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Insulin resistance is a major health risk, and although
exercise clearly improves skeletal muscle insulin sen-
sitivity, the mechanisms are unclear. Here we show
that initiation of a euglycemic-hyperinsulinemic clamp
4 h after single-legged exercise in humans increased
microvascular perfusion (determined by contrast-
enhanced ultrasound) by 65% in the exercised leg
and 25% in the rested leg (P < 0.05) and that leg glu-
cose uptake increased 50% more (P < 0.05) in the ex-
ercised leg than in the rested leg. Importantly, infusion
of the nitric oxide synthase inhibitor L-N®-monomethyl-
L-arginine acetate (L-NMMA) into both femoral arteries
reversed the insulin-stimulated increase in microvascu-
lar perfusion in both legs and abrogated the greater glu-
cose uptake in the exercised compared with the rested
leg. Skeletal muscle phosphorylation of TBC1D4 Ser®'®
and Ser’®* and glycogen synthase activity were greater
in the exercised leg before insulin and increased simi-
larly in both legs during the clamp, and L-NMMA had no
effect on these insulin-stimulated signaling pathways.
Therefore, acute exercise increases insulin sensitivity
of muscle by a coordinated increase in insulin-stimulated
microvascular perfusion and molecular signaling at the
level of TBC1D4 and glycogen synthase in muscle. This
secures improved glucose delivery on the one hand
and increased ability to take up and dispose of the de-
livered glucose on the other hand.

Exercise improves metabolic control both via increasing
muscle glucose uptake during muscle contractions by
insulin-independent mechanisms and by increasing skel-
etal muscle insulin sensitivity after physical activity (1-4).
Skeletal muscle remains more sensitive to insulin for 24-
48 h after exercise in both rodents (1,5) and humans
(3,6,7). At 3 to 4 h after a 60-min bout of single-legged
exercise in humans, leg glucose uptake (LGU) during a
euglycemic-hyperinsulinemic clamp (insulin infusion) is
markedly increased compared with the rested leg (3,7).
Importantly, acute exercise also increases skeletal muscle
insulin sensitivity in people with type 2 diabetes (8).
Determining the mechanisms responsible for the
increased skeletal muscle insulin sensitivity during the
recovery from exercise is clinically important for several
reasons. First, a reduction in skeletal muscle insulin
sensitivity is an early event in the development of not
only prediabetes, metabolic syndrome, and type 2 di-
abetes but is also associated with other conditions such
as cardiovascular disease and some cancers (9,10). A
greater understanding of the mechanisms behind the
acute exercise-induced increase in skeletal muscle insu-
lin sensitivity will provide important information to de-
velop new therapeutics. Second, increased postexercise
insulin sensitivity plays a role in hypoglycemia after pro-
longed exercise in patients with type 1 diabetes. Under-
standing the mechanism of action of this process may be
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useful in diminishing this clinical problem. Third, the in-
crease in insulin sensitivity after exercise is necessary for
the accelerated rate of muscle glycogen resynthesis after
exercise (11,12). Given that muscle glycogen is a criti-
cal substrate for short intense exercise and also longer
endurance exercise (13), a fuller understanding of the
mechanism(s) regulating muscle glycogen resynthesis may
facilitate new strategies for the exercise recovery process
and, as a result, exercise performance in athletes.
Although this insulin-sensitizing effect of acute contraction/
exercise has been known for many years, the mechanisms
involved remain unclear. This has remained a conundrum,
partly because of the reductionist methods that have been
used to try to understand a very complex integrated
phenomenon. The greater skeletal muscle insulin sensi-
tivity several hours after acute exercise could be a result
of muscle cellular events and/or greater glucose delivery.
Surprisingly, the effect of acute exercise on skeletal mus-
cle insulin signaling is quite modest. Indeed, there is little
evidence of greater proximal skeletal muscle insulin sig-
naling after acute exercise with, for example, no greater
increases in phosphorylation of Akt compared with non-
contracted muscle (3,6,14,15). There are, however, indications
of distal skeletal muscle insulin signaling enhancements
after acute exercise, in particular, greater phosphorylation
of Akt substrate of 160 KDa (AS160, also referred to as
TBC1D4) (14-16) and greater activation of glycogen syn-
thase (GS) (3,17). This implies that after exercise, the pre-
viously contracted muscle is primed for an increase in
glucose uptake in response to insulin; however, unless
there is an accompanying increase in glucose delivery, it
might be expected that maximal glucose uptake cannot be
obtained. Indeed, insulin at physiological concentrations is
a vasodilator that has been shown to increase microvascu-
lar perfusion at rest without increasing total blood flow
(18,19). Increases in microvascular perfusion are consid-
ered to be a local redirection of blood flow from nonnutri-
tive to nutritive (capillaries) flow channels (microvascular
perfusion) (20). No study has directly examined whether
the insulin-sensitizing effect after exercise includes vascu-
lar effects that increase glucose delivery to the muscle.
The aim of this study was to determine whether the
insulin-sensitizing effect of prior acute exercise is associ-
ated with increases in skeletal muscle microvascular
perfusion. We hypothesized that increased insulin sensi-
tivity of skeletal muscle microvascular perfusion after
exercise is a hitherto unrecognized necessary component
of increased insulin sensitivity of glucose uptake in muscle.

RESEARCH DESIGN AND METHODS

Participants and Study Approval

Thirteen healthy male volunteers (Table 1) were enrolled
in this study, which was approved by the Copenhagen
Ethics Committee (H-3-2013-089) and conformed to the
code of ethics of the World Medical Association. Leg mass
and lean leg mass was measured by DEXA scanning
(DPX-IQ Lunar; Lunar Corporation, Madison, WI). VO,
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Table 1—Subject characteristics (N = 13)

Age, years 25 +1
Height, m 1.81 = 0.01
Weight, kg 76.3 = 1.5
Body fat, % 16.4 = 1.4
BMI, kg/m? 232 + 0.2
Leg mass

Exercised leg, kg 129 = 0.3

Rested leg, kg 12.7 = 0.3
Lean leg mass

Exercised leg, kg 10.2 = 0.3

Rested leg, kg 10.0 = 0.3
VO, peak, mL - kg™' - min~" 49.9 ~ 1.6
Peak knee-extensor work load, W 50.5 £ 1.9

peak was determined by an incremental test performed
on a bike ergometer (Monark, Vansbro, Sweden), and VO,
was measured using a MasterScreen CPX online system
(Becton, Dickinson and Co., Franklin Lakes, NJ). Partici-
pants were familiarized for 20 min to one-legged knee-
extensor exercise on two occasions, and an incremental
peak one-legged knee-extensor power output test was per-
formed on a separate day a minimum of 1 week before the
experimental day. Two subjects participated twice (once with
biopsies, once with measurement of microvascular perfusion,
see below). Some data for those two subjects (leg balance
data and glucose infusion rate [GIR] during the clamp) were
therefore measured twice, and the mean values from the
two trials in each subject were used as results.

Before the experimental day, subjects refrained from
exercise training for 48 h. On the morning of the
experimental day, subjects consumed a light breakfast
containing 40 g of oatmeal and 150 mL of low-fat milk
(total energy 837 kJ) at 5:00 AM. Subjects arrived at the
laboratory by public transportation at 6:45 AM. and per-
formed 60-min one-legged knee extensor exercise (at 80%
of peak work load, with three 5-min intervals at 100% peak
work load), as described earlier (21). Subjects then rested
supine for 4 h to provide sufficient time for the leg blood
flow in the exercised leg to return to preexercise levels (not
different to the rested leg). During the 4 h, catheters were
inserted into the femoral artery and vein of both legs below
the inguinal ligament (Pediatric Jugular Catheterization
set; Arrow International, Reading, PA) under local anesthe-
sia (xylocaine 1%; AstraZeneca, Albertslund, Denmark) for
subsequent measurement of LGU and for femoral artery
infusion of 1-N°-monomethyl-L-arginine acetate (.-NMMA)
(Clinalfa basic; Bachem AG, Bubendorf, Switzerland).

Arterial blood pressure was monitored continuously
via one of the arterial catheters using a pressure trans-
ducer interfaced to an IntelliVue MP5 monitor (Phillips
Healthcare, Andover, MA). Polyethylene catheters were
then placed in antecubital veins for infusion of insulin
and glucose and for microbubble infusion when relevant.
A catheter was inserted in the dorsal hand vein for blood
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Figure 1—Schematic overview of the two protocols: protocol that included biopsies (Biopsy, experiments) and protocol that included
microvascular perfusion (MVP, experiments). All other procedures occurred in both protocols.

sampling, and a heating pad was wrapped around the hand
to arterialize the hand vein blood to oxygen saturation levels
of between 93 and 96%. This was necessary because the
femoral artery catheters were used for .L-NMMA infusion, and
therefore, blood samples could not be withdrawn simulta-
neously. A euglycemic-hyperinsulinemic cdamp was initiated
4 h after the exercise was discontinued. Subjects were
clamped at their individual ambient plasma glucose level
obtained before initiation of the insulin infusion. The insulin
infusion rate was 1.4 mU - kg™ - min~ " for 195 min. The
plasma glucose concentration was measured every 5-8 min,
and a variable glucose infusion (20% Fresenius; Kabi, Uppsala,
Sweden) into a forearm vein was adjusted to clamp euglyce-
mia, as previously described (22). At 90 min into the clamp,
I-NMMA (diluted into 50 mL saline) was infused at a constant
rate (0.4 mg - kg ' leg mass - min~ ") into both femoral
arteries for 45 min (Fig. 1). The aim was to achieve decreases
in leg blood flow with only very small systemic effects on
blood pressure, similar to what we have previously observed
during exercise (23) and others during insulin infusion (24) at
this infusion rate. The insulin infusion was maintained for
another 60 min after the .-NMMA infusion was discontin-
ued (Fig. 1). During the damp, blood samples were obtained
every 15 min simultaneously from both femoral veins and the
heated (arterialized) hand vein. Leg blood flow was measured
before each blood sampling using a high frequency 9-3-MHz
linear array transducer in power Doppler mode interfaced to
an iU22 ultrasound machine (Phillips Ultrasound, Santa Ana,
CA). In 9 of the 13 subjects, muscle biopsy specimens were
obtained under local anesthesia from the vastus lateralis mus-
cde of both legs before the camp, after 60 min of insulin
stimulation, and after 45 min of insulin plus I-NMMA in-
fusion (Fig. 1) using a 5-mm Bergstrom needle with suction.
In the other four subjects plus the two subjects that partici-
pated twice, microvascular perfusion in the vastus lateralis
muscle of both legs was measured (Fig. 1). In one subject
undergoing measurement of microvascular perfusion, femoral
venous catheterization was not possible; hence, only micro-
vascular data from this subject are added. Therefore, data
presented are n = 12 for leg balance data, n = 9 for muscle
specimen data, and n = 6 for the microvascular perfusion data.

Leg Blood Flow

Leg blood flow was measured using a high frequency
9-3-MHz linear array transducer in power Doppler mode.
Diameter of the femoral artery was measured using

two-dimensional imaging as the distance between inner
arterial walls. Velocity was determined using pulse-wave
Doppler, and the system calculated leg blood flow from
the diameter and the velocity measurements.

Measurement of the Microvascular Perfusion
Microvascular perfusion in the vastus lateralis muscle was
measured with a real-time contrast-enhanced ultrasound
technique using an iU22 ultrasound system with an L9-3
transducer (Phillips Ultrasound) combined with infusion
of Optison (GE Healthcare, Princeton, NJ) microbubbles,
as described previously (25).

In short, a transducer was fixed to each thigh using an
in-house manufactured strap-on device that kept it in the
same place throughout the experiment and allowed for
cross-sectional imaging of the vastus lateralis muscle.
Optison microspheres were activated manually by shaking
the vial for 3 min. Microbubbles (2 X 3 mlL suspension)
were diluted to 20 mL with sterile saline and infused in-
travenously at a rate of 1.5 mL - min~ ' using a rotating
syringe pump (VueJect, BR-INF100; Bracco, Geneva, Swit-
zerland) to ensure a homogenous microbubble solution. To
ensure systemic steady state, microbubbles were infused
for 7 min before 30-s recordings in each leg in triplicate
were performed to assess microvascular perfusion, as de-
scribed previously (25). Real-time imaging was performed
using a low mechanical index of 0.08, thereby allowing the
microbubbles within the ultrasound beam to resonate with-
out destruction. A high mechanical index of 1.20 was used
at the beginning of each recording to destroy the micro-
bubbles, thereby allowing recording of the replenishment
of the microbubbles in the vasculature within the ultra-
sound beam. The acoustic intensity (Al) obtained during
the first 0.5 s in the basal, insulin, and insulin + L-NMMA
stimulated state were averaged and subtracted from the Al
recorded during the remaining seconds, thereby eliminat-
ing background noise and the contribution from rapidly
filling vessels (i.e., arteries, veins and large arterioles, or
venules). Calculations for the microvascular perfusion
were made in accordance with Wei et al. (26), where Al
versus time curves were fitted to the exponential function:
y=A1 - eiﬁ[t*Bf]), where t is time (s), B; is the time used
for background subtraction, y is the acoustic intensity at
any given t, A is the plateau Al, defined as an index of mi-
crovascular perfusion, and 3 is the flow rate constant (1/s)
that determines the rate of rise of Al (26). Microvascular
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Figure 2—Euglycemic-hyperinsulinemic clamp, leg blood flow, leg a-v glucose concentration difference, and LGU. A: Arterialized plasma
glucose concentration and GIR. B: Leg blood flow. C: LGU. D: The a-v glucose concentration difference (a-v diff). LM, leg mass. Data are
presented as means = SEM, n = 12. 1P < 0.05 exercised (Ex) leg vs. rested (Rest) leg, *P < 0.05 vs. 90 min, P < 0.05 vs. 135 min, () P =

0.05 vs. 90 min.

perfusion was measured before insulin, after 25 min of in-
sulin infusion, and after 40 min of .L-NMMA infusion (Fig. 1).

Blood Analysis and LGU

Plasma glucose concentrations during the experiments
were measured on an ABL 800 FLEX (Radiometer Medical
A/S, Copenhagen, Denmark). Plasma insulin was measured
using an enzyme-linked immunosorbent assay (ALPCO,
Salem, NH). LGU was calculated as the glucose concentra-
tion difference between the arterialized and the femoral
venous blood multiplied by the leg blood flow.

SDS-PAGE and Western Blot Analyses

Vastus lateralis muscle (30 mg) was homogenized in ice-cold
buffer, and lysates were prepared as previously described
(27). All samples were heated in Laemmli buffer, and then
SDS-PAGE and immunoblotting were performed for protein
expression and protein phosphorylation. Antibodies used
were anti-Akt2 (Cell Signaling Technology, Danvers, MA),
anti-TBC1D4 (Upstate Biotechnology), AMPK-a2 (Santa
Cruz Biotechnology), and anti-acetyl-CoA carboxylase

(ACO)-B (Dako). The primary phosphorylated (p)-specific
antibodies were anti-p-Akt Ser*”® (Cell Signaling Technol-
ogy), anti—p-Akt Thr®%8 (Cell Signaling Technology), anti—p-
TBC1D4 Ser®'® (Cell Signaling Technology), anti—p-TBC1D4
Ser’%4 (provided by L. Goodyear, Joslin Diabetes Center, Bos-
ton, MA), anti-p-TBC1D4 Thr®** (Cell Signaling Technology),
anti-p-AMPK Thr'”? (Cell Signaling Technology), and anti-p-
ACC-B Ser®** (Cell Signaling Technology).

Muscle Glycogen and GS Activity

Muscle glycogen concentration was determined as glycosyl
units after acid hydrolysis of freeze- dried and dissected
muscle tissue by a fluorometric method (28). GS activity
was measured in muscle homogenates by using a Unifilter
350 microtiter plate assay (Whatman; Frisenette, Ebeltoft,
Denmark), essentially as described by Thomas et al. (29)
modified for microtiter plate assay.

Statistical Analysis
Data are expressed as means * SEM. Statistical evalua-
tion involved two-way repeated-measures ANOVA (two
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Table 2—Heart rate and blood pressure during the
euglycemic-hyperinsulinemic clamp

Time Heart rate Systole Diastole
(min) (opm) (mmHg) (mmHg)
0 58 = 3 121 = 3 63 = 2
15 60 = 3 121 = 3 61 =2
30 62 = 3 121 = 3 61 =3
45 62 = 3 119 = 3 60 = 2
60 62 = 3 121 = 3 62 = 2
75 61 =2 121 = 3 62 =2
90 61 =2 119 £ 3 62 + 2
105 58 £ 3*t 126 * 4*t 67 = 2%t
120 58 = 3*t 128 + 3*t 70 = 2*t
135 57 = 2*t 129 + 3*t 69 = 2*t
150 59 + 2 128 = 3* 69 = 2*
165 61 = 3 127 = 3* 70 = 2%
180 62 = 3 126 = 4* 71 = 2%
195 59 = 3 124 = 4* 69 = 2*

Data are presented as means = SEM, n = 12. tIndicates NOS
inhibition. *P < 0.05 vs. 90.

factors: exercise and .-NMMA) after a Shapiro-Wilk nor-
mality test. When ANOVA revealed significant differ-
ences <0.05, specific differences were determined by a
Tukey post hoc test.

RESULTS

Euglycemic-Hyperinsulinemic Clamp

Arterial plasma glucose was maintained at the baseline
levels of 5.3 = 0.1 mmol - L™ (coefficient of variation =
4.7 * 0.4%) throughout the experiment (Fig. 1 and Fig.
2A). 1I-NMMA was infused locally at a low dose into both
femoral arteries to minimize systemic effects. However,
there were small significant increases in systolic and di-
astolic blood pressure during the .-NMMA infusions, and
even 60 min after cessation of the infusion, diastolic
blood pressure remained slightly but significantly higher
than before the L-NMMA infusion (Table 2). .-NMMA
also decreased (P < 0.05) heart rate by ~4 bpm due to
baroreceptor reflex (Table 2). The GIR averaged 6.9 *=
0.6 mg - min_ ' - kg ' after 90 min of insulin infusion
(Fig. 2A). The GIR tended (P = 0.05) to increase during the
45 min of 1-NMMA infusion (Fig. 24). The GIR increased
rapidly after the L-NMMA infusion was discontinued
and reached ~9.5 mg - min ' - kg~' (P < 0.05) and
remained essentially unchanged during the last 60 min
of the experiment (Fig. 24).

Leg Blood Flow

Femoral artery blood flow was similar 4 h after exercise
in the previously exercised leg and the rested leg,
demonstrating that the stimulatory effects of the prior
exercise were no longer apparent (436 * 48 mL - min~ "
vs. 408 * 41 mL - min "}, respectively) (Fig. 2B). Insulin

Sjoberg and Associates 1505

infusion for 90 min did not significantly increase leg
blood flow in either leg, but leg blood flow was higher
(P < 0.05) in the previously exercised leg compared with
the rested leg from 30 min of insulin stimulation until com-
mencement of the .-NMMA infusion (Fig. 2B). Infusion of
1-NMMA into the femoral artery of both legs resulted in a
rapid reduction in the blood flow to ~290 mL - min 1 P <
0.05) in both legs. Leg blood flow then increased rapidly
after the 1-NMMA infusion was discontinued, reaching levels
not significantly different from the pre-1-NMMA levels
within 45 min in both legs (Fig. 2B). Leg blood flow was
higher in the previously exercised leg compared with the
rested leg (P < 0.05) after the :--NMMA infusion was dis-
continued (Fig. 2B).

LGU

LGU was similar in the previously exercised leg and the
rested leg 4 h after exercise, indicating that the acute effect
of exercise to raise LGU was no longer present (Fig. 20).
Insulin infusion increased LGU (P < 0.05) in both legs and
more so (~50%) in the previously exercised leg (P < 0.05)
(Fig. 2C). Infusion of .--NMMA into the femoral artery re-
duced LGU in the previously exercised leg from 50.4 *
7.4 pmol - kg leg mass™ ' - min~ ' at 90 min to 41.5 *
6.3 pmol - kg leg mass™* - min~ " at 135 min (P < 0.05)
and had no significant effect in the rested leg (Fig. 2C). In
fact, .-NMMA in the previously exercised leg reduced LGU
so that it was not significantly different from the rested leg
(Fig. 2C). After the 1-NMMA infusion was discontinued,
LGU rapidly increased in both legs, and both exceeded
the pre-L-NMMA levels within 15 min, and LGU in the
previously exercised leg again became significantly higher
(P < 0.05) than in the rested leg (Fig. 2C).

Arteriovenous Glucose Difference

The arteriovenous (a-v) difference was similar in the
previously exercised leg and the rested leg 4 h after
exercise (t 0 min of insulin infusion) (Fig. 2D). Insulin in-
fusion increased the a-v difference (P < 0.05) in both legs,
with the a-v difference increasing more in the previously
exercised leg compared with the rested leg (P < 0.05) (Fig.
2D). Infusion of L NMMA into the femoral artery increased
the a-v difference (P < 0.05) in both legs (Fig. 2D), likely
caused by the significant decrease in leg blood flow allowing
for greater glucose extraction. Leg oxygen extraction in-
creased from 23 * 3% before to an average of 37 £ 3%
(P < 0.05) during L-NMMA infusion, indicating an increase
in capillary mean transit time. The glucose a-v difference
remained elevated (P < 0.05) in the previously exercised
leg compared with the rested leg during and after the
L-NMMA infusion and until the 180-min time point (Fig.
2D). The a-v difference remained elevated after the
LNMMA infusion was discontinued compared with the
pre-L-NMMA time point (90 min) in both legs (Fig. 2D).

Plasma Insulin
Insulin infusion of 1.4 mU - - kg™ ! increased
the plasma insulin concentration from 3.9 * 0.7 to

o —1
min
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Figure 3—Microvascular perfusion at the basal level, during insulin
infusion, and during insulin infusion with L-NMMA. Data are pre-
sented as means = SEM, n = 6. 1P < 0.05 exercised leg (Ex) vs.
rested leg (Rest) with insulin, ()P = 0.056 (basal) and P = 0.087
(insulin + L-NMMA). Partitioning the ANOVA revealed that the exer-
cised leg was higher (P < 0.05) than the rested leg at the basal level.
*P < 0.05 insulin infusion vs. basal and insulin infusion vs. insulin +
L-NMMA. AU, arbitrary units.

103 + 2.3 pIU - mL ™" within 30 min. Plasma insulin
concentration rose by ~10% after 45 min of .I-NMMA
infusion (P < 0.05). This increase in plasma insulin was
maintained for an additional 15 min after the L-NMMA
infusion was discontinued.

Microvascular Perfusion

Microvascular perfusion was higher in the previously
exercised leg than in the rested leg in all six subjects (Fig. 3).
Compared with baseline, the increase in microvascular per-
fusion with insulin was more pronounced (P < 0.05) in the
exercised leg compared with the rested leg (65% vs. 25%)
(Fig. 3). The .-NMMA infusion reduced insulin-stimulated
microvascular perfusion to levels almost identical to, and
not different from, the basal level in both legs (Fig. 3).

Insulin Signaling in Skeletal Muscle

At 4 hours after exercise, basal levels of Akt Thr®°® and
Ser®”® phosphorylation were similar in the two legs (Fig.
4A and B). Insulin infusion increased (P < 0.05) p-Akt
Thr’®® and p-Akt Ser®”® to a similar extent in both legs
(Fig. 4A and B). The combined insulin and .-NMMA in-
fusion increased (P < 0.05) Akt Thr’°® phosphorylation
further in both legs (P < 0.05) (Fig. 4A), with no effect on
Ser*”® phosphorylation (Fig. 4B). Total Akt2 protein was
similar between legs and time points (Fig. 4C).

There was a main effect (P < 0.05) for p—TBC1D4Ser704
and p-TBC1D4 Ser®'® being higher in the previously exer-
cised leg compared with the rested leg at all time points
(Fig. 4D and G). Basal levels of p-TBC1D4 Thr®*? and
Ser’®were similar in the two legs (Fig. 4E and F). Insulin
infusion increased p-TBC1D4 Ser’® Thr®%?, Ser®'®, and
Ser’®® (P < 0.05) in both legs (Fig. 4D-G). The addition
of .-NMMA did not affect insulin-stimulated p-TBC1D4
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(Fig. 4D-G). Total TBC1D4 protein expression was similar
in both legs at all time points (Fig. 4H).

There was a main effect of exercise on p-AMPKThr
(P < 0.05) (Fig. 4I) and on p-ACC-B Ser’" (P < 0.05) (Fig.
4K), respectively. Total protein expression of AMPKa2
(Fig. 4J) and ACC-B (Fig. 4L) were similar in both legs
at all time points.

172

Muscle Glycogen

Four hours after one-legged knee extensor exercise, muscle
glycogen content was ~50% lower (P < 0.05) than in the
rested leg (Fig. 5A). After 135 min of insulin and insulin +
L-NMMA infusion, musde glycogen content increased by
~30% (P < 0.05) compared with basal in the previously
exercised leg only (Fig. 5A). Muscle glycogen content
remained lower in the previously exercised leg compared
with the rested leg throughout the experiment (Fig. 54).

GS Activity

At 4 h postexercise, the GS I-form was ~150% higher (P <
0.05) in the previously exercised leg compared with the
rested leg (Fig. 5B). Insulin infusion increased the GS
I-form by ~60% (P < 0.05) in both legs, and the addition
of .-NMMA had no effect (Fig. 5B). The GS fractional ve-
locity followed a similar response to the GS I-form (Fig. 5C).

DISCUSSION

We have demonstrated that the ability of insulin to increase
microvascular perfusion is augmented several hours after
acute exercise in human skeletal muscle compared with
nonexercise conditions. Importantly, this response was
necessary to improve insulin sensitivity for glucose up-
take in muscle after exercise. Our results suggest that acute
exercise primes the previously active skeletal muscle for
greater postexercise insulin-stimulated glucose uptake by
two coordinated mechanisms: 1) by increasing the response
of the microvasculature to insulin, thereby enhancing mi-
crovascular perfusion and thus enabling an increased local
glucose delivery to the muscle, and 2) by preparing the
muscle cell for an increased ability to take up and dispose
of the delivered glucose at the level of TBC1D4 and GS.

Another novel finding was that despite similar blood
flow in the two legs 4 h after exercise (noninsulin
stimulated), microvascular perfusion was 40% higher in
the exercised leg than in the rested leg. In addition, there
was also greater TBC1D4 phosphorylation and muscle GS
activity present within the exercised leg. Despite this,
there was no greater LGU in the exercised leg, suggesting
that a higher local glucose delivery and a priming of the
glucose uptake machinery is insufficient to increase glu-
cose uptake in the absence of increases in insulin concen-
tration. These observations are in line with nonexercise
models, such as glucagon-like peptide 1 administration,
which increases microvascular perfusion but with no
concomitant increased insulin concentration and skeletal
muscle glucose uptake in humans and rats (30).

During insulin infusion, glucose uptake increased in
both legs and to a greater extent in the exercised leg. For a



diabetes.diabetesjournals.org Sjoberg and Associates 1507

>
w
O

6 1 * 6 6 1
D ) =y
= 54 = 51 " = S5
o [agd = -
£ 34 2 31 g 31
v = [~
< 2 < 24 = 2
& & e
14 14 1 1
0 4 - - - 04 0 -
Rest Ex Rest Ex Rest Ex Rest Ex Rest Ex Rest Ex Rest Ex Rest Ex Rest Ex
Basal 3 Insulin Basal i Insulin Basal suli Insulin
Insulin L-NMMA Insulin L-NMMA Insulin L-NMMA
D 7 E 79 F 7
*
S 6 5 6 =6
- 5 T = 5 * =5 *
- g Z
5 4 = 4 ‘&
3 £ %
é‘ 3 2 34 23
’é- 2 3 21 % 2
a1 a1 a1
0 . . . U 5 : 3 0
Rest Ex Rest Ex Rest Ex Rest Ex Rest Ex Rest Ex Rest Ex Rest Ex
Basal culi Insulin Basal auli Insulin asa ; Insulin
Insulin | CooviA 54 Insulin L-NMMA Basal Insulin L-NMMA
G, H
5 6 : = 6 1
= =)
w: 5 f =5
= =
L o4 2 4 M Exercise Rest
&4 2 —_—
T 3 Tig B I LB I KL
= A e 308
% 3 5 2 p-Akt Thr - - - -
5 ) I 60 kd
z E J

p-Akt Ser'” S - -

60 kd -
Akt 2 protein =~ —>

60 kd '.8'.n.

TBC1D4 Ser™™
T o T -

Rest Ex
Insulin
L-NMMA

Rest Ex
Insulin

Rest Ex
Basal

Rest Ex
Insulin

Rest Ex
Basal

Rest Ex
Insulin
L-NMMA

RO The42
FFIB(MI):)J;C'I hr 9------

p-AMPK Thr!72 [AU)
o

e Vo 318
p-TBC1D4 Ser BN ... -.‘

160 kd

AMPK a2 protein [AU]

PTBCIDA Ser'ls, e e i o -
160 kd

T Rest'Ex Rest Ex

Rest Ex Rest Ex

Rest Ex Rest Ex

Basal - Insulin Basal i iy
asa Insulin |, oo, Insulin— 1, \MMA FRETR
4 protein_s, yy ug e
160 kd "o
K . L . PAMPRTH™ s g i i 0
- 63 kd
2 3 t 23
) 3 -3 i
= = AMPKa2 proh:m9 [rp——
i 5 63 kd e
5 5 = 2
v 2 g “
= £ ACCP Ser”™!
» = P Ser™ Ll
2 3 1 260kd - . -
T =
ACCB protein — g
) g
RestEx | RestEx | RestEx 0 RestEx | RestEx | RestEx AR .... ”
Basal Insulin I -Ir!:bl\l/llll‘lv?ﬂ\ Basal Insulin I-IIE'SP\l/lIITUl‘A

Figure 4—Insulin signaling and AMPK signaling in skeletal muscle before and during the euglycemic-hyperinsulinemic clamp: p-Akt Thr3°®

(A), p-Akt Ser*”® (B), p-TBC1D4 Ser’® (D), p-TBC1D4 Ser®*? (E), p-TBC1D4 Ser’®® (F), p-TBC1D4 Ser*'® (G), p-AMPK Thr'"2 (J), and
p-ACC-B Ser’®' (K). Protein expression of Akt2 (C), TBC1D4 (H), AMPK-a2 (J), and ACC-B (L) were similar between legs at all time points.
M: Representative blots. Data are presented as means = SEM, n = 9. TP < 0.05 exercised leg (Ex) vs. rested leg (Rest) (main effect),
*P < 0.05 insulin infusion vs. basal, P < 0.05 insulin + L-NMMA infusion higher than insulin infusion alone. AU, arbitrary units.




1508 Acute Exercise and Human Insulin Sensitivity

A 700 4

600 -
E
£ 500 4
S f 0 t *
E” 400
= T
£ 300 T 1
%
S 200 -
=
100 -
[ v T
Rest Ex Rest Ex Rest Ex
Insulin
Basal Insulin L-NMMA
B 100 4
80 4
*
g 60 s ,
e
g - T
S 40 +
o
= T
20 4
Rest Ex Rest Ex Rest Ex
Insulin
Basal Insulin L-NMMA
C 100 A
*
T f
80 - T
T
= ¥
T 60
b T
°
Z
o 40 4
20 4
0 4 T T
Rest Ex Rest Ex Rest Ex
Insulin
Basal Insulin L-NMMA

Figure 5—Muscle glycogen and GS. Muscle glycogen content (A),
GS |-form (B), and GS fractional velocity (FV) (C). Data are pre-
sented as means = SEM, n = 9. 1P < 0.05 exercised leg (Ex) vs.
rested leg (Rest) (main effect), *P < 0.05 insulin infusion vs. basal.
Hom, homogenate.

Diabetes Volume 66, June 2017

muscle to take up more glucose, there must be both
signals within the muscle related to GLUT-4 translocation
to the cell membrane and increased glucose disposal and
an increase in glucose delivery. Most studies of signaling
within the muscle cells, including the present, find little
effect of prior exercise or contraction on proximal insulin
signaling such as Akt phosphorylation and insulin re-
ceptor substrate 1 activity (3,31-33). However, there is
evidence that there is greater distal skeletal muscle insulin
signaling at the level of TBC1D4 3-4 h after contraction/
exercise in rats and humans (14,15,34). Indeed, we also
found greater p-TBC1D4 Ser®'® and p-TBC1D4 Ser’* 4 h
after exercise in the previously exercised leg. This suggests
that exercise primed the skeletal muscle for greater insulin-
stimulated glucose uptake likely at the level of GLUT-4
translocation, resulting in an amplified response once in-
sulin was increased.

The relationship between leg blood flow and LGU
without prior exercise was studied by Baron et al. (35) in
the 1990s, demonstrating that insulin infusion for
240 min increased leg blood flow by twofold. However,
increases in leg blood flow are not always observed dur-
ing 60-180 min of insulin infusion (25,35-37). In the
current study, insulin increased the microvascular per-
fusion in both legs, and the increase was substantially
greater in the previously exercised leg despite minor dif-
ferences in total leg blood flow. Previous studies have also
shown that insulin at physiological concentrations may
increase microvascular perfusion without increasing total
blood flow (18,19,25). This is thought to occur via a local
redirection of blood flow from nonnutritive to nutritive
flow channels (20).

The mechanism(s) responsible for the greater micro-
vascular perfusion after exercise may be an increase in
endothelial function at the level of endothelial nitric oxide
synthase (NOS). Remarkably, NOS inhibition during the
insulin infusion attenuated LGU in the exercised leg such
that it was not different from the rested leg. This is a
novel observation that has not previously been examined
in any species. The reduction in insulin-stimulated glucose
uptake in the previously exercised leg with NOS inhibition
was likely caused by the decrease in glucose delivery
because microvascular perfusion was lowered to preinsulin
levels and leg blood flow was reduced by 40%, which was
below the preinsulin levels. Similar to the current study in
which the exercised leg was more insulin sensitive com-
pared with the rested leg, Baron et al. (35) observed the
action of both insulin and .-NMMA infusion on blood flow
and LGU occurred within the most insulin-sensitive sub-
jects. Notably, this reduction in LGU uptake in the exer-
cised leg occurred without any effect of NOS inhibition on
skeletal muscle insulin signaling.

During NOS inhibition, the large decrease in leg blood
flow and microvascular perfusion in both legs was ac-
companied by an increase in leg a-v glucose difference in
both legs, similar to that observed by Baron et al. (35).
Given that the skeletal muscle insulin signaling within the
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cell was maintained, this indicates that there must have
been an increase in mean transit time of blood through
the open capillaries allowing for greater glucose extrac-
tion, as also indicated by the leg oxygen extraction, which
increased during 1-NMMA infusion. The increase in leg
a-v glucose difference was sufficient to compensate for
the lower glucose delivery because LGU in the rested leg
was maintained but was insufficient to compensate for
the reduction in glucose delivery in the exercised leg.
This indicates that glucose delivery had become the lim-
iting factor in the exercised leg. This notion is supported
by the fact that there was no effect of NOS inhibition on
skeletal muscle insulin signaling.

In conclusion, we have shown that increases in glucose
delivery are required for normal postexercise increases
in skeletal muscle insulin sensitivity of glucose uptake in
normal healthy men. In addition, the previously exercised
muscle had higher distal insulin signaling at the level of
TBC1D4 and GS activity, and it appears that this combi-
nation of priming of the muscle signaling and microvascu-
lar perfusion allows for increased skeletal muscle insulin
sensitivity after exercise. These novel results are important
as they provide an integrated understanding of how acute
exercise increases skeletal muscle insulin sensitivity in
humans.
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