
Groen et al. BMC Research Notes 2010, 3:111
http://www.biomedcentral.com/1756-0500/3/111

Open AccessR E S E A R C H  A R T I C L E
Research articleCould martial arts fall training be safe for persons 
with osteoporosis?: a feasibility study
Brenda E Groen*1,2, Ellen Smulders1,2, Jacques Duysens1,2,3, Wim van Lankveld4 and Vivian Weerdesteyn1,2,5

Abstract
Background: Osteoporosis is a well-established risk factor for fall-related hip fractures. Training fall arrest strategies, 
such as martial arts (MA) fall techniques, might be useful to prevent hip fractures in persons with osteoporosis, 
provided that the training itself is safe. This study was conducted to determine whether MA fall training would be safe 
for persons with osteoporosis extrapolated from the data of young adults and using stringent safety criteria.

Methods: Young adults performed sideways and forward MA falls from a kneeling position on both a judo mat and a 
mattress as well as from a standing position on a mattress. Hip impact forces and kinematic data were collected. For 
each condition, the highest hip impact force was compared with two safety criteria based on the femoral fracture load 
and the use of a hip protector.

Results: The highest hip impact force during the various fall conditions ranged between 1426 N and 3132 N. Sideways 
falls from a kneeling and standing position met the safety criteria if performed on the mattress (max 1426 N and 2012 
N, respectively) but not if the falls from a kneeling position were performed on the judo mat (max 2219 N). Forward falls 
only met the safety criteria if performed from a kneeling position on the mattress (max 2006 N). Hence, forward falls 
from kneeling position on a judo mat (max 2474 N) and forward falls from standing position on the mattress (max 3132 
N) did not meet both safety criteria.

Conclusions: Based on the data of young adults and safety criteria, the MA fall training was expected to be safe for 
persons with osteoporosis if appropriate safety measures are taken: during the training persons with osteoporosis 
should wear hip protectors that could attenuate the maximum hip impact force by at least 65%, perform the fall 
exercises on a thick mattress, and avoid forward fall exercises from a standing position. Hence, a modified MA fall 
training might be useful to reduce hip fracture risk in persons with osteoporosis.

Background
Hip fractures among the elderly are a health problem
associated with high mortality and morbidity rates. In
particular persons with osteoporosis or low bone mineral
density (BMD) are at risk for hip fractures due to their
reduced bone strength [1,2]. Therefore, in clinical prac-
tice hip fracture prevention focuses mainly on treating
osteoporosis.

About 90% of hip fractures are caused by falls [3]. Apart
from a low BMD, fall characteristics have been identified
as independent risk factors for hip fractures [1,2]. Hence,
fall prevention and reduction of fall severity may also pre-
vent hip fractures. Falls with the highest risk for hip frac-

tures are sideways falls and falls with direct impact on the
greater trochanter of the proximal femur [2]. To reduce
the hip fracture risk in these types of falls, hip protectors
may be useful. In vitro experiments have shown that the
best hip protectors can attenuate femoral impact forces
by as much as 85% [4,5]. However, to prevent hip frac-
tures in everyday life, user compliance is a problem [6].

Alternatively, people may be taught safe fall arrest strat-
egies. Recent studies have indicated that fall strategies
based on martial arts (MA) fall techniques reduce the
impact forces during a volitional fall. When using an MA
fall technique, the fall is changed into a rolling move-
ment. During the roll the forces are distributed over a
larger impact site. Furthermore, the amount of energy to
be absorbed during impact is reduced because kinetic
energy is preserved during the rolling movement. Experi-
mental studies have shown that MA techniques during a
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volitional fall reduce hip impact forces, which presumably
reduces the hip fracture risk as well [7-9]. Recently, MA
fall training that consisted of 5 weekly training sessions of
45 minutes was included in a successful falls prevention
program for healthy elderly persons [10]. A further exper-
imental study revealed that older participants were able
to learn the MA techniques during the five weekly train-
ing sessions; the improved performance reduced the hip
impact force during a volitional fall [11]. For safety rea-
sons, persons with osteoporosis have been excluded from
these fall training studies. However, persons with osteo-
porosis are expected to experience the most benefits
from such training because of their high fracture risk if
they fall.

The purpose of the present study was to determine
whether MA fall training is safe for persons with osteopo-
rosis. For obvious safety reasons, this could not be
directly assessed using persons with osteoporosis. There-
fore, we measured the hip impact forces during the MA
fall exercises from a kneeling and a standing position
onto both a judo mat and a thick mattress in a group of
young adults. We focused on sideways and forward falls,
as these falls have the highest risk for direct hip impact
and hip fractures. To determine whether the impact
forces are within the safety limits for persons with osteo-
porosis, two safety criteria were defined based on the
femoral fracture load in elderly women [12]. It was
hypothesized that for persons with osteoporosis practic-
ing falls from a kneeling position are only safe if per-
formed on a thick mattress while falls from a standing
position are never safe.

Methods
Participants
Healthy, young individuals without prior experience in
MA fall techniques participated in this study. Six partici-
pants (age: 23-44 years, weight: 57-85 kg, height: 1.74-
1.86 m) performed the MA fall training on a judo mat and
six participants (age: 23-44 years, weight: 55-73 kg,
height: 1.71-1.86 m) performed the training on a thick
mattress. All participants signed informed consent prior

to participation. The Ethical Board for the region Arn-
hem-Nijmegen approved the protocol (2004/152).

Fall training
Each participant received individual fall training for
approximately two hours. The fall exercises that were
performed were the sideways and forward fall techniques
as included in the Nijmegen Falls Prevention Program
[10]. The three most important characteristics of MA
techniques are the rolling movement, head protection by
neck flexion and the use of the arm to stop the rolling
movement. In forward falls, trunk flexion and rotation
enable participants to roll over the scapula of the ipsilat-
eral shoulder and diagonally across the back to the con-
tralateral hip region (Figure 1a). In sideways falls,
participants roll over the ipsilateral hip to the scapula of
the ipsilateral shoulder; this is achieved by flexion, lateral
flexion and rotation of the trunk (Figure 1b). Both side-
ways and forward fall exercises started in a sitting posi-
tion; these were not measured since they were assumed
to have no hip fracture risk. Thereafter, falls from kneel-
ing and standing positions followed. The fall exercises
were performed either on the judo mat (4 cm thick poly-
urethane foam, size 1.2 × 1.2 m) or on the 25 cm thick
gymnasium mattress (size 2.5 × 1.25 m). Each fall condi-
tion was performed for at least 8 trials.

Data collection
During the trials, force data were collected by a force
plate (1.2 × 1.2 m, Bertec Corporation, Columbus, Ohio,
USA) at a sample rate of 2400 Hz, which was embedded
in a 2.2 × 2.7 m platform and covered with judo mats or
the thick mattress. It must be emphasized that the judo
mat or mattress was not supported by any other surface
than the force plate. Hence, all (vertical) forces that are
applied to the mat are measured by the force plate. Simi-
lar set-ups are used by other groups, for instance, for
mechanical testing of the force-attenuating effects of low
stiffness floors on peak impact forces on the skin surface
of the greater trochanter of the femur and the femoral
neck [13]. A 6-camera 3D motion analysis system (Pri-

Figure 1 Photo series of martial arts fall techniques from a kneeling position. a) Martial arts fall techniques during a forward fall and b) during a 
sideways fall from kneeling position on the judo mat.
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mas, Delft University of Technology, Delft, The Nether-
lands) was used to collect the 3D positions of reflective
markers at 100 Hz. The markers were attached bilaterally
to the wrist, elbow, acromion and the pelvis. Kinematic
and force data were collected synchronously.

Data analyses
For all falls from kneeling and standing positions, hip
impact forces were determined. Hip impact force was, in
general, the first distinct peak in the force curve after fall
initiation. Kinematic data were used to confirm whether
indeed this peak corresponded to hip impact using the
vertical position of the markers. For each fall condition,
the maximum vertical hip impact force was determined
for each participant (Fmax). For each fall exercise the
highest Fmax observed during all the trials of all partici-
pants was used to assess the safety of the fall training.

Safety criteria
Two safety criteria were constructed to determine which
fall exercises and conditions were considered to be safe
for persons with osteoporosis. Both safety criteria were
based on the femoral fracture load of elderly women. Fol-
lowing Kannus and coworkers [4], we used the mean fem-
oral fracture load of 3100 N (SD 1200 N) as determined
for cadaveric femora of a group of elderly women by
Cheng and coworkers [12].

The first safety criterion implied that the femoral load
during a fall exercise should not exceed the average frac-
ture load for elderly women minus 2 SD (700 N: 3100 N -
2 * 1200 N). In other words, the threshold was set at a
value that should be safe for 97.7% of the elderly women.
Because the femoral load is not equal to the external hip
impact force as measured with the force plate, we took
two mediating factors into account. Firstly, we included
the expected protective effects of soft tissue around the
hip. The mean attenuation of the peak impact force
caused by soft tissue is 13% in elderly women [14].
Because persons with osteoporosis often have relatively
little adipose tissue, we used a 10% reduction of Fmax by
soft tissue padding. Secondly, we decided that persons
with osteoporosis have to wear hip protectors during the
MA fall training. If participants wear hip protectors, the
actual impact forces exerted on the femur will be sub-
stantially reduced. It has been shown that the best hip
protectors reduce impact forces by between 65% and 85%
[4,5]. According to the first safety criterion a fall was safe
if the highest Fmax measured reduced by 10% for soft tis-
sue padding and by 65% for the use of hip protectors, was
lower than the threshold of 700 N (highest Fmax * 0.9 *
0.35 < 700 N).

For the second safety criterion we took into account
that hip protectors are not always placed correctly with
respect to the greater trochanter to optimally attenuate

the impact forces [15,16]. In this second safety criterion
we therefore left out the factor of force attenuation by hip
protectors; the threshold was set at the average femoral
fracture load for elderly minus one standard deviation
(1900 N: 3100 N - 1200 N). Hence, the threshold was set
at a value that should be safe for 84.1% of the elderly
women if they did not wear hip protectors. According to
the second safety criterion, a fall was safe if the highest
Fmax measured, reduced by 10% for soft tissue padding,
did not exceed the threshold of 1900 N (highest Fmax *
0.9 < 1900 N).

Results
In general, the highest Fmax observed during the forward
MA falls was higher than that found during the sideways
falls under similar floor and fall height conditions (Table
1). Figure 2 shows the highest Fmax of all participants in
the MA in sideways and forward falls from kneeling posi-
tion on the judo mat and the thick mattress and from
standing position on the thick mattress in relation to the
thresholds of the two safety criteria.

For the sideways falls, the Fmax corrected for both soft
tissue padding and hip protectors was lower than 700 N
in all fall conditions. Hence, all the sideways falls met the
first safety criterion (corrected Fmax was lower than 700
N). The Fmax if only corrected for soft tissue padding
exceeded 1900 N in some of the participants during falls
from kneeling position on the judo mat. Hence, the side-
ways falls from kneeling position on the judo mat did not
meet the second safety criterion (range Fmax 1260-2219
N). If performed on the mattress, however, the sideways
falls from kneeling position as well as from standing posi-
tion met the second safety criterion (range Fmax 878-
1426 N and 1216-2012 N, respectively)(Table 1, Figure 2).

For the forward falls, the falls from kneeling position
did neither meet the first nor the second safety criterion
if performed on the judo mat (range Fmax 1173-2474 N).
However, if forward falls from kneeling position were
performed on the mattress, Fmax met both safety criteria
(range Fmax 1028-2006 N). Forward falls from standing
position even when performed on the mattress did nei-
ther meet the first nor the second safety criterion (range
Fmax 1389-3132 N)(Table 1, Figure 2).

Discussion
This study determined whether MA fall training could be
considered be safe for persons with osteoporosis as
extrapolated from the data of young adults and using
stringent safety criteria. The results showed that sideways
falls from kneeling and standing position met the safety
criteria if performed on a thick mattress. Forward falls
only met the safety criteria if performed from kneeling
position on the thick mattress. Hence, in order for the
MA fall training to be safe for persons with osteoporosis,
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the fall training should be performed on a thick mattress
and forward falls from a standing position should be
excluded. In addition, participants should wear hip pro-
tectors that attenuate the maximum hip impact force by
at least 65%. Specific data on the femoral fracture load of
osteoporotic women have not been reported in the litera-
ture. Therefore, we based the safety criteria on the mean
proximal femoral fracture load of elderly women (n = 28)
with a mean age of 71 years (3100 SD 1200 N) [12]. It is
very likely that at least some of these women had osteo-
porosis. Because of the strong correlation between frac-
ture load and femoral neck BMD [12,17], the
osteoporotic women were probably those with the lowest
fracture loads. Fracture load is hard to estimate since it
also depends on the loading rate [18] and direction of
impact [19]. Therefore, we proposed a conservative first
safety threshold of two standard deviations below the
mean fracture load of elderly women, 700 N, which was

lower than any individual femoral fracture load found in
cadaveric studies [12,17-20]. For extra safety, we set a
rather low threshold in the second safety criterion. In
addition, the decision to include fall exercises was based
on the highest Fmax observed among all participants.
Hence, we think that our safety criteria are stringent
enough to guarantee the safety of the included fall exer-
cises for persons with mild to moderate osteoporosis.

In the present study, the safety of the MA fall training
was determined only with respect to the risk for hip frac-
tures. Falls may also result in other injuries, such as
bruises, or head, arm and wrist injuries. The most impor-
tant characteristics of the MA fall techniques are the roll-
ing movement and head protection. To change the fall
into a rolling movement, one should curve the trunk and
neck. The trunk and neck flexion also prevent the head
from impacting the ground. The risk of head impact is
further reduced by slapping the arm to stop the rolling

Figure 2 Maximal hip impact forces for sideways and forward MA fall exercises. The maximal hip impact force among all participants (highest 
Fmax) was corrected either for soft tissue padding (ST, 10% reduction) and wearing hip protectors (HP) that could attenuate the maximum hip impact 
force by at least 65% (safety criterion 1) or soft tissue padding only (10% reduction) (safety criterion 2). The corrected highest Fmax values were com-
pared with thresholds of safety criterion 1 (700 N: average femoral fracture load for elderly minus two standard deviations) and safety criterion 2 (1900 
N: average femoral fracture load for elderly minus one standard deviation), respectively. Asterisks (*) indicate fall conditions that met both safety cri-
teria.
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movement, which is another characteristic of the MA fall
techniques. This arm slap is not believed to be harmful
because the impact is distributed over a larger contact
area due to the simultaneous impact of hand and forearm
[8,11]. In previous studies with older healthy individuals,
it was indeed not reported to be uncomfortable [10,11].

The safety of such MA fall training for persons with
osteoporosis was recently confirmed by Smulders and
coworkers [21]. Based on the results of the present study,
the MA fall training of the original Nijmegen Falls Pre-
vention Program [10] was modified. Thus far, 31 persons
with osteoporosis (lowest T-score for proximal femur and
lumbar vertebrae was between -4 and -2.5) participated
and no injuries or adverse physical effects were reported
during or after the training [21].

In experimental studies, MA fall techniques have been
demonstrated to effectively reduce hip impact forces and,
therefore, have the potential to reduce the hip fracture
risk. MA fall techniques reduced the hip impact forces
during a volitional fall by 12-27% when performed by
experienced martial artists [7,8] and by 17% in young
adults without previous experience in MA fall techniques
after a 30-minute training session [9]. In addition, it was
demonstrated that MA fall techniques were trainable in
older individuals. After a five-session MA fall training,
the fall performance improved and the hip impact force
during a volitional fall was reduced by 8%. It was sug-
gested that the MA fall training may have similar effects
for hip fracture prevention as the prescription of bisphos-
phonates [11]. The effectiveness of MA fall techniques in
reducing the hip impact forces are in line with the results
of the biomechanical modeling study of Lo and cowork-
ers [22]. That study revealed that a combination of knee
flexion, waist flexion and trunk rotation is the most effec-
tive movement strategy to reduce the impact forces dur-
ing a sideways fall (reduction of 56% compared to a
'broomstick' strategy). In addition, they found that this

movement strategy was effective in reducing impact
forces below the fracture load even when the effect of
aging on muscle forces (reduction of 30% in muscle force)
was simulated [22]. Since the combination of knee flex-
ion, waist flexion and trunk rotation is characteristic of
MA fall techniques to enable rolling after impact, the
study of Lo and coworkers [22] confirms the potential
beneficial effects of MA fall techniques for hip fracture
prevention.

The effects of MA fall techniques on hip fracture risk in
daily life, however, should be further investigated. A pre-
requisite for MA fall techniques to potentially contribute
to hip fracture prevention in daily life, is the trainability of
these techniques in the persons with osteoporosis. The
results of a previous study on MA fall training in healthy
elderly persons showed that they were indeed able to
learn and apply these MA techniques during a volitional
sideways fall from kneeling height. In addition, 15 of the
25 participants reported that they were also confident of
being able to apply the MA fall techniques during an
unexpected fall in daily life [11].

There is no conclusive evidence, however, for the appli-
cability of the fall techniques in daily life, yet some indi-
rect evidence is available. Although it is often suggested
that a fall may happen too quickly to be able to select and
execute a learned fall technique, the duration of a real-life
fall from standing height has been reported to be 715 (SD
160) ms [23]. Given a voluntary reaction time of 180 ms
for initiation a fall technique [24], there is some time to
subsequently execute the fall technique before impact.
The minimum movement time to execute the MA fall
technique adequately was only 145-155 ms in young
adults [24]. Although previous studies reported increased
reaction times of 31-80 ms [23,25,26] and increased
movement times for voluntary movements in the elderly
[23], this probably still leaves sufficient time to select and
execute a fall technique.

Table 1: Descriptive statistics of the maximum hip impact force (Fmax) for the different fall conditions.

Fall exercise Fmax (N)

Fall direction Fall height Fall surface Median IQR Max

Sideways Knee Judo mat 1769 407 2219

Knee Mattress 1330 131 1426

Stand Mattress 1551 439 2012

Forward Knee Judo mat 1745 624 2474

Knee Mattress 1453 669 2006

Stand Mattress 1833 419 3132

IQR = interquartile range, Max = highest Fmax.
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A limitation of the present study was that young adults
participated instead of older persons to determine
whether MA fall exercises could be safe for persons with
osteoporosis. In general, the performance of fall exercises
by older adults is expected to be less fluent than the per-
formance by younger adults caused by a slower reaction
time and poorer ability to coordinate muscle actions.
This may result in higher hip impact forces. On the other
hand, older adults are expected to have more fear of fall-
ing and are more cautious in their performance of the fall
exercises, which presumably results in lower impact
velocities and, consequently, lower hip impact forces.

Another limitation was the small sample size in the
present study. It may not represent the normal variability
in the normal population. Because it is likely that heavier
and/or taller persons experience higher hip impact forces
during a fall, it could affect the decision whether the fall
exercises of the MA fall training is safe or not in the pres-
ent study. On the other hand, older age and a low body
mass (rather than a high body mass) are the most impor-
tant risk and screening factors for osteoporosis [27,28]
and are used to predict bone mineral density (T-score)
[29]. It indicates that heavier persons have stronger
bones. In addition, it is expected that heavier persons
have a thicker soft tissue layer overlying the greater tro-
chanter of the femur that can absorb energy during hip
impact. Increased soft-tissue thickness is strongly corre-
lated with decreased peak femoral impact force [14]. We,
therefore, believe that the fall exercises that we identified
as safe in the present study are also safe for heavier per-
sons who may experience higher hip impact forces, but
also have more soft tissue padding and stronger bones
than the bone strength as used in the safety criteria.

Conclusions
Based on the data of young adults and stringent safety
criteria, the MA fall training was expected to be safe for
persons with osteoporosis if they wear hip protectors that
could attenuate the maximum hip impact force by at least
65% during the training, perform fall exercises on a thick
mattress, and avoid forward fall exercises from a standing
position. Since MA techniques reduce hip impact forces
and can be learned by older persons, MA fall training
may prevent hip fractures among persons with osteopo-
rosis.

Competing interests
The authors declare that they have no competing interests.

Authors' contributions
BG, VW and WL conceived of and designed the study. BG and VW recruited the
participants and performed the measurements. BG performed the analysis and
made the first draft of the manuscript. ES, VW and JD contributed to the analy-
sis and interpretation of the data. ES, JD, WL and VW revised the manuscript
critically, and all authors read and approved the final manuscript.

Acknowledgements
This study was supported by the POM, Nijmegen, the Organisation for Health-
care Research in the Netherlands (ZonMW) and the Department of Rheuma-
tology of the Sint Maartenskliniek, Nijmegen. Written consent for publication 
was obtained from the subject.

Author Details
1Sint Maartenskliniek Research, Development and Education, Hengstdal 3, 
6522 JV Nijmegen, the Netherlands, 2Institute for Fundamental and Clinical 
Human Movement Sciences, Vrije Universiteit, Van der Boechorststraat 9, 1081 
BT Amsterdam, the Netherlands, 3Research Centre for Movement Control and 
Neuroplasticity, Department of Biomedical Kinesiology, Tervuursevest 101, 
3001 Leuven, Belgium, 4Sint Maartenskliniek, Department of Rheumatology, 
Hengstdal 3, 6522 JV Nijmegen, the Netherlands and 5Radboud University 
Nijmegen Medical Centre, Department of Rehabilitation, Geert Grooteplein-
Zuid 10, 6500 HB Nijmegen, the Netherlands

References
1. Greenspan SL, Myers ER, Maitland LA, Resnick NM, Hayes WC: Fall severity 

and bone mineral density as risk factors for hip fracture in ambulatory 
elderly.  JAMA 1994, 271:128-133.

2. Wei TS, Hu CH, Wang SH, Hwang KL: Fall characteristics, functional 
mobility and bone mineral density as risk factors of hip fracture in the 
community-dwelling ambulatory elderly.  Osteoporos Int 2001, 
12:1050-1055.

3. Cumming RG, Klineberg RJ: Fall frequency and characteristics and the 
risk of hip fractures.  J Am Geriatr Soc 1994, 42:774-778.

4. Kannus P, Parkkari J, Poutala J: Comparison of force attenuation 
properties of four different hip protectors under simulated falling 
conditions in the elderly: an in vitro biomechanical study.  Bone 1999, 
25:229-235.

5. Robinovitch SN, Hayes WC, McMahon TA: Energy-shunting hip padding 
system attenuates femoral impact force in a simulated fall.  J Biomech 
Eng 1995, 117:409-413.

6. Parker MJ, Gillespie WJ, Gillespie LD: Effectiveness of hip protectors for 
preventing hip fractures in elderly people: systematic review.  BMJ 
2006, 332:571-574.

7. Groen BE, Weerdesteyn V, Duysens J: Martial arts fall techniques 
decrease the impact forces at the hip during sideways falling.  J 
Biomech 2007, 40:458-462.

8. Sabick MB, Hay JG, Goel VK, Banks SA: Active responses decrease impact 
forces at the hip and shoulder in falls to the side.  J Biomech 1999, 
32:993-998.

9. Weerdesteyn V, Groen BE, van Swigchem R, Duysens J: Martial arts fall 
techniques reduce hip impact forces in naive subjects after a brief 
period of training.  J Electromyogr Kinesiol 2008, 18:235-242.

10. Weerdesteyn V, Rijken H, Geurts AC, Smits-Engelsman BC, Mulder T, 
Duysens J: A five-week exercise program can reduce falls and improve 
obstacle avoidance in the elderly.  Gerontology 2006, 52:131-141.

11. Groen BE, Smulders E, de Kam D, Duysens J, Weerdesteyn V: Martial arts 
fall training to prevent hip fractures in the elderly.  Osteoporos Int 2010, 
21:215-221.

12. Cheng XG, Lowet G, Boonen S, Nicholson PH, Brys P, Nijs J, et al.: 
Assessment of the strength of proximal femur in vitro: relationship to 
femoral bone mineral density and femoral geometry.  Bone 1997, 
20:213-218.

13. Laing AC, Robinovitch SN: Low stiffness floors can attenuate fall-related 
femoral impact forces by up to 50% without substantially impairing 
balance in older women.  Accid Anal Prev 2009, 41:642-650.

14. Robinovitch SN, McMahon TA, Hayes WC: Force attenuation in 
trochanteric soft tissues during impact from a fall.  J Orthop Res 1995, 
13:956-962.

15. Minns RJ, Marsh AM, Chuck A, Todd J: Are hip protectors correctly 
positioned in use?  Age Ageing 2007, 36:140-144.

16. van Schoor NM, Asma G, Smit JH, Bouter LM, Lips P: The Amsterdam Hip 
Protector Study: compliance and determinants of compliance.  
Osteoporos Int 2003, 14:353-359.

Received: 26 February 2010 Accepted: 22 April 2010 
Published: 22 April 2010
This article is available from: http://www.biomedcentral.com/1756-0500/3/111© 2010 Groen et al; licensee BioMed Central Ltd. This is an Open Access article distributed under the terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.BMC Research Notes 2010, 3:111

http://www.biomedcentral.com/1756-0500/3/111
http://creativecommons.org/licenses/by/2.0
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8264067
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=11846332
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8014355
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10456390
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8748522
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16513687
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16480724
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=10460138
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=17764975
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16645293
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=19407919
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=9071471
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=19393817
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8544034
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=17272302
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=12730735


Groen et al. BMC Research Notes 2010, 3:111
http://www.biomedcentral.com/1756-0500/3/111

Page 7 of 7
17. Courtney AC, Wachtel EF, Myers ER, Hayes WC: Age-related reductions in 
the strength of the femur tested in a fall-loading configuration.  J Bone 
Joint Surg Am 1995, 77:387-395.

18. Courtney AC, Wachtel EF, Myers ER, Hayes WC: Effects of loading rate on 
strength of the proximal femur.  Calcif Tissue Int 1994, 55:53-58.

19. Pinilla TP, Boardman KC, Bouxsein ML, Myers ER, Hayes WC: Impact 
direction from a fall influences the failure load of the proximal femur as 
much as age-related bone loss.  Calcif Tissue Int 1996, 58:231-235.

20. Lotz JC, Hayes WC: The use of quantitative computed tomography to 
estimate risk of fracture of the hip from falls.  J Bone Joint Surg Am 1990, 
72:689-700.

21. Smulders E, Weerdesteyn V, Groen BE, Duysens J, Laan R, Van Lankveld W: 
The development of a multidisciplinary fall prevention program for 
persons with osteoporosis.  In Accidental Falls: Causes, Preventions and 
Interventions Edited by: Vincent ML, Moreau TM. Hauppage NY: Nova 
Science Publisher; 2008:185-201. 

22. Lo J, Ashton-Miller JA: Effect of pre-impact movement strategies on the 
impact forces resulting from a lateral fall.  J Biomech 2008, 41:1969-1977.

23. Robinovitch SN, Normandin SC, Stotz P, Maurer JD: Time requirement for 
young and elderly women to move into a position for breaking a fall 
with outstretched hands 1.  J Gerontol A Biol Sci Med Sci 2005, 
60:1553-1557.

24. van Swigchem R, Groen BE, Weerdesteyn V, Duysens J: The effects of time 
pressure and experience on the performance of fall techniques during 
a fall.  J Electromyogr Kinesiol 2009, 19:521-531.

25. Chen HC, shton-Miller JA, Alexander NB, Schultz AB: Effects of age and 
available response time on ability to step over an obstacle.  J Gerontol 
1994, 49:M227-M233.

26. Tirosh O, Sparrow WA: Age and walking speed effects on muscle 
recruitment in gait termination.  Gait Posture 2005, 21:279-288.

27. Waugh EJ, Lam MA, Hawker GA, McGowan J, Papaioannou A, Cheung AM, 
et al.: Risk factors for low bone mass in healthy 40-60 year old women: a 
systematic review of the literature.  Osteoporos Int 2009, 20:1-21.

28. Dargent-Molina P, Piault S, Breart G: Identification of women at 
increased risk of osteoporosis: no need to use different screening tools 
at different ages.  Maturitas 2006, 54:55-64.

29. Wildner M, Peters A, Raghuvanshi VS, Hohnloser J, Siebert U: Superiority 
of age and weight as variables in predicting osteoporosis in 
postmenopausal white women.  Osteoporos Int 2003, 14:950-956.

doi: 10.1186/1756-0500-3-111
Cite this article as: Groen et al., Could martial arts fall training be safe for 
persons with osteoporosis?: a feasibility study BMC Research Notes 2010, 
3:111

http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=7890787
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=7922790
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8661953
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=2355030
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=18513728
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16424287
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=18243018
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=8056942
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=15760743
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=18523710
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=16202546
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&dopt=Abstract&list_uids=13680102


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


