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Abstract
Background: Falls remain a major public health problem and a significant cause of preventable injury. Maintaining strength
and balance by staying active can prevent falls in older adults, and public health advocates support referral to community
exercise programs. Given the growth in use and acceptance of technological interfaces, there remains an interest in understand-
ing the role of a synchronous exercise program designed to improve strength, postural alignment, and balance specifically
designed to be delivered in a digital environment with respect to usability and feasibility.
Objective: This study aims to design and implement a synchronously delivered digital fall prevention program to adults aged
60 years and older, to understand the usability, feasibility, and attendance.
Methods: The “Strong Foundations” program, a 12-week, live, digitally delivered fall-prevention exercise program was
informed from different existing in-person exercises and piloted to older adults who were considered a low fall risk by scores
of 4 or less from the Centers for Disease Control and Prevention’s (CDC’s) Stopping Elderly Accidents and Deaths Initiative
(STEADI) Staying Independent questionnaire. The System Usability Scale (SUS) measured usability and feasibility at the
completion of this program, and digital measures of age-related function (timed up and go [TUG] and 30-second chair stand
[30 CS]) were collected pre- and postintervention. Data were collected in 2021.
Results: A total of 39 older adults were recruited and 38 completed the 12-week program with an average age of 72 years.
The average SUS was 80.6, with an 85% attendance rate and an 8.5 (out of 10) self-reported satisfaction score. Digitally
collected TUG and 30 CS statistically improved pre- and postintervention by 9% and 24%, respectively; by week 12, 64%
(23/36) of participants improved in the timed up and go and 91% (32/35) improved the chair stands.
Conclusion: There was excellent usability and acceptability for Strong Foundations, a novel fall-prevention program designed
to be delivered digitally and promising improvement of objective measures of fall risk.
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Introduction
Fall-related injuries among older adults are a significant and
growing public health concern. Over one-quarter of commun-
ity-residing men and women 65 years of age and older fall

annually [1,2]. Risk is compounded over time as a single fall
predicts recurrent falls [3-7], and fall-related mortality has
increased over 30% just between 2007 and 2016 [8]. Not
only do falls represent a major cause of accidental death and
mobility-related disability among older adults, but they also
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result in psychological distress, loss of independence, and a
decrease in quality of life [9,10]. Despite the existence of
various interventions and policies aimed at reducing fall risk
in this population, the incidence of falls remains alarmingly
high.

While fall risk is multifactorial, identification of risk
factors, as well as referral to and participation in appropriate
fall-risk reduction programs are established as an effective,
evidence-based approach to reduce fall risk [2,11]. Specif-
ically, targeted strength and balance exercises have consis-
tently been shown to improve fall risk, and accordingly,
the Centers for Disease Control and Prevention (CDC) has
outlined an evidence-based clinical approach to identify those
at risk for falls to help assess known risk factors and refer
for community-based fall-prevention programs [12,13]. The
public health use of this approach is further supported by
the United States Preventive Services Task Force (USPSTF)
“Grade B” recommendation to refer older adults for fall
prevention exercise programs [14,15]. However, despite these
resources and recommendations, clinical identification and
referrals have been insufficient [16]; only approximately
one-third of older adults report being asked about fall-risk
by their health care providers, and similarly, only around a
third of those who fall report discussing their fall and fall
circumstances with their health care provider [17,18]. At the
population level, conservative estimates suggest far fewer
than 50% older adults meet recommended physical activity
levels [19]. These findings mirror the growing epidemiologi-
cal evidence of increased rates of falls in older adults. While
some existing programs that improve fall risk and activity
for older adults, including EnhanceFitness PA and Silver
Sneakers may be available to some older adults with certain
insurance plans at no additional costs [20], others may face
substantial fees; furthermore, many eligible seniors do not
use these programs, citing several barriers. Such barriers
include general dislike of gyms and a lack of awareness or
instructor suitability and generalizability, problems access-
ing appropriate classes, concerns about bad weather and
driving, and perceptions about being “old” in these envi-
ronments [21]. These issues are even greater among older
adults residing in areas and communities that have fewer
facilities for guided physical activity, more limited transporta-
tion infrastructure and less exercise expertise [22]. Finally,
there remain geographic and demographic disparities related
to falls, including higher rates in rural areas [2], highlighting
the interest and need for different approaches to address this
public health and clinically relevant problem in older adults in
novel ways that increase reach and are safe and effective.

Appropriate technologically driven approaches have
promise to increase range and dissemination of fall preven-
tion resources, including making them easier and safer to
access [23]. Furthermore, digitally delivered programs that
involve appropriately tailored exercises offer the opportunity
to balance risks and benefits during times of social distanc-
ing, while improving dissemination and community uptake,
and possibly improve fall risk [24]. While recent attention
has highlighted concerns with broadband access in older
adult populations, especially with attention to disparities and

equity [25], digital interventions showcase the promise as
those aged 65 years and older still represent the fasting
growing demographic in technological uptake [26,27]. Thus,
given the trend of increasingly ubiquitous access to smart-
enabled technology in older adults, and gaining acceptance
in this population [26], there is great potential to improve
equitable access to high-quality exercise-based fall preven-
tion resources by decreasing geographic boundaries—not
only immediately, but increasingly in the future. Alternative
approaches, including prerecorded, online, and asynchronous
delivery, are an additional consideration but lack the ability
for real-time guidance, which is possible with synchronous
real-time delivery, and therefore offer the opportunity to
provide guidance with risk mitigation and personalization
when appropriate for participants. Therefore, approaches that
leverage technology to improve access to fall-risk reduction
exercise programs are imperative, and growing data suggest
digitally formatted delivery may be feasible [28].

Zoom (Zoom Video Communications) is a user-friendly,
web-based service that provides digital video-based con-
nections between multiple users; Zoom-for-Telehealth is
a HIPAA-compliant encrypted service used for clinically
delivered care and permits conferencing between individu-
als. Zoom is readily available online, free to download, and
supports a one-to-many viewing platform such that it can be
set up so that only the host can see individual participants
at a given time [29]. This application was selected based on
the ubiquitous nature and availability to host professionally
through our institution. The nature of this digital platform
lends interest in understanding how fall-prevention curricula
may be developed and delivered to older adults; therefore,
we developed a novel digital platform, Strong Foundations,
designed to leverage the advantages of digital technology
with evidence-based fall-prevention strategies, along with
real-time feedback to users based on appropriate or inap-
propriate practice, optimizing gains for a larger group and
highlighting core exercises. This program includes features
to promote adherence, engagement, and social connectivity
enabled by real-time interaction, all important to promote
efficacy and subsequent improvement in gains from any
intervention [30]. Given the novelty of such a program, we
aim to understand the feasibility of this 12-week program in
terms of usability and acceptance using a validated scale and
attendance rates and explore measures of digitally collected
physiologic improvement in adults aged 60 years and older.

Methods
Program Description
Our program, Strong Foundations, is drawn from sev-
eral rigorously tested fall and fracture prevention exercise
programs [11,31-33] but is new and entirely designed to be
delivered digitally. This design emphasized exercises that
were able to be remotely instructed, witnessed, and performed
in a limited physical space such that most users would be
able to use readily available household spaces. The program
was designed with physician input and by exercise physiolo-
gists and a Doctor of Physical Therapy, all with extensive

JMIR FORMATIVE RESEARCH Moran et al

https://formative.jmir.org/2025/1/e67406 JMIR Form Res 2025 | vol. 9 | e67406 | p. 2
(page number not for citation purposes)

https://formative.jmir.org/2025/1/e67406


training in both group and individualized exercise for older
adult populations. Strong Foundations is a 12-week itera-
tive curricular program with 3 core components: postural
alignment and control, balance and mobility, and muscular
strength and power. All the exercises offered over the course
of the intervention are designed to be appropriate for the
target population (ie, older adults) and are standardized so all
participants receive the same basic instruction, but the level
of difficulty is scaled to participant experience, capability,
and musculoskeletal limitations. This individualization was
enabled by real-time delivery, such that instructors are able to
adapt, respond, and tailor specific aspects of any class to fit
the needs of participants, including independently pulling our
participants into a “Breakout Room” for direct one-on-one
instruction before reassimilating into the larger group. The 12
weeks of instruction establish and build such that throughout
the program, posture and positions prioritized early in the
program are used to build into more complicated maneu-
vers designed to improve the foundational techniques and
activities that will allow participants to maximize learning
opportunities and optimize gains related to balance, posture,
and strength.
Real-Time Feedback
Differentiating this program from other streamed and
real-time web-based interventions available, the novel feature
of this program is the delivery of semi-individualized
instruction in real time within a small group setting. This is
accomplished with a specifically trained “support” instruc-
tor providing guidance and correction on optimal exercise
form while the “lead” instructor demonstrates for the larger
group. This semitailored approach allows the lead instruc-
tor to provide “best practice” instruction and provide a
visual demonstration while assistant instructors assure that
participants are not only gaining important skills related
to fall-prevention technique, but also doing this safely and
remotely, as numerous screens on a digital interface would
otherwise compromise the integrity of a single instructor. All

instructors are aware of the curriculum in its entirety and
versed on adaptive approaches for a participant who may
not be able to do specific components safely or without
predisposing to injury. An example of this may include
someone with a known right shoulder injury, whereby certain
resistance band and posture actions need to be modified—
thereby the lead instructor may continue providing instruction
to the group at large, with uninterrupted group synchronous
interaction, but the support instructor can provide individ-
ualized recommendations to a specific participant without
disrupting the overall dynamic.
Program Development
The program was iteratively designed based on two, 4-week
pilot classes with 9‐12 participants each (total n=21), which
refined and informed the curriculum to inform the design of
a final total 12-week program, where foundational compo-
nents are expanded in intensity and challenge, assuring
continual growth and improvement of participants. Participant
experience was surveyed, with respondents (n=14) noting that
the interface was easy to follow, with sufficient audio and
visual interface for safely following instruction. Furthermore,
100% (14/14) of participants agreed or strongly agreed that
“instruction was clear and easy to follow” and “I felt safe
doing the exercises.” In addition, 86% (12/14) agreed or
strongly agreed to “I could hear the instructors well” and
“instruction was easy to see and follow.” In total, 64% (9/14)
reported awareness of instructors watching validated tools to
establish usability, however, were not collected in this early
phase of development.

Final program development was designed to incorporate
approximately 1 hour of instruction for 12 weeks with key
aspects to establish the weekly focus, and materials were
generated for dissemination between classes to participants to
encourage and underscore the importance of ongoing practice
to support gains during this intervention (Table 1).

Table 1. Strong Foundations curriculum focus across 12 weeks.
Week Foundational exercise 1 Foundational exercise 2 Foundational exercise 3 Foundational exercise 4 Focus of the week
1 Neutral spine and

marionette pose
Pelvic tucks and tilts Hip hikes Hip hinge Posture

2 Quick feet drills Review hip hinge “Traditional abs” Self-test: static balance Balance
3 Front and lateral arm

raises (with band)
Hip hinge (review) with
squat and chair sit, stand

Reverse lunge Heel raises Strength

4 Neutral spine and pelvic
tuck and tilt—standing

Static balance Reverse lunge with
progression

Heel raises with tennis
ball

Combine 3 pillars

5 Sit and stand transitions Around the clock steps Hip hinge with choice
of arm extensions

Modified and regular
jumping jacks

Floor to stand transition—
floor exercises

6 Hip hinge (review) with
squat and chair sit, stand

Lunge with chair
assistance progression

Single leg heel raises Hing hinge + picking up
objects

Compound strength
movements

7 Drinking bird Squat to lateral leg raise Single leg heel raises Toe raise walk around
chair

Increase balance challenge

8 Side squat Wall sit with wood chop High knee walk Quick feet
multidirectional

Odd impact and
multidirectional
movements
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Week Foundational exercise 1 Foundational exercise 2 Foundational exercise 3 Foundational exercise 4 Focus of the week
9 Weight transfer with

split stance
Squat into a High knee
and arm reach

High knee walk Head rotations in a
tandem stance

Combine balance with
compound movements

10 Single leg stance with
band pull downs and
serial 7’s

Lunge with chair support
and head rotation

Standing superman
with cognitive
challenge

Goal post with arm slides Introduce cognitive
challenge

11 Reaching squats Lateral jacks Vertical push-ups Knee drivers Speed and power
movements

12 Good morning Bow and arrow Hands up Heel toe sitting with
resistance band

Collaborative workout

Site, Eligibility, and Enrollment
Participants were recruited through established venues
from the Exercise and Physical Activity Research Cen-
ter (EPARC), an exercise science–based laboratory with
experience in physiologic phenotyping based on the
University of California, San Diego campus. Given that
the intervention was developed and deployed during the
COVID-19 pandemic, all recruitment, enrollment, and
measurement was done remotely; no face-to-face interaction
or measurement occurred throughout the pilot. Given the
novelty of the delivery platform and development of this
program, our primary aims centered on determining its’
usability and feasibility in this context. Therefore, out of an
abundance of caution and given the entirely remote recruit-
ment, enrollment, delivery, and measurement through this
program, this pilot included those with minimal-to-no-risk
factors for falling based upon the CDC’s Staying Independent
brochure questionnaire [34]; for this pilot, a participant was

considered no more than a moderate fall risk based on a
score of ≤4 [16]. Textbox 1 shows the eligibility criteria.
Informed consent was performed remotely through secure
digital methods (Docusign) with a real-time Zoom-based
meeting with staff to review protocols and consent docu-
ments and establish an appropriate room setup. This included
ensuring that there was sufficient space to move while also
being at a sufficient distance from the camera that their
entire body was visible to the instructor. In addition, before
remote measurement, participants were individually coached
on how to measure an appropriate length course (ie, 3 meters)
and have an appropriately sized chair (ie, approximately
17-inch chair height without arms). Enrollment occurred from
August to September 2021, with 39 older adults recruited and
cohorted based on predetermined times of the intervention
such that participants could select the program time most
convenient for their schedule.

Textbox 1. Eligibility criteria for Strong Foundations pilot.
Inclusion criteria:

• Age 60 years or older and ambulatory, including with the use of a cane or walker (1 participant enrolled age 56, which
was an unintended protocol deviation).

• Completion of the Stopping Elderly Accidents and Deaths Initiative (STEADI) Stay Independent Brochure.
• Access to internet and computer and a Zoom-interface or broadband.

Exclusion criteria:
• Individuals who are wheelchair bound.
• Exclusively communicate in a language other than English.
• Score of 4 or more on the STEADI modified questionnaire.

Primary Feasibility Outcomes
Programmatic development and launch were aimed at
determining feasibility and usability of a digital platform
with an older adult population. Attendance was measured
weekly as well as self-reported number of exercises per-
formed outside of the class based on the previous week’s
instruction and usability determined at completion of the
program based on the System Usability Scale [35] (SUS),
a nonpriority validated questionnaire, which was designed to
understand the ease of use of new systems or programs using
a 5-element Likert scale.

In general, scores >70 on the SUS are considered to have
appropriate acceptability of a program or platform. The SUS
was selected as the primary outcome, given it is considered
the most widely used scale in eHealth to determine usability

[36]. Finally, a survey to understand subjective experience
was developed and deployed at the end of the intervention.
Exploratory User Outcomes
To understand user experience and improvement, at baseline
and at the completion of this curriculum, digitally collected
objective measures of frailty and fall risk were collected to
explore the opportunity to use the digital interface to collect
these measures and understand changes from this interven-
tion. All participants at baseline and after completing the
intervention period (±1 week) were assessed remotely with
the measures outlined and endorsed by national and interna-
tional public health authorities, namely the timed up and go
(TUG) [37-39] and 30-second chair rise [40]. Participants
were then monitored and timed remotely while completing
the assessments. TUG was completed with instruction to
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complete at both a normal speed (TUG normal) and “as
fast as safely able to perform the test” (TUG-Fast). Given
enrollment included those with few risk factors for fall-
ing, these physical measurements were selected because of
their relative ease of administration and interpretability but
remained exploratory from the lens of feasibility.
Sample Size Determination
Power calculation was not conducted given the aim to
determine feasibility and usability for this program and the
selected outcome, the SUS, has been shown to be valid in
small samples [41]. Therefore, we used an assumed attend-
ance rate of 70%, which has held consistent in national
programs in both rural and urban areas for older adults in
fall prevention programs [42] and similar fall prevention
programs that have evaluated this time frame to be suffi-
cient to improve measures, markers of frailty, and fitness
in different health contexts between 20 and 60 individuals
[43-45]. Given budgetary limitations, our plan to enroll 4
cohorts all with at least 8‐10 older adults would be sufficient
to determine both the feasibility and usability and explore
physiologic changes.
Statistical Analysis
Primary outcomes to understand feasibility and usability were
determined based on the validated SUS [35], which in general
assumes an average score of 68 and higher indicates more
usability. Attendance rates were determined by a partici-
pant joining the Zoom interface measured weekly for each
individual, reported as averages (mean) and SD. Numeri-
cal averages (mean) of patient-reported questionnaire results
(out of 10) were calculated. Associations with SUS scores
were calculated by Pearson correlation coefficients. Secon-
dary outcomes were measured using paired-sample 2-tailed t
tests for differences (for the TUG and 30-second chair rise,
collected digitally) with corresponding mean differences and
95% CIs. Statistical analysis was performed on SPSS (version
28; IBM Corp).

Ethical Considerations
This study was reviewed and approved by the University of
California San Diego Institutional Review Board (#802148);
informed consent was obtained by all participants. All study
data were deidentified. Participants were not compensated to
participate.

Results
Participants
Across 12 weeks, 38 of 39 (97.4%) recruited older adults
completed the program. One participant left after 2 weeks of
instruction because of a family emergency. Of the 38 who
completed the program, the average age was 72 years (SD
5.5), and 37 were female (97.4%). Participants were spread
across 4 cohorts, ranging in size from 9‐10 individuals.
Feasibility and Usability
On average, participants attended 10 weekly sessions out of
12 (84%). The average number of home exercise sessions
performed weekly between classes was 2.3 (SD 0.7). The
average SUS score was 80.6 (SD 15.4), with a range of
40 to 100. On a 10-point scale, the average self-reported
overall experience of the intervention and exercise classes
was 8.5 (SD 1.9). No participants experienced an injury
or had any safety related concerns, and additional subjec-
tive feedback was excellent with most participants eager
for ongoing involvement and instruction. SUS scores were
statistically inversely associated with age (Pearson correla-
tion r=−0.411; P=.10) and positively with reported satisfac-
tion score (Pearson correlation r=0.654; P=.004) but not
statistically associated with attendance or improvements in
TUG or 30s chair rise scores. Table 2 shows the number of
participants and their SUS score range.

Table 2. System Usability Scale (SUS) score range.
SUS Score Participants (n=38), n (%)
<50 2 (5)
50‐60 2 (5)
61‐70 6 (16)
71‐80 7 (18)
>80 21 (55)

Objective Measures
Pre- and postmeasures were collected for 36 of the partici-
pants for the TUG and 35 of the participants for the 30-sec-
ond chair rise. Baseline TUG at the “normal” speed was
8.8 (SD 1.9) seconds, and at the fastest possible speed was
6.2 (SD 1.4) seconds. Baseline 30-second chair stands were
14.5 (SD 3.4) stands. Post intervention, TUG and TUG-Fast
were 8.0 seconds (SD 1.3 seconds; difference of 0.8 [95%
CI 0.24-1.21] seconds) and 5.7 seconds, respectively (SD 1.1

seconds; difference of 0.48 [95% CI 0.22-0.75] seconds) and
the 30 second chair rise increased to 18 stands (SD 4.1 stands;
difference of –4.8 [95% CI –2.6 to –6.9] stands) (Table 3).
At 12 weeks, 64% of all participants improved in the TUG
(23/36, for both measures) and 91% (32/35) improved the
chair stands. Reasons reported for being unable to com-
plete these were varied but included participants traveling
internationally, unrelated knee pain, and a single participant
dropping as noted above after 2 weeks.
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Table 3. Digitally collected objective markers of fall-risk reduction.
Measure Baseline, mean (SD) Post intervention, mean (SD) Difference (95% CI) Change (%)
TUGa normal (seconds) 8.8 (1.9) 8.0 (1.3) 7.24 (0.24‐1.21) 9
TUG-Fast (seconds) 6.2 (1.4) 5.7 (1.1) 0.48 (0.22‐0.75) 8
30-second chair rise (stands) 14.5 (3.4) 18 (4.1) −4.8 (−2.6 to 6.9) 24

aTUG: timed up and go.

Discussion
The development and rationale behind the need for a digital
curriculum, Strong Foundations, is described here. In this
12-week pilot, we found a high level of usability and
feasibility of this program based on the high attendance
rates, SUS scores, and self-reported participant experience. In
addition, we found impressive changes in digitally collected
measures of functional improvement in most participants,
suggesting that the program increased strength and mobility
and may reduce the risk of falls. Clinically, the 8%‐20%
improvement in measurement after 12 weeks is notable,
especially considering recruitment generally was limited to
those with limited risk factors for falling and have higher
levels of function and therefore less scope for improvement or
gain. While exploratory in nature, these gains are promising
to show improvements across this intervention even in a
relatively lower risk group of older adults.

This 12-week fall prevention program was well accepted
and showed promise related to reducing fall risk in an older
adult population. The usability and safety (as evidenced by
no adverse events) of the program indicates that digitally
delivered real-time exercise instruction has potential in this
population to reduce barriers and increase availability of fall
prevention programs. While those enrolled were relatively
low risk for falls (as evidenced by the STEADI score used for
eligibility), results should be contextualized that even those
who were generally doing reasonably well have opportunity
to improve. Indeed, in other populations, such as older adults
with hip osteoarthritis, a change in TUG of around 1 second
and a 30-second chair stand of around 1 second and 2
stands, respectively as meaningful [46], and between 0.9s and
6.0s depending upon the quality of life assessment tool in
patients who were postoperative [47]. While our results of
TUG change of 0.8 seconds (normal) is less than these noted
changes, given the health status of our enrolled participants
and limited 12-week intervention, the improvements are still
notable. Furthermore, our improvement of 3.5 stands in
30 seconds, especially from a baseline of 14.5 stands—a
notable good baseline—shows the resilience and opportunity
for improvement in lower extremity strength regardless of
starting health status.

However, this study is not without limitations. This project
recruited heavily from an environment with a relatively
high socioeconomic status. As such, there may be a bias
in enrolling individuals who already have digital tools like
smartphones, tablets, and laptop computers and a high level
of experience with digital technology, and therefore, a better
understanding how to use these systems. As such, these

participants may not be representative of the larger older
adult population who may not have the same level of
access to or understanding of such digital systems. We also
did not ask specifically about their experience with previ-
ous technologies, though participants all did have sufficient
equipment for enrollment. We also primarily enrolled women,
which limits interpretability and generalizability of findings,
especially given recent data suggesting higher fall-related
impairment among older adult men [2]. Despite this, the use
of a validated scale focused on usability commonly used
across several domains related to eHealth and technology
deployments [48], findings related to usability are supported;
however SUS deployment in older adults has been challenged
in some situations, namely those with cognitive impairment
[49]. While we did not specifically screen for this in our
enrollment, it is possible findings may be diluted. Further-
more, while the reasons remain unclear, the SUS average
may be different and higher in digital physical activity
interventions [48], making contextualizing results important;
although, such data in older adult subpopulations remain
limited. While we also did not only enroll participants who
had experience with Zoom, it is possible that interested
individuals may not have expressed willingness to enroll
who were otherwise intimidated by such platforms, although
we did not anecdotally experience this feedback. Subjective
survey experience reports should be interpreted with this
consideration [27]. Finally, it is not clear if digitally collected
measures of physical performance, specifically the TUG and
30 second chair rise, are valid and reliable when compared
with measures gathered in the clinic or laboratory. As such,
the changes in physical performance demonstrated here,
while promising, should be viewed as preliminary and not
necessarily indicative of the same degree of change as would
be expected were the data gathered in a more traditional
context. However, given the rate of technology availability
has continued to increase, attention is warranted to understand
how these interfaces may be used for older adults [27].

In conclusion, this pilot showed that a digital interface
is both usable and feasible but also suggested promise at
improving functional measures associated with fall risk.
Based on the increasing yearly number of falls and the
relatively small number of participants who are engaging
in fall-prevention programs, it seems clear that existing
in-person exercise delivery modalities are insufficient. Strong
Foundations offers a safe alternative to provide a real-time
fall prevention program. Furthermore, the real-time feedback
likely provides participants with added sense of purpose and
value in their investment in improving their functional ability
and therefore provide increased motivation for sustained
behavior. Given the growing population and epidemiology
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of falls, having numerous options that enable engagement
of older adults into high quality exercise programs designed
to improve strength, postural alignment, and balance is
increasingly important. Strong Foundations has promise to
augment existing opportunities in this population and further
leverages digital tools to increase the breadth of delivery

potential. Ongoing attention and research is needed to both
understand the scalability and sustainability of this program
and to confirm that the observed changes in function and
mobility through validated laboratory-based methods are
replicated.

Acknowledgments
This pilot was funded by an internal grant obtained for pilots, partially supported by the National Institutes of Health (grant
UL1TR001442). Generative artificial intelligence was not used in any aspect of this manuscript.
Data Availability
The datasets generated during or analyzed during this study are available from the corresponding author on reasonable request.
Authors’ Contributions
RM helped inform the design of the intervention, participated in study deployment, institutional review board (IRB) approval,
manuscript generation, and data evaluation. DW helped develop the intervention; helped with IRB approval, manuscript
review, data analysis; and performed the intervention and collected measures. JN helped develop the intervention, provided the
intervention, informed and reviewed the manuscript, and provided guidance and support. HD helped inform the intervention,
provided the intervention, and helped with data collection and cleaning. HB helped inform the intervention, provided the
intervention, and helped collect measurements related to the intervention. The authors would like to acknowledge the Exercise
and Physical Activity Resource Center (EPARC) group at large for contributing to this pilot, as well as the Altman Clinical and
Translational Research Institute (ACTRI) Dissemination and Implementation Science Center (DISC) for providing funding to
allow this pilot to occur.
Conflicts of Interest
None declared.
References
1. Burns E, Kakara R, Moreland B. A CDC Compendium of Effective Fall Interventions: What Works for Community-

Dwelling Older Adults. 4th ed. Centers for Disease Control and Prevention (US); 2023. URL: https://stacks.cdc.gov/
view/cdc/124200 [Accessed 2025-02-17]

2. Kakara R, Bergen G, Burns E, Stevens M. Nonfatal and fatal falls among adults aged ≥65 Years - United States,
2020-2021. MMWR Morb Mortal Wkly Rep. Sep 1, 2023;72(35):938-943. [doi: 10.15585/mmwr.mm7235a1] [Medline:
37651272]

3. Tinetti ME, Speechley M, Ginter SF. Risk factors for falls among elderly persons living in the community. N Engl J
Med. Dec 29, 1988;319(26):1701-1707. [doi: 10.1056/NEJM198812293192604] [Medline: 3205267]

4. Lundin-Olsson L, Nyberg L, Gustafson Y. Attention, frailty, and falls: the effect of a manual task on basic mobility. J
Am Geriatr Soc. Jun 1998;46(6):758-761. [doi: 10.1111/j.1532-5415.1998.tb03813.x] [Medline: 9625194]

5. Baloh RW, Corona S, Jacobson KM, Enrietto JA, Bell T. A prospective study of posturography in normal older people. J
Am Geriatr Soc. Apr 1998;46(4):438-443. [doi: 10.1111/j.1532-5415.1998.tb02463.x] [Medline: 9560065]

6. Espinosa de Los Monteros K, Gallo LC, Elder JP, Talavera GA. Individual and area-based indicators of acculturation
and the metabolic syndrome among low-income Mexican American women living in a border region. Am J Public
Health. Nov 2008;98(11):1979-1986. [doi: 10.2105/AJPH.2008.141903] [Medline: 18799765]

7. Gill TM. Assessment of function and disability in longitudinal studies. J Am Geriatr Soc. Oct 2010;58 Suppl 2(Suppl
2):S308-12. [doi: 10.1111/j.1532-5415.2010.02914.x] [Medline: 21029059]

8. Burns E, Kakara R. Deaths from falls among persons aged ≥65 Years — United States, 2007–2016. MMWR Morb
Mortal Wkly Rep. May 11, 2018;67(18):509-514. [doi: 10.15585/mmwr.mm6718a1] [Medline: 29746456]

9. Vaishya R, Vaish A. Falls in older adults are serious. Indian J Orthop. Feb 2020;54(1):69-74. [doi: 10.1007/s43465-019-
00037-x] [Medline: 32257019]

10. McAninch J, Greene C, Sorkin JD, Lavoie MC, Smith GS. Higher psychological distress is associated with unintentional
injuries in US adults. Inj Prev. Aug 2014;20(4):258-265. [doi: 10.1136/injuryprev-2013-040958] [Medline: 24174466]

11. Judy A, Stevens P, Burns E. A CDC Compendium of Effective Fall Interventions: What Works for Community-
Dwelling Older Adults. 3rd ed. Centers for Disease Control and Prevention (US); 2015. URL: https://stacks.cdc.gov/
view/cdc/30689 [Accessed 2025-02-27]

12. Stevens JA, Phelan EA. Development of STEADI: A fall prevention resource for health care providers. Health Promot
Pract. Sep 2013;14(5):706-714. [doi: 10.1177/1524839912463576] [Medline: 23159993]

JMIR FORMATIVE RESEARCH Moran et al

https://formative.jmir.org/2025/1/e67406 JMIR Form Res 2025 | vol. 9 | e67406 | p. 7
(page number not for citation purposes)

https://stacks.cdc.gov/view/cdc/124200
https://stacks.cdc.gov/view/cdc/124200
https://doi.org/10.15585/mmwr.mm7235a1
http://www.ncbi.nlm.nih.gov/pubmed/37651272
https://doi.org/10.1056/NEJM198812293192604
http://www.ncbi.nlm.nih.gov/pubmed/3205267
https://doi.org/10.1111/j.1532-5415.1998.tb03813.x
http://www.ncbi.nlm.nih.gov/pubmed/9625194
https://doi.org/10.1111/j.1532-5415.1998.tb02463.x
http://www.ncbi.nlm.nih.gov/pubmed/9560065
https://doi.org/10.2105/AJPH.2008.141903
http://www.ncbi.nlm.nih.gov/pubmed/18799765
https://doi.org/10.1111/j.1532-5415.2010.02914.x
http://www.ncbi.nlm.nih.gov/pubmed/21029059
https://doi.org/10.15585/mmwr.mm6718a1
http://www.ncbi.nlm.nih.gov/pubmed/29746456
https://doi.org/10.1007/s43465-019-00037-x
https://doi.org/10.1007/s43465-019-00037-x
http://www.ncbi.nlm.nih.gov/pubmed/32257019
https://doi.org/10.1136/injuryprev-2013-040958
http://www.ncbi.nlm.nih.gov/pubmed/24174466
https://stacks.cdc.gov/view/cdc/30689
https://stacks.cdc.gov/view/cdc/30689
https://doi.org/10.1177/1524839912463576
http://www.ncbi.nlm.nih.gov/pubmed/23159993
https://formative.jmir.org/2025/1/e67406


13. Sarmiento K, Lee R. STEADI: CDC’s approach to make older adult fall prevention part of every primary care practice. J
Safety Res. Dec 2017;63:105-109. [doi: 10.1016/j.jsr.2017.08.003] [Medline: 29203005]

14. Recommendation: falls prevention in community-dwelling older adults: interventions. United States Preventive Services
Taskforce. URL: https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/falls-prevention-community-
dwelling-older-adults-interventions [Accessed 2025-02-13]

15. US Preventive Services Task Force, Grossman DC, Curry SJ, et al. Interventions to prevent falls in community-dwelling
older adults: US Preventive Services Task Force recommendation statement. JAMA. Apr 24, 2018;319(16):1696-1704.
[doi: 10.1001/jama.2018.3097] [Medline: 29710141]

16. Casey CM, Parker EM, Winkler G, Liu X, Lambert GH, Eckstrom E. Lessons learned from implementing CDC’s
STEADI falls prevention algorithm in primary care. Gerontologist. Aug 2017;57(4):787-796. [doi: 10.1093/geront/
gnw074] [Medline: 27130270]

17. Wenger NS, Solomon DH, Roth CP, et al. The quality of medical care provided to vulnerable community-dwelling older
patients. Ann Intern Med. Nov 4, 2003;139(9):740-747. [doi: 10.7326/0003-4819-139-9-200311040-00008] [Medline:
14597458]

18. Stevens JA, Ballesteros MF, Mack KA, Rudd RA, DeCaro E, Adler G. Gender differences in seeking care for falls in the
aged medicare population. Am J Prev Med. Jul 2012;43(1):59-62. [doi: 10.1016/j.amepre.2012.03.008] [Medline:
22704747]

19. Keadle SK, McKinnon R, Graubard BI, Troiano RP. Prevalence and trends in physical activity among older adults in the
United States: A comparison across three national surveys. Prev Med. Aug 2016;89:37-43. [doi: 10.1016/j.ypmed.2016.
05.009]

20. Belza B, Shumway-Cook A, Phelan EA, Williams B, Snyder SJ, LoGerfo JP. The effects of a community-based exercise
program on function and health in older adults: the EnhanceFitness program. J Appl Gerontol. Aug 2006;25(4):291-306.
[doi: 10.1177/0733464806290934]

21. Bethancourt HJ, Rosenberg DE, Beatty T, Arterburn DE. Barriers to and facilitators of physical activity program use
among older adults. Clin Med Res. Sep 2014;12(1-2):10-20. [doi: 10.3121/cmr.2013.1171] [Medline: 24415748]

22. Pelletier CA, White N, Duchesne A, Sluggett L. Barriers to physical activity for adults in rural and urban Canada: A
cross-sectional comparison. SSM Popul Health. Dec 2021;16:100964. [doi: 10.1016/j.ssmph.2021.100964] [Medline:
34841038]

23. Cosco TD, Fortuna K, Wister A, Riadi I, Wagner K, Sixsmith A. COVID-19, social isolation, and mental health among
older adults: a digital catch-22. J Med Internet Res. May 6, 2021;23(5):e21864. [doi: 10.2196/21864] [Medline:
33891557]

24. Raney L, Bergman D, Torous J, Hasselberg M. Digitally driven integrated primary care and behavioral health: how
technology can expand access to effective treatment. Curr Psychiatry Rep. Sep 30, 2017;19(11):86. [doi: 10.1007/
s11920-017-0838-y] [Medline: 28965319]

25. Exposing the hidden connectivity crisis for older adults. AARP; 2022:22. URL: https://oats.org/wp-content/uploads/
2021/01/Aging-Connected-Exposing-the-Hidden-Connectivity-Crisis-for-Older-Adults.pdf [Accessed 2025-02-17]

26. Mace RA, Mattos MK, Vranceanu AM. Older adults can use technology: why healthcare professionals must overcome
ageism in digital health. Transl Behav Med. Dec 30, 2022;12(12):1102-1105. [doi: 10.1093/tbm/ibac070] [Medline:
36073770]

27. Share of those 65 and older who are tech users has grown in the past. Pew Research Center. URL: https://www.
pewresearch.org/short-reads/2022/01/13/share-of-those-65-and-older-who-are-tech-users-has-grown-in-the-past-decade/
[Accessed 2025-02-13]

28. Jacobson CL, Foster LC, Arul H, Rees A, Stafford RS. A Digital Health Fall Prevention Program for Older Adults:
Feasibility Study. JMIR Form Res. Dec 23, 2021;5(12):e30558. [doi: 10.2196/30558] [Medline: 34837492]

29. S Ann Earon PD. Video in Healthcare Communications. 2022. Zoom: https://explore.zoom.us/docs/doc/Video_
Communications_in_Healthcare.pdf

30. Orton E, Lafond N, Skelton DA, et al. Implementation fidelity of the Falls Management Exercise Programme: a mixed
methods analysis using a conceptual framework for implementation fidelity. Public Health (Fairfax). Aug
2021;197:11-18. [doi: 10.1016/j.puhe.2021.05.038] [Medline: 34271270]

31. Bansal S, Katzman WB, Giangregorio LM. Exercise for improving age-related hyperkyphotic posture: A systematic
review. Arch Phys Med Rehabil. Jan 2014;95(1):129-140. [doi: 10.1016/j.apmr.2013.06.022] [Medline: 23850611]

32. Sherrington C, Michaleff ZA, Fairhall N, et al. Exercise to prevent falls in older adults: an updated systematic review and
meta-analysis. Br J Sports Med. Dec 2017;51(24):1750-1758. [doi: 10.1136/bjsports-2016-096547] [Medline: 27707740]

33. Hopewell S, Adedire O, Copsey BJ, et al. Multifactorial and multiple component interventions for preventing falls in
older people living in the community. Cochrane Database Syst Rev. Jul 23, 2018;7(7):CD012221. [doi: 10.1002/
14651858.CD012221.pub2] [Medline: 30035305]

JMIR FORMATIVE RESEARCH Moran et al

https://formative.jmir.org/2025/1/e67406 JMIR Form Res 2025 | vol. 9 | e67406 | p. 8
(page number not for citation purposes)

https://doi.org/10.1016/j.jsr.2017.08.003
http://www.ncbi.nlm.nih.gov/pubmed/29203005
https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/falls-prevention-community-dwelling-older-adults-interventions
https://www.uspreventiveservicestaskforce.org/uspstf/recommendation/falls-prevention-community-dwelling-older-adults-interventions
https://doi.org/10.1001/jama.2018.3097
http://www.ncbi.nlm.nih.gov/pubmed/29710141
https://doi.org/10.1093/geront/gnw074
https://doi.org/10.1093/geront/gnw074
http://www.ncbi.nlm.nih.gov/pubmed/27130270
https://doi.org/10.7326/0003-4819-139-9-200311040-00008
http://www.ncbi.nlm.nih.gov/pubmed/14597458
https://doi.org/10.1016/j.amepre.2012.03.008
http://www.ncbi.nlm.nih.gov/pubmed/22704747
https://doi.org/10.1016/j.ypmed.2016.05.009
https://doi.org/10.1016/j.ypmed.2016.05.009
https://doi.org/10.1177/0733464806290934
https://doi.org/10.3121/cmr.2013.1171
http://www.ncbi.nlm.nih.gov/pubmed/24415748
https://doi.org/10.1016/j.ssmph.2021.100964
http://www.ncbi.nlm.nih.gov/pubmed/34841038
https://doi.org/10.2196/21864
http://www.ncbi.nlm.nih.gov/pubmed/33891557
https://doi.org/10.1007/s11920-017-0838-y
https://doi.org/10.1007/s11920-017-0838-y
http://www.ncbi.nlm.nih.gov/pubmed/28965319
https://oats.org/wp-content/uploads/2021/01/Aging-Connected-Exposing-the-Hidden-Connectivity-Crisis-for-Older-Adults.pdf
https://oats.org/wp-content/uploads/2021/01/Aging-Connected-Exposing-the-Hidden-Connectivity-Crisis-for-Older-Adults.pdf
https://doi.org/10.1093/tbm/ibac070
http://www.ncbi.nlm.nih.gov/pubmed/36073770
https://www.pewresearch.org/short-reads/2022/01/13/share-of-those-65-and-older-who-are-tech-users-has-grown-in-the-past-decade/
https://www.pewresearch.org/short-reads/2022/01/13/share-of-those-65-and-older-who-are-tech-users-has-grown-in-the-past-decade/
https://doi.org/10.2196/30558
http://www.ncbi.nlm.nih.gov/pubmed/34837492
https://explore.zoom.us/docs/doc/Video_Communications_in_Healthcare.pdf
https://explore.zoom.us/docs/doc/Video_Communications_in_Healthcare.pdf
https://doi.org/10.1016/j.puhe.2021.05.038
http://www.ncbi.nlm.nih.gov/pubmed/34271270
https://doi.org/10.1016/j.apmr.2013.06.022
http://www.ncbi.nlm.nih.gov/pubmed/23850611
https://doi.org/10.1136/bjsports-2016-096547
http://www.ncbi.nlm.nih.gov/pubmed/27707740
https://doi.org/10.1002/14651858.CD012221.pub2
https://doi.org/10.1002/14651858.CD012221.pub2
http://www.ncbi.nlm.nih.gov/pubmed/30035305
https://formative.jmir.org/2025/1/e67406


34. Stay independent brochure. Centers for Disease Control and Prevention. URL: https://www.cdc.gov/steadi/pdf/steadi-
brochure-stayindependent-508.pdf [Accessed 2025-02-13]

35. Brooke J. SUS—A quick and dirty usability scale. In: Jordan PW, Thomas B, Weerdmeester B, McClelland AL, editors.
Usability Evaluation in Industry. Taylor and Francis; 1996. ISBN: 9780429157011

36. Maramba I, Chatterjee A, Newman C. Methods of usability testing in the development of eHealth applications: A
scoping review. Int J Med Inform. Jun 2019;126:95-104. [doi: 10.1016/j.ijmedinf.2019.03.018] [Medline: 31029270]

37. Assessment timed up and go (TUG). Centers for Disease Control and Prevention. URL: https://www.cdc.gov/steadi/
media/pdfs/steadi-assessment-tug-508.pdf [Accessed 2025-02-13]

38. Barry E, Galvin R, Keogh C, Horgan F, Fahey T. Is the Timed Up and Go test a useful predictor of risk of falls in
community dwelling older adults: a systematic review and meta-analysis. BMC Geriatr. Feb 1, 2014;14(1):14-14. [doi:
10.1186/1471-2318-14-14] [Medline: 24484314]

39. Montero-Odasso M, van der Velde N, Martin FC, et al. World guidelines for falls prevention and management for older
adults: a global initiative. Age Ageing. Sep 2, 2022;51(9):afac205. [doi: 10.1093/ageing/afac205] [Medline: 36178003]

40. 30-second chair stand. Centers for Disease Control and Prevention. 2017. URL: https://www.cdc.gov/steadi/media/pdfs/
STEADI-Assessment-30Sec-508.pdf [Accessed 2025-02-13]

41. Lewis JR. The System Usability Scale: past, present, and future. Int J Hum–Comp Interaction. Jul 3,
2018;34(7):577-590. [doi: 10.1080/10447318.2018.1455307]

42. Smith ML, Towne SD, Herrera-Venson A, et al. Delivery of fall prevention interventions for at-risk older adults in rural
areas: findings from a national dissemination. Int J Environ Res Public Health. Dec 10, 2018;15(12):2798. [doi: 10.3390/
ijerph15122798] [Medline: 30544658]

43. Marzuca-Nassr GN, Alegría-Molina A, SanMartín-Calísto Y, et al. Muscle mass and strength gains following resistance
exercise training in older adults 65-75 years and older adults above 85 years. Int J Sport Nutr Exerc Metab. Jan 1,
2024;34(1):11-19. [doi: 10.1123/ijsnem.2023-0087] [Medline: 37875254]

44. Lai X, Bo L, Zhu H, et al. Effects of lower limb resistance exercise on muscle strength, physical fitness, and metabolism
in pre-frail elderly patients: a randomized controlled trial. BMC Geriatr. Jul 30, 2021;21(1):447. [doi: 10.1186/s12877-
021-02386-5] [Medline: 34330211]

45. Gusi N, Carmelo Adsuar J, Corzo H, Del Pozo-Cruz B, Olivares PR, Parraca JA. Balance training reduces fear of falling
and improves dynamic balance and isometric strength in institutionalised older people: a randomised trial. J Physiother.
2012;58(2):97-104. [doi: 10.1016/S1836-9553(12)70089-9] [Medline: 22613239]

46. Wright AA, Cook CE, Baxter GD, Dockerty JD, Abbott JH. A comparison of 3 methodological approaches to defining
major clinically important improvement of 4 performance measures in patients with hip osteoarthritis. J Orthop Sports
Phys Ther. May 2011;41(5):319-327. [doi: 10.2519/jospt.2011.3515] [Medline: 21335930]

47. Gautschi OP, Stienen MN, Corniola MV, et al. Assessment of the minimum clinically important difference in the timed
up and go test after surgery for lumbar degenerative disc disease. Neurosurgery. Mar 1, 2017;80(3):380-385. [doi: 10.
1227/NEU.0000000000001320] [Medline: 27352275]

48. Hyzy M, Bond R, Mulvenna M, et al. System Usability Scale benchmarking for digital health apps: meta-analysis. JMIR
Mhealth Uhealth. Aug 18, 2022;10(8):e37290. [doi: 10.2196/37290] [Medline: 35980732]

49. Holden RJ. A Simplified System Usability Scale (SUS) for cognitively impaired and older adults. Proceedings of the
International Symposium on Human Factors and Ergonomics in Health Care. Sep 2020;9(1):180-182. [doi: 10.1177/
2327857920091021]

Abbreviations
30 CS: 30-second chair stand
CDC: Centers for Disease Control and Prevention
EPARC: Exercise and Physical Activity Resource Center
STEADI: Stopping Elderly Accidents and Deaths Initiative
SUS: System Usability Scale
TUG: timed up and go
USPSTF: United States Preventive Services Task Force

Edited by Amaryllis Mavragani; peer-reviewed by Helen Hawley-Hague, Matthew Fraser; submitted 10.10.2024; final
revised version received 28.01.2025; accepted 29.01.2025; published 28.02.2025

Please cite as:
Moran R, Wing D, Davey H, Barkai H, Nichols J

JMIR FORMATIVE RESEARCH Moran et al

https://formative.jmir.org/2025/1/e67406 JMIR Form Res 2025 | vol. 9 | e67406 | p. 9
(page number not for citation purposes)

https://www.cdc.gov/steadi/pdf/steadi-brochure-stayindependent-508.pdf
https://www.cdc.gov/steadi/pdf/steadi-brochure-stayindependent-508.pdf
https://doi.org/10.1016/j.ijmedinf.2019.03.018
http://www.ncbi.nlm.nih.gov/pubmed/31029270
https://www.cdc.gov/steadi/media/pdfs/steadi-assessment-tug-508.pdf
https://www.cdc.gov/steadi/media/pdfs/steadi-assessment-tug-508.pdf
https://doi.org/10.1186/1471-2318-14-14
http://www.ncbi.nlm.nih.gov/pubmed/24484314
https://doi.org/10.1093/ageing/afac205
http://www.ncbi.nlm.nih.gov/pubmed/36178003
https://www.cdc.gov/steadi/media/pdfs/STEADI-Assessment-30Sec-508.pdf
https://www.cdc.gov/steadi/media/pdfs/STEADI-Assessment-30Sec-508.pdf
https://doi.org/10.1080/10447318.2018.1455307
https://doi.org/10.3390/ijerph15122798
https://doi.org/10.3390/ijerph15122798
http://www.ncbi.nlm.nih.gov/pubmed/30544658
https://doi.org/10.1123/ijsnem.2023-0087
http://www.ncbi.nlm.nih.gov/pubmed/37875254
https://doi.org/10.1186/s12877-021-02386-5
https://doi.org/10.1186/s12877-021-02386-5
http://www.ncbi.nlm.nih.gov/pubmed/34330211
https://doi.org/10.1016/S1836-9553(12)70089-9
http://www.ncbi.nlm.nih.gov/pubmed/22613239
https://doi.org/10.2519/jospt.2011.3515
http://www.ncbi.nlm.nih.gov/pubmed/21335930
https://doi.org/10.1227/NEU.0000000000001320
https://doi.org/10.1227/NEU.0000000000001320
http://www.ncbi.nlm.nih.gov/pubmed/27352275
https://doi.org/10.2196/37290
http://www.ncbi.nlm.nih.gov/pubmed/35980732
https://doi.org/10.1177/2327857920091021
https://doi.org/10.1177/2327857920091021
https://formative.jmir.org/2025/1/e67406


Development and Implementation of Strong Foundations, a Digitally Delivered Fall Prevention Program: Usability and
Feasibility Pilot Exercise Cohort Study
JMIR Form Res 2025;9:e67406
URL: https://formative.jmir.org/2025/1/e67406
doi: 10.2196/67406

© Ryan Moran, David Wing, Hope Davey, Hava Barkai, Jeanne Nichols. Originally published in JMIR Formative Research
(https://formative.jmir.org), 28.02.2025. 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 reproduc-
tion in any medium, provided the original work, first published in JMIR Formative Research, is properly cited. The complete
bibliographic information, a link to the original publication on https://formative.jmir.org, as well as this copyright and license
information must be included.

JMIR FORMATIVE RESEARCH Moran et al

https://formative.jmir.org/2025/1/e67406 JMIR Form Res 2025 | vol. 9 | e67406 | p. 10
(page number not for citation purposes)

https://formative.jmir.org/2025/1/e67406
https://doi.org/10.2196/67406
https://formative.jmir.org
https://creativecommons.org/licenses/by/4.0/
https://formative.jmir.org
https://formative.jmir.org/2025/1/e67406

	Development and Implementation of Strong Foundations, a Digitally Delivered Fall Prevention Program: Usability and Feasibility Pilot Exercise Cohort Study
	Introduction
	Methods
	Program Description
	Real-Time Feedback
	Program Development
	Site, Eligibility, and Enrollment
	Primary Feasibility Outcomes
	Exploratory User Outcomes
	Sample Size Determination
	Statistical Analysis
	Ethical Considerations

	Results
	Participants
	Feasibility and Usability
	Objective Measures

	Discussion


