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T he Caregivers and Veterans Omnibus Health Services Act of 2010 

established the Department of Veterans Affairs (VA) Program 

of Comprehensive Assistance for Family Caregivers (PCAFC) 

to support caregivers of post-9/11 veterans who require assistance, 

supervision, or protection due to service-related injuries.1 The law 

stipulated new landmark services for family caregivers of severely 

injured post-9/11–era veterans, including training, a monthly stipend 

paid to the caregiver ($600-$2300 per month, depending on hours of 

caregiving needed), and additional caregiver services (eg, self-care 

classes, peer mentoring classes).2 The VA expected 4000 applications 

in the first 5 years of implementation.3 However, as of 2020, more 

than 40,000 caregivers had been approved and served, far eclipsing 

projected numbers of applicants. Mean veteran age in the program 

is 37 years, and prevalence rates of pain, musculoskeletal problems, 

traumatic brain injury, and posttraumatic stress are high.4 Given 

these conditions, some veterans require long-term assistance and 

participate in PCAFC for years, whereas others may no longer qualify 

for the program because, for instance, they demonstrate improve-

ments in function or caregiving ceases for another reason.1,5 With 

annual outlays of about $500 million, PCAFC is the largest public 

program to directly support family caregivers in the United States.1,4

The PCAFC is administered locally through the VA Caregiver 

Support Program (CSP) of each VA medical center (VAMC) by caregiver 

support coordinators (CSCs). Individual medical centers receive 

administrative and clinical guidance from Veterans Integrated 

Service Network (VISN) program leads, through regular meetings. 

There are 18 VISNs (also called “networks”) across the country, each 

representing approximately 5 to 6 individual medical centers. PCAFC 

operations are decentralized, and supervision occurs at the VAMC 

level and the network level. The National VA CSP office disperses 

program policies, provides training and regulatory guidance to staff 

to standardize eligibility assessments, and funds approximately 

400 staff salaries. Application eligibility determinations, amount of 

the stipend (ie, tier reflecting amount of caregiving hours needed 

per week), and discharge determinations are most commonly 

decided by an interprofessional clinical eligibility team rather 

than an individual CSC.6
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ABSTRACT

OBJECTIVES: The Department of Veterans Affairs 
(VA) Program of Comprehensive Assistance for Family 
Caregivers (PCAFC) is a clinical program providing training, 
a monthly stipend, and other services to caregivers of 
qualifying post-9/11 veterans with service-related injuries. 
Veteran-caregiver discharge from the program occurs when 
veteran recovery is achieved, participation is no longer in 
the veteran’s best interest, or caregiving ceases. Public 
scrutiny about potentially inappropriate discharges resulted 
in a nationwide freeze on all discharges. PCAFC expanded 
to pre-9/11 veterans in October 2020; thus, lessons learned 
can continue to inform the expanded program. We pursued 
3 objectives: (1) describe the discharge rate, reasons 
for discharge, and veteran and caregiver characteristics 
by discharge status; (2) identify factors associated with 
discharge from PCAFC nationally; and (3) characterize 
network variation in discharge predictors.

STUDY DESIGN: Retrospective observational study using 
VA administrative data from fiscal year (FY) 2011 to FY 2017.

METHODS: Using multivariable Cox proportional hazards 
regression, we examined factors associated with PCAFC 
discharge among veterans and caregivers enrolled in PCAFC 
during FY 2011 to FY 2016.

RESULTS: A total of 40.5% of all participants were 
discharged. Nonspouse caregivers and those applying in 
later years had the highest rates of discharge; spouse 
caregivers and those applying in earlier years had the lowest 
rates of discharge. In 4 of 18 networks, caregivers of Black 
veterans faced higher rates of discharge compared with 
caregivers of White veterans, and in 1 network, they faced 
lower rates of discharge. Substantial variability in rates of 
discharge was also observed across Veterans Integrated 
Service Networks.

CONCLUSIONS: Training on clinically appropriate discharge 
criteria could improve practice and increase equity.
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Upon acceptance into PCAFC, ongoing clinical eligibility is reas-

sessed annually to ensure that the veteran and caregiver still meet 

program eligibility requirements. Clinical eligibility includes the 

inability to “self-sustain in the community”—that is, the veteran 

is fully dependent on a caregiver to complete at least 3 activities of 

daily living and/or requires “supervision, protection, or instruction 

on a continuous basis.”7 PCAFC is a clinical intervention, not a VA 

benefit, and is not considered by VA to be a permanent service for 

any program participant. As such, discharges from PCAFC may occur 

at any point, including during home visits (occurring annually at 

a minimum), when examiners assess veteran need for caregiver 

assistance, veteran recovery progress, and program compliance. 

Reasons for discharge include the veteran being assessed as no 

longer clinically eligible, veteran request, for cause (eg, detection 

of unsafe caregiving situation), caregiver request, noncompliance 

with program requirements, institutionalization of the veteran, or 

death of the veteran or caregiver. These are considered allowable 

criteria for discharge, whereas factors such as tier or demographic 

characteristics are considered disallowable criteria. In addition, 

unrelated caregivers must co-reside with the veteran care recipient 

to be eligible for the program. Caregivers have the right to file a 

clinical appeal upon discharge. Additionally, caregivers can reapply 

for the program if discharged.

PCAFC discharges have come under public scrutiny—for example, 

in Quil Lawrence’s “Some VAs Are Dropping Veteran Caregivers 

From Their Rolls” and follow-up accounts, reported by National 

Public Radio beginning on April 5, 2017.5,8-11 Subsequently, the VA 

suspended discharges nationally twice (2017, 2018) and reviewed 

eligibility assessment procedures.5,12

We used application tracking data on PCAFC participants from 

program inception through fiscal year (FY) 2017 to assess predictors of 

discharge nationally and within networks (VISNs). First, we describe 

the discharge rate, reasons for discharge, and veteran and caregiver 

characteristics by discharge status. Second, we identify the veteran 

and caregiver predictors most strongly associated with discharge 

from PCAFC nationally for discharges that are 

based on clinical judgment of VA providers 

or provider teams (that is, are not automatic 

based on rules. Automatic discharges include 

discharges due to institutionalization of the 

veteran or death of the veteran or caregiver). 

Finally, we characterize VISN-level geographic 

variation in these veteran predictors (eg, age, 

gender, race, marital status, relationship of 

caregiver to veteran, number of physical and 

mental health comorbidities, assigned tier) and 

caregiver predictors (eg, gender). Understanding 

predictors of discharge can help characterize 

veterans and caregivers who are discharged, 

thereby potentially identifying whether the 

VA needs to change its discharge practices to 

optimize the outcomes of participating veterans 

and caregivers. Furthermore, the VA Mission Act expanded the 

program to serve caregivers of veterans from earlier service eras 

(eg, the Korean and Vietnam conflicts)13 in October 2020 and will 

expand again in October 2022 to all service eras (eg, Operation Desert 

Storm/Gulf War); thus, the results of our research can inform best 

practices as PCAFC expands.

METHODS
Data

Using application tracking data, we identified caregivers approved 

for PCAFC who applied between May 1, 2011, and September 30, 2016. 

Each caregiver cares for a unique veteran in the program and each 

veteran only has 1 caregiver at a time in the program. Although a 

veteran can have different caregivers sequentially by reapplying 

upon any change in caregiver, we focused on the first approved 

veteran-caregiver dyad enrolled in the program. We observed 

discharges through September 30, 2017. The application tracking data 

system includes application date, enrollment date, discharge date, 

reason for discharge, caregiver gender (male, female), relationship 

to the veteran (spouse, parent, significant other, other), network 

at time of application (18 VISNs), and assigned tier at time of data 

extraction. Tiers are demarcated by hours of care needed weekly by 

the veteran: fewer than 10 (tier 1), 10 to 20 (tier 2), or 20 to 40 (tier 

3). Using the veteran’s Social Security number, we linked caregiver 

tracking data to VA electronic enrollment and electronic health 

record data on the veteran to obtain additional sociodemographic 

and health characteristics.

Outcome Measure

The dependent variable was measured as time from approval to 

discharge from the PCAFC for veteran-caregiver dyads who had been 

discharged; those not discharged had their time to event outcome 

censored at September 30, 2017, or death, whichever occurred earlier. 

For the descriptive statistics presented (objective 1) we included 

TAKEAWAY POINTS

We describe veteran-caregiver discharge patterns and identify the primary drivers of discharge 
from the Department of Veterans Affairs (VA) Program of Comprehensive Assistance for Family 
Caregivers (PCAFC). Approximately 40% of participants from 2011 to 2016 were discharged. 
Rates of discharges increased for more recent applications. Spousal caregivers and veterans 
requiring the most hours of care had the lowest rates of discharge. In 4 of 18 networks, care-
givers of Black veterans faced higher rates of discharge compared with White veterans, and 
in 1 network, they faced lower rates of discharge.

 › Potential inequities exist, such as higher discharges for nonspouses nationally. In 22% of 
networks, Black veterans were discharged at greater rates compared with White veterans.

 › Training on allowable discharge criteria could improve practice and increase equity for the 
largest public program in the United States to support family caregivers.

 › Lessons learned from the VA’s program, rapidly implemented in a large integrated health 
care system and including specific admission and discharge criteria, can inform expansion 
of the PCAFC, which expanded in 2020 and will expand again in 2022. Findings can also 
inform development of caregiver supports in other integrated health systems nationally.
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all discharges. However, because we were interested in potential 

predictors of discharge, we excluded caregivers discharged due to 

death of the caregiver or veteran or due to veteran institutionalization 

when modeling predictors of discharge, because such situations 

are automatic reasons for discharge by program rules.

Explanatory Variables

In addition to caregiver characteristics (tier, caregiver gender, 

relationship to the veteran), models included veteran characteristics 

that we hypothesized would be associated with discharge from the 

program. Veteran age was measured in years; veteran gender was 

measured as female or male. Veteran race was measured as Black/

African American, White, or other or unknown. Veteran ethnicity 

was measured as Hispanic/Latino(a), non-Hispanic/Latino(a), or 

unknown/missing. Marital status of the veteran included married, 

previously married, never married, or unknown/missing. VISN of 

closest VAMC to the veteran’s residence was one of 1, 2, 4, 5, 6, 7, 8, 9, 

10, 12, 15, 16, 17, 19, 20, 21, 22, or 23. The models all controlled for FY 

of the application (2011-2016), tier, and relationship to the veteran.

The models also included a count of the number of physical and 

mental health comorbidities of the veteran. The physical comorbidi-

ties included in the count were musculoskeletal disorders/diseases; 

pain, not including back or joint; joint pain, not including back; 

hyperlipidemia; hypertension; traumatic brain injury; obesity; 

headache; hearing: loss, pain, other; diabetes; neoplasm; sleep 

disorders; spinal cord injury; vision loss; amputation; and chest 

pain/acute myocardial infarction. The mental health comorbidities 

were posttraumatic stress disorder; Alzheimer disease and dementia; 

any psychotic disorder; dependent and nondependent drug abuse; 

eating disorder; depression; anxiety; tobacco use; alcohol dependence 

syndrome; other mental health diagnosis; adjustment reaction; 

and bipolar disorder.

Statistical Approach

To achieve objective 1, describing the discharge rate, reasons, and 

characteristics, we calculated descriptive statistics on the full 

sample. To achieve objective 2, identifying the predictors most 

strongly associated with discharge from PCAFC nationally, we 

used the national sample in a Cox proportional hazards regression, 

estimating HRs to assess the influence on the rate of discharge 

associated with each of the variables described earlier. Finally, 

to achieve objective 3, characterizing network variation in these 

predictors, we used separate within-network Cox proportional 

hazards regressions. All models included the same caregiver and 

veteran characteristics as in the national model, but network (VISN) 

indicators were removed.

Because of the large sample size in the national analysis, we 

anticipated statistically significant associations with small practical 

impact on probability of discharge. Thus, we established statistically 

significant (α < 0.05) HRs above 1.25 or below 0.80 as the magnitude 

thresholds considered the most impactful predictors of discharge a 

priori. We call these primary predictors throughout. Secondarily, we 

highlight results that achieve a high level of statistical significance 

(P < .01), despite not meeting magnitude thresholds, to enhance 

transparency.

A sensitivity analysis removed discharges requested by veterans 

or caregivers to assess consistency of results because requested 

discharges could be systematically different from other discharge 

reasons (eg, clinical ineligibility) and consistent with caregiver and 

veteran preferences. By contrast, we were interested in identifying 

discharges determined by VA rather than individual requests to 

be discharged, because these types of discharges could have been 

independent of caregiver and veteran preferences (such as to remain 

in the program). If the primary predictors remained stable with 

this sensitivity analysis, it would indicate that we are identifying 

predictors of VA-driven discharges in the main analysis.

RESULTS
Describing Discharge Rate, Reasons, and Characteristics 
(objective 1)

Of 31,343 participants in the sample, 12,680 (40.5%) were discharged 

over the 6-year study period. Discharge reasons included veteran 

no longer clinically eligible (43.5%), veteran request (22.2%), for 

cause (eg, detection of unsafe caregiving situation, fraud) (11.0%), 

caregiver request (9.4%), noncompliance with program require-

ments (8.4%), veteran deceased (3.4%), veteran institutionalized 

(1.3%), or caregiver deceased (0.7%).

Veterans in the sample had a mean age of 37 years; 69.5% were 

White, 19.0% were Black, 11.6% had other/unknown race; and 

17.0% were Hispanic/Latino. Whereas 91.8% of veterans were male, 

92.0% of caregivers were female. Caregivers were most commonly 

the veteran’s spouse (73.9%), but they also included the veteran’s 

parent, veteran’s significant other, and “other” (some other relative 

or nonrelative who lives with the veteran).

Descriptive differences in some veteran characteristics, including 

race, relationship with caregiver, and tier, appear by discharge status 

(Table). Veterans who qualify commonly have multiple substantial 

physical and mental health conditions (Table) and each caregiver’s 

stipend amount is based on assessed amount of caregiving needed 

per week, with tier 1 requiring the least and tier 3 requiring the most. 

Among veterans discharged, 20.6% were Black, and among veterans 

never discharged, 17.8% were Black. Of those discharged, 13.8% were 

“other” relationships, compared with 6.1% of those never discharged. 

Tier 3 (highest need) assignment was the least prevalent in both 

groups, at approximately 29.1% for those discharged compared 

with 26.9% for those never discharged (Table).

Identifying Primary Discharge Predictors Nationally 
(objective 2)

A total of 11,987 caregivers who applied and were admitted to PCAFC 

through FY 2016 (39.1% of the overall sample) were discharged 

for nonautomatic reasons (ie, not due to caregiver/veteran death 

or veteran institutionalization). Relationship was a predictor of 
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discharge (Figure 1). “Other” relationships and significant others 

faced 2.3 and 1.7, respectively, times the hazard of discharge compared 

with spouses. Additionally, the rate of discharge was significantly 

lower for caregivers who applied in the first year of the program 

(2011). For example, the hazard of discharge for a caregiver who 

applied in FY 2014 was 1.8 times that of a caregiver who applied 

in FY 2011. More recent applicants were discharged more quickly 

than earlier applicants (see eAppendix [available at ajmc.com] 

for additional details).

Identifying Geographic Variation in Primary 
Discharge Predictors (objective 3)

In many of the 18 VISNs, the rates of discharge were higher for 

caregivers in lower tier groups (Figure 2). Differences in rates of 

discharge existed across networks by relationship (rates higher for 

significant other vs spouse in 16 networks and higher for “other” vs 

spouse in all 18 networks). There were also network differences by 

veteran race (rates of discharge higher for Black vs White veterans 

in 4 networks [Figure 2]; rates were lower for Black veterans vs 

White veterans in 1 network). Veteran Hispanic/Latino ethnicity 

was associated with a lower rate of discharge in 1 network.

Sensitivity analysis indicated that results did not change after 

removing the 33.4% of all discharges that were due to caregiver or 

veteran request. That is, the primary predictors of discharge remained 

the same in this smaller sample as in the original national model.

Highly Statistically Significant Predictors (P < .01)  
Not Meeting A Priori Magnitude Threshold 
for Primary Predictors

Whereas we aimed to identify the strongest predictors of discharge, 

several predictors were statistically significant at the 1% level but did 

not meet our magnitude thresholds. Specifically, caregivers of Black 

veterans were discharged at greater rates nationally compared with 

those of White veterans, and caregivers of Hispanic/Latino veterans 

were discharged at lower rates than those of non-Hispanic/Latino 

veterans (eAppendix). Additionally, male caregivers and younger 

veterans were discharged at slightly greater rates compared with 

female caregivers and older veterans. Caregivers in the lowest tier 

(tier 1) were discharged at a greater rate compared with those in the 

highest tier (tier 3), indicating that discharges were more likely for 

those with lower assessed caregiving needs. Finally, although also 

not at a priori set magnitudes, caregivers of veterans with a higher 

number of physical comorbidities were discharged at lower rates 

whereas caregivers of veterans with a higher number of mental 

health comorbidities were discharged at greater rates, showing a 

different response by type of health conditions (eAppendix).

DISCUSSION 
High-profile media stories highlighted cases in which caregivers of 

veterans with the greatest needs (tier 3) were summarily discharged 

from PCAFC.8-10 We found that caregivers applying in later years 

had significantly higher rates of discharge earlier in their enroll-

ment than caregivers applying in FY 2011. This may be driven by 

temporal patterns in eligibility determination that may have led 

to increased scrutiny or discharge rates overall in later years. After 

TABLE. Key Characteristics of Participants in the PCAFC Who Were 
and Were Not Discharged, FY 2011-2017 (N = 31,343)a

Veterans of 
caregivers 
discharged
(n = 12,680)

Veterans of 
caregivers not 

discharged
(n = 18,663)

Veteran characteristics

Age in years at application, mean (SD) 35.9 (8.6) 37.6 (9.0)

Sex

Female Ref Ref

Male 90.7% 92.6%

Race

White 68.7% 70.0%

Black/African American 20.6% 17.8%

Other 10.7% 12.2%

Number of physical health conditions, 
mean (SD)

2.9 (2.0) 3.1 (2.0)

Number of mental health conditions, 
mean (SD)

2.7 (1.9) 2.5 (1.7)

Caregiver characteristics

Relationship to veteran

Spouse 66.5% 78.9%

Significant other 10.1% 7.2%

Parent 9.6% 7.8%

Other 13.8% 6.1%

Tier level

Tier 1 (10 hours per week) 35.7% 34.2%

Tier 2 (25 hours per week) 35.2% 38.9%

Tier 3 (40 hours per week) 29.1% 26.9%

Fiscal year of application

2011 8.3% 5.8%

2012 23.8% 13.4%

2013 26.5% 18.4%

2014 23.4% 22.8%

2015 13.7% 22.8%

2016 4.3% 16.8%

FY, fiscal year; PCAFC, Program of Comprehensive Assistance for Family 
Caregivers; ref, reference.
aPhysical health conditions counted were musculoskeletal disorders/
diseases, pain, hyperlipidemia, hypertension, traumatic brain injury, sleep 
disorders, obesity, headache, hearing (loss, pain, other), diabetes, benign or 
malignant neoplasm, acute myocardial infarction, amputation, vision loss, 
and spinal cord injury. Mental health conditions counted were posttraumatic 
stress disorder, depression, anxiety, tobacco use, alcohol dependence 
syndrome, adjustment reaction, bipolar disorder, any psychotic disorder, 
Alzheimer/dementia, dependent and nondependent abuse of drugs (except 
for tobacco use and substance abuse disorder, other), eating disorder, and 
other mental health. Relationship is the caregiver’s relationship to the 
veteran—that is, caregiver is either the veteran’s spouse, parent, significant 
other, or other (meaning that they are related in some other way than as a 
spouse, parent, or significant other, or that they are a nonrelative who lives 
with the veteran).
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FIGURE 1. Estimated HRs and 95% CIs of Individual Factors Associated With Discharge From the PCAFC, FY 2011-2017a

FIGURE 2. Proportion of VISNs Where the Covariate Is Associated With a Higher Rate of Discharge (n = 18 VISNs)a

FY, fiscal year; PCAFC, Program of Comprehensive Assistance for Family Caregivers; VA, Department of Veterans Affairs.
aResults are based on a logistic model using the national sample. A priori, our statistical analysis plan established an HR of <0.80 or >1.25 with a 95% CI that did 
not include 1 as meeting criteria of significance, to guard against bias. In addition to the covariates listed in the figure, the model controls for 18 Veterans Integrated 
Service Networks and fiscal year of application. Reference levels of factors are as follows: for veteran gender, female; for caregiver gender, male; for relationship, 
spouse; for tier, tier 3; for veteran race, White; for veteran ethnicity, non-Hispanic; for veteran marital status, married; for FY of application, FY 2011.

Source: From the authors’ analysis using data from the VA Caregiver Support Program application tracker; VA claims and enrollment files from the Corporate Data 
Warehouse, years 2011-2017.

VA, Department of Veterans Affairs; VISN, Veterans Integrated Service Network.
aResults are based on separate logistic models of each of the 18 VISNs; they highlight results that met a priori odds ratio magnitude and significance thresholds.

Source: From the authors’ analysis using data from the VA Caregiver Support Program application tracker; VA claims and enrollment files from the Corporate Data 
Warehouse, years 2011-2017.
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initial implementation of PCAFC, VA CSP initiated eligibility training 

nationally and recommended use of clinical eligibility teams to 

increase compliance with standardized guidelines surrounding 

eligibility criteria. The increased standardization in eligibility may 

help explain higher rates of discharges in later years; however, our 

data cannot assess appropriateness of acceptances or discharges.

Our evaluation also identified patterns that could suggest 

inequities. First, caregivers who are significant others, nonspouse 

relatives, or co-residing nonrelatives experienced a higher rate of 

discharge compared with spouses. However, we have no indication 

that there is differential recovery (eg, through different quality of 

caregiving) based on relationship. As PCAFC requires nonrelated 

caregivers to reside with the veteran, if unrelated caregivers also 

are more likely to change co-residence, it could explain their higher 

discharge rates. To guard against implicit bias against unmarried 

caregiver-veteran dyads, the field should review allowable reasons 

for discharge, which should not consider relationship type on 

its own. Past research shows that spousal caregivers provide the 

most intensive care,14 and there could be bias toward nonspousal 

caregivers as less committed.

Second, 4 of 18 networks were more likely to discharge caregivers 

of Black veterans compared with White veterans, whereas 1 network 

was less likely to discharge caregivers of Black veterans compared 

with White veterans. Additionally, 1 network was less likely to 

discharge caregivers of Hispanic/Latino veterans compared with 

non-Hispanic/Latino veterans. Although at the national level the 

magnitude of effect of race did not meet our a priori threshold, Black 

veterans had a statistically higher likelihood of being discharged, 

at the P < .01 level, in one-fifth of all networks. Even though the 

VA has been shown to have fewer disparities by race than other 

systems of care in the community,15,16 our evaluation shows mixed 

evidence about the role of race and ethnicity in discharges. As 

such, existence of implicit or explicit racial or cultural bias should 

be further investigated and addressed. Qualitative research could 

uncover reasons that participants no longer meet qualifications, 

paying particular attention to structural factors (eg, reasons 

behind lack of compliance) that may differ by relationship and/

or race/ethnicity. Lessons and action from VA could inform other 

public program reforms serving disabled Americans and increase 

equitable practices.

Several other predictors of discharge were statistically significant 

but did not meet our a priori magnitude threshold. For example, 

potentially encouraging patterns of discharge are that caregivers 

who provide the most intensive level of care to participating veterans 

had lower rates of discharge (tier 3 vs tier 1). Results also suggest 

that number of mental health comorbidities predicted higher rates 

of discharge, whereas number of physical health comorbidities was 

protective against discharge. Neither type of comorbidity met the 

threshold as a primary predictor. Need for caregiving due to physical 

health may be easier to assess than need for caregiving due to 

mental health, but in a population with pervasive and high mental 

health burden, it is essential to identify assessment processes that 

accurately capture how mental illness affects caregiver and veteran 

interactions and caregiving need.6 For example, certain program 

application and participation factors may need more attention for 

veterans with mental health comorbidities, given the potential for 

increased relationship problems between caregivers and veterans.17-19 

For PCAFC expansion, VA-instituted standardized measures for 

eligibility that assess physical and mental health with validated 

instruments could help to achieve this goal.7,20

Limitations

Our evaluation has potential limitations. First, the program data 

used are intended to track entry and exit into the program but 

were not intended for research or evaluation purposes. We were 

able to use data fields such as tier and relationship that have 

been assessed by our team and the National Program Office of 

the Caregiver Support Program as being high quality. Yet, other 

fields, such as reasons for discharge, in the descriptive analysis 

may vary by assessor practice style. Second, we do not control for 

individual facility-level characteristics other than network. Third, 

tier level is based on caregiving hours required by the veteran due 

to their service-related injuries but may not reflect actual hours of 

caregiving provided. Fourth, although our statistical models control 

for assessed intensity of caregiving required (eg, tier), relationship 

of the caregiver-veteran dyad, demographics, and a rich count 

of physical and mental health comorbidities, we are unable to 

determine clinical appropriateness of discharges.

CONCLUSIONS
We find evidence that some disallowed criteria—relationship and 

race, specifically—play a role in discharge practices. Although we do 

not know the reasons that these primary predictors exist, reviewing 

eligibility criteria considering our findings could help ensure that 

eligibility criteria are followed in the field. Practice change could 

be achieved through staff trainings nationally and within networks. 

Traction to support caregivers more broadly has gained hold in the 

United States, with proposals to expand evidence-based training 

programs and establishing a National Caregiver Strategy.21,22 Lessons 

learned from the VA’s program, rapidly implemented in a large 

integrated health care system and including specific admission and 

discharge criteria, can inform future implementation of caregiver 

supports beyond VA—such as in other integrated health systems 

and communities nationally. n
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eAppendix 

eAppendix Figure. Median time to discharge among those ever discharged, by fiscal year, by 

tier level. 

 



SOURCE: From the authors’ analysis using data from the VA Caregiver Support Program 

application tracker; VA claims and enrollment files from the Corporate Data Warehouse, fiscal 

years 2011-2017. 

NOTES: Number of days between approved date and discharge date from PCAFC are presented 

above in figure by Tier status and by Fiscal Year of application. Number of days is missing for 

observations not discharged from the program and currently still enrolled.  

 

  



eAppendix Table. Cox proportional hazards regression model output for the national model 

 Hazard Ratio (LCL, 
UCL) 

Hazard Ratio Pr > 
ChiSq 

Relationship of caregiver to Veteran   
Spouse -ref-  
Other 2.35 (2.21, 2.49) <.0001 
Parent 1.11 (1.03, 1.19) 0.0054 
Significant other 1.67 (1.56, 1.78) <.0001 
Tier level of Veteran (from CAT)   
Tier 1 1.22 (1.17, 1.28) <.0001 
Tier 2 0.99 (0.94, 1.03) 0.5769 
Tier 3 -ref-  
FY of application date   
2011 -ref-  
2012 1.39 (1.29, 1.50) <.0001 
2013 1.60 (1.49, 1.73) <.0001 
2014 1.80 (1.66, 1.95) <.0001 
2015 1.85 (1.70, 2.02) <.0001 
2016 1.68 (1.50, 1.88) <.0001 
Gender of caregiver   
Female -ref-  
Male 1.14 (1.06, 1.23) 0.0002 
Gender of Veteran   
Male -ref-  
Female 0.96 (0.90, 1.04) 0.3083 
Race of Veteran   
White -ref-  
Black/African-American 1.09 (1.03, 1.14) 0.0010 
Other or Unknown 0.98 (0.92, 1.04) 0.4938 
Marital status of Veteran at application date   
Married -ref-  
Previously married or Never married or 
Unknown/missing 

1.02 (0.98, 1.07) 0.3666 

Ethnicity of Veteran   
Not Hispanic/Latino -ref-  
Hispanic/Latino 0.84 (0.79, 0.89) <.0001 
VISN of closest VAMC to Veteran's 
residence 

  

1 0.75 (0.67, 0.85) <.0001 
2 0.76 (0.68, 0.83) <.0001 
4 0.92 (0.81, 1.03) 0.1528 
5 1.10 (0.99, 1.23) 0.0682 
6 1.48 (1.38, 1.59) <.0001 
7 1.47 (1.34, 1.60) <.0001 



8 0.81 (0.75, 0.88) <.0001 
9 0.79 (0.72, 0.87) <.0001 
10 0.90 (0.81, 0.99) 0.0346 
12 0.95 (0.85, 1.06) 0.3758 
15 1.12 (1.01, 1.25) 0.0371 
16 1.16 (1.03, 1.31) 0.0121 
17 1.55 (1.43, 1.69) <.0001 
19 1.37 (1.24, 1.51) <.0001 
20 1.43 (1.32, 1.56) <.0001 
21 0.86 (0.79, 0.94) 0.0006 
23 0.81 (0.70, 0.93) 0.0028 
Number of physical health-related 
comorbidities at baseline 

0.97 (0.96, 0.98) <.0001 

   
Number of mental health-related 
comorbidities at baseline 

1.07 (1.06, 1.08) <.0001 

   
Veteran age at application date 0.98 (0.98, 0.99) <.0001 
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