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Nutrition therapy goals for people with diabetes

1. Promote and support healthful eating patterns
2. Address personal and cultural needs
3. Preserve the pleasure of eating
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Then: nutrient-centered instructions
- Fixed exchanges, restrictions and avoidance 
- Glycemic control often prioritized over pleasure, culture and sustainability 

Now: food patterns + person-centered care
- Move away from isolated macronutrients toward foods and eating patterns 
- No one-size-fits-all diet 
- Meal planning reflects preferences, culture, literacy, numeracy, resources and goals 

From dietary restriction to individualized eating patterns

1989

2026



Food literacy: Can the person identify carbohydrate sources and portions? 

Numeracy: Can the person use ratios, correction factors and dose calculations safely? 

Treatment plan: Fixed dosing, MDI, pump or hybrid closed-loop system? 

Cardiometabolic risk: BMI trajectory, BP, lipids, MASLD risk, renal status

Psychological safety: Diabetes distress, fear of hypoglycemia, body image, disordered eating risk 

Social background: Is the eating plan affordable, accessible and realistic?

Start with assessment: the same algorithm will not fit everyone

The best nutrition algorithm is the one the person can understand, afford, sustain and safely use.

BEFORE CHOOSING THE EDUCATION TOOL, DEFINE THE PERSON

ADA Standards of Care in Diabetes 2026. Diabetes Care 2026; 49 (Supplement_1): S89–S131.



When should nutrition education be delivered?

R E P E A T E D LY

AT DIAGNOSIS foundation: insulin-food matching, hypoglycemia prevention, cultural eating habits

ANNUALLY / NOT AT GOAL refresh skills, troubleshoot patterns, review weight and CVD risk

COMPLICATING FACTORS new comorbidities, psychosocial distress, food insecurity, functional barriers

TRANSITIONS school, work, pregnancy, adolescence, older age, new technology

Each technology upgrade is also a nutrition education opportunity
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Bell KJ et al. Lancet Diabetes Endocrinol. 2014 Carlos E. Builes-Montano et al. JHND 2022

Carb counting: still core



What it does well
Links carbohydrate amount to prandial insulin needs, flexible eating and insulin-to-carbohydrate ratios.

What it misses
Food matrix, fiber, fat/protein effects, timing, portion bias and delayed postprandial hyperglycemia

What it requires
Numeracy, food literacy, label skills, portion estimation and willingness to engage without obsession

… but no longer the whole story

Carbohydrate counting remains valuable, but its intensity should be stratified by 
skills, safety, technology and preference



CORE NUTRITION PRINCIPLES RELEVANT TO T1D

• Eating patterns should emphasize key nutrition principles, including nonstarchy vegetables, 
whole fruits, legumes, lean proteins, whole grains, nuts and seeds, and low-fat dairy or nondairy 
alternatives, and should minimize consumption of red meat, sugar-sweetened beverages, sweets, 
refined grains, processed and ultraprocessed foods.

• Counsel to limit sodium consumption to <2,300 mg/day, as clinically appropriate. The best way to 
achieve this is through limiting consumption of processed foods. 

• Encourage to consume water over other beverages. 
• Emphasize minimally processed, nutrient-dense, high-fiber sources of carbohydrate, with at least 

14 g fiber per 1,000 kcal. 
• Provide education on the glycemic impact of carbohydrate, fat, and protein
• Incorporate more plant-based protein sources, such as nuts, seeds, and legumes
• Consider an eating plan emphasizing elements of a Mediterranean eating pattern
• Limit intake of foods high in saturated fat

ADA 2026: From carbohydrate grams to the whole plate
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Meal planning
Plan meals for the week. Grocery shop using a list. Cook on a day 
off so there are ready-to-eat and ready-to-reheat homemade meals 
available in the fridge or freezer.

Shared preparation
Include family or roommates in meal preparation. Share 
responsibilities for grocery shopping and cooking, and use time off 
for meal preparation in advance when possible.

NUTRITION BEHAVIORS TO ENCOURAGE

The plate method
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Observational signal: higher Mediterranean adherence 
associated with better HbA1c/TIR 

Interventional signal: MedDiet intervention improved diet 
quality and TIR 

Clinical logic: high fiber, unsaturated fats, legumes, nuts, fish 
and low UPF reduce cardiometabolic burden. 

The Mediterranean pattern is a positive, sustainable framework for 
cardiometabolic prevention in T1D.
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Technology can support flexibility 
Less fear around variability, more flexible timing and portions, immediate feedback on new foods, safer 
experimentation with mixed meals

CGM makes meals interpretable
•Rapid spike: high-GI/refined carbohydrates, missed prebolus, liquid sugar 
•Late rise: high-fat/high-protein meal, grazing, under-bolused mixed meal 
•Nocturnal drift: dinner composition, alcohol, late correction, basal/AID response 
•Frequent lows: insulin timing mismatch, overcorrection, fear-driven overtreatment 

From pattern recognition to structured bolus adjustment
Meal composition → insulin strategy → CGM feedback → safe iteration

AID reduces precision burden, not education needs
Meal announcement, approximate carbohydrate estimation, insulin timing and understanding fat/protein 
effects remain clinically relevant.

Technology-aware nutrition: flexibility and pattern recognition
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Sterner Isaksson S et al. BMJ Open Diabetes Res Care. 2021

FBA, CC and RC did not differ significantly in HbA1c

Compared with CC and RC, FBA improved food choices, 
quality of life and cardiovascular risk profile

FBA showed more stable outcomes over time, with less 
fluctuation

Food-based education: benefits beyond HbA1c



Haidar A et al. Diabetes Care. 2023

TIR: CC 74.1 ± 10.0% vs SQMSE 70.5 ± 11.2%
TBR: CC/SQMSE <1.6%. 

Goran Petrovski et al. Diabetes Care 2023

Simplified meal announcement in AID



AI may support carbohydrate estimation

• Image-based tools and AI systems may reduce cognitive 
burden in meal estimation. 

• Strengths: rapid feedback, training support, lower numeracy 
demand. 

• Limitations: portion size, mixed dishes, cultural foods, hidden 
fats, trust and overreliance. 



New and old vulnerabilities



Guo Y et al. Diabetes Res Clin Pract. 2025

Overweight and obesity in T1D: an increasing global burden



van Laar ADE et al EClinicalMedicine. 2025



Eating disorders in T1D: common, dangerous and often missed

↑ risk



Troncone A et al. Int J Eat Disord. 2022

Hirvelä L et al. Diabetologia. 2025



• System gaps in diagnosis, terminology and access to specialist support
• Need for diabetes-specific screening during routine care 
• Need for integrated mental health care and trained professionals 
• Conflicting messages from different providers can increase burden

T1D eating disorders: a recognized gap in care



• Screen explicitly and nonjudgmentally for disordered eating and insulin omission
• Use diabetes-specific tools when appropriate, such as DEPS-R
• Do not focus only on A1C: look for recurrent DKA, weight preoccupation, fear of 

hypoglycemia and rigid tracking
• Avoid intensive carb counting or weight monitoring when they reinforce pathology
• Prioritize trust, nutrition adequacy, DKA prevention and severe hypoglycemia 

prevention
• Work with a psychologist experienced in diabetes and eating disorders

What can we do?

ADA Standards of Care in Diabetes 2026. Diabetes Care 2026; 49 (Supplement_1): S89–S131.



• Technology has changed nutrition care in T1D, but it has not made nutrition education obsolete. It 
has made it more targeted, safer and more personalized.

• Carbohydrate counting remains a core skill, but not every person needs the same level of precision. 

• The whole plate matters: fat, protein, fiber, food processing, alcohol and meal timing shape glucose 
patterns and cardiometabolic risk. 

• Modern T1D nutrition must be cardiometabolic and psychologically safe: screen proactively for 
weight gain, insulin resistance and disordered eating. 

• The best nutrition plan is the least burdensome plan that achieves glycemic safety, protects long-
term health and preserves the pleasure of eating. 

Take-home messages



Nutrition care in T1D should be precise enough for safety, flexible enough 
for life and broad enough for long-term health.
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