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What is Glycemic Index?
The glycemic index (GI) was developed by Dr. David Jenkins and colleagues as a way to
“standardize” the glycemic response to the ingestion of carbohydrates (i.e. sugars and starch)
and foods predominant in carbohydrate such as grain products, fruits and vegetables and dairy
products (Jenkins et al 1981; Jenkins et al 1984). The glycemic index is a ranking of the
postprandial glycemic response to different sources of carbohydrate in comparison to a reference
carbohydrate, usually glucose or white bread. GI is expressed as the incremental area under the
blood glucose response curve, above baseline measured over a period of 2 to 3 hours. It should
be noted that the incremental area under the blood glucose response curve does not include
values which fall below baseline (Wolever 1990).
How is the GI established?
To establish the glycemic index, an individual must consume, in random order, 50g of available
carbohydrate from a test or reference food after an overnight fast. This is followed by
consumption of the same quantity of carbohydrate from a test or reference food (depending on
what was consumed first) after an overnight fast on an alternate day (Wolever et al 1991;
FAO/WHO 1998; Wolever et al 2003). In each case, blood glucose is measured every 15–30
minutes over a period of 2 to 3 hours. The reference food is assigned a value of 100 against
which test foods are compared. To reduce variability, ingestion of the reference food should be
repeated at least three times by each subject (Wolever et al 1991; Wolever et al 2003). The
mean or average GI obtained from approximately 10 individuals is used as the GI rating for a
particular food (Brand-Miller et al 1999).
To simplify interpretation, the GI is often divided into categories as follows: high (>70), medium
(55-70) and low (<55) (Brand-Miller et al 1999). The numbers refer to percentages in comparison
to the reference food. It should be noted that the GI values based on a glucose standard are
lower than those based on white bread but the relative ranking remains the same. It is possible to
convert from one to the other using a factor of 1.4 (100/70) since white bread has a GI of 70 when
compared to glucose (Wolever et al 2003). In other words, the area under the blood glucose
response curve produced by white bread is 70% of that produced by an equivalent amount of
carbohydrate when consumed as glucose. Some scientists have decided to use white bread
instead of glucose as the reference because it is more typical of what we eat. However, there has
been criticism against using white bread as a reference because of difficulty with standardization,
whereas this is not the case for glucose. A recent multi-laboratory study confirmed that although
white bread can be used as the reference food, glucose is a more logical choice for international
use (Wolever et al 2003).
What is the role of GI in health and disease?
Interest in the glycemic index is evident from a number of recent diet and lifestyle books such as
South Beach diet, Good Carbs, Bad Carbs, and the Glucose Revolution. This growing interest is
supported by scientific evidence, including data from epidemiological and clinical studies, which
have linked low GI diets with improved outcomes such as a decreased risk of development of
type 2 diabetes (Salmeron et al 1997a,b) and improvements in both metabolic control (Wolever et
al 1992a, Jarvi et al 1995, Collier et al 1998, Jenkins et al 1987, Fontvieille et al 1988, Brand et al
1991, Giacco et al 2000, Gilbertson et al 2001) and quality of life (Gilbertson et al 2001) in
individuals with established diabetes. As well, there is evidence for the GI concept in the control
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of cardiovascular disease risk factors such as blood lipids (Jenkins et al 1987; Jenkins et al 1988;
Fontvielle et al 1988; Wolever et al 1992a; Wolever et al 1992b; Brand al 1991; Fontvieille et al
1992; Jarvi et al 1999; Liu et al 2000; Buyken et al 2001). There is also evidence that GI may
play a role in prevention and management of obesity (Liljeberg et al 1999; Bouché et al 2002; Ball
et al 2003). However, long-term studies are needed to clarify the role of the GI concept in weight
regulation. Until there is more conclusive evidence, debate continues regarding the merits of low
GI diets in the management of obesity (Pawlak et al 2002; Raban 2002).
Although not endorsed by the American Diabetes Association (Franz et al 1994; Franz et al
2002), the GI is being advocated by most diabetes and health organizations world wide including
the World Health Organization (FAO/WHO 1998) and diabetes associations in Europe, Australia,
South Africa and Canada (Nantel 2003). The use of the GI in practice, and in particular the use of
low GI diets, is being advocated by a joint Food and Agriculture Organization (FAO) and World
Health Organization (WHO) Expert Consultation on the role of Carbohydrates in Human Nutrition
(FAO/WHO 1998). The consultation report highlights how the GI can be applied to mixed meals
or to entire diets and favors its use in the management of individuals at high risk of developing
diabetes (i.e. individuals with impaired glucose tolerance), as well as those with established
diabetes (FAO/WHO 1998; Nantel 2003).
Areas of Controversy
Since its conception in the 1980’s, the GI has been the subject of much debate and its usefulness
as a concept open to question. The controversy focuses on four issues – its application to mixed
meals, effectiveness, complexity for client education and potential limitation in food choice.
Application to Mixed Meals
Much of the controversy surrounding the clinical utility of the GI relates to its application to mixed
meals. Typical servings of carbohydrate-containing foods do not always reflect the portions used
for GI testing. In addition, the presence of fat and protein in a meal may negate any differences
in GI observed when individual foods are consumed alone (Hollenbeck et al 1986; Hollenbeck
and Coulston 1991). Some investigators have found that the GI of individual foods could predict
the glycemic and insulin response in individuals with and without diabetes, when applied to mixed
meals (Wolever et al 1985; Collier et al 1986; Chew et al 1988; Wolever et al 1990; Wolever and
Bolognesi 1996). However, others have not made this observation (Nuttall et al 1983; Coulston
et al 1984; Laine et al 1987; Hollenbeck et al 1988). The reason(s) for this discrepancy may be
related to differences in the populations studied, length of the studies and lack of consistency in
the methods used for calculating the glycemic response. For example, some investigators (Nuttall
et al 1983; Coulston et al 1984; Laine et al 1987; Hollenbeck et al 1988) have chosen different
methods for calculating the glycemic response than that originally proposed and recommended
(Wolever 1990; FAO/WHO 1998; Wolever et al 2003). Those studies which have consistently
used the methods recommended by Wolever (Wolever, 2003 et al; Wolever et al 1985; Collier et
al 1986; Chew et al 1988; Wolever et al 1990; Wolever and Bolognesi 1996) have been able to
demonstrate that the GI can be applied to mixed meals.
Effectiveness of the Concept of GI
The American Diabetes Association (ADA) appears to be the only organization which does not
endorse use of GI in the nutritional management of diabetes (Franz et al 1994; Franz et al 2002;
Nantel 2003). The ADA contends that although low GI foods may reduce postprandial glucose
levels, there is a lack of sufficient evidence of long-term benefit (i.e. improvements in A1c and lipid
levels) to recommend the use of low GI diets as a primary strategy for meal planning for
individuals with type 1 and type 2 diabetes (Franz et al 1994; Franz 1999; Franz 2001; Franz et al
2002). Furthermore, it is believed that individuals with diabetes will not be able to implement the
concept into their daily lives and it would likely complicate meal planning (Franz 2001). On the
other hand, most studies, including a recent meta-analysis, do show benefits of low GI diets
beyond reduction of postprandial glucose including improvements in A1c levels, lipid levels and
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quality of life (Jenkins et al 1987a,b; Collier et al 1988; Fontvieille et al 1988; Giacco et al 2000;
Buyken et al 2001; Gilbertson et al 2001; Brand-Miller et al 2003).
Complexity of the Concept for Client Education
Some educators believe that the GI is too complicated to teach (Rendell 2000; Beebe 1999;
Franz 1999). However, work conducted by Brand-Miller and colleagues has demonstrated that
this belief is unfounded, as they have easily integrated the concept into practice (Brand-Miller
1994; Brand-Miller et al 1997) and have demonstrated benefits in both metabolic control and
quality of life in individuals with diabetes (Frost et al 1994; Gilbertson et al 2001). As we would
not expect our clients to calculate the GI of their meal or diet, application of the GI concept will
have to involve use of exchange lists and/or food lists and simple advice as has already been
demonstrated (Frost et al 1994; Brand-Miller et al 1999; Gilbertson et al 2001). The development
of educational tools, as well as continuing education for health care professionals, will assist
practitioners to successfully implement this concept into clinical practice.
Limitation on Food Choice
Some critics of the GI concept fear that focusing on low GI foods may limit food choice (Franz
1994) and possibly have a negative impact on the nutritional adequacy of the diet. In addition, not
all foods have an assigned GI value and this can be an obstacle for the day-to-day use of the GI
concept (Trout and Behall 1999). However, recent interest in the GI has led to an increase in the
number of foods that have been tested and assigned GI values; currently this list consists of over
1000 foods, including Canadian foods (Foster-Powell et al 2002). As is the case with nutrients,
the GI is subject to regional differences in food composition. Therefore, use of GI values that are
country-specific is critical for both research and application of the GI concept. Although the new
international table of GI values is quite extensive, it is clear that more testing is urgently needed,
especially of Canadian foods (Foster-Powell et al 2002).
Can the GI concept be applied in clinical practice?
It is clear that there is accumulating evidence on effectiveness and ease of use of the GI concept
reported by clients and clinicians. Furthermore, nutrition education involving the GI concept has
been shown to be more successful than standard nutrition education in adults with newly
diagnosed type 2 diabetes (Frost et al 1994) and with children with type 1 diabetes (Gilbertson et
al 2002). Frost and colleagues (1994) assessed the impact of nutrition education using the GI
concept against standard nutrition advice in a randomized, controlled trial of 51 newly diagnosed
adults with type 2 diabetes. Their results showed that when people received nutrition education
focusing on low GI foods, in addition to achieving a lower mean dietary GI intake, they also had a
lower fat intake and a higher carbohydrate intake (Frost et al 1994). A more recent randomized,
controlled clinical trial (Gilbertson et al 2001), also demonstrated that simple advice based on low
GI foods significantly improved glycemic control (A1c) and quality of life in free-living children with
type 1 diabetes, compared to traditional advice based on carbohydrate exchanges.
Tips for implementing the GI concept into clinical practice
There are many effective methods for teaching the GI concept to promote changes to client
eating habits.
9

9

It is not necessary for clients to choose only low GI foods (Brand-Miller and Foster-Powell
1999); they may exchange half of the high GI carbohydrate for a low GI choice. This will
lower the whole diet GI by about 15 units, which is more than sufficient to result in
clinically significant improvements in glycemic control in people with diabetes (BrandMiller and Foster-Powell 1999). This increases the flexibility of the diet and allows staple
foods such as potatoes and white bread that have a high GI, but are still nutritious, to be
included in the diet.
At least one low GI carbohydrate choice per meal should be included or one may base at
least two meals daily on low GI foods (Brand-Miller and Foster-Powell 1999).
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Substituting low GI in place of high GI types of bread and breakfast cereal consumed
may have the most practical impact in the western diet (Brand-Miller and Foster-Powell
1999).
o Examples of low GI breads and cereals include: pumpernickel, 100% stone
ground whole wheat and heavy mixed grain bread; All Bran cereal, oatmeal.
High GI choices include: white bread; bran flakes, cheerios, rice krispies and
cornflakes.
o For more information regarding low, medium and high GI choices see the GI tool
developed
by
the
Canadian
Diabetes
Association
at
http://www.diabetes.ca/Section_Professionals/ng_glycemic.asp
Present all high carbohydrate, low fat food as healthy, pointing out that some are “good”
choices and some are “better choices”, making this distinction on the basis of both
nutrient composition and GI (Brand-Miller and Foster-Powell 1999).
Legumes have been found to be useful in lowering the GI of the diet (Trout et al 1993).
Therefore suggesting ways to include legumes in recipes can be a way to help clients
lower the total GI of their diets.
Since the term “glycemic index” or “GI” may be too technical for most clients, it is
suggested that terms such as “small rise” and “large rise” in blood glucose be used
(Katanas 1999).
As most fruits and vegetables and milk products generally have a low GI rating and
provide many essential nutrients, a variety of foods from these food groups should be
encouraged as part of a healthy diet, with an emphasis on low fat choices.
As the majority of high GI foods are found in the grain products or in the starchy food
group, this food group should be the main focus of education regarding the GI concept
(Brand-Miller and Foster-Powell 1999).
Portion management is fundamental to nutrition therapy for diabetes (Franz 1999).
Overindulging in a meal consisting of low GI foods will elevate blood glucose levels.
Clients should recognize that serving sizes must still be monitored, even when making
low GI choices. As well, food choices must still be based on current nutrition
recommendations and nutrition guidelines for healthy eating. Teaching with respect to the
GI concept should be in keeping with these recommendations and guidelines.
People with both type 1 and type 2 diabetes on medication, especially those who are
using newer agents and regimens, should be encouraged to measure their blood glucose
levels more frequently and be alert for the possible need to modify their treatment
regimen when replacing high for low GI foods in their diet.

Whatever strategies are used, it must be remembered that education should meet the needs of
the individual and so flexibility in teaching methods is recommended. Furthermore, the GI
concept is not meant to replace, but to supplement existing nutritional strategies, although it can
be used on its own in accordance with the needs of the client.
Conclusions and Future Directions
When the GI concept is applied in research and clinical settings, positive health benefits have
been identified for people both with and without diabetes. These include the prevention of
diabetes and improvements in metabolic factors associated with long-term complications of
diabetes such as reduction of postprandial glycemia and insulinemia, improved glycemic control
(A1c), improved lipid profile including improvements in emerging cardiovascular disease risk
factors. Research also appears to indicate a role for the GI concept in the prevention and
management of obesity, although long-term studies are urgently needed to provide more
definitive answers. Further studies are needed before a recommendation in relation to the GI of
carbohydrates can be confidently made for the general healthy population.
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Therefore it is important to integrate this concept into practice as clearly as possible through
education of health professionals. As well, the Canadian food industry will have a vital role to
play by increasing testing of a wider variety of carbohydrate-containing foods.
Prepared by Maria Kalergis, PhD, RD, CDE member of Dietitians of Canada. It was reviewed by
Kathryn Arcudi, P.Dt., CDE; Pearl Guiliano RD, MSc; Sharon Zeiler, MBA, RD.
References:
Ball SD, Keller KR, Moyer-Mileur LJ, et al. Prolongation of satiety after low versus moderately
high glycemic index meals in obese adolescents. Pediatrics. 2003; 111(3): 488-494.
Beebe, C. Diets with a low glycemic index: not ready for practice yet!
1999;34(2):82-86.

Nutrition Today.

Bouché C, Rizkalla SW, Luo J, et al. Five-week, low-glycemic index diet decreased total fat mass
and improves plasma lipid profile in moderately overweight nondiabetic men. Diabetes Care.
2002; 25: 822-828.
Brand JC, Colagiuri S, Crossman S, et al. Low glycemic index foods improve long term glycemic
control in NIDDM. Diabetes Care. 1991;14:95-101.
Brand-Miller J. The importance of glycemic index in diabetes. Am J Clin Nutr. 1994; 59 (suppl):
747S-752S.
Brand-Miller JB, Colagiuri S, Foster-Powell K. The glycemic index is easy and works in practice.
Diabetes Care. 1997; 20(10):1628-1629.
Brand-Miller JC and Foster-Powell K. Diets with a low glycemic index: from theory to practice.
Nutrition Today. 1999;34(2):64-72.
Brand-Miller J, Wolever TMS, Colagiuri S, et al. The Glucose Revolution. Marlowe & Company
Editor, New York, 1999.
Brand-Miller J, Hayne S, Petocz P, et al. Low-glycemic index diets in the management of
diabetes: a meta-analysis of randomized controlled trials. Am J Clin Nutr. 2003; 26(8): 22612267.
Buyken AE, Toeller M, Heitkamp G, et al. The EURODIAB IDDM Complications Study. Am J Clin
Nutr. 2001; 73:574-581.
Chew I, Brand JC, Thorburn AW, et al. Application of glycemic index to mixed meals. Am J of
Clin Nutr. 1988;47:53-56.
Collier GR, Wolever, TMS, Wong GS, et al. Prediction of glycemic response to mixed meals in
non-insulin dependent diabetic subjects. Am J Clin Nutr. 1986;44:349-352.
Collier GR, Giudici S, Kalmusky J, et al. Low glycemic index starchy foods improve glucose
control and lower serum cholesterol in diabetic children. Diabetes Nutr Metab. 1988;1:11-19.
Coulston AM, Hollenbeck CB, Lui GC, et al. Effect of source of dietary carbohydrate on plasma
glucose, plasma insulin, and gastric inhibitory polypeptide responses to test meals in subjects
with noninsulin-dependent diabetes mellitus. Am J Clin Nutr. 1984;40:965-970.
Current Issues: The Inside Story – The Glycemic Index: Understanding the Glycemic
5
Response to Carbohydrate. June, 2004.
Copyright 2004. Dietitians of Canada. All Rights Reserved. May be reproduced in its entirety for
educational purposes only.

FAO/WHO. Carbohydrates in human nutrition. Report of a Joint FAO/WHO Expert Consultation,
Rome, 14-18 April, 1997. FAO Food and Nutrition Paper 66. Rome, 1998.
Fontvieille AM, Acosta M, Rizkalla SW, et al. A moderate switch from high to low glycemic-index
foods for 3 weeks improves the metabolic control of type 1 (IDDM) diabetic subjects. Diabetes
Nutr Metab. 1988;1:139-143.
Fontvieille AM, Rizkalla SW, Penformis A, et al. The use of low glycemic index foods improves
metabolic control of diabetic patients over five weeks. Diabet Med. 1992;9:440-445.
Franz MJ, Horton ES, Bantle JP, et al. Nutrition principles for the management of diabetes and
related complications. Diabetes Care. 1994;17:490-518.
Franz MJ. In defense of the American Diabetes Association’s recommendations of the glycemic
index. Nutrition Today. 1999;34(2):78-81.
Franz MJ. Carbohydrate and diabetes: is the source or the amount of more importance?
Current Diabetes Reports. 2001; 1: 177-186.
Franz MJ, Bantle JP, Beebe CA, et al. Evidence-based nutrition principles and recommendations
for the treatment and prevention of diabetes and related complications. Diabetes Care. 2002; 25:
148-198.
Frost G, Wilding J and Beecham J. Dietary advice based on the glycemic index improves dietary
profile and metabolic control in type 2 diabetic patients. Diabet Med. 1994;11:397-401.
Foster-Powell K, Holt SHA, Brand-Miller JC. International tables of glycemic index and glycemic
load values: 2002. Am J Clin Nutr. 2002; 76: 5-56.
Giacco R, Parillo M, Rivellese AA, et al. Long-Term Dietary Treatment With Increased Amounts
of Fiber-Rich Low-Glycemic Index Natural Foods Improves Blood Glucose Control and Reduces
the Number of Hypoglycemic Events in Type 1 Diabetic Patients.
Diabetes Care.
2000;23(10):1461-1466.
Gilbertson HR, Brand-Miller JC, Thorburn AW, et al. The effect of flexible low glycemic index
dietary advice versus measured carbohydrate exchange diets on glycemic control in children with
type 1 diabetes. Diabetes Care. 2001; 24: 1137-1143.
Gilbertson HR, Thorburn AW, Brand-Miller JC, et al. Effect of low-glycemic-index dietary advice
on dietary quality and food choice in children with type 1 diabetes. Am J Clin Nutr. 2003; 77: 8390.
Hollenbeck CB, Coulston AM, Reaven AM. Comparison of plasma glucose and insulin responses
to mixed meals of high, intermediate, and low glycemic potential. Diabetes Care. 1988;11(4):323329.
Hollenbeck CB, Coulston AM, Reaven GM. Glycemic effects of carbohydrates: a different
perspective. Diabetes Care. 1986;9:641-647.
Hollenbeck CB and Coulston AM. The clinical utility of the glycemic index and its application to
mixed meals. Can J Physiol Pharmacol. 1991;69:100-107.

Current Issues: The Inside Story – The Glycemic Index: Understanding the Glycemic
6
Response to Carbohydrate. June, 2004.
Copyright 2004. Dietitians of Canada. All Rights Reserved. May be reproduced in its entirety for
educational purposes only.

Jarvi AE, Karlstrom BE, Granfeldt YE, et al. The influence of food structure on postpradial
metabolism in patients with non-insulin-dependant diabetes mellitus. Am J Clin Nutr.
1995;61:837-842.
Jarvi AE, Karlstrom BE, Granfeldt YE, et al. Improved glycemic control and lipid profile and
normalized fibrinolytic activity on a low-glycemic index diet in type 2 diabetic patients. Diabetes
Care. 1999;22(1):10-18.
Jenkins DJA, Wolever TMS, Taylor RH, et al. Glycemic index of foods: a physiological basis for
carbohydrate exchange. Am J Clin Nutr. 1981;34:362-366.
Jenkins DJA, Wolever TMS, Jenkins AL, Josse RG, Wong GS. The glycaemic response to
carbohydrate foods. The Lancet. 1984; August 18: 388-391.
Jenkins DJA, Wolever TMS, Collier GR, et al. The metabolic effects of a low glycemic index diet.
Am J Clin Nutr. 1987a;46: 968-975.
Jenkins DJA, Wolever TMS, Kalmusky J, et al. Low glycemic index diet in hyperlipidemia: use of
traditional starchy foods. Am J Clin Nutr. 1987b;46:66-71.
Jenkins DJA, Wolever TMS, Buckely G, et al. Low glycemic-index starchy foods in the diabetic
diet. Am J Clin Nutr. 1988;48:248-254.
Katanas H. Diets with a low glycemic index are ready for practice. Nutrition Today.
1999;34(2):87-88.
Laine DC, Thomas W, Levitt MD, et al. Comparison of predictive capabilities of diabetic exchange
lists and glycemic index of foods. Diabetes Care. 1987;19:387-394.
Liljeberg HG, Åkerberg AK and Björck IM. Effect of the glycemic index and content of indigestible
carbohydrates of cereal-based breakfast meals on glucose tolerance at lunch in healthy subjects.
Am J Clin Nutr. 1999;69:647-655.
Liu S, Willett WC, Stampfer MJ, et al. A prospective study of dietary glycemic load, carbohydrate
intake, and risk of coronary heart disease in US women. Am J Clin Nutr. 2000; 71: 1455-1461.
Nantel G. Glycemic carbohydrate: an international perspective. Nutrition Reviews. 2003; 61(5);
S34-S39.
Nuttall FQ, Mooradian AD, DeMarais R, et al. The glycemic index of different meals
approximately isocaloric and similar in protein, carbohydrate and fat content as calculated using
the ADA exchange lists. Diabetes Care. 1983; 6: 432-435.
Pawlak DB, Ebbeling CB and Ludwig DS. Should obese patients be counseled to follow a lowglycaemic index diet? yes. Obesity Rev 2002; 3: 235-243.
Raban A. Should obese patients be counseled to follow a low-glycaemic index diet? yes. Obesity
Rev. 2002; 3: 245-256.
Rendell M. Dietary treatment of diabetes mellitus. N Eng J Med. 2000;342(19):1440-1441.
Salmeron J, Ascherio A, Rimm E, et al. Dietary fiber, glycemic load, and risk of NIDDM in men.
Diabetes Care. 1997a;20(4):545-550.
Current Issues: The Inside Story – The Glycemic Index: Understanding the Glycemic
7
Response to Carbohydrate. June, 2004.
Copyright 2004. Dietitians of Canada. All Rights Reserved. May be reproduced in its entirety for
educational purposes only.

Salmeron J, Manson JE, Stampfer MJ, et al. Dietary fiber, glycemic load and risk of non-insulindependent diabetes mellitus in women. JAMA. 1997b;277(6):472-477.
Trout D and Behall KM. Prediction of glycemic index among high-sugar, low-starch foods.
International Journal of Food Science and Nutrition. 1999;50:135-144.
Trout DL, Behall KM and Osilesi. Prediction of glycemic index for starchy foods. Am J Clin Nutr.
1993;58:873-878.
Truswell A. Glycaemic Index of Foods. Eur J Clin Nutr. 1992; 46 (Suppl.2):S91-S101.
Wolever T, Nuttall F, Lee R, et al. Prediction of the relative blood glucose response of mixed
meals using the white bread glycemic index. Diabetes Care. 1985;8:418-428.
Wolever TM, Jenkins DJ, Vuksan V, et al. Glycemic index of foods in individual subjects.
Diabetes Care. 1990;13(2):126-132.
Wolever TMS. The glycemic index. Bourne GH (ed): Aspects of Some Vitamins, Minerals and
Enzymes in Health and Disease. World Rev Nutr Diet. Basel, Karger, 1990; 62: 120-185.
Wolever TMS, Jenkins DJA, Jenkins AL, et al. The glycemic index: methodology and clinical
implication. Am J Clin Nutr. 1991;54:846-854
Wolever TMS, Jenkins DJA, Vuksan V, et al. Beneficial effect of a low glycemic index in type 2
diabetes. Diabet Med. 1992a;9:451-458.
Wolever TMS, Jenkins DJA, Vuksan V, et al. Beneficial effect of a low-glycemic index diet in
overweight NIDDM subjects. Diabetes Care. 1992b;15:562-564.
Wolever TM and Bolognesi C. Prediction of glucose and insulin responses of normal subjects
after consuming mixed meals varying in energy, protein, fat, carbohydrate and glycemic index. J
Nutr. 1996;126:2807-2812.
Wolever TMS, Vorster HH, Björck I, et al. Determination of the glycaemic index of foods:
interlaboratory study. Eur J Clin Nutr. 2003; 57: 475-482.

Current Issues: The Inside Story – The Glycemic Index: Understanding the Glycemic
8
Response to Carbohydrate. June, 2004.
Copyright 2004. Dietitians of Canada. All Rights Reserved. May be reproduced in its entirety for
educational purposes only.

