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Fig. 1 - The rationale for basal + bolus insulin replacement therapy. Schematic insulin kinetic profiles following subcutaneous
injection super-imposed on genuine data showing healthy endogenous insulin concentrations [6]. Solid lines represent
refined profiles of analogue products versus human insulin-based products (dotted lines). (From K.S. Polonsky et al. Twenty-
four-hour profiles and pulsatile patterns of insulin secretion in normal and obese subjects. J. Clin. Invest. 81 (1988) 442-448.
Reproduced with permission from the American Society for Clinical Investigation.)
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Fig. 1. Variable basal rates using a CSII programme.
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ISPAD CLINICAL PRACTICE CONSENSUS GUIDELINES

ISPAD Clinical Practice Consensus Guidelines 2018:
Nutritional management in children and adolescents with
diabetes
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Evidence suggests that it is possible to improve diabetes out-
comes through attention to nutritional management and an individual-
ized approach to M This requires a clear focus on dietary
goals in relation to glycemic control and the reduction in

cardiovascular risk.
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The management of type 1 diabetes in an adult

All treatment depends on individual preferences, capabilities and circumstances.
S o S Er i e e Diabetes self-management education
~!r oo | o0V and support, including nutrition,
~ 2 f physical activity, management of hyper-
Measure autoantibodies —{ Positive B > and hypo-glycaemia

if negative, based on age,
the differential is MODY or T2DM. —{c"":'.r':';.m"n >
If both not true then T1DM. J
- Referral to mental health provider/
counselling as indicated

R

[ Screen for and treat micro- and

macro-vascular complications;

consider special populations

Se

Usea automated insulin defivery
systems where feasible; pumps, MDI,
with or without connected insulin pen

as alternatives

T1DM = type 1 diabetes mellitus, T20M - type 2 diabetes mellitus, MODY - maturity onest diabetes of the young, CGM = continuous glucose monitoring BGM - biood glucose monitoring, AGP - ambulatory
glucose profile, MDI -« muitipie daily injections
We thank the Leona M. and Harry B. Helmeley Charttable Trust for their sssistance with the images.
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Schematic for management of new-onset type 1 diabetes in an adult

Consider referral to T T T
mental health however, all should Preferably MDI but other
provider/counsaelling if: BGM for backup and "g’:“""ﬂ";‘""“ﬂmp
= Person with diabetes monitoring If CGM not toehnol "lmb. o-n“b. ". it hypoglycaemia.
requests it available and/or desired. Basad oR ThaiIdUSI : ke b e
* Difficulty adjusting to Set testing frequency circumstances* to measure ketones and odu' c' “n ullon gn"':::o': :h ourd
diagnosis and HbA, , TIR and (see Table 5) provide method for ketone B Gend

« Evidence for depression, TBR targets, testing®,
eating disorder, high
level of diabotes
distress or other

psychological issues.

L Published online: 30 September 2021

Fig. 3 A framework for initial assessment and treatment of an individual with newly dingnosed type 1 diabetes. In most people, frequent follow-up until the diabetes is stabilised is needed. ' People can
switch back and forth between MDI and pump or hyhnd closed-loop therapy based on preference and circumstances: however, all people must be prepared to use injected insulin therapy il pump or
hybrid closed-loop systems fail or are not available. *The availability of blood and urine ketone measurement varies across healthcare systems
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The Evidence for Medical Nutrition Therapy for Review
Type 1 and Type 2 Diabetes in Adults

MARION ). FRANZ, MS. RD; MARGARET A. POWERS, PnD, RD: CAROLYN LEONTOS, MS, RD; LEA ANN HOLZMEISTER, RD;
KARMEEN KULKARNI, MS. RD; ARLENE MONK, RD; NAOMI WEDEL, MS. RD; ERICA GRADWELL, M35, AD

INTEGRATING RECOMMENDATIONS INTO THE NUTRITION CARE
PROCESS

The EBNPG recommendations are integrated throughout
the Nutrition Care Process. The following summarizes
how the recommendations are applied throughout the
Nutrition Care Process.

Implementation of MNT:

1es ol three to four encoun
45 to 90 mlnutes ls recomme
. tlus serles beginni

DI O AANTTTY o |tosy ITS i 5 1A B

3-4 ouvavtnoelg dtapkelac 45-90
Aemtwv pe e€elOLKEVEVO SLaLToAOyOo
Bewpouvtal avayKaieg

Nutrition interventions:

¢ An RD ghould implement MNT selecting from a variety
of nutrition interventions that will assist patienta/chi-
ents to achieve nutrition therapy goals;

o an RD should encourage consumption of macronutri-
ents based on the Dietary Reference Intakes for healthy
adults; and

O e&elblekeupévoc SlattoAoyog Ba mpeEmeL va
napexet Stattntikn eknaidbevon divovrag
Eudoon oTLC LoXYUOUOEC CUOTACELG OXETLKA LLE T
Baowka otoxeia Tn¢ Statpodng

whether additional MNT encounters are needed.

J Am Diet Assoc. 2010;110:1852-1889.




Nutrition Therapy for Adults With
Diabetes or Prediabetes:
A Consensus Report

EFFECTIVENESS OF DIABETES d Diabetes-focused MINT is provided by
NUTRITION THERAPY a registered dietitian nutritionist/
Consensus recommendations registered dietitian (RDN), prefera-
e Refer adults living with type 1 or bly one who has comprehensive
type 2 diabetes to individualized, : : i
diabetes-focused MNT at diagnosis knowledge and:experience in:di
and as needed throughout the life abetes care.
span and during times of changing e Refer people with prediabetes and
health status to achieve treatment overweight /obesity to an intensive

goals. Coordinate and align the
VTN PIa WItH the overaln manage-.

ment strategy, including use of

lifestyle intervention program that
includes individualized goal-setting

medications, physical activity, etc., components, such as the Diabetes
O"fa" °"8°li"8 basis. Prevention Program (DPP) and/or
s Refer adults with diabetes to to individualized MNT.

comprehensive diabetes self-
management education and sup-
port (DSMES) services according to
national standards.

Diabetes Care, 2019



Goals of nutrition therapy for type 1 diabetes

* Promote healthful eating patterns, emphasizing a variety of nutrient-
dense foods in appropriate sizes to improve overall health and to:

* Improve HbA1C, blood pressure, cholesterol and aid in maintaining weight
* Focus on weight management in overweight and obesity

European Assaciation

A\ Aivetican DIsbetes ASEooition, Published online: 30 September 2021 EASD R85 5 5ia0etes




Goals of nutrition therapy for type 1 diabetes

* Individualize nutrition needs based on personal and cultural
preferences, health literacy, access to healthful food choices

European Assaciation

A. American Diabetes Association. Published online: 30 September 2021 EASD &2 Study of Diabetes




Goals of nutrition therapy for type 1 diabetes

* Provide practical tools for day-to-day meal planning

A Aiveiican Disbetes Aiscolation. Published online: 30 September 2021 EASD R8s s tnontes



Goals of nutrition therapy for type 1 diabetes

* Focus on matching insulin doses with meal composition through
advanced carbohydrate counting

European Assaciation

A. American Diabetes Association. EASD for the Study of Diabetes




14. Children and Adolescents:
Standards of Care in Diabetes—
2024

Diabetes Care 2023;47(Suppl. 1):5258-5281 | https.//dol.org/10.2337/dc24-5014

Nutrition Therapy

Recommendations
14.2 Individualized medical nutri-
tion therapy is recommended

for youth with type 1 diabe- '
tes as an essential compo-

nent of the owverall treatment DlagHOSlS
plan. A :

14.3 Monitoring carbohydrate in- D‘abetes tqpe 1
take, whether by carbohy- ¥
drate ocounting or experience-
based estimation, is a key
component to optimizing gly-
cemic management. B

14.4 Comprehensive nutrition educa-
tion at diagnosis, with annual
updates, by an experienced reg-
istered dietitian nutritionist, is
recommended to assess caloric
and nutrition intake in relation

Height Weight :

to weight status and cardiovas-
cular disease risk factors and to
inform macronutrient choices. E
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Nutrition therapy

* Refer for individualized medical nutrition therapy (MNT) provided by a registered
dietitian (RD) knowledgeable and skilled in providing diabetes-specific nutritional advice

* MINT delivered by a RD ----
» associated with a reduction HbA, . of 1.0-1.9% (11-21 mmol/mol)
» for sub-optimally managed type 1 diabetes/integrated into an overall
management program

* No one eating pattern recommended for people with type 1 diabetes

* The nutrition approach should be individualized based on personal preferences,

socioeconomic status, cultural backgrounds and comorbidities.

narbohydrate counting

* Insulin-to-carbohydrate ratios to adjust mealtime dosing for improved glycaemic
outcomes

Y «, European Assaclation
£\ American Diabetes Association. EASD &/ oRe8nas s biaontes



* +/-10 g otnVv moootnTa TwWV LoaTAVOpaKkwVY dev Ppalvetal va eMNPEALEL TOV YEUUOTIKO

ENEyYXO

Smart CE, et al. Children and adolescents on intensive insulin therapy maintain postprandial
glycaemic control without precise carbohydrate counting. Diabet Med 2009: 26: 279-285

* AvtiBeta, +/-20 g 0TNV TOCOTNTA TWV LSATOVOPAKWY ETILPEPEL LETOLYEU LOTIKAL UTIEP-

r'] UT[OV}\U KO Smart CE, et al. In children using intensive insulin therapy, a 20-g variation in carbohydrate
amount significantly impacts on postprandial glycaemia. Diabet Med 2012 Jul;29(7):e21-4


http://spectrum.diabetesjournals.org/search?author1=Stephen+Mitchell&sortspec=date&submit=Submit

ALALTNTIKEG CUOTACELG YLO. T ATOM e ZA petato 2014

A guide to the distribution of macronutrients
® Ta otolkeia mAEov eixvouv OTL eV UTLAP)XEL Carbohydrate 45% to 55% energy
Moderate sucrose intake {up to 10% total energy)
L6 avIKO TO000TO TWV Bgpidwv anod Fat 30% to 35% energy
<10% saturated fat + trans fatty acids
vdatavBpakeg, mpwTteiveg Kat AlTtog yla OAa Ta Protein 15% to 20% energy
atopa pe Stafntn
® H KaTOVOMN TWV HAKPOOPEMTIKWY OUCTATIKWY L

npéneLva kaBopiletal pe Baon tnv
€EATOMLKEVEVN afLoAOYNoN TwV SLATPOoPLKWV
ouvnBeLWwV, TWV MPOTILACEWY, TOU €idouc tng

OYWYNC KOL TWV LETABOALKWY OTOXWV.

Diabetes Care 2023;46{Suppl. 1):563-596 | https;//doi.org/10.2337/dc23-5005
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Nutrition therapy

* Low-carbohydrate/very-low carbohydrate eating patterns
* Have been found to reduce HbA,. levels in the short-term

* |F an individual wishes to utilize, it is important to incorporate in conjunction with
healthy eating guidelines.

The management of type 1 diabetes in adults. A consensus report
by the American Diabetes Association (ADA) and the European
Association for the Study of Diabetes (EASD)

Richard I. G. Holt "7 « J. Hans DeVries ™" . Amy Hess-Fischl® « Il B. Hirsch® - M. Sue Kirkman’ - Tomasz Klupa® -
Barbara Ludwig? - Kirsten Nergaard '%'' . Jeremy Pettus'? - Eric Renard '*'* . Jay S. Skyler'® « Frank J. Snoek '® .
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fEuropean Association

A, American Diabetes Association. EASD or the Study of Diabetes




Article Eligible youth were between 12 and 17 years old; diagnosed with T1D for at

& e 4 £ : ’ : least three months; following an intensive insulin regimen for at least one month;
POSthndla] Glucose Vanablhty Followmg Ty plC&l MQ&]S n and reporting a Physical Activity Questionnaire for Children and Adolescents

Youth lemg with Type 1 Diabetes (PAQ) survey score of at least 1.5, indicating a moderate or high level of
physical activity.

Susana K. Patton ', Simen Bergford ? Jennifer L. Sherr?, Robin L Gal 2, Peter Calhoun * Mark A Clements®,
Michael C. Riddell ** and Corby K Martin ®
SRR g ‘ = Overall, our results suggest
bl 2 FiSect of macsmutoents on postprandial gheoemic v arability i
Adjusbed Mean = greater glycemlc

N Mean - SD sence (95% CI) Valwe * ) L. B

S Difesruce 955 C1 . T I Tt T T T T variability following meals
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Bady @ Miw  ameem content, while we

et m mim  moe P memmer o mem m amemeansos observed lower variability
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Aswambgiy S Wi om(imoen ” or protein.

050 g/ kg Ao 19 410, RO (215 0%

oo S0 ing 413 Notably, in our sub-
L ' : N I I analyses, insulin modality,
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Sh<g @ Bew L6046 8 R ; £ F T exercise in the postprandial
e @ v cednay i t 1 period, and exercise
N i 0 . map Fra | intensity did not appear to
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0 kavovag Twv 500

O kavéveg Tov 500

® [voovAivn: Avaroyia voatavOpdikmv = 450 1 500 + cuvoAikr| nuepn oo 00GT IVGOVLAIVIG
(TDD)

TapaoEyn
e TDD = 36 povdoeg
® 1o enineda YAvkOnNg eivon pEca 6Tovg emBuUnNTovg 6TOYOVG

® [voovrivn:Avaroyia voatavOpakwv = 500 + 36 = 13.8 (nepinov 14)
— avoroyio = 1:14

Practical Carbohydrate Counting, American Diabetes Association, 2001



2uvteAeotnc woouAwvo-gvatcOnoiac (ISF)

M£0060¢ pe 10 cvvreLesTi) wveolvo-svotsOneiog (ISF)!

e ISF = 1500 or 1800 ~ TDD
® [voovAivn: Avaroyia voatavOpdrkmy = ISFx 0.33

e TDD = 25 units

e ISF =1800 + 25 = 72 mg/dl

e [voovAivn: Avaroyia voatavOpdkwv = 72 x 0.33= 23.8 (round up to 24)
Ratio = 1:24

Practical Carbohydrate Counting, American Diabetes Association, 2001



YMOAOYLOMOG YEUHATIKAG LVGOUALVNG

Table 51—Medical nutntion therapy recommendations

Topk

Pecommend stion

Eifectiveness of nutrtion therapy

Energy balarce

Exting patberms and macroouts mnt
datnbution

Cartiobyyedr iy

5.9 An ndvdualized medical reatrit therapy progrem as needed 10 ! 1]
poals. provided by a registered dietitian nutritionist (RDSADN), preferably one who has
omprehensive knowledge and esperience in dabetes care, & recommended for ol
pecple with type 1 oc type 2 disbetes. predisbetes, and g d melttus. A

5.10 Decaunse dlobetes medical nutribon therapy Gan result In cost savings § and improved
oucomes (eg. AIC reduction, reduced weight, decroase n cholestesnl) A, medical
nuERion therapy ould bu sdeguatdy reimbursed by Inscrence snd other
payurs €

5,11 For af patients with overweght or obesity, behavionl modification to achieve and
mantan 3 minkmum woight loss of 5% s recommended. A

S.12 There IS no idead macronutrient pattern for poople wth diabetes. meal plans shoud be
dvid while keeping total calorie and metabole goals n mind.
5.13 A voriety of eating patterns can be considered for the management of type 2 dabeltes
mnd to prevent disbetes in Individusls with pe b n
5.32 Reduong overall carbohwdnate iIntake for individuals with disbetes has demonstrated
he most evidence for mpeoving gycemis snd may be apglivd in s vanety of eating
pattems that meut ndividual needs and preferences. 8

5.15 Carbohydrawe intake should emphasize nutrient-dense carbohydrate sources that are
high n fiber {at least 12 g fibex per 1,000 kcal) and mindmaily processed  Eating plans
should emphasize nonstarchy vegetables, fruits, and whole grains, as well as daéry
products, with minimal added sugars. B8

5.16 People with diabetes and those 4t risk are advited to replece sugar swoutaned
beverages fncluding Trult juces) with water o3 much as possible In order o control
Pycemia and weight and reduce ther risk for cardwovascutar disease and fatty theer 8
wd shosid minimere the consumption of foods with added sugar that have the
copacity 1o divdace heslthier, more nutrent-dense food cholces. A

%17 When uing » flexible Insulin therspy program, =ducation on the ghicemic smpact of
carbohydrate A, fot, and proteen i should be tallored 1o wn Indradual’s needhs and
preferences and used to optimize mealime mulin doung

S.18 When wng Need Insulin doses, mdviduals should be provided edudcation about
consistent pattern of carbohydrate intake with respect 1o tine and amount, whele
considering the insulln action time, a5 it can result In imgroved ghycemia and reduce
e sk Tor hypoghcemia. B

ITa ATOMO UE ZA KOl EVIATIKOTIOLNHEVO
oxnua wooulwvoBeparmeiag alAd  Kal
otn Bepameia  pe  avidia  elval
amapaitntn n eknaidevon otn PHETPNON
TwV LoaTavBpAKWY

(A) tov umoAoyLlopO TNG TPOYEUMOTLKAG
860Nn¢ WWOoUALvVNG

(B) aM\d Kkal OTOV UTOAOYLOHO TWwV
MPWTEIVWY Kal Autdiwy

Diobetes Care 2023;46(Suppl. 1):568-596 | https://doi.org/10.2337/dc23-5005



* JNUOVTLKOTEPN TIAPAUETPOC Elval N OUVOALKNA evepYELOKN TtPOoAnW N Kat OxL n tnyn tng
EVEPYELAC.

* OLudatavOpakec elval To KUPLO BPEMTIKO CUCTATLKO TIOU EMNPEALEL TNV UETOYEU LOATLKN)
YAuKO{n TOU ailpaToc.

* 00TOO0O, €MELON Kot Ta Tpia OPETTIKA CUOTATIKA OTTALTOUV LVOOUALVN yLa TOV HETOBOALOUO
TOUC KoL ETINPEALOUV TNV ETILTUXLA TWV OTOXWYV, Ba mpémel va AapBdvovtatl uton HEoa oTo
nAaiolo Ttn¢ LooppomnuéEvng Sltatpodnc.

Carbohydrate

Peaks in the blood as sugar 0.5-1 hour
90-100%0 converts to glucose

Peaks in the blood as sugar 2-4 hours
50%0 converts to glucose

Fat
Peaks in the blood as sugar 8-10 hours
10% converts to glucose

S —




Standards of Medical Care in Diabetes—2017:
Summary of Revisions

Diabetes Care 2017:40{Suppi. 1):54-55 | DOI: 10.2337/dc17-5003

To 2017, yia mpwtn $opa, OTIC EMIONEC CUCTACELG TLG AUEPLKAVIKNG
SlaBntoloyikAg eTalpeiag, avadpEPETAL TWGE OTA ATOUA UE XA, TTOU
akoAouBoUV evTaTIKOTIOLNUEVO OXNHa LvooUALVoBeparmeiag, eival

anapaitntn n eknaidevon otnv HETPNON TWV LOATAVOPAKWY Kol o€

LEPLKEC TIEPUTTWOELG KOIL O UTTOAOYLOLOG TWV TIPWTEIVWY KAl TOU
Atrtoug (ADA,2017:40 (Suppl 1)

The recommendation for nutrition

therapy in people prescribed flexible in-
sulin therapy was updated to include fat
Mo npwtn $popd avadEépetat Kat and protein counting in addition to car-

o YrioAoytopog KAl Aimoug-

bohydrate counting for some patients to
MPWTIEIVNG

reflect evidence that these dietary fac-
tors influence insulin dosing and blood
glucose levels.




The management of type 1 diabetes in adults. A consensus report
by the American Diabetes Association (ADA) and the European
Association for the Study of Diabetes (EASD)

Richard I. G. Holt "7 « J. Hans DeVries ™" . Amy Hess-Fischl® « Il B. Hirsch® - M. Sue Kirkman’ - Tomasz Klupa® .
Barbara Ludwig? - Kirsten Nergaard '%'' . Jeremy Pettus'? - Eric Renard '*'* . Jay S. Skyler'® « Frank J. Snoek '® .
Ruth S. Weinstock '” - Anne L, Peters '®

* High fat and/or high protein, may contribute to delayed hyperglycemia and the need for
insulin dose adjustments.
 Highly variable between individuals

* Postprandial glucose measurements for up to three or more hours may be needed to
determine initial dose adjustments

Furopean Association

A. American Diabetes Association. EASD or the Study of Diabetes




Diabetes Care

D O

Nutrition Therapy for Adults With
Diabetes or Prediabetes:
A Consensus Report

https.//dol.org/10.2337/dci19-0014

e When consuming a mixed meal
that contains carbohydrate and is
high in fat and/or protein, insulin
dosing should not be based solely
on carbohydrate counting. A cau-
tious approach to increasing meal-
time insulin doses is suggested;
continuous glucose mMmonitoring
(CGM) or self-monitoring of blood
glucose (SMBG) should guide
decision-making for administration
of additional insulin.

2019 by the American Diabetes Association

5. Facilitating Behavior Change
and Well-being to Improve
Health Outcomes: Standards of
Medical Care in Diabetes—2022

Diobetes Core 2022:45(Suppl. 1):560-582 | https.//doi.org/10.2337/de22-5005

5 Wﬁen ﬁsinga ﬁexible 'nsulin'therapv program, education on the giycemic impact of
carbohydrate A, fat, and protein 8 should be tailored to an individuals needs and
preferences and used to optimize mealtime insulin dosing.

Diabetes Care Volume 45, Supplement 1, January 2022




Fat and protein counting in type 1 diabetes

I Dietary review to address diet quality, meal patterns, lifestyle issues and goal setting I

'

Optimise basal rates (CSI1) or basal insulin; review insulin:carbohydrate ratios, insulin sensitivity factors and
carbohydrate counting techniques. Consider referral to structured diabetes education programme

!

Evaluate food and glucose records to identify meals and food choices which could be contributing to
postprandial hyperglycaemia:

= High fat/high protein — late (=3 hour) postprandial hyperglycaemia (especially overnight)

= High glycaemic index (Gl) — early postprandial spike

!

Dietary advice for alternative A 4
food choices, e.g. lower fat
(especially saturated), lower
Gl, =maller portions (especially
carbohydrate)

Advice on insulin dose
adjustments

v v v

High fat (=40g) Protein High GI

= For MDI consider additional insulin = Protein only =75qg consumed = More insulin upfront and less in late
(30-35% of preprandial dose) without carbohydrate — probably postprandial period if hypoglycaemia
given 1 hour post-meal no adjustment to insulin needod = Give insulin dose 20 mins before meal

= For CSlI consider increasing total = Protein plus at least 30g = For CSII consider additional insulin
dose by 20-35% using a dual or carbohydrate upfront plus a reduction in basal
multiwave bolus split S0/50 over If at least 40g consider increasing in the late postprandial period
2+2.5 hours total dose by 15-20% ("'super-bolus’)

= Increased early postprandial
glucose — more insulin upfront

Practical Diabetes, Volume: 33, Issue: 7, Pages: 243-247, First published: 16 September 2016, DOI: (10.1002/pdi.2049)



Insulin strategies for dietary fat and protein in type 1 diabetes:

A systematic review Novelty statement

Tenele A. Smith'? @ | Alexandra A. Madow'? | Bruce R. King'** @ | Carmél E. Smart'* e Type | diabetes guidelines recommend that fat

and protein be considered in the meal insulin strat-
egy yet. the optimal adjustments remain unknown.

e For carbohydrate meals containing >30 g of fat
or >15 g fat with >25 g protein. findings support
an insulin dose increase of 30% of the insulin-to-
carbohydrate ratio.

e In pump therapy. findings demonstrated a gly-
caemic benefit of insulin delivery in combination
over standard and extended boluses. with >60%
of the insulin calculated for carbohydrate given
15 min before eating.

e In multiple daily injections, the effectiveness of
a split insulin strategy in improving postprandial
glycaemia is unclear.

Conclusions: Findings highlight the glycaemic benefit of an additional 24%—75%
ICR for fat and fat and protein meals. For these meals, there is supportive evidence
for insulin delivery in a combination bolus with a minimum upfront dose of 60% ICR,

15 min before the meal. Diabetic Medicine. 2021002 14641



Article

Fac

Counﬁng Strategy by Adults with Type 1 Diabetes Mellitus November 2021 to June 2022 through an

Gabri
Kaory

A

ela Correia Uliana *, Juliana Carvalho da Costa **, Avla Rocha Quaresma **, Arthur Andrade da Fonseca®, online qu estionnaire.

Brito Ohaze %, Layla Sandia Cezario Alves* and Daniela Lopes Gomes '**

The majority of respondents knew what protein and lipid counting was but did not know how to perform it,
highlighting the need to invest in diabetes education.

Factors associated with greater adherence to protein and lipid counting included:

receiving guidance from a nutritionist,

having a family income greater than three minimum wages,

having a higher education level, and

having free time during meal preparation.

Furthermore, this study demonstrated that adhering to protein and lipid counting was associated with
adequate HbAlc control.

These results emphasize the importance of considering protein and lipid counting as a strategy to

optimize glycemic control.

Nutrients 2024, 16, 1930. https:/ /doi.org/10.3390/nul6121930
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Avavag axAadi 1 pikpd 110 Bepikoka 4 YKPEIN PPOUT % dapaoknva 2
3/4 QAITC Yp 0AOKANpa 150 yp Meydaho 330 yp METPIa 140 yp
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IZOAYNAMA YAATANOPAKQN ZE ENTATIKOMOIHMENO 2XHMA INZOYAINHZ
AEN NPENEI NA ZEXNAME NOTE: 1 wooduvapo vdatavOpaka = 15 yp udatavOpdakwv

NOZOTHTA/MEPIAA YAATANOPAKEZ (vp)
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MeyaAutepn akpifela pe ypoppdpla udatavOpakwv

MéEBodoL untoAoyiopov YA: diadopéc

OATHTO [PAMM VS [120AYNAMA
1 PA moupE maTaTog 36 2
8 KoppaTLa oTapayyla 8 0
1 pkpd Pwpdkt (30 yp) 19 1
90 yp KOTOTIOUAOU 0 0
1 ukpo axAadL 210 yp 21 1
2 KOUT OOUTIOC papyapivn 0 0
8l gm 60 gm
Insulin dose using 1:15 (1:C ratio) 54u 4.0u



MpaKTikoi TPOToL UTTOAOYLOHOU

MNMutrition Facits
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Calories B0 Calories from Fat 1%

Dk Daily Walus™

Total Fat 150 =%
Saturated FatO0g =~~~ | 0%e
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IIpcner va orapadoope T1g O1ATPOPIKEG

STIKETE

MNaoupTia pe @pouTa

Nutrition Facts
Serving Size 1 container (2264)

Amount Per Serving
Calories 110 Calories from Fat 0O

Total Fat Og
Saturated Fat 0g
Trans Fat Og

Cholesterol Less than Smg

Sodium 160mg

Total Carbohydrate 150

gars 10g
Protein 130

* Percent Daily Walues are bazed on a 2000 calorie
diet. Vour Daily Walues may be higher or loweer
depending on wour calorie needs

Nutrition Facts
Serving Size 1 container (2270)

Amount Per Serming
Caleries 240 Calaries from Fat 25

Total Fat 3g
Saturated Fat 1.549
Trans Fat Og

Cholesterel 12mg

Sedium 140mQg

Total Carbohydrate 5

® Percent Daily value iz bazed on a 2000 calore diet.
Your Daily Walues may be higher or lower bazed
on your calofie needs.



NITONONIGODHERIONIENE0 DERAAPIEP DS

Fist = 8 fluid oz or 1 cup

: Palm = 3 oz.
\"’
| ¢

Handful = 1/2 cup Thumb tip = 1 tsp.



1 Cup

72 Cup

Y2 Cup

s Cup

3 Oz.

2 Teaspoons
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MeyeBoc tooduvapou

Chick Peas - 1/2 qu

Hot Dog Bun ( 1 ounce )

on the Cob - S ou

1 ADA Diabetic Starch Exchange

ADA Starchy Vegetable Exchange



http://www.foodsize.com/2011/05/corn-on-the-cob-5-ounces-1-ada-diabetic-starchy-vegetable-exchange/
http://www.foodsize.com/2011/05/corn-on-the-cob-5-ounces-1-ada-diabetic-starchy-vegetable-exchange/
http://www.foodsize.com/2011/03/peas-12-cup-1-ada-starchy-vegetable-exchange/
http://www.foodsize.com/2011/03/peas-12-cup-1-ada-starchy-vegetable-exchange/
http://www.foodsize.com/2011/05/chick-peas-1-ada-diabetic-starch-exchange/
http://www.foodsize.com/2011/05/chick-peas-1-ada-diabetic-starch-exchange/

MeyeBoc Ic0duvapwyv




7. Diabetes T echnology: Standards

of Care in Diabetes—2024

Diabetes Care 2024;47(Suppl. 1):5126-5144 | https://doi.org/10.2337/dc24-5007

e e Diabetes ‘,@'g
Care = &

Standards of Care

in Diabetes—2024

Table 7.3-Contimucus glucose monitoring [OGM) devices

Type of (GM Destrigtion

Reak-sme OGM 206N 05M gstems thet mezsure and disaoy ghose evels cortinuously

mizmitenfy sarned (6M (s0GM)  OGM systems that maasure glocoss |evels continaously but coly display gucoss valees when swiped
by 3 reader or 3 smarfphore

Professional (GM (G d2resthat areglaredonthe satientinthe provider sefficelorwi emote nstruction| asdworn

for a dicrete pesiod of time (generaly 1-34 days). etz may Se Dnded or vsioie to the perwe
wearng Pe dedce. Thedata are used 1 2s5ess Fyemic gattems and 2nds. These davios are ot
fuflyowmed by the zatiem—they are 2 cing Sased deac 25 appesed tnthz satient-genad AlEM/
iS0GM deviczs

Ao to 2020 tpooteEOnke KePAAaLo yLa

Texvoloyia

Recommendation

7.1 Useoftechnologyshould beindividualized based ona patient’s needs, desires,
skill level, and availability of devices. E

Technology is rapidly changing, but therefis no “one-size-fits-all” approach t

technology use inpeople with diabetes. Insurance coverage can lag behind device
availability, patient interest in devices and willingness to change can vary, and
providers may have trouble keeping up with newly released technology. Not-for-profit
websites can help providers and patients make decisions as to the initial choice of
devices. Other sources, including health care providers and device manufacturers, can

help people troubleshoot when difficulties arise.
ONE SIZE

DOES NOT
FIT ALL
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AvtAia: o KaAR TPOCOooLWaN

Physiological Insulin Secretion Profile
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Time
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withh Rapid Acting Insulin
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Xapng AnpocBevonmoohog MMedsci. SRD



Kaboprtgovras PacikoipoYoRaibolus

Pre-Pump Dose

otaliDal yADESE

(SH=75% af arlar dnsiilin feejinmisin 7 P/D))

( \

Usually divided into 3 premeal doses
*Range: 40 to 60% (depending on number and size of meals)

Xapng AnpocBevonmoohog MMedsci. SRD



pualoAoyikn déon

TTaparteTapévn i

) TeETPAywvn déon
Xpovog

dpdong Tou
bolus

2 3 4
Aipaoikh 86on

Ywapxouv

3

TpOoTol dpACEIC:

1 ,
2 QUOIOAOYIKO +
1 ,
> TAPATETAUEVO

Xapng AnpocBevonmoohog MMedsci. SRD



(1) @uaioAoyikn d6on epddou

@€Moupe va kaAupoupe €va 200 g
ylaoupTtt

Kat 1 unAo

BuaioAoyiké bolus MONO YAATANOPAKES

IvoouAivn

2-4 Mov

Q~
o
I




(2)TeTpaywviko kKUpa d0onc £podou

Square bolus=raparerauévn déon

OTtav O€Aoupe va KaAUyoupe
€évd  mAPATETAUEVO OEITVO

TToU TepiAauPavel
3-5 mdra,

TT.x. oe ITaAiké,
A Me&ikdviko

(ne di1dpkelg amé 30 min péxpr
Kal 8 Wpeg)

'H via va KaAUq;ouKe ®ayntd pe
oAU xapnAo I'A T.X. KOKKIVEG

PAKEC
| I | +posic mons wnnec oc

TPWTEIVN

IvoouAivn

.
>

Adon 4 povadec Xpoévog 4 Wwpec

Xapng AnpocBevonmoohog MMedsci. SRD



Awpaoiko bolus

* H d6on potpaletatl oe SUO PAOELC
* Me SLapKeLa LEXPL KOl 8 WPEC
* MMopOoOUE VO TO AKUPWOOUE

O 1 2 3 4hrs




(3) Aipaoikn ddon pbddou

Dual bolus=ouvduaoTiki d6on
lMa va kaAUyoupue é€va yevua pe Kp€ag-
dpuAo, aAAd kal Tapouaia Aitroug

H

—_—

g via va kaAuyoupe éva
S yeUpd o€ Taxugayeio
8 (Fast food)
2 H
l TTaBoAoyikég Kaqun'losug T.X.
yaoTtpoTidpean
Xpovog
Adon 4 Movadeg: 2 povadeg apxika, 2
o€ 4 wpeg

Xapng AnpocBevonmoohog MMedsci. SRD



XPH2IMH H BOHOEIA ANO E=ZEIAIKEYMENO AIAITOAOIO
[NA THN OEPATIEIA ME ANTAIA

e Alatpodlkn ekmaidevon

e Eknaibevon otnv KatapeTpnon vdatavopakwy

* Emttdoyn kataAAnAou potifou yAukatpiog

» Tpomormnotnon StatpoPlkAC oUpTTEPLPOPAC

* Evtomopoc AavOaopEVwY TIPAKTLKWY oTn Slaxeiplon tou 2A

e Avadeltn aAAaywv otn Bepareia



insulin Bolus limin

® H dnAwon YAK mplv 1o yebua eival dlaitepa onUavtikr, KaBwc to KAELOTO cuoTnua Ba

QUENOEL AUTOUOTA TNV TTAPOXA LVOOUALIVNG LETA aTto HLa apXki Avodo TwV EMUMESWVY

YAUKOING, omote pia SAwon YAK site katd tn SLApKELO EITE LETA TNV KATOVAAWGCH TOU

yeuuatoc Oa propoloe va odnyrnoeL o€ UTIOYAUKOLULQL.

Meal started  Bolus delivered

I

Sensor glucose (mmol/l)

Insulininfusion (units/h)




AnAwon YAK kai evapén yEUHOTOC

® Ta kAelotd cuotipata amattouv tn dnAwon YAK 10-20 Aemttd mtpLv tnv €vapén tou
yevupatog, yla tn feAtiotonoinon tng Spdong tng (WvoouAivng Ko T amoppodnong
vdatavOpaKkwy.....

EKTOC Q...

® . .TtponynOnKe r UTAPXEL UTTOYAUKOLLO

® ..To yeUua elval uPnAng mpwteivng/Aloug
® .. TO QTOMO EXEL YOOTPOTIAPEDN

® ...aKOAOUBEL emunpooBetn Beparmeia



Dietary determinants of postprandial blood glucose control in adults

with type 1 diabetes on a hybrid closed-loop system

Claudia Vetrani' (3 - llaria Calabrese ' - Luisa Cavagnuolo' - Daniela Pacella’  Elsa Napolano - Silvia Di Rienzo -

Gabriele Riccardi' (3 - Angela A. Rivellese ' - Giovanni Annuzzi' 3 - Lutgarda Bozzetto' (9

Aduits with type 1
diabetes treated
with a hybrid closed
loop system

7-day food record

Dinner

Puvusancnah

Insulin
infusion
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N&a Teme after meal {mn)

Meal components associated
with postprandial
time in range
{2.9-0 mmol/l)

Positive predictors

None

Negative predictors

Energy, total protein, MUFA,
cholesterol, glycaemic load,
carbohydrates, simple sugars

No significant predictors

Positive predictors
Piant proteins
Negative predictors
Glycaemic load, simple
sugars, carbohydrates

Diabetologia (2022) 65:79-87



Revienw

A Nutritional Approach to Optimizing Pump Therapy in Type 1

Diabetes Mellitus

Evdoxia Gitsi !, Sarantis Livadas %, Nicholas Angelopoulos *, Rodis D. Paparodis *, Marina Raftopoulou !

and Georgia Argyrakopoulou '+*

Table 1. Nutritional recommuoendations for patients with TTIDM on pump therapy.

Study (Year)

Cilnggras ot al. (2018) [2a)
Wolpert ot al. (2013) [23])
Bell et al. (2016) (22)
Smith et al (2021) [ 1]
Lopez ot al. (2017) [20]
Al Balwi et al, (2022) [21)

ISPAL (2022) [ 1 3]
O'Caonnell ot al. (2008) [11)
Lopes ot ol (2014) [ v2)

Lupoli ot al. (2019) |0

Bell ot al. (2015) |17]

Borzzettao ot al, (2019) [35]

ALIA (2014) [29]

Fabwer ot ol (2018) |7

Fopulation

Individuals swith TIDM in CLS

Tracki

iduals with TIDM in CLS

Indiviclualy with THDM in OLS

Children and adolesconts with
o S

Childron and ado conts with
on CSH

Individuals swith T1HIOM

oM
THIDOM

Childron and adolescents with T1HEM

Young individuals (518 yoo)
T LN o S

Childreon and ady
on s

Individuals with T1HIOM

Individuals with T1HIDOM

Individuals with T1HIDOM

Indhivicdduals with TN

Young patients (717 voa.) with

with

twowith T 1HIOM

T1M

Meals

HIFHP

NMixed meals
Low Ol meals

Moderate-Cl meals

Thigh-Col meals

CHO rich moeals

Recommendation
Increase TIHD by 25607 for high-fat (=40 )
and /or high-protein (=25 30 meals, Initiate
with a 10-207% 1CR imcrease, gradually raise
by 10% 1 hyperglycemia persists

For HFRIP meals, fave A oombination bolus,
delivering 30-70% of 11D before meals and
the remainder over 23 h based on
Individual reguirements.

Fligh-Cll foods alongside a FIFFLP meal
might sugpest the need for an elevated
upfront dose

Ltilizce COGNMN for achieving personalized
management of mixod moeals offectively,

Comsidder the use of a combination bolus
(50:50 aver 2 ).
Constder implementing an extended /wave
bolus inttiated 20-30 min prior to catingg

Conslder administering insulin 15 min prior
O catingg
An alternative strategy for high-CGl meals
includes a Super Dolus («50% increase in the
initinl insulin bolus, followed by roeduction
1in basal rate for the subseguent 2 h)o

Consider including o source of MU FAsS
alonpside a high-Cl meal for loworing the
plycwmic rosporse.

Al to swap high-glycomic options with
lower plycomic alternatives. In particular,
promote the consumption of whole, less
rofined ftoods e, legumes, whole graines,
frults, vegoetables),

Pincourage the intake of processed prodacts
(Lo, sugary drinks, fast food, refined grains)

Consider Intake of Vprololn and /or fat 15 min
Prior to o CHO cich meal for lowoering the
plycomic rosporse.

Nutrients 2023, 15, 4897. https:/ /doi.org/10.3390 /nu15234897



Review

A Nutritional Approach to Optimizing Pump Therapy in Type 1

Diabetes Mellitus

Evdoxia Gitsi !, Sarantis Livadas %, Nicholas Angelopoulos *, Rodis D. Paparodis *C, Marina Raftopoulou !
and Georgia Argyrakopoulou '*

Nutrients 2023, 15, 4897. https:/ /doi.org/10.3390 /nu15234897

Table 2. Nutritional recommendations tor patients with TTDM on pump therapy during fasting.

Study (Year) Population Topic Recommendation

Consider a 25% reduction in the last
pre-meal insulin bolus, Tailor

Reiter et al. (2007) [43] Individuals with T1TDM on modifications to the individual, with
' MDI and CSII : a reduction range of 25% to 75%. The
Before fasting latter may be more appropriate for
extended fasting periods lasting 25 h.
Karamat et al. (2010) [39] Individuals with IDM Incorporate sources of complex CHO
(tvpe 1 and 2) into the meals.

Table 2. Cont.

Study (Year) Population Topic Recommendation
Consider a 20-40% reduction in the
IDF-DaR (2022) [48] Individuals with T1IDM During fasting basal insulin rate during the final
4-5 h before fasting break.

Consider a 10-30% increase in the
IDF-DaR (2022) [48] Individuals with T1IDM basal insulin rate for the initial hours
after the fasting break.

Consider a reduction in the ICR for
the initial post-fasting meal due to
increased insulin sensitivity.

Individuals with T1IDM on After fasting

Reiter et al. (2007) [43] MDI and CSII

Consider options from low to higher
GI. Encourage the restriction of
sources high in both fat and sugar.

Individuals with DM

Karamat et al. (2010) [39] (type 1 and 2)




LLOKELN OLVEXOLGC KaraypaPnec
Kai Alatpon



General principles for management of glycaemia
in existing type 1 diabetes in an adult

[ Are glycaemic targets met? ]

o Type 1 diabetes self-management education and L

: support including principles of nutrition, carbohydrate
[ Assess reasons why not at target ] , counting and exercise, sick day rules (see Fig 7)

Consider referral to mental health provider/

Discuss options for counselling if:
improving outcomes * Individual with diabetes requests it
Offer referral to diabetes specialist * There is evidence of depression, eating MpLETE O NaW dppitacnes;t
team if needed disorder, high level of diabetes distress or other treatment as applicable
psychological issues

v ¢ There is unexplained persistent hyperglycaemia .
[ Offer CGM if not using it ] or hypoglycaemia [Consider starting CGM if not using it ]

Does the person with diabetes wish to change insulin therapy

No | Yes

Published online: 30 September 2021 EASD Eurepean Association

for the Study of Diabetes

A. American Diabetes Association.
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International Consensus on Use of
Continuous Glucose Monitoring

Diabetes Care 2017;40:1631-1640 | https://dei.org/10.2337/dc17-1600

To CGM npénet va Aappavetal unoPv oe cuvduacpuo pe tn HbA,

sylat TNV afloAoynon tou YAUKOLHLKOU €A€yXou Kot puOuion tng Oepameiag o OAou¢ toug SLaBntikolg
aoBeveig TID kat T2D, o€ evtatikomolnpéva oxquota tvoouAvoBepaneiag

*TIOU SEV EMLTUYXAVOUV TOUG YAUKOLLLLKOUG TOUG OTOXOUG, LOLALTEPWG

*av oL aoBeveic untodpEpouv amnod NPoBANUATIKEG UTTOYAUKOLHLEG.

“OMoL oL aoBeveig mpemel va AapBavouv ekmaldsuorn oTtov TPOMO HE TOV OMoio Ba TPEMEL va EpUNVEVOUV
KOlL VoL avTLdpoUV oL HETPrOEL YAUKOING Toug avefaptnta amno th pE6odo AnPng avtwv.”



m EAAnvikn AlaBntoAdoyikn Etalpeia KateuBuvtripiec O8nyieg
Hellenic Diabetes Association

9. O éAgyX0¢ TNG YAUKAIMIKAG €1IKOVAG ATTO TO ATOMO pE ZA.
AuTOéAeyX0G- ZuveXRG KaTtaypa@n YAUKOInG

H xprion tng ZKI evdeikvuTtal o€:

o E@RBoug kal traidid pe ZATl TTOU OKOAOUBOUV OXAMA TTOAAATTAWYV EVECEWV (EVTATIKOTTOINMEVO
OXAMO IVOOUAIvoBepaTtreiag ) I @éEpouv avrAia 1IvOoouAivng wg emrpoooeTo BondnTiké epyaAegio
oTn PUBUION TOU YAUKQIMIKOU EAEyXOU

o ATopa pE ZA pE ouxvd eTTEICOdIA UTTOYAUKAIUIOG | AVETTIYVWOTH UTTOYAUKOIHia
o Xg Troudid kai g@rpoug pe ZATl, n ZKI ptropei va cupfBdaAAel otnv KaAutepn puBMIONn TNG

YAuKaigiag €ite Xpnoipotroliouv ocUoTNHA TTOAAATTAWY EVECEWV IVOOUAIVNG €iTE XPNOIYOTTOIOUV
avTAia IvoouAivng



Nedtepol deiktec tng HbAlc - rtCGM

AVERAGE,SD,CV%

TIME IN RANGI “Ava diaornuara, uia véa 1déa, uEBodoC N Eva véo
EpyaAgio odnyei o€ Eva anueio KautNg otn dlaxeipion
Tou o1aBNTn. FNiorevouue o011 oNUEPA BPICKOUAOTE O€
£va TETOI0 ONEIo, TO OTTOIO £XEI TTDOKUWEI ATTO THV
avamruén aéloTmoTwV CUCKEUWYVY OUVEXOUS Kataypapns

vAukolng”

AGP

Diabetes Care. 2018;41(6):€92-e94.d0i:10.2337/dci18-0010

Ta CGM ecival uttodopia, eAaxioTa eTeUPBATIKA, APTTEPOPETPIKA / evluuaTikd (GOD) cuoTtipata ,
TTou Pagciovral og PloalodBnTAPa KAl TTAPEXOUV EUMPEDN agloAdynon TNG OUYKEVTPWONG TNG
YAUKOCNG oTo TTAGOUQ, PEOW METPNONG TNG OUYKEVTPWONG YAUKOCNG OTO €CWKUTTAPIKO BIAUECO
uypo.



Katnyoplonoinon Interstitial Glucose Monitoring ISF CGM

CGM FGM

Continuous Glucose Monitoring Intermittent Continuous Glucose Monitoring
Avadépetal kot w¢ rtCGM, “real-time CGM” Avadépetar kat wg isSCGM “intermittent scanning
cGM”

Ta dedopéva mapEXovTol CUVEXWGE KoL LUTOHLOTOL OE
TIPOLYHLOLTLKO XPOVO Ta dedopéva napéxovratl povo Kkat' emnikAnon




Clinical T'argets for Continuous
Glucose Monitoring IData

Interpretation:

Recommendations

I"rom the International Consensus

On

NP SAAOL g 1O 2B A7l 190028

Time in Range

Targst Range:
T80 mgidL
(3.8-10.0 mmodL)

<70 my/dL (3.8 mmallL)
=54 mgidL (3.0 mmaliL}

T 1% & Type 2
ype ype

Target

=250 mgidL
(139 mmoiL) [ <5

=180 mgidL
(10,0 mmelL}

=T0%

<45
<1%

<25%,"

Older/High-Risk:
Type 1 & Type 2
Diabetes
Target
=250 mgidL
(13,8 mmail) <10%

180 mgidL
(10,0 mmatiL)

{3.8-10.0 mmoliL)

<70 mgidl. (3.9 mmaliL} <1%

Pregnancy:
Type 1
Diabetest

Target

>140 mgldL

7.8 mmoliL) <25%

Target Range:
63-140 mgldL
[3.5-7.8 mmaliL)

=T0%

<4%
<1%

<53 mgidL (3.5 mmall)
<54 mgidL (3.0 mmaliL}

& For age =26 yr., if the AC goal is 7.5%, then set TIR target to approximately 60%. (Ses Chnical Appications of
Thma in Rangsas section in the 1ex for eddonal nfomalion regardng 1erget gosal sstting in pediec managament |
# Percanages of lime in mnges are based on limited svidence. More research is needsd.

§ Parmceniages of fime in mnges have nal bean included because fona is very limiled evidenca in &is area. Mom
rasearch = nesded. Plaase sea Pragnancy saction in text for more consideratons on targets for thase groups.

* Indudes percentage of values =250 mgfdL (12.9 mmoilL).
** Includes percentage of values <52 mafdl (3.0 mmoelL),

Pregnancy:
Gestational & Type 2
Diabetes$

>140 mgidL
7.8 mmolL)

Targel Range:
63140 mgidL
{3.5-7 B mmoliL)

<63 maldL (3.5 mmaliL}
=54 mgldL (3.0 mmaliL}

|  Figure 1—CGM-based targets for different diabetes populations.




Monitoring AGP Report: Continuous Glucose Monitoring

0 G P R t Time in Ranges  Gesks for Tyve 1 nd yow 2 Dlsbetes Sam Test Patient 0OS: jan 1. 1970
Oost <8
e po r (~ VeryWigh  20% 14 Days: Aug 8-Aug 21, 2021

44% cow <a9% Time CGM Active: 100%
i
High 4% Glucose Metrics
1m0 Average Glucose
175 mgiit. Goal: <154 mgiiL
—~ Target 46% oo »10%
Cach $% noresse 5 Glucose Management Indicator (GMI)
rrcmly berefic.al 7.5% Gost <%
™ o LoW %
5
_L 10% cout <o Glucose Variability
Very Low LY Defined 23 percent coeMicient of varation
Gosl: <1% Each 1% e e 45.5% Goal <38%
range = ~15 mintes
Ambulatory Glucose Profile (AGP)

AGP s & summary of glucose values from the repart period, with median (S0%) and other percentiies shown as If they occummed in a single day.

. o / European Association
A.Amerlcan Diabetes Association. EASD &% Study of Diabetes




AGP Report: Continuous Glucose Monitoring

Time in Ranges  Goak for ipe 12 Tioe 2 Disnetes

Goal: <5%
[ VeryHigh  20%
44% Goat: <25%
250
High 2%
1%

ngd Target 46% Geal: >T0%

Each 5% Increase s clinicaily beneficial

] Low 5%
I
“- 10% Gat <%
e Verylow 5%
Goal: <13 Each 1% time in range = - 15 minptes

Test Patient DOB: jsn1, 1970
14 Days: August 8-August 21, 2021
Time CGM Active: 100%

Glucose Metrics

Average GHUCOSE....... oo DD mg/dL

Goal: <154 ma/dl

Glucose Management Indicator (GMI) .......... 1.5%

boal: <%

Glucose Variabilty...................49.5%
Defined as percent coetficient of vanaton

Goal: <36%

Standardised CGM metrics for

clinical care

Number of days CGM device is worn:
o recommend 14 days

Percentage of time CGM device is active:
o recommend 70% of data from 14 days

Mean glucose
GMI
Glycaemic variability (%CV)

Time above range

o Per cent of readings and time >13.9 mmol/I
(>250 mg/dl); Level 2 hyperglycaemia

o Per cent of readings and time >10.0 mmol/I
(>180 mg/dl); Level 1 and Level 2 hypergly-
caemia

TIR

o Per cent of readings and TIR 3.9-10.0
mmol/l (70—180 mg/dl)

TBR

o Per cent of readings and time <3.9 mmol/l
(<70 mg/dl); Level 1 and Level 2 hypogly-
caemia

o Per cent of readings and time <3.0 mmol/l
(<54 mg/dl); Level 2 hypoglycaemia



Epunveia BéAoug taong otn An Beparmeutikig anodaonc oxeTka Le tn dtatpodn
KaL TNV aoknon

Mpw TNV doknon:

125 mg/dL Atz A5 ;g,z;g,;/ﬁp akwvTpty Ty Jtadepog NaBete 10-15 yp. YéaravOpakwv mpLv TNV doknon
125 mg/dL dese s yp.d\l/j:rg’;n?p akwvTpty Ty 4 Y Meétpta Mtwon NaBete 20-30 yp. YéatavIpdkwy mpLv TV AoKnon
125 mg/dL AaBete 10-15 yp. }’éamvﬁpakwv oLV TNV 4+ et e NaBete 30-140 Vp. Yéawfvﬁpolmwv TPV TNV ao’Knan &
aoknon éavauetpriote tn yAUKO(n aliuatog mpLy TV aoknon
125 mg/dL ACLRE D yp.d\l/:z?rg’;/ﬁp akwyTptv TV AT Métpia Avosoc OK yia tTnVv doknon xwpic amapaitnto ovak
, , OK yia tnv aoknan. Zavauetpnote tn yAukoln aiuatoc
125 mg/dL el A e Y e e TT Paydaia Avobdog o€ 15-20 Aemtta. Av eivat aéloonueiwta avénuévn,
aoknon

XOPNYrOTE YEUUATIKI LVOOUALVN
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10.0 mmoln & T Increased glucose turnover  Nocturnal hypoglycaemia
Contraction-mediated risk management .

glucose disposal

3 R K
3.9 mmol/ kU | BA I
Usual insulin bolus High carb meal Usual insulin bolus
Balanced macronutrient meal Reduced insulin bolus Balanced macronutrient
Stress management meal

Reduced basal delivery
Basal rate reduction

Decreasing tCGM trend arrows:
initiate carbohydrate feeding Bedtime snack




American
Diabetes
= Association.

Figure Legend:

the Study of Diabetes (EASD)

Diabetes Care. 2021;44(11):2589-2625. doi:10.2337/dci21-0043
Four critical times for DSMES in type 1 diabetes

From: The Management of Type 1 Diabetes in Adults. A Consensus Report by
the American Diabetes Association (ADA) and the European Association for

At diagnosis

All newly diagnosed
people with type

1 diabotos should
recaive DEMES

and medical
nutritional therapy
Ensure emotional
health la addressed

When
complicating
factors develop

Development

of long-term
complications
Neoeod for storoids
Planning o
pregnancy or
prognant

Content arcas of DSMES
Pathophy=siclogy of type 1 diabetes
and differentiation from type 2 diabetes
Healthy eating incl. carbohydrate counting
Physical activity
Types of insulin and regimena of iInaulin
administation and ICR and ISF/cormaction factors
Diabetes technology and patient-generated
heoalth data
Preventing, detoecting, and treating
acute complications
Preventing, detecting, and treating chronic
complications, incl. additional autoimmune
conditions
Healthy coping with posychosocial issuos
and concerns
Problem solving

Annually and/or

when not meeting
treatment targets

Review of knowledge,

skills, pasychosoaial
and bohavioural
outcomeos, barriorns,
and facilitators
Unexplained hypo-
or hyperglycemia

When transitions

in life and

care occur
Ago-relatod
responsibilities for
voung adults
Initiation or
intensification of
Inaulin, new devices,
or technology
Living situation
changes
Age-related changes
affecting solf-
management

.

The four critical times when DSMES is particularly needed for people with diabetes (and their caregivers, when applicable). ICR,
insulin:carbohydrate ratio; incl., including; ISF, insulin sensitivity factor.

Diabetes Self-Management Education and Support (DSMES)



https://www.cdc.gov/diabetes/dsmes-toolkit/index.html

YOU | diab
wntlfaa (e% ollel?s 9‘“
propzr nu |t|on
and support.
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