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Introduction

Increased blood pressure is the leading risk for death and 
disability. According to the Global Burden of Disease 
(GBD) Study almost 1 in 5 deaths and 7% of disability 
can be attributed to sub optimum blood pressure (1). Also 
gastric and renal cell cancers, osteoporosis, asthma severity, 
renal stones, increased disease activity in multiple sclerosis, 
headache, increased body fat, Meniere’s disease, and direct 
renal, vascular and cardiac damage have been associated 
with high dietary salt (2-7). An estimated 40% of the global 
population over age 25 has hypertension, which in turn 
is attributed to over 50% of heart disease and stroke, two 
major global non-communicable diseases (NCD) (8). The 
predominant global burden of NCD is in low to middle 

income countries that do not have adequate resources to 
counter the increasing numbers of people with NCD (8). 
In fact, the threat to global development and economies 
caused by increasing NCD resulted in the United Nations 
convening its second meeting on health (9). Of nine health 
targets selected by the United Nations to be achieved 
by 2025, one was to reduce uncontrolled hypertension 
by 25%, and one was to reduce dietary salt by 30% (9). 
Based on the large burden of disease, the World Health 
Organization (WHO) dedicated World Health Day in 2013 
to hypertension (8). 

High dietary salt is estimated to cause about one-third 
of hypertension or more than 300 million people to have 
hypertension (1,10). Diets that are comprised of fresh 
fruits, vegetables, meats, fish and poultry without added 
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salt generally have 0.25 to 2.5 gm salt (100 to 1,000 mg 
sodium)/day (11). Globally intake of salt now exceeds 5 gm  
(2,000 mg sodium)/day by age 5 in most of the world 
(12,13). Salt intake above 2.5 gm (1,000 mg sodium)/day  
is attributed to over 3 million deaths/year and intake above 
5 gm (2,000 mg sodium)/day 1.65 million deaths/year 
according to the GBD Study (14) [Institute for Health 
Metrics and Evaluation (IHME). GBD Compare. Seattle, 
WA: IHME, University of Washington, 2013. Available 
online: http://vizhub.healthdata.org/gbd-compare, accessed 
Jan 11, 2015]. The WHO recommends adults consume less 
than 5 gm (2,000 mg sodium)/day with proportionally lower 
levels in children based on their lower caloric needs (15).

The World Hypertension League (WHL) is a coalition of 
national and regional hypertension organizations dedicated 
to the prevention and control of hypertension working also 
in official relations with the WHO and the International 
Society of Hypertension. The WHL developed and 
oversees World Hypertension Day each May 17th as a 
mechanism to draw attention to the highly preventable 
disease burden caused by increased blood pressure and 
also the critical need to reduce this burden. The WHL has 
currently prioritized two major programs, reducing dietary 
salt and increasing awareness of hypertension. This article 
outlines the activities of the WHL to advocate for reducing 
dietary salt. The various documents and resources referred 
to in this manuscript can be accessed at the WHL website 
www.whleague.org (16).

WHL salt reduction efforts

Dietary salt policy

Preventing and controlling hypertension is complex and 
requires a strategic approach (17). The WHL in advocating 
for strategic approaches to preventing and controlling 
hypertension has encouraged the incorporation of actions 
to reduce dietary salt (17). More specifically, the WHL 
with the International Society of Hypertension developed a 
policy statement to guide non-governmental organizations 
in advocacy for dietary salt reduction (18). The policy 
calls for specific governmental, industry as well as non-
governmental actions to achieve the WHO targets for salt 
reduction and at a minimum to the United Nations target 
of a reduction in national consumption levels of 30% by 
2025. A strong central role for governments to oversee a 
reduction in salt additives to processed foods is indicated to 
be the cornerstone of successful programs. Nevertheless, 

health care professionals and scientists play a critical 
advocacy role. A slide set about the policy statement on the 
WHL website is to assist clinicians and scientists advocate 
[World Hypertension League 2014. Available online http://
www.whleague.org/index.php/j-stuff/resource-center, 
accessed Jan 12 2015]. To facilitate the uptake of the policy, 
the WHL has conducted a symposium on salt reduction 
at its regional meeting in Africa and at the International 
Society of Hypertension meeting. One outcome of the 
African regional meeting was an agreement to assess the 
feasibility of a salt reduction committee/coalition and to 
work with the WHO on dietary salt reduction. 

Nomenclature

Salt, sodium, mg, gm, mmol, and meq: what does it all 
mean? In general, most of the world identifies dietary salt in 
gm/day while North America uses dietary sodium mg/day  
(5 gm salt is 2,000 mg sodium). To add to the confusion, 
some more recent investigators indicate sodium in gm, 
sometimes do not indicate if they are referring to salt 
or sodium and put different units (e.g., mmol) in the 
same manuscript without informing readers of how to 
interchange units (19). The WHL policy is to indicate salt 
gm (sodium mg)/day and we encourage other investigators 
to do likewise and for journals to adopt this standard. 
At a minimum, authors should use consistent units and 
indicate how to convert units to those generally used 
(salt gm and sodium mg). Further, different publications 
indicate the same level of salt intake as being high or low 
and in describing reductions in dietary salt indicate the 
same reduction as being large or modest. The WHL has 
developed recommended nomenclature for describing salt 
(sodium) intake based on diets of natural food without 
added salt and on current recommended intake of salt by the 
WHO (16). Recommendations for describing reductions 
in salt intake were based on the range of reductions in 
dietary salt from randomized controlled trials lasting four 
or more weeks. The WHL hopes that use of common 
terminology will help achieve a common understanding of 
the physiology and pathophysiology of dietary salt and of 
interventions to reduce dietary salt.

Fact sheets

Multiple groups and individuals using different and 
conflicting statistics and recommending differing 
interventions are confusing to policy makers and the 
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public. Consistent use of accurate up to date information 
is critical to advocacy efforts. However, it is often difficult 
to obtain up to date accurate information that has been 
endorsed by credible organizations on the impact of dietary 
salt on health and of hypertension on health. The WHL 
with the International Society of Hypertension therefore 
has undertaken to develop and annually update facts 
sheets on dietary salt and also on hypertension (20,21). A 
slide set on the WHL website also provides standardized 
information of the impact of high dietary salt on health 
[World Hypertension League 2014. Available online: http://
www.whleague.org/index.php/j-stuff/resource-center, 
accessed Jan 12, 2015]. Although the facts sheets produced 
by the WHL are aimed at the global population, the WHL 
recognizes that most interventions to reduce dietary salt and 
control hypertension will be at national or community level. 
To help address this, the WHL has published methods 
on how to obtain accurate data and statistics to develop 
national level facts sheets for hypertension and for reducing 
dietary salt (22). 

Credible science

Throughout the history of research on dietary salt, there 
have been some studies that have found no impact or 
even a harmful impact of reducing dietary salt. Many of 
these studies have serious overt methodological flaws 
or weaknesses such as use of a single spot urine sodium 
to assess usual salt intake, failure to properly address 
confounding risk factors, reverse causality (whereby people 
who are sick less but die more), authors with conflicts of 
interest, and inappropriate selection of studies for analysis 
(meta-analysis that include studies lasting less than one 
week with extreme changes in salt intake) (23-26). It is also 
within reason that, perhaps to increase citations, several 
controversial studies have been published in high impact 
journals.

The WHL has highlighted some of these weaknesses 
in publications and symposia and has called for the setting 
of recommended standards for conducting clinical and 
population research on dietary salt (27,28). An international 
coalition lead by the WHL has been formed and will 
develop these recommended standards in 2015. Once 
the standards are set, regular systematic reviews of the 
literature will be conducted and, if deemed necessary by the 
overseeing committee, new recommendations for dietary 
salt will be developed. The WHL is currently a co-sponsor 
of a weekly literature summary based on a Medline review 

of research on dietary salt. Everyone is welcome to sign up 
for the free service at: http://www.hypertensiontalk.com/
science-of-salt-weekly/.

Discussion

High dietary salt is one of the leading risks for death 
and disability globally with its major adverse health 
impact being increased blood pressure. The WHL has 
prioritized reducing dietary salt and works with national 
and international governmental and non-governmental 
organizations to advocate for reductions in dietary salt. The 
WHL website provides a venue for those interested in the 
WHL activities to stay up to date. 

The WHL hosts World Hypertension Day. It is notable 
that the WHL has allocated this day to promote awareness 
of the diagnosis of hypertension and knowing your blood 
pressure between 2014 and 2018. Globally, it is estimated 
that about 50% of the more than 1 billion people with 
hypertension are not aware their blood pressure is high. In 
2014, over 300,000 people had blood pressure screened for 
World Hypertension Day and the goal for 2015 is for more 
than 1 million. It is hoped that reducing dietary salt and 
increasing awareness of hypertension will be concrete steps 
to reduce the burden of hypertension related NCD. 
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