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Abstract
Background: Veterans with posttraumatic epilepsy (PTE), particularly those with comorbidities associated with epilepsy or
traumatic brain injury (TBI), have poorer health status and higher symptom burden than their peers without PTE. One area that
has been particularly poorly studied is that of the role of caregivers in the health of veterans with PTE and the impact caring for
someone with PTE has on the caregivers themselves.
Objective: In this study, we aim to address the following: describe and compare the health and quality of life of veterans and
caregivers of veterans with and without PTE; evaluate the change in available supports and unmet needs for services among
caregivers of post-9/11 veterans with PTE over a 2-year period and to compare support and unmet needs with those without PTE;
and identify veteran and caregiver characteristics associated with the 2-year health trajectories of caregivers and veterans with
PTE compared with veterans without PTE.
Methods: We conducted a prospective cohort study of the health and quality of life among 4 groups of veterans and their
caregivers: veterans with PTE, nontraumatic epilepsy, TBI only, and neither epilepsy nor TBI. We will recruit participants from
previous related studies and collect information about both the veterans and their primary informal caregivers on health, quality
of life, unmet needs for care, PTE and TBI symptoms and treatment, relationship, and caregiver experience. Data sources will
include existing data supplemented with primary data, such as survey data collected at baseline, intermittent brief reporting using
ecological momentary assessment, and qualitative interviews. We will make both cross-sectional and longitudinal comparisons,
using veteran-caregiver dyads, along with qualitative findings to better understand risk and promotive factors for quality of life
and health among veterans and caregivers, as well as the bidirectional impact of caregivers and care recipients on one another.
Results: This study was approved by the institutional review boards of the University of Utah and Salt Lake City Veterans
Affairs and is under review by the Human Research Protection Office of the United States Army Medical Research and Development
Command. The Service Member, Veteran, and Caregiver Community Stakeholders Group has been formed and the study
questionnaire will be finalized once the panel reviews it. We anticipate the start of recruitment and primary data collection by
January 2022.
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Conclusions: New national initiatives aim to incorporate the caregiver into the veteran’s treatment plan; however, we know
little about the impact of caregiving—both positive and negative—on the caregivers themselves and on the veterans for whom
they provide care. We will identify specific needs in this understudied population, which will inform clinicians, patients, families,
and policy makers about the specific impact and needs to equip caregivers in caring for veterans at home.
International Registered Report Identifier (IRRID): PRR1-10.2196/30975
(JMIR Res Protoc 2022;11(1):e30975) doi: 10.2196/30975
KEYWORDS
epilepsy; military personnel; veterans; caregiver; traumatic brain injury; quality of life; health status; longitudinal studies; ecologic
momentary assessment; qualitative research

Introduction
Background
Epilepsy is a substantial concern among United States service
members and veterans (hereafter referred to as veterans as
service members ultimately become veterans). Among post-9/11
veterans, prior studies have found a prevalence of epilepsy of
approximating 10.6/1000 [1]. In particular, posttraumatic
epilepsy (PTE), which occurs following a traumatic brain injury
(TBI), is more common among veterans who served during
Operation Enduring Freedom or Operation Iraqi Freedom
(post-9/11) because of the higher incidence of TBI and blast
injuries compared with earlier conflicts [1-3]. The annual cost
of epilepsy care in the United States has been estimated at US
$12.5 billion [4], with higher costs for those newly diagnosed,
those with seizures refractory to anticonvulsant medication
treatment, and those with comorbid health conditions [5,6].
Indirect costs (eg, caretaker’s time away from work) comprise
most of the total cost of epilepsy care [7,8]. Estimates of
caregiver-related costs based on self-report are high [9].
Poorly controlled epilepsy is associated with injury, disability,
mortality, and poor quality of life [10-15]. Veterans with
epilepsy have also reported role limitations caused by
impairments related to physical, mental, emotional, and social
functions [16,17]. Of the post-9/11 deployed veterans, 11% to
23% experienced TBI, most of which were mild TBIs (mTBIs)
[2,18-21]. Even among those with mTBI, the risk of developing
PTE is elevated (adjusted odds ratio 1.28, 95% CI 1.07-1.53)
[1]. With hundreds of thousands of veterans exposed to mTBI,
even a small elevated risk has the potential to impact thousands
of individuals, caregivers, and families.
Our understanding of epilepsy and the impact of PTE in
post-9/11 combat veterans is limited. Data from the Department
of Veterans Affairs’ (VA) comprehensive TBI evaluation have
shown that veterans with PTE have significantly higher
cognitive, affective, somatosensory, and vestibular symptom
burdens than those with mTBI only. A survey-based study found
that veterans with PTE had significantly lower quality of life,
social support, and family resilience scores compared with those
with epilepsy, mTBI, and control participants with neither TBI
nor epilepsy [22]. Given the relatively young age of post-9/11
veterans, the costs of care (both personal and financial) may
profoundly affect the lives of these veterans, their caregivers or
families, and the health care systems on which they depend for
care.
https://www.researchprotocols.org/2022/1/e30975

XSL• FO
RenderX

Informal caregivers—family and friends who provide assistance
for people living with chronic health conditions or disabilities
living in the community—in general, have significantly higher
levels of stress, depression, and lower levels of physical health
than noncaregivers [23-25]. Although positive effects of
caregiving have been reported [26], caregiving can negatively
influence caregiver health, and these effects are likely unique
to specific caregiver populations. The effects of caregiving for
veterans with PTE are understudied. Qualitative interviews
indicated that caregivers experience stress, anxiety, and
secondary posttraumatic stress disorder because of frequent
seizure or suicide watch when caring for a veteran with PTE.
These data suggest unmet needs for support and services owing
to a lack of tailored programs and support for veterans with
PTE and their caregivers. Most prior studies that have assessed
the dyadic relationship between caregivers and care recipients
have focused on children with epilepsy; therefore, assessments
of the quality of life for veterans with PTE and their caregivers
are needed.
The available evidence regarding military caregiving suggests
that these caregivers may experience a health decline for a
longer period than any other caregiver population [27-29]. The
young age and long life span of veterans with TBI, PTE, and
other catastrophic injuries make this population unique in light
of the existing literature, which has focused on family caregivers
of patients in hospice or patients with a diagnosis of cancer,
dementia, Parkinson disease, Alzheimer disease, and other
diseases or disabilities [30-32]. The full range of experiences
and needs of caregivers of veterans with TBI in general and of
those with PTE in particular has not been fully explored. For
example, other researchers have highlighted the need to
understand family and relationship quality [33], caregiver
resilience [34], and positive aspects of the caregiver experience
[35] to support veterans with TBI and their caregivers.
Given these gaps in knowledge, the purpose of this study is to
longitudinally examine factors associated with quality of life
and health outcomes for veterans with epilepsy or PTE and their
caregivers. To develop appropriate interventions to improve
health outcomes for veterans and their families, we must
understand the veteran-caregiver dynamics.

Hypotheses and Objectives
On the basis of the existing literature and our preliminary
studies, we hypothesize that caregivers of veterans with PTE
encounter unique challenges in their caregiving role, resulting
in more intense caregiving and a higher burden than caregivers
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(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS
of other post-9/11 US veterans, including those with TBI only
or nontraumatic epilepsy (NTE). Furthermore, we hypothesize
that caregivers of veterans with PTE and associated epilepsy
comorbidities (eg, depression and headache) have a higher
burden and poorer health than caregivers of veterans with PTE
but without associated comorbidities. Therefore, we expect that
the health and burden trajectories of caregivers of veterans with
PTE will differ from caregivers of veterans without PTE and
that there will be distinctions between these groups based on
whether the veteran has associated comorbidities. Finally, we
hypothesize that the caregiver’s burden and own health
trajectory will influence the health status of the veteran at
baseline and their health trajectories during follow-up.
This study will evaluate the health, well-being, and quality of
life of veterans and their caregivers with the following aims:
(1) describe and compare the health and quality of life of
veterans and caregivers of veterans with and without PTE; (2)
evaluate the change in available support and unmet needs for
services among caregivers of post-9/11 veterans with PTE over
a 2-year period and compare supports and unmet needs with
those without PTE; and (3) identify veteran and caregiver
characteristics associated with the 2-year health trajectories of
caregivers and veterans with PTE compared with veterans
without PTE.

Methods
Conceptual Framework
This study is guided by a biopsychosocial model of caregiving
[36] and the Military and Veteran Caregiver Experience Map

Bouldin et al
[37]. Figure 1 [36,37] is an adaptation of the Military and
Veteran Caregiver Experience Map developed over the course
of several years by the Elizabeth Dole Foundation and military
and veteran caregiver (MVC) stakeholders [37] and Raina’s
synthesis of theoretical frameworks for the impact of caregiving
[36]. The model posits that baseline characteristics (ie, social
and economic status, family structure, cultural support systems,
and veteran health and wellness) influence the caregiver’s ability
to meet the new demands of caregiving, which may lead to
caregiver stress or strain depending on the extent to which their
current identity and roles are altered by caregiving requirements.
Over time, the caregiver may shift priorities and seek help within
current social or family circles or the health care system and
may develop new coping skills. When the caregiver is unable
to shift priorities or obtain the needed support within social
relationships or the health care system, there is a negative impact
on caregiver well-being, continued dysfunction, and diminished
veteran, caregiver, and family function, which can then lead to
a negative impact on baseline influences and a negative spiral
of health and well-being. When the caregiver is able to adapt
or cope with new roles and responsibilities, there is a positive
impact on veterans, caregivers, and family well-being, as well
as a positive impact on baseline characteristics with a positive
spiral for health and well-being for veterans, caregivers, and
families. Survey and ecological momentary assessment (EMA)
data collection will obtain data that address each component of
this model and use modeling techniques to explicate the
trajectories of veteran and caregiver health or well-being and
quality of life.

Figure 1. Study conceptual framework modified and adapted from Raina et al [36] and the Military and Veteran Caregiver Map [37].
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Study Design

Inclusion and Exclusion Criteria

We will conduct a prospective cohort study of the health and
quality of life among 4 groups of veterans and their caregivers:
(1) PTE, (2) NTE, (3) TBI only, and (4) neither epilepsy nor
TBI. We will recruit participants from previous studies of PTE
or TBI and MVC outcomes conducted by Dr Pugh and Dr
Delgado; specifically, we will sample from among respondents
who agreed to be contacted for future research studies. Data
sources will include existing study data from these prior projects
supplemented with primary data collected for this study in 2
forms: (1) survey data collected at baseline; (2) daily brief
reporting using EMA [38] over the course of 30 days, with the
option to continue this data collection for up to 2 years; and (3)
qualitative data collected via interviews.

As we are recruiting from 3 prior studies, the inclusion criteria
and sampling frame for each of these studies vary slightly and
are summarized below.

Service Member, Veteran, and Caregiver Community
Stakeholders Group
We established a Service Member, Veteran, and Caregiver
Community Stakeholders Group for this study, which consists
of 3 veterans with the goal of having 1 with TBI, 1 with
epilepsy, and 1 without TBI or epilepsy, and 3 caregivers of
veterans with TBI or epilepsy. We recruited locally using
existing relationships and used state and national service
members, veterans, and caregiver organizations as recruitment
sources (eg, Wounded Warrior Programs, American Red Cross’
Military and Veteran Caregiver Network, and Iraq and
Afghanistan Veterans of America). This group will help identify
special issues in addressing veteran and caregiver needs and
ensure that our approach is consistent with community needs
and values. Members will receive stipends for their participation.
We will consult with the community stakeholders to finalize
the veteran and caregiver surveys and EMA items, and we will
discuss findings with them to assure our interpretation of the
results resonate with their experiences and understanding of
living with and providing care to veterans with TBI and PTE.
Full community stakeholders group meetings are planned
quarterly throughout the study period.

Study Population
We will recruit veteran and caregivers for this study from among
a group of participants who agreed to be recontacted from the
Veterans Posttraumatic Epilepsy Study (VPES; 189/210, 90%
response rate in follow-up interviews), the pilot TBI Caregiver
Study, and the Military and Veteran Caregiver Health and
Well-being (MVCHW) study. We will request participation
from the primary caregiver for VPES participants, veterans for
the MVCHW, and recontact both veterans and the primary
caregiver from the pilot TBI Caregiver Study. The group of
veterans with neither TBI nor epilepsy includes people with
primary mental health comorbidities or devastating diseases
such as amyotrophic lateral sclerosis. These groups will allow
us to examine variations in caregiver burden, stressors, resources
used, and unmet needs based on epilepsy and comorbidity
patterns.
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The VPES included veterans who were deployed in support of
post-9/11 conflicts and received ≥2 years of VA care between
fiscal year 2002 and fiscal year 2014 with at least one of those
years after 2007, when VA began mandatory TBI screening.
Epilepsy was identified using our validated algorithm
(International Classification of Disease-9 or -10 diagnosis of
epilepsy or convulsion and subsequent use of antiseizure
medication) [1], with subsequent validation by medical chart
abstraction. TBI was identified using the International
Classification of Disease-9 or -10 algorithm developed by the
Armed Forces Health Surveillance System [39], and
self-reported lifetime TBI history based on the Ohio State TBI
Identification measure [40]. Veterans with PTE, NTE, TBI, and
controls (veterans with neither epilepsy nor TBI) were randomly
selected for survey administration. Only those veterans who
responded and agreed to be recontacted for future research and
also reported having a caregiver were included in this study
(269/326, 82.5% reported having a caregiver).
The MVCHW study recruited participants using email
invitations sent out by MVC support organizations such as the
Elizabeth Dole Foundation and Hearts of Valor in April 2017.
Although no denominator was provided to the study team, 476
individuals responded and completed the web-based survey
within a 3-month period without any incentive. Caregivers
self-reported the types of conditions for which they provided
care.
The pilot TBI Caregiver Study invited 186 veterans who were
diagnosed with penetrating TBI (per the Armed Forces Health
Surveillance System algorithm) and their caregivers via email.
Upon validation of TBI severity using the Ohio State TBI
Identification measure [40], it was found that all had moderate
or severe TBI. Of the 186 invites, 66 (35.4%) veterans and
caregivers responded, and 65 (34.9%) dyads agreed to be
recontacted for future research.
For this study, we will use data on TBI and epilepsy history to
classify all veteran-caregiver dyads into 1 of the 4 study groups.
Only caregivers aged >18 years will be included. Although we
will inquire about caregiving provided by children, we will not
engage minors in the study.

Sample Size
We expect to achieve a response rate of 75% given that we will
sample from among veterans who have already participated in
a study and expressed a willingness to be recontacted. We also
expect a high participation rate among caregivers, as the veteran
has already participated and presumably will have told the
caregiver about the study. We plan to enroll 97 veterans with
PTE, 45 with NTE, 323 with TBI only, and 145 with no PTE
and no TBI and their caregivers, totaling 610 veterans and 610
caregivers. Table 1 shows the number of participants in each
of the 4 study groups.
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Table 1. Anticipated sample size from each recruitment source study, assuming a 75% response rate (N=610).
Recruitment source

Number of veterans, n (%)
With nontraumatic
epilepsy (n=45)

With TBIa only
(n=323)

With no epilepsy and
no TBI (n=145)

Total (N=610)

Veterans Posttraumatic Epilep- 42 (43.3)
sy Study

43 (95.6)

88 (27.2)

37 (25.5)

210 (34.4)

Military and Veteran Caregiver 36 (37.1)
Health and Well-being Study

2 (4.4)

204 (63.1)

108 (74.4)

350 (57.3)

Pilot TBI Caregiver Study

—b

31 (9.5)

—

50 (8.2)

With posttraumatic epilepsy
(n=97)

a

19 (19.6)

TBI: traumatic brain injury.

b

Respondents in this category were not included in the study.

We plan to compare veterans or caregivers of veterans with
PTE to those with (1) NTE, (2) TBI only, and (3) no epilepsy
and no TBI. We anticipate adequate statistical power for planned
analyses using the survey data. For example, we have >80%
power to detect a 2-point difference between veterans with PTE
and those with NTE, the minimum size considered clinically
meaningful for the Veterans RAND 12-Item Health Survey,
with an SD as high as 4.25, even if we account for the
correlation between veterans and caregivers (assumptions:
cluster size of 2, intraclass correlation coefficient of 0.8 between
veterans and caregivers, and α=.05) [41]. We assume similar
variability among caregivers and therefore also anticipate
adequate power when comparing the experiences of caregivers
of veterans with PTE and NTE. We may not have adequate
power to detect differences between groups when making
comparisons based on health trajectory groups, given that we
anticipate 3 groups, 2 of which may be moderate to small.
However, our qualitative analysis will allow us an additional
perspective in comparing PTE and NTE.

Sampling
We will collect survey data from both veterans and caregivers
following the Dillman Tailored Design Method for mail and
web-based surveys to minimize nonresponse errors [42]. This
approach involves a combination of data collection strategies
to achieve a higher response rate. Our specific strategy will
involve either mail or email, depending on what contact
information we have for the veteran and caregiver, and is
outlined in Figure 2.
To encourage participation, we will provide an incentive of US
$25 for the baseline survey and US $2 per response for the first
30 days of EMA data collection. In addition, we will offer
incentives for the remainder of the 2-year EMA period by
entering participants in a drawing for 5 US $500 gift cards and
10 US $100 gift cards per quarter for veterans and caregivers.
This approach was used in a previous study and improved
response rates by over 60% (from 30% to 48%).

Figure 2. Process for contacting potential study participants based on Dillman Tailored Design Method for mail and web-based surveys.
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Data Collection
We will collect survey data from both veterans and their primary
caregivers at baseline. Our caregiver survey was modeled based
on the RAND Military Caregivers Study [23], the Behavioral
Risk Factor Surveillance System (BRFSS) Caregiver Module
[43], and the National Alliance for Caregiving survey [44]. The
goal is to develop a comprehensive survey that assesses various
aspects of the respondent’s health, quality of life, and service
needs in a reasonable amount of time (≤30 minutes). The Service
Member, Veteran, and Caregiver Community Stakeholders
Group will review the baseline survey and recommend changes
before it is fielded. Veterans and caregivers who complete the
baseline survey will be invited to participate in EMA data
collection for up to 2 years.
We will mail or email information on how to use the LifeData
EMA platform to those who agreed to participate in the EMA.
Participants will also be given contact information of study
personnel who can assist the participant with the platform setup.
Once set up, each participant will receive approximately 2
prompts daily to respond to for 30 days. The EMA will capture
different measures daily. Participants can also add information
to the EMA platform on concerns or unmet needs at any time
using a pull mechanism where they initiate the data collection
at the time of their choosing. Participants will receive US $2
per assessment completed for 30 days and also be eligible for
drawings of larger incentives for continued EMA participation.
The EMA platform (LifeData) is Health Insurance Portability
and Accountability Act compliant and includes iOS, Android,
and web-based platforms that can be used depending on the
preference of the participant [45].
We will conduct qualitative interviews based on extreme
variation sampling of results from early EMA data. Our
descriptive phenomenological approach will be guided by the
following research questions: (1) (Veteran) What are the
epilepsy and TBI characteristics (ie, exposure, mechanism, and
history) of veterans in a subsample of the cohort? (2) (Caregiver)
How do veteran caregivers experience and perceive health, and
what are the characteristics and unique factors that affect their
overall health?
The goal of the qualitative component of this mixed methods
study is to describe the insights and experiences of participants
and to identify important elements of caregiving in this particular
group that will help develop strategies for preventive care.

Measures
Overview
We will classify veterans as having epilepsy or TBI using
procedures consistent with the International League Against
Epilepsy [46]. Two of the source cohorts were identified using
VA health system data (VPES, TBI caregiver), where epilepsy
was identified using a reliable epilepsy algorithm [1] and
confirmed using medical chart abstraction; lifetime TBI was
identified using the Ohio State University TBI Identification
measure [40]. TBI severity and frequency is defined using the
Ohio State University TBI measure, and PTE is defined as
probable and possible PTE based on the US National Institute
of Neurological Disorders and Stroke PTE screening measure.
https://www.researchprotocols.org/2022/1/e30975
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The third cohort includes the MVCHW cohort. Veterans from
this study will complete PTE and TBI screening measures to
have the same reliable classifications.
The primary method of assessing comorbidity, medical, and
psychiatric conditions over time will be self-reported by veterans
and their caregivers using survey and EMA methods. Although
self-reported conditions have some limitations, studies including
the BRFSS, the Millennium Cohort Study, and the Large Health
Survey of Veterans routinely use these measures to gauge
population health [47-49]. Whereas sensitivity varies by
condition, the specificity was >80% for all conditions included
in the BRFSS [47]. Sensitivity and specificity are higher when
longer periods of observation in medical records are used [48].
Thus, this method is appropriate for this prospective
observational study. We will also validate PTE, TBI, and
baseline health status using measures in our baseline survey.
This will enable us to classify respondents as having probable
or suspected PTE (or TBI).

Baseline Survey
We will measure caregiver burden using the short version of
the Zarit Burden Interview, a 12-item caregiver inventory [50].
Responses for each item will be measured using a 5-point Likert
scale ranging from 0 (never) to 4 (nearly always), with scores
summed to create an overall burden score. A score >16 on
caregiver burden has been shown to reflect a clinically
significant burden, which will be used as a dichotomous measure
of high overall burden in this study. The National Alliance for
Caregiving survey developed a level of care index that combines
information about the number of activities of daily living and
instrumental activities of daily living a caregiver performs with
the amount of time a caregiver spends providing care [44]. We
will use this measure to represent caregiving intensity in this
study.
We will use the Veterans RAND version of the Medical
Outcomes Survey Short-Form, a 12- item survey, to measure
physical and mental health among both veterans and caregivers
[51]. Each item will be rated on a Likert scale ranging from 0
(worst) to 4 (best). We will transform the scores using
standard-based scoring [52]. A difference of 2 to 3 points is
considered clinically important [53]. We will also use the
presence of self-reported comorbid conditions (eg, chronic
health conditions, pain, substance use disorder, and
posttraumatic stress disorder) to evaluate veteran and caregiver
health status and changes in health over time.
We will use the 4 items from the BRFSS Healthy Days Core
Module to evaluate the quality of life [54]. These items assess
overall health (from poor to excellent) and the number of days
in the past month on which the respondent’s physical and mental
health were not good, along with the number of days poor
physical or mental health limited the respondent’s usual
activities. We will create dichotomous variables for fair or poor
health (vs excellent, very good, or good) and for frequent
physical distress, mental distress, and activity limitation, defined
as distress or limitations experienced for ≥14 days in the past
30 days [55].
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We will adapt a caregiver needs assessment developed by
O’Malley and Qualls [56] that evaluates both current service
use, current needs, and reasons that services are not being used.
The assessment includes 10 caregiver support items (eg,
counseling, respite care, and support group), 12 care recipient
support items (eg, help with housekeeping, home adaptation,
and financial assistance), and 9 types of information needed
(eg, list of local caregiving resources and information about
long-term care planning). We may limit these items in
consultation with the Service Member, Veteran, and Caregiver
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Community Stakeholders Group to keep the survey at a
manageable length.
In addition to the main outcome measures described above, we
will collect a wealth of additional information about veterans
and caregivers, including validated and commonly used
measures of disability status, social support, stress, thriving,
caregiver-care recipient relationship, challenging behaviors,
personal and family information, and socioeconomic status
(Table 2).
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Table 2. Domains and constructs covered in baseline veteran and caregiver surveys, and items used to assess each domain.
Domain and construct

Measure or item source

Both veteran and caregiver survey
Relationship between veteran and caregiver

•
•
•

Behavioral Risk Factor Surveillance System caregiver module [43]
Dyadic Relationship Scale [57]
Family Resilience Scale for Veterans [58]

Length of care

•

Modified Behavioral Risk Factor Surveillance System. caregiver module [43]

Caregiving tasks

•

Modified NACa Questionnaire [44]

Amount of care

•

NAC Questionnaire [44]

Primary caregiver

•

Modified NAC Questionnaire [44]

Social support

•

Perceived social support from the Veterans Health Study [59]

Health status

•

The Veterans RAND-12 item Health Survey [51]

Sleep

•

Insomnia Severity Index [60]

Traumatic brain injury screener

•

Ohio State University Traumatic Brain Injury Identification Method [40,61]

Service use

•

Modified O’Malley Measure of Caregiver Service Use [56]

Stress

•

Perceived Stress Scale-14 [62]

Thriving

•

Brief Inventory of Thriving [63]

Loneliness

•

Three-Item Loneliness Scale [64]

COVID-19

•
•

Lived Experience of Epilepsy: Patient and Caregiver Perspectives Study [65]
Beach Questionnaire [66]

Anxiety

•

Generalized Anxiety Disorder 2-item [67]

Depression

•

Patient Health Questionnaire-2 [68]

Posttraumatic epilepsy screen

•

US National Institute of Neurological Disorders and Stroke common data element

Illness perception

•

Brief Illness Perception Questionnaire [69]

Distance from Veteran

•

NAC Questionnaire [44]

Challenging behaviors

•

Care recipient impairment: problem behaviors subscale [70]

Positive aspects of caregiving

•

Caregiving Uplifts Scale [71]

Resilience

•

Response to Stressful Experiences Scale-4 [72]

Caregiver choice

•

NAC Questionnaire

Incident health conditions since starting caregiver

•

Delgado Survey [73]

Payment and financial support

•

Delgado Survey [73]

Loss of self

•

Loss of Self Scale [74]

Caregiver burden

•

Zarit Burden Interview-12 [50]

Veteran survey only

Caregiver survey only
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NAC: National Alliance for Caregiving.

Ecological Momentary Assessment
EMA data collection will focus on primary outcome variables
in this study (eg, health, quality of life), aspects of living with
PTE, TBI, and other associated comorbidities, as well as aspects
of providing care that are likely to change frequently, such as
stress, burden, symptoms, unmet needs for support, and thriving.
As most traditional surveys are worded retrospectively, the
wording of the questions will be modified to reflect the
in-the-moment nature of EMA studies. For example, rather than
evaluating all unmet needs, we may ask respondents to report
what they currently need. In addition, longer questionnaires
lead to a higher perceived burden, lower compliance, and more
careless responses [75]; therefore, we will avoid using long
questionnaires in EMA. Before beginning the EMA data
collection, selected items will be used to pilot the study. We
will ask 10 people who are similar to the intended study sample
to participate in pilot testing, including a brief interview
thereafter. This step will provide reasons for missing or
noncompliant reports to adapt reliable and valid measures
accordingly. Cronbach α will be used to estimate the internal
reliability of the questions and the consistency of respondents’
answers.
Participants will be trained on how to use the software, what
questions mean, when is the timing of prompts, what to do if a
prompt is missed, and whom to contact for assistance. Previous
studies on people with acquired brain injury have demonstrated
that EMA is a feasible data collection option in this population.
For example, Forster et al [76] reported that among a sample
of hospitalized patients with TBI who completed an EMA study
of 8 assessments per day for 7 consecutive days, 71.6% of
prompts were fully completed. There was no difference in
compliance based on age or functional impairment level [76].

Qualitative Data
We propose a descriptive design to capture information about
the experiences of veterans and caregivers. We will consent
≤40 participants for individual interviews. Semistructured
individual telephone interviews will be audio recorded and
transcribed. The use of audio recording will facilitate the
verbatim transcription of these interviews and, subsequently,
content analysis. Each interview will be conducted using an
interview guide that will include structured, open-ended
questions and probes to stimulate a discussion between the
participant and the interviewer. The interviewer will be one of
the research team members, and this person will have training
and experience in qualitative research. The interviews will be
conducted by phone after the interviewer establishes a
connection with the participant [77,78]. The first 2 interviews
will be used as pilots to assess the content and flow of the
conversation. Performing this pilot test will provide the
opportunity to modify and add probes based on new information
valuable for the aims of this study [79]. Using the secondary
data for veterans and a web-based survey, we will incorporate
probes and questions of interest associated with the effect of
epilepsy, TBI, or other conditions in veterans and caregivers.
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Transcripts will be the main source of information during the
analysis [78]. Field notes are a secondary data collection method
used in qualitative research [80]. After each interview, the
interviewer will record observational and methodological field
notes. Field notes recording the experience of the interviewer
performing the interview are useful to maintain the rigor of the
study and when conducting an audit trail of the study activities.
Some guiding questions in developing field notes are, “What
happened and what was involved?”, “Who (nonidentifiable)
was involved?”. “Where did the activities occur?”, and “Why
did an incident take place and how did it actually happen?” [81].
Data will be digitally recorded and transcribed by the research
assistant for analysis.

Study Duration
We plan to begin collecting baseline surveys and EMA data
from January 2022. Baseline data collection will continue for
approximately 9 months. EMA data collection will begin shortly
after baseline surveys are launched and will continue for 2 years
after baseline data collection is complete, or nearly 3 years in
total. Depending on recruitment and saturation, qualitative
interviews will begin approximately 6 months after EMA data
collection begins and will continue for up to 2 years thereafter.
The project will be complete by September 30, 2024.

Study Status
We have drafted the baseline surveys, EMA measures, and
interview guides and have begun working to secure human
subject approval. We have started recruiting the Service
Member, Veteran, and Caregiver Community Stakeholders
Group members.

Ethical Approval
The University of Utah, Salt Lake City VA, and the University
of Texas Health Science Center, San Antonio, approved this
study. The study is currently being reviewed by the Human
Research Protection Office of the United States Army Medical
Research and Development Command. All data with protected
health information or personal identifiable information will
remain on a server that has federally approved encryption at
VA Salt Lake City. Analyses of the deidentified data may occur
at other sites.

Data Analysis
Overview
We will conduct cross-sectional analyses using baseline survey
data to address aim 1, and we will conduct longitudinal analyses
incorporating baseline and follow-up EMA data to address aim
2 and aim 3. In all analyses that incorporate both the veteran
and caregiver, we will treat the data as correlated. Below, we
outline our analytical approaches for each aim.

Aim 1
Describe and compare the caregiver and veteran experiences of
post-9/11 veterans with PTE to those of other post-9/11 veterans
without PTE.
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Using the baseline survey, we will calculate and report means
and SDs for continuous measures (eg, hours of care and length
of care), as well as percentages and 95% CIs for categorical
variables (eg, relationship to veteran, choice in caregiving, and
veteran comorbidities; Table 3).
When comparing the health and caregiving characteristics of
veterans and their caregivers by PTE status, we will use t tests

for continuous scores and chi-square tests for categorical
variables. For all hypotheses, we will compare veterans with
PTE and their caregivers to those with: (1) NTE; (2) TBI only;
and (3) neither epilepsy nor TBI. We will also make
comparisons adjusting for important covariate information using
log-binomial regression models to estimate the prevalence ratio
[82].

Table 3. Summary of statistical tests to be conducted for hypotheses within specific aim 1.
Hypotheses

Outcome measure

Statistical tests
Crude

a

Adjusted covariates

Veterans with PTEa will report poorer health than veterans with NTEb, VR-12d Veteran
health
TBIc only, and neither epilepsy nor TBI.

2-tailed t test: VR-12 score; Veteran age, sex, SESe,
χ2 test: VR-12 ≤45; χ2 test: social support
presence of comorbidity

Caregivers of veterans with PTE will report poorer health than care- VR-12 Caregiver
givers of veterans with NTE, with TBI only, and neither epilepsy nor health
TBI.

2-tailed t test: VR-12 score; CGf age, sex, SES, social
χ2 test: VR-12 ≤45
support

Caregivers of veterans with PTE will higher burden than caregivers
of veterans with NTE, with TBI only, and neither epilepsy nor TBI.

2-tailed t test: Zarit score; χ2 CG age, sex, SES, social
support, health, relationtest: Zarit score ≥16
ship to Veteran

Zarit 12-item caregiver burden

Caregivers of veterans with PTE will report higher caregiving inten- NACg caregiving in- χ2 test: intensity category;
sity than caregivers of veterans with NTE, with TBI only, and neither tensity level
χ2 test: intensity ≥4
epilepsy nor TBI.

CG age, sex, SES, social
support, health, relationship to Veteran

Caregivers of veterans with PTE and associated comorbidities will
Modified O’Malley
report poorer health, higher burden, and higher caregiving intensity caregiver needs
than caregivers of veterans with PTE without comorbidities and vet- measure
erans with similar comorbidities (eg, depression and headache) but
without epilepsy.

CG social support and
SES

2-tailed t test: number of
unmet needs; χ2 test: presence of each unmet need

PTE: posttraumatic epilepsy.

b

NTE: nontraumatic epilepsy.

c

TBI: traumatic brain injury.

d

VR-12: veterans RAND-12.

e

SES: socioeconomic status.

f

CG: caregiver.

g

NAC: National Alliance for Caregiving.

Aim 2
Evaluate the change in available support and unmet needs for
care among caregivers of post-9/11 veterans with PTE over a
2-year period.
To evaluate differences in the unmet needs among caregivers,
we will use a 2-tailed t test to compare the number of unmet
needs among caregivers of veterans with and without PTE at
baseline. We will also compare the PTE group and each of the
other 3 groups. At follow-up, we will calculate the proportion
of caregivers who had the same unmet needs at both time points
and determine whether specific needs remained constant over
time. To account for potential confounding, we will use a
generalized estimating equation model to estimate the likelihood
of unmet needs being resolved over time, running models
separately for all unmet needs being resolved and for each
individual need that is evaluated [83]. We will adjust for changes
in caregiver and veteran health (trajectories; described the Aim
3 section), Veteran comorbidity, and the demographic
characteristics of both veterans and their caregivers (age, sex,
and socioeconomic position).
https://www.researchprotocols.org/2022/1/e30975

XSL• FO
RenderX

Qualitative data will contribute to both aim 1 and aim 2. We
will use a descriptive phenomenological approach for qualitative
data analysis [81,84]. The analysis will include the following
steps:
1. Bracketing and phenomenological reduction: In-depth
description of the researcher’s experience with the phenomena.
A detailed description of the interviews will be provided. The
stories or narrative will exclude any information that may link
the information with the identity of the participant (eg, names,
specific units, and platoon) [85,86].
2. Development of units of meaning: The list of units of relevant
meaning extracted from each interview will be carefully
scrutinized and clearly redundant units will be eliminated [81].
3. Clustering of units of meaning to form themes: With the list
of nonredundant units of meaning in hand, we will again bracket
our presuppositions to remain true to the phenomenon. We will
seek to elicit the essence of meaning units within a holistic
context. Clusters of themes are typically formed by grouping
units of meaning together [78,81]. The data will be examined
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to identify common themes, and extract significant statements
to compile a set of themes based on the research question,
leading to the creation of meaning units and textual descriptions.
To achieve this, the transcripts will be read several times, and
significant statements will be extracted for closer evaluation.
Statements that are similar in meaning will be grouped together,
forming meaning units.
4. Summarize each interview, validate and modify: A summary
that incorporates all the themes elicited from the data provides
a holistic context. Reflecting on the transcripts, we will provide
a textural description, which is a description of what the
participant’s experience is with the phenomenon. The
description will include verbatim examples or quotes. In
addition, we will use triangulation, which is a method that
compares the information captured from interviews and paired
with other sources of information [78]. Triangulation will
incorporate information from interviews and surveys to identify
commonalities and themes.

Aim 3
Identify veteran and caregiver characteristics associated with
the 2-year health trajectories of caregivers and veterans with
PTE compared with veterans without PTE.
To identify health trajectories among both veterans and
caregivers, we will use group-based trajectory modeling, a finite
mixture modeling approach that estimates the mean trajectories
for a given number of groups and for each individual provides
a probability of membership to each latent class (group) [87,88].
We will construct a model for veterans and a separate model
for caregivers using the traj command in Stata, a user-created
plugin available for download, and the associated trajplot
command to plot the estimated trajectories. We will estimate
these trajectories using only time since the onset of epilepsy as
the independent variable and change in health status as the
outcome, considering between 1 and 7 different trajectory groups
and choosing the best model based on the Bayesian information
criterion along with a qualitative assessment of whether each
trajectory group identified by the model provides unique
information [87]. Individuals will be assigned to the trajectory
group for which they have the highest probability of membership
(posterior probability). We will characterize trajectory groups
based on their shape (eg, increasing, decreasing, and stable
health). We will use the recommended approaches to test the
assumptions [89] of our model and evaluate the goodness of fit
[87].
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and repeat this for caregivers, using chi-square tests for
comparisons. As in aim 1 and as the sample size allows, we will
compare veterans or caregivers of veterans with PTE to those
with: (1) NTE and (2) TBI only, and no epilepsy and no TBI.
We will evaluate how demographic characteristics, veteran
symptoms, comorbidity, and caregiving characteristics (eg,
burden and intensity) vary across groups by calculating the
proportion of individuals assigned to each group with a given
characteristic. In addition, we will use a generalized estimating
equation model to estimate the likelihood of veteran trajectory
membership based on caregiver burden and caregiver health
trajectory. We will also run more fully adjusted versions of this
model to account for veteran and caregiver age, sex, relationship,
and socioeconomic status.
To examine the degree to which changes in caregiver burden
and caregiver intensity are dynamically related to changes in
the health trajectory of the care recipient over time, we will use
the changes-on-changes extension of the bivariate dual latent
change score model [90], a simplified version of which is
presented in Figure 3. This specialized structural equation model
is particularly useful in examining so-called chicken and egg
questions about causality, as it allows the changes over time in
2-coupled variables to be modeled as a dynamic system in which
each outcome in the model can simultaneously predict and be
predicted by the other variable in the system. With this model,
changes between assessments for each construct are explicitly
modeled (labeled ΔCaregiver Burden and ΔPatient Functioning)
at each time point, and changes in each of the 2 outcomes in
the model can be predicted as a function of up to 5 predictors,
3 of which emanate within-construct and 2 of which emanate
across-constructs [90]. The highlighted box in the figure
represents the within-construct predictors of change and includes
the following: (1) a constant change component (arrows
designated as C), (2) the focal variables prior levels (A), and
(3) the focal variables prior changes (B) [90]. The
across-construct predictors, which are typically of most interest,
allow a focal variable to be predicted by the following: (1) prior
levels of a coupled variable (D), and (2) prior changes in a
coupled variable (E) [90]. To the degree to which prior changes
in one variable predict later changes in another, it is said to be
a leading indicator of that variable, and it is possible that both
variables in a dynamic system are reciprocally related such both
are causes and effects of one another. This model can be used
to predict complex web-based trajectories owing to the variety
of combinations of possible predictors.

We will calculate and compare the percentage of veterans in
each health trajectory group based on their PTE and TBI status,
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Figure 3. Simplified example of changes-on-changes extension of the bivariate dual latent change model. C: caregiver; CB: caregiver burden; P: patient;
PF: patient functioning; T: time.

Missing Data
We will examine several pairs of theoretically related constructs
using this approach for the entire sample. Models will be
estimated using full information maximum likelihood estimation
to account for missing data that may exist. Models will be
evaluated using common indexes for structural equation models
(eg, comparative fit index and root mean square error of
approximation). After establishing the best-fitting dynamic
model for a particular pair of grouped variables, we will examine
multiple-group models to compare the model fit for PTE dyads
versus non-PTE dyads. In addition to the specific full
information maximum likelihood estimation strategy for the
bivariate dual latent change score model, we will conduct both
complete-case analyses, in which only respondents or dyads
with complete information on all covariates assessed are
included, and we will create imputed data sets using multiple
imputation using chained equations [91,92] to retain all
participants. We will descriptively compare the characteristics
of people with no missing data and those with imputed data to
evaluate whether the groups differ systematically or if data
appear to be missing at random. We will report the results from
both sets of analyses in manuscripts and presentations.
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Sensitivity Analyses
Across aims, we will conduct sensitivity analyses in which we
repeat our analyses using (1) only the primary caregiver (as
identified by the veteran); (2) only definite or probable cases
of PTE, and combine suspected cases with participants without
PTE; and (3) excluding people with epilepsy before combat
exposure or TBI.

Results
The University of Utah approved this study on December 14,
2020. Recruitment will begin once it is approved by the Human
Research Protection Office of the United States Army Medical
Research and Development Command.

Discussion
Principal Findings
The Institute of Medicine identified the evaluation of quality
of life in epilepsy as a priority. Concern about the profound
impact of epilepsy led to the Institute of Medicine (now the
National Academy of Medicine) conducting an in-depth study
of the public health dimensions of epilepsy. The study concluded
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that “comprehensive, timely, and accurate epilepsy surveillance
data are needed to provide a better understanding of the burden
of epilepsy, its risk factors and outcomes, and health service
needs” [93]. This study will address this priority and the existing
gap in the literature related to the needs and health impacts of
caregiving for veterans with epilepsy, including both PTE and
NTE.
Our long-term goal is to implement the findings of the proposed
study in practice to improve the health and well-being of
veterans with PTE and epilepsy and their caregivers. We follow
the RAND Corporation’s blueprint for MVC research [94] as
we develop our strategy. Specifically, of the 10 research
objectives identified by their stakeholder panels, we will directly
address the following 5 objectives: (1) describe caregivers (and
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unique characteristics of caregivers of PTE or epilepsy); (2)
assess how the needs of care recipients change over time; (3)
document the effects of caregiving on care recipient outcomes;
(4) document the effects of caregiving on caregiver outcomes;
and (5) examine factors associated with caregiver and care
recipient harm.
We also believe that it is critical to plan for implementation as
we conduct the research. To this end, we have developed a
pathway for clinical implementation and improved health
outcomes to guide the work, which considers benefits to both
veterans and caregivers. Figure 4 illustrates the process by which
we plan to implement the findings of the proposed study into
practice to improve the health and well-being of veterans with
PTE or epilepsy and their caregivers.

Figure 4. Pathway for implementation.

Strengths
Our baseline survey will include validated measures that have
been used in many previous studies and therefore will enable
comparisons to other veteran and caregiver populations. In
addition, EMA data will enhance our ability to use real time
experiences of veterans and their caregivers to identify health
outcomes, quality of life, unmet needs, and supports that may
inform programs and interventions. By collecting numerous
random assessments over a period of time, the EMA provides
a representation of how individuals’ experiences and behaviors
vary over time and across situations. For this study, the method
focuses on symptoms, experiences with caregiving and adaptive
behaviors, and aims to map the fluctuations of daily function
within both caregivers and care recipients. This method is
considered suitable for understanding daily changes in mood,
stress, and medical symptomology [38,45,95]. EMA is a useful
tool in research for collecting data which are often unobtainable
by other methods and providing ecologic validity based on a
reduction of recall bias and therefore assessment error. It has
also been shown to provide clarity on individual pattern
assessments that can otherwise be misunderstood. EMA will
https://www.researchprotocols.org/2022/1/e30975
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allow unprecedented information on unmet needs among MVCs
and veterans with PTE.
To our knowledge, our analyses will be novel, as no one has
examined longitudinal dyadic data using the changes in the
extension of the bivariate dual latent change score model. The
partitioning of prior levels and prior changes as distinct
predictors of later changes is invaluable in helping us understand
the underlying mechanisms that can be targeted for intervention.
In addition, the study includes a broad range of measures that
represent physical, mental, and emotional health of dyads. These
data will enable us to not only evaluate individual-level impact
on key outcomes but also to better understand the bidirectional
health-related influences between veterans and caregivers. We
expect that interventions designed to leverage relational
strengths or address interpersonal barriers will ultimately result
in better outcomes for both care recipients and caregivers
[96-98].

Limitations
Study limitations include the fact that the sample may not
represent all geographic regions of the United States or all
subgroups of veterans. In addition, whereas the study is
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longitudinal, follow-up will occur over a 2-year period, and
therefore, we will not be able to assess the veterans’ and
caregivers’ experiences over a longer period of time. As noted
in the methods, our sample size may be too small to compare
all 4 study groups on some measures, including health trajectory
groups, depending on the distribution of responses and
experiences. To keep the survey length manageable, we used
screening versions of validated questionnaires for anxiety and
depressive symptoms and therefore do not have more detailed
measures of these experiences.

Bouldin et al

Conclusions
This study will fill a critical gap in the literature related to the
needs, activities, and positive aspects of veterans with PTE and
their caregivers. It will also strengthen our understanding of the
relationship and positive aspects of caregiving for veterans with
TBI and other injuries. We have designed the study using
integrative frameworks and are leveraging a multidisciplinary
team to use this work as the foundation for future interventions
that will strengthen caregiver resilience and improve the health
and quality of life of post-9/11 veterans and their family
members who support them.

Acknowledgments
This study is funded by the Department of Defense Congressionally Directed Medical Research Program: Epilepsy Research
Program (W81XWH-20-1-0764). EDB, RD, KP, WH, DWW, and MJP conceived of the study and AR, AYT, and MV made
substantial contributions to refining the design and measures. The authors are grateful to Silvia Padilla for her support for this
grant proposal and for her work to establish the project.

Conflicts of Interest
None declared.

References
1.

2.

3.

4.

5.
6.

7.

8.

9.

10.
11.

12.

Pugh MJ, Orman JA, Jaramillo CA, Salinsky MC, Eapen BC, Towne AR, et al. The prevalence of epilepsy and association
with traumatic brain injury in veterans of the Afghanistan and Iraq wars. J Head Trauma Rehabil 2015;30(1):29-37. [doi:
10.1097/HTR.0000000000000045] [Medline: 24695268]
Thakur H, Oni O, Singh V, Sharma R, Sharma M, Burns DM, et al. Demographic profile and service-connection trends of
posttraumatic stress disorder and traumatic brain injury in US veterans pre- and post-9/11. Fed Pract 2020 Mar;37(3):128-137
[FREE Full text] [Medline: 32317849]
MacGregor AJ, Zouris JM, Watrous JR, McCabe CT, Dougherty AL, Galarneau MR, et al. Multimorbidity and quality of
life after blast-related injury among US military personnel: a cluster analysis of retrospective data. BMC Public Health
2020 Apr 28;20(1):578 [FREE Full text] [doi: 10.1186/s12889-020-08696-4] [Medline: 32345277]
Begley CE, Famulari M, Annegers JF, Lairson DR, Reynolds TF, Coan S, et al. The cost of epilepsy in the United States:
an estimate from population-based clinical and survey data. Epilepsia 2000 Mar;41(3):342-351 [FREE Full text] [doi:
10.1111/j.1528-1157.2000.tb00166.x] [Medline: 10714408]
Begley CE, Durgin TL. The direct cost of epilepsy in the United States: a systematic review of estimates. Epilepsia 2015
Sep;56(9):1376-1387 [FREE Full text] [doi: 10.1111/epi.13084] [Medline: 26216617]
De Zélicourt M, Buteau L, Fagnani F, Jallon P. The contributing factors to medical cost of epilepsy: an estimation based
on a French prospective cohort study of patients with newly diagnosed epileptic seizures (the CAROLE study). Active
Coordination of the Longitudinal Observational Network in Epilepsy. Seizure 2000 Mar;9(2):88-95 [FREE Full text] [doi:
10.1053/seiz.1999.0364] [Medline: 10845731]
Pugliatti M, Beghi E, Forsgren L, Ekman M, Sobocki P. Estimating the cost of epilepsy in Europe: a review with economic
modeling. Epilepsia 2007 Dec;48(12):2224-2233 [FREE Full text] [doi: 10.1111/j.1528-1167.2007.01251.x] [Medline:
18088267]
Ivanova JI, Birnbaum HG, Kidolezi Y, Qiu Y, Mallett D, Caleo S. Direct and indirect costs associated with epileptic partial
onset seizures among the privately insured in the United States. Epilepsia 2010 May;51(5):838-844 [FREE Full text] [doi:
10.1111/j.1528-1167.2009.02422.x] [Medline: 20002150]
Hussain SA, Ortendahl JD, Bentley TG, Harmon AL, Gupta S, Begley CE, et al. The economic burden of caregiving in
epilepsy: an estimate based on a survey of US caregivers. Epilepsia 2020 Feb;61(2):319-329. [doi: 10.1111/epi.16429]
[Medline: 31953846]
Buck D, Baker GA, Jacoby A, Smith DF, Chadwick DW. Patients' experiences of injury as a result of epilepsy. Epilepsia
1997 Apr;38(4):439-444 [FREE Full text] [doi: 10.1111/j.1528-1157.1997.tb01733.x] [Medline: 9118849]
Reyes-Miranda A, Chan S, Gowda S, Kean J, Cramer JA, Pugh MJ. Assessing the personal impact of epilepsy in a
population-based cohort of Veterans. Epilepsy Behav 2020 May;106:107047. [doi: 10.1016/j.yebeh.2020.107047] [Medline:
32247175]
Pugh MJ, Copeland LA, Zeber JE, Cramer JA, Amuan ME, Cavazos JE, et al. The impact of epilepsy on health status
among younger and older adults. Epilepsia 2005 Nov;46(11):1820-1827 [FREE Full text] [doi:
10.1111/j.1528-1167.2005.00291.x] [Medline: 16302863]

https://www.researchprotocols.org/2022/1/e30975

XSL• FO
RenderX

JMIR Res Protoc 2022 | vol. 11 | iss. 1 | e30975 | p. 14
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS
13.

14.

15.

16.

17.
18.
19.
20.

21.

22.

23.
24.

25.
26.
27.

28.

29.

30.
31.
32.
33.
34.

35.

Mbizvo GK, Bennett K, Simpson CR, Duncan SE, Chin RF. Epilepsy-related and other causes of mortality in people with
epilepsy: a systematic review of systematic reviews. Epilepsy Res 2019 Nov;157:106192. [doi:
10.1016/j.eplepsyres.2019.106192] [Medline: 31526975]
GBD 2016 Epilepsy Collaborators. Global, regional, and national burden of epilepsy, 1990-2016: a systematic analysis for
the Global Burden of Disease Study 2016. Lancet Neurol 2019 Apr;18(4):357-375 [FREE Full text] [doi:
10.1016/S1474-4422(18)30454-X] [Medline: 30773428]
Jones JE, Hermann BP, Barry JJ, Gilliam FG, Kanner AM, Meador KJ. Rates and risk factors for suicide, suicidal ideation,
and suicide attempts in chronic epilepsy. Epilepsy Behav 2003 Oct;4 Suppl 3:31-38. [doi: 10.1016/j.yebeh.2003.08.019]
[Medline: 14592638]
Fisher RS, Vickrey BG, Gibson P, Hermann B, Penovich P, Scherer A, et al. The impact of epilepsy from the patient's
perspective I. Descriptions and subjective perceptions. Epilepsy Res 2000 Aug;41(1):39-51. [doi:
10.1016/s0920-1211(00)00126-1] [Medline: 10924867]
Zeber JE, Copeland LA, Amuan M, Cramer JA, Pugh MJ. The role of comorbid psychiatric conditions in health status in
epilepsy. Epilepsy Behav 2007 Jun;10(4):539-546. [doi: 10.1016/j.yebeh.2007.02.008] [Medline: 17416208]
Tanielian T, Jaycox LH. Invisible Wounds of War: Psychological and Cognitive Injuries, Their Consequences, and Services
to Assist Recovery. Santa Monica, CA: RAND Corporation; 2008.
Hoge CW, McGurk D, Thomas JL, Cox AL, Engel CC, Castro CA. Mild traumatic brain injury in U.S. Soldiers returning
from Iraq. N Engl J Med 2008 Jan 31;358(5):453-463. [doi: 10.1056/NEJMoa072972] [Medline: 18234750]
MacGregor AJ, Shaffer RA, Dougherty AL, Galarneau MR, Raman R, Baker DG, et al. Prevalence and psychological
correlates of traumatic brain injury in operation Iraqi freedom. J Head Trauma Rehabil 2010;25(1):1-8. [doi:
10.1097/HTR.0b013e3181c2993d] [Medline: 20051901]
Lindquist LK, Love HC, Elbogen EB. Traumatic brain injury in Iraq and Afghanistan Veterans: new results from a National
Random Sample Study. J Neuropsychiatry Clin Neurosci 2017;29(3):254-259 [FREE Full text] [doi:
10.1176/appi.neuropsych.16050100] [Medline: 28121256]
Pugh MJ, Kennedy E, Gugger JJ, Mayo J, Tate D, Swan A, MINUTE Study Group. The military injuries: understanding
post-traumatic epilepsy study: understanding relationships among lifetime traumatic brain injury history, epilepsy, and
quality of life. J Neurotrauma 2021 Oct 15;38(20):2841-2850. [doi: 10.1089/neu.2021.0015] [Medline: 34353118]
Ramchand R, Tanielian T, Fisher M, Vaughan C, Trail T, Batka C, et al. Hidden Heroes: America's Military Caregivers.
Santa Monica, CA: RAND Corporation; 2014:1-288.
Edwards VJ, Bouldin ED, Taylor CA, Olivari BS, McGuire LC. Characteristics and health status of informal unpaid
caregivers - 44 states, District of Columbia, and Puerto Rico, 2015-2017. MMWR Morb Mortal Wkly Rep 2020 Feb
21;69(7):183-188 [FREE Full text] [doi: 10.15585/mmwr.mm6907a2] [Medline: 32078592]
National Academies of Sciences, Engineering, and Medicine. Families Caring for an Aging America. Washington, DC:
The National Academies Press; 2016.
Roth DL, Fredman L, Haley WE. Informal caregiving and its impact on health: a reappraisal from population-based studies.
Gerontologist 2015 Apr;55(2):309-319. [doi: 10.1093/geront/gnu177] [Medline: 26035608]
Brickell TA, French LM, Lippa SM, Wright MM, Lange RT. Caring for a service member or Veteran following traumatic
brain injury influences caregiver mental health. Milit Psychol 2020 Jul 28;32(4):341-351. [doi:
10.1080/08995605.2020.1754149]
Carlozzi NE, Brickell TA, French LM, Sander A, Kratz AL, Tulsky DS, et al. Caring for our wounded warriors: a qualitative
examination of health-related quality of life in caregivers of individuals with military-related traumatic brain injury. J
Rehabil Res Dev 2016;53(6):669-680 [FREE Full text] [doi: 10.1682/JRRD.2015.07.0136] [Medline: 27997672]
Carlozzi NE, Lange RT, Boileau NR, Kallen MA, Sander AM, Hanks RA, et al. TBI-CareQOL family disruption: family
disruption in caregivers of persons with TBI. Rehabil Psychol 2020 Nov;65(4):390-400. [doi: 10.1037/rep0000297] [Medline:
31841019]
Epstein-Lubow G. A family disease: witnessing firsthand the toll that dementia takes on caregivers. Health Aff (Millwood)
2014 Apr;33(4):708-711. [doi: 10.1377/hlthaff.2012.1351] [Medline: 24711332]
McLaughlin C, McGowan I, Kernohan G, O'Neill S. The unmet support needs of family members caring for a suicidal
person. J Ment Health 2016 Jun;25(3):212-216. [doi: 10.3109/09638237.2015.1101421] [Medline: 26651233]
Wennberg A, Dye C, Streetman-Loy B, Pham H. Alzheimer's patient familial caregivers: a review of burden and interventions.
Health Social Work 2015 Aug 25;40(4):162-169. [doi: 10.1093/hsw/hlv062]
Winter L, Moriarty HJ. Quality of relationship between veterans with traumatic brain injury and their family members.
Brain Inj 2017;31(4):493-501. [doi: 10.1080/02699052.2017.1283534] [Medline: 28340316]
Brickell TA, Wright MM, Lippa SM, Sullivan JK, Bailie JM, French LM, et al. Resilience is associated with health-related
quality of life in caregivers of service members and veterans following traumatic brain injury. Qual Life Res 2020
Oct;29(10):2781-2792. [doi: 10.1007/s11136-020-02529-y] [Medline: 32500241]
Baker A, Barker S, Sampson A, Martin C. Caregiver outcomes and interventions: a systematic scoping review of the
traumatic brain injury and spinal cord injury literature. Clin Rehabil 2017 Jan;31(1):45-60. [doi: 10.1177/0269215516639357]
[Medline: 27009058]

https://www.researchprotocols.org/2022/1/e30975

XSL• FO
RenderX

Bouldin et al

JMIR Res Protoc 2022 | vol. 11 | iss. 1 | e30975 | p. 15
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS
36.

37.
38.
39.
40.

41.
42.
43.
44.
45.

46.

47.

48.

49.

50.
51.
52.

53.

54.
55.
56.
57.
58.
59.

Raina P, O'Donnell M, Schwellnus H, Rosenbaum P, King G, Brehaut J, et al. Caregiving process and caregiver burden:
conceptual models to guide research and practice. BMC Pediatr 2004 Jan 14;4:1 [FREE Full text] [doi:
10.1186/1471-2431-4-1] [Medline: 14723791]
The caregiver journey map. Elizabeth Dole Foundation, the Department of Veterans Affairs, and Philips. 2019. URL: https:/
/caregiverjourney.elizabethdolefoundation.org/about/ [accessed 2021-02-16]
Shiffman S, Stone AA, Hufford MR. Ecological momentary assessment. Annu Rev Clin Psychol 2008;4:1-32. [doi:
10.1146/annurev.clinpsy.3.022806.091415] [Medline: 18509902]
Armed Forces Health Surveillance Center (AFHSC). Epilepsy in active component service members, 1998-2012. MSMR
2013 May;20(5):19-22. [Medline: 23731010]
Lequerica AH, Botticello AL, Lengenfelder J, Chiaravalloti N, Bushnik T, Dijkers MP, et al. Factors associated with
remission of post-traumatic brain injury fatigue in the years following traumatic brain injury (TBI): a TBI model systems
module study. Neuropsychol Rehabil 2017 Oct;27(7):1019-1030. [doi: 10.1080/09602011.2016.1231120] [Medline:
27633955]
Friedman L, Furberg C, DeMets D, Reboussin D, Granger C. Sample size. In: Friedman LM, Furberg CD, DeMets DL,
Reboussin DM, Granger CB, editors. Fundamentals of Clinical Trials. Cham: Springer; 2015:165-200.
Dillman DA, Smyth JD, Christian LM. Internet, Mail, and Mixed-Mode Surveys: The Tailored Design Method (4th ed.).
Hoboken, New Jersey: John Wiley & Sons, Inc; 2014.
Behavioral Risk Factor Surveillance System (BRFSS) Caregiver Module: frequently asked questions. Centers for Disease
Control and Prevention. URL: https://www.cdc.gov/aging/healthybrain/brfss-faq-caregiver.htm [accessed 2021-05-05]
Caregiving in the US 2020. The National Alliance for Caregiving. URL: https://www.caregiving.org/
caregiving-in-the-us-2020/ [accessed 2020-05-22]
Runyan JD, Steenbergh TA, Bainbridge C, Daugherty DA, Oke L, Fry BN. A smartphone ecological momentary
assessment/intervention "app" for collecting real-time data and promoting self-awareness. PLoS One 2013 Aug;8(8):e71325
[FREE Full text] [doi: 10.1371/journal.pone.0071325] [Medline: 23977016]
Scheffer IE, Berkovic S, Capovilla G, Connolly MB, French J, Guilhoto L, et al. ILAE classification of the epilepsies:
position paper of the ILAE Commission for classification and terminology. Epilepsia 2017 Apr 08;58(4):512-521 [FREE
Full text] [doi: 10.1111/epi.13709] [Medline: 28276062]
Martin LM, Leff M, Calonge N, Garrett C, Nelson DE. Validation of self-reported chronic conditions and health services
in a managed care population. Am J Prev Med 2000 Apr;18(3):215-218. [doi: 10.1016/s0749-3797(99)00158-0] [Medline:
10722987]
Smith B, Chu LK, Smith TC, Amoroso PJ, Boyko EJ, Hooper TI, et al. Challenges of self-reported medical conditions and
electronic medical records among members of a large military cohort. BMC Med Res Methodol 2008 Jun;8:37 [FREE Full
text] [doi: 10.1186/1471-2288-8-37] [Medline: 18644098]
Selim AJ, Fincke G, Ren XS, Lee A, Rogers WH, Miller DR, et al. Comorbidity assessments based on patient report: results
from the Veterans Health Study. J Ambul Care Manage 2004;27(3):281-295. [doi: 10.1097/00004479-200407000-00011]
[Medline: 15287217]
Bédard M, Molloy DW, Squire L, Dubois S, Lever JA, O'Donnell M. The Zarit Burden Interview: a new short version and
screening version. Gerontologist 2001 Oct;41(5):652-657. [doi: 10.1093/geront/41.5.652] [Medline: 11574710]
12-Item Short Form Survey (SF-12). RAND Corporation. URL: https://www.rand.org/health-care/surveys_tools/mos/
12-item-short-form.html [accessed 2021-05-05]
Selim AJ, Rogers W, Fleishman JA, Qian SX, Fincke BG, Rothendler JA, et al. Updated U.S. population standard for the
Veterans RAND 12-item Health Survey (VR-12). Qual Life Res 2009 Feb;18(1):43-52. [doi: 10.1007/s11136-008-9418-2]
[Medline: 19051059]
Maruish M, Kosinski M, Bjorner J, Maruish ME, Kosinski M, Bjorner JB, et al. User’s manual for the SF36v2 Health
Survey. Quality Metric Incorporated. 2007. URL: https://www.scienceopen.com/
document?vid=0a250605-f5f8-489a-a73c-329de570f424 [accessed 2021-11-29]
Health-Related Quality of Life (HRQOL): HRQOL–14 "Healthy Days Measure". Centers for Disease Control and Prevention.
2018. URL: https://www.cdc.gov/hrqol/hrqol14_measure.htm [accessed 2021-05-05]
Measuring healthy days: population assessment of health-related quality of life. Centers for Disease Control and Prevention.
2000. URL: https://www.cdc.gov/hrqol/pdfs/mhd.pdf [accessed 2021-11-29]
O'Malley KA, Qualls SH. Validation of a comprehensive measure of the family caregiver experience: the Caregiver Reaction
Scale. Clin Gerontol 2020 Jun 23:1-11. [doi: 10.1080/07317115.2020.1774455] [Medline: 32573394]
Sebern M, Whitlatch C. Dyadic relationship scale: a measure of the impact of the provision and receipt of family care.
Gerontologist 2007 Dec;47(6):741-751. [doi: 10.1093/geront/47.6.741] [Medline: 18192628]
Finley EP, Pugh MJ, Palmer RF. Validation of a measure of family resilience among Iraq and Afghanistan Veterans. Mil
Behav Health 2016;4(3):205-219 [FREE Full text] [doi: 10.1080/21635781.2016.1153530] [Medline: 28168094]
Ren XS, Skinner K, Lee A, Kazis L. Social support, social selection and self-assessed health status: results from the veterans
health study in the United States. Soc Sci Med 1999 Jun;48(12):1721-1734. [doi: 10.1016/s0277-9536(99)00069-6] [Medline:
10405011]

https://www.researchprotocols.org/2022/1/e30975

XSL• FO
RenderX

Bouldin et al

JMIR Res Protoc 2022 | vol. 11 | iss. 1 | e30975 | p. 16
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS
60.

61.

62.
63.

64.

65.
66.

67.
68.
69.
70.
71.
72.

73.
74.
75.

76.

77.
78.
79.

80.
81.
82.

83.

Morin CM, Belleville G, Bélanger L, Ivers H. The Insomnia Severity Index: psychometric indicators to detect insomnia
cases and evaluate treatment response. Sleep 2011 May 01;34(5):601-608 [FREE Full text] [doi: 10.1093/sleep/34.5.601]
[Medline: 21532953]
Lequerica AH, Lucca C, Chiaravalloti ND, Ward I, Corrigan JD. Feasibility and preliminary validation of an online version
of the Ohio State University traumatic brain injury identification method. Arch Phys Med Rehabil 2018 Sep;99(9):1811-1817.
[doi: 10.1016/j.apmr.2018.03.023] [Medline: 29709522]
Cohen S, Kamarck T, Mermelstein R. A global measure of perceived stress. J Health Soc Behav 1983 Dec;24(4):385-396.
[Medline: 6668417]
Su R, Tay L, Diener E. The development and validation of the Comprehensive Inventory of Thriving (CIT) and the Brief
Inventory of Thriving (BIT). Appl Psychol Health Well Being 2014 Nov;6(3):251-279. [doi: 10.1111/aphw.12027] [Medline:
24919454]
Hughes ME, Waite LJ, Hawkley LC, Cacioppo JT. A short scale for measuring loneliness in large surveys: results from
two population-based studies. Res Aging 2004;26(6):655-672 [FREE Full text] [doi: 10.1177/0164027504268574] [Medline:
18504506]
Lived experience of epilepsy: patient and caregiver perspectives (LEEP). School of Medicine, University of Utah. URL:
https://medicine.utah.edu/internalmedicine/epidemiology/research_programs/torch/research/leep.php [accessed 2021-05-25]
Effects of COVID-19 on family caregivers: a community survey from the University of Pittsburgh. National Rehabilitation
Research and Training Center on Family Support, University of Pittsburgh. 2020. URL: https://ucsur.pitt.edu/files/center/
covid19_cg/COVID19_Full_Report_Final.pdf [accessed 2021-11-29]
Spitzer RL, Kroenke K, Williams JB, Löwe B. A brief measure for assessing generalized anxiety disorder: the GAD-7.
Arch Intern Med 2006 May 22;166(10):1092-1097. [doi: 10.1001/archinte.166.10.1092] [Medline: 16717171]
Kroenke K, Spitzer RL, Williams JBW. The Patient Health Questionnaire-2: validity of a two-item depression screener.
Med Care 2003 Nov;41(11):1284-1292. [doi: 10.1097/01.MLR.0000093487.78664.3C] [Medline: 14583691]
Broadbent E, Petrie KJ, Main J, Weinman J. The brief illness perception questionnaire. J Psychosom Res 2006
Jun;60(6):631-637. [doi: 10.1016/j.jpsychores.2005.10.020] [Medline: 16731240]
Bass DM, Noelker LS, McCarthy CA. The influence of formal and informal helpers on primary caregivers' perceptions of
quality of care. J Appl Gerontol 2016 Jun 29;18(2):177-199. [doi: 10.1177/073346489901800204]
Pruchno RA, Michaels JE, Potashnik SL. Predictors of institutionalization among Alzheimer disease victims with caregiving
spouses. J Gerontol 1990 Nov 01;45(6):259-266. [doi: 10.1093/geronj/45.6.s259] [Medline: 2229952]
De La Rosa GM, Webb-Murphy J, Johnston S. Development and validation of a brief measure of psychological resilience:
an adaptation of the response to stressful experiences scale. Milit Med 2016 Mar;181(3):202-208. [doi:
10.7205/milmed-d-15-00037]
Delgado RE, Peacock K, Elizondo B, Wells M, Grafman JH, Pugh MJ. A family's affair: caring for veterans with penetrating
traumatic brain injury. Mil Med 2018 Mar 01;183(suppl_1):379-385. [doi: 10.1093/milmed/usx156] [Medline: 29635565]
Skaff MM, Pearlin LI. Caregiving: role engulfment and the loss of self. Gerontologist 1992 Oct;32(5):656-664. [doi:
10.1093/geront/32.5.656] [Medline: 1427278]
Eisele G, Vachon H, Lafit G, Kuppens P, Houben M, Myin-Germeys I, et al. The effects of sampling frequency and
questionnaire length on perceived burden, compliance, and careless responding in experience sampling data in a student
population. Assessment 2020 Sep 10:1073191120957102. [doi: 10.1177/1073191120957102] [Medline: 32909448]
Forster SD, Gauggel S, Petershofer A, Völzke V, Mainz V. Ecological momentary assessment in patients with an acquired
brain injury: a pilot study on compliance and fluctuations. Front Neurol 2020;11:115 [FREE Full text] [doi:
10.3389/fneur.2020.00115] [Medline: 32194494]
Weiss RS. Learning From Strangers: The Art and Method of Qualitative Interview Studies. New York, NY: Free Press;
1995.
Creswell JW, Poth CN. Qualitative Inquiry and Research Design: Choosing Among Five Approaches. 4th Ed. Thousand
Oaks, CA: SAGE Publications; 2018.
Carlsson E, Paterson BL, Scott-Findlay S, Ehnfors M, Ehrenberg A. Methodological issues in interviews involving people
with communication impairments after acquired brain damage. Qual Health Res 2007 Dec;17(10):1361-1371. [doi:
10.1177/1049732307306926] [Medline: 18000075]
Roulston K. Considering quality in qualitative interviewing. Qual Res 2010 Apr 12;10(2):199-228. [doi:
10.1177/1468794109356739]
Moustakas C. Phenomenological Research Methods. Thousand Oaks, CA: SAGE Publications; 1994.
Barros AJ, Hirakata VN. Alternatives for logistic regression in cross-sectional studies: an empirical comparison of models
that directly estimate the prevalence ratio. BMC Med Res Methodol 2003 Oct 20;3:21 [FREE Full text] [doi:
10.1186/1471-2288-3-21] [Medline: 14567763]
Hubbard AE, Ahern J, Fleischer NL, Van der Laan M, Lippman SA, Jewell N, et al. To GEE or not to GEE: comparing
population average and mixed models for estimating the associations between neighborhood risk factors and health.
Epidemiology 2010 Jul;21(4):467-474. [doi: 10.1097/EDE.0b013e3181caeb90] [Medline: 20220526]

https://www.researchprotocols.org/2022/1/e30975

XSL• FO
RenderX

Bouldin et al

JMIR Res Protoc 2022 | vol. 11 | iss. 1 | e30975 | p. 17
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS
84.
85.
86.
87.
88.
89.
90.

91.
92.
93.
94.

95.

96.
97.

98.

Bouldin et al

Speziale H, Carpenter D. Qualitative Research in Nursing: Advancing the Humanistic Imperative. 5th Ed. Philadelphia:
Wolters Kluwer Health/Lippincott Williams & Wilkins; 2011.
Zahavi D. Husserl's Phenomenology. Redwood City: Stanford University Press; 2002.
Boyatzis R. Transforming Qualitative Information: Thematic Analysis and Code Development. Thousand Oaks, CA: SAGE
Publications; 1998:1-200.
Nagin DS, Odgers CL. Group-based trajectory modeling in clinical research. Annu Rev Clin Psychol 2010;6:109-138. [doi:
10.1146/annurev.clinpsy.121208.131413] [Medline: 20192788]
Nagin D. Group-Based Modeling of Development. Cambridge, MA: Harvard University Press; 2005.
Vittinghoff E, Glidden D, Shiboski S, McCulloch C. Regression Methods in Biostatistics: Linear, Logistic, Survival, and
Repeated Measures Models (Statistics for Biology and Health). New York: Springer-Verlag; 2012:1-512.
Grimm KJ, An Y, McArdle JJ, Zonderman AB, Resnick SM. Recent changes leading to subsequent changes: extensions
of multivariate latent difference score models. Struct Equ Model 2012 Apr 01;19(2):268-292 [FREE Full text] [doi:
10.1080/10705511.2012.659627] [Medline: 23637519]
Rubin D. Procedures with nonignorable nonresponse. In: Multiple Imputation for Nonresponse in Surveys. Hoboken, New
Jersey, United States: John Wiley & Sons; 1987:202-243.
White IR, Royston P, Wood AM. Multiple imputation using chained equations: issues and guidance for practice. Stat Med
2011 Feb 20;30(4):377-399. [doi: 10.1002/sim.4067] [Medline: 21225900]
Institute of Medicine. Epilepsy Across the Spectrum: Promoting Health and Understanding. Washington (DC): National
Academies Press (US); 2012:1-568.
Tanielian T, Bouskill KE, Ramchand R, Friedman EM, Trail TE, Clague A. Improving support for America's hidden heroes:
a military caregiver research blueprint. RAND Corporation. 2017. URL: https://www.rand.org/pubs/research_briefs/RB9950.
html [accessed 2021-11-29]
Gromatsky M, Sullivan SR, Spears AP, Mitchell E, Walsh S, Kimbrel NA, et al. Ecological momentary assessment (EMA)
of mental health outcomes in veterans and servicemembers: a scoping review. Psychiatry Res 2020 Oct;292:113359. [doi:
10.1016/j.psychres.2020.113359] [Medline: 32777594]
Moon H, Adams KB. The effectiveness of dyadic interventions for people with dementia and their caregivers. Dementia
(London) 2013 Nov;12(6):821-839. [doi: 10.1177/1471301212447026] [Medline: 24337642]
Badr H, Bakhshaie J, Chhabria K. Dyadic interventions for cancer survivors and caregivers: state of the science and new
directions. Semin Oncol Nurs 2019 Aug;35(4):337-341 [FREE Full text] [doi: 10.1016/j.soncn.2019.06.004] [Medline:
31248677]
Shaffer KM, Tigershtrom A, Badr H, Benvengo S, Hernandez M, Ritterband LM. Dyadic psychosocial eHealth interventions:
systematic scoping review. J Med Internet Res 2020 Mar 04;22(3):e15509 [FREE Full text] [doi: 10.2196/15509] [Medline:
32130143]

Abbreviations
BRFSS: Behavioral Risk Factor Surveillance System
EMA: ecological momentary assessment
mTBI: mild traumatic brain injury
MVC: military and veteran caregiver
MVCHW: Military and Veteran Caregiver Health and Well-being
NTE: nontraumatic epilepsy
PTE: posttraumatic epilepsy
TBI: traumatic brain injury
VA: Department of Veterans Affairs
VPES: Veterans Posttraumatic Epilepsy Study

Edited by G Eysenbach; submitted 04.06.21; peer-reviewed by B Smith, R Lystad; comments to author 10.09.21; revised version
received 06.10.21; accepted 06.10.21; published 05.01.22
Please cite as:
Bouldin ED, Delgado R, Peacock K, Hale W, Roghani A, Trevino AY, Viny M, Wetter DW, Pugh MJ
Military Injuries—Understanding Posttraumatic Epilepsy, Health, and Quality-of-Life Effects of Caregiving: Protocol for a Longitudinal
Mixed Methods Observational Study
JMIR Res Protoc 2022;11(1):e30975
URL: https://www.researchprotocols.org/2022/1/e30975
doi: 10.2196/30975
PMID:

https://www.researchprotocols.org/2022/1/e30975

XSL• FO
RenderX

JMIR Res Protoc 2022 | vol. 11 | iss. 1 | e30975 | p. 18
(page number not for citation purposes)

JMIR RESEARCH PROTOCOLS

Bouldin et al

©Erin D Bouldin, Roxana Delgado, Kimberly Peacock, Willie Hale, Ali Roghani, Amira Y Trevino, Mikayla Viny, David W
Wetter, Mary Jo Pugh. Originally published in JMIR Research Protocols (https://www.researchprotocols.org), 05.01.2022. This
is an open-access article distributed under the terms of the Creative Commons Attribution License
(https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction in any medium,
provided the original work, first published in JMIR Research Protocols, is properly cited. The complete bibliographic information,
a link to the original publication on https://www.researchprotocols.org, as well as this copyright and license information must be
included.

https://www.researchprotocols.org/2022/1/e30975

XSL• FO
RenderX

JMIR Res Protoc 2022 | vol. 11 | iss. 1 | e30975 | p. 19
(page number not for citation purposes)

