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a b s t r a c t
The aim of this study was to determine the efﬁcacy of a program of high-resistance circuit (HRC) training, and
to compare the effects of HRC to traditional heavy strength (TS) training on strength, muscle size, body composition and measures of cardiovascular ﬁtness in a healthy elderly population. Thirty-seven healthy men
and women (61.6 ± 5.3 years) were randomly assigned to HRC (n = 16), TS (n = 14), or a control group
(CG, n = 7). Training consisted of weight lifting twice a week for 12 weeks. Before and after the training,
isokinetic peak torque in the upper and lower body, and body composition (dual X-ray absorptiometry)
were determined. In addition, cardiovascular parameters were evaluated during an incremental treadmill
test. Both HRC and TS groups showed signiﬁcant increases in isokinetic strength (p b 0.001), and the increase
was signiﬁcantly greater in the experimental groups than in CG (p b 0.03). There were signiﬁcant increases in
lean mass (HRC, p b 0.001; TS, p = 0.025) and bone mineral density (HRC, p = 0.025; TS, p = 0.018) in the experimental groups. Only HRC showed a signiﬁcant decrease in fat mass (p = 0.011); this decrease was significantly greater in HRC than in CG (p = 0.039). There were signiﬁcant improvements in walking economy in
the HRC group (p b 0.049), although there were no statistical differences between groups. There were no
changes in any variables in CG. Hence, HRC training was as effective as TS for improving isokinetic strength,
bone mineral density and lean mass. Only HRC training elicited adaptations in the cardiovascular system and
a decrease in fat mass.
© 2013 Elsevier Inc. All rights reserved.

1. Introduction
The biological aging process is associated with a structural and
functional deterioration in most physiological systems, including
the neuromuscular and cardiovascular systems. These age-related
changes affect a broad range of tissues, organ systems and functions
which, cumulatively, can negatively impact activities of daily living
in older adults (Chodzko-Zajko et al., 2009). Changing body composition is a hallmark of the physiological aging process, which has
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profound effects on health. Speciﬁc examples include the gradual
accumulation of body fat and its redistribution to central and visceral
depots during middle age (Hunter et al., 2002), the loss of muscle
mass and muscle function (sarcopenia) (Cruz-Jentoft et al., 2010)
during middle and old age with the attendant metabolic (Janssen
and Ross, 2005) and cardiovascular disease risks (Chodzko-Zajko
et al., 2009), and a marked osteopenia (Marshall et al., 1996). Declines in maximal aerobic power and skeletal muscle force production
with advancing age are examples of functional declines with aging,
which can severely limit physical performance and independence
and are negatively correlated with all cause mortality (Blair et al.,
1995; Gulati et al., 2005; Laukkanen et al., 1995; Metter et al., 2002;
Rantanen et al., 2000; Ruiz et al., 2008; Sui et al., 2007).
Exercise can elicit a broad range of physiological changes. Nonetheless, adaptations are speciﬁc to the exercise mode and intensity, so
several concurrently implemented regimes need to be performed. For
example, it is well known that both endurance exercise and resistance
training can substantially improve physical ﬁtness and health-related
factors in older individuals (Cadore et al., 2012, in press; Paoli et al.,
2010). However, while endurance training is purported to be more effective for decreasing fat mass (Kay and Fiatarone Singh, 2006), resting
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heart rate (Huang et al., 2005) and blood pressure (Seals et al., 1984),
resistance training has been shown to be more effective for increasing
basal metabolism (Hunter et al., 2000; Paoli et al., 2012), bone mineral
density (BMD) (Rhodes et al., 2000; Vincent and Braith, 2002), muscle
strength and power (Fiatarone et al., 1990; Hakkinen et al., 2001;
Lexell et al., 1995), and muscle and connective tissue cross-sectional
area (Hunter et al., 2004). Thus, whilst an exercise program incorporating both aerobic and resistance exercises can result in signiﬁcant and
wide-ranging improvements in body composition and physiological
function, the time (and monetary) investment may be problematic for
program adherence.
Some researchers have shown that circuit-based resistance training,
where lighter loads are lifted with minimal rest, is very effective for
increasing maximum oxygen consumption, maximum pulmonary ventilation, functional capacity, and strength while improving body composition (Brentano et al., 2008; Camargo et al., 2008; Gettman et al., 1979;
Harber et al., 2004). Thus, circuit training is a time-efﬁcient training modality that can elicit demonstrable improvements in health and physical
ﬁtness. A signiﬁcant drawback of standard circuit training programs,
however, is that the loads lifted are typically low, so the stimulus
for strength and muscle (Paoli et al., 2010) and bone mass (Brentano
et al., 2008) adaptations is minimal. This is a notable problem for
older individuals, for whom increasing muscle and bone mass in addition to functional strength is essential for improvements or maintenance in overall functional capacity.
Recent research (Alcaraz et al., 2008, 2011) has shown that
healthy young adults could produce the same muscular force output
in a session of high-resistance circuit (HRC) training as in a traditional
heavy strength training session, under the same loading conditions,
but that the cardiorespiratory response was greater with HRC training. Thus, HRC training may be an effective alternative for older individuals. In the present study, we have examined the effects of HRC
training on muscle mass and strength, body composition and measures of cardiovascular ﬁtness in healthy older adults. Speciﬁcally,
whilst we hypothesized that HRC training would lead to signiﬁcant
improvements in cardiovascular ﬁtness, we were particularly interested
in determining whether muscle mass, strength and body composition
(including bone mineral density) changes would be comparable to
those elicited by traditional heavy strength training.

2. Methods
2.1. Subjects
Healthy, untrained 55–75 year-old men and women were
recruited for the investigation by poster advertising. A telephone interview was conducted by an examiner to ascertain medical history,
occupational commitments and current physical activity status. Subjects with no contraindications to exercise were invited for a clinical
examination. The participants were informed about the design of
the study and possible risks and discomforts related to the testing
and training, after which they read and signed an informed consent
document. All participants were free to withdraw from the study at any
time, the study was conducted according to the Helsinki Declaration
(1964; revised in 2001), and the experimental protocol was approved
by the Human Subjects Ethics Committee of the San Antonio Catholic
University of Murcia, Spain. All participants underwent an examination
of general health and a resting 12-lead electrocardiogram (ECG), the results of which were analyzed by a cardiologist. Subjects without cardiovascular or musculoskeletal disorders, or taking medications known to
inﬂuence cardiovascular or neuromuscular performance, were invited to
continue in the study. These subjects were considered healthy and physically active, but none had background in systematic strength or endurance training. The characteristics of the ﬁnal subject cohort at baseline
are presented in Table 1.
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Table 1
Descriptive data by training groups. Values are given as mean (SD).

Age (years)
BMI (kg·m−2)
VO2 LM peak (ml·kg−1·min−1)
TQKE 90°·s−1 (N·m)
TQEF 90°·s−1 (N·m)

HRC
(n = 16)

TS
(n = 14)

CG
(n = 7)

P-value

62.1
29.7
37.0
47.2
22.8

64.8 (4.5)
30.2 (6.0)
35.2 (8.2)
43.1 (20.8)
21.7 (7.7)

58.0
29.9
41.7
52.0
27.7

0.714
0.973
0.494
0.477
0.811

(6.3)
(4.1)
(7.4)
(23.5)
(8.2)

(5.0)
(5.8)
(5.4)
(12.2)
(10.9)

BMI=body mass index; VO2peak =peak oxygen uptake; LM=lean mass; TQKE 90°·s−1 =
Peak isokinetic torque in knee extension at 90°·s−1; TQEF 90°·s−1 =peak isokinetic
torque in elbow ﬂexion at 90°·s−1; HRC=high-resistance circuit group; TS=traditional
strength group; CG=control group.

2.2. Experimental design
Before data collection, the participants took part in a familiarization session for each test. One week after the familiarization the dependent variables were tested, as described below. Subsequently,
the participants were matched with respect to gender, age, body
mass index, peak oxygen uptake and pre-training torque production
(peak isokinetic torque measured at 90°·s −1), and then randomly allocated to either a high-resistance circuit training (HRC), traditional
heavy strength training (TS) or control group (CG). To test the reliability of the performance variables, ten subjects were evaluated
twice before the start of training (weeks − 1 and 0). The subjects
were tested by the same investigator, using the same protocol and
at the same time of day at weeks 0 and 13. In session 1, isokinetic concentric strength of the knee and elbow extensor/ﬂexor muscle groups
was measured at 90 and 270°·s −1. In session 2, completed 3–4 days
after session 1, body composition (dual X-ray absorptiometry;
DEXA) and aerobic power (progressive treadmill test to exhaustion)
tests were completed. For the completion of all experimental protocols, the subjects fasted for 3–4 h before the testing, did not ingest
stimulants for 8 h (i.e. caffeine), were allowed to hydrate at will,
and avoided practicing intense exercise during the previous 24 h.
During the 12-week training period, both training groups (HRC and
TS) performed training with heavy loads (6RM) using a BH Fitness
equipment (BH Fitness, Vitoria, Spain), in undulating periodized programs twice a week. All subjects were asked to maintain their normal
daily routines and eating habits, to not take nutritional supplements
that might affect lean tissue mass or bone metabolism, and to refrain
from commencing new exercise programs for the duration of the
study. Diet and training logs were obtained unannounced by an
instructor in weeks 1, 6 and 11 to ensure compliance (see details
below).
2.3. Isokinetic strength measurements
Seated knee and elbow ﬂexion/extension strength of the dominant limb was tested on a Biodex System Pro isokinetic dynamometer
(Biodex Medical Systems, Shirley, NY) at angular velocities of 90 and
270°·s −1. The subjects sat upright on the adjustable chair and were
tightly secured with shoulder, waist and thigh straps to minimize
extraneous movement. The dynamometer was calibrated prior to
testing according to procedures outlined by the manufacturer, and
gravity correction was performed with the dynamometer lever arm
close to the horizontal position. The respective joint centers were
aligned with the axis of rotation of the dynamometer. The lever arm
(shin pad) was attached immediately proximal to the ankle for knee
ﬂexion/extension tests and a handle was grasped tightly by the
hand for performance of elbow ﬂexion/extension tests. Time between
tests was kept constant at 15 min, which allowed sufﬁcient time for
setting up the subsequent tests.
After a general warm-up (5 min on a cycle ergometer and active
stretching) each subject performed 3–5 sub-maximal contractions

336

S. Romero-Arenas et al. / Experimental Gerontology 48 (2013) 334–340

at the test velocity to become accustomed the movement, before
commencing the test. The subjects performed one set of three
(90°·s −1) or ﬁve (270°·s −1) maximal concentric knee and elbow
ﬂexion/extension movements after being instructed to generate maximum force as rapidly as possible. The peak concentric torque
obtained for each test was used for analysis. The test–retest reliability
coefﬁcient (ICC) for this device was 0.99.
2.4. Body composition measurement
Total and regional bone, fat and lean (body mass− [fat mass+ bone
mass]) masses were assessed by dual-energy X-ray absorpiometry
(DEXA). The DEXA scanner (XR-46, Norland Corp., Fort Atkinson, WI,
USA) was calibrated using a lumbar spine phantom. To ensure the reliability of the DEXA measurements, all pre- and post-training scans were
conducted and analyzed by the same operator. The subjects were
scanned in the supine position with the least (non-metallic) clothing
possible. The X-ray scanner performed a series of transverse scans
moving at 1-cm intervals from top to bottom of the whole body. Lean
mass (g) and fat mass (g) were calculated from total and regional analysis of the whole body scan. Areal bone mineral density (BMD; g·cm −2)
was calculated using the formula BMD =BMC × area −1. Lean mass
of the limbs was assumed to be equivalent to the muscle mass. The
test–retest reliability coefﬁcient (ICC) for this device was very high
(R2 = 0.99; p = 0.001) in both cases. DEXA measures were performed
before any strength measures to minimize any effects of ﬂuid shifts.
2.5. Cardiovascular parameters
An incremental treadmill (Naughton protocol) exercise test supervised by a physician was used to assess aerobic capacity, with simultaneous ECG monitoring. After a 1-min warm-up walking at 3 km·h−1
at 0% inclination the treadmill velocity was increased to 5 km·h−1
and kept constant throughout the test. Inclination was increased 3.2°
at each 2-min stage until voluntary exhaustion; subjects were encouraged to continue to exercise as long as possible. During the exercise
test, the subjects breathed through a face mask, which allowed
breath-by-breath analysis of expired O2 and CO2 using an automated
gas-analysis system (Vmax 29c, SensorMedics, Yorba Linda, USA). Ventilation (VE), oxygen uptake (VO2) and carbon dioxide production
(VCO2) were determined from the expired air. Before each test, the O2
and CO2 analysis systems were calibrated using ambient air and a gas
mixture of known O2 and CO2 concentrations (15% O2 and 5% CO2).
The pneumotachograph was calibrated before each test with a 3-L calibration syringe (3 liter calibrated syringe-d, SensorMedics, Yorba Linda,
USA) for low and high ﬂows. Heart rate was monitored and continuously recorded (Polar S610). For data analysis, VO2, VE, VCO2, and HR values
were averaged every 20 s. Peak VO2 was deﬁned as the mean VO2
during the last minute of the exercise test. The second ventilatory
threshold (VT) was determined by two experienced, independent
physiologists using a combination of breakpoints in the relationship between VO2 and VCO2 (the V-slope method) and a systematic increase in
the VE/VO2 without a concomitant increase in VE/VCO2. Gas exchange
was converted to energy expenditure (EE) with the use of the Weir formula (Weir, 1949). Physiologic and electrocardiographic exercise termination points were consistent with the Guidelines for Exercise
Testing and Prescription of the American College of Sports Medicine
(Thompson et al., 2009). The test–retest reliability coefﬁcients were
0.88 for VO2 peak and 0.85 for VT.

Fig. 1b. After a general warm-up, the subjects performed 2 sets of
three exercises (leg curl, pec deck, seated calf raise) using the following sequence: 12 repetitions at 50% of 6RM (i.e. the load that induced
failure after 6 repetitions), 1-min rest, 10 repetitions at 75% of 6RM,
2-min rest, and then the ﬁrst main training set (i.e., 100% of 6RM).
The 6RM load was adjusted for the subsequent set by approximately
2% if a subject performed ±1 repetitions, or by approximately 5% if a
subject performed ±2 repetitions. In every session the subjects lifted
weights that allowed only six repetitions to be performed (6RM,
~85–90% of 1RM). The eccentric phase of each exercise was performed
over approximately 3 s, whereas the concentric phase was performed
at maximum velocity. This sequence was standardized in the ﬁrst training week and eccentric phase duration was regularly timed as feedback
for the subjects. After completion of the ﬁrst three exercises, the subjects completed the other three exercises (seated pulley row, leg extension, and preacher curl) with same warm-up sequence (~5 min;
Fig. 1a). The subjects performed the exercises one after the other with
a rest of 3 min between each series. These exercises were chosen to
emphasize both major and minor muscle groups, using single- as
well multi-joint exercises, based on recommendations of the ACSM
(Garber et al., 2011). The subjects were supervised by an experienced
lifter to ensure that volitional fatigue was achieved safely, and the control of the rest was strict. The total training time in the TS group ranged
between 45 min (1 set) and 87 min (3 sets).
2.7. High-resistance circuit (HRC) training
Training performed by the HRC group differed from TS only in the
rest interval between the exercises and the sequencing of exercises.
While the TS subjects performed the exercises one after the other
with a rest of 3 min between each series, HRC subjects executed the
training in two short circuits with a separation of 5 min. The ﬁrst circuit consisted of leg curl, pec deck and seated calf raise exercises,
whilst the second circuit consisted of seated pulley row, leg extension
and preacher curl exercises (Fig. 1a). Approximately 35 s separated
each exercise, which allowed enough time to move safely between
exercises. These two short circuits were performed for 1–3 series'
(undulating periodization; Fig. 1b). The warm-up, and intensity and
volume of exercises were the same as that completed by TS. Again,
the subjects were supervised by an experienced lifter to ensure that
volitional fatigue was achieved safely, and the control of the rest
was strict. The total training time in the HRC group ranged between
35 min (1 set) and 47 min (3 sets).
2.8. Diet and activity logs
Subjects were instructed to maintain their accustomed dietary and
physical activity habits throughout the course of the study. To verify
compliance with these instructions, dietary and activity habits were
assessed on three occasions (1, 6 and 11 weeks). An experienced instructor obtained dietary and physical activity records from the subjects without warning. On all occasions, dietary logs were recorded
for three consecutive days, including one weekend day. The 3-day
dietary records were analyzed for total caloric intake and for
carbohydrate, fat and protein composition using commercially
available computer software (DietSource 3.0; Novartis, Barcelona,
Spain). The three groups demonstrated a substantial similarity: 61%
carbohydrates, 20% proteins, 19% lipids. To monitor physical activity,
Global Physical Activity Questionnaire (Armstrong and Bull, 2006)
was also completed by the subjects.

2.6. Traditional heavy strength (TS) training
2.9. Statistical analyses
Subjects in the TS group performed resistance training twice a
week for 12 weeks with at least 1-day of rest between each training
day (i.e. Monday and Thursday or Tuesday and Friday). An undulating
periodized resistance training program was followed, as shown in

SPSS (v18.0) statistical software was used to analyze all data. Subjects' physical characteristics are reported as means ± standard deviation. The normal Gaussian distribution and homogeneity parameters
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Fig. 1. Experimental design. TS performed 1–3 sets of each exercise with a 3-min rest between sets, although a 5-min rest was allowed after the third exercise. HRC performed 1–3
series' of two circuits with a 5-min rest. An undulating periodized resistance training program was followed by both experimental groups.

were checked with Shapiro–Wilk and Levene tests, respectively. The
training-related effects were analyzed using two-way ANOVA with
repeated measures to differentiate between pre- and post-training
scores. Selected relative changes between groups were then compared using one-way ANOVAs. Signiﬁcance was accepted when
p b 0.05 and statistical power was over 80% for all analysis.
3. Results
The study was based on 37 participants selected among 45 respondents to the initial invitation. Of the 45 respondents, three
were rejected after the clinical examination due to medical problems
(active tuberculosis, electrocardiographic abnormalities, musculoskeletal pathology). The 42 subjects who passed the medical examination were randomly allocated to HRC (n = 16), TS (n = 16) and
CG (n = 10). Five subjects dropped out during the training period:
two participants dropped out due to illness in TS, and another three
dropped out citing professional problems in CG. At the end of the
study, the number of subjects in each group was as follows: HRC,
n = 16; TS, n = 14; and CG, n = 7. None of the drop-outs left the program as a result of injuries or adverse responses to the treatment.
Pre-training characteristics of subjects in each training group are
presented in Table 1. No signiﬁcant differences in any of these characteristics were found between HRC, TS and CG at the beginning of exercise
training. No signiﬁcant differences were observed in training compliance between HRC and TS (91.2±3.7 vs. 94.6 ±3.1%, respectively).
3.1. Isokinetic strength
Concentric isokinetic strengths for knee and elbow ﬂexion/
extension tests are presented in Fig. 2. Two-way ANOVA with repeated
measures revealed a signiﬁcant effect of time (p b 0.001) for the HRC
and TS groups, but not CG, for all tests. One-way ANOVA showed that
the increases in TS and HRC were greater than CG for elbow ﬂexion
at 90°·s−1 (TS: p = 0.001; and HRC: p = 0.014), knee extension
at 90°·s−1 (TS: p = 0.009; and HRC: p = 0.007) and knee ﬂexion at

270°·s−1 (TS: p = 0.005; and HRC: p = 0.030). There was no difference
in the change in performance between HRC and TS.
3.2. Body composition
Two-way ANOVA with repeated measures revealed a signiﬁcant
effect of time for changes in body fat (%) (p =0.000), total lean mass
(p= 0.000), total fat mass (p =0.011) and BMDtotal (p =0.025) for the
HRC group, and for the change in total lean mass (p= 0.025) and BMDtotal (p =0.018) for the TS group. There were no changes in any variables
in CG (Table 2). One-way ANOVA showed that the decrease in HRC
was greater than in TS for body fat (%) (p =0.036), and the decrease
in HRC was greater than in CG for body fat (%) (p= 0.016), fat mass
(p= 0.039) and the increase in HRC was greater than in CG for lean
mass (p= 0.033).
3.3. Cardiovascular parameters and walking economy
Mean values (± SD) for VO2 and energy expenditure (EE)
obtained in the incremental treadmill test are presented in Table 3.
All subjects performed valid tests. Two-way ANOVA with repeated
measures revealed a signiﬁcant decrease in VO2 relative to lean
mass (VO2 LM) to 1 min (p = 0.001), 3 min (p = 0.000) and VT
(p = 0.049) in HRC group. In addition, there was a signiﬁcant decrease in EE to 1 min (p = 0.022), 3 min (p = 0.000) and 5 min
(p = 0.012) for the HRC group. There were no changes in any variables in TS and CG (Table 3). There were no differences in the changes
between any groups.
4. Discussion
The present results clearly demonstrate that the performance of
high-resistance circuit (HRC) training can be as effective as traditional
heavy strength (TS) training for improving muscle mass, strength and
bone mineral density (BMD), but is more effective at stimulating positive cardiovascular and body composition (i.e. fat mass decrease)
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Fig. 2. Change (%) in peak torque at angular velocities of 90°·s−1 and 270°·s−1 for
elbow and knee ﬂexion/extension for each group. †signiﬁcant difference from pre- to
post-training (p b 0.01); ‡signiﬁcant difference between the training groups (HRC and
TS) and CG (p b 0.05).

adaptations in older individuals. The present ﬁndings are important
because they indicate that HRC training might be a time (and hence
cost) effective way of triggering multiple positive physiological adaptations in this population.
Maximum muscular strength is strongly and negatively associated
with risk of all cause mortality (Laukkanen et al., 1995; Metter et al.,
2002; Rantanen et al., 2000; Ruiz et al., 2008) and is thought to be a
major factor inﬂuencing ambulatory or daily ability and fall risk in

the elderly (Hyatt et al., 1990; Robbins et al., 1989; Tiedemann
et al., 2011). Although it is known that heavy strength training elicits
substantial gains in muscular strength, even in the oldest individuals
(Fiatarone et al., 1990), circuit training using lower loads has previously been shown not to promote comparable strength increases as
traditional weights training (Brentano et al., 2008) in older adults.
This is probably because the use of high loads in resistance training
is known to be mandatory for optimum gains in muscular strength
(Berger, 1962; Caiozzo et al., 1981) and is a key determinant of
overall muscle ﬁber hypertrophy (see Fry, 2004 for review). However,
we found that improvements in muscular strength in response to
HRC training were similar to those obtained by TS. Muscle strength
improved 22–46% for knee ﬂexion/extension and 12–25% for elbow
ﬂexion/extension at both slower (90°·s −1) and faster (270°·s −1) angular velocities. Both training groups, HRC and TS, demonstrated large
increases in strength in the current study, which was not surprising
considering that the subjects had little or no previous training experience. In previous studies it was considered that, in view of short
duration of the study, the strength gains were likely to be a result of
neural adaptation rather muscular hypertrophy (Staron et al., 1994).
In the present study it was found that these improvements in strength
were accompanied by an increase in muscle mass (HRC = 3.4%; and
TS= 2.2%), which suggests that, in addition to neural adaptations, morphological adaptations were also elicited. One possible limitation was
the use of non-speciﬁc isokinetic tests for the strength measurements
rather than speciﬁc, 1RM, tests. The use of isoinertial tests (using the
same movement patterns as used in training) in future might more
clearly demonstrate the changes in muscular strength elicited by the
training.
Few previous studies have examined the effect of high-load circuit
training, probably because subjects were not considered to be able to
develop the same muscular force outputs due to fatigue resulting
from the short recovery time. However, Alcaraz et al. (2008) found
that the strength, power and total workload were similar when
young adults performed HRC vs. TS training. Paoli et al. (2010) subsequently examined the effects of HRC vs. traditional (lower load) circuit training in older adults (age = 50–65 years) and found that HRC
was more effective than low intensity circuit training for improving
body composition (i.e. decreased fat mass) and improving muscle
strength. Nonetheless, it was still not known whether signiﬁcant
cardiovascular and BMD adaptations, comparable to traditional
heavy strength training, could be induced using a higher-load and
lower-volume version of circuit training. The present results clearly
show that HRC can elicit signiﬁcant and broad ranging physiological
adaptations.
Another important ﬁnding was that HRC training resulted in signiﬁcant increases in BMD. After 12 weeks of training whole body
BMD was moderately but uniformly increased (1.1–1.2%) in both experimental groups, whereas it did not change (− 0.3%) in the control
group. Aging is associated with a signiﬁcant loss of BMD, which
makes the bones more susceptible to fractures (Marshall et al.,
1996). It is unsurprising that positive effects were seen in our previously untrained older participants since increases in BMD have been

Table 2
Changes in body composition parameters. Values are given as mean (SD).
HRC

TS

Pre
Body fat (%)
Fat mass (kg)
Lean mass (kg)
BMDtotal (g·cm−2)

42.3
31.0
40.3
0.918

Post
(5.4)
(5.7)
(9.1)
(0.098)

40.5
29.9
41.7
0.929

(5.0)
(6.1)
(9.0)
(0.108)

BMD = bone mineral density; Δ = change.
a
Signiﬁcant difference from pre- to post-training (p b 0.05).
b
Signiﬁcantly different from HRC (p b 0.05).

%Δ

Pre

−4.4a
−3.7a
3.4a
1.2a

42.2
31.8
40.3
0.932

CG
Post
(9.1)
(9.7)
(6.8)
(0.137)

41.6
31.4
41.2
0.942

(9.1)
(10.2)
(6.9)
(0.130)

%Δ

Pre

−1.4b
−1.3
2.2a
1.1a

41.1
31.4
41.8
0.900

Post
(11.3)
(11.5)
(7.8)
(0.078)

41.1
31.8
42.1
0.897

%Δ
(11.0)
(11.6)
(7.8)
(0.071)

0.0b
1.0b
1.0b
−0.3
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Table 3
Cardiovascular parameters before and after training. Values are given as mean (SD).
HRC

TS

Pre
VO2 LM to 1 min (ml/kg·min)
VO2 LM to 3 min (ml/kg·min)
VO2 LM to VT (ml/kg·min)
VO2 LM peak (ml/kg·min)
EE to 1 min (kcal)
EE to 3 min (kcal)
EE to 5 min (kcal)
EE to 7 min (kcal)

27.3
32.4
34.1
37.0
22.7
27.9
29.6
32.5

Post
(6.7)
(7.7)
(7.9)
(7.4)
(5.5)
(6.7)
(7.2)
(8.7)

23.9
27.9
31.0
35.6
20.8
24.3
26.7
30.9

%Δ
(6.3)
(5.9)
(6.7)
(7.9)
(5.9)
(6.1)
(7.0)
(7.0)

CG

Pre
a

−14.2
−16.1a
−10.0a
−3.9
−9.1a
−14.8a
−10.9a
−5.2

27.3
29.7
30.9
35.0
23.0
25.6
27.6
29.6

Post
(5.7)
(5.6)
(4.5)
(5.7)
(4.8)
(4.1)
(5.0)
(6.0)

23.5
29.3
31.4
36.2
20.6
24.2
28.1
30.7

(4.5)
(3.7)
(6.8)
(8.2)
(5.4)
(6.1)
(5.7)
(6.6)

%Δ

Pre

Post

%Δ

−16.2
−1.4
1.6
3.3
−11.7
−5.8
1.8
3.6

28.2 (7.4)
32.2 (8.8)
33.6 (5.5)
41.7 (5.4)
23.2 (4.3)
26.8 (4.2)
27.1 (2.5)
27.7 (2.1)

26.7 (7.7)
29.7 (6.1)
33.6 (2.4)
43.2 (10.2)
20.5 (3.8)
24.0 (2.6)
25.5 (2.0)
28.7 (3.0)

−5.6
−8.4
0.0
3.5
−13.2
−11.7
−6.3
3.5

LM = lean mass; VO2 = oxygen consumption; EE = energy expenditure; Δ = change.
a
Signiﬁcant difference from pre- to post-training (p b 0.05).

shown to be stimulated by strength training (Lohman et al., 1995;
Vincent and Braith, 2002). However, that such increases could be
elicited by a training mode that also resulted in signiﬁcant positive
improvements in body composition and movement (walking) economy is of substantial clinical importance. The low intensities normally
adopted in traditional circuit weight training may limit the possibility
of increasing BMD (Brentano et al., 2008; Gettman et al., 1982), and
the few studies (Brentano et al., 2008; Rhodes et al., 2000) that
have examined the effects of circuit resistance training on BMD in
older people found no change, suggesting that the higher loading intensity was key to stimulating increases in BMD.
Although the main aims of the study were to compare changes in
muscle mass, strength and BMD elicited by HRC training to those
achieved with TS training, we also hypothesized that HRC training
would promote substantial improvements in body composition and
cardiovascular ﬁtness. Such improvements were clearly seen, despite
the use of the lower training volumes associated with the need for a
high force production in HRC training. Modiﬁcations in lean-to-fat
mass ratios and improved cardiovascular function have been closely
linked with reductions in disease risk and all cause mortality (Blair
et al., 1995; Gulati et al., 2005; Sui et al., 2007). Thus, HRC training
shows enormous promise as a health modiﬁcation intervention. O2
consumption at submaximal walking intensities decreased, which is
indicative of an improvement in walking economy. We speculate
that the training did not change movement kinematics, although
this remains to be veriﬁed, so our data most likely suggest that
there was an improvement in intra-muscular energy conversion efﬁciency (e.g. changes in mitochondrial function, glucose transport or
muscle ﬁber type, which occur with high-intensity fatiguing exercise;
e.g. Baar, 2006), an improved neuromuscular economy (e.g. lesser
motor unit recruitment at the same absolute load during the incremental aerobic test after strength training; Cadore et al., 2011a, 2011b) or an
improved efﬁciency of force transfer from the muscles to the ground
(e.g. altered tendon mechanical properties; Reeves et al., 2004). The
lesser energy expenditure, and thus greater movement economy,
should reduce perceptions of effort and overall fatigue during walking,
and may increase the likelihood that individuals will tolerate walking
exercise (McAuley, 1992) and increase exercise adherence. A more detailed examination of the mechanisms underpinning the greater movement economy is an important goal of future research.
In summary, the present study shows that 12 weeks of highresistance circuit training is well tolerated and can lead strength, muscle
mass and bone mineral density gains in healthy older population.
These improvements are similar to those obtained with traditional
heavy-resistance training, with the advantage that HRC training requires less time than TS training. From a practical point of view these results are of particular signiﬁcance for the elderly since the decrease in
muscle mass, strength and power associated with aging can have a negative inﬂuence on mobility, which, when added to the loss of balance
and decreased bone mass, increases fall, and subsequently fracture,

risk. In addition, only HRC training elicited greater adaptations in cardiovascular system and body composition (i.e. decrease fat mass),
which indicates that its use may help to prevent cardiovascular disease
and improve movement economy in older individuals.
Acknowledgments
The authors specially thank the Club Horizonte Sport Center,
located in La Ñora, for supporting this project. The researchers also
are indebted to the Consejo Superior de Deportes for ﬁnancing this
research with the grant reference no. 07/UPR20/10. We are also
grateful to Esperanza Sánchez Portillo, Lorenzo Albaladejo Martínez,
Cristian Marín Pagán, Pedro E. Martínez, Carlos Contreras Fernández,
María Dolores Barnuevo Espinosa and all the subjects who participated in this research and made this project possible.
References
Alcaraz, P.E., Sanchez-Lorente, J., Blazevich, A.J., 2008. Physical performance and
cardiovascular responses to an acute bout of heavy resistance circuit training
versus traditional strength training. J. Strength Cond. Res. 22, 667–671.
Alcaraz, P.E., Perez-Gomez, J., Chavarrias, M., Blazevich, A.J., 2011. Similarity in adaptations
to high-resistance circuit vs. traditional strength training in resistance-trained men.
J. Strength Cond. Res. 25, 2519–2527.
Armstrong, T., Bull, F., 2006. Development of the World Health Organization Global
Physical Activity Questionnaire (GPAQ). J. Public Health 14, 66–70.
Baar, K., 2006. Training for endurance and strength: lessons from cell signaling. Med.
Sci. Sports Exerc. 38, 1939–1944.
Berger, R.A., 1962. Optimum repetitions for the development of strength. Res. Q. 33.
Blair, S.N., Kohl III, H.W., Barlow, C.E., Paffenbarger Jr., R.S., Gibbons, L.W., Macera, C.A.,
1995. Changes in physical ﬁtness and all-cause mortality. A prospective study of
healthy and unhealthy men. JAMA 273, 1093–1098.
Brentano, M.A., Cadore, E.L., Da Silva, E.M., Ambrosini, A.B., Coertjens, M., Petkowicz, R.,
Viero, I., Kruel, L.F., 2008. Physiological adaptations to strength and circuit training
in postmenopausal women with bone loss. J. Strength Cond. Res. 22, 1816–1825.
Cadore, E.L., Pinto, R.S., Alberton, C.L., Pinto, S.S., Lhullier, F.L., Tartaruga, M.P., Correa, C.S.,
Almeida, A.P., Silva, E.M., Laitano, O., Kruel, L.F., 2011a. Neuromuscular economy,
strength, and endurance in healthy elderly men. J. Strength Cond. Res. 25, 997–1003.
Cadore, E.L., Pinto, R.S., Pinto, S.S., Alberton, C.L., Correa, C.S., Tartaruga, M.P., Silva, E.M.,
Almeida, A.P., Trindade, G.T., Kruel, L.F., 2011b. Effects of strength, endurance, and
concurrent training on aerobic power and dynamic neuromuscular economy in
elderly men. J. Strength Cond. Res. 25, 758–766.
Cadore, E.L., Izquierdo, M., Alberton, C.L., Pinto, R.S., Conceicao, M., Cunha, G., Radaelli,
R., Bottaro, M., Trindade, G.T., Kruel, L.F., 2012. Strength prior to endurance intrasession exercise sequence optimizes neuromuscular and cardiovascular gains in
elderly men. Exp. Gerontol. 47, 164–169.
Cadore, E.L., Izquierdo, M., Pinto, S.S., Alberton, C.L., Pinto, R.S., Baroni, B.M., Vaz, M.A.,
Lanferdini, F.J., Radaelli, R., Gonzalez-Izal, M., Bottaro, M., Kruel, L.F., in press. Neuromuscular adaptations to concurrent training in the elderly: effects of intrasession
exercise sequence. Age (Dordr.).
Caiozzo, V.J., Perrine, J.J., Edgerton, V.R., 1981. Training-induced alterations of the in
vivo force–velocity relationship of human muscle. J. Appl. Physiol. 51, 750–754.
Camargo, M.D., Stein, R., Ribeiro, J.P., Schvartzman, P.R., Rizzatti, M.O., Schaan, B.D., 2008.
Circuit weight training and cardiac morphology: a trial with magnetic resonance
imaging. Br. J. Sports Med. 42, 141–145.
Chodzko-Zajko, W.J., Proctor, D.N., Fiatarone Singh, M.A., Minson, C.T., Nigg, C.R., Salem,
G.J., Skinner, J.S., 2009. American College of Sports Medicine position stand. Exercise and physical activity for older adults. Med. Sci. Sports Exerc. 41, 1510–1530.
Cruz-Jentoft, A.J., Baeyens, J.P., Bauer, J.M., Boirie, Y., Cederholm, T., Landi, F., Martin, F.C.,
Michel, J.P., Rolland, Y., Schneider, S.M., Topinkova, E., Vandewoude, M., Zamboni, M.,

340

S. Romero-Arenas et al. / Experimental Gerontology 48 (2013) 334–340

2010. Sarcopenia: European consensus on deﬁnition and diagnosis: Report of the
European Working Group on Sarcopenia in Older People. Age Ageing 39, 412–423.
Fiatarone, M.A., Marks, E.C., Ryan, N.D., Meredith, C.N., Lipsitz, L.A., Evans, W.J., 1990.
High-intensity strength training in nonagenarians. Effects on skeletal muscle.
JAMA 263, 3029–3034.
Fry, A.C., 2004. The role of resistance exercise intensity on muscle ﬁbre adaptations.
Sports Med. 34, 663–679.
Garber, C.E., Blissmer, B., Deschenes, M.R., Franklin, B.A., Lamonte, M.J., Lee, I.M.,
Nieman, D.C., Swain, D.P., 2011. American College of Sports Medicine position
stand. Quantity and quality of exercise for developing and maintaining cardiorespiratory, musculoskeletal, and neuromotor ﬁtness in apparently healthy adults:
guidance for prescribing exercise. Med. Sci. Sports Exerc 43, 1334–1359.
Gettman, L.R., Ayres, J.J., Pollock, M.L., Durstine, J.L., Grantham, W., 1979. Physiologic
effects on adult men of circuit strength training and jogging. Arch. Phys. Med. Rehabil.
60, 115–120.
Gettman, L.R., Ward, P., Hagan, R.D., 1982. A comparison of combined running and
weight training with circuit weight training. Med. Sci. Sports Exerc. 14, 229–234.
Gulati, M., Black, H.R., Shaw, L.J., Arnsdorf, M.F., Merz, C.N., Lauer, M.S., Marwick, T.H.,
Pandey, D.K., Wicklund, R.H., Thisted, R.A., 2005. The prognostic value of a nomogram for exercise capacity in women. N. Engl. J. Med. 353, 468–475.
Hakkinen, K., Kraemer, W.J., Newton, R.U., Alen, M., 2001. Changes in electromyographic
activity, muscle ﬁbre and force production characteristics during heavy resistance/
power strength training in middle-aged and older men and women. Acta Physiol.
Scand. 171, 51–62.
Harber, M.P., Fry, A.C., Rubin, M.R., Smith, J.C., Weiss, L.W., 2004. Skeletal muscle and
hormonal adaptations to circuit weight training in untrained men. Scand. J. Med.
Sci. Sports 14, 176–185.
Huang, G., Shi, X., Davis-Brezette, J.A., Osness, W.H., 2005. Resting heart rate changes
after endurance training in older adults: a meta-analysis. Med. Sci. Sports Exerc.
37, 1381–1386.
Hunter, G.R., Wetzstein, C.J., Fields, D.A., Brown, A., Bamman, M.M., 2000. Resistance
training increases total energy expenditure and free-living physical activity in
older adults. J. Appl. Physiol. 89, 977–984.
Hunter, G.R., Bryan, D.R., Wetzstein, C.J., Zuckerman, P.A., Bamman, M.M., 2002. Resistance training and intra-abdominal adipose tissue in older men and women. Med.
Sci. Sports Exerc. 34, 1023–1028.
Hunter, G.R., McCarthy, J.P., Bamman, M.M., 2004. Effects of resistance training on older
adults. Sports Med. 34, 329–348.
Hyatt, R.H., Whitelaw, M.N., Bhat, A., Scott, S., Maxwell, J.D., 1990. Association of muscle
strength with functional status of elderly people. Age Ageing 19, 330–336.
Idanpaan-Heikkila, J.E., 2001. Ethical principles for the guidance of physicians in medical research–the Declaration of Helsinki. Bull. World Health Organ. 79, 279.
Janssen, I., Ross, R., 2005. Linking age-related changes in skeletal muscle mass and
composition with metabolism and disease. J. Nutr. Health Aging 9, 408–419.
Kay, S.J., Fiatarone Singh, M.A., 2006. The inﬂuence of physical activity on abdominal
fat: a systematic review of the literature. Obes. Rev. 7, 183–200.
Laukkanen, P., Heikkinen, E., Kauppinen, M., 1995. Muscle strength and mobility as
predictors of survival in 75–84-year-old people. Age Ageing 24, 468–473.
Lexell, J., Downham, D.Y., Larsson, Y., Bruhn, E., Morsing, B., 1995. Heavy-resistance
training in older Scandinavian men and women: short- and long-term effects on
arm and leg muscles. Scand. J. Med. Sci. Sports 5, 329–341.

Lohman, T., Going, S., Pamenter, R., Hall, M., Boyden, T., Houtkooper, L., Ritenbaugh, C.,
Bare, L., Hill, A., Aickin, M., 1995. Effects of resistance training on regional and total
bone mineral density in premenopausal women: a randomized prospective study.
J. Bone Miner. Res. 10, 1015–1024.
Marshall, D., Johnell, O., Wedel, H., 1996. Meta-analysis of how well measures of bone
mineral density predict occurrence of osteoporotic fractures. BMJ 312, 1254–1259.
McAuley, E., 1992. The role of efﬁcacy cognitions in the prediction of exercise behavior
in middle-aged adults. J. Behav. Med. 15, 65–88.
Metter, E.J., Talbot, L.A., Schrager, M., Conwit, R., 2002. Skeletal muscle strength as a
predictor of all-cause mortality in healthy men. J. Gerontol. A Biol. Sci. Med. Sci.
57, B359–B365.
Paoli, A., Pacelli, F., Bargossi, A.M., Marcolin, G., Guzzinati, S., Neri, M., Bianco, A., Palma,
A., 2010. Effects of three distinct protocols of ﬁtness training on body composition,
strength and blood lactate. J. Sports Med. Phys. Fitness 50, 43–51.
Paoli, A., Moro, T., Marcolin, G., Neri, M., Bianco, A., Palma, A., Grimaldi, K., 2012.
High-Intensity Interval Resistance Training (HIRT) inﬂuences resting energy expenditure and respiratory ratio in non-dieting individuals. J. Transl. Med. 10,
237.
Rantanen, T., Harris, T., Leveille, S.G., Visser, M., Foley, D., Masaki, K., Guralnik, J.M.,
2000. Muscle strength and body mass index as long-term predictors of mortality
in initially healthy men. J. Gerontol. A Biol. Sci. Med. Sci. 55, 168–173.
Reeves, N.D., Narici, M.V., Maganaris, C.N., 2004. Effect of resistance training on skeletal
muscle-speciﬁc force in elderly humans. J. Appl. Physiol. 96, 885–892.
Rhodes, E.C., Martin, A.D., Taunton, J.E., Donnelly, M., Warren, J., Elliot, J., 2000. Effects
of one year of resistance training on the relation between muscular strength and
bone density in elderly women. Br. J. Sports Med. 34, 18–22.
Robbins, A.S., Rubenstein, L.Z., Josephson, K.R., Schulman, B.L., Osterweil, D., Fine, G.,
1989. Predictors of falls among elderly people: results of two population-based
studies. Arch. Intern. Med. 149, 1628–1633.
Ruiz, J.R., Sui, X., Lobelo, F., Morrow, J.R., Jackson, A.W., Sjöström, M., Blair, S.N., 2008.
Association between muscular strength and mortality in men: prospective cohort
study. BMJ 337, 92–95.
Seals, D.R., Hagberg, J.M., Hurley, B.F., Ehsani, A.A., Holloszy, J.O., 1984. Endurance training in older men and women. I. Cardiovascular responses to exercise. J. Appl. Physiol. 57, 1024–1029.
Staron, R.S., Karapondo, D.L., Kraemer, W.J., Fry, A.C., Gordon, S.E., Falkel, J.E.,
Hagerman, F.C., Hikida, R.S., 1994. Skeletal muscle adaptations during early
phase of heavy-resistance training in men and women. J. Appl. Physiol. 76,
1247–1255.
Sui, X., LaMonte, M.J., Laditka, J.N., Hardin, J.W., Chase, N., Hooker, S.P., Blair, S.N., 2007.
Cardiorespiratory ﬁtness and adiposity as mortality predictors in older adults.
JAMA 298, 2507–2516.
Thompson, W.R., Gordon, N.F., Pescatello, L.S., 2009. Guidelines for Exercise Testing and
Prescription. Lippincott Williams & Wilkins, Hagerstown.
Tiedemann, A., Sherrington, C., Close, J.C., Lord, S.R., 2011. Exercise and Sports Science
Australia position statement on exercise and falls prevention in older people. J. Sci.
Med. Sport 14, 489–495.
Vincent, K.R., Braith, R.W., 2002. Resistance exercise and bone turnover in elderly men
and women. Med. Sci. Sports Exerc. 34, 17–23.
Weir, J.B., 1949. New methods for calculating metabolic rate with special reference to
protein metabolism. J. Physiol. 109, 1–9.

