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1 | WHATIS NEW ORDIFFERENT

e The guide to the distribution of macronutrients has been
updated and reinforces family preferences and healthy eating
patterns

e Food security should be assessed, and advice adapted to the
resources of the family

e Consider insulin prescribing and dose adjustment by dieticians
where health settings allow

e Continuous glucose monitoring (CGM) is a useful tool for educat-
ing both the clinician and young person with diabetes on food
related behaviors and the impact of specific meals on glucose

levels

2 | EXECUTIVE SUMMARY AND
RECOMMENDATIONS

o Nutrition therapy is recommended for all young people with diabe-
tes. Nutritional advice needs to be adapted to cultural, ethnic, and
family traditions, as well as the cognitive and psychosocial circum-
stances of the young person and their family. E

¢ Implementation of an individualized meal plan with prandial insulin

adjustments improves glycemic outcomes. A

Dietary recommendations are based on healthy eating principles
suitable for all young people and families with the aim of improving
diabetes outcomes and reducing cardiovascular risk. E

It is recommended that a specialist dietician with experience in
pediatric diabetes is part of the multidisciplinary team and available
as soon as possible at diagnosis to develop a consistent relation-
ship with the young persons with diabetes and their families. E
Energy intake and essential nutrients should aim to maintain ideal
body weight, optimal growth and development and help to prevent
acute and chronic complications. Regular monitoring of height,
weight, and body mass index (BMI) is required to identify both
excessive weight gain and failure to grow normally. C

The optimal macronutrient distribution varies depending on an
individualized assessment of the young person. As a guide, carbo-
hydrate should approximate 40-50% of energy, fat <35% of
energy (saturated fat <10%), and protein 15%-25% of energy. C
Matching of insulin dose to carbohydrate intake on intensive insu-
lin regimens allows greater flexibility in carbohydrate intake and
mealtimes, with improvements in glycemia and quality of life. A
Meal-time routines and dietary quality are important to achieve
optimal glycemic targets. B

Fixed insulin regimens require consistency in carbohydrate amount
and timing for optimal glycemic targets and to reduce the risk of

hypoglycemia. C
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ANNAN ET AL.

e Pre-prandial insulin dosing should be encouraged from the diabe-
tes onset for young people of all ages. A

e Carbohydrate counting is best introduced at onset of type 1 diabe-
tes (T1D) along with education about the impact of mixed meals
on postprandial glucose profiles. E

e There are several methods of quantifying carbohydrate intake
(gram increments, 10-12 g carbohydrate portions and 15 g carbo-
hydrate exchanges). There is no strong evidence to suggest that
one method is superior to another. E

e The use of the glycemic index provides additional benefit to glyce-
mic management over that observed when total carbohydrate is
considered alone. B

o Dietary fat and protein affect early and delayed postprandial glyce-
mia. A Changes to both the insulin dose and pattern of delivery are
needed for meals higher in protein and fat. A

e Prevention of overweight and obesity in young people with diabe-
tes is a key management strategy and should be based on a family-
oriented approach. B

e Repeated episodes of diabetic ketoacidosis (DKA) or worsening
glycemic outcomes may be a sign of disordered eating. C

o Nutritional advice on how to successfully manage both regular and
unanticipated physical activity; and how to meet individual goals in
competitive sports is recommended. E

e Nutritional management of type 2 diabetes (T2D) requires a family
and community approach to address the fundamental problems of
excessive weight gain, lack of physical activity and the increased

risk of cardiovascular disease (CVD). E

3 | INTRODUCTION

Nutritional management is one of the cornerstones of diabetes care
and education. Different countries and regions have widely varying
cultures and socio-economic statuses that influence and dominate
dietary habits. Although there is strong evidence for nutritional
requirements in young people, the scientific evidence base for many
aspects of diabetes dietary management is still emerging and it is
important to individualize nutrition interventions and meal plans.

These consensus guidelines are an update from 2018 that reflect
national and international pediatric position/consensus statements®™*
and, whilst considerations of evidence derived from recommendations
for adults with diabetes>® are included, this chapter is aimed at the
pediatric and adolescent population. Nutritional advice for young
adults (18-24 years) should be based on the adult nutrition
recommendations.”””

Dietary recommendations for young people with diabetes are
based on population healthy eating recommendations®* and therefore
suitable for the whole family. Nutritional advice must be adapted to
cultural, ethnic, and family traditions and the psychosocial needs of
the individual young person. Regardless of economic status, consider-
ation should be given to food security. Likewise, the choice of insulin
regimen, where possible, should account for the dietary habits and

lifestyle of the young person.

A pediatric specialist diabetes dietitian should be available
wherever possible as part of a pediatric multidisciplinary diabetes
care team to provide education, monitoring and support to the
young person with diabetes, parents, carers, extended family, nurs-
ery, schoolteachers, and babysitters.®? Access to qualified nutrition
professionals varies across the world. Recognized qualifications
may be in nutrition and/or dietetics. The definition of a dietician
according to the international confederation of dieticians is “a per-
son with a qualification in nutrition and dietetics recognized by
national authority(s). The dietician applies the science of nutrition
to the feeding and education of groups of people and individuals in
health and disease.” There is currently no information on the num-
ber of children living with diabetes who do not have access to a
qualified nutrition professional. There are limited data on the
impact of access to qualified nutrition professionals in children with

diabetes. Data from adult care!®!!

and other long-term condi-
tions'? support the effectiveness of qualified dieticians and nutri-
tion professionals as part of multidisciplinary care teams.

The dietician should advise on planning, content, and the timing
of snacks/meals in the context of each child's individual circum-
stances, lifestyle, and the insulin action profile of the prescribed regi-
men. The extended role of the dietician can include adjustment of
insulin doses and other medications and, where qualifications are
available in countries, prescribing of insulin and other medications.
Non-medical prescribing by allied health professionals has been
shown to be safe, improve satisfaction, and access to timely advice
across a range of long-term conditions.*>14

Nutrition therapy, when used in combination with other
components of diabetes care, can improve clinical and metabolic
outcomes.’® Nutritional education and lifestyle counseling
should be adapted to individual needs and delivered in a person-
centered manner. Education can be delivered both to the child/
young person and family and in small group settings. It is important
that the whole family is involved in making appropriate changes
based on healthy eating principles. Regular mealtimes and routines
where the child and family sit down and eat together, helps
to establish better eating practices and monitoring of food intake
and has been shown to be associated with better glycemic
outcomes.*¢”

The impact of diabetes on eating behavior and the potential
for psychological disturbances cannot be underestimated. Educa-
tion should include behavior change approaches, motivational
interviewing and/or counseling and should be regularly reviewed
to meet the constantly changing needs of the developing child.
In order to be most effective, the dietician needs to develop a
consistent, trusting and supportive relationship with the families
concerned*®!? and also have clear agreed goals with the multidis-
ciplinary team.?°

These recommendations target healthy eating principles, glycemic
management, the reduction of cardiovascular risk factors, the mainte-
nance of psychosocial well-being, and family dynamics. Use of these
recommendations should acknowledge the impact of food security on

the ability to follow treatment guidelines.
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4 | GUIDELINES ON NUTRITION FOR
HEALTH, GROWTH, AND DEVELOPMENT
4.1 | Energy balance

All young people need access to adequate amounts of good quality
food that provides sufficient energy to support their growth and
development and to maintain a healthy body weight.?*

When a child or young person is diagnosed with diabetes, a spe-
cialist pediatric dietician should assess the food intake and eating pat-
terns of each family and offer advice to help them develop a routine
meal plan that meets their child's nutritional needs and provides ade-
quate energy for an active lifestyle.>*® Young people living with food
insecurity (Fl), should be offered strategies to alleviate the challenges
and stresses experienced which make achieving dietary recommenda-
tions for diabetes difficult.??

Energy requirements change with growth and regular reviews of
their food intake, particularly in younger children, are essential so fam-
ilies can retain flexibility with their meal plans.*?® Energy prediction
equations are a useful guide to estimate energy requirements in
young people, however, these calculations must be individually tai-
lored to an eating plan that is achievable and nutritionally adequate.?*
Regular dietary reviews also help families understand how to adjust
total energy intakes with changes in age and stage of development, to
promote optimal growth, and avoid restrictive diets?®> or over-
nutrition that can lead to excess weight gain.2

Many young people experience acute weight loss prior to
the diagnosis of T1D, followed by an increased appetite soon after
initiation of insulin replacement, and this can lead to rapid weight
gain if not monitored closely.?”-?8 The first year following diabetes
onset is a critical period to avoid substantial weight gain and pro-
mote maintenance of a healthy body weight over the longer
term.??

Nutrition education to guide families toward food and drink
choices that reflect a balanced energy-appropriate diet will help
restore body weight to a healthy range and achieve target glucose
levels early on.®*

Total energy intake and appetite can change significantly leading
up to (and during) puberty, and this is an important time to routinely
reassess individual's nutritional requirements and habitual eating pat-

terns and to consider screening for disordered eating behaviors.®%!

4.2 | Maintenance of healthy body weight

Achieving and maintaining a healthy body weight is an important goal
in the clinical management of diabetes in young people.®? The preva-
lence of overweight and obesity in youth with T1D is at least as high
as the general population.>3** Global trends in childhood obesity are
multifactorial and related to changes in food intake, decreased physi-
cal activity, and the obesogenic environment; all contributing to a pos-
itive energy imbalance in recent decades.®® For young people with

diabetes other possible causes of obesity include over-insulinization,

excess energy intake to avoid or treat hypoglycemia, and additional
carbohydrate consumed for exercise.

Diabetes teams can provide family-based guidance on modifiable
lifestyle factors such as nutrition, physical activity, and healthy sleep
behaviors at diagnosis and on an ongoing basis. At each clinic visit, fam-
ilies can expect that the child/young person will have their height and
weight measured, BMI calculated, and growth monitored using appro-
priate growth charts, to identify any significant changes in weight or
failure to grow.* Waist circumference and waist/height ratios are less
commonly measured in clinic but may be a more useful predictor than
BMI of metabolic or cardiovascular risk in some population groups.343¢

Dietary review with a specialist pediatric diabetes dietician is
recommended for advice to prevent excess weight gain and how to
adjust energy intake to support maintenance of a health body weight.
Regular review of insulin requirements as children grow can minimize
the need for large snacks between meals or before bed to prevent
hypoglycemia. Similarly, adjustment of insulin in preference to intake
of additional carbohydrate to prevent hypoglycemia during physical
activity is recommended.®”

The use of CGM can be a useful tool to assess amounts of carbo-
hydrate needed to treat hypoglycemia and avoid overtreatment with
additional snacks that can contribute to weight gain. The impact auto-
mated insulin delivery systems may have on the risk of weight gain in
youth with T1D is yet unknown. Healthy food choices in appropriate
portion sizes in line with population recommendations are likely to

remain a key recommendation.

4.3 | Energy intake recommendations
National guidelines for young people and adults and children with dia-
betes exist in many countries. Some, including those from Australia
and Canada, recommend a carbohydrate intake of at least 45%
energyl'é; whereas others, such as the UK or US adult recommenda-
tions, do not include an amount of carbohydrate expressed as a per-
centage of energy intake. Clinical consensus is that carbohydrate
intakes in older, overweight, or obese adolescents may be lower (40%
energy) with higher protein intakes (25% energy).

A guide to the distribution of macronutrients according to total

daily energy intake is shown in Box 1.

BOX 1 Macronutrients according to total daily
energy intake

e Carbohydrate 40%-50% energy

e Moderate sucrose intake (up to 10% total energy)
o Fat 30%-40% energy

o <10% saturated fat + trans fatty acids

e Protein 15%-25% Energy
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BOX 2 Carbohydrate calculation for 7-year-old female with normal activity levels (25th centile weight and height)

40% Energy as
DRV carbohydrate

1703 Kcal/day 170 g/day

50% Energy as
Carbohydrate

212 g/day

These reflect guidelines for healthy eating for young people with-
out diabetes.*83? They are also based on food group servings to meet
vitamin, mineral, and fiber recommendations for age, without supple-
mentation. An optimal percentage of energy from macronutrients has
not been defined and individual and family preferences should be con-
sidered.'® This may vary depending on meal patterns, cultural influ-
ences, and metabolic priorities. Restricted access to food may require
adjustment of the contribution of carbohydrate to total energy intake
to 60% to achieve an adequate intake of other micronutrients and
vitamins. Dietary patterns that restrict intake from one macronutrient
may compromise growth and lead to nutritional deficiencies.*®

Translation of the distribution of macronutrients is dependent on the
estimation of total energy requirements. Dietary reference values (DRV)

are guides for populations®®#!

and individual estimation of energy require-
ments will ensure appropriate advice is provided. Use of the DRV/daily
reference intake (DRI) for energy may result in recommendations to over-
or under-consume macronutrients. For example, a calculation for a 7-year-
old female with normal activity levels, on the 25th percentile for weight

and height versus use of a UK DRV is shown in Box 2.

5 | FOOD COMPONENTS

51 | Carbohydrates

Carbohydrate requirements are individually determined based on age,
gender, activity, and previous intake. Clinical evidence suggests that
individuals can consume 40%-50% energy from carbohydrate and
achieve optimal postprandial glycemic targets with appropriately
matched insulin to carbohydrate (ICR) ratios and insulin delivery.
Healthy sources of carbohydrate foods such as whole grain breads and
cereals, legumes (peas, beans, and lentils), fruit, vegetables, and low-fat
dairy products (full fat in children under 2 years) should be encouraged

to minimize glycemic excursions and improve dietary quality.

5.1.1 | Low carbohydrate diets

There is increasing interest in utilizing low carbohydrate (<26% energy
from carbohydrate)*? and very low carbohydrate (20-50 g/day) diets
as an adjunct treatment option for people with T1D.*?>*® Currently, sci-
entific evidence is lacking to support the practice of very low carbohy-

drate diets or excessive carbohydrate restriction in young people with

Calculated energy 40% Energy as 50% Energy as
expenditure carbohydrate carbohydrate
1292 kcal/day 129 g/day 161 g/day

T1D. Strict adherence to very low carbohydrate diets may result in
ketonemia or ketosis, dyslipidemia, and disordered eating behaviors.*°
There is evidence from ketogenic diets that very low carbohydrate
diets can be nutritionally inadequate and result in growth failure.**
Restricted carbohydrate diets may increase the risk of hypoglycemia or
potentially impair the effect of glucagon for treatment of severe
hypoglycemia.*’

Whether or not carbohydrate restriction is associated with better
health outcomes in young people with T1D is not well-studied. Die-
tary intake studies in young people using intensive insulin therapy
have previously reported an association between lower total carbohy-
drate intakes and less favorable glycemic outcomes.*® However, other
studies suggest lower daily intake of carbohydrate is associated with
lower HbA1c.*” Current research in the field suffers from the problem
of selection and reporting bias as most data come from those fami-
lies/individuals who choose to follow carbohydrate restricted diets
rather than from clinical trials. Clearly, further research is needed
to explore potential metabolic and glycemic benefits from moderate
carbohydrate restriction in the management of diabetes.

While there is insufficient evidence to recommend very low
carbohydrate diets in young people with diabetes, it is important to
respectfully explore the reasons families may choose to implement
carbohydrate restriction. The perception of what a carbohydrate
restriction entails differs among families and diabetes care providers.
An emphasis should be on maintaining positive relationships between
the family and treating team. If an individual child or family chooses to
routinely consume a moderately low (<40% energy) or low (<26%
energy) carbohydrate diet they should discuss this with a dietician
to ensure the diet is nutritionally complete, particularly in regard to
calcium, B vitamins, iron and fiber.*°

A specialist pediatric dietician will be able to complete a detailed die-
tary assessment with the family to understand the degree of carbohy-
drate restriction, discuss the risks associated with restrictive diets in

),%8 and offer a

children and adolescents, including eating disorders (ED
range of strategies the family can use to ensure their goals align with
their child's medical needs.? Regardless of the amount of carbohydrate in
the diet, caregivers and young people with diabetes require strategies to
minimize the postprandial excursions caused by carbohydrate. Early pre-
prandial insulin administration up to 15-20 min before the meal*’ or the
addition of a moderate amount of protein to a meal containing predomi-
nantly carbohydrate®® can assist in reducing postprandial excursions.
Substituting low glycemic index (Gl) for high Gl carbohydrate®>?

and increasing dietary fiber intake?® are other useful dietary options.
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A meal-time routine with limits on snacking episodes can assist in pre-

venting prolonged periods of postprandial hyperglycemia.”

5.1.2 | Sucrose

Sucrose and sucrose-containing food and fluids should be consumed

t.53

in the context of a healthy diet.”” Sucrose does not increase glycemia

more than isocaloric amounts of starch.>*

However, consumption of
foods containing added sucrose should be minimized to avoid displa-
cing nutrient-dense food choices and decreasing dietary quality. If
added, sucrose should be appropriately balanced against insulin doses.
Sucrose can provide up to 10% of total daily energy intake. Not all
countries have a specific recommendation on the percentage of sugar
or mono- or disaccharides in the diet.

Sucrose sweetened beverage consumption has been associated
with excessive weight gain.>® Large quantities of sugary beverages
cause high postprandial glucose peaks that are difficult to adequately
cover with insulin. The consumption of sweetened drinks, soft drinks
and cordials should be discouraged for the whole family. Diet or light
drinks can be recommended for children with diabetes instead of
sugary drinks on special occasions. Sucrose may be used instead of
glucose to prevent or treat hypoglycemia.*®%” See ISPAD 2022
Consensus Guideline Chapter 11 on Management of Hypoglycemia in
children and adolescents with diabetes for more details.

5.2 | Fibers

There are wide variations in recommendations and intakes of fiber
internationally,”® and amounts may be expressed as grams/kilocalorie
(g/kcal) or grams/day (g/d). Recommendations are often made for
adults; children and adolescents are expected to achieve a percentage
of the adult recommendations. Reported intakes of fiber are often lower
than recommended and vary geographically. Where available, national
population guidelines on fiber intake should be followed where no guid-
ance exists the followinFiber recommendations can be used (Box 3).

BOX 3 Fiber recommendations

Age Fiber recommendations
Not determined

14 g/4184 kJ (1000 kcals)
or 3.3 g/mJ

Birth through 1 year

1 year or greater

Alternative formula

Children >2 years old>’ Age in years + 5 = gm of

fiber per day

Intake of a variety of fiber-containing foods such as legumes,
fruit, vegetables, and whole grain cereals should be encouraged. Solu-
ble fiber in vegetables, legumes and fruit may be particularly useful in
helping to reduce lipid levels.?® Processed foods tend to be lower in
fiber; therefore, unprocessed, fresh whole foods should be encour-
aged. Dietary fiber intakes of children in many countries are lower
than recommended.>?

Dietary fiber is associated with digestive health and modulates
bowel function, fermentation, and has effects on gut microbiota.®?
Dietary fiber aids in laxation and should be increased slowly to pre-
vent abdominal discomfort and should be accompanied by an
increase in fluid intake.®*

Diet high in whole grains may help to improve satiety, replace
more energy dense foods and prevent weight gain.%? Increasing fiber
intake can assist in improving glycemic outcomes,** and reducing
CVD risk.

53 | Fats

Population based nutritional guidelines recommend a fat intake of no
greater than 30%-40% total daily energy intake.?®> The American
Heart Association supports children consuming a healthy diet which
limits saturated fat and recommends replacement with polyunsatu-
rated and monounsaturated fat to reduce CVD risk in later life.%®

High total fat intakes increase the risk of overweight and obe-
sity?® and high saturated and trans-fat intakes have been associated
with an increased risk of CVD.! Studies show that young people
with diabetes consume fat and saturated fat above dietary
recommendations.®*

The aim of nutritional advice in clinical practice is to ensure
saturated fat, trans fatty acid and total fat intakes do not exceed
recommendations for the general population. Monounsaturated
fatty acids (MUFA) and polyunsaturated fatty acids (PUFA) can be
used as substitutes to improve the lipid profile.> Eating patterns
that resemble the Mediterranean diet (based on monounsaturated
fats, wholegrain carbohydrate, plant-based food choices with a
reduced intake of red and processed meats) are likely to be of ben-
efit to long-term health and reduction of CVD risk.>%¢ Care
should be taken when giving dietary education that methods of
quantifying carbohydrate do not increase total fat and/or saturated
fat intake.

o Recommendations for saturated and trans fatty acids should be
in line with those for the general population. No more than 10%
energy from saturated fat is recommended.” Saturated fat is the
principal dietary determinant of plasma LDL cholesterol. Satu-
rated fats are found in full fat dairy products, fatty meats, and
high fat snacks. Trans fatty acids, formed when vegetable oils
are processed and solidified (hydrogenation), are found in mar-
garines, deep-frying fat, cooking fat, and manufactured products
such as cookies and cakes. Trans fat should be limited as much

as possible.
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e Replace saturated fat with unsaturated fats by using lean meats,
fish, low fat dairy products and changing to cooking oils and mar-
garines from MUFA and PUFA sources.

e MUFA (particularly cis configuration), found in olive, sesame and
rapeseed oils, nuts, and peanut butter may be beneficial in manag-
ing lipid levels and confer some protection against CVD. They are
recommended replacements for saturated fats.

e PUFA derived from vegetable origins such as corn, sunflower,
safflower, and soybean or from oily marine fish may assist in the
reduction of lipid levels when substituted for saturated fat.

e Consumption of oily fish rich in n-3 fatty acids is recommended.
Advice for children is to eat oily fish once or twice weekly in
amounts of 80-120 gm.®”

e n-3 supplements or an increase in the intake of oily fish should be
considered if triglyceride levels are elevated.

e The use of plant sterol and stanol esters (in margarine and dairy
products) may be considered for children 5 years and older if total
and/or LDL cholesterol remains elevated.®®

54 | Protein

Protein intake decreases during childhood and adolescence from
approximately 2 g/kg/day in early infancy to 1 g/kg/day for a
10 years-old and to 0.8-0.9 g/kg/day in later adolescence.®’ Protein
promotes growth only when sufficient total energy is available.

Worldwide intake of protein varies greatly depending on econ-
omy and availability.

High protein drink and food supplements are generally unneces-
sary for children with diabetes. Their use requires dietary review with
individualized advice.

Sources of vegetable protein such as legumes should be encour-
aged. Recommended sources of animal protein include fish, lean cuts
of meat and low fat dairy products.

When persistent albuminuria, decreased glomerular filtration rate
or established nephropathy occurs, excessive protein intake (>25%
energy) should be avoided. It is prudent to advise that intake should
be at the lower end of the recommended range for age.”® However,
there is insufficient evidence to restrict protein intake. Any modifica-
tions to protein intake in adolescence should not interfere with nor-

mal growth and requires expert management by a dietician.

5.5 | Vitamins, minerals, and antioxidants

Young people with diabetes have the same vitamin and mineral
requirements as other healthy peers.! There is no clear evidence of
benefit from vitamin or mineral supplementation in children and ado-
lescents with diabetes who do not have underlying deficiencies.® Meal
planning should optimize food choices to meet recommended dietary
allowance/dietary reference intake for all micronutrients. Medical
nutrition therapy visits with a dietician are recommended to ensure

the child or adolescents' diet is nutritionally complete.

5.6 | Sodium

Young people with diabetes should limit their sodium intake to the
recommendations for the general population. Guidelines for sodium
intake in children 1-3 years: 1000 mg/day (2.5 g salt/ day); 4-8 years:
1200 mg/day (3 g salt/day); 9 years and older: 1500 mg/day (3.8 g
salt/day). High dietary sodium intake in young people with T1D is

common and relates to vascular dysfunction.>?

5.7 | Alcohol and substance use
In young people with T1D, drinking alcohol can contribute to a range
of additional health risks, including hypoglycemia and/or hyperglyce-
mia, making them more vulnerable to alcohol-related harms than
youth without diabetes.”* Consequences of alcohol consumption in
T1D can include moderate or severe hypoglycemia due to suppres-
sion of gluconeogenesis, impaired growth hormone response,
alcohol-induced hypoglycemia unawareness, and increased risk of
delayed hypoglycemia for 8-12 h after drinking alcohol.”? Hypergly-
cemia is another consequence that can be related to drinking and
occurs when consuming alcoholic beverages that are high in sugar,
or by consuming additional carbohydrate before and after drinking
to prevent hypoglycemia.”*”3

In many countries there are strict limits on the minimum legal age
required for the purchase of alcohol, but not always the same level of
regulation on alcohol consumption. Alcohol is prohibited in many soci-
eties, however where there is exposure to alcohol, studies show ado-
lescents and young adults with T1D have similar or slightly lower
rates of participation in drinking alcohol compared to their peers with-
out diabetes.”*”> For those youth and families who have chosen to
include alcohol in their lifestyle, encourage people to ask questions
and raise awareness about the negative impact drinking alcohol can
have in the short-term on glucose levels and on the long-term on car-
diovascular disease (CVD) risk.”® It is important for pediatric diabetes
teams and families to talk with young people about alcohol, and to
discuss the facts so that young people are supported to make better
choices about drinking. These conversations can be part of a program
of education that prepares adolescents for transition to adult ser-
vices”” or at any time there is a need identified to reduce the harm of

alcohol and substance use.”78

e Young people should be aware of the guidelines for sensible dri