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Getting the Message Right: Reducing Sodium Intake

Saves Lives

Jenifer E. Clapp,’ Christine J. Curtis,’ Susan M. Kansagra,' and Thomas A. Farley’

Most people in the United States consume too much sodium.
That conclusion, based on decades of research of various
designs, is accepted widely by experts and was reaffirmed in
a recent report by the Institute of Medicine, “Sodium Intake
in Populations: Assessment of Evidence” However, misin-
terpretation of the report’s purpose and conclusions in sub-
sequent press coverage threatens to reverse the gains made
in public and provider understanding about the benefits of
achieving healthier levels of sodium consumption. Given
this, we clarify why reducing sodium intake remains a health
imperative.

Adults in the United States consume an average of
3,400 mg of sodium per day, far in excess of the 2010 Dietary
Guidelines for Americans recommended daily limit of
2,300 mg."? Reducing sodium intake benefits people with
hypertension and normal blood pressure, and the blood
pressure-lowering effect of reduced sodium intake is greater
for blacks, middle-aged adults, seniors, and people with
hypertension, diabetes, and chronic kidney disease than oth-
ers.> Increased sodium intake is positively related to higher
blood pressure,* and high blood pressure is a powerful risk
factor for heart disease and stroke. Heart disease is the lead-
ing cause of death in the United States, causing 596,339
deaths in 2011.5 Almost half of all cardiovascular disease—
related deaths in the United States are attributable to hyper-
tension.® As a result, reducing sodium intake may be second
only to controlling tobacco as the most effective intervention
to prevent deaths from chronic disease.”

The Institute of Medicine Committee on the
Consequences of Sodium Reduction in Populations exam-
ined evidence regarding the health outcomes of consuming
1,500-2,300 mg of sodium per day. Unsurprisingly, the com-
mittee’s report affirmed that higher levels of sodium intake
are associated with hypertension and risk of cardiovascular
disease.” Although the medical research that the commit-
tee reviewed supported efforts to lower population sodium
intake, the committee did not find sufficient evidence regard-
ing the cardiovascular benefits or risks of lowering sodium
intake to below 2,300 mg per day for the general population
or to 1,500mg per day for specific populations at higher
risk of cardiovascular disease, such as blacks, people aged
>50 years, and those with hypertension, diabetes, or chronic

kidney disease. The exception was individuals with moder-
ate or severe congestive heart failure who are receiving cer-
tain therapeutic treatments, who may experience greater
risk of adverse health effects when consuming lower sodium
intake levels. The committee concluded that more research
is needed regarding lower levels of sodium intake because
“evidence from studies on direct health outcomes is incon-
sistent and insufficient” to fulfill the committee’s charge to
determine the health impacts of lowering sodium intake to
<2,300 mg per day.’

In fact, the committee’s conclusions and recommendations
were based on the assessment of a limited group of studies
that examined the direct health outcomes of sodium intake
between 1,500 mg and 2,300 mg per day.!? The studies meas-
ured adverse health events, such as myocardial infarction or
all-cause mortality; the committee excluded from its review
studies that used blood pressure as a proxy for cardiovascu-
lar disease. The use of blood pressure as a surrogate endpoint
for cardiovascular disease outcomes is widely used because
of the strong positive and causal relationship between blood
pressure and cardiovascular risk.!! Furthermore, by narrow-
ing its review to studies that measured adverse health events
as outcomes, the committee also was limited to studies of
specialized populations at very high risk, such as people with
congestive heart failure, which may not be generalizable to
the US population.

To put this report in context, the question that it explored
affects not whether Americans should consume less sodium,
but how much less should be consumed. Although the
report concluded that excessive sodium intake is harmful to
health, it did not define the level deemed to be “excessive”
The report’s support for continued efforts to lower popula-
tion sodium intake clearly indicates that the authors con-
sider current intake levels to be too high. Evaluating targets
for sodium intake can help inform consumer messaging and
shape long-term public goals, but it is not directly relevant to
the 90% of Americans who consume more than the accepted
target of 2,300 mg of sodium on a usual day and who would
benefit from reducing their sodium intake.

The report’s limited scope and relevance to the public,
combined with the committee’s conclusion that its findings
were consistent with efforts to lower sodium intake, make
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it difficult to understand why the report’s media coverage
created a sense of controversy. The New York Times stated
that the report “undercuts years of public health warnings”!2
and that “it is disturbing to learn how little evidence
exists that such reductions would actually be beneficial to
health”!3 This observation could mislead readers, not just
about the report’s findings but also about what readers need
to know to make informed decisions for their own health.
The Institute of Medicine does not suggest that individuals
should consume >2,300mg of sodium daily or that we
should abandon efforts to lower population sodium intake
at large. When highly regarded media outlets frame health
messages inaccurately, as they did here, we risk losing the
achievements made as a result of long-standing public
health messages. Given that sodium intake is high and that
the benefit of lowering intake is well established, innovative
policies and programs to lower population sodium intake
should be pursued aggressively.

Reducing sodium intake is not easy for individuals given
the ubiquity of sodium in processed foods. Sodium added
to foods before point of purchase accounts for almost 80%
of sodium intake.!* The challenge of reducing population
sodium intake is so great and the potential health benefits
so promising that in 2010 a different Institute of Medicine
committee issued a report on “Strategies to Reduce Sodium
Intake in the United States,” which recommended that the
US Food and Drug Administration set mandatory national
standards for sodium in foods."

Recognizing the importance of industry action, the New
York City Health Department coordinates the National Salt
Reduction Initiative (NSRI), a growing coalition of >90 city
and state health authorities and organizations that aims to
lower population sodium intake through voluntary corpo-
rate commitments. The NSRI framework demonstrates the
feasibility of developing stepwise sodium targets across a
wide range of food categories. To date, 28 companies have
committed to NSRI targets; major food manufacturers have
announced that they successfully met the 2012 sodium tar-
gets, indicating that progress on reducing sodium levels in
processed food is possible. At the same time, the New York
City Health Department is continuing its other efforts to
reduce sodium intake of New Yorkers, including making
consumers aware of the importance of reading and com-
paring food labels and increasing access to fresh fruits and
vegetables.

Although future research may inform aspects of sodium
reduction strategies and the intake targets for subpopu-
lations, current research conclusively supports reducing
population sodium intake. We must continue to build
consensus around the greatest opportunities for chronic
disease prevention, and we strongly believe that given the
current high levels of sodium consumption and the pre-
ponderance of scientific evidence supporting lower con-
sumption, sodium reduction strategies must remain at the
top of the public health agenda. It is the shared responsi-
bility of public health leaders, journalists, and government
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officials to get the message right: reducing sodium intake
saves lives.'®
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