with a demonstrated need for support with activities of daily living (ADLS)

or instrumental activities of daily living (IADLSs) for at least 6 months. Because PGCSS is
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Measures

a national program, we sampled caregivers from each VA Medical Center. All prospective
caregivers were mailed a recruitment letter with a number to call to opt out if preferred.

If caregivers did not opt out, they were contacted by phone and invited to participate.

Data collection occurred through a survey administered over the phone by a team of
research assistants and was stored using survey software, DatStat Illume and REDCap. A
harms protocol was implemented to support highly distressed respondents and address any
spontaneous disclosures of abuse or homicidal/suicidal ideation. The final analytic cohort
was n = 1,509. The survey had a 39% response rate (Figure 1).

We measured the following caregiver health and well-being outcomes using validated
instruments commonly accepted in the caregiver literature: caregiver burden, depressive
symptoms, financial strain, satisfaction with care, amount and duration of caregiving,

life chaos, loneliness, and integration of caregiver with the healthcare team. We used

an organizational framework to inform our choice of outcome measures; this framework
shows how caregiver support services impact caregiver skills (eg, clinical nursing tasks,
health system navigation, psychological coping) that influences the quality and intensity
of care and impacts caregiver and patient outcomes (eg, general well-being, psychological
and physical health, financial strain, and integration into the healthcare team).17:18 For all
questions, caregivers may state “prefer not to answer.”

Caregiver Subjective Burden—We measured caregiver subjective burden using the
Zarit Caregiver Burden instrument, a 12-item scale indicating frequency of level of stress
experienced related to caregiving.1® Respondents are asked to indicate “Never,” “Rarely,”
“Sometimes,” “Quite frequently,” or “Nearly always.” Questions cover health, psychological
well-being, finances, social life, and the relationship between the caregiver and care
recipient. Scores range from 0 to 48; higher scores indicate higher burden, and “a score

>16 suggests clinically significant caregiver burden.”19-21

Depressive Symptoms—We used the Center for Epidemiologic Studies Depression
10-item Scale (CES-D-10) to measure caregivers’ symptoms of depression.2? Respondents
can choose “Rarely or none of the time,” “Some or a little of the time,” “Occasionally

or a moderate amount of the time,” or “Most or all of the time” regarding statements of
frequency of depressive symptoms experienced in the past 7 days. The lowest possible score
is 0 and the highest is 30, with higher scores signifying more depressive symptoms. A
CES-D score of 8 or above or 10 or above is often used to indicate a positive screen of
depressive symptoms and probable depression, respectively.?2

Caregiver-Perceived Financial Strain—We measured perceived financial strain
through the three-item Impact on Finances subscale from the Caregiver Reaction
Assessment.23 This scale assesses whether caregivers feel that they have adequate resources
to pay for needs related to caregiving, whether it is difficult to pay for things that the

care recipient needs, and whether caregiving puts a financial strain on the caregivers.

For each question, respondents can select “Strongly disagree,” “Disagree,” “Neither agree

JAm Geriatr Soc. Author manuscript; available in PMC 2022 November 21.
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nor disagree,” “Agree,” or “Strongly agree” to indicate the degree of financial strain
experienced. Scores range from 3 to 15; higher scores signify higher strain.23

Intensity of Caregiving—We measured intensity of caregiving using reported time spent
caregiving (ie, average hours per day and average days per week). Additionally, we collected
how long the caregiver has been serving as a family caregiver, estimated in months or years.

Life Chaos—L.ife chaos addresses constructs including daily routine and ability to plan.
We measured life chaos using the six-item survey validated by Wong et al.24 Responses
include “Strongly agree,” “Agree,” “Unsure,” “Disagree,” or “Strongly disagree.” In our
sample, scores ranged from 6 to 36; a higher score indicates greater chaos.24

Loneliness—We measured loneliness using the three-item survey validated by Hughes et
al.2> Responses include “Hardly ever,” “Some of the time,” and “Often” to questions about
whether the individual perceives feeling left out, feeling isolated from others, and lacking
companionship. This scale has been validated for phone-administered surveys. Scores range
from 3 to 9; a higher score indicates a higher degree of loneliness.2>

Caregiver Perceptions about Communication with Clinical Team Members—
We measured caregiver perceptions of communication with the healthcare team using

the instrument Caregiver Perceptions about Communication with Clinical Team Members
(CAPACITY).26:27 |t captures these domains: communication and the extent to which
caregivers believe the patient’s health care team considers their capacity and preferences

in medical decision making for the patient. Response options include “Always,” “Usually,”
“Sometimes,” and “Never” for questions 1 and 3 to 12, and “Very well,” “Somewhat,”

“A little bit,” and “Not at all well” for question 2.26 Scores range from 1 to 4 for the
overall score and for each subscale; a higher score indicates improved level of perceived
communication and capacity.2

Caregivers’ Global Satisfaction with Veterans Health Administration Care for
Veterans—To measure caregivers’ satisfaction with veterans’ VHA care over the last 3
months, we used a single item from the Consumer Assessment of Healthcare Providers and
Systems 2013 Health Plan survey.2® The scale measured from 0 to 10, with 0 indicating the
worst health care possible and 10 indicating the best health care possible.28

We collected caregiver demographic and socioeconomic characteristics of age, sex,
relationship to veteran, marital status, living distance from veteran, highest level of
education, race/ethnicity, whether the caregiver is a veteran, self-reported health status,
and health insurance coverage. We measured caregivers’ self-reported health status using
one item from the 36-item short-form health survey (SF-36)2°: “How would you rate

your current health?”” Possible responses include “Poor,” “Fair,” “Good,” “Very good,”
and “Excellent.” Additionally, we measured caregivers’ current work status and work
status before becoming a caregiver. Finally, we asked caregivers to identify the veteran’s
condition(s) that required the need for caregiving and an assessment of veteran functioning
using the Older Americans Resources and Services Activities of Daily Living and
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Instrumental Activities of Daily Living.39 We calculated veteran age using birthdate in CAT
and survey date.

Statistical Analyses

We calculated descriptive statistics for the sociodemographic characteristics and well-being
outcomes of caregivers. All analyses were conducted with SAS v.9.4 (SAS Institute, Inc,
Cary, NC).

Ethical Considerations

This nonresearch evaluation was conducted under the authority of the CSP and Quality
Enhancement Research Initiative (QUERI) and thus is classified as quality improvement.
VHA Handbook 1058 05 (Veterans Health Administration 2011) provides guidance about
authorization of manuscripts that have been developed through nonresearch activities (ie,
without institutional review board approval under the authority of VHA operations). All
VHA authors of this article attest that the activities that resulted in producing this manuscript
were conducted as part of the nonresearch evaluation conducted under the authority of

the CSP and QUERI. Caregiver responses were kept confidential to the researchers and
anonymous to the operational partners in the VA CSP.

RESULTS

Sample Characteristics

Table 1 displays the demographic and socioeconomic characteristics of the 1,509 sample
respondents reporting characteristics of a single veteran care recipient. The average age

of caregivers was 62.2 (standard deviation [SD] = 13.7), with 30.6% aged 70 and older.

The average age of veterans was 69.8 (SD = 15.6) with 60.3% aged 70 and older. When
allowed to choose multiple race categories (ie, categories are not mutually exclusive), 76.7%
caregivers marked White, 15.5% marked Black or African American, and 4.6% identified

as American Indian or Alaska Native. Of respondents, 85.8% were married/living with a
partner, and 79.9% were the spouse or significant other of the veteran. At the time of the
survey, 12.1% reported working full time and 10.9% working part time, 46.1% reported
being retired, 22.1% reported not working and not searching for paid work, and 5.8%
reported being disabled. Before becoming a caregiver, 59.3% reported working full time,
15.2% reported working part time, and 15.4% reported being retired. Table 2 displays the
self-reported health and well-being of the caregiver and health characteristics of the veteran.
The average number of conditions a veteran had that necessitated the need for a caregiver
was 3.9 (SD = 1.9). Of the conditions requiring a caregiver, the most frequently identified
were depression (58.8%), physical injury or illness (53.4%), anxiety (49.6%), posttraumatic
stress disorder (PTSD) (44.9%), Alzheimer’s or dementia (44.9%), and heart problems/heart
disease (30.9%). Approximately 72.6% of caregivers reported the veteran’s health status as
fair or poor. Nearly 30% of the veteran care recipients had no or missing service-connected
disability; 13.2% had a 10% to 50% service connection; 21.8% had a 60% to 90% service
connection, and 36.4% had a 100% service connection. Finally, 64.5% of caregivers reported
that the veteran required assistance with 8 or more ADLs/IADLs.3!

JAm Geriatr Soc. Author manuscript; available in PMC 2022 November 21.
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Respondents reported providing care for an average of 6.4 years and spending, on average,
9.6 hours per day and 6.6 days per week caring for the veteran. Caregivers also reported
high levels of subjective caregiver burden with an average Zarit Subjective Burden score of
21.8 (SD = 9.4), well above the cutoff of clinically significant levels of burden (>16).19-21
Additionally, the average CES-D-10 score, 11.5 (SD = 7.1), was above the established
threshold indicating probable depression.22 Caregivers also reported high levels of overall
loneliness; mean score was 6.1 (SD = 2.1) on a scale of 3 to 9.2°> Mean total score of
perceived financial strain related to caregiving was 9.2 (SD = 3.7); the maximum score is 15,
suggesting that, on average, caregivers reported experiencing fairly high levels of financial
strain.23 Caregiver-reported average life chaos score was 16.9 (SD = 4.9).

Caregivers reported a mean score on the CAPACITY Communication subdomain of 2.9
(SD = .8) and Caregiver Capacity subdomain of 1.7 (SD = .8).8 These scores suggest that
perceived communication with the healthcare team about the care recipient was higher than
caregiver perception of the healthcare team assessing the caregivers’ own needs related to
caregiving. The number of missing observations for this scale was substantially higher than
other items largely because 16% of respondents were forced to skip this scale because

the caregiver did not attend an appointment with the veteran or the veteran did not have

an appointment in the last 6 months. Caregivers reported a high level of satisfaction with
care that the veteran received at the VVA; mean score was 8.1 (SD = 2.3) (Table 2). The
Cronbach’s a for each validated subscale is listed in Table 2.

DISCUSSION

Among a sample of 1,509 caregivers enrolled in PGCSS, veteran care recipients required
care for multiple conditions, most commonly for mental health conditions (eg, depression,
anxiety, and PTSD), dementia, physical injuries or illnesses, and heart disease. Caregiving
intensity was high; on average, caregivers provided care all days of the week and for most
of the day. Distress and burden were well above clinical thresholds.19-22 Also, levels of
self-reported loneliness and perceived financial strain were high.23:25

Caregivers in this sample provide care for veterans with traumatic stress and other
injuries. Traumatic stress is associated with higher rates of disability and other negative
health outcomes for veterans.32 PTSD and other mental health conditions may augment
aging-related diseases such as dementia and heart disease.32-34 Although these conditions
are challenging for caregivers to manage in isolation, their co-occurrence substantially
complicates care.

The challenges associated with caring for patients with comorbid mental, physical, and
cognitive conditions may drive higher rates of physical burden and distress among
caregivers. For instance, PTSD-dementia caregivers were at higher risk for negative physical
health outcomes.3> Another study found that caregivers of older adults with mental illness
experienced feelings of isolation, concerns about stigma, high emotional distress, and poor
self-reported health.36

JAm Geriatr Soc. Author manuscript; available in PMC 2022 November 21.
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Despite these challenges, health system support for caregivers can improve caregiver and
patient outcomes. Caregivers also report that emotional support from peer mentors and
VA staff through the CSP was beneficial. 14 REACH VA, an education and skills training
program targeting caregivers of veterans with dementia, may decrease caregiver burden
and depression and reduce dementia-related problem behaviors in patients.3 This training
program will be offered to all caregivers under the enhanced PGCSS.

Our findings also demonstrated financial distress among respondents. Expanded financial
assistance should have positive effects. The Cash and Counseling Demonstration Project,

a consumer-directed program that gave care recipients cash benefits to pay for long-term
care needs, had positive effects on patient quality of life and caregiver physical health

and emotional and financial distress.3® Within the VA, research on caregivers of post-9/11
veterans with comorbid physical and mental health conditions demonstrates the benefits

of comprehensive support. Caregivers in PCAFC reported feeling more confident in their
caregiving skills and more aware of VA resources.3? Veterans whose caregivers received
financial support through PCAFC had higher rates of outpatient mental and physical health
services.40:41

Strengths and Limitations

Our article is the first to report the characteristics and caregiving experiences of a large
sample of caregivers of veterans with complex comorbid physical, mental, and cognitive
health conditions who are not participating in PCAFC. Strengths of this study are that we
identified a large national sample of family caregivers through the VA CSP administrative
data and our standardized recruitment process. The limitations of this study are that we

did not recruit caregivers who had not interacted with PGCSS. Also, it is possible that
survey participants were either (1) less distressed than caregivers who declined to participate
because of the overwhelming daily tasks of caregiving, or (2) more distressed and hope

that by completing the survey they will receive assistance. Finally, although we measured
satisfaction with VA care, we did not measure caregiver satisfaction with PGCSS that would
have been helpful for targeted program improvement.

Implications and Conclusions

Caregivers in our sample have a high need for emotional support, respite care services,
engagement with other caregivers, and training in disease education and clinical skills to
provide care. Despite these needs, caregivers report some level of communication with

VA health providers and high levels of satisfaction with VA care. Based on prior research
about comprehensive caregiver support, 384042 jt is likely that these caregivers would benefit
substantially from financial assistance, access to health care, and enhanced respite care. VA
is a promising setting to test a comprehensive caregiver support model for caregivers of
older adults with trauma-based and other comorbidities. Potential benefits of comprehensive
caregiver support include decreased stress, decreased financial burden, and improved mental
and physical health.43

VA offers the most comprehensive support program for caregivers available in the United
States. In the absence of other widely available programs, the results of our study begin to

JAm Geriatr Soc. Author manuscript; available in PMC 2022 November 21.
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build an evidence base that could be applied to similar CSPs for civilian populations. Given
that these caregivers report feeling lonely and disconnected from support services, it would
be beneficial to conduct outreach activities to build awareness and to solicit applications
from those who are less engaged in the healthcare system or live in rural communities.14
Another way to identify caregivers who might benefit is to encourage providers to recognize
the dual role that caregivers play as a loved one of the patient and a member of the
healthcare team. Because caregivers report that the patients’ providers often do not assess
the caregiver’s own needs, health systems could consider instituting routinized screening for
distress and referral mechanisms to caregiver support services. For example, the Elizabeth
Dole Foundation’s Campaign for Inclusive Care has implemented a VA-wide program to
train providers to integrate caregivers into the veteran’s healthcare team. Moreover, with the
move to the Cerner electronic health record, VA will now identify caregivers as nonmedical
providers, thereby explicitly linking caregivers to the care recipient in the medical record.
When healthcare providers open a veteran’s record, they will be able to see whether or not
they have a caregiver and, if so, the caregiver’s contact information.

In sum, PCAFC has already proven to be impactful policy initiative for caregivers and
veterans. Expansion of the program through the Mission Act will likely confer similar
benefits on a population in high need of additional support. For caregivers who do not
qualify for PCAFC, CSP is also enhancing PGCSS services such that caregivers have access
to multiple programs of supports (eg, skills education for caring for older adults with PTSD
and dementia and suicide prevention training). An area for future research is to evaluate

the impact of PGCSS on caregiver outcomes. Moreover, the VA’s ability to demonstrate the
positive impact of comprehensive support for family caregivers has the potential to initiate a
sector-wide culture shift around how health systems can and should support caregivers.
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Unique PGCSS Caregivers, N =38,5661*

Page 12

v

Excluded if Approval Date is prior to October 1, 2016, N=31,316

PGCSS Caregivers, N=7,250

A 4

Exclude if caregiver is in Program of Comprehensive Assistance for
Family Caregivers, N=177

Exclude if Veteran is deceased N = 480

Excluded if phone number is invalid or missing, N=672

Excluded if caregiver address is in Puerto Rico or Guam, N =120

Exclude if terminated from the program, N =38

Total 1487

Populated in Tracking Database
PGCSS Caregivers N=5,763

A 4

Exclude if never contacted by study team as of July 20192, N = 1122
Exclude if address is invalid, N= 3
Total = 1,125

Sent Recruitment Letters to PGCSS
Caregivers, N = 4,638

A 4

Passive Refusal, N= 1,690

Ineligible 3, N=741

Opt out/ active refusal to participate, N =646
Excluded by screener 4, N=15
Withdrew/Suspended 3, N =20

Exclude if pilot survey participant, N=14
Total 3126

Interviewed PGCSS Caregivers, N=1,512

Harms Protocol invoked, N =1
Data lost due to software glitch, N = 2

Y
Analytical data set PGCSS Caregivers, N =
1,509
Figure 1.

Study flow. 1Based on the 2017 and 2018 raw Caregiver Application Tracker data

pulls. 20nce initial recruitment goals of 1,500 were met, study team ceased recruitment.
3Ineligible reasons include if recruitment letter was returned with no forwarding address and
no valid phone number available, veteran or caregiver deceased after data pull, caregiver no
longer providing care. “Exclusion reason: baseline never completed. ®Withdrew/suspended
includes if the caregiver declined to continuing to participate in the survey after beginning
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the survey (eg, changed mind about participating, confidentiality/data concern, or too
busy/no time). PGCSS, Program of General Caregiver Support Services.
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Table 1.
Caregiver and Veteran Demographics
% n
Caregiver age, y, mean (SD), (n) 62.2(13.7) 1,484
Caregiver age, y, categories, % (n)
20-29 19 28
30-39 5.8 87
40-49 10.0 151
50-59 18.0 272
60-69 32.0 483
70-79 21.9 331
>80 8.7 132
Missing/Prefer not to answer 17 25
Veteran age, y, mean (SD) (n) 69.8 (15.6) 1,509
\eteran age, y, categories, % (n)
20-29 12 18
30-39 5.7 86
40-49 6.2 94
50-59 8.2 123
60-69 18.4 278
70-79 333 502
80+ 27.0 408
Caregiver race: Mark all that apply 4.6 70
American Indian or Alaska Native
Asian 19 28
Black or African American 155 234
Native Hawaiian or Pacific Islander .8 12
White 76.7 1,157
Other 4.8 73
Missing/Prefer not to answer 15 22
Caregiver marital status, % (n)
Married or in a committed relationship/Living together ~ 85.8 1,295
Not married or partnered 13.9 210
Missing/Prefer not to answer 3 4
Caregiver relationship to the veteran, % (n)
Spouse/Significant other 79.9 1,205
Parent 2.1 31
Child 11.4 172
Sibling 2.3 34
Other 44 67
Caregiver current work status, % (n)
Working full time (=36 h/wk) 12.1 183
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% n

Working part time (<35 h/wk) 10.9 164

Not working; searching for paid 1.8 27
work

Not working; not searching for paid 22.1 333
work

Retired 46.1 696

Disabled 5.8 87

Student 11 17

Missing/Prefer not to answer 1 2
Caregiver work status before caregiving, % (n)

Working full time (=36 h/wk) 59.3 895

Working part time (<35 h/wk) 15.2 229

Not working; searching for paid N 11
work

Not working; not searching for paid 4.7 71
work

Retired 154 233

Disabled 3.2 48

Student 1.4 21

Missing/Prefer not to answer 1 1
Veteran military separation date, % (n)

Before 9/11 85.9 1,296

On or after 9/11 134 202

Missing N 11

Abbreviation: SD, standard deviation.
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