Abstract
Aim: to explore the experiences of informal carers who provide care for frail, older adults who are at risk from falling in their own home.
Background: Frail, older adults who fall present a significant challenge for their careers and the health and social care services that support them. Falls can often mean long stays in acute hospital facilities or admission to care homes. Research studies have often investigated the cause and effect of falls in relation to risk, but there has been a limited amount of insight into how informal carers manage those who are at risk from falling in their own home. 
Design:
Methods: A qualitative study that used thematic analysis was adopted. Ten informal carers participated in the study. Data were collected via one to one, semi structured interviews in the care recipient’s home from February to May 2019. The study applied the COREQ research checklist. 
Conclusion: Findings highlight that informal carers believed that once a fall had occurred, further falls were inevitable and that falls prevention interventions were of little value. To prevent falls, informal carers would restrict the activity of the care recipient as well as controlling both the environment and the care recipient’s movements. A better understanding of the use of control and monitoring of care recipients by informal carers is important. This knowledge will enable the delivery of falls prevention interventions for the frail, adult population that are effective, appropriate and promote the delivery of evidence-based care.
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Bullet Points:
· Informal carers believed that once a care recipient had fallen further falls were inevitable 
· Informal carers considered falls prevention services of little value in averting any further falls  
· In order to prevent falls, informal carers would restrict the activity of the care recipient, controlling environments and monitoring the care recipient’s activity 
1. Introduction
Falls in the frail, older adult population are a major problem often resulting in a significant impact on the individual, their carers and health and social care services. The consequences from falls and any resulting injuries can lead to extended stays in hospital, reduced mobility or admission to residential care (Burgon et al, 2019). It is estimated that one in three of those aged 65 years and over fall each year in the UK with the cost of frailty fractures estimated at £4.4 billion (Spetz et al, 2015). This is despite the availability of falls prevention services intended to reduce the risk of falling (Gillespie et al, 2012). Frailty associated falls have been shown to result in a reduced quality of life, an increased burden on informal carers (Bandeen-Roche et al, 2015) and a higher risk of hospitalisation and death (Tom et al, 2013). A large number of those who fall will rely at some point on the support of informal carers (Carers UK, 2015) now recognised as important partners in falls prevention (NICE, 2013).
Age compositions are changing with mortality demographics shifting and individuals living longer in populations that are growing older (Harper, 2016). Statistics suggest the biggest increase will be in those 85 years and older with 3.2 million people in the UK projected to be in this age group by 2040 (ONS, 2018). This trend continues across Western Europe. By 2030 24% of the European population will be aged 65 or older. 
For health and social care systems this will mean an increase in those living with frailty and an increased number of older adults at risk from falling. One third of people over the age of 65 living in Western European countries fall at least once a year with approximately 36,000 fall related deaths annually (Eurosafe, 2015). In the UK hip fractures resulting from domestic falls account for 1.8 million hospital bed days each year at a cost of £1.9 billion to the National Health Service (PHE, 2018). The National Institute for Health and Care Excellence (NICE) guidelines (2013) recommend a variety of interventions to prevent falls including the assessment of hazards at home and exercise programmes to increase strength and balance. These programmes are often delivered by community based multi-disciplinary teams and are considered an effective intervention in reducing falls in the frail, older adult population. (Gillespie et al, 2012). Evidence suggests a low uptake of falls prevention strategies (Finnegan et al, 2019) but with the support of informal carers the success of such interventions is thought to increase (Lee et al, 2013). 
In order to achieve the £22 billion efficiency savings of the NHS Five Year Forward View by 2020, the momentum to drive preventative care has gained pace with only those needing urgent medical care being admitted to acute health care services (Haycock, Stuart & Kean, 2012; DH, 2014). This has the potential to have a significant impact on the role of informal carers (Carers UK, 2015).  
It is estimated that there are 6.5 million informal, adult carers in the UK. This number is anticipated to increase to 9 million by 2037. The shift in the provision of informal care at home is evidenced in a report by Carers UK (2018). The report states that many carers are at breaking point as they struggle with their caring responsibilities. With an ageing population and informal carers identified as partners in falls prevention, it is essential to understand the impact of falls in care recipients on those who care for them. 
There have been a number of quantitative approaches to investigate the risk of falls for older adults as well as studies measuring carer burden. However, they have provided limited insight into how informal carers experience and manage those frail, older individuals who are at risk from falling in their own home. Some research studies have examined the experiences of those providing informal care for individuals with dementia, Parkinson’s disease and long-term health conditions. However, studies that have explored the perspectives of informal carers who provide care for someone who is frail but without a diagnosed long-term health condition and at risk from falling at home are limited. Therefore, the aim of this study was to explore the experiences of informal carers and how they fulfil the role of caring for a frail, older adults at risk from falling in their own home. 
2. Method
For this qualitative study, semi structured, one to one interviews were chosen as the most appropriate method for data collection, gathered from informal carers. This method is recognised as having the potential for providing rich and detailed descriptions (Braun and Clarke, 2006). Open ended questions encouraged participants to describe their experiences in their own words while considering their role as an informal carer. 
2.1 Sample/Participants
The interviews were conducted by the lead researcher; a registered nurse with experience of conducting one to one research interviews with carers. Ten informal carers were interviewed and a purposive sampling strategy was chosen initially, followed by snowballing (Forrester, 2010). The sample size was selected to account for the scope of the study, access to participants and time limitations (Marshall, 1996). Participants not known to the researcher were invited to take part if they had been providing informal care (not receiving any payment for their caring role) for at least 6 months for someone who was older and frail but had no known diagnosed long term condition. These included those conditions that might increase the risk of falling such as Parkinson’s disease or dementia. Participants had to have provided care for those who had fallen in their own home at least once in the previous year. Participants were recruited with the support of the charitable organisation AGE UK who raised awareness of the research study at various carer events. At the events potential participants were invited to contact the lead researcher to discuss the study. Those who initially took part then raised awareness about the study with other carers they knew who they felt met the inclusion criteria. Validity was enhanced by conducting the interviews with participants in the care recipient’s own home providing some acquaintance with the reality of their informal caring role. 
2.3 Data collection
The interviews followed a general interview guide although they were flexible and were adapted due to the personalised and unique experiences of each participant. Interview schedules were developed from a review of the literature and from discussions within the research team. Topic areas for the interviews included; managing the risk of falls, experiences with support services, expectations in relation to reducing falls risk and the impact that falls had on the informal carer. Written consent was obtained in order to audio record the interviews that took place in the participant’s home and lasted between 60 and 90 minutes. 
2.4 Ethical consideration
The study was approved by the university ethics committee (18/NAH/033). Participants were informed that they could withdraw from the study at any time without providing a reason. In the report of the findings each participant (informal carer) is allocated a unique identifier to maintain anonymity (example, IC1).
2.5 Data Analysis
Interviews were transcribed verbatim and analysed using thematic analysis, a systematic technique for condensing text into fewer themes and categories (Boyatzis, 1998). This was a data driven, inductive process. Transcripts were read for each interview. Following the identification of initial themes, a coding frame recognising words, phrases or concepts was developed across the data. The analysis involved reading and rereading all transcripts and then identifying initial themes that were considered and refined in relation to the aim of the research. This application of thematic analysis provided a nuanced account of the data and a detailed qualitative analysis of the narratives provided by participants (Braun and Clarke, 2006). Data collection and analysis concluded when no new ideas, features or topics appeared to be evident and as a result of pragmatic considerations including time limitations (Strauss and Corbin, 1998). Rigour was established by purposive sampling and by lengthy engagement with the participants during the interviews. Frequent meetings with the 3 members of the research team took place to consider emerging themes and to shape further data collection. The COREQ research checklist was used throughout the research process.
3. FINDINGS
Analysis from the 10 interviews resulted in the identification of 4 main themes representing the experience of all participants. Each theme will be discussed in detail.
3.1 Inevitability of falling
Informal carers expressed a belief that once a fall had occurred further falls were inevitable for the care recipient. This was something they thought they would have to get used to managing. They were also confident that the risk of falling would progressively worsen over time. Participants attributed this to the consequences of getting older and viewed it as a common but inevitable hazard associated with old age. Previous falls were also identified as strengthening the likelihood of falls and they were viewed as certain to result in the increased severity of injury.
‘I think I accept that there will always be that risk (of falling) now and it will get worse. The risk will never go away and I have to get use to that’ (IC2).
‘As time goes on he’ll get worse and worse, falls are inevitable I know’ (IC5).
‘He’s just fallen and we’ve managed things really, like I said it’s part of getting older’ (IC8).
It was evident from the informal carers they were able to attribute a decline in the care recipient’s physical ability as an indicator of risk and further falls. They were also able to provide examples of when they could identify situations that they felt would lead to a fall.
‘He’s fallen twice in the house recently and each time he has grazed knees but it could have been a fracture. Luckily, he’s been able to stop himself a bit by grabbing hold of something but I know it won’t be long before he falls and breaks something’ (IC 6).
He was slowing right down which I suppose is all part of getting old so I expected the falls’ (IC3).
3.2 Low expectations of support services
The fact that informal carers considered falling inevitable coincided with the idea that they also believed them to be unpreventable. These opinions appeared to be influenced by the age of the care recipient and the expectation that falls prevention interventions would not be of any value. There was even a suggestion from one participant that any falls prevention intervention would be more of a hazard.
‘When mum had a fall, social services came out to have a look to see if they could do anything that might stop mum having another fall but anything they suggested I thought would be more of a hindrance’ (IC1). 
‘The trouble is no one seems able to do anything for it, stopping the falls. There’s only so much that they can do I suppose’ (IC9). 
Low expectations of support services appear to have been influenced by the frustration some participants expressed in waiting for falls prevention services to intervene. They described the consequences of the wait on them as physically and mentally exhausting. Another described their lack of confidence in services who didn’t visit when they had arranged to or who didn’t follow up for any reassessment.  
‘There’s probably loads of different therapies he could be having but what use would they be? You take time off work and you wait and then they don’t turn up, they’re useless’ (IC5).
‘You usually have to wait for weeks before you get any help and that can be so draining on you physically as well as mentally’ (IC1).
Some participants expressed their annoyance at falls prevention services and other health care professionals ignoring their concerns as informal carers. Frustration was manifested by a sense that support services were not as attentive as they should have been. Some participants expressed strong feelings about a lack of interest in carers’ opinions. For one participant accepting help was conceding that the care recipient was functionally declining.
‘Accepting help if I’m honest is an indicator that he’s going downhill and is losing his independence’ (IC3).
‘Even when I mentioned it to them (services) about dad falling and I’m struggling to care for him, it falls on deaf ears. They know you’re a carer but they don’t ask the right questions. I’m sat there thinking you’re not listening to me’ (IC6). 
3.3 Control
Some informal carers felt the need to restrict access for the care recipient to certain environments because of the anticipated risk of falling. In an extreme example the care recipient had been persuaded by their carer to move from their house to a flat.
‘We had been talking to mum for quite some time about moving but mum took a while to understand how this would be beneficial for her. It was going to be hard for her to let go of her own home but she had been falling’ (IC2).
‘I’ve tried to explain to him that until he’s more steady on his feet he’ll have to use the commode downstairs’ (IC9). 
The need to control behaviour was manifested in examples of when informal carers limited what the care recipient could do. Participants described instances where they restrained normal activities such as dressing, preparing food or shopping. One participant acknowledged that the fact that the care recipient was mobile presented them with more reason to be concerned about falls. 
‘The problem with dad is that he’s mobile. If he wasn’t mobile he’d be less of a worry’ (IC5). 
‘I tell her not to put her shoes on, to wait for me and I will do it’ (IC1).
‘I make sure he’s had his breakfast before I leave so that he doesn’t have to move around so much when I’m out’ (IC5). 
3.4 Monitoring
All participants expressed the need to vigilantly monitor the care recipient even if it was at the expense of themselves not having time away from the care giving role. They appeared to accept this as a trade-off for the reassurance that the care recipient was safe. One participant suggested the use of a tracking device fitted under the skin of the care recipient in order to monitor their movements.
‘The only thing that would really help is if he had a tracking system embedded into his skin. In an ideal world that would be the only thing that would help because you could see when he went out and where he was so I could pick him up, unless he’d fallen already that is’ (IC5).
‘He’s had a number of falls so I do have to keep an eye on him all of the time. That means I’m in a lot because he doesn’t go out’ (IC7). 
Some participants recognised the impact that the constant monitoring had on their physical and mental health while others offered examples of this even when they were not actually with the care recipient.
‘It’s physically tiring for me looking after mum, having to keep an eye on her’ (IC1).
‘You just feel absorbed into a state of depression looking after someone else, keeping a constant vigilance, having to make changes and adjustments’ (IC9).
‘Yes, it takes more out of me looking after him, backwards and forwards making sure he’s ok, keeping a constant eye on him and not being able to go out like I used to’ (IC9).
4. DISCUSSION
This study has demonstrated that when the frail, older adult was at risk from falling at home this generated informal carers to assume that further falls are not only inevitable but are an accepted consequence of getting older. Participants in the study had all received some contact with health or social services in relation to the care recipient falling at home. However, despite the aim of falls prevention services being to thwart further falls and increase independence, participants in this study placed little value on those services. This may go some way to explain why informal carers then did what they thought was necessary to prevent the care recipient from further falls. This included restricting the care recipients’ activity as a way of providing reassurance of the care recipients’ safety. These controlling and monitoring behaviours identified in this study offers some explanation as to how informal carers managed often stressful situations associated with caring for a frail older adult at risk from falling. 
Informal caregiving has often been portrayed in terms of burden that originates at a point when the demands from the care recipient collide with the care givers subjective ability to manage the demands made of them (Raina et al, 2004). Pearlin and Schooler (1978) suggest that in order to increase their confidence in being able to manage stressful situations, informal carers enforce control over situations that reinforce that stress. This in turn enables them to perceive that they are coping with the demands placed upon them (Chan et al, 2018) and something which was evident in the findings from this study. Infurna (2013) suggested that those caring for relatives with Alzheimer’s disease who felt confident in dealing with the risk of falls reported less psychological distress whilst those conveying low levels of confidence described higher levels of stress. This suggests that control is influential in gaining self-perceived confidence. This then provides a protective effect for informal carers in managing the negative effects of care giving. The control and constant monitoring exhibited by the carers of those frail, older individuals at risk of falling in this study mirrors this. Their behaviour provided a sense of confidence in dealing with the situations they found themselves in as an informal carer. It was a way of managing the perceived threat to the person they were caring for. In other words, it was the belief in their competence of successfully handling a situation that led to how they controlled the care recipient and their environment.  
Studies in this area have found that control is an important factor in how informal carers gain certainty in often unpredictable situations (Buri and Dawson, 2010). Hasselkus et al (1988) reported some of the methods used by informal carers to prevent falls in those with dementia including putting them to bed when they left the house, locking doors and limiting their movement around the house. These are behaviours seen in this study. Other studies focusing on those caring for individuals with dementia have recognised the strategies informal carers use in order to stay in control of unpredictable situations. This includes blocking or restraining those they care for (Szabo and Strang,1999) identified by Clarke (1995) as restricting independence. Once again, this was evident in this study. 
This present study would suggest that support services have to acknowledge informal carers’ controlling behaviours in an attempt to reduce those actions that restrict the daily activities of the frail, older person. This conflicts with the aim of home-based exercise and activity programmes known to reduce falls (Gillespie, 2012). This may be achieved by including informal carers in the planning of falls prevention interventions, including negotiating their involvement and considering their preferences. This is likely to promote independence and maintain optimum function for those at risk from falling. Those in falls prevention services need to document and discuss positive change from interventions such as balance and exercise programmes so that informal carers recognise their effectiveness. This may offer more acceptable solutions in order to work towards mutually agreed aspirations. Those falls prevention services working with informal carers must recognise the risk management strategies including the use of control employed by those informal carers.  Falls services do not appear in the experience of participants in this study to value their opinions and expertise. However, their role as a partner in the delivery of effective, evidence-based interventions has to be recognised as key to maximise outcomes for the care recipient. 
5. Conclusion
This study reinforces and strengthens previous research by providing insight into how carers fulfil the role of caring for a frail, older adults at risk from falling in their own home.  It offers additional perspectives into the use of control over and monitoring of frail, older adults by informal carers. This in turn may negate any benefit that falls prevention aims to deliver. Understanding the need for confidence associated with informal care giving is key in enhancing the effectiveness of health and social care falls prevention interventions. The participants in this study expressed a pessimistic view of fall prevention interventions highlighting the need for support services to engage more effectively with informal carers. The aim should be to reinforce the benefits of home-based strength and balance exercise empirically known to effectively reduce the rate of falls (Gillespie, 2012). The importance on balance improvement instead of hazard reduction may increase informal carer confidence in the care recipient’s ability rather than increasing anxiety about their risk of falling (Yardley et al, 2006). These findings reinforce the need for better falls risk assessment as well as engagement by health and social care services. It strengthens the need to promote the delivery of home-based fall prevention interventions that acknowledge the needs of informal carers. It also supports the justification as to why compliance with fall prevention interventions continue to be lower than expected.
[bookmark: _GoBack]It should be acknowledged that the limitations to this study include the fact that the findings are based on a small number of interviews, participants were self-selecting and there were time limitations imposed on data collection. It does not aim to promote generalisability but it does reinforce findings from previous studies in providing considerations for those health and social care services providing falls prevention interventions. The conceptualisation of falls as multifactorial and complex suggest that further research building on the findings from this study should consider the application of other research designs to contextualise carer experiences.
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