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Can We Finally
Make Progress
on Sodium
Intake?

In 1969, the federal govern-
ment first made a specific appeal
to food companies to lower so-
dium levels in their products as
a means to reduce population
sodium intake and thus prevent
disease.1 In the four decades since,
the evidence has only grown
stronger that excess sodium con-
sumption raises blood pressure,
which increases the risk for car-
diovascular disease and mortality.2

Nonetheless, mean sodium in-
take in the United States today
remains more than twice the rec-
ommended daily limit for half of
all adults. 3 Reducing the average
intake by 1200 milligrams per
day would save up to an esti-
mated 92 000 lives and up to $24
billion in health care costs annu-
ally, and would thus be one of the
most effective steps this country
could take to promote health.4

Why have we failed to make
progress on salt reduction? De-
spite the US government’s early
calls for food industry response to
the problem, since then govern-
ment action has relied heavily on
public education. The National
Institutes of Health’s High Blood
Pressure Education Program, the
Department of Health and Human
Services’ and US Department of
Agriculture’s (USDA) Dietary
Guidelines for Americans’ recom-
mendations on limiting sodium
intake, and the US Food and Drug
Administration’s (FDA’s) man-
dated labeling of sodium content
on packaged foods are all exam-
ples of major federal efforts
intended to address sodium intake
through increased consumer
awareness. Still, without pro-
cessed food reformulation, these
efforts are doomed to fail. In fact,

individuals have little control over
their sodium intake. Only about
one tenth of total sodium con-
sumed is added during cooking or
at the table. The vast majority,
77%, is already in packaged and
restaurant foods at the time of
purchase. For individuals to re-
duce sodium intake meaningfully
requires diligent attention to
packaged food labels when shop-
ping and knowledge of the sodium
content of menu items before
ordering in restaurants—a nearly
impossible task to sustain.

In 2009, an Institute of Med-
icine (IOM) Committee was
convened and tasked with rec-
ommending strategies to lower
sodium intake in the US. The
Committee’s primary recom-
mendation: reduce sodium in
the food supply through fed-
eral regulation of the amount
allowed in packaged and stan-
dardized restaurant foods. The
FDA has this authority. How-
ever because FDA rule-making
can take years, the IOM Com-
mittee also endorsed the con-
tinuation of existing voluntary
efforts on coordinated industry
sodium reductions and cited
specifically the National Salt
Reduction Initiative (NSRI).5

THE NATIONAL SALT
REDUCTION INITIATIVE

Established in 2008, the NSRI
is a partnership of now more than
80 local and state health author-
ities and national organizations,
including the American Heart
Association and the American
Medical Association. The NSRI
aims to reduce the sodium content
of processed foods gradually by

25% over five years, which would
reduce sodium intake by about
20%.

Although it was initiated and is
coordinated by the New York City
Health Department, the NSRI is
a true nationwide effort launched
in response to federal government
failure to reduce excess sodium
in our food supply. Features that
set the NSRI apart from earlier
US government calls for voluntary
industry reductions include the
introduction of a surveillance
mechanism sensitive enough to
monitor changes in food sodium
content and population intake
within the initiative’s time frame;
food industry involvement in
setting feasible yet ambitious tar-
gets; and a framework to make
targets, commitments, and moni-
toring of progress public.

While the NSRI is the first of its
kind in the United States, its in-
spiration was the United Kingdom
Food Standards Agency’s salt
campaign. Using a framework
similar to that since adopted by
the NSRI, the United Kingdom
complemented traditional public
education campaigns with defined
packaged food salt reduction tar-
gets, and announced their first
voluntary sodium reduction com-
mitments from industry in 2006.
It worked. Daily mean population
salt intake in that country fell
from 3800 milligrams in 2001 to
3240 milligrams in 2011.

INITIATIVE MONITORING
AND TARGET SETTING

The NSRI commitment to
target setting and monitoring in-
dustry progress toward achieve-
ment of these targets required the
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development of two unique da-
tabases because existing US food
databases were insufficient. The
USDA’s National Nutrient Data-
base for Standard Reference is
used extensively for nutritional
research and is the basis for most
US food composition databases;
however, for many items infor-
mation is not available by brand,
and it is not updated frequently
enough to track industry refor-
mulation.6 Furthermore, the
NSRI needed to know the sales
volume of those products be-
cause large reductions in the so-
dium content of products with
relatively low sales likely would
have little influence on popula-
tion intake, whereas modest

reductions in high volume sales
products could have remarkable
impact.

The NSRI Packaged Food Da-
tabase was created by linking
national sales and nutrition infor-
mation to fill this need. Prelimi-
nary food categories, such as
“breads and rolls” and “canned
soup,” were identified and nutri-
tion label information was linked
for products that accounted for the
top 80% of sales in each category.
Similarly, the NSRI Restaurant
Food Database was created, which
includes publicly available nutri-
tion data based on available in-
formation from the fifty largest
quick-service restaurants, merged
with market share data.

The NSRI developed sodium
targets for the years 2012 and
2014 for 62 packaged food and
25 restaurant food categories
through an iterative process with
the food industry that included
a review of the range and distri-
bution of existing sodium levels
within categories and consideration
of the challenges of sodium reduc-
tion in each category (Figure 1).
Most of the targets are already
being met by one or more widely
consumed products. Once estab-
lished, the NSRI asked food com-
panies to publicly commit to
meeting targets and the commit-
ments are posted online.7 A com-
pany commitment to a packaged
food category target indicates

that a company’s overall sales-
weighted mean sodium level will
meet the relevant category target,
even if some individual products
do not.

For restaurants, in addition to
the food category targets, a maxi-
mum sodium level target was
established for all items. Restau-
rants prepare food in servings as
intended to be consumed, and
17% of items in the restaurant
database contained more than
1500 milligrams of sodium, the
recommended daily limit that ap-
plies to about half of all adults.

To monitor sodium consump-
tion, in 2010 the New York City
Department of Health and Mental
Hygiene conducted the first US

Note. The arrow indicates the expected shift in the category mean sodium level from the current baseline to the National Salt Reduction Initiative targets. Repeated over many food categories, this

approach aims to shift the distribution of the food supply. Data are for illustration only.

FIGURE 1—Distribution of sodium levels in food products within a single category, with reduction targets for 2012 and 2014.
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population survey of sodium in-
take through 24-hour urine col-
lection and analysis. Based on
preliminary results from a repre-
sentative sample of more than
1700 adult New Yorkers, mean
sodium intake was 3150 milli-
grams per day. The agency
plans to repeat this study after
sodium levels in foods have been
reduced.

THE POTENTIAL OF THE
INITIATIVE AND THE
CHALLENGES AHEAD

The NSRI has been remarkable
in engaging a large, important, and
diverse segment of the US food
industry around a single public
health goal. As of July 2011, com-
mitments to meeting sodium re-
duction targets were made by 28
companies representing the com-
plexity of the food industry, from
superstores (e.g., Target Corpo-
ration) to grocery stores (e.g.,
Delhaize America), from family
owned (e.g., Goya) to transnational
corporations (e.g., Kraft Foods), and
from restaurant chains (e.g., Star-
bucks) to restaurant suppliers (e.g.,
McCain Foods). Combined, com-
mitments have been made in over
half of all packaged and restaurant
food categories.

Creating the NSRI databases
highlighted an important public
health need: comprehensive, up-
to-date, publicly accessible, na-
tional food nutrition databases
that include packaged and restau-
rant foods. The federal govern-
ment is responsible for assuring
a safe food supply, and that re-
quires careful monitoring of the
food supply’s nutrient balance.
A federal requirement for regular
electronic reporting by industry
of publicly available nutrition
information on their products
would greatly simplify creation
of this database. The government

would be free to place these data
in the public domain, facilitating
transparency and informed
response by government and
industry and providing a rich
source of information for
researchers and consumers.

Even with its early accomplish-
ments, the NSRI’s success is far
from guaranteed. It is unlikely that
the current number of company
commitments will substantially
alter the sodium composition of
our nation’s food supply. The
voluntary nature of the initiative
relies on individual company mo-
tivation to engage. While we
commend the 28 companies that
have committed to NSRI targets,
achieving broad-scale reductions
will require commitments from
many more food manufacturers
and restaurants. The flexibility af-
forded by the NSRI framework,
which allows companies to deter-
mine how sodium will be reduced
within food categories, is, in our
opinion, an effective way to spark
industry creativity while assuring
progress. Still, if this process does
not lead to meaningful industry-
wide reductions, it justifies the call
for regulation recommended by
the IOM committee.

The IOM committee was right to
encourage voluntary coordinated
efforts as an interim strategy. To
date, the federal government has
yet to take action on the IOM’s
recommendation for regulation
of sodium levels in processed food,
leaving little besides the NSRI to
address this health imperative.
In the United Kingdom, the na-
tional government was central to
encouraging structured voluntary
industry reductions and we believe
the US federal government can
play a crucial role here. The US
government and the food industry
should broadly endorse and join
the NSRI effort now to reduce
sodium consumption and prevent

tens of thousands of needless
deaths. j
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