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We tested the robustness of our main results to using different treatment effect estimators. First, we used a propensity score matching estimator, which used a probability of receiving informal care score to impute counterfactual outcomes for each individual (Table A13). The variables used to perform the matching were identical to the covariates used in the inverse probability weighting with regression adjustment outcome models. Second, we tested the robustness of the results to modelling health behaviours using inverse probability weighting (Table A14) and regression adjustment separately (Table A15). 
The results are broadly consistent across the estimators: informal care receipt reduced the probability of walking daily and increased the probability of refraining from negative health behaviours (smoking and alcohol consumption). The estimated effect on whether eats five fruits and/or vegetables per day becomes positive for the regression adjustment and inverse probability weighting estimators but it is small and still not statistically significant. The effect on quitting smoking for the propensity score estimator is no longer statistically significant, but the size of the negative coefficient is very similar to the doubly robust estimator used in the main analysis (0.15 percentage points lower).

Table A13: Average treatment effects of informal care receipt on health behaviours, propensity score matching
	Health behaviours:
	Eats 5 fruit/veg per day
	Walks daily
	Quit smoking
	Drinks safely

	
	
	
	
	

	Average treatment effect
	-0.00856
	-0.0917***
	0.0560
	0.111***

	Informal Care v
	(0.0330)
	(0.0286)
	(0.0385)
	(0.0373)

	No Informal Care
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Observations
	1,518
	2,017
	715
	1,284


Notes: Models estimated with propensity score matching estimator. Propensity model estimated using a logistic regression and included the following covariates: age, age squared, male, an age*male interaction, cohabits, married, number of relatives, owns home, lagged household income, education, health condition, lagged subjective wellbeing, lagged health satisfaction, formal care. Robust standard errors in parentheses, stars indicate significance as follows: *** p<0.01, ** p<0.05, * p<0.1. Details on sample derivation are included in Figure 1.




Table A14: Average treatment effects of informal care receipt on health behaviours, inverse probability weighting
	Health behaviours:
	Eats 5 fruit/veg per day
	Walks daily
	Quit smoking
	Drinks safely

	
	
	
	
	

	Average treatment effect
	0.000780
	-0.126***
	0.0523***
	0.0803***

	Informal Care v
	(0.0287)
	(0.0271)
	(0.0295)
	(0.0312)

	No Informal Care
	
	
	
	

	
	
	
	
	

	Potential Outcome means
	
	
	
	

	
	
	
	
	

	No Informal Care
	0.486***
	0.427***
	0.800***
	0.523***

	
	(0.0195)
	(0.0230)
	(0.0224)
	(0.0207)

	
	
	
	
	

	Informal Care
	0.487***
	0.300***
	0.852***
	0.603***

	
	(0.0212)
	(0.0146)
	(0.0197)
	(0.0238)

	
	
	
	
	

	Observations
	1,518
	2,107
	715
	1,284


Notes: Models estimated with inverse probability weighting estimator. Propensity model estimated using logistic regression and included the following covariates: age, age squared, male, an age*male interaction, cohabits, married, number of relatives, owns home, lagged household income, education, health condition, lagged subjective wellbeing, lagged health satisfaction, formal care. For each sample, we failed to reject covariate balance according to an overidentification test. Robust standard errors in parentheses, stars indicate significance as follows: *** p<0.01, ** p<0.05, * p<0.1. Details on sample derivation are included in Figure 1.


Table A15: Average treatment effects of informal care receipt on health behaviours, regression adjustment
	Health behaviours:
	Eats 5 fruit/veg per day
	Walks daily
	Quit smoking
	Drinks safely

	
	
	
	
	

	Average treatment effect
	0.00599
	-0.116***
	0.0499*
	0.0978***

	Informal Care v
	(0.0274)
	(0.0245)
	(0.0267)
	(0.0244)

	No Informal Care
	
	
	
	

	
	
	
	
	

	Potential Outcome means
	
	
	
	

	
	
	
	
	

	No Informal Care
	0.493***
	0.420***
	0.781***
	0.556***

	
	(0.0190)
	(0.0207)
	(0.0237)
	(0.0209)

	
	
	
	
	

	Informal Care
	0.499***
	0.304***
	0.831***
	0.653***

	
	(0.0202)
	(0.0141)
	(0.0129)
	(0.0133)

	
	
	
	
	

	Observations
	1,518
	2,017
	1,296
	2,156


Notes: Models estimated with regression adjustment estimator. Outcome model estimated using a linear probability model and regression adjustment controlled for age, age squared, male, an age*male interaction, cohabits, married, number of relatives, owns home, lagged household income, education, health condition, lagged subjective wellbeing, lagged health satisfaction, formal care. Robust standard errors in parentheses, stars indicate significance as follows: *** p<0.01, ** p<0.05, * p<0.1. Details on sample derivation are included in Figure 1.


