
 
  

Framework for 
Effective & 
Efficient 
Dietetic 
Services 

An Evidenced-Based Demand Management Toolkit for Dietetic Services 

DIABETES 
FEEDS Version 3.0 



 

  

2 

FEEDS 

 
 
 
 
 
 
 
 

 
This document is licensed under a Creative Commons Attribution-NonCommercial-ShareAlike 4.0 International License. 

© The State of Queensland (Queensland Health) 2017.  
 
In essence, you are free to share, copy and communicate the work for non-commercial purposes, as long as you attribute the 
authors and abide by the licence terms. If you adapt, remix, transform or build upon the material, you must give appropriate credit, 
provide a link to the license, and indicate if changes were made. You may do so in any reasonable manner, but not in any way that 
suggests the licensor endorses you or your use. You must distribute your contributions under the same licence as the original. You 
may not use the material for commercial purposes.  
 
For further information contact nemo@health.qld.gov.au 
  
Queensland Health would like to acknowledge the contributions to the FEEDS Toolkit from Allied Health Professions Office 
Queensland (AHPOQ) and members of the Dietitians Nutritionist Strategic Coalition (DNSC) network. The DNSC membership 
includes Queensland Health Nutrition & Dietetic Directors and Heads of Department, Mater Health Services Nutrition & Dietetics 
Department, Non-Government Organisations, Private and University Sectors.  

http://creativecommons.org/licenses/by-nc-sa/4.0/
mailto:nemo@health.qld.gov.au
http://creativecommons.org/licenses/by-nc-sa/4.0/


 

  

3 

FEEDS 

 
 
Contents  

 
INTRODUCTION TO EVIDENCE AREAS ........................................................................................................................................... 4 
LIST OF ABBREVIATIONS ................................................................................................................................................................. 6 
DOCUMENT REVISION HISTORY...................................................................................................................................................... 7 
EVIDENCE AREA: DIABETES ........................................................................................................................................................... 8 
APPENDIX ONE: SUMMARY OF EDITS .......................................................................................................................................... 33 
APPENDIX TWO: MEMBERS OF THE FEEDS IMPLEMENTATION STEERING GROUP .............................................................. 35 
 

 
 
 



 

  

4 

FEEDS 

Introduction to Evidence Areas 
 

The following Evidence Areas have been compiled by dietitians across Health and Hospital Services (HHS) from within Queensland Health in 
2015, and updated in 2017. Details of each chapter update can be found in appendix one (1). These pages represent a combination of up to 
date evidence and expert clinician opinion in order to inform priorities for dietitians working in clinical settings. The toolkit was endorsed by 
members of the FEEDS Implementation Steering Group (see appendix two(2)) in March 2017.  
 
It is widely acknowledged that demand on Queensland dietetics services is increasing; collaboration across sectors and innovative thinking are 
essential in order for clinical dietetics to match increasing demand. Whilst these challenges are by no means new, the impact of a changing 
workforce through the recent restructuring of public health nutrition services, and the continued uncertainty around the provision of some 
services, has applied considerable pressure to the existent clinical dietetics workforce. Allied Health Professions Office Queensland (AHPOQ) 
is committed to expanding the scope of practice for allied health professionals. The Ministerial Taskforce on Expanded Scope recognises if 
allied health professionals, dietetics included, work to full scope and utilises allied health support staff, then this paves the way for expanding 
the scope of practice and adding high value services to meet Key Performance Indicators of HHS’s across the state.  
 
Given this current climate, it is imperative that local dietetics services are able to determine clinical priorities and align these with the broader 
priorities of their local health services, the state and the federal governments. This toolkit cannot displace local guidelines or prioritisation 
procedures due to the differences that exist between services in their size and complexity. It should be utilised to inform the development and 
review of these documents in order to ensure that dietetics services provided across the state are evidence-based, safe, equitable and provide 
a high value to the HHS. It should be used as a tool to assess your local service, and/or models of care against the evidence to enable a 
realignment of resources from low value priority areas (disinvestment), to high value priority areas. (reinvestment). For additional evidence-
based recommendations, dietitians are encouraged to consult practice-based evidence in nutrition at www.pennutrition.com  
 
This toolkit is broken up into areas that represent clinical dietitians’ core business, listed out in alphabetical order. The intent is that it contains 
useful information for dietitians working across the continuum of care; however, some evidence areas may have a larger focus on interventions 
designed for the acute care setting than others. It is recommended that FEEDS be used in conjunction with a Dietitian and/or the Dietitian 
Nutritionist Strategic Coalition (DNSC) in determining opportunities, resource advocacy, and service delivery for the nutritional management of 
clinical conditions, across all areas of practice. This should not be limited to the areas included in this version of the FEEDS Toolkit. 
 

http://www.pennutrition.com/


 

  

5 

FEEDS 

To enable quick referencing, evidence areas have been sub-divided – where relevant – with use of blue rows to communicate evidence that 
relates to a particular condition or intervention type; paediatrics is identifiable through use of a pink row. Within each evidence area, common 
interventions requiring the attention of a dietitian have been prioritised in accordance with a three-tranche scale; where high priorities have a 
red banner, medium priorities have an orange banner, and low priorities have a green banner. Some interventions require an organisational 
approach; these are distinguished with use of a purple banner. Given the differences that are likely to exist between services and their available 
resources, a timeframe for response to referral has not been included.  
 
Below is an example of how the evidence areas are set-up: 

 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

Description of Condition or Intervention Type 
 HIGH PRIORITY 

The “Why” section describes 
the requirement for dietitian 
involvement.  At times this 
may describe other activities 
that impact on clinical 
dietetics, but do not directly 
require a dietitian to initiate or 
complete the activity (e.g. 
malnutrition screening)  

Describes how the 
intervention should 
be conducted  
 
In some areas, this 
may also specify 
instructions or 
considerations for 
intervention 

Nominates 
individuals 
responsible 
for 
completing 
interventions 
 
 

Describes the setting 
in which 
interventions can 
safely occur 

Determines how 
often the 
intervention 
should be 
conducted 

References that should 
consulted for further 
information or support in 
delivering intervention.  

 

 
 

MEDIUM PRIORITY 
 

E.g. Individual 
patient consults 

E.g. Dietitian  E.g. Throughout 
continuum of care 
e.g. home, hospital, 
subacute 

E.g. As clinically 
indicated 

 

 LOW PRIORITY  
 HIGH PRIORITY AT AN ORGANISATIONAL LEVEL  
Paediatrics 
The paediatric elements within each chapter have not been categorised in priority level. Instead, please refer to the prioritisation guideline (appendix three) 
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List of Abbreviations 
 
AHA 
Allied Health Assistant 
 
ADS 
Australian Diabetes Society 
 
APD 
Accredited Practising Dietitian 
 
APEG 
Australasian Paediatric Endocrine Group 
 
BGL 
Blood Glucose Level 
 
BMI 
Body Mass Index 
 
BMR 
Basal Metabolic Rate 
  
CDE 
Credentialed Diabetes Educator 
 
CGMS 
Continuous Glucose Monitoring 
 
CHO 
Carbohydrate 
 
CKD 
Chronic Kidney Disease 
 

CVD 
Cardiovascular Disease 
 
CSII 
Continuous Subcutaneous Insulin Infusion 
 
DAFNE 
Dose Adjustment for Normal Eating 
 
EN / EEN 
Enteral Nutrition / Exclusive Enteral Nutrition 
 
GI 
Glycaemic Index 
 
HPHE 
High Protein, High Energy (Diet) 
 
IDNT 
International Dietetics & Nutrition Terminology 
 
MDI 
Multiple Daily Injections 
 
MDT 
Multidisciplinary Team 
 
MJ / kJ 
Mega-Joule / kilojoule 
 
MNT 
Medical Nutrition Therapy 
 

MST 
Malnutrition Screening Tool 
 
NGT 
Nasogastric Tube 
 
NRV 
Nutrient Reference Values 
 
PERT 
Pancreatic Enzyme Replacement Therapy 
 
PG-SGA 
Patient-Generated Subjective Global Assessment 
 
PICU 
Paediatric Intensive Care Unit 
 
PN / TPN 
Parenteral Nutrition / Total Parenteral Nutrition 
 
QOL 
Quality of Life 
 
SGA 
Subjective Global Assessment 
 
T1DM 
Type I Diabetes Mellitus 
 
T2DM 
Type 2 Diabetes Mellitus 
 



Document Revision History 
Version 
No. 

Created/Modified 
by 

Date Content/Amendments details  Approved by 

FEEDS Toolkit 
3.0 Anna Edwards 

An-yang Chen 
Kylie Matthews 
Brooke Maunder 

08/08/2020 External review and template editing to FEEDS Version 3.0  Jane Musial 

2.0 Rhiannon Barnes 
Emily Molyneux 
Melinda Booker 

05/07/2016 Reformatting the FEEDS Toolkit into separate evidence areas using Queensland 
Health approved font in preparation for publishing to NEMO 

FEEDS Implementation 
Steering Group 

2.0 Rhiannon Barnes 21/06/2017 Rebranding of the FEEDS Toolkit to the ‘purple’ watercolour template FEEDS Implementation 
Steering Group 

2.0 Rhiannon Barnes 07/06/2017 Development and inclusion of Creative Commons section on page 2 of the 
FEEDS Toolkit 

FEEDS Implementation 
Steering Group 

2.0 Rhiannon Barnes 15/03/2017 Changed evidence area title from Cardiology to Cardiovascular Disease to align 
with Nutrition Education Materials Online terminology 
Changed evidence area title from Oncology to Cancer Services to align with 
Nutrition Education Materials Online terminology 
Updated chapter areas based on feedback from FEEDS Implementation Steering 
Group Members 

Jan Hill 
 
Teresa Brown  
 
FEEDS Implementation 
Steering Group 

2.0 Rhiannon Barnes 21/02/2017 Updates to contributors across all FEEDS chapter areas 
Updates to content across most evidence areas#  
Update to ‘Introduction Evidence Areas’ 

FEEDS Implementation 
Steering Group  

2.0 Rhiannon Barnes 22/02/2017 Added new FEEDS Sub-Acute Evidence Area developed by Jillian Ross, Zoe 
Walsh and the Metro North Dietetic CISS team  

FEEDS Implementation 
Steering Group  

2.0 Rhiannon Barnes 22/02/2017 Updates to the ‘Introduction Evidence Areas’ to include a statement on directing 
dietitians to PEN for additional evidence areas  

FEEDS Implementation 
Steering Group  

Diabetes 
1.1 Lindsey Johnson 06/05/2015 Updates to contributors and modifications to include accepted terminologies Jacqueline Cotungo 
Malnutrition 
0.1 Lindsey Johnson 03/03/2015 Malnutrition in the Frail Elderly revised and changed to Malnutrition with some 

associated content changes 
Jan Hill 

Oncology 
0.1 Lindsey Johnson 04/03/2015 Amendment to listed references  Melina de Corte 
Renal 
0.1 Lindsey Johnson 06/03/2015 Formatting updated and minor content changes to Renal  Kylie Boyce & Simone McCoy 
Respiratory Disease 
0.1 Lindsey Johnson 04/03/2015 Phrasing within Respiratory Disease changed in order to improve accuracy Jenna Stonestreet 

# the details on content changes/additions between FEEDS Toolkit version 1.2 and version 2.0 can be found in appendix 1 with names of the evidence area review team members 
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Evidence Area: Diabetes 
 
V3.0 Contributors: Jacqueline Cotugno, Kristin Ogg, Gretta Amerigo, Aimee Jones, Niccola Clark, Tarleea Chapman, Brigid Knight, 
Michelle Fuery, Tehya Mills, Michelle Palmer 
V2.0 Contributors: Stacey Sharp, Valerie Conway, Michelle Fuery, Brigid Knight   
V1.2 Contributors: Rhiannon Barnes, Jacqueline Cotugno, Alison Kempe, Jane Musial, Lindsey Webb, Sally Noble, Brigid Knight  
 
The role of APDs in the management of people who have diabetes is to provide medical nutrition therapy in accordance with evidence-based practice 
where available.    
 
It is imperative that holistic patient management is conducted in people with diabetes, as people with diabetes also commonly experience a combination 
of co-morbidities that may require dietetic intervention such as coeliac disease, gastroparesis, wound healing etc. Importantly, patients with diabetes 
are at heightened risk of CVD; therefore, require holistic patient management encompassing management of CVD risk. 
 
Diabetes management requires a multidisciplinary team approach encompassing physicians, nurse practitioners, nurses, diabetes educators, Dietitians, 
pharmacists, and mental health practitioners such as psychologists with expertise in diabetes (ADA, 2014). To manage diabetes effectively it is 
imperative that a patient-centred approach is used to facilitate self-management. 
 
This guide provides general advice for T1DM and T2DM, and diabetes resulting from alternative origin (i.e. steroid induced, Whipples, pancreatectomies) 
which require close collaboration with MDT. This evidence area does not include advice for managing impaired glucose tolerance or impaired fasting 
glucose. 
 
Consider existing local site-specific referral criteria i.e. within tertiary facilities requirement for patient to be under endocrinologist.  Referral indicators 
and triaging prioritisation throughout this document are in alignment with Centre for Healthcare Improvement Clinical Prioritisation Criteria for Diabetes 
Services. 
 
Note: Please refer to the Maternity Evidence Area for Gestational Diabetes management guidelines 
 
 
 



 

  

9 

FEEDS 

 Why – reason for dietetic 
intervention 

How Who Where Frequency for 
intervention 

Comments/ Evidence  

TYPE 1 DIABETES MELLITUS (T1DM) 

 The focus for Dietitian-led 
interventions in the management of 
T1DM is : 
• CHO counting and matching insulin 
to CHO intake 
• CHO intake and exercise 
 
Advice on CHO quantity and 
distribution should also consider an 
individual’s energy requirements, 
previous dietary education and eating 
patterns, activity levels, and insulin 
regimen. 
 
Advice should be given within the 
context of a healthy diet to ensure that 
a patient’s overall nutritional needs 
are met.  
In contrast, focussing solely on CHO 
can lead to poor food choices, CHO 
avoidance and/or insulin omission. 
 
Matching insulin to CHO requires 
comprehensive education in accurate 
CHO counting. 
 
Day-to-day consistency in CHO intake 
is important for people who are on 
fixed insulin regimens. 
 

Clinical judgement 
is required to 
determine the 
individual 
intervention  
• The dietitian 

should adjust  the 
education 
provided   based 
upon the 
individual’s ability 
to comprehend 
the information 

• reinforcement of 
hypoglycaemia 
management 

• CHO awareness   
 
Matching of 
mealtime insulin 
dose to CHO intake 
should be 
considered for 
people using 
multiple daily 
injection therapy - 
Grade C evidence 
(APEG, ADS). 
 

Dietitian with 
experience in 
diabetes in 
collaboration 
with the MDT 
 
 

Acute care 
and out-patient 
settings 
 

As clinically 
indicated  

NEMO 
• Carbohydrate Counting 
• Understanding 10g and 15g 

Carbohydrate Portions 
• Type 1 Diabetes and exercise 
Available from: 
https://www.health.qld.gov.au/n
utrition/patients# 
 
Evert AB, Boucher JL, Cypress 
M, et al. Nutrition therapy 
recommendations for the 
management of adults with 
diabetes. Diabetes Care. 
2013;36(11):3821-3842. 
Abstract available from: 
http://care.diabetesjournals.org/
content/early/2013/10/07/dc13-
2042.full.pdf  
 
Baker IDI. Carbohydrates and 
Glycaemic Index (GI) Available 
from: 
https://baker.edu.au/-
/media/documents/fact-
sheets/baker-institute-
factsheet-carbohydrates-and-
glycaemic-index.pdf  
 

 

https://www.health.qld.gov.au/nutrition/patients
https://www.health.qld.gov.au/nutrition/patients
http://care.diabetesjournals.org/content/early/2013/10/07/dc13-2042.full.pdf
http://care.diabetesjournals.org/content/early/2013/10/07/dc13-2042.full.pdf
http://care.diabetesjournals.org/content/early/2013/10/07/dc13-2042.full.pdf
https://baker.edu.au/-/media/documents/fact-sheets/baker-institute-factsheet-carbohydrates-and-glycaemic-index.pdf
https://baker.edu.au/-/media/documents/fact-sheets/baker-institute-factsheet-carbohydrates-and-glycaemic-index.pdf
https://baker.edu.au/-/media/documents/fact-sheets/baker-institute-factsheet-carbohydrates-and-glycaemic-index.pdf
https://baker.edu.au/-/media/documents/fact-sheets/baker-institute-factsheet-carbohydrates-and-glycaemic-index.pdf
https://baker.edu.au/-/media/documents/fact-sheets/baker-institute-factsheet-carbohydrates-and-glycaemic-index.pdf


 

  

10 

FEEDS 

Individuals with T1DM should be 
educated on low glycaemic index (GI) 
diets - Grade A evidence (APEG, 
ADS). 
 

For resources from Diabetes 
Australia: 
http://www.diabetesaustralia.co
m.au/Resources/  
 
Craig ME, Twigg SM, 
Donaghue KC, et al, for the 
Australian Type 1 Diabetes 
Guidelines Expert Advisory 
Group. National evidence‐
based clinical care guidelines 
for type 1 diabetes in children, 
adolescents and adults, 
Australian Government 
Department of Health and 
Ageing, Canberra, 2011. 
Available from: 
https://diabetessociety.com.au/
documents/Type1guidelines14
Nov2011.pdf 
 
American Diabetes Association. 
5. Lifestyle 
Management: Standards of 
Medical Care in Diabetes-
2019. Diabetes Care. 
2019;42(Suppl 1):S46-S60. 
Available from:  
https://care.diabetesjournals.or
g/content/42/Supplement_1/S4
6 
 

 For people requiring insulin titration, 
stabilisation or pumps, the main 
interventions include education on:  
• CHO counting 
• matching insulin 
• CHO and exercise 

 
For individuals with T1DM, 
participation in an intensive and 
flexible insulin therapy education 
program utilising the CHO counting 
meal planning approach, can result in 
improved glycaemic management. 
 
An individualised insulin to CHO ratio 
should be used for individuals using 
continuous subcutaneous insulin 
infusion (CSII) and may be used in 
those on multiple daily injection 
therapy as part of a comprehensive 
education program (APEG, ADS). 
 
Monitoring CHO intake, either by CHO 
counting or experienced-based 
estimation remains a key strategy in 
achieving glycaemic management.  
 

Group education 
sessions (e.g. 
DAFNE) 
 
Individual patient 
consultations 
 
Matching of 
mealtime insulin 
dose to CHO intake 
should be 
considered for 
people using 
multiple daily 
injection therapy - 
Grade C evidence 
(APEG, ADS) 
 

Dietitian, CDE, 
(skilled in insulin 
adjustment) 
 
Consider a 
referral to a 
specialist centre 
for intensive 
multiple dose 
insulin (MDI) 
therapy (i.e. 
DAFNE) 

Outpatient 
settings 
 

Weekly for 
insulin titration 
/pumps until 
stable 
 
DAFNE: group 
6 weeks, 6 and 
12 months; 
email / phone 
follow-up as 
required  

 

http://www.diabetesaustralia.com.au/Resources/
http://www.diabetesaustralia.com.au/Resources/
https://diabetessociety.com.au/documents/Type1guidelines14Nov2011.pdf
https://diabetessociety.com.au/documents/Type1guidelines14Nov2011.pdf
https://diabetessociety.com.au/documents/Type1guidelines14Nov2011.pdf
https://care.diabetesjournals.org/content/42/Supplement_1/S46
https://care.diabetesjournals.org/content/42/Supplement_1/S46
https://care.diabetesjournals.org/content/42/Supplement_1/S46
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 In instances where more intensive 
BGL surveillance is required (e.g. 
suspected nocturnal hypoglycaemia, 
pumps, pregnancy) the use of 
Continuous Glucose Monitoring 
Systems (CGMS) can be considered.  
 
When combined with CSII therapy, 
evidence from sensor-augmented 
CSII studies supports use of real-time 
CGMS to improve HbA1c when they 
are used at least 70% of the time.  
 
It is essential that individuals using 
these real-time monitoring systems be 
provided with education in the correct 
use of the real-time monitoring device 
and the correct interpretation of 
results.  
 
 
  

Individual patient 
consults 

APD, CDE, 
Endocrinologist 

Specialist 
diabetes 
clinics 

On insertion of 
CGMS and 
removal  
If inserted by 
clinic 
 
Reviews are 
coordinated 
with usual clinic 
appointments  
 
As clinically 
indicated if 
issues arise 
e.g. increased 
frequency of 
hypoglycaemia; 
increased time 
BGLs are not in 
range; large 
fluctuations in 
BGLs.  

Diabetes Canada Clinical 
Practice Guidelines Expert 
Committee. Diabetes Canada 
2018 Clinical Practice 
Guidelines for the Prevention 
and Management of Diabetes in 
Canada. Can J Diabetes. 
2018;42(Suppl 1):S1-S325. 
Available from: 
https://guidelines.diabetes.ca/c
pg/chapter11 
 
For more information on 
DAFNE Australia: 
http://www.dafne.org.au/find-a-
centre/queensland  
http://www.dafne.org.au/health-
professionals/dafne-evidence  
 
Speight J, Amiel SA, Bradley C, 
et al. Long-term biomedical and 
psychosocial outcomes 
following DAFNE (Dose 
Adjustment For Normal Eating) 
structured education to promote 
intensive insulin therapy in 
adults with sub-optimally 
controlled Type 1 diabetes. 
Diabetes Res Clin Pract. 
2010;89(1):22-29. Abstract 
available from:  
https://pubmed.ncbi.nlm.nih.gov
/20399523/  
 

 

https://guidelines.diabetes.ca/cpg/chapter11
https://guidelines.diabetes.ca/cpg/chapter11
http://www.dafne.org.au/find-a-centre/queensland
http://www.dafne.org.au/find-a-centre/queensland
http://www.dafne.org.au/health-professionals/dafne-evidence
http://www.dafne.org.au/health-professionals/dafne-evidence
https://pubmed.ncbi.nlm.nih.gov/20399523/
https://pubmed.ncbi.nlm.nih.gov/20399523/
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DAFNE Study Group. Training 
in flexible, intensive insulin 
management to enable dietary 
freedom in people with type 1 
diabetes: dose adjustment for 
normal eating (DAFNE) 
randomised controlled trial. 
BMJ. 2002;325(7367):746. 
Abstract available from:  
https://pubmed.ncbi.nlm.nih.gov
/12364302/  
 
McIntyre HD, Knight BA, 
Harvey DM, Noud MN, Hagger 
VL, Gilshenan KS. Dose 
adjustment for normal eating 
(DAFNE) - an audit of 
outcomes in Australia. Med J 
Aust. 2010;192(11):637-640. 
Abstract available from:  
https://pubmed.ncbi.nlm.nih.gov
/20528716/  
 

 There is currently no available 
evidence to demonstrate the 
effectiveness of dietary intervention 
on wound healing in people with 
diabetes.   
 
NHMRC guidelines have highlighted 
the need for research to examine the 
effectiveness of nutritional 
supplements on ulcer healing or 
amputation in people with diabetes. 

Individual patient 
consults 
 
 

Dietitian Throughout 
continuum of 
care e.g. 
home, 
hospital, 
subacute 

As clinically 
indicated 

  

https://pubmed.ncbi.nlm.nih.gov/12364302/
https://pubmed.ncbi.nlm.nih.gov/12364302/
https://pubmed.ncbi.nlm.nih.gov/20528716/
https://pubmed.ncbi.nlm.nih.gov/20528716/
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It is recognised that maintaining BGLs 
within the optimal range continues to 
be important during the healing 
process and therefore the role of the 
Dietitian should be to promote dietary 
adequacy alongside improvements in 
CHO and insulin dosing. 
 
In people with concurrent diabetes 
and wounds, malnutrition should be 
considered, and appropriate 
assessment and intervention 
provided. 
 

 People with stable T1DM (e.g. HbA1c 
within the optimal range, infrequent 
hypoglycaemic events or other 
complications) are considered a lower 
priority for QLD Health diabetes 
centres in accordance with QLD 
government Clinical Prioritisation 
Criteria for referrals to diabetes 
services.  
 
 
 

Individual patient 
consultations to 
reinforce lifestyle 
changes and to 
evaluate and 
monitor outcomes 
that indicate the 
need for changes 
in MNT or 
medication (Evert 
et al, 2013). 
 

Dietitian in 
collaboration 
with the MDT 

Community-
based settings 

A minimum of 
one annual 
review is 
recommended 

Evert AB, Boucher JL, Cypress 
M, et al. Nutrition therapy 
recommendations for the 
management of adults with 
diabetes. Diabetes Care. 
2013;36(11):3821-3842. 
Abstract available from: 
http://care.diabetesjournals.org/
content/early/2013/10/07/dc13-
2042.full.pdf  
 

 

POORLY MANAGED TYPE 1 DIABETES 

 
 
 
 

Diabetic Ketoacidosis (DKA) is an 
indicator of new diagnosis or poorly 
controlled diabetes and may require 
hospitalisation for management.  
 

Conduct nutritional 
assessment if 
indicated and 
consider aetiology 
to determine 

DKA requires 
urgent medical 
management   
 
Dietitian/CDE to 
provide 

Acute care 
settings - 
initiate referral 
for out-patient 
follow-up 

Consider 
intensive 
support for 
MDT therapy 

NEMO 
• Carbohydrate Counting 
• Understanding 10g and 15g 

Carbohydrate Portions 
• Type 1 Diabetes and exercise 

 
 
 
 

http://care.diabetesjournals.org/content/early/2013/10/07/dc13-2042.full.pdf
http://care.diabetesjournals.org/content/early/2013/10/07/dc13-2042.full.pdf
http://care.diabetesjournals.org/content/early/2013/10/07/dc13-2042.full.pdf
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Education of DKA (symptoms, 
prevention and management) should 
occur at diagnosis and on an ongoing 
basis 
 
Enteral nutrition via tube feeding 
should be considered in adults with 
DKA who have impaired 
consciousness. 
 
Dietary education as part of MDT care 
can help prevent readmission. 
 

indication for 
intervention 
 

education once 
stable 
 

Available from: 
https://www.health.qld.gov.au/n
utrition/patients# 
Baker IDI. Carbohydrates and 
Glycaemic Index (GI) Available 
from: 
https://baker.edu.au/-
/media/documents/fact-
sheets/baker-institute-
factsheet-carbohydrates-and-
glycaemic-index.pdf  
 
For resources from Diabetes 
Australia: 
http://www.diabetesaustralia.co
m.au/Resources/  
 
Craig ME, Twigg SM, 
Donaghue KC, et al, for the 
Australian Type 1 Diabetes 
Guidelines Expert Advisory 
Group. National evidence‐
based clinical care guidelines 
for type 1 diabetes in children, 
adolescents and adults, 
Australian Government 
Department of Health and 
Ageing, Canberra, 2011. 
Available from: 
https://diabetessociety.com.au/
documents/Type1guidelines14
Nov2011.pdf 
 

 Hypoglycaemia is an indicator of poor 
diabetes management. Dietary 
education as part of MDT care can 
help prevent readmission. 
 
Major or problematic hypoglycaemia 
areas include: 
• hypoglycaemia unawareness 
• repeated hypoglycaemic events 
• hypoglycaemia requiring 

assistance  
 
Common precipitants for 
hypoglycaemia include: 
• excessive insulin dosing  
• missed meals 
• exercise 
• sleep  
• alcohol ingestion   
 

Conduct nutritional 
assessment and 
consider aetiology 
to determine 
indication for 
intervention 

CDE/Dietitian 
with experience 
in diabetes 
management in 
collaboration 
with the MDT 

Acute care or 
outpatient 
settings  
dependent 
upon 
presentation 
location 

As clinically 
indicated 

 
 
 
 
 
 
 
 
 

https://www.health.qld.gov.au/nutrition/patients
https://www.health.qld.gov.au/nutrition/patients
https://baker.edu.au/-/media/documents/fact-sheets/baker-institute-factsheet-carbohydrates-and-glycaemic-index.pdf
https://baker.edu.au/-/media/documents/fact-sheets/baker-institute-factsheet-carbohydrates-and-glycaemic-index.pdf
https://baker.edu.au/-/media/documents/fact-sheets/baker-institute-factsheet-carbohydrates-and-glycaemic-index.pdf
https://baker.edu.au/-/media/documents/fact-sheets/baker-institute-factsheet-carbohydrates-and-glycaemic-index.pdf
https://baker.edu.au/-/media/documents/fact-sheets/baker-institute-factsheet-carbohydrates-and-glycaemic-index.pdf
http://www.diabetesaustralia.com.au/Resources/
http://www.diabetesaustralia.com.au/Resources/
https://diabetessociety.com.au/documents/Type1guidelines14Nov2011.pdf
https://diabetessociety.com.au/documents/Type1guidelines14Nov2011.pdf
https://diabetessociety.com.au/documents/Type1guidelines14Nov2011.pdf
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Explanation of hypoglycaemia 
(symptoms, prevention, management) 
should occur at diagnosis and as 
indicated according to above 
 

American Diabetes Association. 
5. Lifestyle 
Management: Standards of 
Medical Care in Diabetes-
2019. Diabetes Care. 
2019;42(Suppl 1):S46-S60. 
Available from:  
https://care.diabetesjournals.or
g/content/42/Supplement_1/S4
6 
 
Evert AB, Boucher JL, Cypress 
M, et al. Nutrition therapy 
recommendations for the 
management of adults with 
diabetes. Diabetes Care. 
2013;36(11):3821-3842. 
Abstract available from: 
http://care.diabetesjournals.org/
content/early/2013/10/07/dc13-
2042.full.pdf  
 
Craig ME, Twigg SM, 
Donaghue KC, et al, for the 
Australian Type 1 Diabetes 
Guidelines Expert Advisory 
Group. National evidence‐
based clinical care guidelines 
for type 1 diabetes in children, 
adolescents and adults, 
Australian Government 
Department of Health and 
Ageing, Canberra, 2011. 
Available from: 

https://care.diabetesjournals.org/content/42/Supplement_1/S46
https://care.diabetesjournals.org/content/42/Supplement_1/S46
https://care.diabetesjournals.org/content/42/Supplement_1/S46
http://care.diabetesjournals.org/content/early/2013/10/07/dc13-2042.full.pdf
http://care.diabetesjournals.org/content/early/2013/10/07/dc13-2042.full.pdf
http://care.diabetesjournals.org/content/early/2013/10/07/dc13-2042.full.pdf
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https://diabetessociety.com.au/
documents/Type1guidelines14
Nov2011.pdf 
 
National Institute for Health and 
Care Excellence. 2015. Type 1 
diabetes in adult: diagnosis and 
management 
https://www.nice.org.uk/guidanc
e/ng17/chapter/Introduction 
 
Choudhary P, Rickels MR, 
Senior PA, et al. Evidence-
informed clinical practice 
recommendations for treatment 
of type 1 diabetes complicated 
by problematic hypoglycaemia. 
Diabetes Care. 
2015;38(6):1016-1029. Abstract 
available from:  
https://pubmed.ncbi.nlm.nih.gov
/25998294/  
 

 People with poorly managed diabetes 
(HbA1c >8.5%) without DKA are a 
lower priority than the patients 
described above 
 
Nutritional intervention can improve 
glycaemic management (HbA1c) by 
1.0% to 2.0% (Dworatzek et al, 2013); 
and therefore, thorough nutrition 
assessment, review and intervention 
is important. 

Individualised 
nutrition care plans 
designed to meet 
the needs of the 
patient are 
recommended 
(Evert et al, 2013) 
 
Group education 
 

Dietitian in 
collaboration 
with the MDT 
 
 
 
 
 
 
 
 

Throughout 
the continuum 
of care e.g. 
home, 
hospital, 
subacute 

As clinically 
indicated 
and/or 
dependent on 
model of care 

http://www.health.qld.gov.au/ca
ru/networks/docs/sdcn-
triage.pdf  
 
Canadian Diabetes Association 
Clinical Practice Guidelines 
Expert Committee, Dworatzek 
PD, Arcudi K, et al. Nutrition 
therapy. Can J Diabetes. 
2013;37 Suppl 1:S45-S55. 
Abstract available from: 

 

https://diabetessociety.com.au/documents/Type1guidelines14Nov2011.pdf
https://diabetessociety.com.au/documents/Type1guidelines14Nov2011.pdf
https://diabetessociety.com.au/documents/Type1guidelines14Nov2011.pdf
https://www.nice.org.uk/guidance/ng17/chapter/Introduction
https://www.nice.org.uk/guidance/ng17/chapter/Introduction
https://pubmed.ncbi.nlm.nih.gov/25998294/
https://pubmed.ncbi.nlm.nih.gov/25998294/
http://www.health.qld.gov.au/caru/networks/docs/sdcn-triage.pdf
http://www.health.qld.gov.au/caru/networks/docs/sdcn-triage.pdf
http://www.health.qld.gov.au/caru/networks/docs/sdcn-triage.pdf
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Chronic Disease 
Management 
(CDM) plan 
 

General 
practitioner in 
consultation with 
Dietitian 
 

https://pubmed.ncbi.nlm.nih.gov
/24070963/   
 
Evert AB, Boucher JL, Cypress 
M, et al. Nutrition therapy 
recommendations for the 
management of adults with 
diabetes. Diabetes Care. 
2013;36(11):3821-3842. 
Abstract available from: 
http://care.diabetesjournals.org/
content/early/2013/10/07/dc13-
2042.full.pdf  
 

 The DAFNE program for improved 
diabetes management or people with 
T1DM may be a suitable approach for 
those with poorly managed T1DM.   

Group education 
program 
 
The Individual’s 
motivation for 
change and 
commitment should 
be considered in 
addition to other 
inclusion criteria 
 

Dietitian and 
CDE in 
collaboration 
with the MDT 

Outpatient and 
community-
based settings 

DAFNE: Initial 
(5 days) ,6 
weeks, 6 and 
12 months. 
email / phone 
follow-up as 
required 

See DAFNE references listed 
above under “Type I Diabetes” 

 

 Weight management may or may not 
be indicated for people with poorly 
managed T1DM and who are 
overweight or obese.  
 
The benefits of weight loss (i.e. 
improved insulin sensitivity, blood 
pressure, glycaemic management and 

Individual patient 
consults 
 
Group education 

Dietitian in 
collaboration 
with the MDT 

Community-
based settings 

As clinically 
indicated 

Canadian Diabetes Association 
Clinical Practice Guidelines 
Expert Committee, Wharton S, 
Sharma AM, Lau DC. Weight 
management in diabetes. 
Canadian Journal of Diabetes. 
2013 Apr;37 Suppl 1:S82-6. 
Abstract available from:  

 

https://pubmed.ncbi.nlm.nih.gov/24070963/
https://pubmed.ncbi.nlm.nih.gov/24070963/
http://care.diabetesjournals.org/content/early/2013/10/07/dc13-2042.full.pdf
http://care.diabetesjournals.org/content/early/2013/10/07/dc13-2042.full.pdf
http://care.diabetesjournals.org/content/early/2013/10/07/dc13-2042.full.pdf
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dyslipidaemia are well documented 
(Wharton et al, 2013).   
 
Achieving optimal glycaemic 
management through health 
behaviour intervention individualised 
to the person  is important. 
 

https://europepmc.org/article/m
ed/24070970  
 
American Diabetes Association. 
5. Lifestyle 
Management: Standards of 
Medical Care in Diabetes-
2019. Diabetes Care. 
2019;42(Suppl 1):S46-S60. 
Available from:  
https://care.diabetesjournals.or
g/content/42/Supplement_1/S4
6 
 

TYPE 2 DIABETES MELLITUS (T2DM) 

 All people with T2DM should be 
referred for MNT.  
 
Nutrition counselling by a trained 
Dietitian can improve HbA1C, with 
absolute decreases up to 2.0% (in 
T2DM). 
 
Prioritisation of people  with T2DM in 
Queensland Health facilities is to be 
managed in accordance with 
Statewide Diabetes outpatient referral 
categories as developed by the 
Statewide Diabetes Clinical Network.  
 
Prioritisation is placed upon those with 
suboptimal management at risk of 
significant acute and chronic adverse 

Delivered within a 
group or individual 
setting 
 

Dietitian in 
conjunction with 
the MDT 
 

Outpatient and 
community-
based settings 

Three to six 
encounters 
should be 
offered 
during the first 
6 months 
following 
diagnosis and 
then determine 
if additional 
encounters 
are needed 
based on an 
individualized 
assessment. 
 

Franz MJ, MacLeod J, Evert A, 
et al. Academy of Nutrition and 
Dietetics Nutrition Practice 
Guideline for Type 1 and Type 
2 Diabetes in Adults: 
Systematic Review of Evidence 
for Medical Nutrition Therapy 
Effectiveness and 
Recommendations for 
Integration into the Nutrition 
Care Process. J Acad Nutr Diet. 
2017;117(10):1659-1679. 
Abstract available from:  
https://pubmed.ncbi.nlm.nih.gov
/28533169/  
 
Evert AB, Dennison M, Gardner 
CD, et al. Nutrition Therapy for 

 

https://europepmc.org/article/med/24070970
https://europepmc.org/article/med/24070970
https://care.diabetesjournals.org/content/42/Supplement_1/S46
https://care.diabetesjournals.org/content/42/Supplement_1/S46
https://care.diabetesjournals.org/content/42/Supplement_1/S46
https://pubmed.ncbi.nlm.nih.gov/28533169/
https://pubmed.ncbi.nlm.nih.gov/28533169/


 

  

19 

FEEDS 

events in accordance with the treating 
medical team. Those with stable 
T2DM or newly diagnosed T2DM are 
best managed within the community 
setting.   
 
When counselling people with T2DM, 
a key strategy to achieve glycaemic 
targets should include an assessment 
of current dietary intake followed by 
individualised guidance on self-
monitoring CHO intake to optimise 
meal 
timing and food choices and to guide 
medication and physical activity 
recommendations. 
 

A minimum of 
one annual 
MNT 
follow-up 
encounter. 
 
At diagnosis, 
annually, when 
complicating 
factors arise, 
and when 
transitions in 
care occur 

Adults With Diabetes or 
Prediabetes: A Consensus 
Report. Diabetes Care. 
2019;42(5):731. Abstract 
available from:  
https://care.diabetesjournals.or
g/content/42/5/731  
    
Evidence-based nutrition 
guidelines for the prevention 
and management of diabetes 
March 2018. Available from: 
https://diabetes-resources-
production.s3.eu-west-
1.amazonaws.com/resources-
s3/2018-03/1373_Nutrition 
guidelines_0.pdf 
 
Diabetes Canada Clinical 
Practice Guidelines Expert 
Committee, Sievenpiper JL, 
Chan CB, Dworatzek PD, 
Freeze C, Williams SL. Nutrition 
Therapy [published correction 
appears in Can J Diabetes. 
2019 Mar;43(2):153]. Can J 
Diabetes. 2018;42 Suppl 1:S64-
S79. Abstract available from:  
https://pubmed.ncbi.nlm.nih.gov
/29650114/  
  

              Self-management underpins individual 
glycaemic management and should 
form the basis of interventions 

Diabetes self-
management 
education and 

Dietitian in 
collaboration 
with the MDT 

Outpatient, 
community-
based 

Three to six 
encounters 

American Diabetes Association. 
5. Lifestyle 
Management: Standards of 

 
 
 

https://care.diabetesjournals.org/content/42/5/731
https://care.diabetesjournals.org/content/42/5/731
https://diabetes-resources-production.s3.eu-west-1.amazonaws.com/resources-s3/2018-03/1373_Nutrition%20guidelines_0.pdf
https://diabetes-resources-production.s3.eu-west-1.amazonaws.com/resources-s3/2018-03/1373_Nutrition%20guidelines_0.pdf
https://diabetes-resources-production.s3.eu-west-1.amazonaws.com/resources-s3/2018-03/1373_Nutrition%20guidelines_0.pdf
https://diabetes-resources-production.s3.eu-west-1.amazonaws.com/resources-s3/2018-03/1373_Nutrition%20guidelines_0.pdf
https://diabetes-resources-production.s3.eu-west-1.amazonaws.com/resources-s3/2018-03/1373_Nutrition%20guidelines_0.pdf
https://pubmed.ncbi.nlm.nih.gov/29650114/
https://pubmed.ncbi.nlm.nih.gov/29650114/
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regardless of the specific intervention 
applied.  
 
All people with T2DM should 
participate in diabetes self-
management education to facilitate 
the knowledge, skills, and ability 
necessary for diabetes self-care.  
 
Diabetes self-management support is 
additionally recommended to assist 
with implementing and sustaining 
skills and behaviours needed for 
ongoing self-management.  
 

support should be 
patient centred, 
may be given in 
group or individual 
settings or using 
technology, and 
should be 
communicated with 
the entire diabetes 
care team.  
 

 
 
 
 
 
 

diabetes 
services 
including those 
provided by 
Queensland 
Health and 
primary health 
networks.  
 
Where 
diabetes 
specific 
services do 
not exist, 
access to 
healthcare 
providers 
through the 
Medicare 
rebated GP 
initiated 
Chronic 
Disease 
Management 
Plan. 
 

should be 
offered in  
the first 6 
months 
following 
diagnosis and 
then determine 
if additional 
encounters 
are required. 
 
A minimum of 
one annual 
MNT 
follow-up 
encounter. 
 
At diagnosis, 
annually, when 
complicating 
factors arise, 
and when 
transitions in 
care occur. 
 

Medical Care in Diabetes-
2019. Diabetes Care. 
2019;42(Suppl 1):S46-S60. 
Available from:  
https://care.diabetesjournals.or
g/content/42/Supplement_1/S4
6 
 
Canadian Diabetes Association 
Clinical Practice Guidelines 
Expert Committee, Jones H, 
Berard LD, MacNeill G, 
Whitham D, Yu C. Self-
management education. Can J 
Diabetes. 2013;37 Suppl 1:S26-
S30. Abstract available from:  
https://pubmed.ncbi.nlm.nih.gov
/24070958/  

 
 
 
 
 
 
 
 
 
 
 

https://care.diabetesjournals.org/content/42/Supplement_1/S46
https://care.diabetesjournals.org/content/42/Supplement_1/S46
https://care.diabetesjournals.org/content/42/Supplement_1/S46
https://pubmed.ncbi.nlm.nih.gov/24070958/
https://pubmed.ncbi.nlm.nih.gov/24070958/
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 In overweight or obese people with T2DM, 

modest weight loss has been shown to 
improve glycemic management and to 
reduce the need for glucose-lowering 
medications.   
 
Caloric reduction in the absence of weight 
loss also offers improvements in glycaemic 
management in those with T2DM.  
 
Tailored energy restriction customised to 
the individual’s preferences and resources 
with consideration of dietary quality and 
fibre adequacy achieved through portion 
control, meal replacements +/- behavioural 
interventions with appropriate medication 
management in conjunction with regular 
physical activity is recommended. 
Surgery should be recommended as an 
option to manage T2DM in appropriate 
surgical candidates with BMI ≥40 kg/m2 
(BMI ≥37.5 kg/m2 in Asian Americans) and 
in adults with BMI 35.0–39.9 kg/m2 (32.5–
37.4 kg/m2 in Asian Americans) who do 
not achieve durable weight loss and 
improvement in comorbidities (including 
hyperglycemia) with reasonable 
nonsurgical interventions.  
 
 
 

Delivered within 
a group or 
individual setting 
 

Dietitian in 
conjunction with 
the MDT 
 
 

Outpatient 
and 
community-
based 
settings 
including 
consideration 
of coaching 
based 
services 
such as 
‘COACH 
telephone’  
http://www.th
ecoachprogr
am.com/  
or  
‘Get Healthy’ 
program 
https://qheps.
health.qld.go
v.au/__data/
assets/pdf_fil
e/0033/5947
35/ohs-get-
healthy-f.pdf  
 

High intensity 
interventions 
are required 
to achieve 
weight loss.  
 
(Obesity 
FEEDS 
currently 
states “No 
specific 
follow-up 
timeframes 
are 
referenced in 
the 
literature.”) 
 
 
 
 
 
 
 
 
 

American Diabetes Association. 
8. Obesity Management for the 
Treatment of Type 2 Diabetes: 
Standards of Medical Care in 
Diabetes-2019. Diabetes Care. 
2019;42(Suppl 1):S81-S89. 
Abstract available from: 
https://pubmed.ncbi.nlm.nih.gov/3
0559234/  
 
Refer to Obesity FEEDS 
https://www.health.qld.gov.au/__d
ata/assets/pdf_file/0026/668015/f
eeds-obesity.pdf 
 
Franz MJ, Boucher JL, Rutten-
Ramos S, VanWormer JJ. 
Lifestyle weight-loss intervention 
outcomes in overweight and 
obese adults with type 2 diabetes: 
a systematic review and meta-
analysis of randomized clinical 
trials. J Acad Nutr Diet. 
2015;115(9):1447-1463. Abstract 
available from: 
https://www.ncbi.nlm.nih.gov/pub
med/25935570 
 
Evert AB, Dennison M, Gardner 
CD, et al. Nutrition Therapy for 
Adults With Diabetes or 
Prediabetes: A Consensus 
Report. Diabetes Care. 
2019;42(5):731. Abstract 
available from:  

 

http://www.thecoachprogram.com/
http://www.thecoachprogram.com/
http://www.thecoachprogram.com/
https://qheps.health.qld.gov.au/__data/assets/pdf_file/0033/594735/ohs-get-healthy-f.pdf
https://qheps.health.qld.gov.au/__data/assets/pdf_file/0033/594735/ohs-get-healthy-f.pdf
https://qheps.health.qld.gov.au/__data/assets/pdf_file/0033/594735/ohs-get-healthy-f.pdf
https://qheps.health.qld.gov.au/__data/assets/pdf_file/0033/594735/ohs-get-healthy-f.pdf
https://qheps.health.qld.gov.au/__data/assets/pdf_file/0033/594735/ohs-get-healthy-f.pdf
https://qheps.health.qld.gov.au/__data/assets/pdf_file/0033/594735/ohs-get-healthy-f.pdf
https://qheps.health.qld.gov.au/__data/assets/pdf_file/0033/594735/ohs-get-healthy-f.pdf
https://pubmed.ncbi.nlm.nih.gov/30559234/
https://pubmed.ncbi.nlm.nih.gov/30559234/
https://www.health.qld.gov.au/__data/assets/pdf_file/0026/668015/feeds-obesity.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0026/668015/feeds-obesity.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0026/668015/feeds-obesity.pdf
https://www.ncbi.nlm.nih.gov/pubmed/25935570
https://www.ncbi.nlm.nih.gov/pubmed/25935570
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https://care.diabetesjournals.org/c
ontent/42/5/731  
 
Lean MEJ, Leslie WS, Barnes 
AC, et al. Durability of a primary 
care-led weight-management 
intervention for remission of type 
2 diabetes: 2-year results of the 
DiRECT open-label, cluster-
randomised trial. Lancet Diabetes 
Endocrinol. 2019;7(5):344-355. 
Abstract available from: 
https://pubmed.ncbi.nlm.nih.gov/3
0852132/  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

For individuals using fixed daily insulin 
doses, CHO intake on a day-to-day basis 
should be consistent with respect to time 
and amount. 
 
Monitoring CHO intake, whether by CHO 
counting or experienced-based estimation, 
remains a key strategy in achieving 
glycaemic management. 
 
Matching insulin to CHO has also been 
shown to be effective in reducing HbA1c in 
people with T2DM.   
 
The role of the Dietitian is essential in 
ensuring people are adequately educated, 
resourced and have access to support 
whilst commencing on insulin and during 
stabilisation. 

Individual 
patient consults 
 
 

Dietitian in 
collaboration 
with the MDT 

Throughout 
continuum of 
care e.g. 
home, 
hospital, 
subacute 
 
 
 
 
 
 

As clinically 
indicated 
 
 
 
 
 
 

Evert AB, Boucher JL, Cypress 
M, et al. Nutrition therapy 
recommendations for the 
management of adults with 
diabetes. Diabetes Care. 
2013;36(11):3821-3842. Abstract 
available from: 
http://care.diabetesjournals.org/co
ntent/early/2013/10/07/dc13-
2042.full.pdf  
 
Bergenstal RM, Johnson M, 
Powers MA, et al. Adjust to target 
in type 2 diabetes: comparison of 
a simple algorithm with 
carbohydrate counting for 
adjustment of mealtime insulin 
glulisine. Diabetes Care. 
2008;31(7):1305-1310. Abstract 

 
 
 
 
 
 
 
 
 

https://care.diabetesjournals.org/content/42/5/731
https://care.diabetesjournals.org/content/42/5/731
https://pubmed.ncbi.nlm.nih.gov/30852132/
https://pubmed.ncbi.nlm.nih.gov/30852132/
http://care.diabetesjournals.org/content/early/2013/10/07/dc13-2042.full.pdf
http://care.diabetesjournals.org/content/early/2013/10/07/dc13-2042.full.pdf
http://care.diabetesjournals.org/content/early/2013/10/07/dc13-2042.full.pdf
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  available from: 
https://pubmed.ncbi.nlm.nih.gov/1
8364392/  
 

 There is currently no available evidence to 
demonstrate the effectiveness of dietary 
intervention on wound healing in people 
with diabetes.   
 
The NHMRC guidelines have highlighted 
the need for research to examine the 
effectiveness of nutritional supplements on 
ulcer healing or amputation in people with 
diabetes. 
 
It is recognised however that BGLs in the 
optimal range continues to be important 
during healing, therefore the Dietitian 
should promote dietary adequacy as well 
as optimising insulin dosing for CHO 
intake 
 
In people with T2DM and concurrent 
wounds, malnutrition should be 
considered, and people should receive 
appropriate assessment and intervention.  
 
 
 
 
 
 
 

Individual 
patient consults 
 
 

Dietitian Throughout 
continuum of 
care e.g. 
home, 
hospital, 
subacute 

As clinically 
indicated 

Refer to FEEDS WOUNDS: 
https://www.health.qld.gov.au/__d
ata/assets/pdf_file/0029/668036/f
eeds-wounds.pdf 
 
 

 

https://pubmed.ncbi.nlm.nih.gov/18364392/
https://pubmed.ncbi.nlm.nih.gov/18364392/
https://www.health.qld.gov.au/__data/assets/pdf_file/0029/668036/feeds-wounds.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0029/668036/feeds-wounds.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0029/668036/feeds-wounds.pdf
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PAEDIATRICS 

T1DM 

 A specialist paediatric dietitian with 
experience in diabetes should be part of 
the MDT delivering individualised nutrition 
therapy from diagnosis and thereafter. 
 
Optimal energy and macronutrient intake 
should be individualised and consistent 
with established requirements for growth. 
 
Regular monitoring of weight and height is 
required to identify excessive weight gain 
and failure to grow. 
 
Matching insulin dose to CHO intake 
allows greater flexibility in diet and lifestyle 
and improves quality of life. 
 
Implementation of individualised meal plan 
with meal insulin adjustments improves 
glycaemic control. 
 
CHO counting is best and regular 
assessment of carb counting offered at 
ongoing intervals. 
 
Pre-meal dosing should be encouraged 
from diabetes onset. 
Foods high in dietary fat and protein may 
cause excessive rise in BGLs and require 
supplemental insulin doses. 

Individual 
patient consults 
and group 
education.  

Dietitian, CDE, 
Social worker 
and/or 
Psychologist, 
Endocrinologist 

Specialist 
diabetes 
clinics 

At diagnosis 
and at least 
annually 

Smart CE, Annan F, Higgins LA, 
Jelleryd E, Lopez M, Acerini CL. 
ISPAD Clinical Practice 
Consensus Guidelines 2018: 
Nutritional management in 
children and adolescents with 
diabetes. Pediatr Diabetes. 
2018;19 Suppl 27:136-154. 
Abstract available from: 
https://pubmed.ncbi.nlm.nih.gov/3
0062718/  

American Diabetes Association. 
13. Children and adolescents: 
Standards of Medical Care in 
Diabetes 2019. Diabetes Care 
2019;42(Suppl. 1):S148–S164. 
Abstract available from: 
https://care.diabetesjournals.org/c
ontent/diacare/42/Supplement_1/
S148.full.pdf 

de Bock M, Lobley K, Anderson 
D, et al. Endocrine and metabolic 
consequences due to restrictive 
CHO diets in children with type 1 
diabetes: An illustrative case 
series. Pediatr Diabetes. 
2018;19(1):129-137. Abstract 
available from: 

 

https://pubmed.ncbi.nlm.nih.gov/30062718/
https://pubmed.ncbi.nlm.nih.gov/30062718/
https://care.diabetesjournals.org/content/diacare/42/Supplement_1/S148.full.pdf
https://care.diabetesjournals.org/content/diacare/42/Supplement_1/S148.full.pdf
https://care.diabetesjournals.org/content/diacare/42/Supplement_1/S148.full.pdf
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Prevention of overweight and obesity in 
paediatric patients with T1DM is a key 
strategy of care and should involve family-
based approach. 
 
Repeated episodes of DKA or worsening 
glycaemic control may be a sign of 
disordered eating. 
Screening for eating disorders in youth 
with T1DM from ages 10 – 12 years using 
a validated screening tool is recommended 
(e.g. The Diabetes Eating Problems 
survey-revised – DEPS-R). 
 
Considerations should also be made to 
prepare the adolescent and family for the 
transition from paediatric to adult services. 
 
Nutritional advice should be provided to 
enable continued and active involvement 
in sport and physical activity to reduce risk 
of cardiovascular disease and maintain a 
healthy BMI.  
 
Low carb diets impair growth in children 
and adolescents and are not 
recommended 
 

https://pubmed.ncbi.nlm.nih.gov/2
8397413/  

PAEDIATRICS – POORLY CONTROLLED T1DM 

 Children and adolescents with poorly 
controlled T1DM, (HbA1c >7.5%) have 
increased risk of acute and chronic 
disease complications.  

Individualized 
medical nutrition 
therapy is 
recommended 

Outpatient 
support 
Dietitian 
experienced in 

Throughout 
continuum of 
care e.g. 
home, 

3 monthly 
reviews are 
recommende
d  

DiMeglio LA, Acerini CL, Codner 
E, et al. ISPAD Clinical Practice 
Consensus Guidelines 2018: 
Glycemic control targets and 

 

https://pubmed.ncbi.nlm.nih.gov/28397413/
https://pubmed.ncbi.nlm.nih.gov/28397413/
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Youth with T1DM and parents/caregivers 
(for patients aged <18 years) should 
receive culturally sensitive and 
developmentally appropriate individualized 
diabetes self-management education and 
support according to national standards at 
diagnosis and routinely thereafter. 
 
Improved glycaemic control throughout 
adolescence and early adulthood 
decreases risk of microvascular and 
macrovascular complications and 
morbidity in subsequent years. 
 
Newer technology such as CGM may also 
help children and adolescents achieve 
better glycaemic control and reduce 
variability in blood glucose levels, however 
this is not currently recommended for all 
children and young people with T1DM.  
 
Evidence shows pump therapy has 
modest advantages for lowering HbA1c (–
0.30% [95% CI −0.58 to −0.02]) and for 
reducing severe hypoglycaemia rates in 
both children and adults.  
 
Dietitian’s involved in the care of 
individuals with T1DM should be familiar 
with technology-based Diabetes systems. 

for children and 
adolescents with 
T1DM as an 
essential 
component of 
the overall 
treatment plan. 
  
Individual 
patient consults, 
group 
education, 
family centred 
approach.  
 
CGM and CSII 
can be used 
safely and 
effectively in 
youth with 
T1DM to assist 
with achieving 
targeted 
glycaemic 
control. 

diabetes 
management in 
conjunction with 
an 
interdisciplinary 
education team 
(including social 
worker and or 
psychologist) 
with a shared 
evidenced 
based 
philosophy. 
 

hospital, 
subacute  
 

 glucose monitoring for children, 
adolescents, and young adults 
with diabetes. Pediatr Diabetes. 
2018;19 Suppl 27:105-114. 
Abstract available from: 
https://pubmed.ncbi.nlm.nih.gov/3
0058221/  
 
American Diabetes Association. 
13. Children and Adolescents: 
Standards of Medical Care in 
Diabetes-2020. Diabetes Care. 
2020;43(Suppl 1):S163-S182. 
Abstract available from: 
https://pubmed.ncbi.nlm.nih.gov/3
1862756/  
 
NICE 2015: Diabetes (type 1 and 
type 2) in children and young 
people: diagnosis and 
management. Available from: 
https://www.nice.org.uk/guidance/
ng18/chapter/Key-priorities-for-
implementation - dietary-
management-for-children-and-
young-people-with-type-1-
diabetes  
 
Sherr JL, Tauschmann M, 
Battelino T, et al. ISPAD Clinical 
Practice Consensus Guidelines 
2018: Diabetes technologies. 
Pediatr Diabetes. 2018;19 Suppl 
27:302-325. Abstract available 

https://pubmed.ncbi.nlm.nih.gov/30058221/
https://pubmed.ncbi.nlm.nih.gov/30058221/
https://pubmed.ncbi.nlm.nih.gov/31862756/
https://pubmed.ncbi.nlm.nih.gov/31862756/
https://www.nice.org.uk/guidance/ng18/chapter/Key-priorities-for-implementation%20-%20dietary-management-for-children-and-young-people-with-type-1-diabetes
https://www.nice.org.uk/guidance/ng18/chapter/Key-priorities-for-implementation%20-%20dietary-management-for-children-and-young-people-with-type-1-diabetes
https://www.nice.org.uk/guidance/ng18/chapter/Key-priorities-for-implementation%20-%20dietary-management-for-children-and-young-people-with-type-1-diabetes
https://www.nice.org.uk/guidance/ng18/chapter/Key-priorities-for-implementation%20-%20dietary-management-for-children-and-young-people-with-type-1-diabetes
https://www.nice.org.uk/guidance/ng18/chapter/Key-priorities-for-implementation%20-%20dietary-management-for-children-and-young-people-with-type-1-diabetes
https://www.nice.org.uk/guidance/ng18/chapter/Key-priorities-for-implementation%20-%20dietary-management-for-children-and-young-people-with-type-1-diabetes
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from: 
https://pubmed.ncbi.nlm.nih.gov/3
0039513/  
 
Baker IDI. Carbohydrates and 
Glycaemic Index (GI) Available 
from: 
https://baker.edu.au/-
/media/documents/fact-
sheets/baker-institute-factsheet-
carbohydrates-and-glycaemic-
index.pdf  
 

PAEDIATRICS - DIABETIC KETOACIDOSIS (DKA)  

 Diabetic Ketoacidosis (DKA) is an indicator 
of new diagnosis of diabetes. It may also 
signal illness or poor glycaemic control 
through omission of insulin for various 
reasons in children and young people 
already diagnosed with diabetes. 
 
Risk factors for DKA in newly diagnosed 
patients include younger age, delayed 
diagnosis and lower socioeconomic status. 
 
DKA without a preceding febrile illness or 
gastroenteritis in a patient with known 
diabetes is almost always the result of 
psychosocial problems and failure to 
appropriately administer insulin. 
 

Clinical 
judgement is 
required, 
conduct 
nutritional 
assessment, 
and consider 
aetiology to 
determine 
indication for 
intervention. 

DKA requires 
urgent medical 
management  
 
Dietitian to 
provide 
education once 
stable  
 

Acute care 
setting 
Initiation of 
referral for 
outpatient 
follow-up 
with MDT 
paediatric 
diabetes 
team and 24-
hour access 
to advice. 
 

Consider 
intensive 
support  

 

Wolfsdorf JI, Glaser N, Agus M, 
et al. ISPAD Clinical Practice 
Consensus Guidelines 2018: 
Diabetic ketoacidosis and the 
hyperglycemic hyperosmolar 
state. Pediatr Diabetes. 2018;19 
Suppl 27:155-177. Abstract 
available from: 
https://pubmed.ncbi.nlm.nih.gov/2
9900641/  
 
NICE 2015: Diabetes (type 1 and 
type 2) in children and young 
people: diagnosis and 
management. Available from:  
https://www.nice.org.uk/guidance/
ng18/chapter/1-
Recommendations#diabetic-
ketoacidosis-2  

 

https://pubmed.ncbi.nlm.nih.gov/30039513/
https://pubmed.ncbi.nlm.nih.gov/30039513/
https://baker.edu.au/-/media/documents/fact-sheets/baker-institute-factsheet-carbohydrates-and-glycaemic-index.pdf
https://baker.edu.au/-/media/documents/fact-sheets/baker-institute-factsheet-carbohydrates-and-glycaemic-index.pdf
https://baker.edu.au/-/media/documents/fact-sheets/baker-institute-factsheet-carbohydrates-and-glycaemic-index.pdf
https://baker.edu.au/-/media/documents/fact-sheets/baker-institute-factsheet-carbohydrates-and-glycaemic-index.pdf
https://baker.edu.au/-/media/documents/fact-sheets/baker-institute-factsheet-carbohydrates-and-glycaemic-index.pdf
https://pubmed.ncbi.nlm.nih.gov/29900641/
https://pubmed.ncbi.nlm.nih.gov/29900641/
https://www.nice.org.uk/guidance/ng18/chapter/1-Recommendations#diabetic-ketoacidosis-2
https://www.nice.org.uk/guidance/ng18/chapter/1-Recommendations#diabetic-ketoacidosis-2
https://www.nice.org.uk/guidance/ng18/chapter/1-Recommendations#diabetic-ketoacidosis-2
https://www.nice.org.uk/guidance/ng18/chapter/1-Recommendations#diabetic-ketoacidosis-2
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According to ISPAD Clinical Guidelines 
(2018), the biochemical criteria for the 
diagnosis of DKA are: 
• Hyperglycaemia (blood glucose) >11 
mmol/L [200 mg/dL])  
• Venous pH <7.3 or serum bicarbonate 
<15 mmol/L  
• Ketonemia* or ketonuria  
*where available  
 
Dietary education and management as 
part of MDT care can help prevent 
readmission.  
 

 

PAEDIATRICS - HYPOGLYCAEMIA  

 Hypoglycaemia (a blood glucose of 
<3.9mmol/L) can be a result of excessive 
insulin dosing, missed meals, exercise, 
sleep and, in adolescents, alcohol 
ingestion.  
Risk factors include young age, previous 
severe hypoglycaemic events, and 
reduced hypoglycaemia awareness.  
Hypoglycaemia is the most common acute 
complication of T1DM and presents major 
physiological and psychological barriers in 
the achievement of optimal glycaemic 
control.  
 
Hypoglycaemia with exercise may occur at 
the time of activity or may be delayed (7-
11 hours later). Caregivers and patients 
should receive education and advice as to 

Clinical 
judgement is 
required to 
conduct 
nutritional 
assessment, 
and consider 
aetiology to 
determine 
indication for 
intervention 
 
Real-time CGM 
data particularly 
benefit children 
who cannot 
articulate 
symptoms of 

Dietitian 
experienced in 
diabetes 
management in 
conjunction with 
an 
interdisciplinary 
education team 
with a shared 
evidenced 
based 
philosophy. 
 

Acute care or 
outpatient 
settings, 
dependent 
upon 
presentation 
location.  
Outpatient 
support and 
24-hour 
access to 
diabetes 
management 
advice  
 

As clinically 
indicated  
 

Smart CE, Annan F, Higgins LA, 
Jelleryd E, Lopez M, Acerini CL. 
ISPAD Clinical Practice 
Consensus Guidelines 2018: 
Nutritional management in 
children and adolescents with 
diabetes. Pediatr Diabetes. 
2018;19 Suppl 27:136-154. 
Abstract available from: 
https://pubmed.ncbi.nlm.nih.gov/3
0062718/  
American Diabetes Association. 
13. Children and Adolescents: 
Standards of Medical Care in 
Diabetes-2020. Diabetes Care. 
2020;43(Suppl 1):S163-S182. 
Abstract available from: 

 

https://pubmed.ncbi.nlm.nih.gov/30062718/
https://pubmed.ncbi.nlm.nih.gov/30062718/
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how to exercise safely and avoid 
hypoglycaemic events. 
 
Young children remain at risk of severe 
hypoglycaemia due to their reduced ability 
to communicate their need.  
 
Dietary education as part of MDT care can 
help prevent readmission. 
 

hypoglycaemia 
or 
hyperglycaemia 
and those with 
hypoglycaemic 
unawareness 
(A) 

https://pubmed.ncbi.nlm.nih.gov/3
1862756/  
 
Hypoglycaemia 
https://www.health.qld.gov.au/__d
ata/assets/pdf_file/0032/145499/p
aeds_hypo.pdf  
 
BGL and Exercise 
https://www.health.qld.gov.au/__d
ata/assets/pdf_file/0026/148805/d
iab_exercise.pdf  
 

PAEDIATRICS – T2DM 

 Nutritional management of T2DM in 
paediatrics requires a family and 
community-based approach to address the 
fundamental problems of excessive weight 
gain, lack of physical activity and the 
increased risks of cardiovascular disease. 
 
All youth with T2DM and their families 
should receive comprehensive diabetes 
self- management education/ support that 
is specific to youth with T2DM and is 
culturally competent.   
Unlike T1DM, where diabetes related 
complications develop after many years of 
diabetes, many patients with T2DM will 
have comorbidities, such as fatty liver, 
sleep apnoea, dyslipidaemia, and 
hypertension. Youth-onset T2DM has 
more rapid development of complications 

Individual 
patient consults 

An 
interdisciplinary 
approach, 
including a 
Endocrinologist, 
diabetes 
educator, 
dietitian, mental 
healthprovider 
and exerise 
physiologist (if 
possible) is 
recommended.  
 

Specialist 
diabetes 
clinics  
 

Regular 
follow up is 
essential to 
monitor 
weight, 
glycaemic 
control and 
adherence to 
the meal 
plan. 

Smart CE, Annan F, Higgins LA, 
Jelleryd E, Lopez M, Acerini CL. 
ISPAD Clinical Practice 
Consensus Guidelines 2018: 
Nutritional management in 
children and adolescents with 
diabetes. Pediatr Diabetes. 
2018;19 Suppl 27:136-154. 
Abstract available from: 
https://pubmed.ncbi.nlm.nih.gov/3
0062718/  
 
Zeitler P, Arslanian S, Fu J, et al. 
ISPAD Clinical Practice 
Consensus Guidelines 2018: 
Type 2 diabetes mellitus in youth. 
Pediatr Diabetes. 2018;19 Suppl 
27:28-46. Abstract available from: 

 

https://pubmed.ncbi.nlm.nih.gov/31862756/
https://pubmed.ncbi.nlm.nih.gov/31862756/
https://www.health.qld.gov.au/__data/assets/pdf_file/0032/145499/paeds_hypo.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0032/145499/paeds_hypo.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0032/145499/paeds_hypo.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0026/148805/diab_exercise.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0026/148805/diab_exercise.pdf
https://www.health.qld.gov.au/__data/assets/pdf_file/0026/148805/diab_exercise.pdf
https://pubmed.ncbi.nlm.nih.gov/30062718/
https://pubmed.ncbi.nlm.nih.gov/30062718/
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and cardiovascular risk than either youth-
onset T1DM or adult-onset T2DM, leading 
to higher morbidity and mortality rates.  
 
Treatment goals are not dissimilar to 
T1DM 
•  optimal long- term glycaemic control  
•  self- care  
•  normal growth, development and 
adjustment 
•  normal lifespan 
•  prevent or delay micro and macro 
vascular complications (control risk 
factors) and  
•  social and psychological well-being. 
Nutrition management of Youth onset 
diabetes requires a nutritionist/ dietitian 
with knowledge and experience in 
nutritional management of youth with 
diabetes and experience with the unique 
characteristics of youth with T2DM is 
desirable. 
 
In young people with T2DM and insulin 
resistance, the presence of multiple 
cardiovascular risk factors is likely to be 
associated with earlier severe 
complications.  
 
Aims of nutritional management: 
•  achieve normal glycaemia and HbA1c 
(treatment target 7%).  
•  prevent further weight gain in those with 
BMI at 85th to 95th percentile or achieve 

https://pubmed.ncbi.nlm.nih.gov/2
9999228/  
 
Department of Health, Western 
Australia. Type 2 Diabetes in 
Children and Adolescents Model 
of Care and Clinical Practice 
Guideline. Perth: 
Princess Margaret Hospital and 
Health Networks Branch, 
Department of Health, Western 
Australia; 2009. Available from: 
https://ww2.health.wa.gov.au/~/m
edia/Files/Corporate/general 
documents/Health 
Networks/Diabetes and 
Endocrine/Type-2-Diabetes-in-
Children-Adolescents-Model-of-
Care-and-Clinical-Practice-
Guideline-for-WA.pdf 
 
Arslanian S, Bacha F, Grey M, 
Marcus MD, White NH, Zeitler P. 
Evaluation and Management of 
Youth-Onset Type 2 Diabetes: A 
Position Statement by the 
American Diabetes Association. 
Diabetes Care. 
2018;41(12):2648-2668. Abstract 
available from: 
http://care.diabetesjournals.org/co
ntent/early/2018/10/26/dci18-
0052  
 

https://pubmed.ncbi.nlm.nih.gov/29999228/
https://pubmed.ncbi.nlm.nih.gov/29999228/
https://ww2.health.wa.gov.au/%7E/media/Files/Corporate/general%20documents/Health%20Networks/Diabetes%20and%20Endocrine/Type-2-Diabetes-in-Children-Adolescents-Model-of-Care-and-Clinical-Practice-Guideline-for-WA.pdf
https://ww2.health.wa.gov.au/%7E/media/Files/Corporate/general%20documents/Health%20Networks/Diabetes%20and%20Endocrine/Type-2-Diabetes-in-Children-Adolescents-Model-of-Care-and-Clinical-Practice-Guideline-for-WA.pdf
https://ww2.health.wa.gov.au/%7E/media/Files/Corporate/general%20documents/Health%20Networks/Diabetes%20and%20Endocrine/Type-2-Diabetes-in-Children-Adolescents-Model-of-Care-and-Clinical-Practice-Guideline-for-WA.pdf
https://ww2.health.wa.gov.au/%7E/media/Files/Corporate/general%20documents/Health%20Networks/Diabetes%20and%20Endocrine/Type-2-Diabetes-in-Children-Adolescents-Model-of-Care-and-Clinical-Practice-Guideline-for-WA.pdf
https://ww2.health.wa.gov.au/%7E/media/Files/Corporate/general%20documents/Health%20Networks/Diabetes%20and%20Endocrine/Type-2-Diabetes-in-Children-Adolescents-Model-of-Care-and-Clinical-Practice-Guideline-for-WA.pdf
https://ww2.health.wa.gov.au/%7E/media/Files/Corporate/general%20documents/Health%20Networks/Diabetes%20and%20Endocrine/Type-2-Diabetes-in-Children-Adolescents-Model-of-Care-and-Clinical-Practice-Guideline-for-WA.pdf
https://ww2.health.wa.gov.au/%7E/media/Files/Corporate/general%20documents/Health%20Networks/Diabetes%20and%20Endocrine/Type-2-Diabetes-in-Children-Adolescents-Model-of-Care-and-Clinical-Practice-Guideline-for-WA.pdf
https://ww2.health.wa.gov.au/%7E/media/Files/Corporate/general%20documents/Health%20Networks/Diabetes%20and%20Endocrine/Type-2-Diabetes-in-Children-Adolescents-Model-of-Care-and-Clinical-Practice-Guideline-for-WA.pdf
http://care.diabetesjournals.org/content/early/2018/10/26/dci18-0052
http://care.diabetesjournals.org/content/early/2018/10/26/dci18-0052
http://care.diabetesjournals.org/content/early/2018/10/26/dci18-0052


 

  

31 

FEEDS 

weight loss for this with BMI >95th 
percentile while maintaining normal linear 
growth 
•  Address co-morbidities, such as 
hypertension and dyslipidaemia.  

 
There is little evidence regarding the 
nutritional treatment of T2DM in 
paediatrics. Therefore, recommendations 
are derived from the treatment of 
overweight and obese children, T2DM in 
adults and T1DM in children.   
 
Most children with T2DM are overweight or 
obese. Obesity has deleterious 
associations with morbidity independent of 
insulin resistance and diabetes. In 
addition, weight loss and exercise both 
improve insulin resistance and glycaemia.  
 
Lifestyle change is the corner- stone of 
treatment of T2DM and clinicians should 
initiate a lifestyle modification program at 
the time of diagnosis of T2DM that targets 
education and lifestyle interventions and 
behaviour change to prevent further weight 
gain or achieve weight loss with normal 
linear growth. ISPAD Clinical Practice 
Consensus Guidelines 2018 for T2DM in 
youth provide detailed strategies for 
dietary and exercise management. 
 
Dietary recommendations should be age 
and culturally appropriate, sensitive to 
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family resources, and should be provided 
to all caregivers.  

The family should be encouraged to make 
dietary changes consistent with healthy 
eating recommendations, including 
individualised counselling for weight 
reductions, reduced CHO and total and 
saturated fat intake, increased fibre intake, 
and increased physical activity.  
Initial and ongoing education for T2DM 
should focus on behavioural changes (diet 
and activity), as well as education on 
administration of oral hypoglycaemic 
agents and insulin as needed.  
 
Children on MDI or pump therapy should 
be taught to adjust insulin to CHO intake 
using insulin to CHO ratio. This maybe be 
effective in reducing large meals and 
snacks.  
 
MNT should be provided to treat co-
morbidities including obesity, 
dyslipidaemia, hypertension and 
microvascular complications. 
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Appendix One: Summary of Edits 
 

Summary of diabetes evidence chapter review edits from the update to volume 3.0 

Changes to the FEEDS chapter as per the adult review teams Changes to the FEEDS chapter as per the paediatric review teams 

 
Added 
Updated references and links 
 
Changed 
-Updated references and links 
 
-T2DM section streamlined to covering all T2DM not separate T2DM and poorly 
controlled T2DM 
 
-Language updated to reflect Diabetes Australia Position statement 
 
-Statements updated to reflect updated evidence 
 
Removed 
-Paediatric section – refer to separate paediatric document  

Added  
 
Type 1 diabetes – Paediatrics – more comprehensive intervention requirement 
for management of Type 1 diabetes in paediatrics, including recommendation 
for low carb diets in paediatrics.  
 
Sections specific to Type 1 diabetes in paediatrics added for poorly controlled 
Type 1 diabetes, Diabetic Ketoacidosis and hypoglycaemia.  
 
Type 2 diabetes – paediatrics – more comprehensive and paediatrics specific 
management of Type 2 diabetes section added.  
 
References and evidence: ISPAD Clinical Practice Consensus Guidelines 2018: 
Type 2 diabetes mellitus in youth. 
https://cdn.ymaws.com/www.ispad.org/resource/resmgr/consensus_guidelines_
2018_/3.type_2_diabetes_mellitus_i.pdf  
 
Type 2 diabetes in Children and Adolescents: Model of Care and Clinical 
Practice Guideline for Western Australia, 2009.  
https://ww2.health.wa.gov.au/~/media/Files/Corporate/general%20documents/H
ealth%20Networks/Diabetes%20and%20Endocrine/Type-2-Diabetes-in-
Children-Adolescents-Model-of-Care-and-Clinical-Practice-Guideline-for-WA.pdf 

The Clinical Practice Guidelines for the management of overweight and obesity 
in adults, adolescents and children in Australia is intended for use by clinicians 
including general practitioners.  
2013.https://www.nhmrc.gov.au/about-us/publications/clinical-practice-
guidelines-management-overweight-and-obesity (currently rescinded).  

https://cdn.ymaws.com/www.ispad.org/resource/resmgr/consensus_guidelines_2018_/3.type_2_diabetes_mellitus_i.pdf
https://cdn.ymaws.com/www.ispad.org/resource/resmgr/consensus_guidelines_2018_/3.type_2_diabetes_mellitus_i.pdf
https://www.nhmrc.gov.au/about-us/publications/clinical-practice-guidelines-management-overweight-and-obesity
https://www.nhmrc.gov.au/about-us/publications/clinical-practice-guidelines-management-overweight-and-obesity
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Evaluation and Management of youth-onset type 2 diabetes: A position 
Statement by the American Diabetes Association, 2018.  
http://care.diabetesjournals.org/content/early/2018/10/26/dci18-0052 
 
Evidence link: https://www.ispad.org/page/ISPADGuidelines2018  
 
 
Changed 
 
Paediatric section divided into Type 1 diabetes and Type 2 diabetes. 
 
Included revised ISPAD Clinical Practice Consensus Guidelines 2018: 
Nutritional management in children and adolescents with diabetes.  
https://cdn.ymaws.com/www.ispad.org/resource/resmgr/consensus_guidelines_
2018_/10.nutritional_management_in.pdf  
 
Nutritional advice should be provided on how to cope successfully with 
physical activity, exercise and competitive sports, changed to: Nutritional 
advice should be provided to enable continued and active involvement in sport 
and physical activity to reduce risk of cardiovascular disease and maintain a 
healthy BMI.  
 
Removed 
Nil.  
 

 

http://care.diabetesjournals.org/content/early/2018/10/26/dci18-0052
https://www.ispad.org/page/ISPADGuidelines2018
https://cdn.ymaws.com/www.ispad.org/resource/resmgr/consensus_guidelines_2018_/10.nutritional_management_in.pdf
https://cdn.ymaws.com/www.ispad.org/resource/resmgr/consensus_guidelines_2018_/10.nutritional_management_in.pdf
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Appendix Two: Members of the FEEDS Implementation Steering Group  
 
Chair:    Jan Hill, Director Nutrition & Dietetics, Princess Alexandra Hospital, Metro South Hospital & Health Service 
Secretary & Project Officer: Rhiannon Barnes, Statewide Program Manager Clinical Education & Training, Nutrition & Dietetics, Royal Brisbane & 

Women’s Hospital, Metro North Hospital & Health Service 
 
Members: Dr Adrienne Young, Research Coordinator Nutrition & Dietetics, Royal Brisbane & Women’s Hospital, Metro North 

Hospital & Health Service 
Alan Spencer, Director Nutrition & Dietetics Gold Coast University Hospital, Gold Coast Hospital & Health Service 
Annabel Biven, Senior Dietitian, Ipswich Hospital, West Moreton Hospital & Health Service 
Cristal Newman, Senior Dietitian, Roma Hospital, South West Hospital & Health Service 
Kate Rose, Senior Dietitian, Longreach Hospital, Central West Hospital & Health Service 
Katie Barwick, Senior Dietitian, Lady Cilento Children’s Hospital, Children’s Health Queensland Hospital & Health 
Service 
Liza-Jane McBride, Team Leader, Allied Health Professions’ Office Queensland 
Sally McCray, Director Nutrition & Dietetics, Mater Group 
Dr Merrilyn Banks, Director Nutrition & Dietetics, Royal Brisbane & Women’s Hospital, Metro North Hospital & Health 
Service 
Mia Hemingbrough, Director Nutrition & Dietetics Central Queensland Hospital & Health Service 
Dr Rachel Stoney, Director Nutrition & Dietetics, Redland Hospital & Wynnum Health Service, Metro South Hospital & 
Health Service 
Rosemary Sander, Professional Lead Nutrition & Dietetics, Sunshine Coast Hospital & Health Service 
Sally Courtice, Director Nutrition & Dietetics, QEII Hospital, Metro South Hospital & Health Service 
Zoe Walsh, Team Leader, Community Indigenous & Subacute Services, Metro North Hospital & Health Service 
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