
In Cri�cal Care

1. Aerobic exercise lowers BG levels during and a�er exercise in most people with diabetes. 
Resistance exercise causes less ini�al BG decline but smoother and more prolonged 
reduc�ons of post-exercise BG. Intermi�ent high- intensity exercise reduces BG less 
than moderate, consistent exercise. BG levels increase with resistance and high-
intensity exercise in some people and o�en rise significantly during compe��on.

2.  The primary drivers of hypoglycemia during exercise are non–insulin-mediated glucose 
uptake by muscle, inability to lower circula�ng insulin levels during exercise, more rapid 
insulin absorp�on from SQ sites, inadequate carbohydrate intake during exercise, and 
variable insulin sensi�vity during and a�er exercise.

3.  The key elements of diabetes management during exercise are frequent BG tes�ng, 
adequate nutri�onal intake, appropriate insulin adjustments, an�cipa�on of exercise 
effects, and adequate hydra�on.

4.  Use of a con�nuous glucose monitor (CGM) plus an algorithm that makes carbohydrate 
intake recommenda�ons based on current glucose levels and trend arrows has been 
reported to significantly improve exercise glucose control in adolescents with T1D.

5.  Insulin pump therapy limits post-exercise hyperglycemia without increasing the risk for 
hypoglycemia compared with mul�ple daily insulin injec�ons. Basal rate reduc�ons 
star�ng 60 to 90 minutes before exercise and con�nuing for 60 to 90 minutes a�er 
exercise usually work well for moderate exercise of ≥60 minutes or strenuous exercise of 
≥30 minutes.

6.  Target BG levels during hospitaliza�on are 140 to 180 mg/dL for cri�cally ill and non-
cri�cally ill pa�ents; the goals can be lowered to 110 to 140 mg/dL in select individuals as 
long as hypoglycemia is carefully avoided. Glycemic goals in pregnant women are lower: 
fas�ng < 95 mg/dL, 1 hour post-meal < 140 mg/dL, 2 hours post-meal < 120 mg/dL.

7.  Several important principles of hyperglycemia management in hospitalized pa�ents 
should be followed. Insulin is the most appropriate agent for trea�ng hyperglycemia in 
the hospital. IV insulin infusions are best for cri�cally ill pa�ents. Basal/bolus (prandial 
and correc�on) insulin regimens are best for non-cri�cally ill pa�ents. BG pa�erns 
should be evaluated daily and insulin adjusted as needed.

8.  Elements that should be part of all inpa�ent insulin infusion protocols include se�ng 
appropriate glucose targets; nurse-driven, easy-to-use insulin �tra�on protocols; 
frequent point-of-care glucose measurements; insulin �tra�on based on current 
glucose levels and the direc�on and velocity of glucose changes; and acute 
hypoglycemia management guidelines that include insulin dosing adjustments to 
prevent further hypoglycemia.
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9.  A CGM has three components: (1) a sensor that is inserted under the skin and measures 
inters��al glucose levels almost con�nuously (every 1–5 minutes), (2) a transmi�er that 
wirelessly transmits glucose values to a receiver, and (3) a receiver that displays glucose 
values in real �me or intermi�ently and shows trend arrows to inform the user about the 
direc�on and magnitude of glucose changes.

10.  Professional CGM devices are owned by providers and loaned to users for 1 to 2 weeks at 
a �me, either recording blinded glucose pa�erns or displaying real-�me glucose values 
that can be downloaded for analysis by providers and/or cer�fied diabetes educa�on 
specialists.
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