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Intermittent fasting to treat diabetes: time to update clinical 
practice guidelines
Krista A Varady, Lisa S Chow, Courtney M Peterson

Intermittent fasting is now the third most commonly practiced diet in the USA. Yet, despite more than 225 clinical 
trials—including nearly 40 in patients with diabetes or prediabetes—intermittent fasting has not yet been 
recommended as part of the American Diabetes Association (ADA) Standards of Care or the International Diabetes 
Federation (IDF) Global Clinical Practice Recommendations. In this Personal View, we start by synthesising evidence 
from trials in patients with type 2 diabetes, type 1 diabetes, prediabetes, and gestational diabetes. In adults with type 2 
diabetes, diverse types of intermittent fasting, such as time-restricted eating, the 5:2 diet, and the fasting mimicking 
diet, reduce HbA1c (typically by 0·3–1·2%), fasting glucose, 24-h glucose, and bodyweight relative to usual eating 
patterns. Moreover, intermittent fasting is as effective as calorie restriction for improving glycaemic control and does 
not increase the risk of hypoglycaemia when medications are adjusted using simple rules. Intermittent fasting might 
also reduce glycaemia in adults with prediabetes, whereas there are insufficient data to recommend its use in people 
with type 1 or gestational diabetes. Therefore, we argue that the evidence base has sufficiently matured to warrant 
including intermittent fasting in clinical practice guidelines as one of several evidence-based lifestyle options for 
type 2 diabetes. We also provide practical guidance for clinicians on prescribing intermittent fasting and safely 
managing people with diabetes.

Introduction
Intermittent fasting, the practice of periodically fasting 
for up to 48 h,1 has surged in popularity over the past 
decade. An estimated 13% of adults in the USA practice 
intermittent fasting, making it the third most commonly 
practiced diet.2 In recognition of its increasing popularity, 
the American Diabetes Association (ADA) first briefly 
acknowledged that intermittent fasting can produce 
mild-to-moderate weight loss in its 2023 Standards of 
Care, but, as of 2026, has not reviewed its effects on 
glycaemic outcomes or in people with diabetes. The 
International Diabetes Federation (IDF) and the Diabetes 
and Ramadan International Alliance developed 
guidelines for the safe practice of Ramadan and religious 
fasting, but not intermittent fasting.3 Currently, there are 
more than 225 clinical trials on intermittent fasting, 
including nearly 40 clinical trials in people with diabetes 
or prediabetes. In this Personal View, we argue that the 
evidence base has now sufficiently matured to formally 
incorporate intermittent fasting into the ADA Standards 
of Care and IDF Global Clinical Practice Recom
mendations. We highlight key findings from clinical 
trials over the past decade and provide practical guidance 
for clinicians on prescribing intermittent fasting and 
safely managing patients with diabetes.

Types of intermittent fasting
Intermittent fasting encompasses a range of fasting 
approaches, with the most common being time-restricted 
eating (TRE), the 5:2 diet, alternate-day fasting (ADF), and 
the fasting-mimicking diet (FMD; figure). TRE involves 
eating within a consistent daily eating window to extend 
the overnight fast, with an 8-h window (the 16:8 diet) 
being most commonly studied.4 ADF involves eating 
about 0–2100 kJ (0–500 kcal) every other day, while the 5:2 
diet limits eating to about 2100–2500 kJ (500–600 kcal) on 

two days per week. The FMD entails consuming a plant-
based, low-protein diet providing about 2900–4600 kJ 
per day (700–1100 kcal per day) for five consecutive days, 
typically repeated once a month for at least three cycles, 
although there are conflicting views on whether it is a 
form of intermittent fasting or periodic fasting.

Feasibility
Intermittent fasting is an attractive lifestyle option due to 
its simplicity. Limiting eating to a 10-h or shorter window 
(TRE) or eating the equivalent of one meal per day on 
specific days (eg, the 5:2 diet or ADF) reduces energy 
intake by around 800–2100 kJ per day (about 
200–500 kcal per day) without daily tracking.5,6 Clinically, 
not having to track calories is important because 
traditional calorie-counting diets have high attrition from 
the burden of tracking. Intermittent fasting reduces this 
barrier by focusing on when to eat (ie, counting time), 
rather than counting calories.

Adherence to intermittent fasting varies across 
interventions. TRE generally has the highest adherence, 
with participants typically following the diet for 
5–6·5 days per week (about 70–95% adherence) or a 
median of 5·6 days per week.5,7 In contrast, adherence to 
ADF and the 5:2 diet is usually lower, with participants 
adhering to energy targets on around 50–85% of fasting 
days.7,8 Attrition rates also differ: TRE has a relatively low 
dropout rate (about 5–20%),5,7 whereas ADF and the 5:2 
diet have higher attrition rates, ranging from about 
15–45%.7,8 Although TRE might be easier to sustain, the 
fasting protocol should be tailored to best fit each 
individual’s eating patterns, lifestyle, and goals.

Weight loss
Intermittent fasting approaches vary by the degree, 
duration, and frequency of fasting. Nonetheless, 
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intermittent fasting is effective for weight loss, with 
more than 90% of recent meta-analyses concluding that 
intermittent fasting reduces bodyweight relative to 
typical eating patterns.7,9 Intermittent fasting induces 
weight loss by reducing food intake, likely via appetite 
suppression.10 Moreover, all recent meta-analyses 
conclude that intermittent fasting is at least as effective 
as calorie counting or continuous caloric restriction for 
losing weight,7,9 with some meta-analyses reporting more 
weight loss with either specific types of intermittent 
fasting or intermittent fasting in general.11–13 Both ADF 
and the 5:2 diet can result in a 4–5% weight loss in 
12 weeks or 5–7% in 6–12 months in adults with 
obesity.14–18 In comparison, weight loss with TRE and the 
FMD is more gradual initially, typically 2–4% in 12 weeks, 
ultimately reaching 4–10% by 6–12 months.19–23 
Importantly, intermittent fasting does not negatively 
affect lean mass, muscle protein synthesis, or muscle 
mass accretion, as long as the duration of water-only 
fasting is less than 24–36 h.24–28

Type 2 diabetes
Clinical trials consistently indicate that intermittent 
fasting improves glycaemic control in people with type 2 
diabetes. To date, 28 trials have tested the effects of 
intermittent fasting on glycaemic outcomes in patients 
with type 2 diabetes (14 [50%] tested TRE, 
eight [29%] tested the 5:2 diet, three [11%] tested the 
FMD, and three [11%] tested other variations). Only 
one (4%) study reported null findings, while all other 
studies reported improvements in one or more glycaemic 
outcomes or reported that intermittent fasting was as 
effective as caloric restriction or dietetic advice for 
improving glycaemic outcomes.

Time-restricted eating
Several randomised controlled trials (RCTs) have tested 
TRE in individuals with type 2 diabetes. In the largest 

RCT, 120 adults (age 18–70 years) with type 2 diabetes 
were randomly assigned to 10-h TRE with an eating 
window from 0800–1800 h or to continue their usual 
eating habits for 12 weeks.29 TRE reduced HbA1c by 0·9%, 
anti-hyperglycaemic medication use by 21%, fasting 
glucose by 0·7 mmol/L (12 mg/dL), homoeostatic model 
assessment for insulin resistance (HOMA-IR) by 0·39, 
and bodyweight by 2·9% relative to usual eating. A 
three-group RCT of 75 patients with type 2 diabetes 
compared the effects of an 8-h TRE window from 
1200–2000 h, 25% caloric restriction, and usual eating for 
6 months.19 TRE reduced HbA1c by 0·9%, mean 24-h 
glucose by 4·2 mmol/L (43 mg/dL), and bodyweight 
by 3·6% relative to usual eating, and it was as effective as 
caloric restriction for reducing HbA1c and mean 24-h 
glucose. However, TRE did not reduce the need for anti-
hyperglycaemic medications relative to either the caloric 
restriction or control group. A third RCT of 100 people 
with type 2 diabetes found that 6 months of an 8-h TRE 
window from 1200–2000 h reduced HbA1c by 0·6%, 
fasting glucose by 1·5 mmol/L (27 mg/dL), BMI by 
1·4 kg/m², and HOMA-IR relative to no dietary advice.23 
Two randomised crossover studies also reported positive 
findings. A 6-week crossover RCT of 39 adults with type 2 
diabetes found that a 4-h TRE window from 1600–2000 h 
or 1700–2100 h reduced HbA1c by 0·3% and bodyweight 
by 3·9%, and improved insulin sensitivity and secretion 
relative to no dietary advice.30 A 3-week crossover RCT 
of 14 weight-stable adults with type 2 diabetes found that 
a 10-h TRE window ending by 1800 h reduced mean 24-h 
glucose by 0·8 mmol/L (14 mg/dL) and fasting glucose by 
0·9 mmol/L (16 mg/dL), and increased time-in-range 
(TIR) as measured by continuous glucose monitoring 
(CGM) by 2·9 h relative to eating within a 14-h eating 
period.31 Similarly, several single-group studies report that 
TRE improves HbA1c,32–34 mean 24-h glucose,35 fasting 
glucose,32,36,37 TIR,35 or glycaemic variability.36 In one single-
group study, participants sustained a 0·6% decrease in 
HbA1c for 1 year.32 Lastly, two RCTs that enrolled about 
25 patients per group found that 6 months of 8–9-h TRE 
was as effective as caloric restriction19 or standard dietetic 
advice38 for improving HbA1c, fasting glucose, mean 24-h 
glucose, TIR, and HOMA-IR. Only one small RCT of 
adolescents with type 2 diabetes reported null results. A 
12-week pilot study in 27 adolescents with type 2 diabetes 
who were using unblinded CGMs reported that an 
8-h TRE window from 1200–2000 h improved HbA1c, 
fasting glucose, mean 24-h glucose, and TIR to the same 
degree as eating over a 12-h period.39 It is unclear whether 
the null results from this study were due to the small 
sample size or the effectiveness of TRE in adolescents.

5:2 diet
The 5:2 diet also improves glycaemic control. A large 
three-group RCT of 326 people with type 2 diabetes 
found that 12 weeks of the 5:2 diet reduced HbA1c 
by 0·3% and mean postprandial glucose by 0·7 mmol/L 

Figure: The most common types of intermittent fasting
Figure showing the timing of food intake during alternate-day fasting, the 5:2 diet, and time-restricted eating 
(illustrated here with an 8-h eating window). Shaded segments of the clock roughly represent periods of food 
consumption. For alternate-day fasting and the 5:2 diet, the shaded segment on the fasting day clock represents a 
suggested eating window of 1700–1900 h; however, on fasting days, meals can be consumed either in a single 
sitting or distributed across the day, according to individual preference.

Intermittent fasting protocols

Alternate-day fasting 5:2 diet Time-restricted eating

Fasting day
Every other day 

(0–500 kcal)

Eating day
Every other day 

(ad libitum)

Fasting day
2 days per week 
(500–600 kcal)

Eating day
5 days per week 

(ad libitum)

Every day
Eating window (eg, 8 h)

Fasting window (eg, 16 h)
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(13 mg/dL) relative to routine lifestyle education.40 The 
diet also doubled the number of patients who achieved 
type 2 diabetes remission (19% vs 10%), although changes 
in anti-hyperglycaemic medication use were not 
significant. Four RCTs have compared the 5:2 diet to 
either oral anti-hyperglycaemic agents or caloric 
restriction. A large multicentre RCT of 405 adults with 
type 2 diabetes found that 16 weeks of the 5:2 diet 
combined with meal replacements was superior to 
metformin and empagliflozin for reducing HbA1c 
(1·9% vs 1·5–1·6%), fasting glucose, and bodyweight 
(11·1% vs 6·7–6·8%), and moreover, patients had fewer 
gastrointestinal symptoms compared with metformin.41 
A 24-week RCT of 61 adults with insulin-independent 
type 2 diabetes reported that the 5:2 diet reduced HbA1c 
by 1·2%, fasting glucose by 1·6 mmol/L (28 mg/dL), and 
bodyweight by 5·5% relative to baseline, and it improved 
HbA1c to a similar degree as liraglutide, although 
liraglutide was more effective at improving fasting 
glucose.18 A 6-month single-group study also reported 
glycaemic improvements.42 Lastly, two RCTs—a 1-year 
trial in 137 people16 and a 12-week trial in 63 people43 with 
type 2 diabetes—found that the 5:2 diet was as effective 
as caloric restriction for reducing HbA1c, fasting glucose, 
anti-hyperglycaemic medication use, and bodyweight.

Fasting-mimicking diet
Although there are conflicting views on whether the FMD 
is a form of intermittent fasting or periodic fasting, it 
holds promise for improving glycaemic control and 
merits brief commentary. One RCT of 100 people with 
type 2 diabetes found that 3 months of the FMD improved 
HbA1c by 0·9%, fasting glucose by 1·0 mmol/L 
(18 mg/dL), glucose tolerance by 1·5 mmol/L (27 mg/dL), 
and bodyweight by 13·2% relative to weight-maintenance 
calorie intake.44 A year-long RCT of 100 adults with type 2 
diabetes found that the FMD reduced HbA1c by 0·6% 
(after adjusting for changes in anti-hyperglycaemic 
medication use), anti-hyperglycaemic medication use 
by 43%, and bodyweight by 3·6%, and improved insulin 
sensitivity; however, increased physical activity in the 
FMD group likely accounted for some of the changes.22,45 
A third study of 40 people with type 2 diabetes and 
diabetic nephropathy found that 6 months of the FMD 
lowered HbA1c by 1·0%, bodyweight by 10·1%, and 
HOMA-IR by 53% compared with an intermittent 
Mediterranean diet.46 However, as a caveat, most clinical 
trials of the FMD use the commercially available kit 
(Prolon, L-Nutra), and an economic analysis found that 
the commercial kit is less cost-effective for people with 
type 2 diabetes than anti-hyperglycaemic therapy.47

Other intermittent fasting approaches
Other forms of intermittent fasting also improve 
glycaemia. A three-group RCT of 99 adults with type 2 
diabetes found that intermittently practicing 8-h or 10-h 
TRE for 3 days per week for 3 months reduced HbA1c 

by 0·3%, fasting glucose by 1·6–1·7 mmol/L 
(28–31 mg/dL), and bodyweight by 2·6–3·5% relative to 
following a diabetic diet and eating three meals a day.48 
Although such an approach would not be considered TRE, 
it did extend the overnight fast 3 days per week. Another 
RCT of 46 people with insulin-dependent type 2 diabetes 
found that reducing calorie intake by 75% and eating 
within a 6-h window on three non-consecutive days 
per week for 12 weeks reduced HbA1c by 0·7%, basal 
insulin doses by 13 IU per day, and bodyweight by 4·5%, 
and increased TIR relative to no intervention.49 Moreover, 
at the 2-year mark, participants sustained 4% weight loss, 
and 59% continued to practice intermittent fasting at least 
some of the time; however, glycaemic improvements were 
no longer significant.50 Lastly, a 6-week single-group study 
of 12 adults with type 2 diabetes found that ADF improved 
HbA1c, fasting glucose, 24-h glucose, TIR, insulin 
sensitivity as measured by clamp, and bodyweight.51

Mechanisms
It is widely believed that intermittent fasting’s effects on 
glycaemic control are mostly or solely due to weight 
loss. Clinical trials report that intermittent fasting and 
caloric restriction reduce HbA1c to a similar degree, 
which suggests that energy restriction, rather than 
fasting per se, is the main mechanism.16,19,43,52 However, a 
handful of small RCTs report that certain intermittent 
fasting interventions such as TRE improve glycaemic 
control independent of weight loss.51,53–55 Intermittent 
fasting appears to lower glucose levels by improving 
insulin sensitivity and non-oxidative glucose disposal, 
in tandem with more modest improvements in insulin 
secretion or β-cell responsiveness.22,30,31,51,56 On a 
molecular level, intermittent fasting reduces oxidative 
stress,18,56 which could also contribute to the observed 
improvements. Overall, the mechanisms remain poorly 
understood. Mechanistic studies using clamps or 
intravenous glucose tolerance tests, combined with 
molecular investigations, are needed to better 
understand the effects of intermittent fasting on glucose 
metabolism.

Safety
One of the most important concerns with intermittent 
fasting is safety. Common concerns include the risks of 
hypoglycaemia—particularly severe hypoglycaemia—and 
of dizziness, weakness, and hunger during the fasting 
period. To date, clinical trials on intermittent fasting have 
not identified any serious adverse events or increases in 
the risk of hypoglycaemia.16,18,19,22,29–31,38–43,46,49,52,57,58 A possible 
reason for the absence of serious adverse events could be 
proactive medication adjustments. For TRE, one trial 
reduced insulin doses by 4 IU per day whenever a 
patient’s fasting or bedtime glucose was lower than 
8 mmol/L (<144 mg/dL),29 while another trial decreased 
short-acting insulin by 50% or 10% and sulfonylureas 
by 100% or 50% if a patient’s HbA1c was lower than 7·0% 
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or 7·0–8·5%, respectively.19 For the 5:2 diet, trials typically 
instructed patients to: (1) eliminate insulin and 
sulfonylureas on modified fasting days if a patient’s HbA1c 
was lower than 10·0%, and (2) eliminate sulfonylureas 
and insulin on non-fasting days if a patient’s HbA1c was 
lower than 7·0%, or used similar algorithms.16,40,43,57 Trials 
on the FMD either instructed people with type 2 diabetes 
to discontinue short-acting insulin and reduce long-
acting insulin by 50% on fasting days46 or left medication 
adjustments to the endocrinologist’s discretion.22,44 
Collectively, these strategies have been successful in 
reducing the risk of hypoglycaemia. Aside from 
hypoglycaemia, the most common adverse events are 
gastrointestinal issues—including hunger, fatigue, and 
dizziness—particularly on fasting days when on the FMD 
and 5:2 diet.18,22

Summary
In sum, when sustained for a few months, intermittent 
fasting improves glycaemic control, typically lowering 
HbA1c by 0·3–1·2%, and also produces modest-to-
moderate weight loss. The evidence is strongest for 
TRE and the 5:2 diet, followed by the FMD. Evidence to 
date suggests there is no increased risk of hypoglycaemia 
with intermittent fasting, although doses of insulin and 
sulfonylureas likely need to be reduced on fasting days. 
In addition, intermittent fasting is as effective as caloric 
restriction and standard dietetic advice for reducing 
glycaemia, and it may also allow some patients to 
reduce or discontinue anti-hyperglycaemic medications.

Type 1 diabetes
Since more than half of people with type 1 diabetes have 
overweight or obesity, intermittent fasting has been 
recommended as an adjunct to insulin treatment to 
facilitate weight loss and improve glycaemic control.59 
Indeed, a small RCT of ten patients with type 1 diabetes 
found that the 5:2 diet reduced bodyweight by 7·0%, 
whereas 35% caloric restriction reduced bodyweight by 
only 3·9%, although the difference was not significant.60 
However, neither the 5:2 diet nor caloric restriction 
affected HbA1c or the number of hypoglycaemic events. 
Given only one small trial, there are insufficient data on 
efficacy and safety to recommend intermittent fasting for 
people with type 1 diabetes.

Prediabetes
It is important to determine whether the benefits of 
intermittent fasting for people with type 2 diabetes can 
extend to people with prediabetes. To date, five RCTs 
have tested intermittent fasting in adults with 
prediabetes, and all report glycaemic improvements. In 
the largest RCT—a three-group study in 101 adults with 
prediabetes—3 weeks of ADF or 8-h TRE with a self-
selected window lowered fasting glucose relative to no 
advice.61 In a per-protocol analysis of an RCT, those who 
adhered to a 9-h TRE window from 0800–1700 h 

improved their HbA1c, fasting glucose, fasting insulin, 
and HOMA-IR relative to usual care alone, despite no 
difference in bodyweight; although overall adherence 
was poor in this behavioural, economic study, and 
findings were not significant in the intention-to-treat 
analysis.62 Two randomised, crossover, controlled feeding 
studies in 8–10 weight-stable adults with prediabetes 
reported that practicing 6–8-h TRE by eating earlier in 
the day improved insulin sensitivity, β-cell 
responsiveness, TIR, and/or glycaemic excursions 
relative to eating within a 12-h period; although, changes 
in mean 24-h glucose did not reach significance 
(p=0·11).53,56 Lastly, a 12-week RCT with about 25 patients 
per group found that the 5:2 diet reduced HbA1c by 0·5% 
relative to baseline and was as effective as 25% caloric 
restriction for reducing HbA1c and bodyweight.63 
Collectively, these data suggest that intermittent fasting 
might improve glycaemia in people with prediabetes, 
although the evidence is preliminary.

Gestational diabetes
To date, no RCTs have evaluated intermittent fasting in 
women with gestational diabetes. In two RCTs in 
women at risk of gestational diabetes, 10-h TRE with64 or 
without exercise training65 did not affect glycaemic 
control or the incidence of gestational diabetes relative 
to usual eating, although the eating window was only 
moderately shortened and adherence was fair. Indeed, 
data suggest considerable barriers among women who 
are pregnant. Only a quarter of women are willing to try 
TRE during pregnancy, driven by concerns about 
nausea, hunger, and fetal safety.66 To date, only one study 
has examined the effects of intermittent fasting on birth 
outcomes. 167 women who were planning to become 
pregnant were randomly assigned to 10-h TRE and an 
exercise training programme or no intervention and 
were followed through delivery (106 live births). The 
combined TRE and exercise intervention did not affect 
birthweight, Apgar score, gestational age at birth, 
preterm birth, fetal body composition, fetal 
anthropometrics, or delivery complications relative to 
usual eating.64 Therefore, intermittent fasting cannot 
currently be recommended to prevent or treat gestational 
diabetes due to insufficient efficacy, feasibility, and 
safety data.

Contraindications
Intermittent fasting is not recommended for women 
who are pregnant or breastfeeding, nor for children, as 
its safety has not yet been adequately studied in these 
populations. We recommend that individuals with a 
history of severe hypoglycaemia avoid intermittent 
fasting. Caution is also warranted when considering 
intermittent fasting in older adults with or at risk for 
sarcopenia, as the effect of fasting on muscle mass in 
this population remains unclear. While emerging 
evidence indicates that intermittent fasting might 
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support weight management in adolescents with 
obesity,67 further research is needed to establish its safety 
in this population. Lastly, intermittent fasting might not 
be appropriate for individuals with a history of eating 
disorders.

Dietary counselling
When discussing lifestyle interventions for type 2 
diabetes, patients should be informed that intermittent 
fasting is a valid option for improving glycaemic control. 
Patients should be asked whether they are more inclined 
toward traditional calorie-counting, improving diet 
quality, or intermittent fasting. In our clinical experience, 
individuals with erratic or inflexible schedules (eg, long 
work shifts with no breaks), a lack of family support, or 
constraints around family mealtimes tend to struggle 
the most with intermittent fasting.68–70 For TRE, daily 
routines seem to pose the largest challenge to long-term 
sustainability, whereas for other prolonged fasting 
approaches, hunger tends to be a larger factor.

For people with type 2 diabetes who want to try 
intermittent fasting, prescribe an approach based on the 
individual’s eating patterns, lifestyle, and goals. We 
recommend providing initial counselling to help patients 
integrate intermittent fasting into their daily family and 
work routines and equip them with strategies to manage 
hunger (eg, planning meals). Although intermittent 
fasting focuses on when to eat, patients should be 
counselled that diet quality still matters and eating a 
healthy diet remains paramount. Individuals should be 
guided toward diets rich in fruits, vegetables, legumes, 
and whole grains to ensure adequate fibre and 
micronutrient consumption. For ADF and the 5:2 diet, 
we recommend consuming at least 50 g of lean protein 
on fasting days to help manage hunger and minimise the 
loss of lean body mass. For TRE, people should be 
informed that 8-h windows are more effective than 10-h 
windows for losing weight,71 and while some data suggest 
that shorter and earlier eating windows could be more 
effective for improving glycaemic control,4 the data are 

Panel 1: Clinical recommendations for type 2 diabetes

All intermittent fasting approaches
•	 Offer intermittent fasting as one of several lifestyle options 

or as an alternative to calorie-counting or caloric restriction
•	 Educate people with type 2 diabetes to expect a 0·3–1·2% 

reduction in HbA1c and 4–7% weight loss within 
3–12 months

•	 Recommend an approach based on each patient’s eating 
habits, lifestyle, and goals

•	 Do not prescribe intermittent fasting to women who are 
pregnant or breastfeeding, individuals with a history of 
severe hypoglycaemia, those who have or are at risk for 
sarcopenia or frailty, individuals with a history of eating 
disorders, or adolescents, as safety has not been established 
for these populations

•	 Screen patients for a history of hypoglycaemia to assess the 
risks and better adjust anti-hyperglycaemic medication 
doses

•	 Prioritise prescribing drugs with low hypoglycaemia risk, 
such as metformin, incretin therapy, or sodium-glucose 
cotransporter-2 inhibitors

•	 To reduce the risk of hypoglycaemia, consider reducing or 
eliminating sulfonylureas and insulin on fasting days

•	 Encourage people with type 2 diabetes on insulin to use 
continuous glucose monitoring to monitor for 
hypoglycaemia

•	 Counsel people with type 2 diabetes that intermittent 
fasting is not permission to eat indiscriminately; eating a 
healthy diet rich in fibre and micronutrients is still 
paramount (eg, fruits, vegetables, legumes, and whole 
grains)

•	 After weight-loss goals are reached, complement 
intermittent fasting with other behavioural modification 
strategies to support weight-loss maintenance

Time-restricted eating
•	 Inform people with type 2 diabetes that 8-h eating windows 

are more effective than 10-h windows for losing weight
•	 Encourage patients to follow their desired schedule 5–7 days 

per week and choose their break days in advance to foster 
adherence

•	 To reduce the risk of hypoglycaemia, consider reducing 
sulfonylureas by 50–100%, long-acting insulin by up to 20%, 
and short-acting insulin by 10–50% if a patient’s HbA1c is 
8·5% or lower

•	 Otherwise, oral anti-hyperglycaemic medication doses 
usually do not need to be decreased until people with type 2 
diabetes achieve substantial weight loss (~5–10%)

The 5:2 diet, alternate-day fasting, fasting-mimicking diet, 
and other approaches
•	 Inform people with type 2 diabetes that the risk of 

hypoglycaemia, hunger, and gastrointestinal symptoms—
eg, weakness, dizziness, and nausea—is higher on fasting 
days

•	 Instruct patients to monitor for hypoglycaemia on fasting 
days

•	 On fasting days, eliminate sulfonylureas if a patient’s HbA1c 
is lower than 7% or reduce sulfonylureas by up to 50% 
if a patient’s HbA1c is 7–10%, consider reducing long-acting 
insulin, and take short-acting insulin only if hyperglycaemia 
occurs

•	 Instruct people with type 2 diabetes to consume at least 
50 g of lean protein on fasting days to help manage hunger 
and minimise the loss of lean body mass
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preliminary, so individuals should pick the time of day 
that works best for them and eat within their target 
window 5–7 days a week. After weight loss goals are 
reached, intermittent fasting should be complemented 
with behavioural modification strategies—eg, self-
monitoring of diet, physical activity, and bodyweight, 
along with goal setting and problem-solving—to support 
weight-loss maintenance.72

Medication management
Despite intermittent fasting’s favourable safety profile, a 
cautious approach should be taken when managing 
people with type 2 diabetes. We recommend prescribing 
drugs with low hypoglycaemia risk, such as metformin, 
incretin therapy, or sodium-glucose cotransporter-2 
(SGLT2) inhibitors. For TRE, we recommend reducing 
sulfonylureas by 50–100%, long-acting insulin by up to 
20%, and short-acting insulin by 10–50% if a patient’s 
HbA1c is 8·5% or lower to reduce the risk of 
hypoglycaemia.19,49 Otherwise, people with type 2 diabetes 
usually do not need to decrease doses of oral anti-
hyperglycaemic agents until they achieve substantial 
weight loss (about 5–10%). For other types of intermittent 
fasting, the risk of hypoglycaemia is about two-fold 
higher on fasting days compared with non-fasting days,58 
so careful monitoring of glucose on fasting days is 
needed. On fasting days, people with type 2 diabetes 
should consider eliminating sulfonylureas if their HbA1c 
is lower than 7% or reducing them by up to 50% if their 
HbA1c is 7–10%, reducing long-acting insulin 
(individualised to each person), and taking short-acting 
insulin only if hyperglycaemia occurs.16,43,46 Those with a 
history of hypoglycaemia might require more aggressive 
medication adjustments, so we recommend screening 
for hypoglycaemia before prescribing intermittent 

fasting. Patients on insulin should strongly be 
encouraged to use CGM to monitor for hypoglycaemia.

For newer classes of anti-hyperglycaemic 
medications—SGLT2 inhibitors or GLP-1 receptor 
agonists—insufficient data are available, but some 
consideration is warranted, as both drug classes activate 
some of the same mechanisms as fasting. SGLT2 
inhibitors increase urinary glucose excretion, reduce 
glycogen storage, increase fatty acid oxidation, and 
elevate ketone levels.73 Theoretically, intermittent fasting 
could further amplify these effects, increasing the risk of 
ketoacidosis, dehydration, and hypotension, although 
these effects have not been observed during Ramadan 
fasting.74 GLP-1 receptor agonists mimic fasting by acting 
on the CNS to suppress appetite and reduce food 
intake.75,76 More data are clearly needed.

People with type 1 diabetes who insist on practicing 
intermittent fasting should work closely with their 
provider to monitor glucose, preferably using CGM, 

Panel 2: Additional or substitute recommendations for 
type 1 diabetes

•	 Caution people with type 1 diabetes interested in 
intermittent fasting that there are insufficient data to 
know whether it is safe or effective

•	 Instruct patients to work closely with their health-care 
provider

•	 Recommend the use of continuous glucose monitoring to 
detect hypoglycaemia

•	 If hypoglycaemia occurs, consider reducing basal or 
bolus insulin by up to 20% for fasting or postprandial 
hypoglycaemic events, respectively

•	 Recommend that patients using insulin pumps with 
automated insulin delivery use their automated modes 
whenever possible, as dynamic insulin adjustments 
improve safety while fasting

•	 Discontinue fasting if grade 3 hypoglycaemia 
(ie, requiring assistance or loss of consciousness) occurs

Panel 3: Clinical gaps and research needs

Clinical gaps
•	 Lack of screening tools to identify people with diabetes 

who might prefer or benefit from intermittent fasting
•	 Lack of simple training programmes for health-care 

providers and dietitians to implement intermittent 
fasting and counsel patients

•	 Need for educational and informational materials for 
people with diabetes

•	 Need for algorithms to personalise medication 
adjustments on fasting days, based on each individual’s 
demographic and clinical characteristics

Research needs
•	 Large multicentre trials testing the effectiveness of 

intermittent fasting for treating and preventing type 2 
diabetes

•	 Investigations of the heterogeneity of treatment effects
•	 Identification of demographic and clinical factors 

associated with adherence to intermittent fasting 
regimens and improvements in metabolic health

•	 Research to establish whether intermittent fasting can be 
used in place of anti-hyperglycaemic therapy in people 
with well-controlled type 2 diabetes (ie, stand-alone use)

•	 Research to establish the long-term sustainability of 
intermittent fasting beyond 1 year

•	 Research to establish safety and efficacy for people with 
type 1 diabetes, people with sarcopenia or frailty, women 
who are pregnant or breastfeeding, and growing 
adolescents

•	 Research on the effects of intermittent fasting on 
comorbidities, particularly hypertension, heart disease, 
and fatty liver disease

•	 Further research on the glycaemic and molecular 
mechanisms, particularly involving clamps or intravenous 
glucose tolerance tests
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especially on fasting days. Based on our clinical 
experience, fasting or postprandial hypoglycaemia 
should prompt expert consultation and up to a 
20% reduction in basal or bolus insulin. Providers should 
instruct people with type 1 diabetes to discontinue 
intermittent fasting if grade 3 hypoglycaemia 
(ie, requiring assistance or loss of consciousness) occurs. 
Lastly, we recommend that people with type 1 diabetes on 
insulin pumps with automated insulin delivery try to 
maintain their automated modes whenever possible, 
as dynamic insulin adjustments improve safety 
during fasting.77 We summarise our collective recommen
dations for prescribing intermittent fasting in panel 1 for 
type 2 diabetes and panel 2 for type 1 diabetes.

Conclusion
In summary, current evidence suggests intermittent 
fasting is an effective and safe treatment for type 2 
diabetes and possibly for prediabetes, whereas data 
remain insufficient to recommend intermittent fasting 
for type 1 diabetes and gestational diabetes. In people 
with type 2 diabetes, a wide range of intermittent fasting 
approaches reduce HbA1c (typically by 0·3–1·2%), fasting 
glucose, 24-h glucose, and bodyweight relative to usual 
eating patterns, although the evidence is strongest for 
TRE and the 5:2 diet, followed by the FMD. Importantly, 
intermittent fasting does not increase the risk of 
hypoglycaemia, provided sulfonylurea and insulin doses 
are appropriately reduced while fasting. In people with 
type 2 diabetes who can sustain intermittent fasting for 
at least 3–6 months, the diet is as effective for improving 
glycaemic control and bodyweight as caloric restriction 
and standard dietary advice. Additionally, intermittent 
fasting might allow some patients with type 2 diabetes to 
reduce or discontinue anti-hyperglycaemic medications. 
In particular, intermittent fasting offers several 
advantages over caloric restriction that could be attractive 
to some people: a diet-agnostic approach, timing rules 

rather than calorie-counting, and simple implementation. 
While questions remain about intermittent fasting’s 
long-term sustainability, optimal recipient selection, 
stand-alone use, and whether it reduces comorbidities 
(panel 3), these uncertainties should not preclude 
clinical use. We therefore contend that future ADA 
Standards of Care and IDF Global Clinical Practice 
Recommendations should integrate intermittent fasting 
into clinical practice guidelines as one of several 
evidence-based lifestyle approaches to treat type 2 
diabetes and prediabetes.
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