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Abstract

Objectives: The transition of an older family member into a residential aged care facility (RACF) is often challenging
for both the person being admitted and their family carer. This review aimed to identify the protective and contribut-
ing factors to adverse mental health outcomes among family carers following the decision to move a family member
to a RACF.

Method: A search of CINAHL, PubMed and PsycINFO was conducted for empirical papers published in English
between 2004 and 2019, exploring the mental health or quality of life (QoL) of family carers of those recently admit-
ted, or considering admission, to a RACF. Articles were reviewed by two authors for inclusion.

Results: Twenty-three studies met the inclusion criteria. Pre-existing depressive symptoms and poor subjective
health were related to adverse mental health outcomes following admission. Information from the facility, support

to change roles, and factors related to carer’s health and demographics, were associated with changes in the mental
health outcomes of carers during the transition of their relative to a RACF. Key protective factors of carer’s mental
health outcomes following the transition of their relative to a RACF are flow and transparency of information between
carer and the facility staff, and staff efforts to involve carers in providing emotional support to their relative, in moni-
toring care, and advocating for their quality of life.

Conclusion: There is evidence to suggest factors such lack of flow and transparency of information between carer
and the facility staff may predispose carers to poor mental health and QoL following the transition of a relative to a
RACF. Key protective factors of carer’s mental health following admission are staff efforts to involve carers in provid-
ing emotional support to their relative, in monitoring care, and advocating for their quality of life. This review also
indicates that the combination of factors that puts family carers more at risk of poor mental health and lower quality
of life throughout the transition period. Policy and practice should follow recommendations that consider a combina-
tion of the above factors when addressing the needs of family carers before and after admission of an older person to
RACK.
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Background

Family carers play a crucial role in the life of older peo-
ple. The physical and mental functional capacity of a fam-
ily carer often determines how long the older person can
continue to age at home [1]. International ageing policies
and service planning schemes promote independence,
active choice, and social inclusion for older people. Sup-
porting people’s preference to live at home for as long
as possible is the focus of many governmental initiatives
both nationally and internationally [2, 3].

In Australia, policy makers are currently challenged by
the growing demand for home care packages given the
increasing number of people aged over 65 [4]. In 2018,
1.3 million older Australians living at home needed
some assistance with everyday activities, and of these,
over one-third (34%) did not have their needs fully met
[4]. Two thirds of people who began using aged care
services were admitted into residential care. Family car-
ers are instrumental in helping older adults age in their
own homes, and the care they provide often replaces or
complements formal (paid) services to meet the needs
and preferences of older people. The well-being, men-
tal health, and quality of life of carers is challenged by
the transition to residential care (e.g., [5-7]). Carer’s
symptoms of depression and anxiety were not found to
improve significantly with admission to residential care,
particularly for spouses and those who were less satisfied
with residents care or who visited more often [8]. In the
same study, carers use of antidepressants before admis-
sion had also not changed with admission, rather a sig-
nificant increase in the carer’s use of anxiolytic (14.6 to
19%) was reported, and nearly 50% were at risk of clini-
cal depression after placement [8]. The aim of the current
review, however, is to identify the protective and contrib-
uting factors to adverse mental health outcomes of car-
ers when an older family member transitions to a RACFE.
In 2017-18, the majority of people entering permanent
residential aged care were aged 85years and over (59%).
By extension, family carers (whether spouses, siblings, or
adult-children/in-laws) are often older adults themselves
[9] with associated age-related conditions. With women
comprising 70 % of informal carers [10], the increase in
women’s work force participation, social demands and
expectations often competes with their ability to provide
care for an older family member [9]. Juggling competing
responsibilities, often has negative effects on the health
and wellbeing of this so called ‘sandwich generation’ [9],
where individuals care for those in the generations above

and below them. For this reason, the health and wellbeing
of the family carer (hereafter carer) is often fragile and
compromised by the time an older person is admitted to
residential aged care.

Understanding the effects of long-term care placement
on the mental health of family carers, warrants a review
of the literature. Although reviews on the wellbeing of
informal carers of people with dementia transitioning
to residential care have been conducted (e.g., [5-7]).,
this review aims to expand on this, with a focus on the
wellbeing of all carers of older people regardless of care
recipients’ health condition.

Many newly admitted residents and their carers feel the
decision regarding entry into residential care is rushed
and overwhelming [7]. Admission often follows a trau-
matic event, such as a fall or hospitalisation, illness, dis-
ability, bereavement, an emergency, the changing needs
of their carer, or because it is no longer possible to man-
age at home. The wellbeing and quality of life (QoL) of
carers of older people is highly challenged with the tran-
sition of their older family member to a residential aged-
care facility (RACF) [11]. A RACF in Australia is a facility
where older people reside, when they can no longer live
at home and need ongoing help with everyday tasks or
health care. This is also known as a nursing home, aged
care home, long-term care, or skilled nursing facility in
the international literature.

Previous research has shown that the pre-admission
experiences may have an impact on how carers experi-
ence the transition [12, 13]. In addition, a difficult pre-
admission experience, such as feeling unsupported in
their decision making, feeling pressured by professionals
towards admission, or not having the efforts involved in
their caring role validated by others, may also hinder the
effectiveness of support systems for carers provided in
the post-admission stage [13-17].

After admission to a RACE, it is not unusual for carers
to experience a loss of purpose in life [18], as their role
changes in many ways and often leaving carers to estab-
lish a new role [5, 19]. The new role is often one of advo-
cating for good quality of care [20] and respect for their
relative’s dignity [16, 21], linking the resident to the world
external to the facility [20], or assisting their family mem-
ber integrate into their new environment by contributing
to the RACF community [20].

To date, studies indicate that the experience of carers
during the transition of their loved one to RACF is var-
ied [15, 18, 22]. Carers may experience significant relief
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knowing that their family members now receive quality
care from trained staff instead of themselves [16, 18, 21,
23], and that the struggle of finding a RACF is over [17].
Other carers may experience ongoing poor mental health
[24], and a range of negative emotions during the transi-
tion of older people in a RACF [6, 25].

The well-being, mental health, and quality of life of car-
ers is challenged by this transition, with admission often
impacting negatively on carer anxiety, depression, bur-
den, and loneliness [5-8, 26]. While the experience of
carers has been widely explored [6], the characteristics
that make carers more susceptible to ongoing burden and
poor mental health, are less defined. Identifying the fac-
tors that increase carers risk of poor mental health out-
comes after admission, is important to help target timely
support for those most vulnerable. In addition, such tar-
geted support may also impact the mental health out-
comes and adjustment of clients entering the facility [16].
Given the exploratory and broad nature of our aim, and
the variety of ways evidence on how variables related to
mental health and quality of life of family carers are are
collected, reported and analysed, a narrative review and
synthesis methodology was considered the most appro-
priate approach to take. Systematic reviews are useful for
answering well defined research questions with a nar-
row, specialised scope, but are less relevant when little
is known about a topic and where a broader search and
scoping of literature is initially required [27, 28].

The current review seeks to describe the range of fac-
tors contributing to poor mental health and wellbeing
among family carers following the decision to move a
family member to residential aged care and after admis-
sion to permanent residential care takes place.

Methods

Search strategy

A systematic search of peer reviewed literature indexed
in electronic databases CINAHL via EBSCOhost, Pub-
Med, and PsycInfo via OvidSp was completed using the
following terms: (1) participants (i.e., carers of older peo-
ple); 2) outcome (e.g. QoL, burden, mental health, well-
being); and (3) setting (e.g. residential aged care, nursing
home; admission; transition of care). With the impacts of
residential care transition on family carers gaining atten-
tion over the past 15years, literature included ranged
from 2004 to 2019 [7] (see full search strategy in Supple-
mentary File Box 1).

Inclusion/exclusion criteria

We used PICO (population, intervention, comparison,
and outcomes) as the framework to select relevant stud-
ies. We included any descriptive, correlational, or causal-
comparative/quasi-experimental  studies,  reporting
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relationships between the mental wellbeing and QoL of
family carers of older people and their circumstances
before or after of the admission of their older relative to
residential aged care. The exclusion criteria were studies
examining intervention outcomes, residents’ outcomes
only, conducted in non-RACF settings (e.g. retirement
villages), those including paid carers, or with samples
lower than two participants. Intervention studies and
studies testing validity of instruments were also excluded
to avoid outcome reporting bias. Review articles were
excluded to avoid duplication of findings, as the reviews
identified often included a number of articles papers
included in the current review. However, review arti-
cles were used as a source for citation searching relevant
papers.

The study selection was carried out by two reviewers
independently (JL and VCC), using EndNote to assist
with this process. After removing duplicates, the title and
abstracts of all studies were screened for relevance and
eligibility against the inclusion criteria and those meeting
these criteria the full text was downloaded and assessed
for study eligibility. Citation searching of references from
included articles was also conducted, with no additional
studies found. Screening and assessment of eligibility was
conducted by JL and reviewed by VCC. Discrepancies
were resolved by discussion.

Data extraction and analysis
This review follows recommendations for conducting
and reporting a review of independent syntheses of quali-
tative and quantitative [29], where qualitative and quanti-
tative findings are interpreted together in the discussion.
The data extracted from the studies included country in
which the study was conducted; study objectives, par-
ticipant characteristics; study design; outcome measures;
period in the transition data was collected; and relevant
findings. Investigator JL and investigator VCC conducted
data extraction and critical appraisal, with full agreement
achieved through discussion. The quality of the arti-
cles was appraised using the Mixed Methods Appraisal
Tool (MMAT) [30], which includes specific criteria for
appraisal of qualitative and quantitative research [30].
Relevant data were extracted by two authors (VCC
and JL) and an iterative review of each study, using an
inductive methodology for the thematic synthesis of
the qualitative data [31] was undertaken. Extracted text
was examined for common characteristics and relation-
ships between variables which enabled concept mapping
across both pre-admission and post-admission periods
of the transition. Emerging themes were discussed and
agreed between the research team members. A conver-
gent synthesis of the quantitative results added insight to
the integration of the findings [29].



Camoes-Costa et al. BMC Geriatrics (2022) 22:433

Results

From the original 371 articles identified via the databases,
341 articles were excluded as these either reported on the
outcomes of interventions, or the participants included
were aged care residents or paid carers. Thirty full text-
articles were then assessed for eligibility. From this, 7
papers were excluded including: review papers (n=5),
a paper testing the validity of an instrument (#=1) and
a single participant case-study (m=1). No study was
excluded from the systematic search based on its critical
appraisal (see results of quality assessment using MMAT
in Supplementary File Box 2), given they were all of high
enough quality. Overall, 23 studies were included in this
review (Fig. 1). These studies varied in the measures used
and outcomes reported, and used a mixture of qualita-
tive and quantitative methodologies. As such, a meta-
analysis of the existing evidence was not appropriate.
Instead, a narrative review was conducted (Table 1 details
the 23 studies included). Of all included studies, 17 had
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a qualitative aspect to its methodology and used inter-
views to gather their data [12-18, 20, 23, 32-39], and 6
reported quantitative findings [40—45].

The sample size in the 17 qualitative studies varied
from six [35] to 149 caregivers [32] and across all articles
there was a total sample size of 473 family carers from
6 countries: US, Canada, UK, Ireland, Spain, and Aus-
tralia. Of the six quantitative studies, four were based
in the US [8, 41-43], and two in Europe [40, 44]. Three
of the US-based studies were conducted by the same
group of researchers [41-43], and two of these studies
reported on a secondary analysis of data from the same
longitudinal study [41, 42]. One of the European studies
was conducted across eight countries [12, 40]. The other
European study reported a secondary analysis of data col-
lected from 25 studies conducted in the Netherlands [44].

Thematic analysis of text extracted from the qualita-
tive studies revealed three broad themes associated with
changes in the mental health outcomes of carers during

Records excluded

(n=341)
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Fig. 1 PRISMA flow diagram
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the transition of their relative to a RACF: 1) information
obtained and from the facility, 2) support to change roles,
and 3) factors related to carer’s health and demographics.

Mental health outcomes of carers when an older family
member transitions to a RACF, and the factors associated
with the mental wellbeing of carers during the transition
of older family member transitions residential aged care
are described in further detail below.

Mental health outcomes for carers when an older fam-
ily member transitions to a RACF The quantitative stud-
ies included in this review identified a numbers of factors
contributing factors to poor mental health, poor wellbeing,
and poor quality of life, as well as identified protective
factors (see Table 2).

Objective caregiver burden, measured by the number
of caregiving hours, was found to decrease with admis-
sion [40], while carer’s subjective burden remained high
[44]. A decrease in burden and stressors and indicators of
negative mental health, such fatigue due to informal role
provision, anxiety and anger, were found over time [43].
However, at 3-month follow up clinical significant bur-
den was still present then [40].

After admission, nearly 50% of carers were at risk of
clinical depression, and the use of anxiolytics increased
[8]. A decrease in psychological distress was found at
3-month follow-up and tapered over time [41, 43]. Small
improvements were more commonly observed in spouses
whom visited frequently and those less satisfied with the
care [8]. However, no significant changes in health related
QOL were found [40].

Factors associated with the mental wellbeing of carers
when an older family member transitions to a RACF
Information about and from the facility

The experiences of carers before admission are likely to
affect their overall confidence in the transition [13]. For
example, carers less familiar with the facility were more
likely to deem what happened post admission as inade-
quate or unacceptable [32, 39]. Having information about
the facility and its reputation beforehand was helpful in
reassuring and increasing carer’s confidence in the care
provided at a RACF. However, the decision to move an
older family member into RACF was often based on lit-
tle information [14, 15]. Knowing as much as possible
regarding care provided at the new facility helped car-
ers prepare and reduced the uncertainty of how the older
person would integrate [33].

Post-admission, the information provided by the facility
staff on how the resident is adjusting was seen as a testa-
ment of trust and respect [32], and crucial for the experi-
ence of the carer [16, 23]. Not feeling welcome in RACE,
being apprehensive or ill-informed about quality of care
were adverse factors to carer’s adjustment [15, 16]. Flow
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and transparency of information between carer and the
facility staff, and staff support of regular visits prevented
loneliness in the carers, and contributed to better men-
tal health of carers [18, 37]. Barken’s study reported the
following from a participant: ‘the more contact you have
with the families even though it’s time- consuming, the
more transparent you are, the more honest you are about
the way things are here, you know, it's really appreciated
and the more on board families are’

Support to change roles

Many carers experienced chronic worry and burden
before deciding to transition their loved ones to perma-
nent residential aged care, or felt a sense of losing control
despite their pivotal role in the transition process [17].
Many carers feel guilty regarding planning or making the
decision to move an older family member to an RACE,
and they may see this as a betrayal of trust, or an act of
abandonment [33]. Staff efforts to build relationships
with family carers, identify forms of assistance the carer
might need, and include family in decision making were
found to be important for a smoother transition [12].
Two studies have shown that adjustment of the family
members to the transition was closely related to whether
the older relative accepted the placement [13, 23], and
the type of relationships family member established with
staff at the facility.

At the time of admission, carers experience a great
sense of loss of purpose as their role as a carer dissipates
and becomes the responsibility of the care staff [18].
Being able to use their knowledge of their loved one —
i.e., knowing exactly what they want and how they want
it - and being supported to shift into an advocacy role
for the best quality of care possible helped carers to feel
part of the ‘specialist’ team caring for the resident [18,
20]. Carers became more involved in providing emo-
tional support to their relative, monitoring care, and
advocating for their quality of life [36]. Good commu-
nication between staff and family, made the transition
more pleasant and carers felt more included [14, 15, 23].
A participant of Hainstock & et all (2017) explained:
‘Now, of course, the care home people are doing all the
care. I'm just sort of the emotional- a bulwark of his exist-
ence now. I'm the familiarity of the past. But as far as
physical care- I think I'm a lot of mental care, but no, no,
there’s no physical care going on’ Fewer visits of carers to
the facility were also linked to significantly poorer rela-
tionships with staff [36, 37].

The relationship with other family members and their
support regarding the decision to move a family mem-
ber to residential care also contributed to whether carers
found the process positive or experienced guilt, devasta-
tion, loneliness, panic and helplessness [38].
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Table 2 Summary of the factors impacting poor mental health, wellbeing, and quality of life in carers

Study Author, Year, Country Factors impacting poor mental health, wellbeing, and quality of life in carers

Bleijlevens et al,, 2015, Holland [40] Decrease in burden found at 3-month follow-up after transition, although clinical significant burden was still
present then.
Decrease in psychological distress found at 3-month follow-up after transition, although no significant changes in

health related QOL were reported in this group.

Gaugler et al. 2007, USA [43] Decreases in stressors and indicators of negative mental health, such fatigue due to informal role provision, anxi-

ety and anger, were found over time.

Gaugler etal, 2010, USA [41] Decrease in burden found at 6-month and 12-month post-placement.

Smaller decrease in depressive symptoms found at 6-month and 12-month post-placement.

Metzelthin et al,, 2017, Holland [44] = While objective caregiver burden (measured by the number of caregiving hours) may decrease with admission,

carer’s subjective burden remained high following transition of the care recipient to permanent care

Schulz et al,, 2004, USA [8] The use of anxiolytics increased with placement and nearly 50% of carers were at risk of clinical depression after

placement. Small improvements were more commonly observed in spouses whom visited frequently and those

less satisfied with the care.

Factors related to carer’s health and demographics

Spouses were more affected by the move than adult
children [34]. A study found that carers who were co-
residents with the older person were most affected [20].
The following quote from a daughter illustrates the emo-
tional hardship of transitioning a parent to residential
aged care: ‘Homestly, right from the beginning we knew it
was happening and we knew it was coming. My sister and
I were so stressed, I remember going home crying numer-
ous times. Crying at night, the two of us, we would break
down. And we would be like “what are we going to do?”.
Very helpless, our hands were tied. Because we knew that
mom can’t go home, they're not willing to help us try and
it’s just like, “here’s a list of homes; go look at them and
let us know’ [17]. Adult children who have gone through
the process of admitting one parent to residential aged
care in the past reported feeling better prepared the next
time [17]. Experience of emotional ambiguity, grief, loss
of control, and guilt, were also associated with worsening
of chronic conditions like diabetes, pain, glaucoma, pso-
riasis and thyroid issues in carers [35].

More recently, the usefulness of prognostic tools in
identifying caregivers at risk for burden (defined as the
negative psychosocial, economic, or physical effects of
providing care to a relative) and depressive symptoms
was questioned [42]. Using a sample of 1610 caregivers,
this retrospective longitudinal study identified that, in
instances of more than 36 months of caring, any unmet
need in the carer (i.e. geriatric depression scale score
above 2, burden inventory score above 9), was a pre-
admission predictor for ongoing burden 6 months post-
placement. Having a pre-admission geriatric depression
scale score above 2, subjective poor health, being a
spouse, and using services routinely (i.e., housework
personal care, and adult day care services) also pre-
dicted ongoing depression in the caregivers of residential

aged care recipients with dementia 6 months following
admission.

Logistical regression analysis indicated that the key
predictors of caregiver burden and depression were gen-
der and kin relationship to the care recipient; women
were more likely to have prolonged burden; wives and
daughters were at 8 and 2 times greater risk of ongoing
symptoms after placement, respectively [41]. In compari-
son, husbands were found to be at higher risk of persis-
tent depression. Caregivers from Caucasian background,
who are employed, who provided care for longer hours
prior to admission, and have greater self-reported health
needs of their own (such as health impairments or lack of
social support), are more likely to suffer from persistence
burden at 6 and 12 months post admission [41].

A cross sectional study compared caregiver and
care recipient characteristics with caregiver outcomes
[44]. Care recipients who were men, married, and had
increased disability and lower perceived wellbeing,
experienced increased carer burden; while women and
younger carers, who co-lived with the care recipient,
reported increased burden and poorer self-perceived
health. However, this paper reported a secondary analysis
of caregivers and care recipients data drawn from 25 dif-
ferent studies with variation in sampling, inclusion crite-
ria and data collection method, which may compromise
generalisability of the findings.

Discussion

The aim of this paper is to highlight the protective and
contributing factors to adverse mental health outcomes
of carers during the transition of an older family member
to residential aged care. Significant variation in findings
reported in this review suggest some carers are more sus-
ceptible to poor mental health outcomes and QoL than
others.
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Carers who feel unsupported during the transition of
the older person to residential care are likely to experi-
ence poorer mental health outcomes [7, 36, 42]. This is
consistent with qualitative data reporting poorer mental
health in carers who make sudden decisions and have less
time to prepare for the transition [12] and with a previ-
ous review by Jacobson and colleagues [6].

Carers with greater unmet needs of their own, such
as those unable to meet their own commitments (e.g.,
employed carers, those with financial difficulties, poor
social lives, or declining physical health) seem to be more
likely to experience greater ongoing burden, mental and
physical exhaustion, and may resent their caring role.
These carers also tend to prefer to visit less often. Con-
versely, those more socially engaged and satisfied with
their carer role, who feel supported during the transi-
tion are more likely to experience greater QoL and less
burden and depression and feelings of loneliness follow-
ing the admission. Future research to further explore the
associations above is warranted, to allow the develop-
ment of targeted interventions for carers at risk.

Those who feel forced to visit regularly and provide
ongoing care are at an increased risk of poorer men-
tal health outcomes [8]. However, the reason for such
increased risk is also likely to be multifactorial. Dissat-
isfaction with services and communication by staff has
been related to increased depression in carers [7, 8, 13].
It has been proposed that carers dissatisfaction with care
services may promote greater apprehension and guilt,
and therefore higher visitation and caregiving, and might
be an underlying cause for poor mental health of carers
[8]. Additionally, the loneliness associated with being a
spouse of someone admitted to a RACF often stemmed
from isolation from other social connections that result
from frequent visiting and caregiving [8]. Carers who
feel more socially isolated (such as single carers, co-res-
ident carers and spouses), dissatisfied with the care pro-
vided, and poorly supported during the transition exhibit
greater levels of burden and negativity regarding the tran-
sition. These carers are often people whom had neglected
their own social lives and other relationships during their
caring role; carers with fewer social engagement activities
seem to express greater feelings of loneliness and are also
more likely to feel depressed [46].. Variation in the out-
come of the transition for carers was also reported in a
previous review by Sury and colleagues [7]. However, the
studies included in that previous review provided fewer
insight of what may influence the trajectory of these dif-
ferent outcomes.

A strength of this review, in comparison with previ-
ous reviews [5, 6],is that both quantitative and qualitative
studies were included, allowing a more thorough explo-
ration of factors impacting informal carers’ wellbeing.
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Previous findings are inconsistent in showing changes in
carer’s burden after RACF admission of family members
[5]. However, this does not mean carer’s mental health
improve with the transition. Previous data also supports
that some carers continue to report poor mental health
outcomes post admission into RACFs. An earlier review
by Afram and colleagues [5] suggested the need to con-
sider the care-transition period a continuum, rather than
adjacent stages. The findings of the current review still
support the view of an integrated transition stage where
pre-admission factors may influence the trajectory of
post admission outcomes for carers. However, how the
transition influences pre-existing depression and anxiety
in carers is still unclear [8, 42].

Conflicting evidence suggests that transition to a RACF
may alleviate negative emotional symptoms in some fam-
ily carers, but a large proportion of these carers continue
to experience ongoing depression, burden, and poor
QoL. This may also be because the consequences of care
such as reduced income will have a longer term impact,
or because some mental health conditions are chronic
rather than situational [47]. In addition, the studies
included in this review involve a heterogeneous sample
of aged care residents in regards to their care needs, and
specifically in relation to the presence of dementia. It is
not uncommon for transition to aged care to be accom-
panied by advancing dementia. Carers of people living
with dementia experience four times worse mental health
than non-carers [48]. Therefore, dementia in the care
recipient in an important contributor to poor mental
health in carers.

Limitations

This review includes only articles published in peer-
reviewed journals. Although it is likely that other articles
exist outside of these sources, it is unlikely that these arti-
cles would be of adequate methodological quality. Studies
not published in English were excluded, limiting our abil-
ity to examine relevant data from non-English speaking
countries or lower-middle-income countries. In addition,
this paper reported a secondary analysis of caregivers and
care recipients data drawn from 25 different studies with
variation in sampling, inclusion criteria and data collec-
tion method, which may compromise generalisability of
the findings.

There is a lack of standardization across the litera-
ture as to what constitutes the transition period to a
RACE. As such, the studies included covered various
timelines from pre-admission to more than 5years
after admission, and examined carer experiences dur-
ing various phases after transition. Additionally, the
participants were all carers of people who are either
entering or have entered residential age care, and no
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specific information is provided about the level of cog-
nitive impairment or the type of care received by the
residents. This caregiver population may have been
caregiving for a long period of time already and not
be representative of all carers. Future research should
explore predictors of poor mental health outcomes in
family carers of newly admitted residents. Addition-
ally, despite referring to unmet needs in carers, the
included articles did not specifically identify these.
Clearly understanding unmet needs provides an avenue
for intervention.

Also, we may have missed key terms in the search strategy,
which may have resulted in additional key papers not being
identified and included in this review, limiting the findings
we are able to report. Implications for policy and practice.

Information regarding the combination of factors that
puts family carers more at risk of poor mental health and
lower quality of life throughout the transition period can
inform the development of screening tools or targeted
early interventions to help carers in need of additional
support at specific times during the transition.

There is evidence to suggest factors such lack of flow
and transparency of information between carer and the
facility staff may predispose carers to poor mental health
[18, 33, 37] and an overall negative experience follow-
ing the transition of a relative to a RACF [16, 23, 32].
Key protective factors of carer’s mental health following
admission are staff efforts to involve carers in providing
emotional support to their relative, in monitoring care,
and advocating for their quality of life.

This review also indicates that it may be the association
of certain characteristics, which increase the subjective
burden, and decrease QoL and mental health outcomes
for carers. For example, spouses, carers who co-reside with
the older person, with pre-existing depressive symptoms,
and poor subjective health, seem to have poorer mental
health outcomes over the transition period [20, 34, 41, 44].

This means that policy and practice should follow rec-
ommendations that consider a combination of the above
factors when addressing the needs of family carers before
and after admission of an older person to RACF. For exam-
ple, specific assessment and advice tailored to individual
needs may be recommended. More robust evidence based
on valid and reliable mental health measures across differ-
ent time points of the transition is needed. How burden,
depression and quality of life in carers varies over time dur-
ing the transition period (i.e, in preparation for admission,
shortly after admission, or some months after admission),
and which factors make carers more susceptible to ongo-
ing poor mental health at different points of the transition,
should be further explored to inform policy and practice
into supporting carers of prospective and newly admitted
aged care residents.
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