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Abstract There are conflicting reports of the effects of
hormone replacement therapy (HRT) on strength pres-
ervation in postmenopausal women, while any effect on
power output has received little attention. Decreased
steadiness of force generation has been reported in older
muscles and may be related to the hormonal changes
associated with the menopause, but the effect of HRT
has not been investigated. We have studied the effect of
HRT on strength, power output and isometric force
steadiness in healthy women. Sixteen young (aged
27.4±1.4 years, mean ± SEM) and 29 postmenopausal
women were studied. Fifteen of the latter were taking
HRT (68.1±1.4 years, HRT+) and 14 (70.5±1.5 years,
HRT�) had never done so. During isometric quadriceps
contractions the force steadiness (coefficient of variation
of force) was measured at 10, 25, 50 and 100% maxi-
mum voluntary contraction (MVC). The average power
generated by an explosive leg extension was recorded.
The HRT� group generated less power (110.2±7.2 W)
than both the HRT+ (136.5±10.9 W, P=0.027) and
young (136.2±5.8 W, P=0.027) subjects. Power output
was similar in the HRT+ and younger subjects. The
HRT� subjects were weaker than the younger ones
(241.3±14.0 N vs. 297.6±13 N, P=0.006). The
strength of the HRT+ group (255.5±14 N) was not
significantly different to the other two groups. There was
no difference in steadiness between the three groups at
any of the force levels. HRT appears to maintain power
output to a greater extent than isometric strength in
postmenopausal women. There was no evidence for an
effect of either age or HRT on isometric steadiness in the
quadriceps.
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Introduction

The progressive muscle atrophy associated with ageing
(Lexell et al. 1983, 1988; Janssen et al. 2000) results in
decreased strength (Skelton et al. 1994; Jubrias et al.
1997; Lindle et al. 1997; Vandervoort et al. 1990;
Frontera et al. 2000), predominantly due to a loss in the
size and number of type II fibres (Lexell et al. 1983,
1988; Lexell and Downham 1992). This affects the
ability to perform everyday tasks and may be related to
the risk of falling. Whilst strength is clearly important,
the ability to generate power is arguably more important
in functional terms both for the performance of every-
day activities and also in the ability to correct posture
and avoid falling. There are some reports that power
output decreases more than isometric force generation
(Skelton et al. 1994; Vandervoort et al. 1990; Bassey
et al. 1992), presumably due to the combined effects of
atrophy and mechanical slowing, but this has been little
researched.

The age-related decline in strength in women occurs
dramatically at the menopause (Phillips et al. 1992;
Samson et al. 2000), presumably as a consequence of
hormonal changes. Hormone replacement therapy
(HRT) is widely used and affects many tissues and sys-
tems. It has been reported to reduce the postmenopausal
loss of strength (Heikkinen et al. 1997; Greeves et al.
1999; Skelton et al. 1999; Onambele et al. 2001), al-
though not all workers have found this (Brown et al.
1997; Armstrong et al. 1996).

There are reports that the ability to perform steady
force muscle contractions also decreases with age (Gal-
ganski et al. 1993; Erim et al. 1999; Enoka et al. 1999;
Laidlaw et al. 1999; Burnett et al. 2000; Graves et al.
2000; Semmler et al. 2000; Tracy and Enoka 2002). Most
of these have studied upper limb muscles (Galganski
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et al. 1993; Erim et al. 1999; Laidlaw et al. 1999; Burnett
et al. 2000; Semmler et al. 2000; Tracy and Enoka 2002),
although a loss of steadiness in weight bearing muscles
would have a much greater implication for functional
activities such as standing and walking and possibly the
risk of falling. There are few reports of steadiness of
force generation in the quadriceps; Tracy and Enoka
(2002) found decreased steadiness in older people al-
though Hortobágyi et al. (2001) and Schiffman et al.
(2002) did not.

The muscle weakness in older people and animals
appears not to be fully explained by atrophy and may be
related to altered motor control (Jubrias et al. 1997;
Enoka et al. 2003). While the mechanisms underlying an
effect of HRT on skeletal muscle are unclear, it has been
suggested that it might be due to a central nervous sys-
tem mechanism involving motor control. There are re-
ports that increased levels of oestrogen are associated
with enhanced motor skills and co-ordination (Hamp-
son 1990; McEwen and Alves 1999) and the oscillatory
output of motor neurones (Smith 1998). Therefore any
age-related decrease in steadiness may have an under-
lying mechanism similar to that of the loss of strength. If
this is so, then HRT may affect both.

In view of the reported effects of HRT on muscle
strength and possibly on motor control, motor skills and
coordination, we hypothesised that it would also pre-
serve power generation and the steadiness of contraction
force. The aim of this study was therefore to investigate
leg extensor power output, quadriceps isometric strength
and steadiness in three groups of healthy women;
younger, premenopausal ones and two groups of post-
menopausal ones—those who were taking HRT
(HRT+) and those who had never done so (HRT�).

Methods

Subjects

A total of 45 women participated in this study which was
approved by the local ethics committee. All subjects
gave written informed consent prior to participating.
There were 16 younger healthy controls [aged
27.4±5.6 years (mean ± SD)], 15 older women on
HRT (HRT+, 68.1±5.3 years) and 14 older women
who had never received any form of HRT (HRT�,
70.5±5.8 years). The older subjects were all aged
>60 years. Those who were on HRT had been taking it
for an average of 13.2±5.5 years. Nine women were
taking combined oestrogen and progesterone and six
were taking oestrogen-only forms.

Young subjects were recruited from friends and col-
leagues. They all had normal menstrual cycles. Older
subjects were recruited from an existing database of el-
derly subjects, adverts in the local newspaper and the
University of the Third Age. Candidates were excluded
if they were receiving any form of medication that

affected the central nervous system, suffered from any
neurological disorder, osteoarthritis or painful condi-
tions of their legs, or had any prosthetic leg joints. Their
health status was discussed and they completed a basic
health questionnaire.

Activity levels of the older groups were similar. The
HRT+ group performed an average of 2.5±2.4 h
(range 0–6.5) of exercise per week and the HRT� group
did 2.7±2.9 h (range 0–8) per week. This consisted of
light activities such as dancing, walking, swimming and
yoga. The young subjects had slightly higher activity
levels (4.6±2.6 h, range 1.5–8) but this was still light
activity.

Procedures

Isometric quadriceps strength

The subjects sat in a custom-built adjustable strength
testing chair (Edwards et al. 1977) with their hips and
knees flexed to 90� and arms folded. The pelvis was
stabilised by a lap strap. A strap around the ankle was
attached to a non-extensible cable to a strain gauge at
the back of the chair. The output from the strain gauge
was amplified and sampled at 10,000 Hz—higher than
needed but used because of other tests being carried out.
Knee extensor force output was displayed on a computer
screen visible to the subject.

Three maximal voluntary contractions (MVCs) were
performed and held for 5 s with visual and verbal
feedback. Rest periods of 15 s were given between each
attempt. In the rare event of a force plateau not having
occurred after three attempts, further attempts were al-
lowed. The MVC of both legs was measured and entered
into the analysis. The force signals were A to D con-
verted [Cambridge Electronic Devices (CED), UK] and
recorded on a PC for subsequent analysis.

Isometric quadriceps steadiness

Visual targets representing forces of 10, 25 and 50%
MVC were displayed on the PC monitor in front of the
subjects. The subject was asked to perform an isometric
contraction at each force level and maintain the con-
traction as steadily as possible for 10 s. Fifteen second
rest periods were given between contractions.

Two readings were taken for each level. Each leg was
tested separately for all of the tests. An average of the
two legs is reported here.

Power output

The maximal explosive leg extensor power was measured
with the Nottingham Power Rig (Bassey and Short
1990). Briefly, the subjects sat on a seat which was ad-
justed to their leg length. The foot to be tested rested on
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a flat pedal and at the start the hip and knee were flexed.
They were asked to push the pedal away from them in a
forward direction as fast as possible and made a move-
ment of 220 mm to finish with their knee almost fully
extended. This caused a flywheel to turn via a lever. The
velocity of the flywheel was measured by an optoswitch
and used to calculate the average leg extensor power.
Initially the brake of the flywheel prevented movement
until released just after the subject was asked to push as
fast and hard as possible. The other leg rested on the
ground and subjects kept their arms folded.

This was repeated six times, or until the power output
reached a plateau. The average power achieved was re-
corded for each leg.

Data analysis

Isometric force and steadiness

Analysis was performed using Signal software (Version
2.10, CED). For measurement of steadiness the coeffi-
cient of force variation (CV = SD/mean · 100) was
used to indicate fluctuation of the force around the
target level.

The middle 1 s period of the MVC and 6 s for each
sub-maximal level were analysed. The time periods that
were analysed differed between MVC and sub-maximal
levels because subjects were unable to hold their MVC
for more than a few seconds. The central period of each
contraction was measured. An average of the two at-
tempts at each target level was taken.

Statistical analysis

A one-way ANOVA was used to compare the dependent
variable between the three subject groups (SPSS version
10.1). Tukey post-hoc comparisons were used to deter-
mine specific differences.

A power calculation revealed that seven subjects were
required in each group to detect a difference of 2.4 in
isometric steadiness with a power of 90% and an alpha
of 0.05.

Unless stated otherwise, data are presented as
mean ± SEM.

Results

All three groups were of similar body mass; young
62.6±5.9 kg (mean ± SD); HRT� 67.7±10.7 kg and
HRT+ 66.6±12.9 kg. There was no significant differ-
ence between the ages of the two older groups (HRT+
68.1±5.3 years and HRT� 70.5±5.8 years).

No significant differences were seen between the re-
sults of the women taking different types of HRT for any
of the parameters studied and therefore their data have
been combined.

Power output

The HRT+ group generated more power than the
HRT� one (136.5±10.9 W vs. 110.2±7.2 W,
P=0.027). The young group (136.2±5.8 W) were more
powerful than the HRT� subjects (P=0.027). There
was no significant difference between the young and
HRT+ subjects (Fig. 1a).

MVC (Fig. 1b)

There was no difference between the two older groups.
The young group (297.7±13.0 N) were stronger than
the HRT� subjects (241.3±14.0 N, P=0.006), but
similar to the HRT+ group (255.5±12.9 N).

Isometric steadiness

There was considerable individual variation in the
amount of steadiness in all groups. Typical traces are
shown in Fig. 2. In Fig. 2b the first attempt was so poor
that it was not used for analysis and a second attempt
was made

When the fluctuations were normalised relative to the
mean force level (CV) there was a tendency for all sub-
ject groups to be most steady at MVC (Fig. 3). Young

Fig. 1 Quadriceps leg extension power (a) and MVC (b) in the
three groups. *Significantly greater than HRT� (P=0.027 for
power and 0.006 for MVC)
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subjects appeared to decline in steadiness with decreas-
ing target force, however there was no clear relationship
between force and steadiness for the older women. There
were no significant differences between the three groups
at any of the force levels.

Discussion

These results indicate that HRT has a greater effect on
power output than strength. The HRT+ group had
similar strength and power output to the young subjects
and also had a higher power output than the HRT�
group. The younger subjects were the stronger than the
older women who had never received HRT, in agreement
with previous studies (Jubrias et al. 1997; Phillips et al.
1992, 1998; Klein et al. 2001; Greeves et al. 1999; Skelton
et al. 1999; Onambele et al. 2001; Sipila et al. 2001). A
similar pattern was found for explosive leg extension
power generation (Whipple et al. 1987;Martin et al. 2000).

The finding that the HRT+ group generated more
power but produced similar forces than the HRT�
group suggests that HRT may have an effect on con-
tractile speed and particularly on functional perfor-
mance. This might be due to a relative preservation of
fast twitch, type II muscle fibres, but we are unaware of
any data on this. From our data we are unable to
measure contractile speed, but it would be useful to do
this in future studies. Since it has been suggested previ-
ously that ageing affects power output more than iso-
metric force generation (Skelton et al. 1994;
Vandervoort et al. 1990; Bassey et al. 1992), HRT may
maintain power output either by an effect on contractile
speed or on the central nervous system (McEwen and
Alves 1999; Hampson 1990; Smith 1998). Our finding
that isometric steadiness was similar in all three groups
does not support the latter. However our older subjects
were relatively active, and had similar levels of physical
activity to the younger subjects and it would be inter-
esting to investigate this in a more frail elderly popula-
tion.

The greater effect on power output than isometric
force might be due to the older subjects being able to
achieve higher levels of voluntary activation during the
more functional leg extension test. While the majority of
young subjects appear to be able to achieve virtually full
voluntary activation in the unfatigued quadriceps, there
is some debate about whether older people are able to
achieve similar levels. There are reports that similar
levels of voluntary activation are found in young and old
subjects (Roos et al. 1999; Jakobi and Rice 2002) while
others find reduced activation in older people in the
order of 5–10% (Harridge et al. 1999; Stevens et al.
2001, 2003). Although voluntary activation was not
measured in this group of subjects, we have examined
this in other young and older people and in currently
unpublished results have found no differences between
the two age groups. Another possible explanation could
be different levels of activity in antagonistic muscle
activity with age and also between the two groups. It has

Fig. 2 Force traces from a more (a) and a less (b) steady subject
during trials at 50, 25 and 10%MVC. Subject bmade two attempts
at the 50% level. Examples of both of these were found in all the
three groups studied

Fig. 3 Steadiness (CV) for the
three groups at the force levels
studied. The higher values show
greater fluctuation around the
target level and therefore
greater unsteadiness. There
were no significant differences
between the groups. Solid bars
represent young subjects;
vertical stripes represent
HRT+ and horizontal stripes
HRT�
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been suggested that older people have greater activity of
antagonist muscles during isometric contractions (e.g.
Macaluso et al. 2002) but whether this also occurs dur-
ing dynamic and more functional movements is not
clear.

The equipment used to measure leg extension power
was specifically designed for use with elderly people. It is
not weight bearing and does not require the subjects to
control their posture and balance, therefore it is not
valid to translate these results to steadiness during
functional activities. The fact that body mass does not
feature in the equation of power and also that average,
rather than peak, power was calculated means that our
power values are lower than those where different
equipment and protocols have been used. However the
values reported here are similar to those reported for the
same equipment for older people (Bassey et al. 1994,
2002). Equally our strength measurements are similar to
those reported previously for healthy but untrained
young (Edwards et al. 1977; Young et al. 1984; Ruth-
erford and Jones 1992) and older (Young et al. 1984;
Rutherford and Jones 1992; Schiffman and Luchies
2001; Hortobágyi et al. 2002; Tracy and Enoka 2002;
Skelton et al. 1994, 2002) subjects.

Although there was a tendency for the younger sub-
jects to have higher force variations during sub-maximal
contractions there were no significant differences be-
tween the two age groups. This is in contrast to previous
studies that have reported decreased steadiness with
ageing in the first dorsal interosseous (FDI) and quad-
riceps (Galganski et al. 1993; Tracy and Enoka 2002).
Two studies on the quadriceps however have also failed
to find this (Hortobágyi et al. 2001; Schiffman et al.
2002). The discrepancy may be accounted for by differ-
ences in individual muscle groups, although this is not
obvious. Another possibility is that of methodological
differences; in some cases the absolute force variance
(SD) has been measured which does not take into ac-
count any difference in strength with ageing.

Differences in the results of studies on different
muscles could be due also to their composition and
functional role. Postural weight bearing muscles such as
the quadriceps consist of larger motor units and there-
fore are less capable of fine control. Differences in
steadiness may be masked by the larger motor units
being recruited at low levels of force in all age groups
when the greatest differences in steadiness are usually
observed (Schiffman et al. 2002). Hortobágyi et al.
(2001) used absolute force targets and therefore the
older and weaker people were working at a higher pro-
portion of their MVC. Muscle mass is known to be af-
fected variably by ageing in different parts of the body
(Janssen et al. 2000).

Different results could also be accounted for by
differing levels of physical activity of subjects in the
studies since one effect of repeated activity is to im-
prove the skill and precision of movement. However
the activity levels of the two older groups in our study
were similar. Strength training has been reported to

increase force steadiness in older people (Tracy et al.
2004), and it may be that our older population were
more active and therefore trained than those studied by
other workers.

The younger subjects in the present study had com-
parable isometric steadiness values to those in other
studies (or were more steady) although the older women
were considerably steadier (Tracy and Enoka 2002),
suggesting that there are populations of ‘steady’ and
‘unsteady’ older individuals. The older subjects were
recruited through advertisements and therefore were
highly motivated. In the older HRT� group physical
activity level was significantly correlated with isometric
steadiness at 25 and 50% MVC, lending support to the
possibility that activity level and ability to hold a steady
isometric contraction force may be linked. There was
considerable individual variation in the steadiness of the
older subjects.

The effect of HRT on muscle contraction steadiness
has not been studied previously. This study provided no
evidence to suggest that HRT affects force steadiness.
However, it has been reported that HRT helps to restore
strength lost at the menopause, but does not increase it
beyond baseline levels (Skelton et al. 1999), while the
greatest strength gains are seen in the weakest people
(Heikkinen et al. 1997). It may be that the strength and
steadiness have to drop below a critical value before
intervention strategies have an effect.

The mechanism behind strength increasing with HRT
and when oestrogen is at its highest during the menstrual
cycle is not known, although HRT has been claimed to
increase muscle cross-sectional area (Kent-Braun et al.
2000). Direct action may be due to muscle oestrogen
receptors, or female sex hormones may also interact with
the receptors of other hormones (Sipila and Poutamo
2003). Alternatively these hormones may have an effect
on the CNS and therefore motor control. Increased
oestrogen levels have been shown to improve fine motor
skills and co-ordination (McEwen and Alves 1999;
Hampson 1990) and effect oscillatory output of neuro-
nes (Smith 1998); all these suggest that HRT could have
beneficial effects on steadiness of movement if this were
impaired.

In conclusion, these findings indicate that HRT offers
greater protection against the age-related changes in
power output than isometric strength. The generation of
power is of particular importance for functional activi-
ties where relatively rapid movements are needed to
maintain and restore balance since ageing is associated
with an increased incidence of falling. Although some
studies have reported that the ability of muscles to hold
a steady force isometric contraction is reduced with age,
we have not found this in the quadriceps, and steadiness
was unaffected by the use of HRT.

Further work is required to determine the effects of
ageing on steadiness in different muscle groups in people
with differing levels of physical activity and to compare
differences between older people who do and do not fall
regularly.
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Hortobágyi T, Tunnel D, Moody J, Beam S, De Vita P (2001) Low
or high intensity strength training partially restores impaired
quadriceps force accuracy and steadiness in aged adults. J
Gerontol 56A:38–47

Jakobi JM, Rice CL (2002) Voluntary muscle activation varies with
age and muscle group. J Appl Physiol 93:457–462

Janssen I, Heymsfield SB, Wang Z, Ross R (2000) Skeletal muscle
mass and distribution in 468 men and women aged 18–88 years.
J Appl Physiol 89:81–88

Jubrias SA, Odderson IR, Esselman PC, Conley KE (1997) Decline
in isokinetic force with age: muscle cross-sectional area and
specific force. Pflugers Arch Eur J Physiol 434:246–253

Kent-Braun JA, Ng AV, Young K (2000) Skeletal muscle con-
tractile and noncontractile components in young and older
women and men. J Appl Physiol 88:662–668

Klein CS, Rice CL, Marsh GD (2001) Normalized force, activa-
tion, and coactivation in the arm muscles of young and old
men. J Appl Physiol 91:1341–1349

Laidlaw DH, Bilodeay M, Enoka RM (1999) Steadiness is reduced
and motor-unit discharge is more variable in old adults. Muscle
Nerve 23:600–612

Lexell J, Downham D (1992) What is the effect of ageing on type 2
muscle fibres. J Neurol Sci 107:250–251

Lexell J, Henriksson-Larsen K, Winblad B, Sjostrom M (1983)
Distribution of different fibre types in human skeletal muscles:
effects of ageing studied in whole muscle cross-sections. Muscle
Nerve 6:588–595

Lexell J, Taylor CC, SjostromM (1988) What is the cause of ageing
atrophy? J Neurol Sci 84:275–294

Lindle RS, Metter EJ, Lynch NA, Fleg JL, Fozard JL, Tobin J et al
(1997) Age and gender comparisons of muscle strength in 654
women and men aged 20–93 years. J Appl Physiol 83:1581–
1587

Macaluso A, Nimmo MA, Foster JE, Cockburn M, McMillan NC,
De Vito G (2002) Contractile muscle volume and agonist–
antagonist coactivation account for differences in torque be-
tween young and older women. Muscle Nerve 25:858–863

Martin JC, Farrar RP, Wagner BM, Spirduso WW (2000) Maxi-
mal power across the lifespan. J Gerontol A Biol Sci Med Sci
55:M311–M316

McEwen BS, Alves SE (1999) Estrogen actions in the central ner-
vous system. Endocrine Rev 20:279–307

Onambele NGL, Skelton DA, Bruce SA, Woledge RC (2001)
Follow-up study of the benefits of hormone replacement ther-
apy on isometric muscle strength of adductor pollicis in post-
menopausal women. Clin Sci 100:421–422

Phillips SK, Rook KM, Siddle NC, Bruce SA, Woledge RC (1992)
Muscle weakness in women occurs at an earlier age than in
men, but strength is preserved by hormone replacement ther-
apy. Clin Sci 83:1–4

Phillips SK, Woledge RC, Bruce SA, Young A, Levy D, Yeo A
et al (1998) A study of force and cross-sectional area of
adductor pollicis muscle in female hip fracture patients. J Am
Geriatr Soc 46:999–1002

Roos MR, Rice CL, Connelly DM, Vandervoort AA (1999)
Quadriceps muscle strength, contractile properties and motor
unit firing rates in young and old men. Muscle Nerve 22:1094–
1103

Rutherford OM, Jones DA (1992) The relationship of muscle and
bone loss and activity levels with age in women. Age Ageing
21:286–293

Samson MM, Meeuwsen IBAE, Crowe A, Dessens JAG, Dursma
SA, Verhaar HJJ (2000) Relationships between physical per-
formance measures, age, height and body weight in healthy
adults. Age Ageing 29:235–242

Schiffman JM Luchies CW (2001). The effects of motion on force
control abilities. Clin Biomech 16:505–513

Schiffman JM, Luchies CW, Richards LG, Zebas CJ (2002) The
effects of age and feedback on isometric knee extensor force
control abilities. Clin Biomech 17:486–493

Semmler JG, Steege JW, Kornatz KW, Enoka RM (2000) Motor-
unit synchronization is not responsible for larger motor-unit
forces in old adults. J Neurophysiol 84:358–366

Sipila S, Taaffe DR, Cheng S, Puolakka J, Toivanen J, Suominen
H (2001) Effects of hormone replacement therapy and high-
impact physical exercise on skeletal muscle in post-menopausal
women: a randomized placebo-controlled study. Clin Sci
101:147–157

Sipila S, Poutamo J (2003) Muscle performance, sex hormones and
training in peri-menopausal and post-menopausal women.
Scand J Med Sci Sports 13:19–25

297



Skelton DA, Greig CA, Davies JM, Young A (1994) Strength,
power and related functional ability of healthy people aged 65–
89 years. Age Ageing 23:371–377

Skelton DA, Kennedy J, Rutherford OM (2002) Explosive power
and asymmetry in muscle function amongst community dwell-
ing frequent fallers and non-fallers aged over 65. Age Ageing
31:119–125

Skelton DA, Phillips SK, Bruce SA, Naylor CH, Woledge RC
(1999) Hormone replacement therapy increases isometric mus-
cle strength of adductor pollicis in post-menopausal women.
Clin Sci 96:357–364

Smith SS (1998) Estrous hormones enhance coupled, rhythmic
olivary discharge in correlation with facilitated limb stepping.
Neuroscience 82:1:83–95

Stevens JE, Binder-Macleod S, Snyder-Mackler L (2001) Charac-
terization of the human quadriceps muscle in active elders. Arch
Phys Med Rehabil 82:973–978

Stevens JE, Stackhouse SK, Binder-Macleod SA, Snyder-Mackler
L (2003) Are voluntary activation deficits in older adults
meaningful? Muscle Nerve 27:99–101

Tracy BL, Byrnes WC, Enoka RM (2004) Strength training reduces
force fluctuations during anisometric contractions of the
quadriceps femoris muscles in old adults. J Appl Physiol
96:1530–1540

Tracy BL, Enoka RM (2002) Older adults are less steady during
submaximal isometric contractions with the knee extensor
muscles. J Appl Physiol 92:1004–1012

Vandervoort AA, Kramer JF, Wharram ER (1990) Eccentric knee
strength of elderly females. J Gerontol 45:125–128

Whipple RH, Wolfson LI, Amerman PM (1987) The relationship
of knee and ankle weakness to falls in nursing home residents:
an isokinetic study. J Am Geriatr Soc 35:13–20

Young A, Stokes M, Crowe M (1984) Size and strength of the
quadriceps muscles of old and young women. Eur J Clin Invest
14:282–287

298


	Sec1
	Sec2
	Sec3
	Sec4
	Sec5
	Sec6
	Sec7
	Sec8
	Sec9
	Sec10
	Sec11
	Sec12
	Sec13
	Sec14
	Fig1
	Sec15
	Fig2
	Fig3
	Ack
	Bib
	CR1
	CR2
	CR3
	CR4
	CR5
	CR6
	CR7
	CR8
	CR9
	CR10
	CR11
	CR12
	CR13
	CR14
	CR15
	CR16
	CR17
	CR18
	CR19
	CR20
	CR21
	CR22
	CR23
	CR24
	CR25
	CR26
	CR27
	CR28
	CR29
	CR30
	CR31
	CR32
	CR33
	CR34
	CR35
	CR36
	CR37
	CR38
	CR39
	CR40
	CR41
	CR42
	CR43
	CR44
	CR45
	CR46
	CR47
	CR48
	CR49
	CR50
	CR51
	CR52

