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n 2014, RAND published Hidden Heroes: America’s Military Caregivers (Ramchand et al., 2014),

commissioned by the Elizabeth Dole Foundation. Ten years later, RAND published America’s

Military and Veteran Caregivers: Hidden Heroes Emerging from the Shadows (Ramchand et al.,

2024), an updated, contemporary examination of those caring for wounded, ill, and injured
service members and veterans. That report provides contemporary insights into three research
questions: (1) the number of individuals serving in caregiving roles and how many are providing
this care to a service member or veteran; (2) what caregiving duties look like for military/veteran
caregivers; and (3) how military/veteran caregivers fare relative to each other and to non-caregivers
with respect to their health and well-being, their economic security, and their families” well-being.
The RAND authors answered these questions with data provided by the 2023 RAND Caregiving
Survey, a probabilistic survey of U.S. households that collects detailed information from caregivers
and non-caregivers alike.

Among the findings that emerged in 2014 were the differences in the characteristics of the
estimated 1.1 million caregivers providing care to wounded, ill, and injured service members and
veterans who served after September 11, 2001, relative to the 4.4 million providing care to those
who served in the military exclusively prior to this date. Post-9/11 caregivers, as they were referred
to in the 2014 report, were younger, more likely to be Hispanic, more likely to have served in the
military themselves, and more likely to be employed than caregivers supporting pre-9/11 veterans.
The post-9/11 care recipients were also different: They were more likely to be younger and to have a
mental health or substance use condition.

Over the past ten years, the post-9/11 veteran cohort has changed: Its members have gotten
older, and their health needs have also changed; some have gotten better, and some have gotten
worse. In recognition of these shifts, Emerging from the Shadows presented data that compare care-
givers for military personnel and veterans who are 60 and under with caregivers for military per-
sonnel and veterans over 60.

There remains, however, a need to separately examine caregivers to individuals who served in
the U.S. military in the post-9/11 era. There are many organizations that serve post-9/11 veterans
and their caregivers exclusively, and so too are policies directed exclusively to this group. For exam-
ple, Wounded Warrior Project (WWP) offers the following: programs and supports for families
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and caregivers of wounded, ill, and injured post-9/11
veterans, including advocacy and assistance navi-
gating other resources; the Project Odyssey mental
health program for veterans, couples, or families;
intensive outpatient programs at academic medical
centers, including family programming; and long-
term support for catastrophically wounded veterans
and their caregivers, including therapy, respite and
personal wellness care, estate and financial plan-
ning, and more. The Department of Veterans Affairs
(VA) Program for Comprehensive Assistance for
Families and Caregivers (PCAFC) was initially estab-
lished for caregivers of veterans who had incurred or
aggravated a serious injury in the line of duty during
military service after September 11, 2001, but this
program has since been expanded, granting access to

Methods

The data from this report are derived from three
sources. The first is the 2023 RAND Caregiving
Survey, described in more detail in Ramchand et al.
(2024). In brief, the survey was designed to enumer-
ate the number of military and veteran caregivers
and to further understand their needs, service uti-
lization, and outcomes. Respondents were recruited
through AmeriSpeak, a probability-based panel

of U.S. adults designed to be representative of U.S.
households. The survey was fielded in February and
March 2023, was offered in English and Spanish, and
was available in two modes: web or phone. The final
analytic sample size was 2,946. Among these, 513
were military/veteran caregivers, 1,205 were civilian

eligible caregivers of veterans of all eras.

caregivers, and 1,228 were non-caregivers.

KEY FINDINGS

Among the 14.3 million military/veteran caregivers in the United States, 1.5 million (10.3 percent) are pro-
viding care to veterans or service members who served after September 11, 2001.

Just over one-third of post-9/11 caregivers are the care recipients’ spouses or partners; the next largest
group is siblings, in-laws, or other relatives, who comprise approximately 29 percent of post-9/11 caregiv-
ers. Friends and neighbors comprise 18 percent.

The most common diagnosis among post-9/11 care recipients was a mental health condition, reported by
68 percent of caregivers about the person for whom they were caring. Seventy-nine percent of caregivers
caring for someone with a mental health condition attributed the condition to military service.

Sixty percent of post-9/11 caregivers assist with at least one activity of daily living (ADL), and another
one-third do not help with an ADL but assist with emotional or cognitive tasks. The remainder (less than
10 percent) help administer medications, help with housework, or provide administrative support.

Approximately 60 percent of post-9/11 caregivers meet criteria for excessive burden, 84 percent meet
criteria for high levels of perceived stress, one-third meet probable criteria for depression, and one in ten
had thoughts of suicide in the past year.

Thirty-six percent of post-9/11 caregivers have an income that is below 130 percent of the federal poverty
level. Sixty percent reported difficulty paying bills; over half reported having no rainy-day funds set aside.
Forty-four percent reported not having health insurance.

Thirty-eight percent of post-9/11 caregivers reported that it would be difficult obtaining task support to
provide care, and 31 percent said that it would be difficult obtaining support to take a break from caregiv-
ing. Forty-five percent are sole caregivers, meaning that there are no other people providing unpaid care
and assistance to the person they are caring for.

Seventy-three percent of post-9/11 caregivers had used at least one caregiver support service in the past
year.




The same survey was offered to two lists of
known military and veteran caregivers. These are
not probability samples; however, they can supple-
ment the probability sample, particularly for smaller
groups, such as post-9/11 caregivers. The first was a
list of caregivers maintained by the Elizabeth Dole
Foundation; the second was a list maintained by
WWP. RAND staff provided 5,000 unique survey
weblinks to the Elizabeth Dole Foundation and
35,000 to WWP; those two organizations then sent
invites to their members in batches.!

Rather than present the estimates from all three
samples separately, they were combined through a
blending approach introduced by Robbins, Ghosh-
Dastidar, and Ramchand (2021). Essentially, the
blending procedure treats the selection mechanism
for the probability sample of post-9/11 caregivers
as known and creates weights that, when applied to
the list samples, minimize any observed differences
between these survey respondents and those from
the probabilistic sample. The advantage of doing this
is to yield more-valid and precise estimates for our
sample; this is especially important because only 45
of the 513 military/veteran caregivers identified in
the 2023 RAND Caregiving Survey were post-9/11
caregivers. However, estimates for the variables from
which the weights were explicitly derived (caregiver
demographic characteristics and some characteristics
associated with the care recipient and their condition;
see Table A.1) are based exclusively on the probability
sample and thus have wide confidence intervals (Cls)
that suggest a high degree of uncertainty. Therefore,
findings should be interpreted carefully and with
caution. More details are provided in the appendix of
this report.

Findings

As presented in Emerging from the Shadows (Ram-
chand et al., 2024), an estimated 105.6 million adults
are caregiving in the United States—40.5 percent of
the population. Military/veteran caregivers comprise
14.3 million of that total, and, among these, 1.5 million
are providing care to veterans or service members who
served in the post-9/11 era (representing 0.6 percent of
the total adult population, 1.4 percent of all caregivers,

and 10.3 percent of military/veteran caregivers). The
estimates exceed past estimates of caregiving, which
Ramchand and colleagues (2024) attribute to the more
specific and precise definitional criteria of caregiving
that may be more likely to include what AARP and the
National Alliance for Caregiving (NAC) would cat-
egorize as low-intensity caregivers (AARP and NAC,
2020).

Characteristics of Post-9/11 Caregivers

Over half (60 percent) of post-9/11 caregivers identify
as female, and over half are under age 35. Half are
White, non-Hispanic; 20 percent are Black, non-
Hispanic; 16 percent are Asian, non-Hispanic; and
10 percent are Hispanic. Eighty-eight percent identify
as straight (heterosexual), and approximately one
out of five have an education level that is less than or
equivalent to a high school degree. Approximately
one-third have served in the U.S. military in some
capacity, and over half currently work full time, but
20 percent are unemployed and looking for work.
Importantly, 52 percent meet the criteria for being a
sandwich caregiver—a caregiver who also has a child
under 18 in their household. These and other details
are provided in Table 1.

The 2023 RAND Caregiving Survey collected
information on where caregivers lived; these data
were merged with publicly available data to describe
characteristics of the communities in which caregiv-
ers lived (see Chapter 7 of Ramchand et al., 2024, for
further details). Most (87 percent) post-9/11 care-

Abbreviations

ADL activity of daily living

Cl confidence interval
DPS disjoint propensity score
EAP employee assistance program

NAC National Alliance for Caregiving

PCAFC  Program for Comprehensive Assis-
tance for Families and Caregivers

PTSD posttraumatic stress disorder

SC simultaneous calibration
SE standard error
VA Department of Veterans Affairs

WWP Wounded Warrior Project




TABLE 1

Demographic Characteristics of Post-9/11 Caregivers

Caregiver Demographic Characteristic % 95% ClI
Gender
Male 39.5% 19.4%, 59.6%
Female 60.4% 40.3%, 80.5%
Transgender 0.1% 0%, 0.3%
Age
18-24 10.5% 0%, 22.9%
25-34 41.9% 22.9%, 60.9%
35-44 19.8% 10.9%, 28.7%
45-54 16.1% 7.8%, 24.5%
55-64 9.3% 0%, 19.9%
65-74 1.9% 0.4%, 3.5%
75+ 0.5% 0%, 1.1%
Race/ethnicity
White, non-Hispanic 49.9% 32.1%, 67.7%
Black, non-Hispanic 20.1% 5.9%, 34.3%
Other, non-Hispanic 3.2% 0%, 7.6%
Hispanic 10.2% 3%, 17.5%
Two or more races/ethnicities, non-Hispanic 0.6% 0.1%, 1%
Asian, non-Hispanic 15.9% 0%, 34.2%
Sexual orientation
Straight 87.8% 77.7%, 97.8%
Gay/lesbian 4.0% 0%, 8.2%
Bisexual 5.9% 0%, 14.3%
Other/did not answer 2.3% 0%, 6.3%
Education level
Less than high school 3.0% 0%, 8.3%
High school graduate or equivalent 18.4% 0.2%, 36.6%
Vocational/technical school/some college/ 30.6% 171%, 44.2%
associate degree
Bachelor’s degree 38.8% 20.7%, 56.9%
Postgraduate study/professional degree 9.2% 4.9%, 13.6%
Past military service
Current active duty 2.2% 0%, 6.1%
Past active duty 24.7% 4%, 45.3%




Table 1—Continued

Caregiver Demographic Characteristic % 95% ClI
Trained for Reserves/National Guard— 6.7% 0%, 16.9%
not activated
Never served 66.4% 46.1%, 86.7%

Employment status
Working full time (=35 hours/week)
Working part time (<35 hours/week)
Unemployed and looking for work
Unemployed but not looking for work
Full-time care of the house and/or children
Full-time caregiver
Not working—retired
Not working—disabled
Not working—full-time student
Not working—other
Did not answer

Has a child under age 18

52.2% 34.4%, 69.9%
7.3% 2.7%, 12%
20.1% 1.6%, 38.7%
0.8% 0.1%, 1.4%
4.5% 2.3%, 6.6%
3.9% 2.2%,5.6%
4.5% 0.3%, 8.6%
3.8% 0%, 7.8%
2.4% 0%, 6.4%
0.5% 0.2%, 0.9%
20.1% 1.6%, 38.7%
51.6% 33.8%, 69.4%

givers live in urban areas of the United States, and

44 percent live in the South, just over one-fourth in
the West, and less than 10 percent in the Northeast.
Table 2 also describes characteristics of the neighbor-
hoods in which post-9/11 caregivers live. For exam-
ple, post-9/11 caregivers live in neighborhoods where
9 percent of the households have incomes below

the federal poverty level, 23 percent of residents are
non-White, 7 percent of residents are veterans, and
56 percent of the veteran population living in these
neighborhoods are aged 65 or older, on average. The
Child Opportunity Index is a composite measure of
neighborhood quality and resources that ranges from
0 to 100; higher scores indicate more opportunity. An
opportunity score of 40 suggests that many post-9/11
caregivers are living in communities with limited
opportunity, comparable with other military/veteran
caregivers presented in Emerging from the Shadows
(Ramchand et al., 2024).

Just over one-third (35 percent) of post-9/11 care-
givers are the care recipients’ spouses or partners. In
Emerging from the Shadows, we describe characteris-
tics of military/veteran caregivers separately for those
who are caring for someone over 60 and those caring

for someone 60 or under; the latter group provides

a useful point of comparison for post-9/11 caregiv-
ers. Similar to a pattern observed among military/
veteran caregivers to those 60 and under, the next
largest group is siblings, in-laws, or other relatives,
who comprise approximately 29 percent of post-9/11
caregivers (see Ramchand et al., 2024). Friends and
neighbors comprise 18 percent, with the remaining
18 percent roughly split between the veterans’ or
service members’ children and their parents. Almost
two-thirds of post-9/11 caregivers live with the
person for whom they are providing care (Table 3).

Characteristics of Post-9/11 Care
Recipients

Characteristics of care recipients are reported by
caregivers (i.e., proxy reporting): In some instances,
caregivers did not know information about the
person they are caring for or may have misreported.
Demographic characteristics of post-9/11 care
recipients are provided in Table 4. Almost three-
quarters were identified by the caregiver as being
male, but 16 percent identified as a gender other




TABLE 2

Characteristics of Neighborhoods Where Post-9/11 Caregivers
Reside

Neighborhood Characteristic % 95% ClI

Place of residence

Urban % 87.2% 71.5%, 100%

Rural % 12.8% 0%, 28.5%
Region

Northeast % 8.9% 0%, 18.9%

Midwest % 21.5% 9.4%, 33.7%

South % 43.7% 25.9%, 61.5%

West % 25.8% 8.9%, 42.7%

Neighborhood characteristics

Percentage of households with income below 9.2 (2.2
federal poverty level (mean, SE)

Percentage of non-White population (mean, SE) 29.3 (5.3)
Percentage of neighborhood veteran population 7.0 (0.8)
(mean, SE)

Percentage of veteran population >65 years old 56.1 (6.5)
(mean, SE)

Median income in thousand US$ (mean, SE) 73.4 (13.1)
Percentage unemployed within neighborhood 3.3(0.5)
(mean, SE)

Child Opportunity Index (0-100) (mean, SE) 39.7 (6.6)

NOTE: SE = standard error.

TABLE 3
Post-9/11 Caregiver Relationship to Care Recipient

Caregiver Relationship to Care Recipient % 95% ClI

Care recipient is the caregiver’s

Spouse or partner 35.0% 22%, 47.9%
Parent/parent-in-law or grandparent 6.1% 0%, 14.7%
Child or child-in-law 1.7% 0%, 23.4%
Sibling, in-law, or other relative 29.3% 10.4%, 48.2%
Friend, neighbor, or non-relative 17.9% 0.7%, 35%
Caregiver lives with care recipient 64.1% 45.3%, 82.8%
Caregiver provides all care in person 38.4% 23.4%, 53.4%




TABLE 4

Post-9/11 Care Recipient Demographic
Characteristics

Care Recipient Demographic

Characteristic % 95% CI
Gender
Male 71.2% 53.4%, 88.9%
Female 12.5% 2.8%, 22.2%
Other 16.4% 0%, 33.6%
Age
18-30 1.7% 0.2%, 23.2%
31-50 47.3% 30.1%, 64.6%
51-60 23.8% 6.2%, 41.4%
61-75 4.0% 0%, 9.4%
76-85 10.1% 0%, 26.9%
86+ 0 -
Race/ethnicity
White, non-Hispanic 46.7% 29.1%, 64.3%
Black, non-Hispanic 21.6% 7.2%, 35.9%
Other, non-Hispanic 21% 0%, 4.4%
Hispanic 1.2% 3.1%, 19.3%
Two or more races/ 2.8% 0.7%, 5%

ethnicities, non-Hispanic
Asian, non-Hispanic 15.6% 0%, 33.8%
Education level

Less than high school 20.6% 1.9%, 39.4%

High school graduate or 13.5% 2.8%, 24.2%

equivalent

Some college, no degree  24.8% 11.8%, 37.8%

Associate degree 11.7% 5.3%, 18%
Bachelor’s degree 23.9% 6.9%, 40.8%
Postgraduate study/ 5.5% 2%, 9%

professional degree

Household income

Less than $30,000 23.3% 5.2%, 41.4%
$30,000 to under 32.8% 17.5%, 48%

$60,000

$60,000 to under 24.0% 11.2%, 36.9%
$100,000

$100,000 or more 19.9% 4.1%, 35.7%

than male or female (however, the 95 percent CI is
0%-33.6%, suggesting substantial imprecision in

this estimate). Over half of care recipients are age

50 or under, with 12 percent age 30 or under. Race/
ethnicity proportions generally mirror those of their
caregivers: 47 percent are White, non-Hispanic;

22 percent Black, non-Hispanic; 16 percent Asian,
non-Hispanic; and 11 percent Hispanic. One-third
have an education level that is less than or equivalent
to a high school degree, and the household income of
post-9/11 care recipients is roughly evenly split across
the four income categories (< $30,000, $30,000-
$59.999, $60,000-$99,999, and >$100,000; caregivers’
household income is presented in Table 15).

Most post-9/11 care recipients had left military
service, with approximately 10 percent still serving
(9 percent in the Reserve Component and 1 percent
in the Active Component). The distribution of care
recipients’ branch of service generally mirrors the
sizes of the service branches, with 60 percent having
served in the Army, 19 percent in the Air Force,

16 percent in the Navy, 5 percent in the Marine
Corps, and 1 percent in the Coast Guard. Fifteen per-
cent of post-9/11 caregivers reported that the person
for whom they were caring served exclusively in the
Reserve Component, and 60 percent reported that
the care recipient had been deployed to a war zone
(Table 5).

Caregivers were asked whether the person they
were caring for had been diagnosed with a series of
medical conditions, presented in Table 6. For those
who responded “yes,” caregivers were asked whether
the condition was attributed to military service. Both
estimates are presented in Table 6. For example, the
most common diagnosis was a mental health condi-
tion (posttraumatic stress disorder [PTSD], major
depressive disorder [depression, clinical depres-
sion], or other mental health condition), reported by
68 percent of caregivers about the person for whom
they were caring. This was the condition also most
commonly attributed to military service: 79 percent
of post-9/11 caregivers caring for someone with a
mental health condition attributed the condition to
military service. The only other diagnosis endorsed
by over half of post-9/11 caregivers was musculo-
skeletal disorder (50 percent). Though fewer than
50 percent of post-9/11 care recipients had the follow-




TABLE 5
Post-9/11 Care Recipient Military Service

Care Recipient Military Service % 95% ClI

Military status

Currently in Reserve 8.6% 0%, 25.2%
Component

Retired from military 26.4% 13%, 39.9%
Honorable discharge 29.4% 15.8%, 43%
General discharge under 6.4% 0.3%, 12.6%

honorable conditions

Left military—other 4.7% 0%, 11.1%
Currently in Active 1.2% 0%, 2.5%
Component

Don’t know 23.0% 4.9%, 41.2%

Branch of service

Army 59.9% 42.2%, 77.7%
Navy 16.2%  5.5%, 26.9%
Air Force 19.4% 1.6%, 37.2%
Marine Corps 5.2% 2.8%, 7.5%
Space Force 0 -
Coast Guard 0.8% 0%, 1.8%

Only served in Reserve 14.5% 0%, 31.4%

Component

Deployed to a war zone 57.0% 38.3%, 75.6%

ing conditions, over half of those with them attrib-
uted the diagnosis to military service: alcohol or
substance use disorder (76 percent), traumatic brain
injury (76 percent), cardiovascular condition (67 per-
cent), hearing problems (65 percent), vision problems
(61 percent), and musculoskeletal disorder (52 per-
cent). It is also worth noting that the less common
the diagnosis is, the more imprecise the estimate of
the percentage attributing the condition to military
service (as noted by the range of the 95 percent CI).

Caregivers were also asked, more broadly, “Do you
think any of [name]’s health conditions were a result
of exposure to burn pits, Agent Orange, or other toxic
substances during [his/her/their] military service?”
Thirty percent of post-9/11 caregivers answered “defi-
nitely” to this question, while only 16 percent answered
“not at all.” The remaining 55 percent answered either
“maybe” or “don’t know” (Table 7).

Caregiving Activities

Emerging from the Shadows collapses caregiving
duties into three mutually exclusive categories: assist-
ing with at least one activity of daily living (ADL),
assisting with emotional or cognitive tasks (i.e.,
“Remembering what [care recipient] should be doing”
or “Coping with stressful situations or avoiding
‘triggers’ of anxiety or antisocial behavior”); and all
other tasks, which can be described as “Help admin-
istering medications, housework, or administrative
support” (Ramchand et al., 2024). Respondents were
assigned to these tasks hierarchically (i.e., they were
assigned to the first category; if they did not help
with at least one ADL, they were assigned to the next
category, and so on). The same designations are used
here and are presented in Table 8. Of note, 60 per-
cent of post-9/11 caregivers assist with at least one
ADL, one-third do not help with an ADL but assist
with emotional or cognitive tasks, and fewer than
10 percent do neither of the above but help admin-
ister medications, help with housework, or provide
administrative support. Also shown in Table 8,
almost half (44 percent) of post-9/11 caregivers have
supplemented their caregiving with home health care
services in the past two years.

Caregivers were asked: “In a typical week,
about how many hours, in total, do you spend help-
ing [NAME] in all of the ways you just indicated?”
Results are presented in Figure 1. Just over one-
fourth of post-9/11 caregivers provide assistance for
21 hours or more per week. An additional 17 percent
provide between 9 and 20 hours of care per week,
and just over one-third provide 5-8 hours of care per
week. In Emerging from the Shadows, these weekly
hours of care are used to estimate the economic value
of military/veteran caregiving in the United States,
which the authors estimate to range between $119 bil-
lion and $487 billion for all military/veteran caregiv-
ers (i.e., pre-9/11 and post-9/11 caregiving combined;
Ramchand et al., 2024). Applying a similar method-
ology to the subsample of post-9/11 caregivers results
in economic value estimates ranging from $13 billion
to $52 billion for this group specifically.?




TABLE 6
Post-9/11 Care Recipient Medical Conditions

% Attributed to Military

Total Diagnosed % Service
Care Recipient Medical Condition % 95% ClI % 95% ClI
Chronic condition
Diabetes or another endocrine disorder (thyroid disorder, 36.6% 17%, 56.3% 36.3% 0%, 81.3%
rheumatic disease such as fibromyalgia or lupus)
A cardiovascular condition such as congestive heart failure, 28.8% 11.3%, 46.2% 67.0% 33.7%, 100%
angina or chest pain from heart problem, heart attack, bypass
surgery or angioplasty, high blood pressure
A respiratory disorder such as asthma, chronic bronchitis, or 41.9% 22.5%, 61.2% 49.7% 8.7%, 90.7%
emphysema
Cancer during the last five years (not including small skin 24.5% 4%, 45% 40.9% 0%, 100%
cancers) or other chronic pain
A digestive condition, such as incontinence (due to bladder or 24.7% 8.8%, 40.5% 33.3% 0%, 67.8%
bowel problem), irritable bowel, colitis, or an ulcer
Poor blood circulation in the legs 24.5% 7%, 42% 29.0% 0%, 63.4%

Hearing/vision

Hearing problems such as tinnitus (ringing in the ears) or hard of ~ 39.1% 22.4%, 55.7% 65.2% 28.4%, 100%

hearing

Vision problem or blindness 15.9% 8.7%, 23.1% 61.9% 46.2%, 77.6%
A neurological condition such as Alzheimer’s disease or other 23.0% 2.5%, 43.6% 6.8% 0%, 17.8%
dementia, spinal cord injury, or stroke
Traumatic brain injury 25.6% 14.8%, 36.4% 75.6% 52.1%, 99.2%
A musculoskeletal disorder, such as osteoarthritis or rheumatoid 50.4% 32.6%, 68.2% 52.5% 20.8%, 84.1%

arthritis, osteoporosis (thinning of the bones), chronic back pain or
sciatica, or any amputated hands, arms, feet, or legs

An infectious disease such as skin and soft tissue infections, eye or 8.2% 1.4%, 15% 14.2% 0%, 31.1%
bladder infections, shingles, or West Nile virus

Substance use disorder or mental health condition

Alcohol or substance use disorder 16.6% 8%, 25.1% 76.3% 55.3%, 97.4%
PTSD, major depressive disorder (depression, clinical 68.1% 49%, 87.1% 79.5% 56.2%, 100%
depression), or other mental health condition

Other
Genital or reproductive wounds 4.7% 0.4%, 9% 27.6% 0%, 65.2%
Other medical condition 23.0% 7.2%, 38.7% 38.4% 0%, 82.3%

NOTE: Health diagnoses can be grouped in many ways, and the groupings here represent one way of doing so. For example, lupus, diabetes, and
endocrine disorders share an underlying mechanism involving immune-mediated tissue damage and systemic inflammation that can disrupt hormone
regulation. Fibromyalgia is often grouped with diabetes and endocrine disorders because of its complex interaction with hormonal imbalances. Cancer
was grouped with other chronic pain conditions because both involve persistent pain, while chronic back pain is presented separately because of its
prevalence among veterans. Poor blood circulation is presented separately from other cardiovascular diseases because of its diverse etiology; it also en-
compasses a broader range of vascular and systemic issues affecting blood flow to various parts of the body and often necessitates distinct diagnostic
and treatment approaches tailored to its multifaceted origins and clinical manifestations.




TABLE 7

Caregivers’ Perceptions About Whether
Any Military/Veteran Care Recipient
Health Conditions May Have Been
Caused by Exposure to Environmental
Toxins

Conditions Attributed to

Environmental Toxins % 95% ClI

Not at all 15.9% 4.3%, 27.6%
Maybe 39.6% 21.8%, 57.4%
Definitely 29.6% 12.3%, 46.8%
Don’t know 14.8% 5.2%, 24.4%
FIGURE 1

TABLE 8
Post-9/11 Caregiving Activities

Caregiving Activities % 95% ClI

Caregiving tasks

Help with at least one 59.6% 43.4%, 75.8%
ADL
Help with emotional/ 32.0% 18.4%, 45.7%
cognitive tasks
Help administering 8.4% 0%, 19.4%
medications, housework,
or administrative support

Used home health care in 44.5% 25.5%, 63.4%

past two years
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60
IS 50 . Weighted percentage 95 percent Cl
—
c
[0)
o
[)
Q40
[To)
o
o
c
@©
[0)
o> 30
©
=
C —
[0) ——
o
o) ——
o 20
O
) =L
<
Ry
[0)
= 10 -

0 e - I

Less than 1to4 5to08 9to 20 21 to 30 31 to 40 41 to 60 61 to 80 More than
one hour hours hours hours hours hours hours hours 80 hours

Hours per week spent caring for care recipient

10



Health of Post-9/11 Caregivers

Mental Health and Substance Use

The mental health of caregivers was assessed in

the 2023 RAND Caregiving Survey in four ways:
caregiver burden (“the level of multifaceted strain
perceived by the caregiver from caring for a family
member and/or loved one over time” [Liu, Heffernan,
and Tan, 2020]), perceived stress, depression (a mood
disorder that “causes severe symptoms that affect
how a person feels, thinks, and handles daily activi-
ties, such as sleeping, eating, or working” [National
Institute of Mental Health, 2023]), and thoughts of
suicide in the past year. The measures used in the
survey provide thresholds for excessive burden and
high stress, as well as thresholds for a probable diag-
nosis of depression (see Ramchand et al., 2024, for
further details). These threshold estimates are pro-
vided in Table 9.

Approximately 60 percent of post-9/11 caregiv-
ers meet criteria for excessive burden, and 84 percent
meet criteria for high levels of perceived stress. These
point estimates are higher than all other caregiver
groups presented in in Emerging from the Shadows,
though the CIs for post-9/11 caregivers include other
caregiver estimates.? One-third of post-9/11 caregiv-
ers meet probable criteria for depression, and one in
ten had thoughts of suicide in the past year; these
estimates align with estimates for caregivers pre-
sented in Emerging from the Shadows (Ramchand
etal., 2024).4

Although post-9/11 caregivers demonstrate a
need for mental health care (as evidenced in Table 9),
their utilization of mental health care is noticeably
low. Only one-third of post-9/11 caregivers had talked
to or had seen a mental health care professional in
the past year. Moreover, over one-fourth reported
that they needed mental health care in the past 12
months but did not receive it (Table 10). Emerging
from the Shadows presents further detail on reasons
caregivers do not access needed mental health care,
finding that many caregivers are constrained by time,
the cost of mental health care, lack of knowledge
about where to seek care, and concerns about being
hospitalized or prescribed unwanted medications.

Substance use behaviors among post-9/11 care-
givers are presented in Table 11. Nearly 40 percent of

TABLE 9
Mental Health Conditions of Post-9/11
Caregivers

Caregiver Mental Health

Condition % 95% CI
Caregiver burden 59.6% 43.1%, 76.2%
Perceived stress 83.8% 76.3%, 91.2%
Depression 32.7% 18.3%, 47%
Suicide ideation 10.3% 0.9%, 19.7%

TABLE 10

Mental Health Care Utilization Among
Post-9/11 Caregivers

Caregiver Mental Health Care

Utilization % 95% ClI
Talked to or saw a mental health 341% 171%,511%
care professional in the past 12

months

Needed mental health care in the 27.2%  10.5%, 44%

past 12 months but did not receive it

TABLE 11

Substance Use Among Post-9/11
Caregivers

Caregiver Substance Use % 95% ClI
Hazardous alcohol use 39.7% 12.1%, 67.4%
Hazardous alcohol use among 59.8% 29.9%, 89.6%
past-year drinkers

Marijuana use 51.3% 12.8%, 89.9%
Non-prescribed opiates 1.1% 0%, 2.9%
Non-prescribed sleep or anxiety 7.4% 0%, 19.1%
medications

Non-prescribed 0.5% 0%, 1.3%
attention-deficit/hyperactivity

disorder medications

Other illegal or non-prescribed 1.7% 0%, 4.6%

drugs

post-9/11 caregivers and 60 percent of post-9/11 care-
givers who drink alcohol meet criteria for hazardous
alcohol use. Just over half had used marijuana in the
past year. The next most commonly used substances
were non-prescribed sleep or anxiety medications,
used by 7 percent of post-9/11 caregivers.
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Caregivers were asked how often they lacked
friendship/companionship, felt left out, and felt iso-
lated from others and responded on a four-point
scale from “hardly ever” to “always.” When responses
are averaged, the score ranges from 1 (least lonely)
to 4 (most lonely). The mean level of loneliness for
post-9/11 caregivers is 3.19, which is higher than the
mean for all caregiver groups presented in Emerging
from the Shadows (Table 12).

Caregivers were also asked a series of four ques-
tions about the extent to which caregiving made
them more aware of their inner strengths, made
them more self-confident, enabled them to grow as a
person, and taught them things they didn’t do before.
Responses to these items ranged from “not at all” (1)
to “very much” (4), and the mean score for post-9/11
caregivers is presented in Table 12. The mean, 2.5
(SE = 0.1), is on par with the estimates provided for
other caregiving groups in Emerging from the Shad-
ows (Table 12).

Physical Health

The 2023 RAND Caregiving Survey assessed two
domains of physical health: self-rated health and
physical role limitations. Self-rated health was
assessed with a question that asked: “In general,
would you say that your health is excellent, very
good, good, fair, or poor?” Nineteen percent of
post-9/11 caregivers reported their health as fair or
poor. Respondents were also asked whether in the
past four weeks they had reduced the time devoted to
work or other activities, achieved less than desired,
experienced limitations in work or other activities,
and encountered difficulties in performing work or
other activities as a result of their physical health.>
Fifty-three percent of post-9/11 caregivers responded
“yes” to at least one of these questions.

The survey also asked caregivers about sleep
duration (average number of hours that respondents
had slept per night [in the past seven nights]) and the
quality of their sleep (very poor [1] to very good [5]).
Forty-five percent of post-9/11 caregivers reported
receiving less than seven hours of sleep per night,
and 54 percent reported fair, poor, or very poor sleep

quality (Table 13). These estimates are generally
comparable to those among other caregiver groups
presented in Emerging from the Shadows (Ramchand
et al., 2024).

Finally, the survey asked caregivers: “About how
long has it been since you last visited a doctor for a
routine checkup?” and they could respond “within the

» < » <«

past year, past five years,” or “five

years ago or more.” Approximately 60 percent had

past two years,

seen a doctor in the past 12 months (Table 14), again
on par with estimates from caregivers presented in
Emerging from the Shadows (Ramchand et al., 2024).

TABLE 12

Loneliness and Personal Gain from
Caregiving Among Post-9/11 Caregivers

Caregiver Loneliness and Personal

Gain from Caregiving Mean (SE)
Loneliness (continuous scale) 3.2 (0.4)
Personal gain from caregiving 2.5(0.1)

(continuous scale)

TABLE 13
Self-Rated Health, Role Limitations to
Physical Health, and Sleep Duration and
Quality Among Post-9/11 Caregivers

Caregiver Self-Rated Health,

Role Limitations, and Sleep % 95% ClI
Fair or poor self-reported 19.2% 10.0%, 28.3%
health

Physical role limitations 53.0% 34.9%, 71.1%
Short sleep (less than seven 44.8% 28%, 61.5%
hours)

Fair, poor, or very poor sleep 53.8% 35.83, 72.3%
quality

TABLE 14

Past-Year Health Utilization Among Post-
9/11 Caregivers

Caregiver Past-Year Health

Utilization % 95% CI

Saw a doctor for a routine 59.1% 41.3%, 76.9%

checkup in the past 12 months
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Economic Well-Being of Caregivers

The household incomes of post-9/11 caregivers parallel
the household incomes of care recipients, with approx-
imately one-third under $60,000 per year. We also
estimate that a comparable proportion (36 percent)
have an income that is below 130 percent of the federal
poverty level (Table 15). Having an income below this
threshold often qualifies households for federal pro-
grams intended to support to people during times of
economic hardship (Office of the Assistant Secretary
for Planning and Evaluation, undated).

Caregivers were asked, “During the past 6
months, how much difficulty did your household have
paying bills?” They were also asked whether they had
set aside “emergency or rainy day funds that would
cover your expenses for 3 months, in case of sickness,
job loss, economic downturn, or other emergencies.”
Among post-9/11 caregivers, 60 percent reported “a
little,” “some,” or “a great deal of” difficulty paying
bills. In addition, over half reported that they had no
rainy day funds set aside (Table 16). These outcomes
are comparable to those of military/veteran caregiv-
ers to those over 60, which are presented in Emerging
from the Shadows (Ramchand et al., 2024).

Lack of health insurance coverage may also sug-
gest economic strain among caregivers, and lack of
such coverage has implications for an individual’s
health and well-being. Forty-four percent of post-9/11
caregivers reported having no health insurance
coverage (Table 16), an estimate on par with that of
military/veteran caregivers to those 60 and under
(39 percent), which is presented in Emerging from the
Shadows (Ramchand et al., 2024).

As was presented in Table 1, approximately
59 percent of post-9/11 caregivers are employed either
full time or part time. Flexible work hours, remote
work capabilities, and the ability to take leave as
needed may help caregivers maintain employment
while also fulfilling their caregiving responsibilities.
The 2023 RAND Caregiving Survey asked employed
caregivers whether their jobs offered these amenities.
Most common were paid sick days, unpaid family
leave, and paid family leave, offered to between half
and 61 percent of employed post-9/11 caregivers. Least
common were telecommuting or work from home
options, the opportunity to have a compressed work
week (allowing 35-40 hours per week in less than five

work days), and flexible work hours. In general, each
of these three amenities were only available to one-
third of employed post-9/11 caregivers (Table 17).

TABLE 15

Household Income of Post-9/11
Caregivers

Caregiver Household Income 95% ClI

Household income

Less than $30,000 13.7% 1.9%, 25.4%
$30,000 to under $60,000 19.7% 9%, 30.5%

$60,000 to under $100,000  39.6% 21.9%, 57.4%
$100,000 or more 27.0% 9.7%, 44.2%
Below 130 percent of the 35.9% 20.4%, 51.3%

federal poverty level

TABLE 16
Financial Security and Capability and
Health Insurance Coverage Among Post-
9/11 Caregivers

Caregiver Financial Security Post-9/11 Caregivers

and Health Insurance

Coverage % 95% ClI

Any difficulty paying bills 60.2% 42.5%, 77.8%
No rainy day fund set aside 58.2% 39.7%, 76.6%
Lacking health insurance 44 1% 25.7%, 62.5%

TABLE 17

Workplace Amenities for Employed
Caregivers

Post-9/11 Caregivers

Caregiver Workplace Amenities % 95% ClI

Flexible work hours 33.8% 14.1%, 53.4%
Telecommuting or working from 31.7% 11.9%, 51.5%
home

Programs that provide 46.5% 23.3%, 69.6%
information, referrals,

counseling, or an EAP

Paid family leave 56.0% 31.7%, 80.3%
Paid sick days 61.0% 36.3%, 85.6%
Unpaid family leave 58.2% 33.1%, 83.3%
Compressed work week that 32.8% 11.3%, 54.4%

allows you to work a traditional
35-40-hour workweek in less
than five work days

NOTE: EAP = employee assistance program.
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Support Program Utilization of
Caregivers

The 2023 RAND Caregiving Survey asked caregiv-
ers about both emotional and task-related support
provided by others. When asked, “[I]f you needed
someone to listen to your problems if you were feel-
ing low, are there enough people you can count on,
not enough people, or is there no one you can count
on?” nearly half (48 percent) of post-9/11 caregivers
reported “not enough people” or “no one.” Task-
related social support was assessed with two ques-
tions: how difficult it would be for the caregiver to get
help providing care to their care recipient and how
difficult it would be for the caregiver to get someone
else to take on their caregiving responsibilities, if
needed. Thirty-eight percent of post-9/11 caregiv-
ers reported that it would be “very” or “somewhat”
difficult obtaining task support to provide care, and
slightly fewer (31 percent) said it would be “very”
or “somewhat” difficult obtaining task support to
take a break. In addition, almost half (45 percent) of
post-9/11 caregivers are sole caregivers, meaning that
there are no other people providing unpaid care and
assistance to the person for whom they are caring
(Table 18).

The 2023 RAND Caregiving Survey asked care-
givers whether, in the past year, they had used any
of six support services: in-person support groups,
online support groups, respite programs, caregiving
training programs to help care for the care recipient,
structured wellness programs (e.g., exercise classes
or group activities for yoga or meditation, healthy
eating), and an advocate or case manager (i.e., some-
one to try to get help or coordinate help for the care
recipient). Responses for post-9/11 caregivers are
provided in Table 19. On average, post-9/11 caregiv-
ers used 1.5 types of support services in the past year,
with the most common being structured wellness
programs (42 percent) and the least common being
respite services (13 percent). Most (73 percent) had
used at least one caregiver support service in the past
year.

TABLE 18

Social Support Among Post-9/11
Caregivers

Caregiver Social Support % 95% ClI

Emotional social support

Not enough people/No one 47.8%
you can count on

29.9%, 65.7%

Task-related social support

Very difficult/Somewhat 38.4% 23.3%, 53.4%
difficult obtaining task
support to provide care
Very difficult/Somewhat 31.3% 18.1%, 44.6%
difficult obtaining task
support to take a break

Number of additional caregivers

in support network
None 45.6%  28.3%, 62.8%
1 35.8% 15%, 56.6%
2 10.1% 1.2%, 18.9%
3-5 8.6% 2%, 15.2%

TABLE 19

Past-Year Support Service Utilization
Among Post-9/11 Caregivers

Caregiver Support Service

Utilization % 95% CI
In-person support groups 25.0% 4.6%, 45.5%
Online support groups 24.6% 6.5%, 42.6%
Respite 12.8% 0%, 29.3%
Training 27.9% 9.5%, 46.2%
Structured wellness 42.2% 24.3%, 60.2%
Case manager 20.8% 4.5%, 371%
Total number of support 1.53 (0.4)

services (mean, SE)

No participation in support 26.9% 13.4%, 40.5%

services




Conclusion and
Recommendations

Emerging from the Shadows (Ramchand et al., 2024)
presented nine recommendations for better sup-
porting military and veteran caregivers, including
post-9/11 caregivers. After summarizing the limita-
tions inherent in our research, we repeat these nine
recommendations with a focus on their relevance for
post-9/11 caregivers.

Limitations

The results from this study derive from the 2023
RAND Caregiving Survey, as do the results from
Emerging from the Shadows. That report describes
in detail limitations to the research that are briefly
reviewed here. These include the following:

o Nonresponse bias: Those who did not
respond to the invitation to participate in the
survey may differ systematically from those
who did; similarly, those who did not answer
a specific question may also differ from those
who did.

o Self-report bias: Survey respondents may
answer questions that conform to what they
believe is acceptable or appropriate or may
mis-recall events that occurred in the past.

o Proxy respondent bias: Respondents were
asked to provide information about individu-
als other than themselves (i.e., care recipients)
and may not know the information or the
correct information.

o Misspecification: Some questions lack preci-
sion that would be important to truly evaluate
a program or experience.

In addition to these limitations, the method used
to blend the list and probability samples also carries
with it important caveats. These are described in the
appendix.

Recommendations

Recommendation 1. Increase access to
mental health and substance use treatment
for caregivers and their children.

The need for mental health care among post-9/11
caregivers is high. One-third met probable criteria
for depression, and approximately one in ten had
thoughts of suicide in the past year. Over one-fourth
needed mental health care in the past 12 months but
did not receive it. Substance use, particularly alcohol
use, may also be a concern: Over half of all post-9/11
military/veteran caregivers who drank alcohol met
criteria for potentially hazardous use.

There are efforts to increase mental health care
access to military and veteran caregivers. Continued
partnerships between organizations that provide
mental health care specifically geared to military and
veteran caregivers, such as Cohen Veterans Network
and the Headstrong Project, are critical. VA’s new
pilot program offering mental health care to care-
givers enrolled in PCAFC can also help meet this
demand.

There are additional opportunities to expand
access to mental health care as well. As described in
Emerging from the Shadows, organizations seeking
to expand services to caregivers should consider the
advantages afforded by tele-mental health and asyn-
chronous counseling. For low-acuity mental health
needs, mobile health applications may also hold
promise, as could the use of paraprofessionals and
better integrating mental health care into primary
care.

Examining the mental health needs of the chil-
dren of post-9/11 caregivers was not feasible because
of small sample sizes. However, Emerging from the
Shadows highlights the mental health needs of all
children in military/veteran caregiving households.
Just over half of post-9/11 caregivers are caring for
a child under 18, meaning that increasing access to
mental health care for children of post-9/11 caregiv-
ers should also be prioritized.
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Recommendation 2. Increase opportunities
for caregivers to access available financial
support, and offer additional financial
compensation to caregivers for the work they
perform.

Over half of post-9/11 military/veteran caregivers are
employed full time. Yet over one-third have incomes
below 130 percent of the federal poverty level. Many
post-9/11 caregivers are struggling: Just under two-
thirds have difficulty paying bills, and over half
have no rainy day funds set aside. Emerging from the
Shadows makes two recommendations to provide
opportunities to better financially support military/
veteran caregivers. First, organizations that serve
caregivers should inform them of programs that may
be able to provide additional financial assistance and
help them apply for this assistance. In some states,
this can include Medicaid programs with consumer-
directed supports, which allow eligible caregivers to
be paid for providing care (Teshale, Fox-Grage, and
Purington, 2021). Second, policymakers should con-
tinue to explore proposals that would provide federal
tax credits for eligible caregivers, as exemplified by
the newly introduced Credit for Caring Act.

Recommendation 3. Tailor caregiver support
programs to reflect caregivers’ diverse
preferences and needs.

Post-9/11 military/veteran caregivers use caregiving
support services. Close to three-fourths have used
any service, most commonly structured wellness pro-
grams. However, over half are still burdened by their
caregiving responsibilities, nearly half are sole care-
givers, and one-third to one-half lack strong social
support. To continue to meet the needs of post-9/11
caregivers, programs may need to be tailored to
better align with caregivers’ preferences and needs.
This can include outreach and engagement strategies,
the content of the programs they deliver, how they
deliver these programs, and the partnerships they
form to maximize their impact. Emerging from the
Shadows provides details across all these dimensions.

Recommendation 4. Expand and promote
home health care considering how caregivers
will be affected.

Forty-four percent of post-9/11 caregivers report
supplementing their caregiving with home health
care services in the past two years. This is consis-
tent with recent interest in and expansion of home
and community-based health care options, includ-
ing home health care aides, adult day programs,
transportation assistance, respite, and assisted living
options (Harrison, 2023). Although home health care
affords benefits to care recipients and caregivers (e.g.,
accommodating care recipients’ preferences, reducing
infections, alleviating some medical transportation
requirements), it may create new caregiver responsi-
bilities as well (e.g., coordinating and training home
health care teams, increasing out-of-pocket costs,
negotiating work schedules when home health care
staff are delayed or temporarily unavailable). Advo-
cates for caregivers should continue to highlight the
need to simultaneously support caregivers as more
policies and programs promote the expansion of
home and community-based services for the care
recipient.

Recommendation 5. Focus programmatic

and social support within the context of local
conditions in which military/veteran caregivers
live.

Military/veteran caregivers live in neighborhoods
that have few resources. On average, they live in
neighborhoods in which 9 percent of the households
have incomes below the federal poverty level and

in communities in which there objectively are lim-
ited resources and opportunities. The well-being of
post-9/11 caregivers depends on where they live, and
local housing, food access, and economic policies
likely affect military/veteran caregivers’ health and
well-being.
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Recommendation 6. Encourage health care
systems to better integrate caregivers into
health care teams.

There remains a need to integrate caregivers into
health care teams. Results presented in Emerging
from the Shadows were that younger caregivers,

in particular, said that they experienced hassles in
health care settings (e.g., having to remind care pro-
viders to do things for the care recipient) because of
their age. This is particularly salient for post-9/11
caregivers, of whom over half are under 50 years of
age. Emerging from the Shadows puts forth strate-
gies to incentivize providers to work collaboratively
with caregivers: (1) Research should focus on docu-
menting positive health outcomes, cost savings, and
profits associated with better integrating caregivers
into health care teams; and (2) there could be more
opportunities to monetarily incentivize providers to
integrate caregivers into health care teams (for exam-
ple, creating Current Procedural Terminology codes
for providers to receive reimbursement for working
with caregivers).

Recommendation 7. Promote work
environments that are supportive of
caregivers.

Although over half of post-9/11 military/veteran
caregivers are employed full time, fewer than one-
third report having the opportunity to work from
home or to have a compressed work week; less than
half have work programs that provide information,
referrals, counseling, or an EAP. There is a need for
employers to better understand the needs of their
caregivers and accommodate these needs, both by
offering relevant accommodations and providing
supports specifically for caregivers.

Recommendation 8. Continue to conduct
rigorous evaluations of those initiatives
designed to support military and veteran
caregivers.

Since 2014, there has been an expansion in the
number of evaluation studies of programs aimed

at military and veteran caregivers, particularly of
VA’s PCAFC program. However, it remains unclear
whether short-term benefits and improvements are
sustained over time and, as mentioned in Recom-
mendation 6, there is a need for more studies demon-
strating the monetary value of programs supporting
caregivers. There is also a need for more research on
the benefits of online versus in-person programming
(e.g., Haselden et al., 2019) and in what contexts care-
givers might benefit from online programming.

Recommendation 9. Continue to conduct
research that fully captures the breadth
of caregiving and those who serve as
caregivers.

There are many notable advances in the 2023 RAND
Caregiving Survey, including a new task-oriented
approach for identifying caregivers and questions
about caregivers’ perceptions of conditions attrib-
uted to toxic exposures. Nonetheless, the research
also suggests priority areas for future study. These
include considering how caregiving (or caregivers)
are defined and whether and how caregivers to those
in need of emotional and cognitive support (e.g.,
caregivers assisting individuals with mental health
conditions, substance use disorders, and neurologi-
cal conditions such as traumatic brain injury and
dementia) can be best supported.
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APPENDIX
Details of Blending Method

The method used to blend the list samples with the
probability sample is provided in Robbins, Ghosh-
Dastidar, and Ramchand (2021). However, because
we had two non-probability samples, the specific
procedures we used are outlined in Section A.1 of the
supplemental materials to that article.

To begin, we selected a set of auxiliary variables
(denoted x, for case i) that are believed to differenti-
ate the probability and convenience samples. Because
using survey outcomes in this set would render the
analysis uninformative, we restricted the set of aux-
iliary variables to demographic characteristics of
the caregiver and characteristics of the veteran care
recipient’s service and service-related injuries.

The first set of weights we calculated are called
simultaneous calibration (SC) weights in the nomen-
clature of Robbins, Ghosh-Dastidar, and Ramchand
(2021). Aligning with Ramchand et al. (2014), these
are our primary weights that are used for analysis
of post-9/11 caregivers. To determine these weights,
we found benchmarks for the auxiliary variables by
calculating their summed totals (or, equivalently,
means). We then concatenated the probability and
convenience samples and found weights so that
the weighted concatenated sample matched the
benchmarks across the auxiliary variables while
minimizing the resulting design effect. Per Robbins,
Ghosh-Dastidar, and Ramchand (2021), the samples
are not individually representative of the caregiver
population with SC weights and are only representa-
tive when analyzed in tandem—thus, these weights
cannot be used to evaluate the sufficiency of the set
of auxiliary variables. To evaluate sufficiency, disjoint
weights, wherein the samples are made to be repre-
sentative when analyzed individually (see Robbins,
Ghosh-Dastidar, and Ramchand, 2021), are required.
However, disjoint calibration weights are infeasible

with these data (which is possibly because the con-
venience samples are too heavily differentiated from
the probability sample because of selection biases but
may also be a consequence of the small size of the
probability sample). Instead, we used disjoint propen-
sity score (DPS) weights. These weights are outlined
in Robbins, Ghosh-Dastidar, and Ramchand (2021)
and are paraphrased below.

Conditional on a set of auxiliary variables (x )
we calculated the probability that a given observa-
tion (which may be in the probability sample or in
either convenience sample) is contained in the prob-
ability sample given that it is contained in one of the
samples. We denote this probability by y , = P(i €
S 1|i € §x i) for case i, where S | is the probability
sample, S and S , are convenience samples, and § =
§,US,US, is the full sample. Likewise, we denote
Y = P(i e k|i e S$x i) fork = 2,3.They L can
be calculated using a polytomous (i.e., multinomial)
logistic regression. We also calculated the probability
that the observation was sampled as part of the prob-
ability sample given the value of its auxiliary vari-
ables, and we denote thisbyd . = P(i € S |x ). For
any case in the probability sample, d , is the inverse of
the design weight; for cases in the convenience sam-
ples, it is calculated by extrapolating a beta regression
of the inverted design weights on the auxiliary vari-
ables. For case i in sample k € {1,2,3}, DPS weights
were calculated usingw, =y /d y,.

TABLE A1

Counts of Surveyed Military Caregivers
by Sample Source and Veteran Status

Elizabeth Dole

Caregivers Probability =~ WWP Foundation
Surveyed Sample Sample Sample
Pre-9/11 caregivers 465 23 58
Post-9/11 caregivers 48 403 73
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In conjunction with the recommendation of
Robbins, Ghosh-Dastidar, and Ramchand (2021), SEs
were calculated using a jackknife (with G = 48 rep-
licate groups) for both the SC and DPS weights. The
weights were trimmed at the 1st and 99.75th percen-
tiles for the SC.

The breakdown of the sample of military care-
givers by sample source (probability, etc.) and veteran
status (pre- or post-9/11) is given in Table A.1. We see
that only 48 post-9/11 caregivers were collected from
the probability sample.

Table A.2 lists the auxiliary variables used and
provides their means and SEs when taken across
only cases in each of the three samples. For the
two convenience samples, a p-value is provided for
a test of whether the respective mean differs from
that which was observed in the probability sample.
The unweighted mean and SE of the blended (con-
catenated) sample is provided, and corresponding
means and SEs are provided for each variable when
SC weights and DPS weights are used. The table
shows the extreme differences that exist between the
probability and convenience samples (with caregivers

from the convenience samples supporting more
severely wounded veterans, for example); however,
the SC weights do well to align means for the blended
sample to those found using only the probability
sample.

Table A.3 shows information analogous to that
in Table A.2 but for outcome variables (characteris-
tics that quantify hardships of caregivers) instead of
auxiliary variables. The table includes a sufficiency
p-value for each sample that is used to evaluate
whether the means of the variable when found using
DPS weights with the respective sample are differ-
ent from the mean of the variable when found using
only the probability sample. In theory, if this p-value
is statistically significant, there may be evidence that
blending did not work for that variable (and that
there are differences between the probability and
convenience samples that were left unexplained by
the set of auxiliary variables). The table indicates that
there are substantial differences between the prob-
ability and convenience samples across the outcome
variables; weighting appears to mostly correct for
these differences.
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TABLE A.2

Unweighted Means and Standard Errors of the Auxiliary Variables for Post-9/11 Caregivers, Unweighted and with

Blending Weights

Probability Elizabeth Dole Foundation Blended:
Sample WWP Sample Sample Unweighted Blended: SC Blended: DPS

Auxiliary Variable Mean SE Mean SE p-value Mean SE p-value  Mean SE Mean SE Mean SE
Caregiver lives with care recipient 0.590 0.107 0.973 0.008 0.000 0.986 0.014 0.000 0.940 0.015 0.641 0.090 0.806 0.053
Care recipient is currently married 0.472 0.102 0.074 0.013 0.000 0.082  0.032 0.000 0.112  0.016 0.465 0.087 0.246  0.051
Care recipient was previously 0.509 0.103 0.935 0.012 0.000 0.877  0.039 0.001 0.888 0.017 0.570  0.089 0.651 0.075
deployed to a war zone
Care recipient has a 0.218 0.068 0.931 0.013 0.000 0.973 0.019 0.000 0.871 0.019 0.278  0.050 0.460 0.070
service-connected disability rating
Conditions related to or directly
caused by military service

Hearing problems such as 0.221 0.066 0.846 0.018 0.000 0.808 0.046 0.000 0.784  0.021 0.274  0.051 0.448 0.074

tinnitus or hard of hearing

Vision problem or blindness 0.084 0.042 0.258 0.022 0.000 0.301 0.054 0.001 0.248 0.019 0.101 0.028 0.142  0.037

Traumatic brain injury 0.165 0.053 0.645 0.024 0.000 0.712 0.053 0.000 0.611 0.023 0.207  0.040 0.347  0.059

A neurological condition 0.003 0.003 0.199 0.020 0.000 0.411 0.058 0.000 0.210  0.018 0.016  0.003 0.036  0.011

A musculoskeletal disorder 0.252 0.081 0.645 0.024 0.000 0.712 0.053 0.000 0.619  0.023 0.294  0.063 0.418 0.073

Poor blood circulation in his/her/  0.061 0.030 0.179 0.019 0.001 0.151 0.042 0.083 0.164  0.016 0.073  0.019 0.199 0.071

their legs

PTSD, major depressive disorder, 0.481 0.101 0.955 0.010 0.000 0.890 0.037 0.000 0.903 0.017 0.543 0.090 0.684 0.076

or other mental health condition

Other medical condition 0.061 0.032 0.471 0.025 0.000 0.726  0.052 0.000 0.469 0.023 0.092  0.017 0.187  0.041
Caregiver is female 0.563 0.107 0.958 0.010 0.000 0.959 0.023 0.000 0.922 0.016 0.626  0.094 0.824 0.049
Caregiver has health care coverage 0.553 0.101 0.916 0.014 0.000 0.945  0.027 0.000 0.887 0.015 0.559 0.088 0.711  0.058
Caregiver age <35 0.588 0.095 0.114 0.016 0.000 0.110 0.037 0.000 0.157  0.019 0.530 0.082 0.259 0.056
Caregiver age 35-<55 0.310 0.079 0.747 0.022 0.000 0.753  0.050 0.000 0.708 0.022 0.359 0.067 0.619 0.066
Caregiver age 55-<65 0.082 0.062 0.117 0.016 0.587 0.055  0.027 0.686 0.105 0.014 0.089  0.051 0.062 0.023
Caregiver age 265 0.020 0.013 0.022 0.007 0.872 0.082  0.032 0.073 0.030 0.007 0.022  0.009 0.060 0.027

NOTE: Means and SEs of the variables are provided for the blended (concatenated) data while unweighted and under two schemes for calculating blending weights: SC, DPS. The p-value evaluates whether the
mean from the respective convenience sample differs from that of probability sample.
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TABLE A.3
Means and Standard Errors of Outcome Variables for Post-9/11 Caregivers, Unweighted and with Blending Weights

Probability Elizabeth Dole
Sample WWP Sample Foundation Sample Blended: SC Blended: DPS Sufficiency p-value
Elizabeth
Dole
Outcome Variable Mean SE Mean SE p-value Mean SE p-value Mean SE Mean SE WWP Foundation
Caregiver depression score 15.074 1139 15.608 0.281 0.650 16.356 0.653 0.330 15.726 1.062 15.653 1.064  0.549 0.802
As a result of caring for [care recipient], did
you. ..
Cut back on hours or temporarily quit 0.092 0.046 0.529 0.025 0.000 0.712 0.053 0.000 0.207 0.053 0.300 0.186 0.051 0.102

work and/or school

Move to a job that pays less or provides 0.092 0.053 0.328 0.023 0.016 0.411 0.058 0.005 0142 0.042 0.162 0.092 0.286 0.730
fewer benefits, but that fits better

with your caregiving schedule or

responsibilities

Quit working/going to school earlier than  0.146 0.062 0.432 0.025 0.003 0.630 0.057 0.000 0.220 0.072 0.295 0.188 0.322 0.197
you would have

During the past 6 months, how much difficulty 1.976 0.200 2.027 0.051 0.805 2.027 0117  0.825 1.876 0.211  2.081 0.165 0.710 0.721
did your household have paying bills?

If you ever felt you needed help providing care  0.342 0.091 0.630 0.024 0.005 0.712 0.053 0.001 0.384 0.083 0.492 0.207 0.355 0.533
for [care recipient], how easy or difficult would
it be for you to get that help?

If you ever felt you needed to take a break from 0.191 0.062 0.658 0.024 0.000 0.808 0.046 0.000 0.313 0.071 0.560 0.214 0.104 0.000
caring for [care recipient], how easy or difficult

would it be for you to get someone else to take

on your caregiving responsibilities?

After each statement, indicate how often you
feel that way . . .

You don’t have enough time for yourself 2,524 0187 3.047 0.058 0.008 3.315 0.132 0.001 2707 0157 2.731 0.395 0.126 0.899

You are stressed between caring and 2.244 0.212 3.092 0.061 0.000 3.425 0.132 0.000 2.607 0.184 2.743 0.402 0.127 0.274
meeting other responsibilities
Caring for [care recipient] affects your 2165 0.216 2.454 0.057 0.197 2.849 0.135 0.007 2.414 0.203 2.229 0.290 0.549 0.870

relationship with others in a negative way

You feel strained when you are around 2132 0182 2.521 0.056 0.041 2.630 0.123 0.023 2.397 0156 2.235 0.400 0.648 0.999
[care recipient]

Your health has suffered because of your 2.085 0.297  2.407 0.057 0.288 2.644 0.136 0.088 2.309 0.243 2210 0.346 0.442 0.932
involvement with [care recipient]

You have lost control of your life since 1.922 0.164 2.476 0.059 0.002 2.849 0137 0.000 2.256 0.172 2192 0.336 0.117 0.747
[care recipient]’s illness or injury
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Table A.3—Continued

Probability Elizabeth Dole
Sample WWP Sample Foundation Sample Blended: SC Blended: DPS Sufficiency p-value
Elizabeth
Dole
Outcome Variable Mean SE Mean SE p-value Mean SE p-value Mean SE Mean SE WWP Foundation
Which of the following topics do you feel
you need more help or information related to
caregiving of [care recipient]?
Keeping [care recipient] safe at home 0.180 0.108 0.141 0.017 0.698 0.247 0.051 0.612 0.167 0.084 0.150 0.078 0.767 0.819
Managing [care recipient]’s challenging 0129 0.050 0.457 0.025 0.000 0.452 0.059 0.001 0.252 0.067 0.386 0.115 0.080 0.072
behaviors
Activities you could do with [care 0.349 0411 0.419 0.025 0.552 0.452 0.059 0.429 0.364 0.083 0.522 0.095 0.259 0.364
recipient]
Choosing a home care agency 0.007 0.007 0.027 0.008 0.186 0.014 0.014 0.618 0.015 0.010 0.016 0.020 0.912 0.927
Managing your emotional or physical 0.213 0.066 0.598 0.024 0.000 0.603 0.058 0.000 0.311  0.074 0.517 0.078 0.017 0.092
stress
Making end-of-life decisions 0.007 0.007 0.057 0.012 0.038 0.137 0.041 0.004 0.026 0.012 0.039 0.043 0.890 0.884
Finding educational materials 0.069 0.043 0.122 0.016 0.358 0.151  0.042 0.239 0.064 0.033 0.098 0.066 0.994 0.480
Figuring out forms 0.079 0.036 0.305 0.023 0.001 0.438 0.058 0.000 0.146 0.025 0.336 0.126 0.003 0.232
Managing or handling your own personal  0.068 0.030 0.174 0.019 0.034 0.247 0.051 0.007 0.104 0.027 0.278 0.138 0.038 0.448
finances
Using technology to care for [care 0.197  0.110 0.102 0.015 0.278 0.233 0.050 0.776 0.130 0.085 0.131 0.072 0.547 0.435
recipient]
Finding child care 0.062 0.060 0.072 0.013 0.885 0.110 0.037 0.576 0111 0.091 0.055 0.047 0.986 0.916

In the past month, how often have you . . .

Felt that you were unable to control the 1.894 0.268 1.851 0.053 0.875 2.082 0112 0.517 1.888 0.269 1.651 0.292 0.385 0.725
important things in your life?

Felt confident about your ability to handle 2114 0.233  2.593 0.049 0.045 2.699 0.106 0.023 2.074 0182 2451 0.269 0.694 0.253
your personal problems?

Felt that things were going your way? 2190 0.240 2129 0.046 0.804 2.055 0.099 0.604 2177 0.280 2.299 0.373 0.669 0.857

Felt difficulties were piling up so highthat 1.797 0.253 1.864 0.052 0.796 2.082 04125 0.312 1901 0.210 1.759 0.248  0.751 0.948
you could not overcome them?

Weekly time spent providing care 1.651 0175 2.640 0.057 0.000 3.233 0.110  0.000 1791 0193 2.204 0.338  0.402 0.032

NOTE: The values in the column labeled “Sufficiency p-value” test to see whether the weighted means using DPS for the respective convenience sample differ from those seen in the probability
sample—statistically significant p-values may be evidence that the set of auxiliary variables did not fully capture all differences between the probability and convenience sample. The other p-values test for
unweighted differences between the samples. See the note to Table A.2 for nomenclature of the methods.



Notes

' There is the possibility that a caregiver was on both lists, but
it was not feasible for us to identify and remove duplicates. We
confirmed that no individual pattern of responses was identical.

2 The value of caregiving is based on four proxy wages that
represent the value of certain activities related to caregiving on
the job market. Three of these are from industries with similar
responsibilities to caregivers: home health aides, nursing assis-
tants, and registered nurses, respectively in ascending order by
median wage. The fourth is the minimum wage to represent the
smallest possible labor market value of a caregiving activity. For
the total sample, we used 2022 state-level median wages; because
of sample size constraints, in the post-9/11 sample, we use the
2022 national median wages. These wages are applied to hours
spent caregiving derived from the blended sample and applied
to the number of caregivers derived from only the probability
sample. For a full description of the estimation process, see
Chapter 3 and the appendix of Emerging from the Shadows (Ram-
chand et al., 2024).
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