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Evidence suggests that choice of setting may be important in influencing the outcomes of rehabilitation 
programs, as well as optimizing participant satisfaction and adherence. This article aims to examine the 
factors that may inform the choice of setting for a falls-prevention program tailored to the needs of people 
with multiple sclerosis, including the influence of setting on program effectiveness, participant engage-
ment, cost, and sustainability. Any new program should ensure that the choice of setting is informed by 
the intended program outcomes as well as an awareness of the opportunities and challenges presented by 
each type of setting. Evaluations of falls programs for older people suggest that immediate outcomes are 
similar regardless of setting; however, long-term outcomes may differ by setting, possibly owing to differ-
ential effects on adherence. Programs based away from home may offer benefits in terms of maintaining 
motivation, providing peer-support opportunities, and allowing regular access to facilitator input, while 
home-based programs offer unique opportunities for context-based practice and the integration of falls-
prevention activities into real life. Additionally, home-based programs may address some of the long-term 
feasibility issues associated with programs away from home. A “mixed” program incorporating elements of 
home- and community-based activity may be the most sustainable and effective choice to achieve both long- 
and short-term goals within a falls-prevention program. However, currently there are significant gaps in 
knowledge relating to comparative program outcomes, cost, and long-term sustainability. Int J MS Care. 
2014;16:186–191.

R ehabilitation interventions may be delivered 
in a wide range of settings and formats. Fre-
quently, the choice of program setting is not 

an explicit element of the planning and development 
process. Instead, it may be driven by financial, prag-
matic, historical, or political factors. However, evidence 
suggests that program setting may be important in opti-
mizing participant satisfaction and adherence, as well as 

potentially influencing the outcomes of the program.1 As 
part of the work of the International MS Falls Preven-
tion Research Network, evidence regarding the role and 
considerations for program setting were reviewed. This 
article aims to examine the factors that may inform the 
choice of setting for a falls program tailored to the needs 
of people with multiple sclerosis (MS), including the 
influence of setting on program effectiveness, partici-
pant engagement, cost, and sustainability. As evidence 
specifically relating to falls rehabilitation programs in 
MS is limited, relevant sources from other areas of the 
literature have been integrated to highlight some of the 
potential challenges and opportunities within this aspect 
of the program design.

In many countries, health rehabilitation programs 
have historically been based in health-care settings, 
with individuals attending specific programs, often for 
relatively long periods of time.2 Over the past 20 years 
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rehabilitation programs, no differences were found in 
primary outcome whether the program was delivered in 
hospital or community settings.8,9

Adherence and Long-Term Engagement
One of the key criticisms of existing falls programs 

is that while immediate post-intervention evaluation 
may demonstrate improvements in falls outcomes, 
these improvements may not be sustained over the lon-
ger term. In reviews of falls programs for older people, 
the finding that many programs demonstrate patterns 
of high adherence initially, followed by a drop-off of 
engagement over time, has been cited as a possible con-
tributory factor.10 Within cardiac rehabilitation, a sys-
tematic review comparing the outcomes of home-based 
and health-care facility–based programs has suggested 
that although immediate outcomes were similar, rates 
of adherence to both exercise and lifestyle modification 
were superior among participants of home-based pro-
grams, in both the short and the longer terms.9

Factors Influencing Choice of Program 
Setting for an MS Falls Program

Home-Based Programs
Home-based management programs for people with 

MS have been demonstrated to be both feasible and 
cost-effective11; however, little comparative analysis has 
been undertaken relating to rehabilitation programs. 
Home-based models include those that are essentially 
self-administered and those that include periodic review 
by external facilitators. Evaluation of home-based falls 
programs for older people has suggested that major 
advantages include the convenience for participants and 
the “real-life” nature of the setting,12 allowing environ-
ment-modification advice and exercise components of 
the program to be integrated into daily activities from 
the outset.13 Home-based programs can also foster skill 
mastery by allowing the participant to practice skills in 
the home that have been collaboratively selected with 
the interventionist to provide “just the right challenge.”14 
A concern with home-based programs is the potential 
for risk of injury with unsupervised exercise. There is, 
however, minimal evidence supporting this, and the few 
investigations that have included home-based exercise 
programs in people with MS have reported few adverse 
events.3,15

Individually tailored home-based programs may 
lead to improved perceptions of control and ownership 
among participants, which could improve self-efficacy. 

there has been a global trend toward health-care deliv-
ery away from hospitals and closer to patients’ homes, 
with the aim of increasing cost-effectiveness, access, and 
sustainability. In many countries this trend has included 
a greater emphasis on the integration of health-focused 
programs into the wider community. Alongside these 
changes is the recognition that for people managing 
long-term conditions, engagement in ongoing hospital-
based rehabilitation programs may be incompatible with 
an increasing emphasis on facilitating self-management, 
and the aim of providing person-centered (rather than 
service-based) care.

For individuals who are not inpatients (eg, in acute-
care hospitals or rehabilitation hospitals), possible set-
tings for falls interventions can be organized into three 
broad categories: home-based, within the local commu-
nity, or health-care facility–based. While home-based 
programs engage participants on an individual basis, 
community- and hospital-based programs may include 
an element of group participation, with varying degrees 
of individualization within the program.

Influence of Program Setting on Program 
Effectiveness

Primary Outcomes
The limited number of MS studies specifically evalu-

ating falls outcomes makes evaluation of the effect of 
setting problematic. However, the existing literature 
suggests that improvements in falls risk, knowledge, and 
awareness of falls and balance ability can be achieved 
with home-based,3 community,4,5 and health-care facil-
ity–based programs.6 Within the literature on older 
adults, meta-analysis suggests that falls programs in all 
three settings lead to a reduction in falls rate and falls 
risk of a similar magnitude.7 One of the issues in evalu-
ations based on meta-analysis is the significant degree of 
heterogeneity within the various interventions, which 
limits direct comparison between the effects of different 
programs delivered in differing settings. Within Gil-
lespie’s 2012 review of 159 trials of falls interventions 
in older people, only two studies were included that 
compared the outcome of a standardized multifactorial 
falls intervention across settings. Both these studies com-
pared the outcomes of a falls program when delivered 
in a community medical practice or specialist hospital 
setting; the findings of both have suggested no signifi-
cant differences in rate of falls, risk of falling, or risk of 
fracture between the settings after 1 year.7 Similarly, in 
evaluations of the effectiveness of pulmonary and cardiac 
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tact with a program facilitator may improve the ability 
of interventions to be tailored specifically to the needs 
of individual participants, as well as providing valuable 
feedback cues.23 However, programs away from home 
are unlikely to be frequent enough to provide a sufficient 
intensity of exercise to have a positive impact on falls 
reduction; therefore, participants will probably also need 
to engage in a significant amount of home-based practice. 
Some evaluations of community-based programs suggest 
that this can be problematic, with participants reporting 
that they lacked confidence to exercise away from the 
perceived safety of a supervised environment.24 Provid-
ing opportunities for participants to learn how to follow 
through and apply program content away from the pro-
gram setting is likely to be key in addressing this issue.

Research has shown that there are a number of 
potential challenges associated with programs situated 
in settings away from home. Many individuals highlight 
logistic issues (such as availability of transportation and 
accessibility factors) as being major barriers to engage-
ment, particularly with programs requiring regular 
attendance over a long period.17,25 Logistic barriers may 
be a particular issue with programs based in central hos-
pital facilities, which may be located relatively far from 
participants’ homes,26 or in areas with a widely dispersed 
population. An interesting counterargument is that the 
challenges associated with getting to and from programs 
away from home may offer a significant opportunity for 
problem-solving and the application of skills learned 
within the program itself, providing a feeling of achieve-
ment for participants, which may in turn encourage fur-
ther engagement.27

Another issue that has been identified as a barrier to 
engagement in programs away from home is the time 
and energy required for regular attendance, represent-
ing an additional burden on people already dealing with 
the challenges of ongoing health conditions.17 This may 
be a particularly important consideration in developing 
programs for people with MS given the prevalence of 
fatigue as a significant symptom.28 Additionally, given 
that many potential participants in a falls program for 
people with MS may already be balancing work, fam-
ily, and health commitments, attending a program away 
from home at specific times, often during the workday, 
may be difficult.

Community Settings
Community-based settings in venues that are not 

health-focused are frequently cited as being attractive to 

Greater self-efficacy may positively affect decisions relat-
ing to the adoption of home and lifestyle modifications, 
and home-based programs may allow greater choice 
over type, planning, and progression of exercise activi-
ties.14,16 Programs based predominantly at home may 
also facilitate the involvement of family members as 
sources of support, feedback, and motivation, factors 
that have been highlighted as important drivers of the 
maintenance of behavior change and program engage-
ment in falls programs for older people.17 Conversely, 
this may lead to an increase in carer burden,12 potentially 
negatively affecting the long-term acceptability of the 
program for some participants and their relatives.

Long-term adherence to home-based falls programs 
for older people has been demonstrated to be achievable 
in some instances,14,18 although long-term facilitator fol-
low-up may be needed to achieve this. Facilitator input 
is likely to represent a significant financial and staffing 
commitment, particularly in geographically dispersed or 
remote locations. The development of telerehabilitation 
and e-health interventions presents an opportunity to 
support engagement in a cost-effective manner19; how-
ever, use and evaluation of such approaches is currently 
limited. Another consideration is how and where the pre-
liminary training takes place, as it has been suggested that 
in-home training delivered by external facilitators may be 
viewed as intrusive and an unnecessary imposition.16

Programs Away from Home
A number of studies suggest that engaging in both 

exercise- and education-based programs away from 
home is an attractive option for people with MS. Evalu-
ations of participant experiences of engagement in such 
programs consistently highlight the advantages of group 
interaction as a factor motivating attendance, ongoing 
engagement in exercise, and commitment to maintain-
ing behavior change.20 Moreover, findings suggest that 
an opportunity for shared experiences within a program 
may encourage participants to challenge themselves 
through vicarious experience of others’ achievements.5,21

Additionally, participants of programs away from 
home highlight the regular access to “expert” support, 
guidance, and facilitation as a positive factor influencing 
satisfaction with and engagement in rehabilitation pro-
grams.22 Given that both education- and exercise-based 
aspects of falls management will require participants to 
undertake activities that they find challenging, access to 
this type of support and feedback may be essential to 
ensure successful outcomes. In addition, regular con-
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individuals and to organizations. Programs away from 
home are likely to facilitate peer learning and support 
opportunities, which have been shown to facilitate 
ongoing program engagement and the maintenance of 
behavior change. Additionally, programs delivered in a 
group setting may offer “economies of scale” to a pro-
vider, enabling more individuals to access the program 
at a time. However, the significant logistic and time 
issues for individuals attending a program away from 
home mean that “local” venues are likely to be preferred. 
In areas with a relatively low population density of 
people with MS, or those with a wide geographic spread, 
achieving the critical mass necessary to make such pro-
grams sustainable may be a challenge. One factor worth 
considering is the frequency with which participants 
would be expected to attend. A program with a relatively 
low number of sessions away from home, or where ses-
sions are spread over time, might be more attractive to 
people than one requiring attendance once or twice a 
week for a longer period. In this way, the benefits of a 
group program could be offered while minimizing some 
of the logistic barriers.

In terms of settings away from home, the evidence 
appears to indicate that community venues may be pref-
erable to health-care–based settings. This is in line with 
the current shift in emphasis toward self-management 
for people with long-term conditions, in which greater 
use of community settings is being encouraged. A com-
munity and/or home-based program is therefore more 
likely to fit with current health-care commissioning and 
service delivery models, which is an important consider-
ation in ensuring the long-term sustainability of a falls 
program.

The existing evidence base still leaves many questions 
unanswered. Key weaknesses in current research include 
a lack of economic evaluation, limited long-term follow-
up, and very few evaluations comparing the effect of 
setting on similar programs. Furthermore, the majority 
of studies involve individuals who have volunteered to 
participate in a particular program, which may suggest 
a preexisting preference for specific types of programs or 
program settings. Few studies have included individu-
als who chose not to participate, or who dropped out 
of programs following initial recruitment; it could be 
argued that the evidence presented is therefore relatively 
unrepresentative of the wider population. Those individ-
uals who are most challenging to engage are likely to be 

participants, as they are perceived as being more socially 
acceptable and “normal,” and may be more convenient 
to access.12,29 However, the use of community gym 
facilities has been associated with poor engagement and 
adherence with programs,9 with participants perceiving 
them as “unfriendly” and noninclusive.30 In people with 
general physical disabilities, age and gender were found 
to be predictive of adherence to gym-based programs, 
with young women being least likely to attend.31 Con-
versely, in a program based in church halls and commu-
nity centers, adherence was greatest in younger women.32 
In MS, studies have suggested that a range of non-hos-
pital-based settings are seen as acceptable, but that there 
appears to be a preference for settings where exercise can 
be undertaken away from the general population.33

Health-Care Settings
Traditionally, many rehabilitation programs have 

been delivered in hospital or health-care–facility settings. 
Research suggests that such programs are perceived as 
“safe” and the staff as “knowledgeable” by participants34; 
moreover, the availability of support and backup if 
required may give confidence to program facilitators.9 
However, some hospital-based falls program trials have 
experienced high levels of attrition.35 It has been suggest-
ed that contributing factors may be that hospital-based 
programs may promote an “illness” rather than a “well-
ness” focus that is unappealing to participants,12 and that 
the accessibility and logistics issues associated with atten-
dance may be greater than at other venues.26

Discussion
In reviewing the literature relating to the choice of 

setting for falls rehabilitation programs, it becomes 
evident that each setting may have strengths and weak-
nesses and that a “black or white” choice may not be 
possible. In terms of achievement of primary outcomes, 
there seems to be little difference in initial effectiveness 
between the settings; however, maintaining ongoing 
engagement appears to be a key consideration in achiev-
ing a sustained change. In this respect, ensuring ongo-
ing home practice of both the educational and exercise 
elements of a program is likely to be key to ongoing 
behavior change and sustained improvements in balance 
and stability parameters, regardless of whether programs 
are based within or outside of the home.36 As such, pro-
grams with a strong home emphasis from the outset may 
have an advantage.

There is evidence, however, that programs delivered 
away from home may offer significant benefits both to 
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the facilities typically available in a health-care setting 
(including equipment, multidisciplinary staffing). It may 
be possible to achieve a mixed-settings model, which 
draws on the benefits of both settings while minimiz-
ing any associated barriers. For instance, the program 
could be predominantly home-based from the outset but 
include a number of community group-based sessions 
interspersed throughout to support progress, monitor 
change, and maintain motivation.

The final choice of setting must be compatible with 
the overall aims and content of the program and suited 
to the intended service users. Further research specifi-
cally involving people with MS in the decision-making 
process would be valuable to explore different options 
further. o
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