
Introduction

Regular physical activity has been represented a
prime principles in the management of children and
adolescents with type 1 Diabetes Mellitus (T1DM),
even before the introduction of insulin therapy. Cur-
rent guideline suggest the association of regular physi-
cal exercise, insulin therapy and adequate education as
an essential component of the management of patients
with T1DM (1). Nowadays, because all levels of phy-
sical activity can be performed by individuals with
T1DM many patients are able to incorporate exercise
into daily routine even as competitive performance (2).

Several studies have demonstrated the association
between life style and prevention of chronic diseases
in the general population (3). These observational stu-
dies have shown a reduction of morbidity for vascular
diseases in trained subjects who present adequate car-
diovascular fitness and practise regular exercise (4).
The protective role of a higher exercise capacity is
confirmed in the presence of different risk factors in-
cluding diabetes. In fact all the several health benefits
associated to regular physical activity for children are
reported even in T1DM subjects. However, although
patients with T1DM may be encourage to participate
in all kind of sports and physical activities, several po-
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tential adverse events could occur during physical
exercise (1).

Thus physicians, children and young adults with
T1DM may adequately know both the benefits and
the risk related to muscle exercise in order sport to be
healthy and enjoyable.

Exercise-related benefits and risks in children and
young adults with T1DM

Physical exercise has been shown to have multi-
ple health benefits for everyone including those with
T1DM (table 1). In patients with adequate metabolic
control, regular physical exercise improves insulin sen-
sitivity leading to a significant daily insulin require-
ment (1). Furthermore regular activity appears to be
associated to reduced glycaemic levels during and af-
ter muscle exercise and lower post-prandial glycaemic
peak (5). Although these several benefits on glucose
metabolism, controlled studies have not been able to
show long-term improvement on metabolic control in
patients with T1DM who practise regular exercise (6).
However because optimized insulin therapy, meals
and physical exercise are the three major factors in-
fluencing long-term metabolic control, these contra-
sting results may be in part explained. Exercise has
others health-promoting benefits for people with and
without diabetes. In fact numerous study have de-
monstrated that improvements in lipid profile and
blood pressure occur with physical training (7-8).
Physical training appears to improve muscle ability to

up-take and oxidize free fatty acid. All these effects re-
sults in a protective role on the risk cardiovascular di-
sease. Finally, all the beneficial effects on psychologi-
cal well-being, cardiovascular fitness, muscle capacity
and especially on obesity prevalence may be reported
even for the patients with T1DM.

Although children and young adults with T1DM
may be encourage to participate fully in sports, during
physical exercise may occurs several potential adverse
events (table 2) (9). The exercise-related influence on
glucose metabolism and the subverted physiological
modulation of insulin rate during and following exer-
cise appear to be the first determinant in exercise-as-
sociated complications. In fact, in the setting of a fixed
dose of insulin given prior to exercise, patients with
T1DM may experience hypoglycemia both during
and several hours following exercise. Hypoglycaemic
episodes which can occur during exercise or 5-24
hours following exercise, may be due to hyperinsulini-
zation, inadequate insulin/glucagon rate or increased
insulin sensitivity. Furthermore physical exercise in
patients with T1DM may be associated to an increa-
sed risk of both hyperglycemia and ketosis. In fact du-
ring physical exercise the occurrence of insulin reple-
tion may induce increased blood glucose concentra-
tion mainly in patients with inadequate metabolic
control. Moreover hyperglycaemia occurs even in pa-
tients who are well controlled and insulin-replete, du-
ring high-intensity exercise because increasing cate-
cholamines and sympathetic nervous system depen-
dent activation of hepatic glucose production which
exceeds the rate of glucose utilization (10). Nonethe-
less physical exercise may worsen the diabetes-related
chronic complications. Exercise negatively affects se-
veral early microvascular and macrovascular that may
be detected in patients with T1DM mainly in those

Table 1. Benefits of physical exercise in patients with type 1
Diabetes Mellitus

- Reduces serum glycemic levels before and after exercise

- Improves insulin sensitivity

- Reduces of daily insulin dosage

- Improves post-prandial glycaemic peak

- Improves lipid profile

- Reduces weight and fat accumulation

- Improves cardiovascular facnction

- Improves blood pressare

- Contribution to psychological well-being and quality of life
- Improvement of muscle rate and capacity

Table 2. Adverse events during physical exercise in subjects
with type 1 Diabetes Mellitus

- Hypoglycemia 

- Hyperglycemia 

- Ketosis 

- Worsening of microvascular Retinopathy 
complications Nephropathy 

Neuropathy 
Autonomic Neuropathy 
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patients with long diabetes duration. In fact, in pa-
tients with retinopathy, vigorous exercise produces si-
gnificant increases in blood pressure and can accelera-
te proliferative diabetic retinopathy with risk of retinal
and vitreal haemorrhage and detachment. Although
no controlled trials have been demonstrated the asso-
ciation between exercise and progression of diabetic
nephropathy, vigorous physical exercise is associated to
an increased amount of protein excreted in the urine
in patients with proteinuria (11-12). However as exer-
cise also help to reduce blood pressure chronically the
resulting benefits are not clear cut and at present no
guidelines exist on either the benefits or risks of exer-
cise in the presence of nephropathy. In patients with
diabetic nephropathy, the underlying lack can predict
unnoticed foot ulcers and may induce articular and tis-
sue injury. Because the autonomic nervous system is
involved in all involuntary regulations, diabetic neuro-
pathy can produce a wide variety of effects as decrea-
se maximal cardiac capacity and outputs, decreased
cardiovascular rate to physical exercise, orthostatic hy-
potension, impaired sweating, impaired gastrointesti-
nal function that may be exacerbate during exercise
(13-16). Furthermore exercise may precipitates episo-
des of angina  in adults with diabetes with an increa-
sing risk of  underlying cardiac disease (17).

All these effects let to well understand both the
prominent importance of regular physical and the po-
tential adverse events related to exercise in patients
with T1DM. Thus it is of foremost importance that
physicians and children and young adults with T1DM
well known all the hormonal and metabolic changes
that occur during muscle exercise in order to prevent
adverse events during physical exercise.

Metabolic and glycaemic changes during exercise

Tissue and circulating energy content provided
by the three major fuels: fats, carbohydrates and pro-
teins. These different energy sources may be divided
into storage sources which may be mobilized after in-
creased request, and circulating sources which are im-
mediately available. The energy sources provide diffe-
rent energy. However, although fat caloric support is
higher, carbohydrate and especially muscle and liver

glycogen represent the most important caloric font di-
rectly modulating control of glucose metabolism (18).

At rest blood glucose concentrations must be
maintained within narrow limits. In this state, roughly
half of glucose uptake occurs in the brain, while only
20% is taken up by the muscle (18).

In the post-prandial state increased blood gluco-
se causes a rise in insulin release which reduces hepa-
tic glucose production and increases the disposal of
glucose in peripheral tissue. Some 90% of this clea-
rance occurs through increased uptake in skeletal mu-
scle mediated by GLUT-4 (19). In fact it has been wi-
dely demonstrated that insulin receptor activation in-
duces the translocation of the transporter protein to
the membrane surface (20).

During exercise there is an increase in blood flow
to the working muscles to improve oxygen delivery,
carbon dioxide disposal and energy substrate. Further-
more, because increased muscle energy requirements,
blood glucose concentration falls leading to suppres-
sion of insulin secretion and to activation of a variety
of counter-regulatory response (21). Elevation in
blood concentration of hormones like epinephrine,
norepinephrine, glucagons and growth hormone pro-
mote activation of hepatic gluconeogenesis and glyco-
genolysis, adipose lipolysis hepatic and muscle glyco-
genolysis. Furthermore exercise induces an increased
muscle glucose up-take through the insulin-indepen-
dent GLUT transporter recruitment (22). In fact it is
well know that exercise modulates GLUT transloca-
tion through different pathways inducing glucose in-
creased uptake and utilization. As the same effects ha-
ve been demonstrated even by glycogen depletion,
progressive glycogen utilization occurring during
exercise determine increased GLUT-dependent glu-
cose up-take in the post-exercise state (22).

The metabolic and hormonal changes during
exercise  are sequentially characteristic for each diffe-
rent phase of exercise (figure 1) (23-24). At rest the
skeletal muscle energy sources are mainly fats and the
hormonal control results from a balance between insu-
lin and glucagon secretion. Requirement of exercising
muscle is first supplied by intracellular depot of ade-
nosine triphosphate for the first minutes while the fol-
lowing minutes of muscular work are maintained by
muscle glycogen and by blood glucose. These two fir-



21Physical exercise and diabetes during childhood

st phases are characterized by decreased absolute insu-
lin levels and increased epinephrine levels and local re-
lative insulin levels related to the increased blood flow
to the working muscle. As exercise belong muscle me-
tabolizes blood glucose and successively during pro-
long exercise blood glucose and fatty acids. During
prolonged exercise hormonal response results respecti-
vely in increased secretion of cortisol and growth hor-
mone (22-24).

Factors affecting metabolic changes during exercise

During physical exercise the energy request pro-
gressively increases in the working muscle. However
the energy sources differ according to different factors.
In fact, several factors have been recognized to affect
the way that the body metabolizes fuel in the setting
of exercise: duration of exercise, intensity of exercise,
physical training and preexercise diet (25-29).

Duration of exercise represent an important fac-
tor that have been demonstrated to modulate fuel me-
tabolism during exercise. Over time metabolism shifts
from mainly glucose oxidation to fatty acid oxidation.
In fact during shorter physical exercise glycogen and
blood dependent glucose is greater than fat in the
working muscle; while during longer exercise fat beco-
mes the predominant fuel (26).

Intensity of exercise expressed by VO2max also
affects fuel metabolism. During high intensive physi-
cal exercise almost all of the metabolic fuel source is
glucose. However during low intensity exercise fat uti-
lization increases and glucose oxidation drastically de-
crease (27).

Physical training may also have an important im-
pact on fuel metabolism. In fact training improves the
ability to use fat for energy, insulin sensitivity and ske-
letal muscle glycogen synthase activity. Thus indivi-
duals who are trained athletes utilize fuel more effi-
ciently and lipid better than untrained subjects (29).

Finally pre-exercise diet can affect fuel metaboli-
sm during exercise (28). In fact, increased carbohydra-
tes oxidation during exercise may be secondary to a
diet rich in carbohydrates. Furthermore carbohydrates
intake may also restore hepatic and glycogen store
prior to exercise leading to adequate glucose produc-
tion during the following exercise.

Metabolic and glycaemic changes during exercise in
patients with T1DM

Correct knowledge on the metabolic and hormo-
nal response to physical exercise let to well understand
the biochemical disturbance that may occur during
muscle exercise in patients with diabetes. In fact du-
ring exercise even in patients with T1DM there is an
increase in blood flow to the working muscle groups
to improve oxygen delivery, carbon dioxide disposal
and energy substrate. Furthermore, because increased
muscle energy requirements, blood glucose concentra-
tion falls. However the regulation of blood glucose
concentration during exercise is not as well-controlled
as it is in normal subjects. In fact the physiological
suppressed insulin levels may not be physiologically
regulated leading to higher or lower insulin levels. All
these alterations result in a inadequate or exaggerated
glucose muscle uptake, inadequate or exaggerated glu-
cose liver production, inadequate or exaggerated free
fatty acid production in adipose tissue. Because the
blunted metabolic changes, exercise in patients with
T1DM may induce hypoglycaemic or hyperglycaemic
episodes which could onset both during and several
hours following exercise.

Figure 1. Integrated model metabolic and hormonal changes
during exercise  are sequentially characteristic for each diffe-
rent phase of exercise
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Exercise-dependent hypoglycemia in patients with
T1DM

The exercise-dependent fall in blood glucose
concentration observed in diabetic subjects represent
the most frequent adverse event during muscle activa-
tion (30). During and following muscle work in pa-
tients with T1DM, several circumstances may induce
an absolute increased blood insulin concentration
which results in hypoglycaemia. First, because type 1
diabetes related insulin absolute deficiency, muscle
exercise onset does not permit adrenergic dependent
insulin suppression (31). Furthermore because insulin
is delivered by injection or pump, serum insulin con-
centration are independent by exercise and moreover
may be enhanced by exercise if injected in exercising
area (32). As detected in normal subjects, even in pa-
tients with T1DM exercise induce increase insulin
sensitivity that may induce exaggerated glucose up-
take. This effect appears to be enhanced by hyperinsu-
linemic levels and especially after exercise cessation. In
fact following exercise, because the increased insulin
sensitivity and the depleted glycogen stores, muscle
glucose uptake increases leading increased insurgence
of hypoglycaemia most commonly nocturnal (33). In
addition because insulin levels may not be suppressed
during exercise, the elevated insulin levels may be as-
sociated to blunted insulin/glucagons rate and inade-
quate hepatic glucose production (34). Moreover
counter-regulatory response appears to be blunted in
patients with diabetes. In fact in patients with T1DM
decreased sympathetic nervous system response have
been detected. These alteration result in decreased
counter-regulatory responses to exercise related falling
glucose levels (35). All these factors determine the in-
crease the risk of exercise-induced hypoglycaemia in
patients with T1DM.

Several factors may affect the abnormal neuro-
hormonal changes detected during exercise in diabetic
patients enhancing the occurrence hypoglycaemia:
glycaemic trend, antecedent hypoglycemic episodes,
timing of exercise according to the last insulin injec-
tion, enhanced absorption of peripherally injected in-
sulin, duration and type of sport, enhanced insulin
sensitivity after exercise, timing and composition of
pre-exercise diet, autonomic defects (table 3) (36-39).

The glycaemic trend before, during and after exercise
and especially antecedent hypoglycemic episodes re-
present an important factor affecting a significant fall
in blood glucose concentration. In fact antecedent hy-
poglycaemia blunts the neuro-hormonal changes du-
ring exercise inducing an increased risk of hypoglycae-
mia during the subsequent muscle activation (36). The
same effects have been reported in subject who have
performed prior exercise (37).

The timing of exercise according to the last insu-
lin injection also represents an important factor affec-
ting the occurrence of hypoglycaemia during sport. In
fact because enhanced absorption of peripherally
injected insulin, hypoglycaemia risk is higher as shor-
ter is the time of the last insulin injection from the
exercise onset. This effect may be enhanced by insulin
injection into working muscle (39).

Thus several factors may influence the occurren-
ce of hypoglycemic episodes during sport. Physician
and subjects with diabetes mast well known all these
variables in order to prevent acute and late hypogly-
caemia.

Exercise-dependent hyperglycemia in patients with
T1DM

During muscle exercise, the physiologically sup-
pressed insulin concentrations represent the first re-
sponse of the body in order to prevent hypoglycaemia.
However adequate insulin concentrations regulate
blood glucose levels and prevent hyperglycemia.
Furthermore insulin facilitates glucose uptake locally
in the working muscle and may balance an excessive

Table 3. Risk factors influencing the occurrence of hypoglyce-
mic episodes during sport 

- Glycemic trend

- Timing of exercise according to the last insulin injection

- Enhanced absorption of peripherally injected insulin 

- Duration and type of sport 

- Enhanced insulin sensitivity after exercise

- Timing and composition of pre-exercise diet

- Antecedent exercise

- Autonomic defects
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blood glucose increased due to counter-regulatory
hormones. Thus, severe hyperglycemia and ketoacido-
sis could develop if both insulin levels are too low
before exercise and if muscle activity starts at insulin
levels that are too low to induce these regulatory ef-
fects (40). As exercise begins, hyperglycemia and ke-
toacidosis will deteriorate, with a further increase in
the production of counter-regulatory hormones which
induce hepatic glucose production and impaired mu-
scle glucose up-take and as a result rises in blood glu-
cose (41). During exercise the hyperglycaemic and ke-
tosis occurrence may be influence by several risk fac-
tors (table 4). Timing of physical exercise according to
the last insulin injection may strongly influence hy-
perglycemia and ketosis. In fact because insulin con-
centrations decrease progressively after injection, exer-
cise-related hyeprglycemia may be detected if exercise
starts too late according to the last insulin injection.
All these effects may be enhanced if poor metabolic
control defined by higher glycaemic trend occur befo-
re exercise (42). The risk of hyperglycemia is increased
by prolonged and high intensity exercise (43). In fact
during prolonged muscle lipid utilization increase in-
stead of glucose. Furthermore during high intensity
exercise [VO2 max > 80%] the conter-regulatory re-
sponse induce a drastic and rapid increase in glucose
production. Adequate hydration may influence hyper-
glycemia in the setting of physical exercise. In fact as
dehydration induces a relative hyperglycemia during
sport, adequate water load must be  take before and
during sport.

Strategies to prevent exercise induced adverse events
in patients with T1DM

Adequate knowledge of the several changes and
modulating-factors occurring during and following a

period of physical exercise in T1DM represents an
important advice on prevention of complications.

Diabetes education should focus on individualize
strategies to each patient based on their specific re-
sponse to a particular activity. Insulin demands during
exercise might differ substantially and first of all indi-
vidual experience must be collected in order to mini-
mize risk and thus glycemic control may be indivi-
dually optimized.

Although the importance of individual response
to physical activity is know well recognized, basilar ad-
vice may be taken into account. If physical exercise is
programmed prefer to start exercise roughly 1-3 hours
after a meal and insulin administration. Furthermore
manipulation of the daily insulin dosage and site of
injection may be useful approach to prevent hypogly-
caemia. In fact adequately relative-low insulin levels
by reducing dosage prior exercise and by avoiding
working area may reduce the rapidly increased gluco-
se up-take.

Careful check of blood glucose levels is also im-
portant to prevent hyperglycemia and ketosis during
and after exercise. In fact low insulin levels induce in-
creased blood glucose which if documented prior
exercise may be enhanced by muscle working especial-
ly by high intensive exercise. Thus supplemental insu-
lin should be given and exercise can begin once gluco-
se levels have fallen and ketosis has resolved.

Prior exercise diet need adequate carbohydrates
intake as blood glucose represent the most important
energy sources. Because muscle glucose uptake is in-
creasing during exercise, patients with diabetes have to
check blood glucose before and during muscle
working. If low levels are documented consider taking
carbohydrates prior or during activity. Furthermore
additional carbohydrates intake are needed if exercise
is longer than 30 minutes in order to prevent late on-
set hypoglycaemia. However whether it is usually re-
quired or not, the child and her family should have fa-
sting glucose available for emergency use during and
following period of exercise.

For children who are involved  in activities it is
important to let coaches or supervising adults know
of possible exercise related adverse events and have
fasting glucose and glucagons available for emer-
gency.

Table 4. Risk factors influencing the occurrence of hyperglyce-
mic episodes during sport 

- Glycaemic trend 

- Timing of exercise according to the last insulin injection

- Duration and type of sport 

- Hydration State 
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All subjects with T1DM may undergo a detailed
medical evaluation on the symptom and signs of ma-
nifested disease of heart and blood vessels, eyes, kid-
neys feet and nervous system. The screening of micro-
vascular and macrovacsular complications may con-
sent adequate advise in order to practise a safe sport.

Conclusion 

Current recommendation for children and adole-
scents with T1DM encourage physical activity. While
several adverse events may occur during physical exer-
cise in patients with diabetes, T1DM subjects may be
encourage to practise sport that may be aerobic, mo-
derate intensity, medium-long duration, regular, pro-
grammed (as possible), self-monitored, adequately hy-
drated and fuel integrated.

Patients and health professionals have to know in
details the physiological effect of physical exercise and
its metabolic events in order sport to be healthy and
enjoyable for all children, adolescents and young
adults with T1DM. Association of regular physical
exercise, insulin therapy and adequate education re-
present an essential component of the management of
patients with T1DM.

References

1. American Diabetes Association. Physical activity/exercise
and diabetes. Diabetes Care 2004; 27 (suppl 1): S58-S62.

2. Silverstein J, Klingensmith G, Copeland K, et al. Care of
children and adolescents with Type 1 diabetes a statement of
the American Diabetes Association. Diabetes Care 2005; 28:
186-212.

3. Myers J, Prakash M, Froelicher V, et al. Exercise capacity and
mortality among men referred for exercise testing. N Engl J
Med 2002; 346: 793-801.

4. Church TS, Cheng YJ, Earnest CP, et al. Exercise capacity
and body composition as predictors of mortality among men
with diabetes. Diabetes Care 2004; 27: 83-8.

5. Rasmussen OW, Lauszus FF, Hermansen K. Effects of po-
stprandial exercise on glycemic response in IDDM subjects:
studies at constant insulinemia. Diabetes Care 1994; 17:
1203–5.

6. Wallberg-Henriksson H, Gunnarsson R, Rossner S, Wahren
J. Long-term physical training I female Type 1 (insulin de-
pendent) diabetic patients: absence of significant effect on
glycaemic control and lipoprotein levels. Diabetologia 1986;
29: 53-7.

7. Huttunen JK, Lanisimies E, Voutilainen E, et al. Effect of
moderate physical exercise on serum lipoprotein. Circula-
tion 1979; 60: 1220-9.

8. Idzior-Walus B, Mattock MB, Solnica B, Stevens L, Fuller
JH, EURODIAB IDDM Complications Study Group.
Factors associated with plasma lipids and lipoproteins in
type 1 diabetes mellitus: The EURODIAB IDDM com-
plications study. Diabet Med 2001; 18: 786-96.

9. Wasserman DH, Zinman B. Exercise in individuals with
IDDM. Diabetes Care 1994; 17: 924-37.

10. Mitchell TH, Abraham G, Shiffrin A, Leiter LA, Marliss
EB. Hyperglycemia after intense exercise in IDDM
subjects during continuous subcutaneous insulin infusion.
Diabetes Care 1988; 11: 311-7.

11. Mogensen CE,Vittinghus E. Urinary albumin excretion
during exercise in juvenile diabetes. Scand J Clin Lab Invest
1975; 35: 295-300.

12. Viberti GC, Jarrett RJ, McCartneyM, Keen H. Increased
glomerular permeability to albumin induced by exercise in
diabetic subjects. Diabetologia 1978; 14: 293.300.

13. Hilsted J, Galbo H, Christensen NJ. Impaired cardiovascu-
lar responses to graded exercise in diabetic autonomic neu-
ropathy. Diabetes 1979; 28: 313-9.

14. Kahn JK, Zola B, Juni JE,Vinik AI. Decreased exercise
heart rate and blood pressure response in diabetic subjects
with cardiac autonomic neuropathy. Diabetes Care 1986; 9:
389-94.

15. Margonato AP, Gerundini P, Vicedomini G, Gilardi MC,
Pozza G, Fazio F. Abnormal cardiovascular response to
exercise in young asymptomatic diabetic patients with reti-
nopathy. Am Heart J 1986; 112: 554-60.

16. Colhoun HM, Francis DP, Rubens MB, Underwood SR,
Fuller JH. The association of heart-rate variability with car-
diovascular risk factors and coronary artery calcification: A
study in type 1 diabetic patients and the general population.
Diabetes Care 2001; 24: 1108-14.

17. Kannel WB, McGee DL. Diabetes and glucose tolerance as
risk factors for cardiovascular disease: The Framingham
Study. Diabetes Care 1979; 2: 920-6.

18. Ruderman NB, et al. Diabetes Care 1992; 15: 1787-93.
19. Ryder JW, Chibalin AV, Ziera JR. Intracellular mechani-

sms underlying increases in glucose uptake in response to
insulin or exercise in skeletal muscle Acta Physiol Scand
2001; 171: 249-57.

20. Wojtaszewski J, Hansen B, Gade J, et al. Insulin signaling
and insulin sensitivity after exercise in human skeletal mu-
scle diabetes 2000; 49:325–331

21. Bradley Z, Allison R, Lacy B and Wasserman D. Interac-
tion of exercise, insulin, and hypoglycemia studied using
euglycemic and hypoglycaemic insulin clamps. Am J Physiol
1997; 272: E530-E542.

22. Thorell A, Hirshman MF, Nygren J, et al. Exercise and in-
sulin cause GLUT-4 translocation in human skeletal mu-
scle. Am J Physiol 1999; 277: E733–E741.

23. Marliss EB. Vranic mladen intense exercise has unique ef-
fects on both insulin release and its roles in glucoregulation.
Diabetes 2002; 51 (Suppl. 1): S271–S283.



25Physical exercise and diabetes during childhood

24. Kreisman S, Mew N, Arsenault M, et al. Epinephrine infu-
sion during moderate intensity exercise increases glucose
production and uptake. Am J Physiol 2000; 278: E949-
E957.

25. Marliss E, Simantirakis E, Gougeon P, Halter C, Vranic
M. Glucoregulatory and hormonal responses to repeated
bouts of intense exercise in normal male subjects. J Appl
Physiol 1991; 71:924-933.

26. Romijn JA, Coyle EF, Sidossis LS, et al. Regulation of en-
dogenous fat and carbohydrate metabolism in relation to
exercise intensity and duration Am J Physiol 1993; 265:
E380-E391.

27. Romijn JA, Coyle EF, Sidossis LS, Rosenblatt J, Wolfe RR.
Substrate metabolism during different exercise intensities
in endurance-trained women J Appl Physiol 2000; 88: 1707-
14.

28. Jeukendrup A, Wagenmakers A, Stegen J, Gijsen A, Brouns
F, Saris W. Carbohydrate ingestion can completely suppress
endogenous glucose production during exercise. Am J Phy-
siol 1999; 276: E672-E683.

29. Hood DJ. Appl Physiol 2001; 90: 1137.
30. Sonnenberg GE, Kemmer FW, Berger M. Exercise in type

I (insulin-dependent) diabetic patients treated with conti-
nuous subcutaneous insulin infusion: prevention of exerci-
se-induced hypoglycaemia. Diabetologia 1990; 33: 696-703.

31. Robertson RP, Halter JB, Porte D Jr. A role for alpha-adre-
nergic receptors in abnormal insulin secretion in diabetes
mellitus. J Clin Invest 1976; 57: 791-5.

32. Frid A, Ostman J, Linde B. Hypoglycaemia risk during
exercise after intramuscular injection of insulin in the thigh
of IDDM. Diabetes Care 1990; 8: 337-43.

33. MacDonald MJ. Post exercise late-onset hypoglycemia in
insulin-dependent diabetic patients. Diabetes Care 1987; 10:
584-8.

34. Zinman B, Murray FT, Vranic M, et al. Glucoregulation
during moderate exercise in insulin treated diabetics. J Clin
Endocrinol Metab 1977; 45: 641-52.

35. Schneider SH, Vitug A, Ananthakrishnan R, et al. Impai-
red adrenergic response to prolonged exercise in type I dia-
betes. Metabolism 1991; 40: 1219-25.

36. Galassetti P, Tate D, Neill R, Morrey S, Wasserman D, Da-
vis S. Effect of antecedent hypoglycemia on counterregula-
tory responses to subsequent euglycemic exercise in Type 1
diabetes. Diabetes 2003; 52: 1761-9.

37. Sandoval D, Aftab Guy D, Richardson A, Ertl A, Davis S.
Effects of low and moderate antecedent exercise on coun-
terregulatory responses to subsequent hypoglycemia in Ty-
pe 1 diabetes. Diabetes 2004; 53: 1798-806.

38. Yamakita T, Ishii T, Yamagami K, et al. Glycemic response
during exercise after administration of insulin lispro com-
pared with that after administration of regular human insu-
lin. Diabetes Res and Clin Practice 2002; 57: 17-22.

39. Koivisto V, Felig P. Effects of leg exercise on insulin ab-
sorption in diabetic patients. N Engl J Med 1978; 298: 79-
83.

40. Berger M, Berchtold P, Cuppers HJ, et al. Metabolic and
hormonal effects of muscular exercise in juvenile type dia-
betics. Diabetologia 1977; 13: 355-65.

41. Berger M, Assal JP, Jorgens V. Physical exercise in the dia-
betic. The importance of understanding endocrine and me-
tabolic responses. Diabete Metab 1980; 6: 59-69.

42. Purdon C, Brousson M, Nyveen SL, et al. The role of insu-
lin and catecholamines in the glucoregolatory response du-
ring intense exercise and early recovery in insulin-depen-
dent diabetic and control subjects. J Clin Endocrinol Metab
1993; 76: 566-73.

43. Mitchell TH, Abraham G, Shiffrin A, Leiter LA, Marliss
EB. Hyperglycemia after intense exercise in IDDM
subjects during continuous subcutaneous insulin infusion.
Diabetes Care 1988; 11: 311-7.

Correspondence: Prof. Francesco Chairelli
University of Chieti,
Paediatrics Department,
Via dei Vestini, 5
66013 Chieti, Italy
Tel: + 39.0871.358015
Fax: + 39.0871.574831
E-mail: chiarelli@unich.it


