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Article points

1. Medical nurtrition therapy, 
ideally with support from a 
dietitian with expertise in 
diabetes, is a cost-effective 
component of diabetes 
management and prevention, 
and can have similar or 
greater effects than currently 
available medications.

2. Dietary advice should be 
individualised as there 
is no “one-size-fits-all” 
dietary pattern; however, 
the Mediterranean diet can 
be recommended as the 
new “healthy eating”.

3. The pleasure of eating should 
also not be forgotten in 
consultations with patients.

Key words

- Consensus report
- Obesity, diet and lifestyle
- Medical nutrition therapy
- Prevention

Authors

Karen Jones is a Registered 
Dietitian and Senior Teaching 
Fellow, Warwick University; 
Paul McArdle is Lead Clinical 
Dietitian and Deputy Head of 
Nutrition, Birmingham Community 
Healthcare NHS Foundation Trust.

In 2018, the American Diabetes Association commissioned an expert consensus 
report on the role of nutrition in the management of diabetes and the prevention of 
type 2 diabetes. The resulting document, published in May 2019, confirms what many 
healthcare professionals will have seen in their practice: people with diabetes can make 
a huge difference to their condition through dietary change and managing weight 
effectively. In this article, the authors offer a condensed summary of the 24-page report 
and its 345 references, including the main dietary messages for healthcare professionals.

In May this year, a consensus report, funded by 
the American Diabetes Association (ADA), on 
the role of medical nutrition therapy (MNT) 

in the management of diabetes and non-diabetic 
hyperglycaemia was published (Evert et al, 2019). It 
highlights the importance of the dietary treatment 
of diabetes at all stages of management and 
prevention. The headline is a simple one:

HbA1c reductions from MNT can be similar 
or greater than what would be expected with 
medication for type 2 diabetes.

Report summary
l MNT is a cost-effective treatment for diabetes. 

Improvements in glycaemic control can be 
similar or greater from MNT than improvements 
brought about by medications. Advice from a 
dietitian with specialist knowledge in diabetes 
is a priority to enable people with diabetes to 
identify their own areas for change. There is no 
“one-size-fits-all” diet for diabetes, and patients 
can be guided towards healthy, sustainable eating 
and exercise patterns to achieve realistic targets 
using a variety of approaches to suit them.

l Weight reduction is a highly effective treatment 
for type 2 diabetes prevention and management at 

any stage of the condition. Success increases with 
greater patient engagement with a programme 
and making lasting lifestyle changes.

l The Mediterranean-style eating pattern should 
be recommended as the new “healthy eating” 
for glycaemic control and cardiovascular disease 
(CVD) risk reduction.

l Reducing overall carbohydrate intake can 
improve glycaemia. Most recommended dietary 
patterns will lead to a reduction in carbohydrate 
intake, and low- and very-low-carbohydrate diets 
can be useful in certain circumstances.

l Common themes in all diets that have been found 
to be successful are:
– More non-starchy vegetables.
– Minimise added sugars and refined grains.
– Choose whole foods over highly processed foods.
– Advise on appropriate portion sizes to achieve 

calorie targets.
l Eating should continue to be a pleasure, and 

framing changes as positive and enjoyable will 
help maintain long-term change.

In more detail
The report is a consensus statement collated from 
recent evidence and expert opinion, and confirms 
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what many of us have seen in our practice: people 
with diabetes can make a huge difference to their 
condition through dietary change and managing 
weight effectively. Dietary change should be the 
cornerstone of the treatment of diabetes.

The report has many similarities and some 
differences to the Evidence-based nutrition guidelines 
for the prevention and management of diabetes 
published by Diabetes UK (DUK) in 2018 (Dyson 
et al, 2018), some of which will be discussed below.

Individualised advice
The report stresses the importance of individualised 
nutrition advice or, as described here, MNT. 
The authors specifically recommend three to six 
encounters with a registered dietitian in the first 
6 months after diagnosis and an annual review 
after that. MNT is described as a cost-effective 
component of the treatment of diabetes which has 
been shown to have a similar or greater effect on 
HbA1c as currently available medication.

The DUK guideline recommends that a dietitian 
with expertise in diabetes guide the nutrition 
advice of those with diabetes or non-diabetic 
hyperglycaemia. It states that there is good evidence 
for the benefit of structured diabetes education 
programmes which include advice on nutrition and 
self-management support.

Both reports agree that expert dietary advice 
for all people with diabetes should be an integral 
part of treatment. Consequently, the availability 
of specialist dietitians or health professionals with 
adequate time and skills to provide ongoing diet and 
lifestyle interventions should be a priority.

Type 2 diabetes prevention
For the first time, the ADA’s consensus report 
includes advice for non-diabetic hyperglycaemia, or 
prediabetes. The provision of an intensive lifestyle 
programme for the prevention of type 2 diabetes is 
recommended, supported by ongoing dietary advice. 
Weight reduction of 7% or more on a diet that can 
be maintained by the individual is the most effective 
treatment. Evidence for the most effective dietary 
pattern is mixed, although benefit has been found 
from a Mediterranean-style eating pattern. There is 
evidence of the benefit of digital health tools as an 
addition to this to improve the accessibility of the 
programmes.

Weight and the prevention and management 
of type 2 diabetes
The best evidence for the benefit of nutrition 
intervention is from weight reduction, with a loss 
of 5% improving glycaemic control and greater 
benefit seen with greater weight loss, and potential 
remission of type 2 diabetes seen with weight loss of 
15 kg.

The consensus report supports the DUK 
guidelines in stating that there is no evidence that 
any one specific dietary pattern is more effective 
than others in promoting weight loss; advice needs 
to be individualised to suit the needs and lifestyle of 
the patient.

The possibility of remission of type 2 diabetes 
is discussed. This is related to weight reduction, 
and the DiRECT trial shows that remission rates 
increase with greater weight loss (Lean et al, 2018). 
When patients achieved a 15 kg weight reduction, 
there was an 86% remission rate at 1 year with no 
diabetes medication. There is a suggestion from a 
study by Esposito et al (2014) that food quality also 
matters – a reduced-carbohydrate, Mediterranean-
style eating pattern was found to be more likely to 
induce remission than following a low-fat dietary 
pattern despite there being little difference in 
weight reduction.

The report also promotes advice on weight 
reduction alongside other treatments for weight 
loss. MNT will increase the effect of hypoglycaemic 
medications that promote weight reduction, weight 
loss medications and bariatric surgery.

Carbohydrate
In accordance with the DUK guideline, the 
consensus report also states that there is no optimal 
percentage of calories from carbohydrate, protein 
and fat, so people with or at risk of diabetes should 
adapt their diet based on individual preferences and 
requirements. The report also goes on to say, more 
strongly than the DUK guideline, that reducing 
overall carbohydrate intake has demonstrated the 
most evidence for reducing glycaemia. Many of the 
suggested eating patterns will necessarily lead to a 
reduction in carbohydrate intake as they involve 
reduction of sweet drinks and foods, and a reduced 
intake of refined starchy carbohydrate.

The report supports the use of a low- or very-
low-carbohydrate diet as a viable approach in some 
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This Consensus Report is intended to provide clinical professionals with evidence-
based guidance about individualizing nutrition therapy for adults with diabetes or
prediabetes. Strong evidence supports the efficacy and cost-effectiveness of nutrition
therapy as a component of quality diabetes care, including its integration into the
medical management of diabetes; therefore, it is important that all members of the
health care team know and champion the benefits of nutrition therapy and key
nutritionmessages. Nutrition counseling thatworks toward improving ormaintaining
glycemic targets, achieving weight management goals, and improving cardiovascular
risk factors (e.g., blood pressure, lipids, etc.) within individualized treatment goals is
recommended for all adults with diabetes and prediabetes.
Though it might simplify messaging, a “one-size-fits-all” eating plan is not evident

for the prevention or management of diabetes, and it is an unrealistic expectation
given the broad spectrum of people affected by diabetes and prediabetes, their
cultural backgrounds, personal preferences, co-occurring conditions (often referred
to as comorbidities), and socioeconomic settings inwhich they live. Researchprovides
clarity on many food choices and eating patterns that can help people achieve health
goals and quality of life. The American Diabetes Association (ADA) emphasizes that
medical nutrition therapy (MNT) is fundamental in the overall diabetes management
plan, and the need for MNT should be reassessed frequently by health care providers
in collaboration with people with diabetes across the life span, with special attention
during times of changing health status and life stages (1–3).
This Consensus Report now includes information on prediabetes, and previous

ADA nutrition position statements, the last of which was published in 2014 (4), did
not. Unless otherwise noted, the research reviewed was limited to those studies
conducted in adults diagnosed with prediabetes, type 1 diabetes, and/or type 2
diabetes. Nutrition therapy for children with diabetes or women with gestational
diabetes mellitus is not addressed in this review but is covered in other ADA
publications, specifically Standards of Medical Care in Diabetes (5,6).

DATA SOURCES, SEARCHES, AND STUDY SELECTION

The authors of this report were chosen following a national call for experts to ensure
diversity of the members both in professional interest and cultural background,
including a person living with diabetes who served as a patient advocate. An outside
market research company was used to conduct the literature search and was paid
using ADA funds. The authors convened in person for one groupmeeting and actively
participated in monthly teleconference calls between February and November 2018.
Focused teleconference calls, email, and web-based collaboration were also used to
reach consensus on final recommendations between November 2018 and January
2019. The 2014 position statement (4) was used as a starting point, and a search was
conducted on PubMed for studies published in English between 1 January 2014 and
28 February 2018 to provide the updated evidence of nutrition therapy interventions
in nonhospitalized adults with prediabetes and type 1 and type 2 diabetes. Details on
the keywords and the search strategy are reported in the Supplementary Data,
emphasizing randomized controlled trials (RCTs), systematic reviews, and meta-
analyses of RCTs. An exception was made to the inclusion criteria for the use of meal
studies for the insulin dosing section. In addition to the search results, in select cases
the authors identified relevant research to include in reaching consensus. The
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people with diabetes, notably those not meeting 
glycaemic targets or for whom reducing antidiabetes 
medication is a priority. It is suggested, as would 
be the case in the UK, that specialist advice 
should be provided for those on hypoglycaemic 
medications. Further evidence is needed before 
any recommendations can be made regarding low-
carbohydrate intakes in those with chronic kidney 
disease, disordered eating patterns and in pregnancy.

It should be noted that the definition of a 
low-  and very-low-carbohydrate diet has varied 
between clinical trials, which makes direct 
comparison difficult. The values in Table 1 were 
developed by Feinman et al (2015), and have been 
used in UK reports.

Evidence of long-term benefit from a very-
low-carbohydrate diet is not convincing because 
adherence can be a problem. This should be 
considered when advising on such diets, and 
individual advice should be given if a change in 
dietary pattern is required. Regular monitoring of 
glycaemic control should continue and medication 
should be adjusted as necessary.

Fibre
The consensus supports a high-fibre intake from 
dietary sources including whole grains and other 
natural plant sources. This is associated with lower 
all-cause mortality in people with diabetes (Burger 
et al, 2012). The consensus group suggests 14 g of 
fibre per 1000 kcal, which is in line with the UK 
recommendation of 30 g per day.

Fat
The report recommends replacing saturated 
fat with unsaturated fats to reduce total and 
LDL-cholesterol, and specifically replacing with 
monounsaturated fats from plant sources such as 
olive oil and nuts to reduce CVD risk.

Eating patterns
In both the ADA and DUK statements, the 
Mediterranean diet appears to have the strongest 
evidence in terms of its benefit in type 2 diabetes 
prevention, weight reduction, glycaemic control and 
reducing CVD risk. It is therefore logical that we 
could recommend the Mediterranean style of eating 
(Box 1) as the new “healthy eating”.

Other eating patterns with reasonable levels of 

evidence for benefit in terms of HbA1c and weight 
reduction include vegetarian and vegan, low-  and 
very-low-carbohydrate, the DASH (Dietary 
Approaches to Stop Hypertension) diet and, at 
a lower level of evidence because of the different 
methods, intermittent fasting. Advice on these 
should be given on an individual basis, and different 
ways of eating will suit some more than others. 
A useful table illustrating the different dietary 
patterns used in the treatment of diabetes, and the 
supporting evidence, is given in the full report.

Pleasure of eating
The report states that maintaining, or increasing, 
the pleasure of eating should be considered a goal 
in any MNT, and positive messages should be given 
about “healthful” food choices. This is something 
that is not discussed in the DUK guidelines but 
should be an important consideration if we want 
people with diabetes to feel positive and empowered 
about the choices they are making, and confident 
that they can improve their health by changing 
eating habits.

Conclusion
The consensus report by Everts et al (2019) strongly 
supports the role of diet in the prevention and 

Definition Carbohydrate g/day Carbohydrate % of energy*

Very low 20–50 g 6–10%

Low <130 g <26%

Moderate 130–225 g 26–45%

High >225 g >45%

*Based on a 2000 kcal/day diet.

Table 1. Consensus definition of different levels of dietary 
carbohydrate (Feinman et al, 2015).

Box 1. The Mediterranean-style eating pattern.

• Lots of vegetables, salad and fruit

• Moderate portions of wholegrain, starchy carbohydrates

• More vegetable sources of protein, such as nuts and pulses, as well as fish and poultry

• Healthy fats such as olive oil should be the main source of fat in the diet

• Limit red and processed meats, and reduce sugar and refined starchy carbohydrates

• Wine in moderation, with meals

https://care.diabetesjournals.org/content/42/5/731.figures-only#p-29
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“The consensus 
report strongly 

supports the role of 
diet in the prevention 

and management 
of diabetes. When 

applying this to the UK, 
we need to consider 

how we can raise this 
issue as a priority in 
our management of 

patients, and how 
expert dietary advice 

by or guided by a 
dietitian with expertise 

in diabetes can 
be delivered.”

management of diabetes. When applying this to 
the UK, we need to consider how we can raise this 
issue as a priority in our management of patients, 
and how expert dietary advice by or guided by a 
dietitian with expertise in diabetes can be delivered. 
The main dietary messages are that weight 
management has the greatest effect on prevention of 
diabetes and glycaemic control; the Mediterranean 
eating pattern is recommended as the new healthy 
diet; and reducing carbohydrate intake can improve 
glycaemia – with the appropriate level of restriction 
to be decided on an individual basis. The pleasure 
of eating should also not be forgotten in our 
consultations with patients. n
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Resources

Diabetes UK provides information about a range of diets for the 
management of type 2 diabetes, available here. These include meal plans 
for Mediterranean and low-carbohydrate diets.

Tools may vary in some aspects, but aiming to improve the overall style 
of eating is the goal. 

The Mediterranean Diet Score Tool has been adapted from the 
PREDIMED trial.

Reference book for food values: Carb and Calorie Counter by Chris 
Cheyette and Yello Balolia. This and other reference books, as well as a 
carb and calorie counter app, are available at www.carbsandcals.com.

Meal planner: Mediterranean diet

Monday Tuesday Wednesday Thursday
Breakfast Bircher muesli 

—
285Kcal 42Carbs(g) 1F&V

Avocado, banana and cashew toast  
—
316Kcal 25Carbs(g) 1F&V

Almond, apricot and pumpkin  
seed granola,  40g blueberries   
+ 200ml semi-skimmed milk
—
298Kcal 38.5Carbs(g) 0.5F&V

2 slices wholemeal toast,  
20g peanut butter  
+ 1 medium banana (100g)
—
393Kcal 52Carbs(g) 1F&V

Snack 125g low-fat yogurt +  
1 medium peach (130g)
—
124Kcal 22Carbs(g) 1F&V

200ml semi-skimmed milk  
+ 1 medium apple (85g) 
—
141Kcal 20.3Carbs(g) 1F&V

80g melon and 125g low-fat yogurt
—
119Kcal 23.6Carbs(g) 1F&V

Warm exotic fruit salad   
+ 125g low-fat yogurt
—
184Kcal 36.3Carbs(g) 3F&V

Lunch Hearty minestrone soup 
—
318Kcal 40Carbs(g) 2F&V

Mediterranean pasta salad   
+ 2 medium plums (110g) 
—
461Kcal 66.8Carbs(g) 2F&V

Hearty Spanish omelette , salad  
+ 1 tbsp French dressing  
—
489Kcal 47Carbs(g) 1F&V

Chickpea and tuna salad 
—
331Kcal 22.6Carbs(g) 4F&V

Snack 30g almonds
—
198Kcal 2Carbs(g) 0F&V

2 oatcakes, 60g 0% fat cottage cheese 
+ 90g cucumber
—
161Kcal 19Carbs(g) 1F&V

25g unsalted peanuts
—
158Kcal 1.7Carbs(g) 0F&V

Beetroot hummus , 1 oatcake  
+ 50g red pepper strips  
—
138Kcal 17Carbs(g) 1F&V

Dinner Grilled lemon and chilli chicken  
with couscous  + spinach, lemon  
and feta salad 
—
417Kcal 23Carbs(g) 2F&V

Cod Portugaise with boiled new 
potatoes and side salad 
—
296Kcal 29.8Carbs(g) 3.5F&V

Galician stew with roasted butternut 
squash 
—
285Kcal 41.5Carbs(g) 8F&V

Greek-style chicken pitta 
—
381Kcal 34.5Carbs(g) 0F&V

Pudding Full of fruit sundaes 
—
156Kcal 30.6Carbs(g) 1F&V

125g low-fat yogurt
—
74Kcal 12.6Carbs(g) 0F&V

1 medium banana (100g)
—
86Kcal 19Carbs(g) 1F&V 

Blackcurrant and raspberry ice cream 
—
184Kcal 17.3Carbs(g) 1F&V

Snack 1 medium banana (100g)
—
86Kcal 19Carbs(g) 1F&V

1 medium orange (150g) 
—
58Kcal 11.7Carbs(g) 1F&V

2 oatcakes + mushroom pate 
—
165Kcal 15.7Carbs(g) 0.5F&V 

1 medium banana (100g) 
—
86Kcal 19Carbs(g) 1F&V

Milk 120ml semi-skimmed
—
55Kcal 6Carbs(g) 0F&V

120ml semi-skimmed
—
55Kcal 6Carbs(g) 0F&V

120ml semi-skimmed 
—
55Kcal 6Carbs(g) 0F&V

120ml semi-skimmed
—
55Kcal 6Carbs(g) 0F&V 

Totals 1639Kcal 184.6Carbs(g) 8F&V 1562Kcal 191.2Carbs(g) 9.5F&V 1655Kcal 193Carbs(g) 12F&V 1752Kcal 204.7Carbs(g) 11F&V

All recipes with a  next to it are available at www.diabetes.org.uk/recipes

26.09.13  
Version 1                                                                                                                                                                Alison Hornby, Katherine Paterson 

MEDITERRANEAN DIET SCORE TOOL 
A Mediterranean dietary pattern (‘Med diet’) is typically one based on whole or minimally processed foods.  It’s rich in protective foods 
(fruits, vegetables, legumes, wholegrains, fish and olive oil) and low in adverse dietary factors (fast food, sugar-sweetened beverages, 
refined grain products and processed or energy-dense foods) with moderate red meat and alcohol intake.  

Evidence shows overall dietary pattern (reflected in TOTAL SCORE) as well as individual components reflect risk; a higher score is 
associated with lower risk of CVD and all-cause mortality (BMJ 2008;337:a1344).  During rehabilitation patient scores should ideally rise 
in response to dietary advice and support. 

This tool can be used by health professionals with appropriate nutritional knowledge and competencies, such as Registered Dietitians 
(NICE, 2007, 2013).  It can be used as both an audit tool and as part of a dietary assessment at baseline, end of programme and 1 year 
follow-up, along with assessment and advice for weight management, salt intake and eating behaviours.  For information on complete 
requirements for dietary assessments and advice, please refer to the latest NICE/Joint British Societies guidelines (BACPR, 2012.  The 
BACPR Standards and Core Components for Cardiovascular Disease Prevention and Rehabilitation, 2nd Ed.).  

 Question Yes No Nutritional issue to discuss in response 

1. Is olive oil the main culinary fat used?   Choosing Healthier Fats 
Olive oil is high in monounsaturated fat.  Using unsaturated fats instead of 
saturated fats in cooking and preparing food is advisable. 

2. Are ≥ 4 tablespoons of olive oil used 
each day?  

  Healthy fats are better than very low fat 
Med diet is more beneficial than a very low fat diet in prevention of CVD.  So 
replacing saturated with unsaturated fat is better than replacing it with 
carbohydrates or protein. 

3. Are ≥ 2 servings (of 200g each) of 
vegetables eaten each day? 

  Eat plenty of fruits and vegetables 
Eating a wide variety of fruit and vegetables every day helps ensure adequate 
intake of many vitamins, minerals, phytochemicals and fibre.  Studies have shown 
that eating plenty of these foods is protective for CVD and cancer. 

4. Are ≥ 3 servings of fruit (of 80g each) 
eaten each day? 

  

5. Is < 1 serving (100-150g) of red meat/ 
hamburgers/ other meat products 
eaten each day? 

  Choose lean meats and consider cooking methods 
Red and processed meats are high in saturated fat, can be high in salt and are 
best replaced with white meat or fish or vegetarian sources of protein. Grill or 
roast without fat, casserole or stir fry. 

6. Is < 1 serving (12g) of butter, margarine 
or cream eaten each day? 

  Keep saturated fat low 
These foods are high in saturated fat which can increase your blood cholesterol 
level.  Choose plant-based or reduced-fat alternatives. 

7. Is < 1 serving (330ml) of sweet or sugar 
sweetened carbonated beverages 
consumed each day? 

  Excessive consumption of sugar-sweetened beverages can worsen many risk 
factors for CVD: keep consumption to < 1/day. 

8. Are ≥ 3 glasses (of 125ml) of wine 
consumed each week? 

  Moderate alcohol intake with meals  
While this does have some protective effect but there is no evidence that non-
drinkers should take up drinking alcohol. 

9. Are ≥ 3 servings (of 150g) of legumes 
consumed each week? 

  Include soluble fibre 
These foods are high in soluble fibre and other useful nutrients.  Regular 
consumption is advisable for raised cholesterol. 

10. Are ≥ 3 servings of fish (100-150g) or 
seafood (200g) eaten each week? 

  Eat more oily and white fish 
Oily fish is an excellent source of essential omega-3 fats.  White fish is very low in 
saturated fat.  

11. Is < 3 servings of commercial 
sweets/pastries eaten each week? 

  Eat less processed food 
These foods are usually high in saturated fat, salt or sugar and often contain trans 
fats.  Replacing these with healthy snacks such as fruit or unsalted nuts is 
beneficial. 

12. Is ≥ 1 serving (of 30g) of nuts consumed 
each week? 

  Snack on modest servings of unsalted nuts 
Nuts are rich in unsaturated fat, phytosterols, fibre, vitamin E and iron, e.g. 
walnuts, almonds, hazelnuts 

13. Is chicken, turkey or rabbit routinely 
eaten instead of veal, pork, hamburger 
or sausage? 

  ‘White meat’ choices are lower in saturated fat.  Remove the skin and consider 
your cooking method. 

14. Are pasta, vegetable or rice dishes 
flavoured with garlic, tomato, leek or 
onion eaten ≥ twice a week? 

  Using a tomato and garlic or onion or leek-based sauce regularly is a key feature 
of the Med diet. 

TOTAL SCORE (total no. of ‘yes’ answers)    
 

https://www.diabetes.org.uk/guide-to-diabetes/enjoy-food
https://www.diabetes.org.uk/guide-to-diabetes/enjoy-food/eating-with-diabetes/meal-plans-/mediterranean
https://www.diabetes.org.uk/guide-to-diabetes/enjoy-food/eating-with-diabetes/meal-plans-/low-carb
http://www.cardiacrehabilitation.org.uk/docs/Mediterranean-Diet-Score.pdf
https://www.carbsandcals.com/

