Glycemic Index Ltd
Position Statement
Glycemic carbohydrate: the glycemic index and the glycemic load
Both the quality and quantity of carbohydrate determine an individual’s glycemic response to a
food or meal1.
By definition, the glycemic index (GI) compares equal quantities of available carbohydrate in
foods, and provides a measure of carbohydrate quality. Available carbohydrate, on the other hand,
can be calculated by summing the average quantity of total available sugars, starch,
oligosaccharides, glycogen and maltodextrins2.
The glycemic load (GL), is a function of a food’s glycemic index and its total available
carbohydrate content and defined as:

Glycemic Load = GI (%) x Carbohydrate (g).
Using an apple as an example:

GI value = 38%; Carbohydrate per serve =15 g
GL = 0.38 x 15 = 6
The GL of a typical apple is 6

The GL gives a more complete picture of the effect of a “typical” serve of carbohydrate-containing
food on blood glucose levels. Foods with a GL ≤ 10 have a low GL, and those with a GL ≥ 20 have
a high GL3. The higher the GL, the greater the expected elevation in blood glucose levels4.
It can be seen from the equation that either a low GI-high carbohydrate food or a high GI-low
carbohydrate food can have a low GL. While the effects on post-prandial glycaemia may be
essentially the same, there is evidence that the two approaches will have very different metabolic
effects on insulin sensitivity, triglyceride concentrations and free fatty acid levels5. In addition,
satiety, weight management and cardiovascular risk are not the same. This has important health
implications for people with diabetes, or cardiovascular disease, and those trying to prevent these
conditions.
For example, epidemiological evidence supports the consumption of moderate-high carbohydrate
(184 – 215 g/day or 41-47% of energy in women; and 222 – 237 g/day or 41-43% of energy in
men), higher fibre (≥20 g/day), low GI (45) diets in the prevention of type 2 diabetes6-9. It is
unlikely that a high GI, low carbohydrate, (and as a consequence) low GL diet will have the same
protective effect.
The simplest way to habitually consume a moderate-high carbohydrate, low GI diet is to follow the
Dietary Guidelines for Australians10 and to incorporate the recommendations of the World Health
Organisation/Food and Agriculture Organisation11. The Dietary Guidelines promote a moderatehigh carbohydrate diet and the WHO/FAO recommend that the GI be used to compare foods of
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similar composition within food groups, and to choose the lower GI option. By choosing the lowest
GI food within a food group, an individual will most likely be choosing the food with the lowest
GL, because by definition, the macronutrient profile is essentially the same within a food group.
In summary, Glycemic Index Ltd recommends consumption of a moderate-high carbohydrate diet,
based on the Dietary Guidelines for Australians, that incorporates the use of the GI as a tool for
choosing lower GI foods within food groups. This appears to be the best way of reducing the mean
dietary GL while ensuring optimal nutritional status, and has been associated with decreased risk of
developing common chronic diseases such as type 2 diabetes and cardiovascular disease.
Glycemic Index Ltd does not recommend the use of the GL in isolation, as it may lead to the
habitual consumption of lower carbohydrate diets, which may have detrimental effects on the health
of the population.
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