POLICY- SODIUM

Policy Goal:

Given that the Institute of Medicine of the National Academies has established a daily Adequate Intake (Al) for
sodium of 1200 mg and a daily Tolerable Upper Intake Level (UL) of 2300 mg for healthy adults®, and these
values have been adopted by the Canadian and American governments for setting public health policy, the
goal is to have Canadian adults reduce their sodium intake to within this range.

Rationale:

e The World Health Organization estimates hypertension is the leading risk factor for death.

e Hypertension is the most frequent diagnosis for Canadian adults visiting a family physician.

e Antihypertensive therapy is one of the most expensive categories of medications.

¢ In Canada almost 46% of women and 38% of men aged 60 and over are taking antihypertensive
medications.

e Hypertension is a multi-factorial condition associated with obesity, family history, physical inactivity,
alcohol, smoking and dietary factors, including high sodium intake.

¢ Limited attention has been focused on the importance of reducing dietary sodium as a key measure
in reducing the risk for and management of hypertension.

e The average Canadian diet contains about 3500 mg of sodium per day.

e The Tolerable Upper Intake Level for sodium intake for health is 2300 mg per day as recommended
by the Institute of Medicine of the National Academies®.

e |tis estimated that one million Canadians have hypertension caused by excess dietary sodium and
that this generates more than 430 million dollars per year in direct health care costs.

e Reducing dietary sodium intake within the context of a healthy diet can substantially reduce the
incidence of hypertension among Canadians who have normal blood pressure. Therefore a
population health approach to reducing dietary sodium is an appropriate strategy.

Policy Recommendations:
e To ensure an intake of sodium conducive to health, Blood Pressure Canada and the endorsing
organizations recommend that the Canadian government:

1) Achieve the goal of reducing adult Canadian’s sodium intake to between 1200 and 2300 mg per
day by January 1, 2020".

2) Set graduated targets for sodium levels according to food categories.

3) Monitor and report on progress toward achieving sodium food targets by 2012 and 2016.

4) Establish effective and timely monitoring systems to track sodium levels in the diets of
Canadians. Report on these levels in 2012, 2016, and 2020.

5) Educate Canadians about the health risks of high dietary sodium and how to reduce their
sodium intake within the context of a healthy diet.

6) Work with other levels of government and stakeholders to create supportive environments,
including incentives to the food industry, leading to the reduction of sodium in the Canadian diet.

7) Establish a multi-sectoral task force to facilitate and accelerate the achievement of the sodium
intake goal.

! See Table 2 for specific sodium values by age group



e To ensure health professionals understand the need to reduce dietary sodium to recommended levels,
Blood Pressure Canada and the endorsing organizations recommend that health professional
organizations educate their memberships about:

1) the health risks of excess dietary sodium
2) how to reduce sodium intake within the context of a healthy diet
3) how to counsel their patients/clients to reduce sodium intake

Background:

The World Health Organization estimates hypertension to be the leading risk factor for death in the world (1).
This is partly because hypertension is common, occurring in nearly one quarter of the world’s adult population
(), and also partly because management of hypertension is sub-optimal. Significant proportions of
hypertensive patients in Canada are unaware that their blood pressure is elevated, and many of those patients
that are aware are either untreated, or under-treated (2). As such, only a small minority of hypertensive
patients are treated to recommended targets (2).

In Canada and the United States, hypertension is the most frequent diagnosis for an adult visiting a family
physician. Antihypertensive drug therapy represents one of the most expensive categories of drug therapy.
The World Health Organization and national organizations have called for enhanced diagnosis, treatment, and
control of hypertension as a cost-effective way to reduce morbidity and mortality (3). Improving the
management of hypertension, however will require extensive resources and will have substantive costs which
may be unaffordable in an aging population (4). Currently in Canada almost 46% of women and 38% of men
aged 60 or over are taking antihypertensive drug therapy (5).

While hypertension is a multi-factorial condition associated with obesity, family history, physical inactivity,
alcohol consumption, smoking and dietary factors, including high sodium intake (6-8), limited attention has
been focused on the importance of reducing dietary sodium as a key measure in reducing the risk for
hypertension. Most Canadians consume far more sodium than is necessary for health. Results from the 2004
Canadian Community Health Survey (CCHS)—Nutrition indicate that among people aged 19 to 70 over 85% of
men and 60% of women had sodium intakes exceeding the recommended upper intake level. Males
consumed more sodium than females, with intakes above 4000mg/day for males and above 2700 mg/day for
females aged 19-30 years (9)

National guidelines have emphasized the importance of lifestyle modification counseling to patients for both
prevention of hypertension and management of patients who have developed hypertension (8;10). However,
even within rigorous clinical trials with extensive resources for individualized counseling, only modest
improvements in the prevention of hypertension have been seen (11). Further, despite national and
international recommendations to the public to improve diet, physical activity, and maintain a healthy body
weight, there is an epidemic of obesity related to poor dietary habits and a lack of physical activity (12). While
lifestyle modifications need to be the cornerstone of effective management and prevention of hypertension,
there is growing awareness that effective public health interventions should be based on more comprehensive
approaches. A comprehensive approach addresses multiple levels including intrapersonal factors (motivation,
skills), interpersonal processes (social supports, social norms), organizational factors (workplace policies),
community factors and public policy (voluntary and/or regulatory measures, tax Incentives) (13). A broad
strategy with appropriate supporting policy and regulation that addresses the key determinants of health
including: physical activity, other dietary factors and healthy weights is required (14). While steps are being
taken to address some of these issues, the issue of dietary sodium is not addressed by any other strategy to
date.

Many international and national organizations have called for reductions in dietary sodium as a means to
manage and prevent hypertension. Examples of these recommendations include:



¢ One of the few recommendations made by the World Health Organization (WHO) to improve the health of
populations was to reduce dietary sodium (3). The WHO has called on governments to introduce
regulations on sodium additives to food (3). Recently, a WHO sponsored meeting recommended
dietary sodium intake should be less than 2000 mg/day (15).
¢ International and national cardiovascular organizations have advised reductions in dietary sodium intake.
0 The American Heart Association (16) and the American Public Health Association have called
for 50% reductions in sodium additives to food;
0 The American Medical Association has requested that the American government remove
sodium from the ‘generally recognized as safe’ category (17).
o Similarly, in the United Kingdom the Scientific Advisory Committee on Nutrition has
recommended substantial reductions in dietary sodium (18).
¢ The Canadian and American governments have ‘adopted’ the Adequate Intakes of sodium and Tolerable
Upper Intake Levels of dietary sodium intake as recommended by the Institute of Medicine (IOM) (19)
as being compatible with health. Many other governments in developed countries (20) have made
similar recommendations. To reduce the intake of dietary sodium by Canadians to within this range
would require a significant reduction of sodium in the food supply.

Reduction in sodium intake is a mechanism by which the mean blood pressure of the Canadian population
could be lowered. Meta-analyses have indicated that a ‘modest’ 1840 mg /day reduction in dietary sodium
would reduce blood pressure by 5.1/2.7 mmHg, with more aggressive dietary sodium reduction resulting in
even greater blood pressure lowering (21;22). As such, reduction in dietary sodium intake at a population
level, by reducing the addition of sodium to foods, is a highly attractive method for reducing mean blood
pressure within the population and could reduce the prevalence of hypertension by up to 30% (23;24) (table 1).
A reduction of systolic blood pressure by 5 mmHg is estimated to prevent 1 in 7 stroke deaths, 1 in 11 coronary
deaths, and overall 1 in 14 deaths from any cause (10). It is estimated that reducing dietary sodium by 1840
mg would result in more than one million Canadians with hypertension having normal blood pressure and save
over 400 million dollars per year in health costs just as a result of a reduced need for physician visits for
hypertension, laboratory tests and drug costs (23).

Table 1: The potential reduction in death and hypertension from a reduction in dietary sodium of
1840 mg/day in Canada

Disease Benefit

Death from Stroke 1 in 7 deaths prevented

Death from Coronary Heart Disease 1in 11 deaths prevented

Death from any cause 1in 14 deaths prevented

Hypertension 1in 6 cases of hypertension prevented

The average Canadian diet contains about 3500 mg of sodium /day (9).> According to a document produced
by the Institute of Medicine of the National Academies (25) with input from Canadian and American scientists,
1500 mg sodium/day was specified as the Adequate Intake (Al) for people aged 9-50 years. Although it was
recognized that sodium balance can be maintained on sodium intakes that are considerably lower (e.g. 500 mg
of sodium/day), these very low intakes were not selected as recommended intakes for three reasons:
e With the current North American food supply it is not possible to meet recommended intakes for other
nutrients when sodium intakes are that low;
e Some studies have detected adverse effects on blood lipid concentrations when sodium intake is
extremely low; and
¢ An intake of 1500 mg/d allows for sodium loss in sweat for those who are moderately physically active.
Recommendations for adequate sodium intake by age are in table 2. Some Canadians may require
higher or lower sodium intakes for health.

2 Estimated intake is 3119 mg/day plus sodium added at the table and in cooking or about 3500 mg/day



Table 2: Recommendations for adequate sodium intake by age

Age Sodium Intake per Day (mg)
0 — 6 months 120
7 — 12 months 370
1 -3 years 1,000
4 — 8 years 1,200
9 — 50 years 1,500
50 — 70 years 1,300
> 70 years 1,200

Additional health risks associated with high dietary sodium include increased severity and frequency of
asthma, osteoporosis, stomach cancer, kidney stones and worsening of symptoms and signs of congestive
heart failure. Reduction in dietary sodium is recommended for persons with symptomatic heart failure (26) and
non-adherence to low sodium diets is a cause of heart failure exacerbations and hospitalization. Congestive
heart failure is the leading cause for hospitalization in Canadians over age 65 therefore any positive effect of
sodium reduction on the worsening of CHF symptoms could greatly reduce the stress on Canada’s
overburdened health system (27).

The high dietary sodium intake of Canadians is a significant health concern. A coalition of organizations
(appendix 2) and individuals has formed to improve the health of Canadians by developing strategies and
tactics to reduce dietary sodium intake in Canada to between the Adequate Intake and the Tolerable Upper
Intake Level. In particular, significant government involvement to lead gradual reductions in dietary sodium is
believed to be a critical factor in this effort to both improve the health of Canadians and reduce health costs.
Voluntary reductions in sodium additives to food by the food sector will be important and initial meetings have
occurred with food processors. Education of health care professionals; the general public; and patients with
cardiovascular, cerebrovascular and kidney disease; is vital to ensure that Canadians understand and support
this initiative. Wide dissemination, endorsement and advocacy of this policy paper are elements of this
comprehensive strategy to impact the health of Canadians by reducing dietary sodium intake.

Several documents indicate sodium in mmol, mg or in mg of sodium chloride; conversions at common dietary
levels are indicated in the attached appendix.

Appendix 1 — Different Measurements of Sodium and Salt*

Sodium (mg) Sodium (mmaol) Salt (9)
500 22 1.25
1,500 65 3.75
2,000 87 5.0
2,300 100 5.8
2,400 104 6.0
3,000 130 7.5
4,000 174 10

*a teaspoon of salt contains approximately 2300 mg or 100 mmol of sodium

Appendix 2 — Organizations Belonging to the Coalition on Sodium
Canadian Hypertension Society
Canadian Cardiovascular Society
Canadian Stroke Network
Canadian Council of Cardiovascular Nurses
Canadian Society of Nephrology
Dietitians of Canada
Heart and Stroke Foundation of Canada
Blood Pressure Canada



ENDORSEMENT:

This policy has been endorsed by the following organizations:
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