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Recent reports suggest that a polymorphism of the alpha-actinin-3 gene (ACTN3)
is associated with muscle power. Homozygosity for the R577X single nucleotide
polymorphism (SNP) at the ACTN-3 gene locus results in the absence of ACTN-3
expression. To examine the influence of this polymorphism on baseline peak power (PP)
and PP changes with strength training (ST), we studied 53 older men (64 (9) yr) and 65
older women (65 (9) yr) before and after a 10-week single leg knee extension strength
training (ST) program. At baseline, when men and women were combined, the XX
group had a relative PP (tested at 70% of 1 RM) that was 36 + 17 watts (W) higher than
the RR group (279 £ 12 W, P <0.05), and the RX group was 43 = 17 W higher than the
RR group (P < 0.05), when age and sex differences were used as covariates. As a result
of the ST program, change in absolute PP in the RR group was significantly higher than

in the XX group (48 £7 W vs. 26 £ 7 W, P <0.05), when the data were adjusted for age,



sex, and changes in the untrained leg. Separate analyses by sex found that in women the
XX group had a significantly higher baseline absolute PP than the RR (240 =11 W vs.
208 + 9 W) and RX groups (240 £ 11 W vs. 208 £ 10 W, both P < 0.05), when age and
baseline fat-free mass were covaried. The change in absolute PP in the RR group was
significantly higher than in the XX group (63 + 14 W vs. 25+ 9 W, P <0.05) with ST in
men, when the data were adjusted for age and changes in the untrained leg. There were
no differences among genotype groups in women for change in absolute PP. These
results suggest that the ACTN3 R577X polymorphism may influence peak power at
baseline and in response to ST in older adults, but this relationship is strongly dependent

on the sex of the group studied.
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INTRODUCTION

The loss of muscle mass, strength, and power with advanced age (sarcopenia) is
associated with dysfunction and poor health status in older adults (140, 141). For this
reason, interventions designed to prevent and treat of sarcopenia should positively affect
muscle mass, strength, and power without adverse side effects. The administration of
growth hormone and testosterone have been recommended for this, but the efficacy and
untoward side effects of these agents have been questioned (18). Therefore, strength
training (ST) is becoming the intervention of choice for sarcopenia due to the substantial
evidence for its efficacy and safety (77, 148). However, muscle mass and strength
responses to ST vary widely even among people of similar characteristics performing the
same training program (26, 81).

ST-induced changes in peak power and movement velocity are also highly
variable in older adults. For example, we have recently observed changes in peak power
with ST of the knee extensors for men and women ranging from — 19 to 126 W at the
same absolute resistance, and peak movement velocity changes ranging from -1.1 to 2.7
rad/sec at the same absolute resistance (37). Additionally, in a previous investigation
from our laboratory, we found considerable inter-individual variability in muscle quality
(MQ, strength per unit of muscle) (81). These large inter-individual differences among
older men and women, along with the fact that twin studies suggest that a major portion
of the variance in skeletal muscle phenotypes can be accounted for by heredity (6),
suggest that genetic factors may explain a large portion of these inter-individual
differences in responses to ST. However, polymorphisms within specific genes that

could potentially explain the genetic differences between responders and non-responders



to a ST intervention have not been clearly identified. Obtaining this information would
have important clinical implications because it could aid in identifying the optimal
manner of stratifying ST to those who benefit the most and least in each component
(muscle mass, strength, and muscle power) of sarcopenia.

Recent reports have suggested that a polymorphism of the alpha-actinin-3 gene
(ACTN3) may be associated with muscle power and may at least partially explain the
inter-individual variability in power (198). Alpha-actinins (ACTN) are cytoskeletal
proteins that are encoded by the spectrin superfamily genes and are present in both non-
muscle and muscle tissues. They are the primary constituent of the Z-disks in skeletal
and cardiac muscle (39). The function of ACTN heterodimers is to cross-link and bind
with actin, along with preserving a spatial association among myofilaments (119). While
ACTN-2 expression occurs in all skeletal muscle fiber types, ACTN-3 expression is
restricted to type 2 fibers (131).

A single nucleotide polymorphism (SNP) has been identified in exon 16 of the
ACTN-3 gene and is associated with a complete absence of ACTN-3 protein (131). This
SNP is a C to T transition at position 1,747, which causes a change in the 577 amino acid
residue from arginine, resulting in a premature stop codon (R577X) (131).
Homozygosity of 577X results in an absence of ACTN-3 protein, although the
individuals affected appear phenotypically normal. Approximately 19% of Caucasians
are ACTN-3 deficient, indicating that this SNP is a common polymorphism among this
racial group (119). The absence of ACTN-3 due to the X-allele of the R577X SNP has
raised questions regarding its potential effects on muscle function and athletic

performance. In this regard, recent cross-sectional data suggest that a deficiency of



ACTN-3 is associated with an enhancement of athletic power performance (202). Elite
power athletes, such as sprinters, have a significantly lower X-allele frequency than other
types of athletes or controls (129, 198). Recent ST data with younger adults showed that
women who are X homozygotes have lower baseline isometric arm strength compared to
heterozygotes, but had significantly greater increases in strength compared to
heterozygotes, and displayed additive effects when all three groups were compared (31).
However, we are not aware of any information available on the influence of the ACTN3
R577X polymorphism on peak power and peak movement velocity responses to ST in
older adults. These components of sarcopenia may be even more important than strength
for influencing functional abilities in the elderly (34). Therefore, the purpose of this
study was to determine the influence of the ACTN3 R577X polymorphism peak muscle
power at baseline and in response to ST in older adults. We hypothesize that women X
homozygotes will have lower knee extensor absolute peak power at baseline when
compared to the RR and RX genotype groups, but the increase in absolute peak power

with ST will be greater in the X homozygotes than in the RR and RX genotype groups.

METHODS
Subjects. One-hundred fifty-one relatively healthy, inactive, Caucasian men and
women volunteers between the ages of 50 and 85 yrs were recruited as subjects in this
study. All subjects underwent a phone-screening interview, received medical clearance
from their primary care physician and completed a detailed medical history prior to
participating in this study. All subjects were nonsmokers, and were free of significant
cardiovascular, metabolic, or musculoskeletal disorders that would affect their ability to

safely perform heavy resistance exercise. Subjects who were already taking medications



for at least three weeks prior to the start of the study were permitted into the study as long
as they did not change medications or dosages at any time throughout the study. After all
methods and procedures were explained, subjects read and signed a written consent form,
which was approved by the Institutional Review Board of the University of Maryland,
College Park. All subjects were continually reminded throughout the study not to alter
their regular physical activity levels or dietary habits for the duration of the investigation,
and body weight was measured weekly throughout the study to help confirm compliance
to maintaining a stable diet.

Genotyping. Genomic DNA, isolated from white blood cells, was prepared from
EDTA-anticoagulated whole blood samples by standard salting-out procedures (Puregene
DNA Extraction, Gentra Systems Inc.). Genotyping for the ACTN3 R577X
polymorphism was carried out following the procedures described by Mills et al. (119).
Briefly, DNA was amplified via polymerase chain reaction (PCR) using flanking primers
designed specifically for the R577X polymorphism. A restriction fragment length
polymorphism (RFLP) procedure was used to identify genotypes for each subject at this
locus. PCR was performed by 40 cycles of denaturation at 94°C for 30 sec, annealing at
58°C for 30 sec, and extension at 72°C for 30 sec, and a final extension step of 72°C for 5
min. The amplified fragment subsequently underwent digestion by Dde 1. Agarose gel
electrophoresis was then performed using a 3% gel at 150V. Digested products were
stained with ethidium bromide, and then examined under UV light for genotype
identification.

Body Composition Assessment. Body composition was estimated by dual-

energy x-ray absorptiometry (DXA) using the fan-beam technology (model QDR 4500A,



Hologic, Waltham, MA). A total body scan was performed at baseline and again after the
ST program. A standardized procedure for patient positioning and utilization of the QDR
software was used. Total body fat-free mass (FFM), fat mass, and % fat were analyzed
using Hologic version 8.21 software for tissue area assessment. Total body FFM is
defined as lean soft tissue mass plus total body bone mineral content (BMC). The
coefficients of variation (CV) for all DXA measures of body composition were calculated
from repeated scans of 10 subjects who were scanned three consecutive times with
repositioning. The CV was 0.6 % for FFM and 1.0% for % fat. The scanner was
calibrated daily against a spine calibration block and step phantom block supplied by the
manufacturer. In addition, a whole body phantom was scanned weekly to assess any
machine drift over time.

Body weight was measured to the nearest 0.01 kg with subjects dressed in
medical scrubs, and height was measured to the nearest 0.1 cm using a stadiometer
(Harpenden, Holtain, Wales, UK). Body mass index (BMI) was calculated as weight
(kg) divided by height (m) squared.

Muscular Strength. One-repetition maximum (1 RM) strength tests were
assessed on the knee extension exercise before and after the ST program using an air-
powered resistance machine (Keiser Sports/Health Equip. Co., Inc., Fresno, CA). This
exercise was chosen because it could easily be tested in a standardized way using
objective criteria. The 1 RM test was defined as the maximal resistance that could be
moved through the full range of motion with proper form one time. Approximately the
same number of trials (6-8) and the same rest periods between trials (~ 1 min) were used

to reach the 1 RM after training as before training. Before the regular ST program, 1 RM



testing, and power testing were performed, subjects underwent at least two
familiarization sessions in which the participants completed the training program
exercises with little or no resistance and were instructed on proper warm-up, stretching
and exercise techniques. These low-resistance training sessions were conducted in order
to familiarize the subjects with the equipment, to help control for the large 1 RM strength
gains that commonly result from skill (motor learning) acquisition during the initial
stages of training, and to help prevent injuries and reduce muscle soreness following the
strength testing protocol. The same investigator conducted strength tests for each subject
both before and after training using standardized procedures with consistency of seat
adjustment, body position, and level of vocal encouragement. When appropriate, straps
and/or belts were used to stabilize the subject so that recruitment of outside muscle
groups was minimized. The 1 RM was achieved by gradually increasing the resistance
from an estimated sub-maximal load after each successful exercise repetition until the
maximal load was obtained.

Muscle Volume. To quantify quadriceps muscle volume (MV), computed
tomography (CT) imaging of the trained and untrained thighs was performed (GE
Lightspeed Qxi, General Electric, Milwaukee) at baseline and during the last weeks of
the 10-week unilateral ST program. Axial sections of both thighs were obtained starting
at the most distal point of the ischial tuberosity down to the most proximal part of the
patella while subjects were in a supine position. Measurements of MV in the untrained
leg served as a control for seasonal, methodological, and biological variation of MV, by
comparing the changes in the control leg to the training-induced changes in the trained

leg. This also has the advantage over using a separate group of subjects as controls, by



controlling for attention effects and genetic differences between treatment and control
groups. Section thickness was fixed at 10 mm, with 40 mm separating each section,
based on previous work in our laboratory by Tracy et al. (177). Quadriceps MV was
estimated based on using a 4 cm interval between the center of each section. Each CT
image was obtained at 120 kVp with the scanning time set of 1 s at 40 mA. A 48-cm
field of view and a 512 X 512 matrix were used to obtain a pixel resolution of 0.94 mm.
Two technicians performed analyses of all images for each subject using Medical Image
Processing, Analysis, and Visualization (MIPAV) software (NIH, Bethesda). Briefly, for
each axial section, the cross-sectional area (CSA) of the quadriceps muscle group was
manually outlined as a region of interest. The quadriceps CSA was manually outlined in
every 10 mm axial image from the first section closest to the superior border of the
patella to a point where the quadriceps muscle group was no longer reliably
distinguishable from the adductor and hip flexor groups. The same number of sections
proximal from the patella were measured for a particular subject before and after training,
to ensure within subject measurement replication. Investigators were blinded to subject
identification, date of scan, and training status, for both baseline and after training
analysis. Repeated measurement coefficient of variation were calculated for each
investigator based on repeated measures of selected axial sections of one subject on two
separate days. Average intra-investigator CV was 1.7% and 2.3% for investigator one
and two respectively. The average inter-investigator CV was <4.3%. Final MV was
calculated using the truncated cone formula as reported by Tracy et al. (177) and

described by Ross et al. (147).



Peak Muscle Power. Determination of peak knee extensor peak power and
movement velocity were performed on a customized Keiser pneumatic resistance knee
extension (K410) machine (Keiser Sports/Health Equip. Co., Inc., Fresno, CA),
specifically designed for muscle power assessment. The K410 machine was equipped
with load cell force transducers and position sensors to detect rotary motion at the joint.
The K410 hardware was connected to a PC and used an industrial data collection
expansion card to digitize data at 400 times - s from the force sensors and position
sensors. This speed was configured and set by the K410 software. Movement velocity
assessment was derived from a crystal oscillator on the data collection board.

Prior to testing, seated blood pressure was measured after five minutes of rest, and
then a one-minute warm-up was performed on a stationary cycle ergometer. Subjects
were then positioned on the K410 with the medial condyle aligned with the axis of
rotation of the machine arm. Subjects were instructed to cross their arms across their
chest, and a seat belt attached to the machine was then securely fastened around the waist
to help isolate the knee extensor muscle group. Subjects were instructed to perform a
knee extension with each leg unilaterally at a resistance of ~ 30% of their measured 1 RM
and at ~ 50% of their maximal velocity, as a warm-up trial. Following a 30 s rest period,
subjects performed three power tests on each leg alternating between right and left at
50%, 60%, and 70% of their 1 RM, with a 30 s rest period between each of the three trials
and 2 min rest periods between each increase in resistance. The tester offered
standardized oral encouragement to each subject to extend his or her knee as quickly and
forcefully as possible during each trial. The highest peak power value of the three trials

for each % of 1 RM and the highest (peak) movement velocity attained during this same



trial was selected. Although peak movement velocity was selected from the same test
trial as peak power, it was measured separately from peak power as the highest velocity
obtained during the trial, independent of where peak power was obtained. The entire
procedure was repeated 48-72 h later and the peak power values at each resistance level
for both baseline tests was averaged in an effort to establish a more stable baseline
assessment. This test was repeated during the last week of the 10-week unilateral ST
program for the after ST test. During this latter test, an attempt was made to find a load
that could be replicated from baseline testing that represented 50% or 60% of the after ST
1 RM for testing at the same absolute load. When a replicable load could not be found
that fell at one of these relative loads (i.e., 50% or 60% of the after ST 1 RM), the load
that was used at 50% of the baseline 1 RM value was used for the after ST same absolute
load (regardless of the % of after ST 1 RM that the load represents) during the after ST
test. The 70% of the after ST 1 RM was compared to 70% of 1 RM at baseline for
assessing the effects of training on peak power and movement velocity at the same
relative load. This relative load was chosen because it is the approximate load where the
highest peak power was found at baseline and after training in our pilot data and from
another investigation (34, 49). Data for each repetition was passed through a zero-phase
forward and reverse digital filter designed using MatLab version 6.0.5 (Math Works Inc.,
Natick, MA) to remove sensor noise prior to determining the peak power and movement
velocity. A low-pass, 10" order Butterworth filter with a cutoff frequency of 10 Hz was
used. A simple point-to-point search of the power and movement velocity data was
conducted to determine the peaks because the resulting power and movement velocity

curves were unimodal throughout a single repetition. The power machine was calibrated



daily against a standardized weight supplied by the manufacturer. The CV for the force
and machine arm position were calculated from ~ 35 calibration data points, measured at
evenly spaced time intervals during the duration of the study. The CVs were < 5% for
force at all positions and for both the right and left sides.

Training Program. The training program consisted of unilateral (one-legged)
training of the knee extensors of the right leg, three times per week, for ~ 10 weeks.
Training was performed on a Keiser A-300 air powered leg extension machine. It
allowed ease of changing the resistance without interrupting the cadence of the exercise.
The untrained control leg was kept in a relaxed position throughout the training program.

Subjects warmed-up on a bicycle ergometer for approximately two minutes prior
to each training session. Following the two familiarization training sessions previously
described, the training consisted of five sets of knee extension exercise for those < 75 yrs
of age and four sets for those > 75 yrs of age. We did not have those > 75 perform the
last set because of our concern that performing 50 repetitions at near maximal effort for
this age group might have caused overtraining, which has been shown to result in a
reduction in strength gains with training (133). The protocol was designed to include a
combination of heavy resistance and high volume exercise. The first set was considered
warm-up and consisted of five repetitions at 50% of the 1 RM strength value. The
second set consisted of five repetitions at the current 5 RM value, which was initially
estimated based on our previous data showing that it corresponds to ~ 85% of 1 RM in
most people. Adjustments were made as needed during each training session so that the
resistance used resulted in failure to complete a 6" repetition. The 5 RM value was

increased continually throughout the training program to reflect increases in strength
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levels. The first four or five repetitions of the third set were performed at the current 5
RM value, then the resistance was lowered just enough to complete one or two more
repetitions before reaching muscular fatigue. This process was repeated until a total of
10 repetitions were completed. This same procedure was used in the fourth and fifth sets,
but the total number of repetitions was increased in each set to 15 and 20 reps,
respectively. This procedure allowed subjects to use near maximal effort on every
repetition while maintaining a relatively high training volume. The second, third, fourth,
and fifth sets were preceded by rest periods lasting 30, 90, 150, and 180 seconds,
respectively. The shortening phase of the exercise was performed in approximately two
seconds, and the lengthening phase lasted approximately three seconds. Subjects
performed supervised stretching of the knee extensors and hip flexors following each
training session.

Statistical Analyses. All statistical analyses as described below were performed
using SAS software (SAS version 9.1, SAS institute, Inc., Cary NC).

Tests for differences among means. Differences in means for baseline variables
among genotype groups were determined using three level two-way analysis of
covariance (ANCOVA), covarying for age, body mass, height, BMI, percent fat, fat free
mass, and medication use where appropriate for the model. The use of medications was
classified into the following categories: diuretics, ACE inhibitors, hormone replacement
therapies (HRT), and anti-inflammatory/pain reducers. These categories were selected
because of their potential for having physiological effects on muscle mass. Using the
muscle change with training in the trained leg and the change or drift in the control leg

during this same time period (for power and velocity data), as the dependent variables,
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primary hypotheses were tested by three level two-way ANCOVAs. Adjusting (when
appropriate in the model) for appropriate covariates including age*genotype (when age
was centered) and sex*genotype interactions, changes were compared among the three
levels: R homozygotes, heterozygotes, and X homozygotes for the R577X
polymorphism. However, these interactions were not significant and were dropped from
all models. Analyses were also done on men and women separately following the whole
group analyses using three level one-way ANCOVAs. To reduce experiment-wise error
rate, contrast comparisons for pairwise comparisons that were not pre-planned were
analyzed only when a significant global F (P < 0.05) was found. Because it is possible
that several of the dependent variables were highly correlated, a multivariate analysis of
variance (MANOVA) was conducted to determine the influence of genotype on the
variables of interest. Additionally, contrasts were used to determine if there was a
dominant, recessive, or additive effect of the X allele on the primary variables. Tests of
normality of the data indicate that the baseline and after training values for PP and MQ
are normally distributed in men and women (Shapiro-Wilk P > 0.05). Although the data
for men and women were normally distributed, the residual plots suggest that the
variances between men and women are not homogeneous.

Hardy-Weinberg equilibrium. The ACTN3 genotype distribution was evaluated
for conformity with Hardy-Weinberg equilibrium using a chi-square test using one
degree of freedom.

Statistical power analyses. Statistical power for the three primary genotype
comparisons described in the primary hypotheses were estimated for the genotype

influence on each variable. These analyses were performed using a standard deviation
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(SD) obtained from our pilot data of ~ 20 subjects, which employed the identical training
and testing protocol, and an estimated effect size (unit difference between groups). The
effect size for absolute peak power change approximates the magnitude of changes in
muscle power with aging that is associated with changes in functional ability (164).
These estimates also assumed an attrition rate of ~ 20% during the study. Statistical
power for changes in baseline absolute peak power, absolute PP change, and MQ change
a-priori was estimated to be > 0.80 with alpha set at 0.05 (in men, critical effect size
baseline absolute PP = 110 W, SD = 79; absolute PP change = 32 W, SD = 24; MQ
change = 1.9 kg/cm3 x 1072, SD = 1.3; in women, baseline absolute PP = 52 W, SD = 47;
absolute PP change =26 W, SD = 21; MQ change = 1.6 kg/cm’ x 1072 SD = 1.4) and
accounting for genotype distribution. Power calculations were based on estimations from
previous reports (164) and our preliminary data of a genotype distribution of ~ 40%, ~
40%, and ~ 20% for the RR, RX, and XX genotypes, respectively.
RESULTS

Subject characteristics and muscle function measures at baseline and after ST for
men (N = 69) and women (n = 82) are shown in Table 1. There was a significant increase
in 1 RM strength in both men (n = 55) and women (n = 57) with ST (both P <0.001), but
men had a significantly greater increase than women (P < 0.05) when baseline
differences, age, and FFM were covaried. Muscle volume (MV) also increased
significantly in both men (8.9 + 1%) and women (9.0 &+ 1%; both P <0.001). There were
no significant changes in BMI, body weight, % body fat, or FFM in either men or women
with ST. There were also no significant differences by ACTN3 R577X genotype group in

men or women at baseline for age, height, weight, BMI, % body fat, or FFM. Moreover,
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there were no significant differences in these subject characteristics at baseline among
genotype groups in men or women for the analyses of absolute peak power (n = 53, 65),
change in absolute peak power with ST (n = 37, 43), or change in muscle quality with ST
(n =49, 51).

Table 2 shows that 1 RM strength increased significantly in the trained leg in men
(25.6 £2%) and in women (28.9 £ 2%, both P < 0.001) with ST, irrespective of ACTN3
genotype. These increases are likely reduced by our familiarization procedures
performed prior to baseline strength testing (see methods for explanation). Moreover,
there were significant changes in MV in the trained leg in men and women with ST (both
P <0.001). Table 2 also shows a significant increase in knee extensor absolute PP (PP at
the same absolute resistance at both baseline and after ST) in both men (10.3 +2%) and
women (15.7 = 2 %, both P <0.001) with ST. However, relative PP (PP at 70% of
baseline 1 RM and 70% of the improved 1 RM after ST) increased significantly only in
women (10.0 + 2%; P <0.001) with ST (Table 2). Table 2 also shows that there was a
significant increase in absolute peak movement velocity (PV) in men (9.7 = 1%) and in
women (12.1 + 2%, both P < 0.001) with ST. Additionally, there was a significant
decrease in relative PV in men (P < 0.001), but not in women. Muscle quality increased
significantly in the trained leg in both men and women with ST (both P <0.001).
Furthermore, there was a significant increase in absolute muscle power quality (MPQ) in
women with ST (P < 0.05), but there was no significant change in men. Finally, there
was a significant decrease in relative PV quality in men (-17.3 + 4%) and women (- 13.3
+ 3%) in the trained leg with ST (both P <0.001). The only variables that changed

significantly in the untrained leg in men were 1 RM strength (due to the cross education
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effect), MQ (both P <0.001), and absolute MPQ (P < 0.05). The changes in 1RM,
muscle volume, MQ, absolute PP, absolute PV, and relative PV quality in men were
significantly different than the changes or drift in the untrained leg. The only variables
that changed in the untrained leg in women were 1 RM (P <0.001) and MV (1.2 + 0.5%,
P <0.01). However, this absolute change in MV was very small and not likely to be
physiologically meaningful. The changes in IRM, MV, PP, absolute PV, and MQ were
significantly different than the changes or drift in the untrained leg in women. The
changes in I1RM and absolute PP with ST were greater in men than in women when
baseline differences, age, and FFM were covaried (P < 0.05).

Genotype results. Due to the longitudinal design of the investigation and multiple
variables examined within each genotype group, most of the measures have some missing
data points. The minimum number of subjects for any of the main variables with ST is in
men with 13, 17, and 7 subjects for the RR, RX, and XX ACTN3 genotype groups,
respectively (absolute PP change). In women, the minimum number of subjects is 19, 14,
and 10 for the RR, RX, and XX ACTN3 genotype groups, respectively (absolute PP
change). Chi square analysis shows that the genotype distribution of the ACTN3 R577X
polymorphism in this cohort did not fit the expectations of Hardy-Weinberg equilibrium
(o =4.99, P =0.03). Genotype distributions for the ACTN3 R577X genotype groups
were 62 (41%), 59 (39%), and 30 (20%) for the RR, RX, and XX genotype groups,
respectively.

One-way multivariate analyses of variance (MANOV As) were conducted to
determine the influence of ACTN3 genotype on 1 RM strength, absolute PP, and absolute

PV at baseline and in response to ST. Significant differences were found among the three
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genotype groups at baseline for these dependent variables (Wilks” L = 0.89, F (6, 218) =
2.25, P <0.05). In addition, there were significant differences among genotype groups in
changes in these same variables with ST (Wilks” L = 0.83, F (6, 142) =2.37, P < 0.05).
Table 3 shows the follow up ANCOVAs to the baseline MANOVA results for
differences in muscle function variables by ACTN3 R577X genotype group when men
and women were combined. The XX group had a baseline relative PP that was 36 + 17
W higher than the RR group (P < 0.05), and the RX group was also higher than the RR
group 43 + 17 W (P < 0.05) when age and sex differences were covaried. In addition, the
XX group had a significantly higher relative MPQ than the RR group (0.28 = 0.11
W/em®, P < 0.05), and the RX group was also greater than the RR group (0.20 + 0.1
W/em® x 107, P <0.05). Furthermore, the XX group had a higher baseline relative PV
than the RR group (0.37 + 0.17 rad/sec, P < 0.05), and the RX group was also greater
than the RR group (0.28 + 0.14 rad/sec, P < 0.05). These variables (PP, MPQ, PV) were
strongly correlated (r =+ 0.67 to + 0.83, P < 0.001), which may explain why they are all
significantly different by ACTN3 genotype. There were no significant differences at
baseline between ACTN3 R577X genotype groups for 1 RM, MV, muscle quality,
absolute PP, MPQ, PV, or PV quality when age and sex differences were covaried
(Table 3). There were no age-genotype interactions for any of the analyses performed at
baseline.

Because a previous report suggests that the influence of ACTN3 R577X genotype
on muscle function may depend on what sex group is studied (31), and because sex was a
significant covariate in the model for the variables shown in Table 3 at baseline, separate

analyses were performed for the baseline values and training response of each sex group
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by ACTN3 genotype. Table 4 shows the difference in muscle function measures by
ACTNS genotype in women. There was a significantly greater baseline 1 RM in the RR
group than in the RX group (2.9 + 1 kg, P <0.01) when age and hormone replacement
therapy (HRT) were included as covariates. In addition, the XX group had a significantly
higher baseline absolute PP than the RR (32 + 14 W) and RX groups (32 = 15 W, both P
< 0.05) when age and baseline FFM were included as covariates. Contrasts indicate that
there is a significant dose response (additive) effect of the X allele on absolute PP at
baseline in women (P < 0.05). Furthermore, the XX group had a significantly greater
relative PP than the RR group (35 + 14 W) and the RX group (35 £ 15 W, both P < 0.05)
when age, baseline FFM, and HRT were covaried. Furthermore, the XX group had a
significantly greater relative MPQ than the RR group (0.31 + 0.14 W/ecm® x 10") and the
RX group (0.28 £ 0.12 W/em® x 107, both P < 0.05) when age and baseline FFM were
covaried. There were no baseline differences by ACTN3 genotype in men for any of the
muscle function measures shown in Table 4. Usage of ACE inhibitors, diuretics, or anti-
inflammatory medications were not significant covariates in any of the models of
baseline muscle function measures by ACTN3 genotype group.

Figure 1 shows that when men and women are combined and grouped by ACTN3
genotype, the change in absolute PP with ST in the RR group was significantly greater
than in the XX group (22 +£ 11 W, P <0.05) with ST. There was a trend toward
significantly greater absolute PP change in the RR group than in the RX group (19 + 10,
P =0.07) with ST, when the data were adjusted for age, sex, and changes in the untrained
leg. Contrasts also indicate that there is a significant dose response (additive) effect of

the X allele on change in absolute PP with ST (P < 0.05). There was a significant within
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group increase in the RR, RX (both P <0.001), and XX (P < 0.01) groups from baseline
with ST. Figure 1 also shows that there was a borderline significantly greater change in
relative PP in the RR group than in the XX group (26 = 13 W, P = 0.05) when the data
were adjusted for age, sex, and changes in the untrained leg. In addition, there was a
significantly greater change in absolute MPQ in the RR group than in the XX group (0.20
+0.08 W/em® x 107, P <0.01) when the data were adjusted for age, sex, and changes in
the untrained leg. There were no significant differences in 1 RM, MV, MQ, PV, absolute
MPQ, or PV quality with ST among genotype groups when men and women were
combined.

Figure 2 shows that in men grouped by ACTN3 genotype, the change in the RR
group was significantly higher than the XX group (38 + 17 W, P < 0.05) in absolute PP
with ST, when the data were adjusted for age and changes in the untrained leg. Contrasts
also indicate that there is a significant additive effect of the X allele on change in absolute
PP with ST in men (P < 0.05). There was a significant within group increase in the RR
group from baseline (P < 0.01), but the XX group did not increase their absolute PP
significantly. There were no differences in the change in the relative PP in men by
ACTNS genotype with ST (Figure 2). Figure 3 shows that the increase in absolute MPQ
with ST in the RR group was significantly higher than the change in the XX group (24 +
10 W/em® x 107, P < 0.05) when age and changes in the untrained leg were included as
covariates. In addition, there was a within group trend toward a significant increase in
absolute MPQ in the RR group (P = 0.09) with ST, but not in the RX or XX groups.
There was no difference between genotype groups for change in relative MPQ with ST

(Figure 3). There was a trend toward a significantly higher change in absolute PV in the
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RR group than in the XX group (2.8 + 1.5 rad/sec x 10™', P = 0.06). Furthermore, there
was a significant within group increase in absolute PV in the RR (P < 0.01) and RX (P <
0.001) groups in men with ST, but there was only a trend toward a significant increase in
the XX group (P = 0.09). There were no differences among ACTN3 genotype groups for
change in relative PV with ST. Absolute PP, MPQ, and PV are strongly correlated (r = +
0.77 to + 0.91, P <0.001), which may, once again, explain why there was a significantly
lower change in the XX group when compared to the RR group for these muscle function
variables. There were no significant differences in men by ACTN3 R577X genotype for
change in 1 RM strength, MV, MQ, absolute PV quality, or relative PV quality with ST.
In women there was a significant within group increase in muscle volume in the RR, RX,
and XX genotype groups (all P <0.001). Furthermore, the increase in muscle volume
was significantly greater in the XX group (123 + 13 cm’) than in the RR group (88 + 11
cm’; P < 0.05) when age and change in the untrained leg were covaried. However, there
were no significant differences among genotype groups in women for changes in 1| RM
strength, PP, MQ, PV, MPQ, or PV quality with ST. There were no age-genotype

interactions for any of the analyses performed with ST.

DISCUSSION
The results of the present study demonstrate for the first time, and contrary to our
hypothesis, that increases in knee extensor peak power with ST are significantly
influenced by ACTN3 R577X genotype in men, but not in women, such that men who are
R homozygotes have significantly greater peak power response to ST than X

homozygotes. This difference was observed when subjects were tested for peak power at
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the same absolute load before and after ST (i.e., absolute peak power), and when this
peak power was normalized for the entire volume of trained musculature (i.e., absolute
muscle power quality). Also contrary to our hypothesis, the data demonstrate that
baseline absolute peak power in women is significantly greater in X homozygotes than in
R homozygotes and heterozygotes. Although these results need to be confirmed in an
independent cohort before any definitive conclusions can be made, they do provide
support for the hypothesis that the ACTN3 R577X genotype influences baseline peak
power and the effectiveness of ST for increasing peak power and muscle power quality in
older adults.

The finding of an ~ 15% training-induced increase in absolute peak power in men
R homozygotes, but no significant increase in men X homozygotes, is in contrast to the
conclusions of a previous report (31) that women X homozygotes have a greater strength
response than heterozygotes with ST. In that report, it was suggested that one
explanation for ACTN3 genotype influencing strength response to ST in women, but not
in men, could be the potential of steroid hormones in masking the effects of ACTN-3
expression on muscle structure differences. However, that conclusion was based on
young adults undergoing arm training rather than leg training and for strength changes
rather than peak power changes. We did not observe any differences in the changes in
muscle volume in men among genotype groups, suggesting neuromusculature adaptation
differences as a potential mechanism for peak power differences among ACTN3 genotype
groups in men. Nevertheless, the specific mechanisms responsible for these findings will

require many more studies.
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The ACTN-3 protein may allow skeletal muscle to have a greater capacity for the
conduction of force at the Z line during a rapid contraction (198). Given that ACTN-3
expression is limited to type II fibers, those most involved in maximal force, contractile
speed, and power production, our measurement of peak muscle power might be a better
indicator of the influence of the ACTN3 polymorphism with ST than strength measures.
In an earlier investigation, we found that there was significant variability in PP response
to ST (37), and the results of the present investigation suggest that at least part of this
inter-individual variability in men may be explained by ACTN3 R577X genotype. Thus,
there are likely many other unidentified genes influencing such a complex phenotype as
muscle power.

Our data also suggest that the increase in absolute PP with ST follows a dose-
response (additive) relationship by ACTN3 genotype, with the R allele appearing to be
associated with the generation of greater muscle power response to training. This is
supported by the work of Yang et al. (197) who observed that ACTN-3 expression in
skeletal muscle may be positively correlated with the number of R alleles present.
Furthermore, our finding of ACTN3 genotype influencing increases in absolute peak
power with ST at relatively low loads (~ 50% of 1 RM after training), may have
important implications for functional abilities. This conclusion is based on recent data
suggesting that selected functional ability performance in older adults may be more
dependent on peak power and movement velocity at lower external loads than high loads
(34).

It is unclear why baseline relative PP and MPQ were higher in the XX group than

in the RR and RX genotype groups in women. Data from a previous investigation found
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that women X homozygotes had a lower maximal isometric voluntary contraction
strength (MVC) at baseline than heterozygotes (31). Our results may also appear to be in
contrast to an earlier case-control study that found no X homozygous women in a cohort
of 35 elite women sprint athletes (198). However, young women (~ 25 yrs) were studied
in the first investigation and arm flexor MVC was measured, so these results are not
necessarily generalizable to older women and to different phenotypes (strength vs.
power) assessed in different muscle groups. In the second investigation (198), the
subjects were highly trained young women and these findings may not correspond to the
muscle function values observed in older, sedentary women as were studied in the current
investigation. One possible explanation, although highly speculative, for our finding of
differences in relative PP and MPQ at baseline among genotype groups in women, may
be differences in the coactivation of the antagonist muscle groups (68), but future studies
would be required to provide more definitive explanations for this. The finding of a
significantly greater increase in absolute MPQ in men R homozygotes than in X
homozygotes with ST, further demonstrates that there are factors other than muscle
hypertrophy that are responsible for genotype differences in peak power. Further
evidence for this comes from the finding that there were no significant differences in
muscle volume change between genotype groups. Earlier reports estimate that ~ 60% of
the increase in muscular power with ST is due to factors other than muscle hypertrophy
(46). There are no data in the current study to determine what factor(s) this might be, but
it is likely due to some neuromuscular adaptation that produces an increased peak power
in R homozygotes without a concomitant increase in muscle mass, resulting in a greater

increase in power per unit of trained muscle. Although we are not aware of any data to
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support these genotype differences, there is support for the conclusion that increases in
power and strength with ST in older adults can be influenced substantially by neural
adaptations (68). Additionally, a previous report from our laboratory showed that women
have a significant increase in absolute muscle power quality with ST, but men do not
(37). However, the subjects in that study were not stratified by genotype, which might
explain why no overall MPQ increase with ST was found in men.

The use of the untrained leg also adds a unique level of experimental control by
controlling for normal drift in values due to variations in methodology, biology, season of
the year, genetic differences between groups, and differences in attention between
experimental and control groups. This, in combination with our data showing that unlike
strength there is no cross-education effect on absolute PP in men, minimizes the level of
variance due to experimental error.

Nevertheless, there are limitations in the current investigation. For example,
subjects in this investigation were trained using a moderate velocity training protocol (~ 2
seconds during the shortening phase and ~ 3 seconds during the lengthening phase). A
higher velocity training protocol would likely produce greater gains in power (49). We
chose a ST protocol that is more commonly used, with a well-established track record for
being safe and effective in older adults for producing substantial improvements in all the
major components of sarcopenia (i.e., muscle mass, strength, and muscle quality, as well
as power) (37, 81, 102, 176). It is still not well established whether a high velocity
training program, with a heavy enough resistance for optimal strength gains, is well
tolerated by older subjects (44). Another limitation was that there was a relatively wide

range of ages. It is conceivable that the youngest subjects in the study may have slightly
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different training responses than the older ones, but age was included as a covariate in our
analyses and there were no significant age differences between genotype groups. Finally,
this investigation shows the relationship between only one polymorphism in only one
gene at only one locus. Muscle power is a complex phenotype, which is probably
influenced by numerous genes and polymorphisms, as well as other environmental
factors that may be interacting with these genes in unknown ways. The limited sample
size in the current investigation, especially when stratifying by sex, does not allow for the
analysis of the interaction of multiple loci.

Future studies will need to not only use much larger homogenous sample sizes,
but will need to carefully develop research designs to accommodate the limitations of this
study and the ones highlighted by Clarkson et al. (31). Although there was a significant
influence of the ACTN3 polymorphism on PP at baseline in women and with ST in men,
there was no statistically significant sex-genotype interaction with regard to baseline PP
or change in PP with ST. Future studies might need to consider the magnitude of the
influence of the ACTN3 polymorphism on this phenotype and adjust for the numbers of
men and women to account for this difference. Age might also be an effect modifier with
regard to the influence of this SNP, as there are significant structural changes (e.g. loss of
type II fibers, fiber type grouping) that occur in elderly skeletal muscle. Although there
was no age-genotype interaction for PP at baseline or change in PP with ST, the sample
size in the current investigation likely limited the statistical power to detect this
relationship. Having enough subjects evenly distributed throughout the adult age range
might allow for the group to be broken up into tertiles, quartiles, or even quintiles to

make comparisons of relative changes in PP with ST regarding the R577X SNP. In
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addition, perhaps an analysis of fiber type proportion and the relative change in strength,
power, muscle mass, velocity, and various muscle quality measures would be a more
sensitive model for detecting changes resulting from the presence or absence of ACTN-3
in skeletal muscle. Establishing the influence of the ACTN-3 R577X SNP on functional
abilities, likely an even more complex phenotype, in elderly populations, is necessary in
order to determine if this genotype is of importance for targeting individuals who may be
more susceptible to the effects of sarcopenia and who may need specific interventions. In
addition, this technique needs to be applied to measure the peak power in other
movements, such as upper leg extension used in the leg press exercise, as previously
reported with average peak power (41, 49), and how these different muscle groups
respond to ST by ACTN3 genotype. Finally, an increased sample size is needed in order
to study gene x gene interactions that explain a greater proportion of the variance of these

complex phenotypes.
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Table 1. Physical characteristics at baseline and after strength training (ST) in men and women.

Women
Baseline After ST Baseline After ST

N 69 55! 82 57°
Age (yr) 64 (9) -- 65 (9) --
Height (cm) 174.5 (6.9) -- 161.5 (6.6) --
Weight (kg) 85.6 (13.2) 85.8 (12.7) 72.3 (15.1) 72.5 (14.1)
BMI (kg/m?) 279 (3.5) 28.0 (3.5) 27.8(5.9) 279 (5.2)
Body Fat (%) 28.4 (5.2) 28.2 (4.6) 39.4 (5.5) 39.1(5.5)
Fat-Free Mass (kg) 60.4 (8.4) 60.8 (7.6) 42.6 (6.5) 42.9 (5.9)
1-RM (kg) 32.0 (8.8) 40.2 (9.5)*7 16.6 (4.5) 21.4 (5.2)*
Muscle Volume® (cm®) 1,756 (278) 1,913 (313)* 1,083 (197) 1,180 (209)*

Values are means (SD). Data presented are for all subjects with baseline and after ST measurements.
BMI = body mass index; 1-RM = knee extension one-repetition maximum; kg = kilograms.
"There were 51 subjects for weight & BMI, 49 for body fat %, 46 for FFM, 55 for 1 RM, and
49 for muscle volume that had both baseline and after ST values.
There were 53 subjects for weight, BMI, FFM, and body fat %, 57 for 1 RM, and
51 for muscle volume that had both baseline and after ST values.
*Muscle volume of the knee extensors.
*Significantly different than baseline (P < 0.001).
tSignificantly greater change than women when covarying for baseline differences, age, and
FFM (P < 0.05).

26



Table 2. Changes in 1 RM knee extensor strength, muscle volume, peak power, peak movement velocity, muscle quality, muscle
power quality, and movement velocity quality with strength training (ST) in the trained and untrained leg in men and women.

Men Women

Trained Leg Untrained Leg Trained Leg Untrained Leg

1 RM (kg) 8.2+ 0.5%"¢ 3.5+0.6° 4.8 +0.4% 1.5+0.3°
Muscle Volume (cm”®) 157 + 10%° 3+7 97 + 7%f 13+ 5°
Absolute Peak Power' (W) 47 + 908 13+7 34 + 5%F -2+4
Relative Peak Power” (W) 23+12 03+7 2] +5%¢ -2+6
Absolute Peak Movement Velocity' (rad/s) x 10™ 52+0.8%° 09+1.1 53+0.7% 02+0.7
Relative Peak Movement Velocity2 (rad/s) x 107 -49+1.2° -33+1.2 -20+1.0 -1.6+1.1
Muscle Quality’ (kg/cm®) x 107 3.1+0.3% 2.0+0.3° 2.9+ 0.4% 12+0.3
Absolute Muscle Power Quality' (W/ecm®) x 107 42+5.7 11.0+4.9* 11.1+4.8° -2.1+3.7
Relative Muscle Power Quality” (W/cm®) x 107 -3.5+74 42+44 -0.1+52 -44+58
Absolute Movement Velocity Quality' (rad/s/cm’) x 10 0.4+0.6 1.1+£0.7 13409 -0.01+1.0
Relative Movement Velocity Quality” (rad/s/cm®) x 10™ -45+0.8° -13+0.7 -5.0+1.0° -22+1.0

Values are means + SEM; W = watts; rad/s = radians - sec’'; kg = kilograms.
'"The same absolute resistance at both baseline and after ST.

*70% of 1-RM at baseline and 70% of the improved 1-RM after ST.
31-RM/Muscle Volume.

“Significantly greater than baseline (P < 0.05).

*Significantly greater than baseline (P < 0.01).

‘Significantly different than baseline (P < 0.001).

ISignificantly different than the untrained leg (P < 0.05).

“Significantly different than the untrained leg (P < 0.01).

'Significantly different than the untrained leg (P < 0.001).

£Significantly greater change than the other sex when covarying for baseline differences, age, and FFM (P < 0.05).
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Table 3. Baseline differences in 1 RM knee extensor strength, muscle volume, muscle quality, peak power, muscle
power quality, peak movement velocity, and movement velocity quality in the trained leg by ACTN3 R577X

genotype in men and women combined.

1 RM (kg)

Muscle Volume' (cm?)

Muscle Quality” (kg/cm®) x 107

Absolute Peak Power® (W)

Relative Peak Power® (W)

Absolute Muscle Power Quality’ (W/cm®) x 107
Relative Muscle Power Quality’ (W/cm®) x 10
Absolute Peak Movement Velocity3 (rad/s)

Relative Peak Movement Velocity4 (rad/s)

Absolute Movement Velocity Quality3 (rad/s/cm’®) x 107
Relative Movement Velocity Quality4 (rad/s/cm’) x 107

ACTN3 R577X Genotype

RR

RX

XX

25.6+0.6 (61)
1477 + 26 (53)
1.7 +0.04 (53)
315+ 12 (44)
279 + 12* (44)
2.1+0.1(38)
2.0 £0.1* (38)
4.7 +0.2 (44)
4.0 +0.1% (44)
3.4+0.1(38)
3.0 0.1 (38)

23.3+0.9 (59)
1401 + 32 (49)
1.6 £ 0.04 (49)
331+ 15 (47)
322+ 11 (47)
2.3+0.1 (38)
22+0.1 (38)
5.0+0.1 (47)
43 +0.1 (47)
3.8+0.2(38)
3.3+0.1(38)

24.6+ 1.1 (30)
1466 + 41 (24)
1.7 +0.06 (24)
338 + 13 (27)
315+ 15 (28)
2.3+0.1(22)
2.3+0.1(22)
5.0+0.2(27)
4.4+0.1(28)
3.5+0.2 (22)
3.2+0.2(22)

Values are least-square means = SEM (n) when covarying for age and sex; RM = repetition
maximum; W = watts; rad/s = radians - sec’'; kg = kilograms.

"Muscle volume of the knee extensors.
21-RM/muscle volume.

3The same absolute resistance at both baseline and after ST.

470% of 1-RM at baseline.

*Significantly less than the RX and XX groups when covarying for age and sex (P < 0.05).



Table 4. Baseline differences in knee extensor strength, muscle volume, muscle quality, peak power, muscle power
quality, peak movement velocity, and movement velocity quality by ACTN3 R577X genotype in women.

ACTN3 R577X Genotype
RR RX XX

18.4+ 0.7 (35)
1,146 + 36 (32)
1.6 +0.05 (32)

1 RM (kg)
Muscle Volume' (cm?)
Muscle Quality” (kg/cm®) x 107

15.5 + 0.9%*} (29)
1,047 +29 (24)
1.4 +0.06 (24)

17.8+ 1.2 (18)
1,135 £ 53 (14)
1.6 = 0.08 (14)

Absolute Peak Power® (W) 208 +£9 (27) 208 £ 10 (21) 240 = 11*1 (17)
Relative Peak Power” (W) 205+ 10 (27) 205+ 11 (21) 240 £ 12*11 (17)
Absolute Muscle Power Quality’ (W/em®) x 107! 1.9+ 0.1 (24) 2.0+ 0.1 (16) 2.2+0.1% (13)
Relative Muscle Power Quality* (W/cm®) x 10™ 1.9+ 0.1 (24) 1.9+ 0.1 (16) 2.2+ 0.1%F (13)
Absolute Peak Movement Velocity3 (rad/s) 4.4+0.2(27) 45+0.2(21) 4.7+0.2 (17)
Relative Peak Movement Velocity4 (rad/s) 3.9+0.1(27) 3.8+0.1(21) 42+0.2(17)
Absolute Movement Velocity Quality3 (rad/s/cm’®) x 107 42+0.224) 4.3+0.3(16) 4.2+0.3(13)
Relative Movement Velocity Quality4 (rad/s/cm’) x 107 3.7+ 0.2 (24) 3.7+0.2 (16) 3.8+£0.2 (13)

Values are least-square means + SEM (n); 1 RM = One repetition maximum; W = watts; rad/s = radians - sec™;
MV = muscle volume; HRT = hormone replacement therapy.

There were no significant baseline differences between genotype groups in men.

'Muscle volume of the knee extensors.

*1-RM/MV.

3The same absolute resistance at both baseline and after ST.

#70% of 1-RM at baseline.

*Significantly different than the RR group when covarying for age and baseline FFM (P < 0.05).
**Significantly different than the RR group when covarying for age and HRT (P < 0.01).
tSignificantly different than the RX group when covarying for age and baseline FFM (P < 0.05).
THRT was a significant covariate in the analysis.
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FIGURE LEGENDS:

Figure 1. Changes in knee extensor absolute (same absolute resistance before and after
ST) and relative (70% of 1 RM at baseline and after ST) peak power (PP) with ST by
ACTN3 R577X genotype in men and women combined. When covarying for age, sex,
and changes in the untrained leg, there was a significantly greater increase in absolute PP
in the RR group than in the XX group (*P < 0.05) and a trend toward a significantly
greater increase than the RX group (P = 0.07) with ST. When covarying for age, sex, and
changes in the untrained leg, there was a borderline significantly greater increase in the

RR group than in the XX group (P = 0.05). Values are least-square means = SEM.

Figure 2. Changes in knee extensor absolute (same absolute resistance before and after
ST) and relative (70% of 1 RM at baseline and after ST) peak power (PP) with ST by
ACTN3 R577X genotype in men. When covarying for age and changes in the untrained
leg, there was a significantly greater increase in absolute PP in the RR group than in the
XX group with ST (*P < 0.05). There were no significant differences in relative PP

change among genotype groups. Values are least-square means + SEM.

Figure 3. Changes in knee extensor absolute (same absolute resistance before and after
ST) and relative (70% of 1 RM at baseline and after ST) muscle power quality (MPQ)
with ST by ACTN3 R577X genotype in men. When covarying for age and changes in the
untrained leg, there were significantly greater increases in absolute MPQ in the RR (*P <
0.05) than in the XX group with ST. There were no significant differences in relative

MPQ change among genotype groups. Values are least-square means = SEM.

30



Figure 1.
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Figure 2.
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Figure 3.
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APPENDIX A

Research Hypotheses, Delimitations, Limitations, and Operational Definitions

Research Hypotheses

1. Women X homozygotes at the ACTN3 gene locus of the R577X polymorphism
will demonstrate significantly greater absolute peak knee extensor muscular
power change with strength training when compared to RX and RR genotype
groups.
2. Women X homozygotes at the ACTN3 gene locus of this same polymorphism
will demonstrate significantly lower absolute peak knee extensor muscular power
at baseline when compared to RX and RR genotype groups.
3. Women X homozygotes at the ACTN3 gene locus of this polymorphism will
demonstrate significantly greater increases in muscle quality change with ST
when compared to RX and RR genotype groups.
4. There will be no association in men between the ACTN3 R577X
polymorphism and absolute peak knee extensor power at baseline or change in
peak power with ST.

Delimitations
1. The scope of this study will be delimited to 110 men and women between the
ages of 50 and 85 yrs who volunteer as study participants.
2. Participation in the study will be limited to healthy participants free of

musculoskeletal or cardiovascular disease.
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3. Based on previous research, subjects will be divided into three groups in
determining the effect of this genotype. The groupings will be based on homo-

and heterozygosity for the R577X polymorphism.

Limitations
1. The participants will be volunteers and not randomly selected from the general
population. Therefore, the results of this study cannot be generalized to
individuals who do not possess characteristics such as age, body size, physical
activity, etc. similar to those of subjects in the study.
2. Subjects will self-report many factors related to health and lifestyle such as
physical activity habits, dietary habits, medication regimens, and medical
conditions. Because the accuracy of these reports cannot be verified, it is possible
that inaccurate self-reports may occur, which could adversely affect the results of
this study.
3. It will not be possible to verify compliance of factors that are not being self
reported, but are part of what subjects are asked to do outside of training during
the study period (e.g. maintain diet and activity patterns and not change their
medications).
4. Genotypes other than the ACTN3 R577X polymorphism will not be assessed in
the proposed study. It is possible that the ACTN3 polymorphism effects are
present only in the presence of a specific, but unknown, genetic background

(epistasis).
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5. Polymorphisms in the regions flanking the ACTN-3 gene will not be identified
or assessed in the genomic material for this study. It is therefore possible that any
reported genotype effect is due to linkage disequilibrium between the R577X
polymorphism and a distinct and putative polymorphism at another locus within
the same chromosome.

Operational Definitions:

5-RM: Refers to the maximum amount of resistance an individual can move
through a complete range of motion only five times.

R577X polymorphism (ACTN-3 gene): Results from a C to T transition at
position 1,747, which causes a change in the 577 residue from arginine, resulting
in a premature stop codon (R577X). Homozygosity of R577X results in an
absence of a-actinin-3 expression, although the individuals affected typically
appear phenotypically normal. Genbank accession number M86407.

Computed tomography (CT): A technique for assessing regional muscle size
based on the examination of axial scans of the thigh. Visual images are created
from the measurement of the intensity of x-rays and analyzed to measure cross-
sectional area. The images are based on the attenuation of x-rays as they pass
through the body. Attenuation scores are measured in Hounsfield units, which
depend upon the level of absorption of emitted x-ray beams, -1000 air to +1000
bone. Skeletal muscle is typically 0 to 100 and adipose tissue is usually -190 to -
30.

Dual-energy x-ray absorptiometry (DXA): A technique for assessing whole

and regional body composition that considers the body to be composed of three
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compartments: bone mineral mass, soft tissue, and lean tissue. Tissue amounts
are based on the attenuation of x-rays as they pass through the body.

ACTN-3 protein: Cytoskeletal protein that is present in both non-muscle and
muscle tissues. ACTN-3 is the primary constituent of the Z-disks in skeletal
muscle and is only expressed in type II skeletal muscle fibers.

ACTN-3 gene: ACTN3 is located on chromosome 11 (11q13-q14), spans ~17
kbp, and contains 21 exons.

Muscle Power: Calculated as the product of torque and angular velocity and
reported in watts. Torque is calculated by multiplying the force exerted by the
distance from the knee joint to the force sensor (0.34925 m) and reported in N-m.
Angular velocity is reported as rad - s~

Muscle Power Quality: Calculated as the peak muscle power (watts) of the knee
extensors divided by the muscle volume (cm’) of the knee extensors.

Muscle quality: Also known as specific tension or specific force is the strength of
a muscle divided by the cross-sectional area to estimate the amount of force
production per unit area of muscle tissue. This has been shown to decrease with
age and increase with resistance training.

Muscle volume: Muscle volume will be determined by the MIPAV software and
equations used by Tracy et al. (20). Briefly, this involves an equation that utilizes
the 8-10 axial thigh slices that are obtained from the CT scan.

Sarcopenia: A condition characterized by the loss of muscle size, quality, and
function that occurs with aging. This typically leads to or exacerbates ailments

such as osteoporosis and loss of functional independence.
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Sedentary: A description for individuals who are not physically active. In the
proposed study this term describes individuals who, on average, have exercised
aerobically for less than 20 minutes per day less than 2 times per week and have

not performed any type of regular resistance training over the past six months.
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APPENDIX B: FORMS

Consent form

CONSENT TO PARTICIPATE IN A RESEARCH PROJECT

Project Title: Effects of Gene Variations on Age- and Strength Training-Induced Changes in
Muscular Strength, Body Compositien, Blood Pressure, Glucose Metabolism, and Lipoprotein-
lipid Profiles

I state that I am over 18 years of age, in good physical health, and have elected to
participate in a program of research being conducted by Dr, Ben Hurley in the Department of
Kinesiology at the University of Maryland, College Park, MD 20742,

I understand that the primary purpose of this study is to assess the role that genetics may
play in causing losses of muscular strength and muscle mass with age and gains in strength and
muscle mass as a result of strength training. T understand that another purpose of the study will
be to assess the influence of genes on changes in body composition, blood pressure, blood sugar
melabolism, blood fals muscle power, and performance of common physical tasks with age and
strength training.

1 understand that the procedures involve three phases. During the first phase, I will undergo
testing, which will include a blood draw to analyze my DNA (genetic material}, blood sugar and fats,
and other blood proteins. My blood pressure, body composition, bone mineral density, leg muscle
volume, muscie strength, muscle power, and ability to complete selected tasks similar to common
activities of daily living will also be assessed during this first phase. The second phase of the study
involves my participation in a strength training program three times a week for approximately six
months. The third and final phase will be a repeat of ali previously taken measures, except analysis of
my DNA, which will not need to be repeated. Some of the tests will be repeated both after ~ 10 weeks
of training and again after the entire training program. These repeat tests will include bloed pressure,
strength, power, muscle volume and body composition. Other ests will be repeated only after the entire
lraining program.

I understand that the blood draw will require providing about 2 10 3 tablespoons of blood. I
understand that there is a risk of bruising, pain and, in rare cases, infection or fainting as a result of blood
sampling. However, these risks to me will be minimized by allowing only qualified people to draw my
blood. A portion of this blood sample wil! be sent to the University of Pitisburgh to analyze my DNA. 1
understand that the remainder will be stored at the University of Maryland for Jater analtysis of my blood
sugar, the hormone that regolates my blood sugar (insulin), blood fats, and other blood proteins. 1
understand that a portion of this sample may also be used for potential future studies, but only as such
studies examine strength, bedy composition (i.e., fat, muscle & bone), metabolism of blood sugar, and
blood pressare. 1 understand that I may contact the principal investigator at any future point in time to
request that any stored blood sample be destroyed immediately,

Tunderstand that while T am lying on a padded table, my leg muscle and fat mass will be
measured by computed tomography (CT). The CT scan will be performed al the Washington Adventist
Hospital. My percent body fat and bone mineral density measurements will be performed at the United
States Department of Agriculture in Beltsville, Maryland by dual-energy x-ray absorptiometry (DXA).
This will require my lying still on a padded exam 1able wearing metal-free clothing for about 10 minutes
at a time, totaling less than 30 total minutes for the entire procedure.
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Initial ____ Date Page2 of 3

T understand that there will be a total radiation dose of approximately 1 Rem to the whole
body (effective dose equivalent) from each CT scan. This amount is well below the maximal .
annual radiation dose {5 Rems) allowed for exposure in the workplace. The body composition
and bone density testing completed by DXA involves a small radiation exposure. The radiation
exposure I will receive from DXA is equal to an exposure of less than 50 millirems to the whole
body. Naturally occurring radiation (cosmic radiation, radon, etc.) produces whole body
radiation of about 300 millirems per year. Therefore, the total dose of radiation exposure due to
the DXA measurement is minimal and the combined dose of DXA and CT is considered low.
The major risk from high radiation exposure is passing on damaged genes (genetic mulations) to
offspring. Consequently, this risk is typically of less concern to those who are beyond
chiidbearing age.

I understand that strength and power assessments will be performed on machines that
measure how much force and how fast I can exert force through a typical range of knee extension
motion. Strength testing will also be performed on the same exercise machines used for training
by measuring the maximal amount of force that I cars move through the fuli range of an exercise.
During each strength training session I will be asked to exercise on machines which offer
resistance against extending and flexing my arms, legs, and trunk region for approximately 40
minutes or less a day, three times a week for up to six months. I understand that T may
experience some temporary muscle soreness as a result of the testing sessions. There is also a risk
of muscle or skeletal injury from strength and power testing, as well as from strength training.
The investigators of this study will use procedures designed to minimize this risk.

[understand that I will be asked to complete some tasks to measure my ability to carry
out normal daily activities. These tasks include rising from a chair, short brisk walks and
climbing a flight of stairs. Any risk of injury during the completion of these tasks will be
minimized by having all sessions supervised by an exercise physiologist qualified to direct this
type of testing and wearing a safety hammess during the short brisk walks and climbing a flight of
stairs.

I'understand that 1t is also possible that heart or blood vessei problems could arise during
my participation in the testing or training involved in this study. Although unusual, it is possible
that these problems could lead to a heart attack or even death. Therefore, prior evaluation and
permission from my physician will be required to participate in this study. 1 also understand that
it is possible that these risks will not be eliminated completely, even with a medical evaluation
prior to participation in the study. However, we believe the risk of harm from study participation
is small and that the benefits of the study will likely outweigh any probable risks.

Iunderstand that all information collected in this study is confideniial, and that my name
will not be identified at any time to anyone other than the investigators of the study.

I understand that this study is not designed to help me personally, but may help the
investigators better understand who is likely to be most and least susceptibie to losing strength,
power, and muscle mass with advanced age and who is most and least likely to benefit from
strength training.

Funderstand that it 15 my decision and my decision alone whether or not I consent to
participate in this study. I understand that 1 am free to ask guestions about this study before 1
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Initial_____ Date  Page3of3
decide whether or not to consent te pariicipate in it. I understand that if [ consent to participate
in the study 1 am free to withdraw from participation at any time without penalty or coercion, or
without any requirement that I provide an explanation to'anycne of my decision to withdraw.

For my participation in the study I will receive information after the study is completed
about my blood pressure, blood test results, bone mineral density, body composition, and
functional ability, free of charge. However, [ understand that I will not receive any financial
compensation in exchange for my participation in this study.

In the event of physical injury resulting from participation in this study, upon my consent,
emergency treaiment will be available at the medical center of Washington Adventist Hospital
with the understanding that any injury that requires medical attention becomes my financial
responsibility. 1understand that the University of Maryland at College Park will not provide any
medical or hospitalization insurance coverage for participants in this research study, nor will they
provide compensation for any injury sustained as a result of this research study, except as
required by law.

1 understand that if I am injured while participating in this research project as a result of
the negligence of a United States Government employee who is involved in this research project,
1 may be able ta be compensated for my injury in accordance with the requirements of the
Federal Tort Claims Act, If I am a federal employee acting within the scope of my employment, I
may be entitled to benefits in accordance with the Federal Employees Compensation Act.

I'understand that I can discuss this research study at any time with the principal
investigator, Dr. Ben Hurley at (301) 403-2486 or with the study coordinator, Matt Delmonico, at
(301) 405-2569.

Thave read and understand the above information and have been given an adequate
opportunity to ask the investigators any questions [ have about the study. My questicns, if any,
have been answered by the investigators wo my satisfaction. By my signature I am indicating my
decision to consent to participate voluntarily in this study.

Principal investigator: Ben Hurley, Ph.D., Dept of Kinesiology, HLHP Building, University of
Maryland, College Park, MD 20742-2611, Ph: (301) 405-2486.

Printed Name of Subject

Signature of Subject Date,

iRB APPOSYE
VALID u«-mD

UNIVERSTY oF MARYLAN
COLLEGE paRK HAND
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Detailed Telephone Interview Form

Name of Interviewer; Eligible to Participate: ___Yes __ No
Date of Interview: Need More Information or Review

University of Maryland at College Park
Department of Kinesiology

THE GUSTO STUDY
Data Sheet for Detailed Subject Telephone Interview
AGE: _ = = 50 -64 years
o Brief Explanation of Study 65 or older
o Permission to Conduct Interview? Yes No
Comment:

o Contact Information

Name: Mr. Mrs.

Address:

Phone #:(W) (H)
E-Mail:
Best Way and Time to Contact:

¢« Time Commitment — Available
Yes No Wants to be contacted after (Date) Comment:

» Proximity to UMD Campus
Length of commute: miles or minutes
Within reasonable commute Willing to make unreasonable commute
Tooe far to commute

* Age
Age; yrsDate of Birth: / !
MM DD YY
Approximate Height: Approximate Weight:

¢ Racial Identification:
____American Indian or Alaskan Native
___Asian or Pacific Islander
___Black, not of Hispanic origin
___ Hispanic
____White, not of Hispanic origin
___ Other/Unknown

* Smoking
Always Non-Smoker Non-Smoker for Smeker

» Communication Log
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Name:

« Physical Activity

1. Do you do any walking/jogging?
Hours per week?

Times per week?

Speed/Pace?

Hills?

Do you perspire?

2. What household jobs do you do? Gardening, housework, yardwork etc.

Hours per week?
Times per week?
Do you perspire?

3. Do you do any recreational activities? Sports, fishing, golfing, yoga, pilates, exercise classes etc.

Hours per week?
Times per week?

Do you perspire?

4. What is your profession?

Please describe a typical day at work.

How much time each day do you spend walking around?

5. Do you lift any heavy objects regularly?

6. Is there any aspect of your physical activity that is very inconsistent or sporadic?

Relatively Sedentary?
Yes No
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Name:

Cardiovascular/Respiratory Conditions
No Yes (Record on Medical History/Treatment Form)
Comments:

¢ Heart Problems:
Did your docter ever tell you that you had a heart problem? ___Yes _ No
If yes, what was the date of onset?

What did the doctor call it? {Angina, Heart Failure, Heart attack, Rhythm disturbances, heart
murmurs, enlarged heart, diseases of heart valves, others).

« Osteoarthritis/Degenerative Arthritis
_ _No __ Yes
If yes, how long and what was the severity

s High Blood Pressure

No
Yes Controlled {Record High BP and Treatment on Medical History/Treatment Form)
Yes Uncontrolled
Comments:

* Lower Back Pain
__No Yes

if yes, how severe?

o Frailty
No Incidents
Fracture as Adult? Describe:

> 2 Falls in One Year? Describe:

Comments:

+ Diabetes
No
Yes — Type |l (Non-Insulin Dependent)
(Record Type Il Diabetes and Treatment on Medical History/Treatment Form)

Yes — Type | — (Insulin Dependent — not qualified for the GUSTO study})
Commenis:

» Orthopedic Conditions
No
Yes (Record on Medical History/Treatment Form)
Comments:
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Name: 4

* Stroke/Paralytic conditions
Yes No. (If yes ask subject if there is any residual weakness of any extremity)

= Surgical History
__No __ Yes
If yes, what type (surgeries of the joints, heart surgeries, angioplasty, bypass surgery,
Pacemakers)
When

= Other Medical Conditions
No
Yes (Record on Medical History/Treatment Form)
Comments:

« |nformation on where to send Physician Consent Form
Name of Physician:
Specialty of Physician:
Have you seen your physician within the past 12 months? ___ Yes  No
Phone Number:

Fax Number:

Address (if phone and fax unknown):

(Please explain to the subject that he/she is unlikely to get med clearance if they have not seen their doc
within the past 12 months and request them to go to the physician. If willing, request them to let us know
after they meet their doctor and fax the med clearance form te physician AFTER they go to their doctor)
* Summary

Interviewer Signature:

Questions/ Comments:

Reviewer Initials:

Qualifies Need More Information
Needs Dr. Hurley's Review

Disqualified

Questions/ Comments:;
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Medical Clearance

Medical Clearance to Participate in Research Project

It is my understanding that (name of the volunteer), a
patient under my care, has volunteered to participate in the study entitled, “De Genes
Influence Responses to Strength Training?” The volunteer must have the approval of
her or his physician to participate in this study.

Exclusionary criteria for eligibility are listed below. If you believe that your patient
named above has any of the medical conditions indicated below, please place a check in
front of the condition(s) indicated:

_ Severe cardiovascular disease, such as ___ unstable angina,  uncontrollable

hypertension, ____ uncontrolled dysthythmias,  severe sienotic or regurgitant

valvular disease, hypertrophic cardiomyopathy, and __ symptomatic peripheral

arterial disease -

__ Severe COPD or other signs of significant pulmonary dysfunction

___ Intracranial aneurysm

_ Musculoskeletal diseases that cause severe joint pain at rest or upon exertion

~ Diseases that promote muscle protein breakdown

_____Joint, vascular, abdominal or thoracic surgery in the past year

____ History of bone fragility fractures

_____Having any condition that is likely to be aggravated by muscular exertion

___ Being unable to engage safely in mild to moderate exercise, such as independently
walking up at least one flight of stairs or walking two blocks on level ground

Although we are unaware of any cardiac complications that have resulted from strength
testing or strength training, there is only a limited amount of data available in people over
the age of 75. There is evidence of non-fatal subarachnoid hemorrhage in patients with
pre-existing infracranial ancurysms and aortic dissection in predisposed patients,
associated with strength training. For this reason, any patient who has known, suspected,
or at high risk for intracranial aneurysms, aortic dissection, connective tissue disease or
uncontrolled hypertension should not participate in this study.

Please check one of the following:

_ Clearance granted

_ Clearance not granted

____Please send me the following information about the study:

Volunteers in this study will participate in resistance exercise under the supervision of
exercise specialists trained specifically for this study under the direction of the Principal
Investigator, Ben Hurley Ph.D., Professor, Department of Kinesiology, College of Health
and Human Performance, University of Maryland, College Park, Maryland 20742 (email:
benhur@umail.umd.edu; tele: 301-405-2486). Please fax signed form: (301) 405-5578.

Physician’s signature: Date:
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Medical History Form

Name: Sex Inmitials:

Name of Interviewer: Date:

Emergency contact name, address, phone

Have you ever been a patient at Washington Adventist Hospital? Yes No not sure

MEDICAL HISTORY FOR GUSTO STUDY

DIRECTIONS:
Read the following questions out loud to each prospective volunteer and check “yes” or “no”.
Any answers that require qualification should be written in the space below the question or on the back of the

sheet.
YES NO
SECTION A

Musculoskeletal system:
Have you ever been told by your doctor that you have any of the following?
a. Osteoarthritis or degenerative arthritis
b. Rheumatoid arthritis
¢. Unlmown or other type of arthnitis (eg: Ankylosing Spondylitis)
d. Osteoporosis - -
e. Any other disease of joint or muscle; - -

Comments:

SECTION B

Cardiovascular system:

1. Has any family member had a heart attack prior to the age of 557

If so, please describe the relationship:
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2. Have you ever had frequent cramping in your legs?
If yes, is it a current problem?
3. Have you ever had pain or cramping in your legs while walking?
If yes, is it a current problem?
If yes, is this pain relieved by rest or by discontinuing your walk?
4. Have you ever been told that you have high blood pressure?
If yes,

a. What was the date of diagnosis?

b. Were you given any medications?
(Please list the medications with dose on the last page)
¢. How long have you been on the medications?

d. Has there been a recent change in the medications and if so, when?

5. Did a doetor ever tell you that you had a heart problem?
If yes,
a. What was the date of onset?
b. What did the doctor call it? (eg: Angina, Heart Failure, Heart Attack,
Rhythm disturbances, heart murmurs, enlarged heart, diseases
of heart valves, others). Please circle relevant one(s). If others, please ask subject to explain.
¢. Were you given any medications? (Please list the medications with dose on the last page)
d. Was Echocardiography ever done? _ .
6. Have you ever had any chest pain or discomfort other than breast pain (in women)? or pain and
discomfort due to a respiratory or digestive problem?
If yes,
a. What was the month and year of the first occurrence?

b. What was the month and year of the most recent occurence?
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c. What was the frequency of occurrence? {eg: once a month, once a week, once a year etc.)

d. How would you describe the pain or discomfort? (Eg: Pressure, Burning,

Squeezing, Piercing, Stabbing, Shooting or Sticking) Circle appropriate one or if different,

please describe

How many minutes did it last?
e. Does the pain or discomfort move? If yes, to where?
f. Does the pain or discomfort tend to occur:
After meals-
At night-
‘When Exercising-
When walking in cold windy weather-
‘When upset, excited or nervous-
Othet-
g. Isthis pain relieved by
A change in posture-
Rest-
Physical activity-
Bicarbonate of soda, Tums or antacids-
Prescribed medications-
Other-
h. Did you ever consult a doctor for this pain or discomfort?
If yes,

Do you know the diagnosis?

Were you given any medications and if so was there a recent change in the medication

(within past one month)? (Please list on last page, if yes)
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7. Do you have any history of high cholesterol in your blood as evident by
previous blood lipid tests?

Comments:

SECTION C YES NO

Respiratory System:
1. Have you ever had persistent cough with sputum production for almost all days
for 3 months for two consecutive years?
If ves,
a. How long did it last?
b. Did your doctor prescribe any medications and has there been any recent change in the medication:
(Please list on last page, if any)
2. Have you ever had attacks of wheezing?
If yes,
a. Was it seasonal/ periodic?
b. Have you ever-required hospitalization to abort an acute attack?

Comments:

SECTION D

Endocrine system:

Has your doctor ever told you that you have any of the following?
a. Thyroid problems?
b. Adrenal problems?
c. Diabetes mellitus?

If ves, which type?
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Date of onset-

Were you on any medication, diet control

SECTION E YES NO
Reproductive system:
Menstrual History
a. Have you attained menopause?
If s0,
Are you on Hormone Replacement Therapy?

If yes, how long have you been on hormone replacement therapy?

Comments;

SECTION F YES NO

Neurological system:
1. Do you have any problems with your memory? If yes,
a. When answering the telephone, do you recall
what you were doing before it rang?
b. If someone calls you, can you give the directions to your house?
c. Can you keep appointments without a reminder?
d. Can you remember what clothes you wore yesterday?
If the subject answers *“no” to any of the above questions
Do a Mini Mental Status Examination of the subject.
2. Any problems with vision other than corrective lens changes?
If yes, which of the following conditions- Blindness, Temporary loss

of vision, Double vision, Glaucoma, Cataract, Macular degeneration

or others.
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3. Ringing in your ears?

4. Vertigo (a feeling of spinning, or unsteadiness)
5. Fainting Spells (black outs)?

6. Seizure or convulsions?

7. Migraine or severe headaches?

8. Paralysis of arm or leg?

9. A head injury with loss of consciousness?

10. Pain, numbness or tingling in your arm or hand?
11. Pain in your lower back?

12. Kidney stones?

13. Ruptured vertebral disc in neck or back?

14. Have you had pain in any part of body (including headache) while exercising?

15. Numbness or pain in your legs?
16. Have you been told that you have a peripheral neuropathy?
17. Tremors?
18. Problems with walking?
a. Do you fall frequently?
b. Is your walking problem related to pain, weakness or loss of balance?
19. Stroke?
20. Epilepsy?
21. Operations on skull or brain?
22. Multiple sclerosis?
23. Meningitis or Brain fever?

24. Parkinson’s disease
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25. Any history of neurological consultation?

Comments:

SECTION H YES

Hematology/Immunology/Oncology :
1. Have you ever been told by your physician that you had a problem with
anemia or any disease of the red blood cells or the white blood cells?
2. Any family history of this problem?
3. Do you have any history of bleeding disorders?
4. Have you ever been diagnosed as having cancer?

If yes, which organ, date of onset?

NO

5. Were you given any medications, radiation or undergone any surgery?

Comments;

SECTION [

Surgical History:

Have you undergone any surgeries? (Please include abdominal surgery)
If yes,

a. Where and for what purpose?

b. Date of Surgery?

c. Length of stay in hospital

d. Any complications of Surgery?

Comments:
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Has a doctor ever told that you have been suffering from
a) Cystic medial degeneration
b) Any Conncctive tissue disorder?
Has any of your family member had an intracranial aneurysm or bleeding?
Have you ever been diagnosed with an abdominal aneurysm?
History of severe pain in the abdomen?

If yes, Please specify

Any history of severe headache?
If Yes,

‘What was the date of onset?

Was it associated with neurological signs like blurred vision, nausea/vomiting, seizures, drowsiness,memory
impairment,sensory or motor loss( weakness)?

‘Was it a new or different type of headache other than tension, migraine etc?

Was it the worst ever experienced?

Did it occur after exertion, coughing or straining?

SECTION J

Do you have any other health problems not covered in this questionnaire?
If yes, please do specify.

Comments:
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Physical Activity Questionnaire

Subject Name: Initials: __ __ _ #:

GUSTO

PHYSICAL ACTIVITY SCALE

(PASE)

INSTRUCTIONS:

Please complete this questionnaire by either circling the correct response or
filling in the blank. Here is an example:

During the past 7 days, how often have you seen the sun?

(0) NEVER (1) SELDOM (2) SOMETIMES (3) OFTEN
(1-2 DAYS) (3-4DAYS)  (5-7 DAYS)

Answer all items as accurately as possible. All information is strictly
confidential.
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Initials: _ _ _ #:

LEISURE TIME ACTIVITY

i, Over the past 7 days how often did you participate in sitting activities such as
reading, watching TV or doing handcrafts?

(0) NEVER (1) SELDOM (2) SOMETIMES (3) OFTEN
l (1-2 DAYS) (3-4 DAYS) (5-7 DAYS)
GOTOQ#2 4 d 4

la. ‘What were these activities?

1b. On average, how many hours per day did you engage in
these sitting activities?

(1) LESS THAN | HOUR (2) 1 BUT LESS THAN 2 HOURS
{3) 2-4 HOURS (4) MORE THAN 4 HOURS
2: Over the past 7 days, how often did you take a walk outside your home or yard for
any reason? For example, for fun or exercise, walking to work, walking the dog,
etc?
(0) NEVER (1) SELDOM (2y SOMETIMES (3) OFTEN
l (1-2 DAYS) (3-4 DAYS) (5-7 DAYS)
GO TO Q#3 1 1 L
2a. On average, how many hours per day did you spend walking?
(1> LESS THAN 1 HOUR (2) 1 BUT LESS THAN 2 HOURS
(3) 2-4 HOURS (4) MORE THAN 4 HOURS
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Initials: __ #:

Over the past 7 days, how often did you engage in light sport or recreational
activities such as bowting, golf with a cart, shuffleboard, fishing from a boat or
pier or other similar activities? (Do not include walking.)

() NEVER (1) SELDOM (2y SOMETIMES (3) OFTEN
3 (1-2 DAYS) (3-4 DAYS) (5-7 DAYS)
GOTOQ#4 i 4 1
3a. What were these activities?
3b. On average, how many hours per day did you engage in

these light spert or recreational activities?
(1) LESS THAN | HOUR {2) 1 BUT LESS THAN 2 HOURS

(3) 2-4 HOURS 4y MORE THAN 4 HOURS

4. Over the past 7 days how often did you engage in moderate sport and recreational
activities such as doubles tennis, ballroom dancing, hunting, ice skating, golf
without a cart, softball or other similar activities? (Do not include walking.)

(0) NEVER (1) SELDOM (2) SOMETIMES (3) OFTEN
4 (1-2 DAYS) (3-4 DAYS) (5-7TDAYS)
GOTOQ#5 l l 3
da. What were these activities?
4b. On average, how many hours per day did you engage in

these moderate sport and recreational activities?
(1) LESS THAN 1 HOUR (2) 1 BUT LESS THAN 2 HOURS

(3) 2-4 HOURS {4) MORE THAN 4 HOURS
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Initials: _ _ _ #:

5. Over the past 7 days, how often did you engage in strenucus sport and
recreational activities such as jogging, swimming, cycling, singles tennis, acrobic
dance, skiing (downhill or cross-country) or other similar activities?

(0) NEVER (1) SELDOM (2) SOMETIMES (3) OFTEN
d (1-2 DAYS) (3-4 DAYS) (5-7DAYS)
GOTOQ#6 d L L
Sa. What were these activities?
5hb. On average, how many hours per day did you engage in

these strenuous sport and recreational activities?

(1) LESS THAN | HOUR (2) 1 BUT LESS THAN 2 HOURS
{3) 2-4 HOURS (4) MORE THAN 4 HOURS
6. Over the past 7 days, how often did you do any exercises specifically to increase

muscle strength and endurance, such as lifting weights or pushups, ete?

(0) NEVER {1) SELDOM (2 SOMETIMES (3) OFTEN
l {1-2 DAYS) (3-4 DAYS) (5-TDAYS)
GO TO Q #7 K3 { l
6a. What were these activities?
6b. On average, how many hours per day did you engage in

exercises to increase muscle strength and endurance?
(1} LESS THAN 1 HOUR (2) 1 BUT LESS THAN 2 HOURS

(3) 2-4 HOURS (4) MORE THAN 4 HOURS
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Initials; __ _ _ #:

HOUSEHOLD ACTIVITY

7. During the past 7 days, have you done any light housework, such as dusting or
washing dishes?
(1Y NO (2) YES

8. During the past 7 days, have you done any heavy housework or chores, such as
vacuuming, scrubbing floors, washing windows, or carrying wood?

(1) NO (2) YES

9. During the past 7 days, did you engage in any of the fellowing activities?

Please answer YES or NO for each item.

NO YES

a. Home repairs like painting,

wallpapering, electrical work, etc 1 2
b. Lawn work or yard care, 1 2

including snow or leaf

removal, wood chopping, etc.
C. Qutdoor gardening 1 2
d. Caring for an other person, I 2

such as children, dependent
spouse, or an other adult
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Initials: __ _ _ #:

WORK-RELATED ACTIVITY

10. During the past 7 days, did you work for pay or as a volunteer?

{I) NO (2) YES
l
10a.  How many hours per week did you work for pay and/or as a volunteer?
HOURS
10b.  Which of the following categories best describes the amount of physical

activity required on your job and/or volunteer work?

(1) Mainly sitting with slight arm movements. (Examples: office
worker, watchmaker, seated assembly line worker, bus driver, etc.)

(2) Sitting or standing with some walking. (Examples: cashier, general
office worker, light tool and machinery worker.)

(3) Walking, with some handling of materials generally weighing less
50 pounds. (Examples: mailman, waiter/waitress, construction
worker, heavy tool and machinery worker.)

(4) Walking and heavy manual work often requiring handling of
materials weighing over 50 pounds. (Examples: lumberjack, stone
masecn, farm or general laborer.}

Data Entry Date:

Verification Date:

Time: GUSTO Team Member Initials: __ _
Time: GUSTO Team Member Initials:

Reprinted by permission @ Copyright 1991 by New England Research Institutes, Inc. & Galern
Streat, Watertown, MA 02472 USA.
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DXA Record

DEXA Body Scan — USDA / University of Maryland
Conway/Hurley/Kostek

Date: Time: am/pm

Name: Gender: M/F

Date of Birth:

Height: inches cm

Weight: bs. kg

Subject number:

Dominant leg: ER/L

Time and composition of last meal (or snack):

Comments:

Initials of examiner and DX rechrician:

62



CT Appointment Request

The GUSTO Study

"Genes Underlying Strength Tralning adaptations in Oldar adults”

UNIVERSITY OF

MAR

College Park

To: Washington Adventist Hospilal, Cantralized Records & Admitting

Fax #: (301)891-6149

-n

rom: Ben Hurley, Ph.D., Professor, Department of Kinesiology

mal

ax # (301) 405-5578 Phone #: (301) 405-2569

BE: Scheduling of patients for CT muscle mass study

Fatiant Nama

Previously 2 patient at Washington Adventist Hospital: _ Yes Mo

Date/Time for CT scan DOB: Age Sex
CT scannar: _ Old scanner  _ Mewer scanner  _ Either

Address Phone #

Digbetes:  Yes _ Mo [fyes, type 1 or type 27 Meds:

Scan type: Extremity (bilateral thigh)  Contrast: NO

Emengency Contact (relationship) Phone #
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1 RM Data Collection Form

University of Maryland / National Institute on Aging
GUSTO

Svmptom-limited Baseline Knee Extension 1-RM

Arms across chest

Seat Belt

Remember to breathe

CHECK FACH LINE BEFORE TEST

Examiners Name

Name Date
Time Location
Body weight Age Predicted 1-RM__

Seat Leg Blood Pressure_ _ Right leg / Left leg

Resistance P/D scale RPE scale
Rest ~ --—--

Set 1 0
Set 2

Set 3

Set 4

Most severe P/D: Subject’s initials:

Post BP 3 min. post BP Valid Invalid

If invalid, please explain:

Notes:
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Muscle Power Testing Form

Subject Initials: Subject#: __ __
GUSTO STUDY

Name Date

Tester Time

Post Unilateral Training: Power Test #1

Resting BP: _ / mmHg

Seat Position: 1-RM R: Dominant Leg: R L Order of Testing: _ R _ L
1-RML:
30% I-RM R Practice P/D: 30% I-RM L Practice P/D:
5 1- R Test | PID & immed | L Test | P/D & immed | File Name
Resistance | # : dissip | Resistance | # : dissip i
R Location o) Location YIN] Initials
{0-6) (0-6) number P1
% 1-RM txt
50 _
50 1P506
50 070scan.txt
60 e
60 1P506
50 070graf.txt
70
70
70

Immediate BP: /__mmHg Constant Reminders: Back against seat
Look straight ahead
3mnBP:__ / mmHg Breathe Normally

General Comments:

Test Comment
Data Entry Date: Time: GUSTO Team Member Initials: __
Verification Date: Time: GUSTO Team Member Initials: __
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DXA Result Example

HOLOGIC

cMay 1 18:58 2883
Hologic QDR-4588A (S/N 45816)
Whole Body Fan Beam V8.26a:3%

[327 x 1581

66

Al11228289
Name :
Comment :
1.D.:
S.8.4:
ZIP Code:
Operator:

BirthDate:

Physician

Fri Nov 22 11:34 2882
GUSTO post unilateral
GUSTO Sex! F
S Ethnic: )
Height:5' 18"
MJD Weight: 133
Age: 61

; GUSTO

Image not for diagnostic use
TBAR1798 - 1
F.S. 68.88x 8(160.88)
Head assumes 17.8x% brain fat

LBM 73.2% water
Region Fat Lean+BMC 3« Fat
- (grams) (grams) (%)
L Arnm 1882 .4 2834.7 34.7
R Arm 1184 .2 2859.6 34.9
Trunk 6946.6 21128.9 24.7
L Legy 4457.8 6865.2 39.4
R Leg 42B7.2 ©6747.8 38.9
SubTot 17877.4 38835.4 31.5
Head 888.2 3267.2 19.8
TOTAL 18685.6 42182.6 38.7
=
HOLOGIC



Training Log
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Representation of RFLP ACTN3 Genotyping Gels

Sub# 162 163 164 165 166 167 168 169 170 171 172 173 174 175 176 177 178 179 180 181 182 183 186

v

Sub# 187 188 189190 191 192 193 194 195 196 197 127 141

S e e e e ey e e R e S

ACTN RR RX RX RR RR RX RR RR RX RX RR RX
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APPENDIX D

Raw and Filtered Power Data

Power (Watts)
(48]

02 0.25 0.3
time {sec)

Raw and Filtered Movement Velocity Data

iltered velocity (10 Hz cutoff) vs. time
T T T T T
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: RAW DATA

APPENDIX E

1D
Number

CON 024
CON 023
CON 0035
CON 011
CON 004
CON 010
CON 016
CON 021
CON 007
CON 002
CON 001
CON 020
CON 003
CON 022
CON 009
CONO14
HUR 014
HUR 015
HUR 017
HUR 018
HUR 022
HUR 023
HUR 025
HUR 027
HUR 028
HUR 029
HUR 030
HUR 031
HUR 032
HUR 033
HUR 034

Sex ACTN Age Height

MMM A g MMM EEMENENENZEZ M MEEE L
SRR R R R RS R R G R G RO R O RRERRER

¥r

74
67
72
66
70
74
65
71
69
72
69
72
67
70
73
67
60
78
80
77
90
6l
57
52
64
51
57
60
54
62
65

cm

163.0
163.0
180.0
178.0
178.0
178.0
152.0
174.0
168.0
170.0
163.0
157.0
173.0
150.0
173.0
165.0
182.3
168.5
160.5
168.6
178.9
165.1
169.6
161.6
160.0
170.1
162.6
165.0
168.6
178.0
172.7

Pre fat
mass

grams

24679.8
31064.1

35439.5
31004.1

29941.5
32052.5
15981.7
15287.5
27683 .4
277293
240977
29584 4
252404
322248
373400
41973.0
14556.1
223312
171222
22166.1
376127
473472
254928
19632.7
18755.6
399838
344239
17389.4
37378.5

After fat
mass

grams

25773.0
291126
224470
347227
322019

323417
34706.5
16317.5
146722

283128
26436.6
273776
26099 .4
32849.0

40472.1
150878
21944 7
16860 .8
224837
42014 4

22774 8

17515.1
417098
329628
18685.6
34991.7

Pre
FFM

grams

397290
424280
53101.0
59901.0
52805.0

3714770
45077.0
53298.0
48398.0
477100
36378.0
520480
35942.0
54462.0
42311.0
756006.0
45664.3
518313
56365.1
56900.1
403957
52940.7
54034.5
38212.7
54611.6
41604.8
48257.0
61266.3
431494
53634.5

After
FFM

grams

40422.0
43572.0

59283.0
55512.0

36597.0
46748.0
541950
48573.0

36370.0
53638.0
35605.0
54989.0
42372.0

46447.1
49790.2
57662.4
57877.8
40976.7
51198.5

43174.6

424253
48078 8
62716.4
42102.6
537304

Pre

weight weight

kg
68.75
80.27
78.60
98,99
90,39
23.74
68.83
80.53
71.67
65,33
93,21
066,34
82.05
66.93
83.86
75.12
112.27
87.64
66,39
78.70
74.02
62.56
90.55
101.38
63.71
74.24
60.36
88.24
95.69
60.54
91,01

After Pre body

kg

68.73
81.78
77.94
99.78
R9.70
83.18
74.52
80,50
71.57
66,39

67.76
82.36
63.52
83.92
75.69

86,92
64.88
79.61
74.74
63.46
93.21

65.95

59.94
R9.79
95.68
60.79
88.72

fat %

375
3506
288
348
359

434
42.9
228
221
40.6
418
321
431
il
434
333
47.9
219
284
231
354
41.5
46.7
40.0
26.4
311
433
36.0
287
41.1

After
body fat
%

BMI

kgm®
25.87
30.21
24.26
31.24
28.53
26.43
29.79
26.60
25,39
22,61
35,08
2691
2742
29.75
2B.02
27.59
33.60
30,87
25,77
27.68
23.13
2295
31.48
38.82
24.88
25.65
22.84
32.41
33.66
19.11
30.52

After
BMI

keg/m”~
25.87
30.78
24.06
3149
2831
26.25
3225
2672
25.36
2297

27.49
27.52
28.23
28.04
27.80

30.61
2519
28.01
23.35
23.28
32.41

2576

22.68
32.9%8
33.66
19.19
29.75

1RM
Pre

kg

13.27
10.42
27.84
25.76
2993
26.80
13.68
17.43
27.43
28.89
32.01
18.47
37.22
15.35
3201
17.43
40.95
17.84
20.54
30,96
3387
18.88
13.05
2721
15.31

18.04
15,75
34,70
23.04
2263

1RM
After

kg

21.60
16,39
34.09
43.46
40.34
33.03
16.39
2576
38.26
37.22

24.72
44.50
16.39
39.30
22.64

25.75
28.04
37.20
42 83
22.63
24.08
34.50
22.17

2388
22,63
41.37

28.87
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D
Number

CON 024
CON 023
CON 005
CONO11
CON 004
CON 010
CON 016
CON 021
CON 007
CON 002
CON 001
CON 020
CON 003
CON 022
CON 009
CON 014
HURO14
HUR 015
HUR 017
HUR 018
HUR 022
HUR 023
HUR 023
HUR 027
HUR 028
HUR 029
HUR 030
HUR 031
HUR 032
HUR 033
HUR 034

70% Untrained
Leg PP Pre

watts

17513
200.63
485.96

25381
254.50

T0%

Untrained Leg
PP After

watts

190.18

18429

70% Untrained
Leg PV Pre

rad/sec

41
4.1
38

38
3.2

0% Abs PP Abs PP Abs PV Abs PV
Untrained Leg Untrained Untrained Untrained Untrained
PV After LegPre Leg After  LegPre Leg After
rad/scc watts watts rad/sec rad/sec
4.7 175.15 190.18 4,1 4.7
3.7 197.44 184.29 39 37
591,24 61894 6.5 6.8
: 253,81 38 :
254,50 32

Muscle
Volume
Untrained
Leg Pre

om’®

1223.24
870.30
1796.30
1987.08
1803.30
1662.89
1131.00
1223.55
1683.02
1504.33
1768.00
1133.83
1785.40
1089.60
1725.90
1118.42

1097.24
1300.02
1585.25
1473.05
1092.76
1183.84
1490.29
699.95

1095.26
1024,82
1788.61
131227
1556.40
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Muscle Muscle 1RM 1RM

1) 0, 0, o, —H -H
1)) 70% PP 70% PP 70% PV 70% PV AbsPP Abs PP Abs PV AbsPV Voliiie Vilikie: “Uiikialed  Univicned

Number Pre After Pre After Pre After Pre After

Pre After Leg Pre Leg After
watts watls  rad/sec  radfsec  walls  watts rad/sec rad/sec em’ cm’ kg kg

CON 024 : 3 s : > : ; : 1178.50  1295.65 15,34 16.38
CON 023 . . ; : . 7 . : 920.00 1036.00 6.03 8.96
CON 005 . . . . . . : . 1718.60 . 28 87 20.91
CON 011 : 3 : ; ; : ; ; 1966.12  2085.55 2575 36.16
CON 004 2 5 : : ; : ; : 1769.80  2055.00 29.29 35.12
CON 010 . 3 ; . ; : . ¢ 1696.22  1916.47 21.58 22.63
CON 016 ) . : . . . . . 1090.20  1252.50 14.50 149
CON 021 ; ; . 5 . . _ . 1258.60 1373.90 17.42 19.50
CON 007 E : é : : : : 2 161496  1858.90 31.58 37.20
CON 002 . ; . : ; 1 . : 132798 1691.53 26.79 27.83
CON 001 . . . . . . . . . . 29.91 .

CON 020 2 : ; . ; : : : 1137.50 1257.88 16.38 19.50
CON 003 . . : : i ; ; : 181540  2000.33 39.29 40.33
CON 022 ; ; : : ; : ; : 935.70 1132.32 19.50 21.58
CON 00U _ . . . . _ . . 189326 2040.87 27.83 2991
CON 014 ; : : : ; : i : 121720 127221 16,38 17.42
HUR 014 i ; : : : . 2 2 : : 39.70 2

HUR 013 ; 5 ; ; . 3 . : 1188.24 1281.61 15.96 16.59
HUR 017 _ . . . ) . ) . 1321.77 143260 9.54 16.59
HUR 018 _ . . . : ’ : . 153146 164099 26.79 30.96
HUR 022 : s : s : ; : s 172919 1859.00 14.30 15.54
HUR 023 ; ; ; : . ; . : 1081.50 1183.62 18.88 19.29
HUR 023 _ . . . . . . . 979.83  1139.65 18.88 24.08
HUR 027 _ . . : . ; ; . 1441.70  1524.58 24.29 2512
HURO28 173,74 17994 4.4 3.1 173.74 23253 39 4.6 75844  846.04 10.40 9.67
HUR 029 . ; . i . . . . . . . .

HUR O30 21323 . 39 . 209.60  246.60 33 39 126530 1303.08 15,54 15.96
HUR 031 : : ; . ; > : : 120336  1296.60 11.38 14.71
HUR 032 486.26 v 38 : 57937 676.67 5.9 6.4 183969  1997.04 32.00 37.20
HUR 033 23443 . 38 . 234.43 . 38 124538 . 22.83 .

HUR 034 238.19 . 29 . 238.19 . 2.9 156618 170531 22.00 23.67
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[1)]
Number

CON 024
CON 023
CON 005
CON 011
CON 004
CON 010
CON 016
CON 021
CON 007
CON 002
CON 001
CON 020
CON 003
CON 022
CON 009
CONO14
HUR 014
HUR 015
HUR 017
HUR 018
HUR 022
HUR 023
HUR 025
HUR 027
HUR 028
HUR 029
HUR 030
HUR 031
HUR 032
HUR 033
HUR 034

Muscle
Volume
Untrained
Lep After

k]
cm

1226.63
948.10

1890.00
1974.01
1894.00
1635.04
1189.30
1203.41
1794.10
1564.94

1150.10
1798.603
1127.39
1749.48
1136.21

1100.21
1223.33
1578.20
1501.06
1161.69
1208.92
1526.51
782.06

1094.93
1010.66
1781.29
1314.69
1548.20

Diuretic
Usage

1=yes

LB SR S -

LB S L

SIS SR T S S R SO T S R N T SR SR S N

ACE HRT
Usage Usage
1=vycs 1=yes
2 2
2
2
2
2
2 2
2
2
2 :
2 2
2
2 :
2 2
2 .
2 2
2
2
2 .
2 2
2 1
2 1
2 2
2 .
1 2
2 2
2 .
2 2
2 1

Anti-
inflammatory
Drug Usage

1 =ves

BB b -

[ e T I T A I

L L R e S S N

73



1D Prefat After fat  Pre After Pre  After Pre body Afier Pre  After IRM 1RM

Number Ot% ACTN Age Height =« mass FFM  FFM  weight weight fat % _s.ﬁ_a BMI BMI  Pre  After
HURO036 M RR 75 167.6 223012 233385 651361 643115 8744 8765 255 266 3113 3120 2179 2783
HURO3E M RX 61 1649 135307 140395 501032 S0077.1 6364 6412 213 209 2341 2358 20117 3720
HURO39 M RX 77 179.5 322045 322678 647326 671358 96.94 9940 332 325  30.09 3085 2991 3325
HURO4I M XX 63 1637 226978 218441 480253 485225 7L62 7037 317 310 2673 2626 1992 2846
HURO4Z M RX 52 1548 216351 . 411785 . 6281 . 344 . 621 . 1534 .
HURO4T M RX 54 1796 20267.4 313500 630800 641740 9326 0552 314 328 2891 2961 4241 528
HUROIS F XX 53 1683 309447 299475 446283 457672 7557 7571 409 396 2668 2673 1843 2716
HUROS F RX 77 1626 436100 432781 438363 460814 8745 8936 499 484 3309 3382 1635 1635
HURDS0 M RX 70 1840 285478 278182 . . 9021 9142 316 304 2665 27.00 3970 4262
HUR052 F RX 78 1580 567611 . 548800 . 11188 . 50.7 . 4482 . 2117 2679
HUROS3 F RR 67 1620 423472 419513 500774 . 9442 0477 449 443 3508 3611 2242 2512
HUROSS F XX Gl 1647 263468 235860 400476 420247 6639 6561 397 359 2448 2419 2321  30.90
HURO57 M RR 60 1778 264784 . 653085 . 9045 . 293 . 861 . 3408
HUROS8 F RX 60 1641 268075 . . . 6930 . 38.1 . 574 . 2263 .
HUR059 F RX 78 1454 195004 19184.1 339045 319373 $340 5162 365 372 2526 2441 969 954
HUROG0 F RX 76 159.8 232800 252740 446711 441171 67.96 6939 343 364 2661 2717 1552  21.55
HURO61 F RR 66 1615 421593 467136 589143 585218 10107 10524 417 444 3875 4035 1094 1739
HUROG? M RX 69 1727 242090 227537 558303 570647 8004 7982 302 285 2684 2676 3402 4233
HURO63 M RX 66 1712 233906 217123 514264 533006 7482 7500 313 289 2553 2559 2466  30.90
HURO6S M XX 65 1780 207527 29680.3 677970 . 9744 9794 305 303 3075 3091 3096 3512
HURO66 F XX 71 1600 287253 28009.8 383845 395803 67.11 6759 428 414 2621 2640 1323 1697
HUROGS M RR 66 1782 212566 204287 577918 585858 79.05 7901 269 259 2489 2488 2841  34.02
HUR06® F RR 61 1691 406937 . 515672 . 9226 . 441 , 322 . 1867 .
HURO7I M RR 75 1723 291240 284155 579505 . 8689 8791 335 323 2927 2961 3200 3512
HURO72 F RX 67 1563 289984 . 410473 . 7005 . 414 , 86T . 720 .
HURO7S M RX 71 1721 252088 238397 633350 GI812.5 8863 8565 285 278 2093 2892 1843  30.90
HUROT6 F RR S8 160.6 214922 218735 395914 385632 6108 6044 352 362 2368 2343 1739 1047
HURO77 F RR 70 1564 264168 246364 429592 415778 6938 6621 381 372 2836 2707 1365  18.84
HUROTE M XX 71 1689 176300 160420 575838 $7897.8 7522 7394 234 217 2637 2592 2674  39.63
HURO79 M RX 71 1765 291245 342789 646360 649487 9376 9923 311 345 3000 3185 3704 4545
HUROS0 M RR 81 1700 139132 130360 472453 469194 6116 5996 227 217 2092 2050 1448  19.88
HURO81 F RX 83 1437 19215.4 20499.0 386020 392001 57.82 5979 332 343 2800 2895 967 1136
HURO84 F XX 80 1514 180547 180422 375030 366693 5556 S471 325 330 2424 2387 1219 1531
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1D
Number

HUR 036
HUR 038
HUR 039
HUR 041
HUR 042
HUR 047
HUR 048
HUR 049
HUR 050
HUR 052
HUR 053
HUR 055
HUR 057
HUR 058
HUR 059
HUR 060
HUR 061
HUR 062
HUR 063
HUR 065
HUR 066
HUR 0638
HLUR 06%
HUR 071
HUR 072
HUR 075
HUR 076
HUR 077
HUR 078
HUR 079
HUR 080
HUR 081
HUR 084

70% PP
Pre

255.70
296.70
326.72
330.94
234.28
62547
266.78
144.43

229.32

317.51
476.62

84.51
176.86
243,19
467.61
35432
394,12
186.20
261.06

156.36

378.89
202.13
145.68
401.37
416.21
133.37
100.60
129.17

70% PP 70% PV 70% PV Abs PP

After

258.07
158.56

230.18

311.99

127.59
218.39
333.11

35508
349.46
241.17
3%3.61

516.09
237.81
205.74
394.51
453.64
245.54
124.00
164.54

Pre

29
35
3.1
44
4.0
54
4.5
2.6

37
43
51
2.5
35
54
50
49
438

4.1
35

36
6.0
35
34
4.8
48
28

26
32

After

33
3.1

32
3.5

33
32
6.3
4.2
3.8

4.4
4.2

5.6
40
3.0
3.5
il
39
33
35

Pre

255.70
296.70
326.72
330.94
23428
623.15
275.56
144 42

237.85

317.51
476.62

84,51
176.86
24319
467.61
383.12

186.20
208.49

350.83

378.89
22476
156.14
393.47
416.21
124.61
76.05
12917

Abs PP
After

680.06
28292
158.56

284.87

360.43

127.59
210.92
33311
490.21
374.05

231.63
383.58

402 44

467.85
277.23
223,59
411.80
495,52
250.67
124.00
175.11

Abs PV
Pre

29
35
31
4.4
4.0
43
4.1
2.6

4.3
48
5.1
25
3.5
54
50
5.9
1.1
25
5.0
6.0
4.7
3.4
4,1
4.8
2.6

1.9
2

Abs PV
After

50
4.1
3.1

4.9
32

33
4.1
6.3
5.3
6.0
4.9
42

7.2
5.5
4.3
43
5.1
4.4
3.3
42

Muscle
Volume
Pre

1347.38
1976.79
1425.93

2349.34
1026.55
1125.47

1525.53
1286.09
1810.62
1152.08

96342

1352.01
1731.26
1403.88

754.57
1630.64
1323.89
1652.87
1010.71
1432.84
790.02
1085.48
1638.03
1885.21
1185.80
789.50
754.03

Muscle
Volume
After

1469.19
2053.46
1480.35

2605.08
1134.08
1128.07

1659.37
142721

1122.08
1425.04
1955.02
1501.43

805,09
1738.86

1801.06

1589.90
963.08
1147.77
1709.28
1896.17
1229.72
852.31
881.17

1RM
Untrained
Leg Pre

15.92
23.04
2721
17.42
12.21
37.20
19.50
15.34
38.87
20.54
24,08
19.88
32.00
22.63
9.10
3.83
10,42
38.45
2595
27,62
11.17
19.26
17.00
23.88
8.37
18.46
16.38
11.38
26,79
37.20
13.88
8.22
3.82

IRM
Untrained
Leg After

21.79
3512
28.25
15.50

46.58
20.13
15.34
40.33
22,63
29.08

6.90
3,10
14,30
41.37
25.75
27383

24.66
24.71

27.83
13.46
14.30
32.00
3824
15,54
8.22
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11}
Number

HUR 036
HUR 038
HUR 039
HUR 041
HUR 042
HUR 047
HUR 048
HUR 049
HUR 030
HUR 052
HUR 053
HUR 055
HUR 057
HUR 0358
HUR 059
HUR 060
HUR 061
HUR 062
HUR 063
HUR 065
HUR 066
HUR 068
HUR 069
HUR 071
HUR 072
HUR 075
HUR 076
HUR 077
HUR 078
HUR 079
HUR 080
HUR 081
HUR 084

70% Untrained
Leg PP Pre

227.62
161.92
297.34
298.67
247.18
567.1%
286.51
189.96

242,40

283.59
466.60

64.26
46.84
221.15
434.67
324.84
297.50
172.44
201.15

297.62

365.70
200.95
118.17
324.08
449.32
104.59
92.61

70%
Untrained Leg
PP After

244.33
174,99

274,94

171 88

90.77
27530

324.54
268.53

258.75

436.17
150,68
153.94
304,01

164,67
119,33

70% Untrained
Leg PV Pre

29
38
30
4.4
4.6
5.7
4.9
38

37
4.9
§:2
21
26
53
4.4
4.5
4.0

4.1
34

44
6.1
38
3.0
4.6
4.7
25
2.9
37

70% Ahs PP Abs PP Abs PV Abs PV
Untrained Leg Untrained Untrained Untrained Untrained
PV After LegPre  Leg After  Leg Pre Leg After
227.62 2.9
161.92 38
297.34 3.0
; 298.67 4.4
247.18 4.6
3 567.18 2 5.7 ;
4.0 286.51 244.33 49 4.0
34 189,96 174,99 3.8 3.4
2 292.60 273.70 59 5.2
23 283.59 23881 4.7 4,1
466.60 52
2.7 64.25 90.77 2.1 27
. 46.84 46.83 26 2.7
5.5 221.15 275.30 53 55
. 434 .67 506.48 4.4 4.9
44 349.78 37348 6.0 6.2
35 29749 268.53 4.0 35
194,17 31895 29 4.7
3.7 298.60 236,47 54 4.3
6.1 365.76 41577 6.1 6.7
31 223.99 186,57 5.1 4.0
3.5 133.00 15993 28 35
3.0 321.34 37541 37 4.2
. 449.32 51696 4.7 53
KN | 102.39 164.66 2.0 31
39 92.61 11933 29 3.9
84.16 82.06 37 39

Muscle
Volume
Untrained
Leg Pre

1427.99
1887.32
1369.61

204754
986.24
1016.64

1490.47
1139.21
1809.79
1175.04

1218.60
1650.70
1365.89

1523.69
1238.54
1602.07
1012.27
1461.55
967,07
975.61
1599.31
189434
1142.33
903.83
736.80
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il H
Number

HUR 036
HUR (038
HUR 039
HUR 041
HUR 042
HUR 047
HUR 048
HUR 049
HUR 050
HUR 052
HUR 053
HUR 055
HUR 057
HUR 038
HUR 059
HUR 060
HUR 061
HUR 062
HUR 063
HUR 065
HUR 066
HUR 068
HUR 069
HUR 071
HUR 072
HUR 075
HUR 076
HUR 077
HUR 078
HUR 079
HUR 080
HUR 081
HUR 084

Mustcle
VYolume
Untrained
Leg After

141728
1882.06
1381.55

2095.16
963.08
1036.54

1546.51
1091.69

1292.68
1678.13
1435.83

1476.85
1565.27

1422.52
919.38
965.93
1560.93
2035.03
1087.42
906.17
723.36

Diuretic ACE

Usage

Bd o= D2 o= = b B2 b N R P B RS R R R e b b2 D b BB B D R 2 b —

Usage

b b bd s P2 B B BY B2 B = b3 B3 R B RS BRI RS BRI R R R R R RS RS ORI R BRI KD BRI ORI B

HRT
Usage

b2 b

L I o

Anti-
inflammatory
Drug Usage

L5 o5 B S oS T o5 B AS N S5 BN S BN S B B S R S I S S S I S R S R SR SR SR SR T T SV R U S R ]

77



f
D Prefat Afterfat Pre  After  Pre  After Prebody " pre  After 1RM  IRM

Number Sex ACTN Age Height = 0 mass FEM  FEM  weight weight fat % E.M fd M1 BMI  Pre  After
HURORS M RR 71 1904 334966 344657 81388.7 804527 114.89 11492 292 00 3169 3170 3200 3824
HUROS F XX 78 1635 337000 . 42487 . 7618 . 442 : 2850 . 10.42 .

HUROR? M RR 62 1708 194820 222782 655196 669809 8525 8926 229 250  29.14 3060 4649 5481
HUROR8 F RX 73 1615 300761 . 447901 . 7487 . 40.2 ; 870 . 16,79 .

HURD91 F RR 60 1549 270923 272267 378904 382103 6498 6544 417 416 2707 2726 1385 1697
HUR092 M XX 65 1787 179344 195684 593112 591985 7725 7877 232 248 2419 2467 2550 3402
HUR093 F RR 65 1621 348711 373187 43864.9 423587 7874 7968 443 468 2996 3032 1635 2259
HURO94 F RX 65 1547 322136 33547.6 409790 393879 7319 7294 440 460 3058 3048 2030  20.51
HUR09% M RX 70 1755 325715 . 697587 . 10233 | 318 : 13.22 . 2991 32.00
HUR097T F RR 85 1556 24450.6 266928 425392 420146 6699 6871  36.5 388 2767 2838 1635 1905
HUR098 M XX 71 1741 27517.3 299337 60127.3 572479 8764 8118  31.4 343 2892 2876 2778 3464
HURO9 M XX 69 1785 247626 . 641238 . 8880 27.9 _ 2790 . 4130 5169
HURI0OO M RR 73 1753 267862 .  SW877 . 8387 319 ‘ 2731 . 2737 3152
HURI0l F RR 63 1575 379219 . 493214 . 8735 . 834 . 522 . 18.88 .
HUR102 F RX 80 1549 204354 . 299879 . 5055 | 404 _ 2106 . 9.10 v

HUR103 F RX 65 1600 319670 . 406255 . 7259 | 4.0 , 2835 . 14.09 v

HUR104 F RR 66 1676 371582 . 490455 . 8620 3.1 , 30.67 . 22.63 v

HURI05 F RX 65 1702 25519.0 237189 35587.1 374921 61.11 6121 4138 387 2110 2114 1178 1864
HUR107 F XX 79 1563 177846 . 335220 . 5128 . 34.7 . 2099 14.30 .

HUR108 M RX 59 1822 359148 347332 552182 59089.3 9L13 9382 394 370 2745 2826 4026 4275
HURI0® F XX 62 1549 26957.2 25587.5 402814 419159 6724 67.50  40.1 379 2801 2812 2466 2757
HURLI0O F  RX 70 1585 327340 208548 41586.3 420721 7432 7283 440 410 2958 2899 1053 1739
HURII3 M RX 67 1676 . 182218 . 60513.5 . 787 . 23.1 . 2802 1843 2841
HURI14 F RR 70 1574 245408 234749 404584 410456 6500 64.52 378 64 2624 2604 1305 1992
HUR 115 M RX 60 1753 16017.9 17623.6 626482 596589 7867 7728 204 128 2561 2516 1947 2591
HURIL6 F RX 56 1499 141145 . 348362 . 4895 . 288 . 2180 8 81 .

HURII7 M RX 65 1666 109919 119592 52397.3 534779 6339 6544 173 183 228 2356 2633 3090
HUR 118 F XX 60 1702 28979.1 297080 44219.0 444324 7320 7414 396 401 2527 2559 1219 2259
HURI120 M RX 53 1905 346638 . 837077 . 11837 293 . 126 . 49.28 :

HURI22 M RX 56 1829 251180 25740.4 56552.4 560045 $1.67 8174 308 315 2442 2444 2674 421
HUR 123 F RR 82 1581 19599.5 20411.6 38477.2 377084 S58.08 5812  33.7 359 2323 2325 1323 14.06
HURI24 F XX 66 1651 220396 196598 432828 426266 6532 6229 337 16 2396 2285 2259 2508
HUR 126 F RX 76 1562 313313 311943 391202 392758 7045 7047 445 443 2887 2888 ILIS  13.23
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An

ID
Number

HUR 085
HUR 086
HUR 087
HUR 088
HUR 091
HUR 092
HUR 093
HUR 094
HUR 096
HUR 097
HUR 098
HUR 099
HUR100
HUR. 101
HUR 102
HUR 103
HUR 104
HUR 105
HUR 107
HUR 108
HUR 10%
HUR 110
HUR 113
HUR 114
HUR 115
HUR 116
HUR 117
HUR 118
HUR 120
HUR 122
HUR 123
HUR 124
HUR 126

70% PP
Pre

379.53
116,99
472.60

239.29
407.13
182.69
247.26
494 87
133.66
335.22
394.19
293.16
240.01
99.95
196.10
297.92
187.94
147.09
378.40
207.43
170.16
308.68
103.40
482.99
140.87
326.87
265.61
702.48
384.78
186.11
28091
158.02

0% PP

After
364.86
593.27

227.42
387.32
167.74
209.27

153.63
33413
454.27
33531

25424

466,56
285,34
191.34
360.08
129.45
448.26

328.92
249.08

370.83
200.31
290.33
157.15

Pre

4.2
3.3
38
4.9
5.8
37
3.9
56
257
4.3
34
318
4.2
3.0
4.2
4.6
4.4
31
37
32
42
52
2.5
57
4.1
4.5
56
)
4.0
4.3
43
4.0

After
35
4.1
44
42
2.7
34
2.9
38

33
4.1

4.2
4.3
4.1
38
4.4
2.7

4.3
4.0

32
3.5
4.3
36

70% PY 70% PV Abs PP

Pre

353.49
116.99
513.08

24530
409.36
151.32
256.32
465.10
151.27
32948
422.55
32236
2601.81
110.55
217.60
321.93
187.93
172.13
473.42
228.80
170.16
308.68
103.40
475,50
165.85
352.80
259.82
671,72
411.90
193.35
318.61
164.39

AbsPP AbsPV Abs PV

After
400.87
635.53

247.27
397.10
209.54
265.04

182.12
320.20
486.33
37111

263.42

534.56
291.606
208.04
356.17
141.64
527.89

450.64
226.68
32533
169,50

Pre

52
33
43

5.5
5.0
28
4.9
6.8
33
4.8
4.3
4.8
36
38
5.4
6.1
39
4.4
6.1
32
42
5.2
2.5
73
55
6.0
6.5
6.6
5.7
52
6.0
4.4

After
51
57

54
4.8
3.6
5.2

4.0
5.0
49
37

5.1
6.6
4.4
46
5.7

4.3
718

6.0
6.5

6.4
5.9
6.5
44

Muscle
Volume
Pre

1968.10
914.37
1813.64
1105.67
900.88
1625.35
974.09
1067.88

959.31
1650.67
1834.53
1476.77
1022.31
645.95
559.34
1314.13
903.23
832.57
1604.73
1163.01
1109.80
1682.50
900.33
1673.82

1290.43
1125.61
2230.20
1664 .85
977.95

1244.93
884.06

Muscle
Volume
After

2158.39
2133.39

995.60
1795.35
1057.72
1214.72

1002.85
1785.50
2139.09
1576.57

951.98

1736.85
1251.37
1148.80
186299
1063.76
1880.10

1363.92
122478

1794 47
984.72
1365.60
942.64

1RM
Untrained
Leg Pre

3533
9.98
41.30
14.92
11.15
2L.55
16.97
19.26
32.00
17.42
27.83
40.54
2783
14.30
573
13.46
13.25

13.05
3221
2221
1117
30.28
11.80
27.16
8.81

19.68
11.15
49,70
3402
12.81
23.62
13.23

1RM
Untrained
Leg After

39.29
46.70

14.06
2362
18.84
18.43

16.38
2929
42.20
28.87

34.08
21.58
15.75
26.33
12.21
2586

18.43
19.47

3547
10.94
24.46
13.23

79



1)
Number

HUR 085
HUR 086
HUR 087
HUR 088
HUR 091
HUR 092
HUR 093
HUR 094
HUR 0%6
HUR 097
HUR 098
HUR 09¢
HUR100
HUR 101
HUR 102
HUR 103
HUR 104
HUR 105
HUR 107
HUR 108
HUR 109
HUR 110
HUR 113
HUR 114
HUR 115
HUR 116
HUR 117
HUR 118
HUR 120
HUR 122
HUR 123
HUR 124
HUR 126

70% Untraincd
Leg PP Pre

43585
127.21
517.15

220.30
379.06

260.63
505.31
146.17
359.33
388.79
30934
219.24
72.03

164.08
217.27

130,90
366.18
20875
201.26
30434
83.54
500,56
151.23
213.21
264.23
720.08
383.50
188.79
286.10
197.43

T0%
Untrained Leg
PP After

451.93
561.63

219.24
349,83

21181

179.24
336.88
414.03
33472

388.04
250.00
110.40
323,02
108.78
393.14

228 .43
281.19

357.69
180.42
31593
168.41

70% Untrained
Leg PV Pre

4.5
33
4.5
5.1
59
43
6.5
3.0
47
36
41
4.5
29
35
47
33
42
36
438
KR
28
6.1
44
36
59
5.3
4.0
4.2
4.5
4.7

1% Abs PP Abs PP Abs PV Abs PV
Untrained Leg Untrained Untrained TUntrained Untrained
PV After LegPre  Leg After  LegPre Leg After
4.2 435.85 448.75 4.5 4.6
: 127.21 . 3.3 ’
4.4 517.15 616.81 4.5 5.4
4.7 221.96 20946 56 53
4.7 379.06 35112 5.9 5.4
: 184.84 171.79 3.5 32
3.5 269.73 250.72 34 5.1
. 450.85 . 6.5 .
36 166.83 189.58 4.1 4.6
4.4 331.51 301.35 57 52
37 416,61 434,53 il 53
4.5 330.33 345.57 3.6 6.0
231.27 : 56 .
80.47 ; 3.6 :
181.13 , 4.6 ;
211.80 . 56
: 143.46 : 42 2
4.5 401.28 410,36 6.0 6.1
4.1 223.66 256.20 45 5.1
42 ; ; : .
4.5 300.44 317.10 47 51
2.9 133.05 129.25 38 4.0
4.8 489.16 466,35 7.7 7.8
; 144.04 y 50 :
38 24891 22427 51 4.7
48 25599 272.36 6.7 7.0
. 677.72 . 7.1 .
3.7 391.66 375.08 56 55
3.7 199.13 193 87 4.7 4.9
48 303.90 317.91 5:7 5.7
42 207.68 179.96 53 5.2

Muscle
Volume
Untrained
Leg Pre
2006.86
868.87
2011.20
1084 .38
907.93
1644.50
965.05
1080.98

958.75
1623.93
1864.84
1487.40
1014.27
532.47
887.00
1183.74
795.42
791.94
1466.45
1199.18
1092.50
1553.32
819.66
1664.80

1121.04
1147.21
2370.03
1576.48
927.19
1254.24
226.25
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I
Number

HUR 085
HUR 086
HUR 087
HUR 088
HUR 091
HUR 092
HUR 093
HUR 094
HUR 096
HUR 097
HUR 098
HUR 099
HURI00
HUR 101
HUR 102
HUR 103
HUR 104
HUR 105
HUR 107
HUR 108
HUR 109
HUR 110
HUR 113
HUR 114
HUR 115
HUR 116
HUR 117
HUR 118
HUR 120
HUR 122
HUR 123
HUR 124
HUR 126

Muscle
Volume
Untrained

Leg After
2069 .05

198138

894.34
1591.36
957,53
1037.13

998.50

1601.09
1845.04
1523.17

866.93

148418
1216.83
1123.80
1518.39
854.46

1647.67

1113.20
1149.15

1640.25
94496
1242.56
985.08

Dimretic
Usage

R R R I I R e R R R R I e e e R L S )

ACE

Usage Usage

HRT

R = KRR —_ = a

MM -

LoF]

[S¥]

Anti-
inflammatory
Drug Usage

L I L L R T B B L B S B R o A S R S B T S I S RN )

81



1D
Number

HUR 128
HUR 129
HUR 131
HUR 134
HUR 135
HUR 139
HUR 140
HUR 142
HUR 147
HUR 151
HUR 152
HUR 155
HUR 156
HUR 157
HUR 168
HUR 169
HUR 172
HUR 174
HUR 175
HUR 177
HUR 179
HUR 130
HUR 132
HUR 183
HUR 186
HUR 187
HUR 183
HUR 191
HUR 193
HUR 197
HUR 193
HUR 199
HUR 200

Sex ACTN Age Height

ZmZgZmZmEZmEZmEmEZsZmZmEmmmmmmE LT

RN R AR R R AR R R ERERERERERNG

52
32
64
52
64
51
37
62
34
50
60
63
61
51
67

50
61
50
54
57

157.5
160.0
160.0
165.1
177.8
180.3
157.5
163.8
162.6
162.6
1727
1727
177.8
1702
168.8
157.5
172.7
1837
170.1
167.6
181.0
176.7
175.3
162.5
168.6
158.3
175.7
155.1
185.5
164.7
176.2
152.4
180.3

Pre fat
mass

12202.1
333816
212283
432997
24239.6
19582.0
44401.3
29833.8
28229.6
23061.6
44117.7
35556.0
377021
20469 .9
205868
208717
216505
19046 4
36392.2
237745
31619.1
22286.7
23356.6
343779
17891.0
446299
40341.1
18483.3
21194.1
319221.6
309332
327843
16453.8

After fat
N1ASS

11840.6
32728.1
21206.9

23103.0
19821.8

228459

335195
377303

214381
20471.5
212993
18523 4
347708
226692
292209

221454
33100.7

418721
40167.6

301293

Pre
FFM

382777
48395 8
40391.3
60699.9
323921
718325
45888.7
443507
35012.1
382377
511430
586143
73329.1
48231.0
58840.8
35652.4
60955.4
65591.9
65444.5
43638.6
62401.5
43759.1
383426
48321.1
589513
535186
78859 4
34903.2
67001,1
601878
73627.3
577475
63836.7

After
FFM

368477
49084.6
39973.8

53894.9
713874

38638.2

60691.0
73812.4

58676.4
33981.7
60651.6
66169.2
67957.9
44068.5
64051.9

60104.3
49420.1

55044.1
79181.3

70027.5

Pre

weight weight

50.48
82.32
61.82
103.68
76.63
91.41
90.29
74.38
63.24
61.65
93.26
94.17
111.03
68.70
79.43
56.52
82.61
84.64
101.84
67.43
94.02
66.05
81.70
82.70
76.84
98.15
118.84
53.30
88.20
105,41
104,56
110.53
80.30

After Pre body
fat %

48.6Y
81.81
61.18

77.00
91.21

9421
111.54

80.11
54.45
81.95
84.69
102.73
66.74
93.27

82.23
82.52

97.75
119.35

100.16

242
40.6
343
41.8
3le
214
492
40.1
44.6
374
46.3
378
34.0
29.8
259
369
262
22,5
357
353
336
337
28.6
41.6
233
45.5
339
349
240
372
29.6
478
205

After
body fat
%

243
40.0
347

30.0
217

356
338

268
376
26.0
219
338
34.0
31.3

26.9
40.1

428
337

30.1

Pre
BMI

20.35
32.15
24.14
38.04
24.24
28.11
36.41
27171
2393
23.33
3193
31.57
35.12
23,72
27.88
22,79
27.69
25.08
35.20
24.01
28.70
2115
26.59
31.32
27.03
39.17
38.50
22.16
25.63
38.86
33.68
47,39
24,69

After
BMI

19.63
3195
23.89

24.36
28.04

31.58
3528

28.12
21.96
27.47
25.10
33.50
23.76
2847

26,77
3125

39.01
38.66

32.26

IRM
Pre

17.39
20.13
12.61
28.46
29.86
45.87
15.34
15,54
1325
17,63
1638
1593
44,62
2221
29.65
10.74
35.06
35.06
30,90
21.13
40.33
21.58
46.91
26.79
43.87
22.63
50.74
10,42
49,07
2991
33.04
21.58
40.33

1RM
After

18.84
28.46
13.44

38.38
5377

2054

18.43
64.16

3298
13.31
42.33
46.49
40,26
2778
45.53
2325
57.93
26,79

247

64.28
16.38

37.20
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Muscle Mnscle 1RM 1RM
Volume Volume Untrained Untrained
Pre After Leg Pre Leg After

D 70% PP 70% PP 70% PV 70% PV Ahs PP AbsPP Abs PV Abs PV
Number Pre After Pre After Pre After Pre After

HUR 128 21432 266.78 Fil 43 235.29 266.601 4.9 55 108379 1147.61 13.85 14.69
HUR 129 351.71 373.73 54 4.6 30933 38435 6.1 7.0 1399.52 : 20.13 21.58
HUR 131 18225 207.02 39 36 201,35 225.02 51 58 808.59 952.63 . 9,23
HUR 134 416.66 : 5.1 ; 421.77 : 6.4 ; 1536.08 ; 19.50 :
HUR 135 32943  360.57 3.9 34 381.81 40101 51 6.2 1352.60 1493.66 29.86 3464
HUR 139 55293 609.93 4.4 43 589.33 59931 33 54 2165.35 2283.57 41.30 3818
HUR 140 178.25 : 36 . 203.09 . 4.8 : 1042.44 . 15.34

HUR 142 216.50 : 42 s 211.25 ; 5.0 ; 1204.78 ; 15.54

HUR 147 143.67 : 4.0 . 158.03 ; 4.8 : ; ; : ;
HUR 151 17103 192.89 34 34 187.56 20598 4.0 4.3 1073.13 104802 16.38 15.34
HUR 152 23362 ; 46 . 207.62 . 5.0 . 1301.13 . 8.96 .
HUR 155 196,80 311.84 4.0 4.1 205.11  296.67 4.5 5.0 3 . 27.16 26.74
HUR 156 70827 624.46 5.7 39 651.76  748.62 6.1 6.9 2366.45 261989 36.72 58.97
HUR 157 234,46 . 3.7 ; 247.52 ; 49 ; 1346.31 : 20.54 :
HUR 168 323,58 32423 39 35 38226 39808 49 53 154069 1620.50 26.74 2674
HUR 169 146.90  148.65 37 3.8 147.56 17790 4.4 31 92492 935.19 10.40 12.19
HUR 172 51249 53470 571 4,5 527.02 508.26 6.1 58 1928.83 2073.63 28.82 34.02
HUR 174 43628 459.04 4.5 34 43625 51277 4.5 4.8 174485 192593 35.06 41.30
HUR 175 588.45 ; 6.4 . 54635 57255 7.8 8.9 1862.48 2128.00 2570 28.20
HUR 177 216,89 243.60 35 31 240,00 33340 4.6 58 : ; 21.96 26.74
HUR 179 51366 524.57 4.6 42 513.66 542.35 6.3 0.6 1944.20 _ 33.45 37.20
HUR 180 23762 276.50 38 4.4 26883 279.61 5.1 54 1275.33 ; 18.88 19.50
HUR 182 51221 612,69 4.0 4.0 522,96 636.02 4.7 5.7 203515  2224.04 47.53 31.69
HUR 183 37831 350.02 52 4.4 400.70  366.60 6.5 59 137595  1586.02 26.17 26,79
HUR 186 574,66 ] 4.7 : 619.60 : 6.6 : : ; 44.49 ;
HUR 187 291.66 34040 48 16 308.06 36940 54 58 138978  1512.27 17.42 22,63
HUR 188 63497 61090 4.6 3.6 634.78 643.10 6.2 6.1 222428 2478.82 47.62 5282
HUR 191 144,44 13530 33 2.9 150.35 168.60 3.7 4.2 913.85 L6954 11.17 1534
HUR 193 358,05 : 42 : 599.00 ¢ 58 : 2139.10 3 40.33

HUR 197 423.34 . 4.7 . 43324 . 6.2 i 1737.55 ; 34.08 .
HUR 198 41765 33920 4.5 36 425058 45770 6.0 6.4 203636 218871 29.91 34.08
HUR 199 274.50 . 42 : 29335 ; 54 ; 1572.06 : 22.63

HUR 200 564,80 3 4.7 : 592.80 : 6.6 : 2050.11 ; 41.37
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ID
Number

HUR 128
HUR 129
HUR 131
HUR 134
HUR 133
HUR 139
HUR 140
HUR 142
HUR 147
HUR 151
HUR 152
HUR 155
HUR 156
HUR 157
HUR 168
HUR 169
HUR 172
HUR 174
HUR 175
HUR 177
HUR 179
HUR 180
HUR 182
HUR 183
HUR 186
HUR 187
HUR 188
HUR 191
HUR 193
HUR 197
HUR 198
HUR 199
HUR 200

70% Untrained
Leg PP Pre

230.66
334.88
146.47
360.86
361.78
563.08
149.97
198.08
136.78
160.33

29724
714.52
247.40
307.56
136.02
580.26
395.83

252,62
538.40
23372
559.39
357.25
598.93
259.95
629.14
134.33
496.15
387.25
344.25
231.35
480.00

T0%
Untrained Leg
PP Afier

211.58
354.10
146,85

398 48
604.14

168.70

233,17
721.91

317.38
148.65
549.61
414,52

478.40
22478
539.78
389.38

27490

633.80
157.50

307.30

70% Untrained
Leg PV Pre

4.5
53
39
5.7
43
51
32
4.1
3o
33
4.1
7.0
44
4.4
37
6.9
43
4.2
S
4.1
4.5
5.0
4.9
49
4.8
34
4.4
42
4.2
4.0
44

70%

Untrained Leg Untrained
Leg Pre  Leg After

PV After

4.6
6.0
36
4.5
5.9
3.5
4,0
5.0

45
3.8
5.7
3.9

4.6
4.0
4.1
38
52
4.5
31

32

Abs PP

247.22
315.37
161.52
349.42
383.69
556.23
165.76
180.21
159.15
162.59

317.30

249.59
318.69
138.37
581.73
395.83

265.76
521,94
258.72

37170
62694
28575
603.38
126.29
53575
400.17
344.60
263.85
505.60

Abs PP

210,52
339.96G
164 .43

429.01
587.37

169.60
228.14
337.75
139.60

526.67
403.02

493.25
24391
369.30
324.90

577.50
160.10

354.80

Abs PV Abs PY
Untrained Untrained Untrained
Leg Pre¢  Leg After

58 5.4
6.3 7.0
1.8 4.9
6.8 ;
5.3 6.1
6.6 72
43 .
4.7 ;
4.4 ;
4.2 4.3
54 4.9
3.2 ;
5.7 59
4.1 40
7.9 7.0
4.5 4.3
9.0 8.1
54 ;
6.5 6.1
53 52
6.4 6.2
7.1 ;
6.2 6.7
6.2 6.2
3.4 3.9
6,2

59

54

5.4

6.3

Muscle
Volume
Untrained
Leg Pre
985,89
1356.40
809.83
1397.12
1435.20
215430
1034.19
1025.34

1107.41

237161

1480.23
862.25

1837.19
1874.68
1796.95

193951
143678

1275.79
2161.44
916.78
2051.41

2051.98
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1D
Number

HUR 128
HUR 129
HUR 131
HUR 134
HUR 135
HUR 139
HUR 140
HUR 142
HUR 147
HUR 151
HUR 152
HUR 155
HUR 156
HUR 157
HUR 168
HUR 169
HUR 172
HUR 174
HUR 175
HUR 177
HUR 179
HUR 180
HUR 182
HUR 183
HUR 186
HUR 187
HUR 188
HUR 191
HUR 193
HUR 197
HUR 198
HUR 199
HUR 200

Muscle
VYolume
Untrained
Leg After
988.24

816.88

1394.07
2133.82

1023.66

1032.30

2392.46

1506.31
871.01

1841.92
1883.24
1803.03

1937.14
1455.23

1309.10

218929
042.39

2038.10

Divretic
Usage

[ B R L o= T S i o i e e T R o L L L R S S S

ACE HRT
Usage Usage

L N B et I 3 N S 6 R N S R O S N T R N R R o T R S R O R S R U T S T R S ]

= b2 b~

LN L S P

Anti-
inflammatory
Drug Usape

L R S - R I o T R I I T A S S S S
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1D
Number

HUR 203
HUR 204
HUR 206
HUR 207
HUR 208
HUR 209
HUR 210
HUR 212
HUR 213
HUR 215
HUR 216
HUR 218
HUR 220
HUR 221
HUR 222
HUR 223
HUR 224
HUR 225
HUR 226
HUR 227
HUR 234

Sex ACTN Age Height

ZEZZNEMmmmOmEimEmELLmET T

efeg-gegef-Jogif-fosyidel Ry el oy g4

54
50
61
54
54
68
66
36
75
37
57
63
57
79
61
35
36
59
67
71

168.5
153.9
179.2
162.5
185.1
182.2
160.1
168.7
159.9
165.6
170.9
158.9
1612
168.2
165.5
162.8
176.1
1574
170.9
165.9
171.0

Pre fat After fat

mass

16094.1
55684.6
201290
162745
242354
334971
442614
231949
23603.4
26900.0
29432.4
393247
24813.1
29816.3
389440
24773.0

221106
41740.6
214789

mass

15848.7
568043
20569.6

23536.2
319321
45391.2
219223
217422
269229
28956.9

24614.4

Pre
FFM

39446.7
522593
66760.7
344158
68730.6
69769.5
48503 .4
611948
39594.0
42929.1
60017.1
48566.3
368793
42833.6
47205.8
39002.0

45269.1
66074.9
58946.4

After
FFM

40021.8
51058.2
65943.9

69911.4
69024.0
50560.2
625043
39026.3
43900.2
61451.6

37363.2

Pre
weight

55.54
107.94
86.89
50.69
92.99
103.27
92,76
84,39
63,20
69,83
89.45
87.89
61.69
72,67
86.15
63.78
99,70
67.38
107.82
80.43

After Pre body
fat %

weight

55.87
107.86
86.51

93.45
100.96
95.95
84.43
60.77
70.82
90.41

61.98

29.0
5l6
232
321
26.1
324
477
275
373
385
329
+H.7
40.2
41.0
452
388

328
387
26,7

After
body fat
%

284
27
238

252
316
473
26.0
358
8.0
2.0

39.7

Pre
BMI

19.56
44.41
27.06
19.20
27.14
31.11
36.19
29.65
24.72
25.46
30.63
3481
23.74
25.69
3145

24,06

32.15
27.20
3691
29,22

After
BMI

19.68
44.38
260.94

27.27
3041
3743
29.67
2377
2383
30.95

23.85

1IRM
Pre

14.71
21.58
43.45
9.98
52.82
3512
13.67
37.20
14.71
23.04
26.17
13.25
16.38
11.59
12.63
16.38
36.58
19.50
25.33
29.29
25.96

1RM
After

2333
29.91
52.41

58.86
41.79
17.84
49.70
22.63
2742
40.33

18.46
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1D
Number

HUR 203
HUR 204
HUR 206
HUR 207
HUR 208
HUR 209
HUR 210
HUR 212
HUR 213
HUR 215
HUR 216
HUR 218
HUR 220
HUR 221
HUR 222
HUR 223
HUR 224
HUR 225
HUR 226
HUR 227
HUR 234

70% PP
Pre

246.75
296.70
389.85
178.50
907.50
441.49
213,70
630.35
277.10
27485
427.05
196,90
186.80
123.65
220.20
194.90
688.10
176.55
298.10
326.90
299.40

70% PP
After

24590
25390
550.70

757.80
439.00
227.60
546.20
27710
25380
485.70

213.80

70% PV 70% PV Abs PP

Pre

406
4.3
306
42
5l
4.2
44
506
4.7
38
51
4.1
35
3.0
47
37
6.4
37
4.2
3.9
4.1

After

Pre

249.85
308.18
466,45
197.65
912.30
477.74
233.00
67275
277.10
280.15
427.05
201.00
212,10
162.40
22385
238.50
644.40
196.95
319.95
358.45
31590

Abs PP Abs PV Abhs PV

After

27740
266.20
632.30

809.40
501.50
244.70
676.90
297.40
295.40
504.40

215.40

Pre

4.6
51
48
54
7.0
52
joe
79
4.7
4.4
51
50
17
43
56
51
8.1
4.9
54
5.5
54

After

Muscle
Volume
Pre

1127.55
1244.56
2069.87

2208.23
2076.84
1105.77
1914.51
1095.38
1216.86
1851.78

983.40

Muscle
Volume
After

124740
1389.37
215222

241524
2129.36
1214.56
215993
1165.86
1290.08
2006.70

108510

1RM
Untrained
Leg Pre

14.71
20.54
37.20

39.49
40.74
16.79
39.29
15.75
22.63
28.25
11.80
16.38
9.98

11.59
14.30
36.16
16.79
2408
32.00
25.12

1RM
Untrained
Leg After

17.84
23.67
3470

64.28
45,33
1971
40.33
18.04
22,63
35.12

15.34
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1))
Number

HUR 203
HUR 204
HUR 206
HUR 207
HUR 208
HUR 209
HUR 210
HUR 212
HUR 213
HUR 215
HUR 216
HUR 218
HUR 220
HUR 221
HUR 222
HUR 223
HUR 224
HUR 223
HUR 226
HUR 227
HUR 234

70% Untrained
Leg PP Pre

235.11
252.90
346.05
182.85
640.70
490.84
271.15
358.30

38.00

47.10
419.30
180.75
219,95
124.25
181.70
168.95
624.30
201.40
301.30
354.05

70%
Untrained Leg
PP After

24110
272.10
389.20

594,10
520.00
25790
521.10
202.60
26970
425.90

200.80

70% Untrained
Leg PV Pre

44
43
34
43
44
44
50
49
4.5
39
49
4.0
4.1
36
43
3.7
58
4.2
43
4.1

70% Abs PP Abs PP Abs PV Abs PV
Untrained Leg Untrained Untrained Untrained Untrained
PV After LegPre  Leg After LegPre Leg After

4.1 235.50 357.40 52 52
4.0 252.90 358.80 4.3 4.3
39 429.85 455.60 5.6 6.0
3.9 682.50 633.10 6.4 4.7
4.4 490.84 520.60 4.4 48
4.6 276.05 274.10 5.6 57
4.8 583.75 355.80 7.1 6.8
35 238.00 222.60 4.5 472
3.7 25920 25470 52 4.6
4.1 408.70 441.60 35 6.0

. 173.55 . 4.6 ;
39 233.50 209,90 4.3 44

: 134.25 g 4.4 :

; 196.10 54 :

. 200.35 49 ;

; 610.80 FF .

3 205.90 5.3

E 296.50 5.1

. 384.25 5.7

Muscle
Volume
Untrained
Leg Pre
1108.50
1228.95
1811.37

2556.46
2153.00
1151.57
179576
1019.77
1156.52
1812.26

971.60
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ID
Number

HUR 203
HUR 204
HUR 206
HUR 207
HUR 208
HUR 209
HUR 210
HUR 212
HUR 213
HUR 215
HUR 216
HUR 2138
HUR 220
HUR 221
HUR 222
HUR 223
HUR 224
HUR 225
HUR 226
HUR 227
HUR 234

Muscle
Volume
Untrained
Leg After
1095.60 -
1245.01
1802.95

2485.65
2059.61
1193.79
176531
1004.67
1164.64
1802.16

977.10

Diuretic
Usage

2
2
2
2
2
2
2
1
1
2
2
2
2
2
2
2
2
2
1
1
1

ACE HRT
Usage Usage

1
2

b2 - [~

Lo

— b3 b3 B3 B2 -

Anti-
inflammatory
Drug Usage

B bd B BRI BRI B BD B B B B B B2 BI DD B DI B B B b
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APPENDIX F: LITERATURE REVIE

Aging and Sarcopenia
The Effects of Aging on the Components of Sarcopenia
The Effects of Strength Training as an Intervention on the Components of Sarcopenia
Variability in Muscle Size and Function in Response to Aging and Strength Training
Heritability of the Components of Sarcopenia
Candidate Genes for the Components of Sarcopenia

ACTN-3 and the ACTN3 R577X Polymorphism

90



APPENDIX F: LITERATURE REVIEW
The following review of literature provides background information on sarcopenia, the
use of strength training (ST) as an intervention for sarcopenia, and the role of genetics in
influencing ST adaptations. This review will focus on the following topics: 1) aging and
sarcopenia, 2) the effects of aging on the components of sarcopenia, 3) the effects of
strength training as an intervention on the components of sarcopenia, 4) variability in
muscle size and function in response to aging and strength training, 5) heritability of the
components of sarcopenia, 6) candidate genes for the components of sarcopenia, 7)
ACTN-3 and the ACTN3 R577X polymorphism.

Aging and Sarcopenia

Sarcopenia is defined as the loss of muscle mass with aging, which subsequently
affects performance and muscle function (146). Sarcopenia has also been expanded to
include other components including strength, muscle quality, and power (101, 107), but
the primary measures of loss of muscle function are muscle strength and mass. No sole
factor has been identified that explains the aging-related loss of muscle size or function,
as sarcopenia is also considered to be a multifactorial condition that occurs naturally, to
some extent, with aging. However, there is significant inter-individual variability in
sarcopenia and the factors that influence sarcopenia. Some of the major factors appear to
contribute to sarcopenia are decreases in alpha motor neurons, motor units, protein
synthesis, myosin heavy chain (MHC) expression, and an rise in catabolic stimuli such as
cytokines (e.g. TNF-alpha) (28, 110, 160).

For example, the loss of muscle neurons that is known to decline with age seems

to have a greater affect on fast motor units (24, 38, 40, 145), which are associated with

91



the aging-related loss in muscle strength. However, more recent data indicate that the
motor neuron loss with aging is not as considerable as previous reports suggested (123).
The accompanying increase in motor unit size that is observed with senescence can be
ascribed to this disproportionate loss of fast motor units, which are reinervated by slow
motor units (40). Despite the loss of fast motor units with aging, Urbanchek et al. (185)
reported that deinervated muscle fibers account for only ~ 11% of the force difference in
skeletal muscle between young and older adult rats.

In addition to the loss of fast motor units, muscle contractile protein synthesis rate
isreduced with aging (7, 126). Balagopal et al. (7) reported that whole body muscle
protein (i.e. myosin heavy chain proteins (MHC)) synthesis was ~ 50% lower in the
elderly than in the young, but whole body non-muscle protein synthesis did not exhibit
this relationship. Follow-up data from this group (8), indicated that mixed muscle protein
synthesis and gene transcript levels of MHC-I1a and MHC-IIx were found to be lower
with increasing age, but MHC-I synthesis was not different among age groups.
Furthermore, age-related decline in MHC-IIa and MHC-IIx transcript levels were not
reversed with ST, whereas exercise results in a higher synthesis rate of MHC-I isoform
transcripts. These data confirm earlier work by Welle et al. (193) who measured total
and fractional protein synthesis in healthy, moderately active young and older men, and
found that the fractional rate of myofibrillar protein synthesis was 28% slower in the
older men than in the younger men. Total myofibrillar protein synthesis via measurement
of creatinine excretion was estimated to be 44% slower in the older subjects.
Additionally, whole body protein synthesis was lower in the older than the younger

group, even after correcting for total FFM. However, not all investigations agree with
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this finding. Morais et al. (122) reported that after correction for FFM, whole body
protein turnover is not decreased in the elderly. Despite some conflicting reports, the
majority of the published data indicate several different interrelated factors that explain
the aging-related loss of muscle mass and function, which has been observed in a host of
investigations.

Earlier reports on sarcopenia by Young et al. (200) found that quadriceps CSA
was 23% and 33% smaller in elderly men and women, respectively, than in younger
subjects. These data are supported by the later work of Hakkinen and Hakkinen (67) who
found a 27% lower mid-thigh CSA in older women when compared to younger women.
However, these data may have underestimated the actual extent of sarcopenia due to the
increase of connective tissue and fat infiltration into the muscle tissue that earlier muscle
CSA measurement techniques could not detect. More recently, cross-sectional data
reported by Janssen et al. (85) measured muscle mass of 468 subjects from 18 — 88 years
of age and found a decrease in muscle mass starting at ~ age 60, amounting to 1.9 and 1.1
kg per decade in men and women, respectively. The loss of muscle mass was greater in
the lower extremities. The initial amount of muscle mass and the rate of muscle loss with
aging determine the progression of sarcopenia (110).

Sarcopenia also has significant consequences on functional ability, injury risk,
and mortality (5, 10, 138, 142). Data from both cross-sectional and longitudinal
investigations indicate that muscle function decreases with advancing age (54, 104, 105,
115). This decline in muscle function is due to a host of factors, including a decrease or
unfavorable change in muscle volume, strength, contractile protein gene expression,

metabolic properties, motor unit innervation, and loss of type II muscle fibers (107).
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The sequela of sarcopenia range from decreases in functional ability to increased
mortality risk. A number of investigations have demonstrated a relationship between
diminished muscle strength and increased mortality rate (58, 99, 143). Although reports
vary, muscle mass declines with aging occur at a rate of ~ 1% - 2% per year after age 50
(75, 157). However, this decrease in muscle mass often goes unnoticed because of a
concomitant increase in fat mass, which results in relative constancy in body weight.
Muscle volume and strength reach a peak between 40 and 50 yrs of age and remain
relatively stable until the sixth decade. Beginning at ~ age 60, muscle strength will begin
to decline at approximately 12 — 14% per decade and muscle mass will decrease at ~ 6%
per decade (105). This is equivalent to a loss of muscle function of ~ 40% by the eighth
decade of life and often leads to disability and morbidity and possibly even mortality
(116, 118). Data from the New Mexico Elder Health Survey (14) found that up to 25%
of persons under age 70 were sarcopenic as measured by muscle mass index (muscle
mass (kg)/height) and defined as being more than two SD below the mean of the young
referent population. In addition, 30% of women and 50% of men over age 80 in that
cohort were sarcopenic. Moreover, more recent data using DXA to quantify appendicular
skeletal muscle mass in ~ 200 women aged 64 — 93 and ~ 140 men aged 64 — 92 yr found
that the overall prevalence of sarcopenia was ~ 23% in women and ~ 27% in men and up
to 45% in those over age 80 (79).

Furthermore, it has been reported that adjusted arm muscle area is a better
predictor of mortality than BMI, which is often used as a predictor of mortality in the

older adults (118). Recent data from the Baltimore Longitudinal Study on Aging (BLSA)
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show that hand grip strength, independent of physical activity or muscle mass, is also a
predictor of mortality (116).

The Effects of Aging on the Components of Sarcopenia

Declines in muscle mass with age is strongly correlated with strength, and the
losses associated with aging (55, 144). However, depending on the measurement method
used, muscle mass has been shown to decline at a slower rate with aging than muscle
strength (113). Although various measurement techniques have been used to estimate
losses in muscle mass with age (e.g. ultra-sound, computed tomography scans (CT),
magnetic resonance imaging (MRI), “’K counting, creatinine excretion, dual-energy x-ray
absorptiometry (DXA), and hydrodensitometry), little information is available from
direct measurement of muscle mass. Metter et al. (116) measured total creatinine
excretion to estimate FFM in a BLSA cohort of ~ 950 men and found that FFM loss of ~
33% occurs during the adult age span. The post-mortem examination of cadavers allows
a more direct measurement of muscle mass that overcomes certain ethical and logistical
problems. For example, Lexell et al. (103) employed a whole muscle post-mortem
examination to quantify size of whole muscle, number of fibers, and fiber size to measure
total age-related changes in muscle. In this study, autopsied cross-sections of whole
vastus lateralis muscle from 43 previously healthy men between the ages of 15 and 83
years were examined. The results showed that sarcopenia begins around 25 years of age
and accelerates thereafter. Furthermore, this muscle mass decline is caused mainly by a
decrease in fiber number, with no preferential loss of any fiber type, and to a lesser
degree by a loss of type II fiber size. These data are supported by later work by Overend

et al. (132) who found from computed tomography (CT) scans of the thigh muscles of
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young and older men that comparisons of relative leg muscle strength in these subjects
may be misleading due to the decrease in muscle tissue associated with aging. The
authors stressed that appropriate measurement of muscle size and CSA need to be
performed prior to making such comparisons. More recently, Trappe et al. (182) found
that in men and women each of the four muscles of the quadriceps atrophy similarly with
aging, exhibiting a CSA that is ~ 27% lower in elderly subjects than in the younger
subjects as measured by CT.

Aging-related declines in muscle strength and power are related to changes in the
number of motor units, altered muscle pennation angle, increases in connective tissue and
fat infiltration, fiber type grouping, loss of type II fibers, and decreased expression of
myosin heavy chain (MHC) proteins (7, 89, 94, 103). These age associated reductions
have been demonstrated by both cross-sectional and longitudinal studies, which have
shown that there is a considerable loss of muscle strength beginning after the 50s for
men, and somewhat earlier for women (104, 105). However, investigations that examine
aging effects often employ cross-sectional designs. These studies have limitations when
trying to establish cause and effect, due to confounders such as diet, physical activity, or
generational differences when comparing subjects of different ages/generations, and these
confounders persist to some extent even when using longitudinal data to assess age-
related changes. Despite these methodological constraints, cross-sectional studies can
provide some important contributions to the literature, especially when combined with
other studies using large sample sizes.

Kallman et al. (87) reported cross-sectional data from the Baltimore Longitudinal

Study on Aging (BLSA), which measured grip strength in 847 men aged 20 — 89 years,
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and found that muscle strength is highest in the 30s and subsequently declines after age
40 in curvilinear fashion. After the 80s, strength declines by ~ 37%. On the other hand,
longitudinal analysis of the data showed that ~ 15% of the subjects over age 60 yrs
demonstrated no strength decline during an ~ 9 year follow-up suggesting that there is
significant inter-individual variability in strength losses. This was followed up by
another report from the BLSA, which found that concentric, eccentric, and isometric knee
and elbow flexor and extensor strength declines with aging when ~ 650 men and women
aged 20 — 93 years were examined (104). In addition, Era et al. (42) reported the
maximal isometric strength of five muscle groups in three groups of men in their 30s,
50s, and 70s. The results showed significant age-related differences between age groups
in isometric handgrip, elbow flexion, knee extension, trunk extension and flexion strength
that was similar to the BLSA results mentioned above by Kallman et al. (87). Both
studies examined strength differences over a similar portion of the adult age range. Arm
flexor and extensor data show that the declines in arm strength with aging are similar to
the loss of leg strength, but start later. Another earlier cross-sectional study by Frontera
et al. (55), measured isokinetic strength of the elbow and knee extensors and flexors in
200 healthy, 45 — 78 yr old men and women to examine the relationship between muscle
strength, age, and body composition. Peak torque about the knee was measured at 60 and
240 degrees/s and at 60 and 180 degrees/s for the elbow. Strength in all muscle groups in
men and women at both testing speeds was significantly lower (15.5 —26.7%) in the 65 —
78 year old age group than in the 45 — 54 year old group. However, when strength was
adjusted for FFM, age-associated differences among age groups were not significant in

all muscle groups except the knee extensors, when tested at the high velocity (240
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degrees/s). These data support the hypothesis that age-related declines in muscle mass
are at least partially responsible for decreases in strength. This conclusion confirms an
earlier report by Borges (19) who tested ~ 140 healthy men and women aged from 20 —
70 years. Maximum isometric and isokinetic knee extension and flexion muscle torque
was measured at slow, medium, and faster velocities (12, 90 and 150 degrees/sec). Both
isokinetic and isometric torque was lower with advancing age in both sexes. Isokinetic
torque decreased significantly between 20 and 30 years of age in men and between 40
and 50 years of age in women. A significant decrease was also found between the ages
of 60 and 70 years in both sexes. Maximum isometric torque showed a significant
decrease between 60 and 70 years in men and women. Significant correlations were
observed between peak torque and body mass, height, and body surface area.

Cross-sectional data at the muscle fiber level provide support for these results.
For example, Frontera et al. (57) reported a 35% reduction in type II muscle fiber force
production in older men (~ 75 yrs) than in younger men. This corresponds to other cross-
sectional data (178) showing 25 - 40% less power in single fibers in older women than
young women, old men, and young men. This investigation showed that older women
demonstrate attenuated force production in single skeletal muscle fibers.

These data suggest that the decline in whole muscle strength is at least partially
caused by the decrease in the force generating capacity of individual muscle fibers.
However, if elderly subjects are unable to maximally activate existing motor units, then
limited force production of muscle fibers may be a limiting factor. Maximal voluntary
contraction with twitch interpolation provides evidence that older subjects can fully and

maximally contract their musculature (33, 78, 90), although some report less than full
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activation (as low as 69%) of the musculature in older adults (169). On the other hand, a
recent report suggests that with sufficient attempts, elderly men can fully activate their
elbow flexors and extensors, as well as younger men, even if an impairment previously
existed (84). This highlights a design flaw in many previous studies that measured
muscle strength without providing an adequate familiarization period prior to strength
testing.

Longitudinal studies are not as common as cross-sectional investigations due to
logistical difficulties and expense. Furthermore, although longitudinal studies are also
subject to other problems such as loss to follow-up and observations that are not often
equally spaced, they are a preferable design for assessing the effects of aging. Typically,
longitudinal studies on sarcopenia report a more rapid rate of decline in strength than do
cross sectional studies. For instance, a study by Bassey and Harries (11) reported that in
men and women > 65 years old, the rate of decline in strength with aging was ~ 2% per
year. However, a four-year follow-up on 620 survivors showed that grip strength had
declined by 12% in men and 19% in women, and these losses were significantly related
to age (11). A significant decline was also found in physical activity and functional
capacity. These findings are supported by data reported by Sowers et al. (168) who
found that in 712 younger African-American and Caucasian women aged 34 — 58 years,
almost 9% of women had at least a 6% loss (> 2.5 kg) of lean mass over a three-year
observation period. This loss of muscle mass was associated with a greater decrease in
physical functioning as determined by slower walking velocity and decreased leg
strength. Additionally, another longitudinal study by Aniansson et al. (4) found that over

a seven-year period, between the age of 70 and 75, there was a significant decline in knee
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extensor, elbow extensor and flexor strength in both sexes, but a smaller decrease in
isometric than in isokinetic strength. Isokinetic muscle strength in the knee-extensors
and flexors was higher in men with a higher level of physical activity than in those with a
lower activity level. Seven-year follow-up results showed a body mass decrease of 6%
and a quadriceps muscle strength decrease of 10% - 22% over this period (3). There was
also a reduction in fast-twitch fiber area in the quadriceps during this time span. Seven-
year follow-up data from this cohort found that in these active elderly men between 76
and 80 yr of age, isokinetic strength for 30 degrees/s decreased significantly at a rate of 2
— 3% per year (2). There was also a significant increase in both type I and type II fiber
areas, and this was interpreted as a compensatory adaptation for the loss of motor units
with aging (2).

These findings are supported by Rantanen et al. (139), who examined aging-
related changes in maximal isometric strength, over a five-year span in ~ 100 men and ~
185 women aged 75 years at baseline. Results showed that there was substantial inter-
individual variability in the % change in strength over ~ 5 years ranging from a 4%
increase in knee extension strength in men and women to a 16% decrease in grip strength
in women. Reduced grip strength was more extensive in women than men, and the more
active men maintained their trunk extension strength better than the sedentary men. In
women who decreased their activity levels, the rate of decline in grip and elbow flexion
strength was 32% and 27% respectively, which was greater than other similarly aged
subjects who either remained sedentary or who were more active. The more active
women retained their knee extension strength at a higher level than the other groups.

Those who died before follow-up tests exhibited poorer strength test results at baseline,
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indicating that low muscle strength might be a predictor of mortality. Conclusions from
these results also indicate that participation in everyday physical tasks (i.e. household
work, walking, and gardening), which are also the most common physically demanding
activities of older people, may be essential for maintaining strength at a sufficient level
for functional abilities. These conclusions are supported by other recent findings that
examined muscle strength thresholds that are associated with compromised performance
on ambulatory tasks. For example, cross-sectional data from the BLSA (96) indicated
that gait time decreases linearly with increasing knee extensor peak torque, then plateaus
at higher strength levels (> 130 N m for normal gait, and > 190 N m for faster gait).
More recently, another study found that subjects with isometric leg extension peak torque
to body weight ratio < 3.0 N m/kg are at a substantial risk for impaired function chair
rise, gait speed, and stair ascent and descent tasks (136).

The above findings by Rantanen et al. (139) concur with more recent findings by
Frontera et al. (54) who examined age-associated changes in skeletal muscle mass and
function over 12 year span. Twelve healthy, older (~ 65 yrs), sedentary men were
examined at two time points. Isokinetic muscle strength of the knee and elbow extensors
and flexors showed declines from 20% to 30% at slow and fast velocities. CT scans also
showed an ~ 16% loss in the cross-sectional area (CSA) of the quadriceps. Linear
regression results showed that strength at baseline and changes in CSA over time were
independent predictors of strength after 12 years. Additionally, vastus lateralis muscle
biopsies showed a 30% reduction type I fiber percentage, but no change in mean area in
either fiber type. The conclusions of this investigation were that a loss in muscle CSA is

a major contributor to the decrease in muscle strength with advancing age and, together
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with muscle strength at baseline, accounts for ~ 90% of the variability in strength during
the 12-year period. This data is supported by other recent data that showed a smaller
mid-thigh cross-sectional area and greater fat infiltration in the muscle are associated
with lower strength (128) and functional ability in older men and women (191).

Muscle quality (MQ) sometimes referred to as specific tension or strength per unit
of muscle, also appears to be influenced by age. MQ considers neuromuscular factors
and is a precise estimate of skeletal muscle function as opposed to overall FFM. MQ
declines both at the whole muscle (105) and single muscle fiber level (57). Early studies
were conflicting, as Young et al. (200) reported no difference in MQ of the knee
extensors of older women compared to younger controls when strength was measured
isometrically. In men, Young et al. (201) reported that, in contrast to the findings in
women, older men showed a 19% lower MQ than younger men. Lynch et al. (105)
reported a difference in MQ in the leg musculature between young and older adults, and
that arm muscle quality decreased to a similar extent in men compared to women.
However, leg MQ declined approximately 20% more than arm MQ with increasing age in
women. Furthermore, Frontera et al. (57) studied single muscle fibers in younger and
older men and women and found a difference in muscle fiber quality in men, with fibers
from young men having greater capacity for force than fibers from older men. More
recently, cross-sectional data by Newman et al. (128) found that upper and lower
extremity MQ decreased as age increased in a large cohort of ~ 2600 men and women
between the ages of 70 — 79. Therefore, the data show that MQ decreases with age, but

the magnitude of this decline seems to depend on sex and the muscle group studied.
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Muscle power (i.e. the rate of performing mechanical work) accounts for a greater
amount of the variance in physical performance than strength in older adults (16, 50) and
deteriorates at a faster rate than strength with advanced age (10, 114, 164). Although the
literature is not as extensive for the examination of muscle power losses with aging when
compared to strength, recent studies have focused on the changes in muscle power with
aging and with exercise training. This lack of data on muscle power and the elderly is
partially attributable to the difficulty in safely and accurately measuring power (41). The
use of isokinetic dynamometers allow for power to be measured in a single muscle group
based on peak torque, but this measurement does not consider the power needed to
accomplish daily tasks at various external resistances and overcome speed (107).
Furthermore, another major drawback of using isokinetic testing for muscle power
assessment is that it doesn’t allow for the measurement of velocity, as velocity is pre-
determined by the tester and the device, instead of the subject being tested. Finally, the
allowable speed of movement for isokinetic devices is limited and may not reflect the
optimal speed of movement obtained during unloaded movements in humans (107).

In addition, elevated antagonist muscle activity in the elderly may limit the full
movement efficiency depending on the type of muscle contraction and the movement
velocity. Earlier measurement of power employed vertical jumping from a force
platform (45, 62), which functioned similar to a scale, whereby muscle power is the
product of force (after subtraction of body weight from the vertical component of the
ground reaction force) and the movement velocity. However, the subject must move
his/her body mass, which likely represents a higher than optimal external load for peak

power production based on the force-velocity curve (107). Furthermore, this type of
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measurement may not be safe for older subjects. To address the safety concerns
associated with power testing using a force platform, Bassey and Short (12) invented an
apparatus that measured average leg extensor power from force against a pedal that
accelerates a flywheel of known inertia. However, older subjects were still required to
use a higher percentage of their maximal power capacity because of the fixed inertia
characteristic of the apparatus (107), but this problem has been since corrected by the
development of a variable inertia testing apparatus (134). More recently, Delmonico et
al. (37) reported the measurement of peak power during a single trial, rather than average
power throughout the range of movement in a trial. A single maximal knee extension
repetition was performed in older adults by using a machine equipped with load cell force
transducers and position sensors to detect rotary motion at the joint. Peak power is
calculated by filtering power data points during a single knee extension trial with a 10"
order Butterworth filter.

Izquierdo et al. (83) determined the optimal loads for maximal power production
and found that peak power is maximized at 30 — 45% of peak strength for the upper
extremity and at 60-70% for the lower extremity in middle aged and older adults.
Furthermore, the results confirm previous data that shows that peak power decreases with
increasing age to a greater extent than strength. This work is supported by more recent
data reported by Macaluso and De Vito (106) who found that maximum peak (average)
power is obtained at ~ 60% of maximum isometric strength in both young and older
women, and this peak power is 61% lower in the older women. They also reported that
power is influenced to a greater extent with aging than isometric strength. In contrast to

these findings, Cuoco et al. (34) reported that lower external loads (~ 40% of leg press 1
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RM) explained more of the variability in normal gait speed in the elderly than did power
at higher external loads (~ 70% of 1 RM). Habitual gait speed is known to be a predictor
of future disability, thus the authors suggest that lower external resistances should be
used when evaluating peak power in older adults (34).

Previous cross sectional data suggest that the decline in peak muscle power with
age is associated with muscle structure and function, tendon characteristics, and
sarcopenia in specific muscle groups (151). In that investigation, 169 women and 89 men
between 18 and 88 years were studied, and muscle force and power were assessed by
jumping mechanography. These healthy subjects showed a difference of > 50% between
the ages of 20 and 80 without a reduction in muscle cross sectional area suggesting that
power declines might be a central role in the aging process. In addition, because muscle
power may be a better predictor than strength in predicting impaired functional ability in
the elderly (16, 50), determining the age-related causes of decreased muscular power
provides important and relevant information to the understanding of sarcopenia. Bassey
et al. (10) examined leg extensor power in elderly (~ 88 yrs old) patients in a chronic care
facility using a custom built rig that measured maximal power output over < 1 s of a
single extension of one leg. Functional ability was measured by timing a standard chair
rise, four-stair climb, and a ~ 6 m walk. Leg extensor power was significantly correlated
with all functional ability measures, but the functional ability measures were not
correlated with each other except for chair rise time and gait speed. In addition, women
had significantly lower leg extensor power than men, but their power scores accounted
for 86% of the variance in walking speed, which was higher than in men. These data

agree with recent findings that average leg extension power is a key factor that helps
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explain the increased prevalence of mobility impairments in the elderly (138). More
recent cross-sectional and longitudinal data from the BLSA (114) show age-associated
reductions in power and isometric strength in the upper extremities in men and women
over an average ~ 10 year period. Peak arm power was measured in 10 - 15 sec periods
of maximal arm cranking using a bicycle which was converted and functioned as a drive
shaft to power a generator. Strength and power declined beginning by age 40 in both
women and men, but power declines were ~ 10% greater than strength losses in men,
while no significant declines were found in women. The differences between the changes
in power and strength with age in men support the hypothesis that there are variables
other than strength, such as movement velocity, that influence power reductions. Suzuki
et al. (170) found that ankle flexor and extensor muscle power together with self-reported
measures of health and physical functioning were essential components of functional
mobility in community dwelling older women. This finding confirmed an earlier study
by Skelton et al. (164) who found that between the ages of 65 and 89 years, power
declines at a rate of ~ 3 — 4% per year, which is higher than the rate of isometric strength
loss (~ 1 — 2% per year). Runge et al. (151) also reported that there is a significant
decrease in muscle power between the ages of 20 and 80 years, without a decline in
muscle CSA. Most recently, Petrella et al. (135) examined age and gender differences in
knee extensor strength and power in young (~ 26 yr old) and older (~ 63 yr old) men and
women. The results showed that there were significant strength differences between the
young and older subjects, and there was also a significant difference between age groups
in knee extension power when normalized for thigh muscle mass. In addition, older

adults had a significant decrease in peak velocity over 10 repetitions of knee extension
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exercise, indicating that attenuation of velocity in older adults may likely be a
contributing factor for decreases in power. This decrease in velocity may also contribute
to increased risk of falls and mobility loss in the elderly.

The mechanisms that cause a more rapid decrease in power than strength with
aging are not yet fully understood. However, because power is the product of force and
velocity, variables that influence either of these two factors will have affect peak power
(107). Thus, many of the aforementioned mechanisms that influence muscle strength
decline with aging are likely to also be at least partially responsible for the decreases in
power with advancing age. Additionally, specific changes that might influence muscle
contraction speed will have a more significant impact on peak power than on strength.
For example, with aging there is a preferential loss of type II skeletal muscle fiber
number and size. Additionally, older skeletal muscle has been shown to be more likely to
express more than one MHC isoform than the skeletal muscle of young subjects (91).
Animal studies report that type II skeletal muscle fibers are capable of a four-fold greater
power and force output and a faster shortening speed than type I fibers (107). The loss of
type Il fiber size leads to the decreased expression of fast MHC isoforms, which would
likely have a significant impact on power output (71), and supports the evidence of
change from fast to slow motor units with aging (189).

Other potential mechanisms have also been identified, which include decreased
tendon stiffness with aging (107) and neural influences, which include dopaminergic
neuron loss in the substantia nigra. This could result in a decrease in coordination,
movement speed, and power. Furthermore, decreases in the sliding speed of actin on

myosin with aging may play an important role in the observed power decline with
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advancing age. For example, Hook et al. (74) reported an 18 — 25% age-associated
reduction in the speed of actin filaments on myosin from 62 single fibers. The
mechanisms underlying the aging-related slowing of motility speed remain unknown, but
it hypothesized that posttranslational modifications of myosin by oxidative stress,
glycosylation, or variations in muscle protein expression might explain this decrease.

The Effects of Strength Training as an Intervention on the Components of Sarcopenia

As aresult of the increased prevalence of sarcopenia, the total health care costs
and detrimental physical consequences that follow, it is imperative from a public health
perspective to find a safe and effective method to increase muscle strength and mass in
the elderly. For this reason, interventions designed for the prevention and treatment of
sarcopenia should positively affect muscle mass, strength, and power without adverse
side effects. A recent report indicates that the administration of growth hormone, one of
the more commonly recommended interventions for sarcopenia, should not be used for
this purpose due to its untoward side effects and questionable efficacy (18). Therefore,
ST should be the intervention of choice for sarcopenia due to the substantial evidence for
its efficacy within a very short time frame and safety (47, 77, 148). Numerous
investigations have shown the efficacy of ST to increase muscle mass and strength in
older adults ranging from 50 — 98 years of age (23, 47, 56, 81, 93). Additionally, the
muscle adaptations in the elderly with ST have been shown to improve functional
abilities (43).

Earlier work by Frontera et al. (56) found that ST in older men leads to increased
strength of the quadriceps with an increase in muscle fiber size. Since this data was

published, numerous other investigations have been done (64, 68, 72, 81, 102, 162, 171,
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176, 180) showing that muscle strength increases ~ 20 to 40% in response to ST in the
elderly. This large range is at least partially due to study design differences. Problems
arise when attempting to make comparisons between different ST studies, especially with
different outcomes. First, studies vary greatly with regard to muscle group studied (e.g.
upper body vs. lower body) as well as the volume (i.e. repetitions x sets) and intensity (%
of strength) used as an intervention. Furthermore, between-study comparisons are also
problematic due to differences in the session frequency and duration of training
interventions. Some report that improvements can be seen in as few as one session per
week (171), while others used as many as seven sessions per week (159). The duration of
ST interventions also vary considerably, with some lasting as little as four weeks (159) to
almost two years (112), but most last between 8 — 12 weeks (107). Perhaps most
importantly, the problem with comparing studies on the effects of ST interventions in
older adults is the differences in subjects among the various studies. These variations
include sex differences between groups, with some studies examining one sex, while
other studies include both men and women (107). The ages of the study subjects can also
vary significantly, with older subjects included ranging from those in their 50s to their
90s. In addition, subjects vary based on medical condition, medications, previous
exercise experience, socioeconomic status, racial and genetic backgrounds.

Although the majority of studies indicate that there is little age difference in
muscle strength response to ST (86, 107), Lemmer et al. (102) reported an ~ 34%
increase in strength in 20 — 30 year old men and women, which was significantly greater
than the ~ 28% increase observed in 65 — 75 old subjects. However, in that study muscle

volume increases with ST did not exhibit these age differences. These data suggest that
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in response to ST, skeletal muscle adaptations in older adults are comparable the changes
in younger adults.

There are three general phases that occur in both young and older subjects that are
responsible for strength increase during a ST program. First, during approximately the
first two weeks of a ST program, there is a strong learning effect that improves the
subject’s ability to perform the ST exercise. This phase of neurological adaptation results
in improved coordination and rapid strength gains, especially if the strength training
modality involves a high level of skill (107). This effect can often be attenuated by
familiarization sessions, which can prevent observed strength gains from being inflated,
especially in older adults. The next phase, which occurs at weeks ~ 3 — 7, involves
increases in muscle strength without a concomitant increase in muscle mass. This
improvement in strength is ascribed to continuing neural adaptations including increased
activation of the agonist muscle group (i.e. increase motor unit (MU) recruitment and
better coordinated MU firing), improved involvement of synergistic muscles, decreased
antagonist muscle activation, and increased central nervous system (CNS) drive (152).
Finally, the third phase of ST adaptations that occur at ~ 6 weeks and later results in
increased strength along with a matching increase in muscle size.

Muscle mass generally increases with ST in older adults, but this increase is
dependent on the measurement tool used, the type of training program, and the age and
sex of the subjects. The increase in muscle mass increase is quite variable ranging from
little or no change to a ~ 23% increase with an average increase of ~ 8% (47, 48, 56, 64).
For example, Tracy et al. (176) measured quadriceps muscle volume using MRI at

baseline and after nine weeks of ST in 65 — 75 year old men and women. The results
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showed that there was ~ 12% increase in muscle volume. Earlier data by Frontera et al.
(56) reported an ~ 9% increase in the CSA of the knee extensors in a group of 60 — 72 yr
old men who underwent a 12 week ST program, as measured by CT imaging.

Muscle volume or cross-sectional area in current studies is usually measured by
CT imaging or MRI. Changes in muscle volume or CSA allows for the measurement of a
specific muscle being trained and can differentiate between the various tissue
components (i.e. muscle bone, and adipose tissue). Some investigators have measured
muscle volume rather than CSA to examine the changes in muscle size with ST (80, 93,
124). Studies that report muscle volume changes with ST often report similar or greater
increases than CSA, leading some to suggest that muscle volume, which is a more direct
measure of the overall muscle mass of the trained musculature, might be a more valid
measurement option for detecting changes in muscle size with ST (177). Despite the
improved accuracy of the measurement of muscle size by these imaging techniques when
compared to other methods (e.g. anthropometric methods), they are not capable of
detecting changes in the individual muscle fibers.

Several training studies have been done in older adults to examine the muscle
function changes that occur at the muscle fiber level. Data show that type I and type II
muscle fibers in older adults maintain the ability to undergo hypertrophy with ST (30, 56,
68, 137), but some investigations found that there was only slight or no change in fiber
areas (64, 76). Changes in fiber size with ST are typically at least 10%, which is
typically greater than at the level of a whole muscle group. This is partly because MRI
and CT assessment of whole muscles or muscle groups also measure other tissues (e.g.

connective tissue), which are not apt to experience the same magnitude of change as
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muscle tissue. In addition, several studies have found evidence for MHC II subtype
transformations with ST in older adults, with MHC IIb changing to Ilab to Ila, which is a
similar response that occurs in younger adults (69, 71, 158). However, one investigation
reported an increase in MHC I expression with ST (195), which could be attributed to a
lower intensity training protocol in that investigation. It has been suggested that this
lower intensity training program was not enough of a stimulus to recruit the fast MUs
necessary for optimal increases MHC II expression. At the muscle fiber level, Trappe et
al. (179, 181) found that in older men and women, skeletal muscle fibers increase in size,
strength, and power with 12 weeks of ST. Other investigations report increases in protein
synthesis in older adults with ST along with improvement in strength (73, 193, 199).
Hasten et al. (73) found that at baseline older men and women have alower MHC and
mixed vastus lateralis muscle protein synthesis rate than younger adults. In addition,
baseline actin protein synthesis rates were similar between the two age groups. A bout of
ST increased mixed muscle and MHC protein synthesis rates in both age groups
indicating that contractile protein synthesis in response to an acute ST session is not
impaired in older adults when adjusted for FFM.

Muscle quality (i.e. strength per unit of muscle mass) has been shown to improve
with ST in older adults (81, 176, 194). For example, Tracy et al. (176) reported a 14%
and 16% increase in MQ in the quadriceps in response to a nine-week ST program for
older men and women, respectively. More recently, Welle et al. (194) examined the arm
and thigh muscles of older women (62 — 72 yrs) and reported that although aging might

impair the hypertrophic response to ST, aging does not impair increases in MQ. In that
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study, older women increased their knee extensor MQ by ~ 32% which was similar to the
~ 38% change observed in younger women (194).

As mentioned earlier, muscle power has been shown to account for a greater
percentage of the variance in functional abilities than strength in the elderly (16, 50).
Furthermore, muscle power deteriorates at a faster rate than strength with advancing age
(10, 114, 164). For these reasons, recent studies of ST in the elderly have focused on the
effect of ST on muscle power (15, 37, 41, 46, 49, 68, 86).

A randomized study by Earles et al. (41) compared the effects of a high-velocity
ST program combined with moderate non-resistive exercise to an intervention of walking
on leg press and knee extension peak power in men and women over the age of 70.
Power improved significantly in the high-velocity ST group only for leg press (22%) and
knee extension (increases of 50%, 77%, and 141% when power was tested at external
resistances of 50%, 60%, and 70% of body weight, respectively). However, these
improvements in power did not lead to improvements in functional abilities, although
their cohort was considered high functioning at baseline. A more recent randomized
study by Fielding et al. (49) examined 30 older women with mild functional limitations
and compared the changes in skeletal muscle power between 16 weeks of high-velocity
ST and a more traditional, low-velocity ST intervention. The results indicate that
although leg press and knee extensor 1 RM strength increased similarly in both groups
with ST, leg press peak power increased significantly more in a high-velocity group
(97%) than in a low-velocity group (45%). The conclusion was that higher-velocity
training programs might be more efficacious for increasing peak power in older

individuals with functional impairments. However, it is still not well established whether
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a high velocity training program is well tolerated by older subjects (44), especially
subjects who are frail and could benefit the most from increased muscle power. Most
studies that examined peak power used lower-velocity ST protocols that have extensive
track records for being generally safe for older subjects (48, 86, 166). In these
investigations, muscle power increased significantly with ST, ranging from ~ 18 — 28%,
although the increases in strength were greater due to specificity of training.

In an earlier investigation, Fiatarone et al. (48) conducted a randomized, placebo-
controlled trial comparing ST, multinutrient supplementation, both interventions, and
neither in 100 frail nursing home residents over a 10-week period. Power, as measured
by stair-climbing performance improved in the exercise group compared with the non-
exerciser group (28.4% vs. 3.6%). These data indicated that there is a relationship
between power adaptations to ST and functional ability. That study was followed by a
report by Skelton et al. (166), who found that in 20 relatively healthy, independent
elderly (76 to 93 years) women, knee extension power increased by 18% (as measured by
the Nottingham Power Rig developed by Bassey and Short (12)) when adjusted for body
weight. More recent data reported by De Vito et al. (36) examined the effects of a 12
week of a low-intensity general conditioning program on maximal power in 20 elderly
women (~ 63 yrs) randomized to a training or control group. Peak power was determined
at baseline and after the training regimen via vertical jump on a force platform. Peak
power increased significantly in the training group, but did not change in the control
group. The authors suggested that this increase in power could be due to improvements
in neuromuscular activation. Additionally, Jozsi et al. (86) reported that with ST in men

and women age 56 — 66 years, there was an increase in knee extensor and arm flexor
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power with ST of 30% and 18%, respectively. These increases in peak power were
independent of age or sex and occurred at 40% and 60% of 1 RM, and were similar to the
changes observed in younger subjects. Izquierdo et al. (82) also reported that 16 weeks
of ST resulted in large gains in strength and power load characteristics of the upper and
lower extremity musculature, but the pattern of strength and power development seemed
to differ between the upper and lower extremities in middle aged and older men. These
studies, when taken together, suggest that both traditional and higher-velocity ST
interventions are capable of increasing muscle power in older adults.

As mentioned earlier, one of the problems with muscle power testing is the
difficulty in safely and accurately measuring power (107). Previous investigations (41,
49, 82, 86) reported peak power as the highest average power obtained during multiple
trials of a power test, as opposed to the highest power value attained during a single trial.
The highest peak power (i.e., the highest combination of force and velocity that occurs
simultaneously during a single trial) might be a more accurate measure of the explosive
capacity of the trained musculature than average (area under curve) power of a single
trial. This is because average power includes two phases of movement that represent
reduced power. The first is at the beginning of the movement when one is trying to
overcome inertial forces and the other is near the end of the movement when co-
contraction of the antagonist muscle group produces a reduced force and velocity.
Although some previous investigations did exclude data from the first and last 5% of the
range of movement in the power tests (16, 49, 50), these studies still used the average

power for a given trial, and reported it as peak power.
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Furthermore, these earlier reports (41, 49, 82, 86) on the effects of strength
training (ST) on muscle power also did not report how the training affected power per
unit of the muscle involvement (muscle power quality, MPQ), or peak movement
velocity (PV), the latter possibly being an important component of power and possibly
functional abilities in the elderly. The expression of peak power and PV normalized for
muscle volume allows better understanding of potential mechanisms (e.g., hypertrophy
and neuromuscular adaptations) for training-induced adaptations. It is also important
when comparing groups who possess different amounts of muscle mass, such as men
compared to women. Most recently, Delmonico et al. (37) reported the effects of a 10-
wk, moderate velocity ST intervention on peak knee extensor power in relatively healthy
older men (n = 30) and women (n = 32). Results showed that peak power (PP) increased
significantly in both men and women at the same absolute (same absolute resistance
before and after ST) and relative (70% of 1 RM at baseline and 70% of the improved 1
RM after ST) external loads. In addition, men and women both increased their absolute
peak movement velocity with ST, and there was a significant 9% training-induced
increase in MPQ in women, but no change in men. This latter finding indicates that
women may not rely on muscle hypertrophy as much as men to improve muscle function
with training. This could possibly be due to some type of neuromuscular adaptation that
compensates for the reduced capacity of women to undergo muscle hypertrophy with ST
compared to men, resulting in a compensatory increase in power per unit of muscle.
Support of a sex difference in MPQ comes from work by Trappe et al. (179, 181) who
found that the response of skeletal muscle fibers to ST on peak power normalized for cell

size and unloaded shortening velocity differ with the same training stimulus between men
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and women. However, no change in muscle fiber unloaded shortening velocity or
normalized peak power was found in older women, indicating a sex difference in
response to ST, although the cause for this difference is unclear.

Muscle power is a more complex phenotype than strength, thus there may be
more interrelated factors that influence peak power changes with ST than are responsible
for muscle strength changes alone. First, there are possible preferential increases in type
II fibers leading to overall increases in muscle mass, which in turn leads to enhanced
force production and muscle fiber shortening (49). Previous data has shown that
adaptations to single MUs can help increase contraction speed with ST (187). Changes in
MU function consist of earlier activation, shorter interspike intervals, and increased
maximal firing rate (187). In addition, neural adaptations, including increased activation
of the agonist muscle groups, decreased co-activation of the antagonist muscle groups,
improved coordination and activation of synergistic muscles, and increased neural drive
from the CNS, might lead to improvement in power with ST (107). Nevertheless, it may
be problematic to directly examine these potential neurological components during power
testing using electrophysiological methods because there are a host of physiological,
mechanical, and electrical changes that happen during the contraction that might impact
the correlation between signal amplitude and muscular force (107). Finally, tendon
stiffness may be affected by ST, which may affect power changes. Maganaris et al. (109)
used an in vivo method for assessing tendon stiffness in older adults, and found that
patellar tendons stiffened structurally and materially by ~ 65% in response to a 14-week
ST intervention. The rate of muscle torque production also increased by ~ 27%,

indicating that there is a faster contractile force transmission to the skeleton. These data
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provide support for several mechanisms that might play a role in the changes in power
with ST. However, there appears to be a great deal of inter-individual variability in the
rate of decline in muscle mass and muscle function with aging (111).

Variability in Muscle Size and Function in Response to Aging and Strength Training

Muscle mass, strength, and power responses to ST vary substantially among
individuals. In a previous investigation from our lab, after only nine weeks of a highly
standardized quadriceps strength training program in a healthy and homogeneous group
of 65 to 75 year old men and women, there were observed knee extension strength gains
that ranged from 5 to 86 pounds (80). Others have also observed large variations in
strength and muscle mass changes with ST (26). They reported one repetition maximum
(1 RM) strength increases that ranged from 1 to 50 kg after 20 weeks of ST. The
standard deviations of the changes were larger than the mean changes and the coefficients
of variation (CV) were > 100 %. In addition, muscle power changes with ST also are
quite variable, as data from our lab indicates that changes with ST of the knee extensors
for men and women in peak power range from — 19 to 126 W at the same absolute
resistance, and peak movement velocity changes ranging from -1.1 to 2.7 rad/sec at the
same absolute resistance (37). These data indicate that there are large inter-individual
variations in strength changes even in response to very short term, highly standardized
strength training interventions. Studies here have also reported increases in quadriceps
muscle volume with ST that range from 19 to 344 cm, further demonstrating the wide
variation of inter-individual changes in muscle mass from ST (80). These large inter-
individual differences among older men and women are consistent with the possibility

that genetic factors are involved in determining muscle strength, muscle mass, and
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muscle power responses to strength training. This large inter-individual variability and
the fact that twin studies show that a major portion of the variance in strength and muscle
mass can be accounted for by heredity, suggest that heredity and specific gene
polymorphisms may explain a large portion of inter-individual differences in responses to
ST.

Heritability of the Components of Sarcopenia

The estimation of heritability of a specific trait is commonly estimated by the
study twins and families. The most common analysis of heritability is phenotype
measurement between and among sets of monozygotic and dizygotic twins. If a trait is
completely determined by genetics, there would be correlation of 1.00 between sets of
monozygotic twins, but a correlation of only 0.50 between dizygotic twins because
dizygotic twins only share ~ 50% of their genetic makeup. However, skeletal muscle
phenotypes are also influenced by many other factors beyond genetics, which can have an
effect on the heritability estimate. Factors such as shared/non-shared environmental
factors, additive/dominant genetic effects, and measurement error can influence these
heritability estimates (22).

Evidence from heritability studies suggest that many skeletal muscle-related
phenotypes, including strength, fat-free mass (FFM), and skeletal muscle fiber
composition are at least partially explained by genetic factors. Twin studies indicate that
strength has a moderate to high heritability, with different studies reporting a range of 30
— 80% depending on the population studied. For example, Frederiksen (52) reported that
in 1,757 Danish twin pairs aged 45 - 96 years, that handgrip strength heritability is 52%

and is as high as 62% when examining only healthy twin pairs from the cohort. Grip

119



strength has been shown to correlate strongly with other muscle groups with respect to
strength and power. Men and women were used in this analysis and age was stratified
into quartiles in the model. Results further indicated that a large portion of the variance
is explained by additive genetic effects and non-shared environmental factors. In
addition, there was no significant influence of age or sex in this analysis, indicating that
these variables were not confounders or effect modifiers in this study. This heritability
estimate is higher than previous data from postmenopausal female twins (6) that indicate
a heritability estimate of 30%. Moreover, because of the evidence for heritability of grip
strength, and because grip strength has been previously shown to be predictor of overall
muscle function (140, 141) and subsequent disability (142), measurement of grip strength
in future investigations on sarcopenia is justifiable. Other data on strength in older male
twins indicated that a heritability of 65% at baseline, but when shared environmental
factors were included in the model, this estimate dropped to 35% (29). A 10-year follow
up indicated a heritability estimate of only 22% (29). More recently, Tiainen et al. (174)
indicated that handgrip and knee extension strength share a common genetic component,
accounting for 14% of the variance in older female twins. Furthermore, additive genetic
effects accounted for 46% of the variance in knee extension strength.

Although there is currently not enough data to conclusively state what the
heritability is for the loss of muscle power with aging, recent evidence suggests that knee
extensor strength and power share a common genetic component (174). Data from the
Finnish Twin Study on Aging, examined the genetic component of maximal voluntary
knee extension power and strength in 101 monozygotic (MZ) and 116 dizygotic (DZ)

female twin pairs aged 63 — 76 yr (175). Results indicate that a common genetic factor
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accounted for 32% of the total variance in leg extensor power and only 4% of the
variance in power is attributable to non-shared environmental factors. Additional
evidence from twin studies on younger subjects indicate that the heritability of muscle
power is 0.84 from a 5s Wingate cycle test (27). Many more studies will need to be done
in order to more accurately determine the heritability of the explosive type of skeletal
muscle power and the heritability of its decline with aging.

Muscle mass has also been investigated with regard to heritability using family
and twin studies and it has been shown that estimates range from 50 — 80%. Data from
an inbred founder population (Hutterites) with detailed family pedigree records indicates
that FFM is highly heritable (h* = 0.76) (1). In addition, Arden (6) indicated that in
postmenopausal women, FFM has a heritability estimate of 56% when height and weight
are covaried. This is somewhat lower than what Seeman et al. (156) reported in younger
female twins, who found that FFM is ~ 80% due to genetic factors. This corresponds to
data that shows FFM is the phenotype that is most similar between girls and their parents
when compared to % fat, total body mass, and BMI (183). In addition, the estimation of
FFM values has been shown to correlate more strongly among relative than among
unrelated individuals (20). More recent twin data confirm these estimates, finding a
heritability estimate of 77% for FFM in both men and women (70). Again, age and sex
do not appear to be significant covariates of within pair differences. With regard to
skeletal muscle fiber composition, earlier heritability estimates suggest that muscle fiber
type composition is over 90% genetically determined (92), but later studies indicate it is
only around 45% (161). Furthermore, skeletal muscle enzyme activity also seems to be

somewhat heritable, with estimates of 25 — 50% when adjusted for age and sex (21). In
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order to more fully understand the specific contribution of specific gene variants toward
explaining muscle phenotypes, an additional approach is to identify biologically plausible
genes and conduct a candidate gene association study.

Candidate Genes for the Components of Sarcopenia

There have been relatively few candidate genes that have been consistently
associated with skeletal muscle phenotypes and human performance. The angiotensin-
converting enzyme gene (ACE) seems to be the most promising candidate gene to explain
individual variation in skeletal muscle phenotypes. ACE is the most studied gene with
regard to exercise related phenotypes, and has also been widely studied with respect to
other pathophysiologic phenotypes, including CHF, essential hypertension, diabetic
kidney disease, and CHD (13). Within the ACE gene, there have been several
polymorphisms discovered with the insertion/deletion (I/D) polymorphism, a 287 bp
insertion or deletion of an Alu element in intron 7 being the most widely studied
polymorphism in this gene. The ACE I/D polymorphism has been shown to perhaps
explain ~ 50% of the variance in ACE levels (13). The D allele has been associated with
higher ACE levels in a dose-dependent manner, with the D homozygotes having the
highest ACE levels, followed by I/D genotype, with the I homozygotes displaying the
lowest levels of ACE activity. This has been consistently shown despite the fact that this
polymorphism is not found in a coding region of the gene. The I/D polymorphism is very
common in the Caucasian population, with genotype frequencies of 25%, 50%, and 25%
for the I/, I/D, and D/D genotypes respectively. The allele frequencies from the limited
African-American data suggest that the D allele is substantially higher in this population

with a frequency of approximately 70% (9).
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Data from numerous cross-sectional investigations show that there is some
evidence that ACE plays a significant role in various phenotypes, including skeletal
muscle. Aerobic testing data has found that in post menopausal women, I homozygotes
carriers have a greater increase in the a-vO, difference during maximal exercise testing
(66). The a-vO2 difference might be considered more of an intermediate phenotype than
VO, max and also a better indication of skeletal muscle metabolism. Myerson et al. (125)
examined the distribution of the I/D polymorphism in elite (mostly Caucasian) track
athletes and found that there was a significantly higher I allele frequency in endurance
athletes. This corresponds to previous data (59) that also found a significantly higher
frequency of the I allele among elite Australian rowers who were aerobically trained.
Nazarov et al. (127) also reported that there is a higher proportion of Russian track &
field athletes and swimmers who engage in events of greater than one minute who also
have the I allele. Furthermore, Woods et al. (196) reported that there is a higher
frequency of the D allele among sprint swimmers when compared to swimmers who
compete in longer duration events. Despite these compelling data, not all reports agree.
At the skeletal muscle fiber level Zhang et al. (203) reports that muscle fiber area is
associated with ACE I/D genotype in a dose-dependent manner (DD > ID > II). Thomis
et al. (173) found no association at baseline between this polymorphism and muscle
torque, strength, or cross-sectional area in 33 pairs of Caucasian twins. Folland et al. (51)
also reported no association between the ACE I/D genotypes and muscle strength at
baseline in young sedentary males. Although these studies are not all in agreement and

these study designs (cross-sectional) do not allow causal inference. Taken together,
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however, they do suggest that there may be an underlying mechanism for the ACE I/D
polymorphism and an effect on performance.

In addition to the numerous cross-sectional studies that have been reported with
regard to the ACE I/D polymorphism, training studies provide additional information on
the potential effects of the ACE I/D polymorphism and allow for insight as to whether or
not there is a gene-exercise interaction. The data regarding aerobic exercise training and
the association between the I/D polymorphism and various skeletal muscle phenotypes
have been inconsistent. Montgomery et al. (121) reported that arm endurance is more
improved in I homozygotes when compared to D allele carriers. Moreover, the delta
efficiency ratio (work performed divided by work expended), a strong indicator of
skeletal muscle efficiency, has been found to increase only in [ homozygotes.
Montgomery et al. (120) also noted that after 10 wks of aerobic exercise training, that I
homozygotes show a greater anabolic response to training, showing increases in fat mass
and fat-free mass compared to the other genotypes. This might represent greater
metabolic efficiency of substrate use as perfusion of skeletal muscle and other oxidative-
favoring changes in skeletal muscle have been shown to occur with decreased ACE
levels. These data are in contrast to the findings of Um et al. (184) who found that there
was no association between the ACE I/D genotype and BMI among Korean women.
However, this was not a training intervention study. In addition, Folland et al. (51) found
that there was a greater increase in strength among D allele carriers with ST, and this
again followed a dose-dependent pattern (DD > ID > II). Not all studies agree with these
findings, as Thomis et al. (173) found no association between the I/D polymorphism and

muscle cross-sectional area, strength, or torque among genotype groups. In fact, a trend
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toward increase flexion torque was noted among I homozygotes, which was not expected
based on previous findings. Furthermore, Sonna et al. (167) found that in US army
recruits that there was no association between vigorous exercise training-related
phenotypes and the ACE I/D polymorphism. However, it should be pointed out that the
training regimen was mixed (endurance/strength) and the measures of muscle strength
were questionable as their efficacy to measure peak strength. Taken together, these
training data do suggest that there may be a gene-exercise interaction with respect to the
ACE 1/D polymorphism.

In addition to ACE being a promising candidate gene for explaining the inter
individual variability of skeletal muscle phenotypes, there are other candidate genes that
have demonstrated a consistent relationship for predicting phenotypic variation. First, the
vitamin D receptor (VDR) gene is a potential candidate for skeletal muscle phenotypes,
including gene-exercise interactions. Although a great deal research has been done
examining the association between VDR polymorphism and bone mineral density, there
recently have been reports linking certain polymorphisms of the VDR gene with muscle
strength and sarcopenia (65, 150). In elderly women, a significant difference in
quadriceps strength was observed between the bb and BB genotype of the VDR Bsml
polymorphism (60). Other investigations have found an association between FFM and
the FokI polymorphism of VDR (150), while others found no association between this
polymorphism and muscle strength in older adults (188). Although many more studies
need to be done, the majority of the evidence suggests that VDR gene polymorphisms
play a role in the determining the training response to ST with regard to various skeletal

muscle phenotypes.
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Another potential candidate gene is the insulin-like growth factor-2 gene (IGF2),
as IGF II has been shown to have proliferative effects in adult skeletal muscle and is one
of the major hormones for fetal growth. The Apal polymorphism has been recently
studied with regard to its effects on strength and muscle mass, and has shown mixed
results. In an investigation by Sayer et al. (154) that examined 693 British men and
women, the Apal genotype was found to be a significant predictor of adult grip strength
in men after adjustment for age and height, but these associations were not seen in
women. However, the Apal polymorphism does not appear to explain the association
between size at birth and future grip strength. This data is complemented by recent
longitudinal data by Schrager et al. (155) who reported lower isokinetic arm strength in
men who are A homozygotes at the Apal polymorphism when compared to the G/G
group. Women who were A homozygotes have less total body FFM when compared to
G/G women, and have lower isokinetic arm and leg strength at baseline, and at age 35 for
each phenotype. These differences between the genotype groups are maintained at age
65 and across the adult age span. These results support the hypothesis that Apal
polymorphism may influence developing muscle and may affect muscle mass and muscle
function in later life.

In addition, there are other candidate genes that have been suggested as
candidates for explaining phenotypic variation in skeletal muscle, but have not been
studied as extensively. Ciliary neurotrophic factor (CNTF) appears to be another
candidate gene that could potentially have an effect on peak muscular power with aging
as CNTF has trophic effects on muscle tissue by functioning as a maintenance and repair

factor for adult motor neurons (95, 149). A single nucleotide polymorphism (SNP) at this
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locus results in a G-to-A transition, which produces a new splice acceptor site and the
results in an atypical protein (172). A recent investigation that examined the association
between peak torque, muscle quality, and this SNP showed that heterozygotes had
significantly greater knee extensor and flexor peak torques during isokinetic testing at
higher velocities (3.14 rad/sec) than G homozygotes (149). It has been shown that there
is a strong correlation between isokinetic strength at high velocities and knee extensor
power (88), which suggests that this polymorphism may also influence peak power.
Tumor necrosis factor-alpha (TNF), also known as CACHECTIN, DIF, TNFA,
and TNFSF2 seems to also be an interesting candidate gene with regard to its potential
role for influencing muscle phenotypes. TNF-a, a cytokine, is reported to be involved in
numerous biological processes including cell proliferation, differentiation, and mediating
muscle wasting (97). TNF-a has also been associated with a variety of diseases,
including autoimmune diseases, insulin resistance, and cancer. Mouse data indicate that
TNF-a is involved in the recovery of muscle function after traumatic muscle injury, as
mice that are TNF-a deficient exhibit strength deficits twice that of wild-type mice
following freeze injury to skeletal muscle (192). However, with ST in elderly subjects,
both TNF-a mRNA and protein levels were decreased, indicating attenuation of age-
related muscle wasting (63). This data is confirmed by more recent evidence in very
elderly subjects, who experienced low-grade inactivation of the TNF-a system following
ST (25). There are SNPs that have been identified at the TNF locus that may be worthy
of investigation, such as the G-308 A SNP in the promoter region that have been reported

to influence the expression of TNF-a (153).
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These candidate genes have been identified as being at least partial contributors to
the inter-individual variation observed in skeletal muscle phenotypes. While the
influence of various polymorphisms at multiple gene loci has been examined, many more
studies are needed to identify the genetic basis for the variability of complex phenotypes
such as skeletal muscle. Identification of the specific gene variations, gene x gene
interactions, and haplotypes that influence this variability is important for clinical
applications for eventually allowing for individualized exercise prescriptions based on a
genetic predisposition for sarcopenia. Recent attention has focused on the alpha-actinin-3
(ACTN3) gene, which has been called the “gene for speed” by some (108). A more
thorough examination of the influence of this gene may give insight regarding these inter-
individual variations in response to ST.

ACTN-3 and the ACTN3 R577X Polymorphism

Alpha-Actinins (ACTNs) are cellular proteins that are encoded by the spectrin
superfamily genes that are distinguished by their ability to bind actin (39). ACTN
isoforms have been observed over a broad variety of taxa, which include protists,
invertebrates, birds, and mammals. As a result of both gene duplication and alternative
splicing during the course of evolution, substantial functional variety has resulted with
regard to the ACTN family (108). Antiparallel ACTN dimers have actin cross-linking
activity and bind with actin, as well as preserve a spatial association among myofilaments
(131). The binding ability of ACTNs to actin is due to the presence of two N terminal
calponin-homology domains in the ACTN protein. The existence of calcium-sensitive
EF (elongation factor) hands at the C-terminus of the ACTN allows for the release of

actin from ACTN. ACTN proteins are present in both non-muscle and muscle tissues,
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with its purpose in skeletal and cardiac muscle being the primary constituent of the Z-
disks of the sarcomere, forming a lattice arrangement anchoring together the actin (thin)
filaments and helps to stabilize the muscle contractile structure. Additionally, four
different isoforms of the ACTN protein have been identified (39). Of these, ACTN-2 and
ACTN-3 are present in striated muscle, with the latter being present only in skeletal
muscle (17).

Evidence suggests that ACTNs are essential proteins with regard to maintenance
of muscle structure, contraction, and connection of the sarcomere to the plasma
membrane. In addition, ACTNs may also play a critical role in intracellular signaling
between the sarcomere and metabolic pathways with regard to skeletal muscle
metabolism (108).

A host of proteins have been shown to interact and bind with ACTNs, although
most of the evidence is from ACTN-2 data. However, due to the high sequence
similarity between the two isoforms, it is suggested that similar interactions exist for
ACTN-3, as well. It appears that ACTNs bind high affinity to each other, via interactions
involving their spectrin-like repeats (SLRs, 1-4) that form homo- and heterodimers.
Formation of dimers allows for a long molecule that has an actin binding domain (ABD)
at the end that allows for cross-linking of actin, and it permits the C-terminal region of
one of the ACTN molecules near the N-terminal ABD of the other molecule, facilitating
interactions of the two areas (108). These appear to be similar in affinity and stability
that implies functional resemblance between the two dimers.

Another category of proteins that bind to ACTNs include structural proteins of the

muscle contraction apparatus. The most highly studied binding partner of these proteins
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is actin. In addition, ACTNs also bind with myotilin, an actin cross-linking protein, as
well as with titin, nebulin, and CapZ, a filament capping protein. ACTNs are also
involved in two of the protein structures that attach the sarcomere to the plasma
membrane, via interactions with dystrophin and integrin (108).

In addition to the structural and contractile relationships between ACTNs and
various striated muscle proteins, ACTNs also interact with a host of signaling proteins as
well as with membrane receptors and ion channel proteins. Furthermore, ACTNs have
been reported to interact with calsarcin proteins, which are found at the Z-line and bind to
calcineurin (53). Calcineurin, a signaling protein, is postulated to play an important role
in hypertrophy and fiber type determination. Interaction between ACTNs and metabolic
enzymes also has been reported, but the meaning of these interactions is unknown (61).
However, the presence of metabolic enzymes (e.g. F-1,6-BP) at the Z disk held by
ACTNSs might add to the local accessibility of necessary metabolites for production of
energy (108).

Earlier data suggested that a deficiency of ACTN-3 expression is linked to
merosin-positive congenital muscular dystrophy (CMD) (130). Evidence from muscle
biopsies indicated that ~ 25% of subjects with merosin-positive CMD were ACTN-3
deficient, but it was not clear from this data whether or not ACTN-3 deficiency was due
to a mutation(s) in ACTN-3 or is a secondary marker. Later biopsy data (186) from
subjects with various forms of MD showed that subjects from the same families and with
the identical disease were discordant for ACTN-3 deficiency, and it was concluded that

ACTN-3 deficiency is only a secondary effect in the various forms of MD. Thus, a
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deficiency of ACTN-3 doesn’t seem to lead to a disease phenotype, as the ACTN-2
isoform may help compensate, but this compensation may not be complete.

ACTN-2 expression occurs in all skeletal muscle fiber types, but ACTN-3
expression is restricted to type 2 fibers (131). ACTN3 is located on chromosome 11
(11q13-q14), spans ~17 kbp, and contains 21 exons. A previous investigation identified a
single nucleotide polymorphism (SNP) along exon 16 of the ACTN3 gene when
investigating congenital muscular dystrophy and a complete absence of ACTN-3. This
SNP results from a C to T transition at position 1,747 that results in a change in the 577
residue from arginine to a premature stop codon (R577X) (131). Homozygosity of
R577X results in an absence of ACTN-3 expression, although the individuals affected
typically appear phenotypically normal. Investigations of various populations estimate
that approximately 19% of Caucasians are ACTN-3 deficient, indicating that this SNP is
non-pathogenic and in humans is likely redundant (119).

The absence of ACTN-3 due the R577X SNP has raised questions regarding the
subtle potential effects on athletic performance. Since ACTN-2 and ACTN-3 are roughly
90% similar and ACTN-2 entirely overlaps ACTN-3, some have speculated that due a
functional redundancy, no observable changes in athletic performance would likely occur
in the ACTN-3 deficient individuals as ACTN-2 would have a compensatory effect
(119). Nonetheless, ACTN-2 and ACTN-3 are differentially expressed indicating that
ACTNS3 continues to be highly conserved in the genome (119). In this regard, recent
cross-sectional data suggests that a deficiency of ACTN-3 is associated with an
enhancement of athletic performance. Zantoneli, et al. (202) reported that when vastus

lateralus muscle biopsies from elite marathon runners were examined for muscle fiber
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type ratios and ACTN isoforms, one out the six had a complete deficiency of ACTN-3.
This deficiency was not related to a lack of type II fibers suggesting that ACTN-3 is
redundant and may actually impede endurance performance, although no information was
provided by the authors if this was a statistically significant finding and what the
potential mechanism for increased performance is. In support of this data, Yang (198)
genotyped 429 unrelated elite Caucasian athletes (men and women), as defined by
competition at the international level. Control subjects (n = 436) were also genotyped. A
subset of the cohort (n = 107) was created and represented athletes who competed in
power-related events such as sprinting, as well as a subset of 194 endurance athletes to
make the groups homogenous. Chi-square analyses revealed that the power athletes had
a significantly lower frequency of the X homozygotes when compared to controls and a
higher R homozygote frequency. In addition, there was a difference between the power
and endurance athletes with respect to the X homozygote frequency, which explained
why the athlete vs. non-athlete analyses showed no difference in genotype/allele
frequencies. The case-control design of the Yang study (198), has limitations particularly
when assessing gene-exercise interactions, because all subjects were grouped by event
type or athlete/non-athlete and no measures were made to quantify performance or
changes in performance. However, this data was recently confirmed by a recent report
that examined the R577X polymorphism in elite Finnish sprint (n = 89) and endurance (n
= 52) athletes (129). The results show that the frequency of the XX genotype is
significantly higher and the RR genotype is lower in these endurance athletes. In
addition, none of the sprinters were X homozygotes, which supports the hypothesis that

this polymorphism confers an athletic performance advantage.
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More recently, the first intervention study was done to assess the effects of the
R577X polymorphism on changes in muscle strength with ST (31). In that investigation,
602 young adults (247 men & 355 women) of diverse racial backgrounds were tested at
baseline for maximal voluntary isometric contraction (MVC) and 1 RM strength of the
elbow flexors at baseline and after ~ 12 weeks of ST with the non-dominant arm.
Magnetic resonance imaging (MRI) was done on each subject’s arm to determine the
baseline cross-sectional area (CSA) and change in the CSA with ST. Analyses of
covariance (ANCOV As) within each sex by ACTN3 R577X genotype found that there
were no differences in men by genotype group for baseline MVC, 1 RM, or CSA. In
addition, there were no changes with ST by genotype group for these muscle function
measures. In women, there was significantly greater (~ 13%) baseline MVC in the RX
group than the XX group, but no difference in baseline 1 RM. Furthermore, the data
showed that there was a significantly greater increase in 1 RM strength in the XX group
than in the RR group, and there is evidence of a dose-response relationship based on the
number of X alleles present. Additionally, the data indicate that the ACTN3 R577X
polymorphism explains ~ 2% of the variance in baseline MVC and change in 1 RM
strength in women. One possible explanation for these unexpected results given by the
authors was that there were lower initial values in the XX group and thus there was a
greater potential for increase with ST. Another explanation given was that there is less
stability and greater disruption of the Z-disk in X homozygotes, which makes the muscle
more easily stimulated with eccentric contractions to form new sarcomeres, leading to
greater strength increases. This explanation is not supported by follow-up data from this

same cohort (32), which showed that there was no influence of ACTN3 R577X genotype
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on plasma creatine kinase (CK) or myoglobin (Mb) with eccentric exercise. These data
refute the explanation that structural differences between ACTN-3 deficient muscle and
normal muscle influence muscle damage with eccentric exercise. Finally, the sex
differences in baseline MVC and 1 RM strength response by ACTN3 genotype were
explained by the fact that women have lower baseline values and their percent increase
was greater than in men, making the detection of differences by genotype easier.
Furthermore, the hypothesis that steroid hormone differences might be at least partially
responsible for the sex differences observed by ACTN3 genotype, as steroid hormones,
might mask the subtle effect of the ACTN3 R577X polymorphism on skeletal muscle
function measures. However, there were limitations to this investigation. First, the
measurement of biceps CSA did not employ the use of bony landmarks for MRI
scanning, rather soft tissue landmarks were used, which are subject to testing error and
can actually change with ST. Furthermore, the use of 1 RM and MVC may not be the
most appropriate tests to determine the true influence of the ACTN3 R577X
polymorphism on muscle function. A test that employs faster speed of contraction and
peak power would likely be a better measurement to examine the effect of this
polymorphism on muscle performance.

In summary, sarcopenia is associated with loss of functional abilities, and
increases in morbidity and mortality rates in the elderly (140, 141). Studies indicate that
the approximate age-associated decline in strength is 20 — 40% when young subjects are
compared to those in their 70s or beyond (98, 200). The actual decline in the entire
population may even be greater than the decline indicated by various investigations,

because older individuals may not be adequately represented in these studies due to the
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presence of disease (160). Men have a greater absolute decrease in strength than women,
but initial values are higher in men (19, 35, 190). As a result, men retain a higher
absolute amount of muscle strength than women, even after aging-related losses. Starting
with a lower absolute value combined with the fact that their life expectancy is greater,
women are considered to be more susceptible to sarcopenia and long-term disability than
men (100). Furthermore, strength tends to peak in the 30s, then remains stable until the
50s, then declines at a rate of ~ 10 — 15% per decade (55, 98, 104). This reduction is at
least partially due to a decline in force production by muscle fibers. The decrease in
power observed in older adults with aging is typically greater than the declines in strength
and may be an independent predictor of mortality (117). However, data indicate that
thigh muscle composition, strength, and body fat mass are important contributors to peak
power production in the lower limbs in older adults (163). This decline in peak power
appears to be a better predictor of impaired functional capacity than strength (165) and is
influenced by other factors besides loss of muscle mass. There are numerous adaptations
that influence the muscle adaptations to ST, and many of these adaptations that improve
muscle size and strength are known to affect muscle power. However, some of the
specific mechanisms that lead to increases in muscle power with ST are still unclear.
However, interventions specifically designed to optimally improve muscle power have
not been established and their safety often questionable. Studies that examined the effect
of ST on muscle power in older adults often show inconsistent results. These
discrepancies are likely to be at least partially due to inter-individual variability in the
rate of decline in muscle mass and muscle function with aging, and variation in response

to ST (111). Some of this inter-individual is likely due to genetic factors as twin and
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family studies indicate. In addition, several candidate genes have been identified that are
hypothesized to explain part of the inter-individual differences observed in skeletal
muscle phenotypes. The ACTN3 R577X polymorphism is functional and has been shown
to be a strong candidate gene to explain inter-individual differences in skeletal muscle
phenotypes, especially muscle power. This is based on its pattern of expression in type II
skeletal muscle fibers, which are known to be specific for the generation high movement
velocities and greater force production than type I muscle fibers. However, many more
studies will need to be done in order to fully understand the contribution of this

polymorphism to the variability of skeletal muscle phenotypes.
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	 In addition, elevated antagonist muscle activity in the elderly may limit the full movement efficiency depending on the type of muscle contraction and the movement velocity.  Earlier measurement of power employed vertical jumping from a force platform (45, 62), which functioned similar to a scale, whereby muscle power is the product of force (after subtraction of body weight from the vertical component of the ground reaction force) and the movement velocity.  However, the subject must move his/her body mass, which likely represents a higher than optimal external load for peak power production based on the force-velocity curve (107).  Furthermore, this type of measurement may not be safe for older subjects.  To address the safety concerns associated with power testing using a force platform, Bassey and Short (12) invented an apparatus that measured average leg extensor power from force against a pedal that accelerates a flywheel of known inertia.  However, older subjects were still required to use a higher percentage of their maximal power capacity because of the fixed inertia characteristic of the apparatus (107), but this problem has been since corrected by the development of a variable inertia testing apparatus (134).  More recently, Delmonico et al. (37) reported the measurement of peak power during a single trial, rather than average power throughout the range of movement in a trial.  A single maximal knee extension repetition was performed in older adults by using a machine equipped with load cell force transducers and position sensors to detect rotary motion at the joint.  Peak power is calculated by filtering power data points during a single knee extension trial with a 10th order Butterworth filter.      
	 Izquierdo et al. (83) determined the optimal loads for maximal power production   and found that peak power is maximized at 30 – 45% of peak strength for the upper extremity and at 60-70% for the lower extremity in middle aged and older adults.  Furthermore, the results confirm previous data that shows that peak power decreases with increasing age to a greater extent than strength.  This work is supported by more recent data reported by Macaluso and De Vito (106) who found that maximum peak (average) power is obtained at ~ 60% of maximum isometric strength in both young and older women, and this peak power is 61% lower in the older women.  They also reported that power is influenced to a greater extent with aging than isometric strength.  In contrast to these findings, Cuoco et al. (34) reported that lower external loads (~ 40% of leg press 1 RM) explained more of the variability in normal gait speed in the elderly than did power at higher external loads (~ 70% of 1 RM).  Habitual gait speed is known to be a predictor of future disability, thus the authors suggest that lower external resistances should be used when evaluating peak power in older adults (34). 

