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Abstract 

OBJECTIVES: To determine the cost-utility of dietary sodium reduction in the Canadian 

population, given on the anticipated effect on incident cardiovascular disease (CVD).  

 

METHODS: The Canadian Cardiovascular Disease Policy Model is a state transition model, 

which simulates CVD events, healthcare costs and consequences from the perspective of a 

publically funded healthcare system for the Canadian population. We evaluated the economic 

impact of reducing the dietary sodium intake of Canadian adults.  

 

RESULTS: Over a 50-year time horizon, reducing dietary sodium by 1800 mg/day is projected 

to reduce the cumulative incidence of coronary heart disease and stroke by 2.66% and 4.45% 

respectively, while decreasing the total number of myocardial infarctions and strokes by 2.23% 

and 4.45% respectively. The model predicted a decrease in overall mortality of 0.47%, a gain of 

1.22 million QALYs, and a savings of $20.7 billion in healthcare costs.  

 

CONCLUSION: Reducing dietary sodium intake at the population level has the potenital to 

substantially decrease healthcare costs and improve health outcomes.  

 

Keywords: Cardiovascular disease, Cardiovascular Disease Policy Model, High blood pressure, 

Dietary sodium reduction 
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Chapter 1: Background 

1.1: Hypertension 

Elevated blood pressure (BP) leads to a range of vascular diseases with hypertension 

being the most prevalent (1). In adults, hypertension is most often defined by a systolic blood 

pressure (SBP) ≥ 140 mmHg or diastolic blood pressure (DBP) ≥ 90 mmHg (2); however, BP 

greater than 120 mmHg systolic or 80 mmHg diastolic is considered elevated (2). Hypertension 

is the leading attributable risk factor for premature mortality globally (1). In Canada, the 

prevalence of hypertension has gradually increased over time, and in 2012-2013 it was 23% in 

adults aged ≥ 20 years (3). Hypertension is the most common reason to visit a primary healthcare 

physician in Canada, and over four million prescriptions are written for antihypertensive 

medications every month (4). The cost attributable to hypertension was estimated to be 13.9 

billion dollars in 2010 (5), and is expected to rise to 20.5 billion dollars by 2020 (5). 

Hypertension is also known to be a risk factor for dementia, cardiovascular disease (CVD) and 

kidney disease (6, 7). Of these chronic conditions, CVD specifically is associated with 

significant morbidity and mortality (8). Increased BP has been shown to account for 62% of 

strokes, and 49% of coronary heart disease (CHD) (9). Globally, stroke and CHD accounted for a 

combined 15 million deaths in 2015 (8).   

 

In Canada, CVD is one of the leading causes of death and hospitalization (10). More than 

64 thousand Canadians died from cardiovascular causes in 2014, with CHD and stroke 

accounting for 26% and 7% of all deaths, respectively (11).  The risk of CVD morbidity and 

mortality increases with rising BP, and doubles with each 20/10 mm Hg increase in BP (12).   
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1.2: Dietary Sodium  

A significant proportion of the prevalence of hypertension is attributed to poor lifestyle 

choices; therefore, hypertension is highly preventable (13). Some of these lifestyle factors 

include a diet high in sodium and saturated fats, inadequate physical activity, and excessive 

alcohol consumption (14). Of these modifiable risk factors, dietary sodium has been recognized 

as an important factor in the prevention and treatment of elevated BP (13, 15-17). Numerous 

leading public health organizations established recommendations for dietary sodium intake 

levels, based on scientific evidence, to help prevent further rise in BP. 

 

Hypertension Canada (HC) recommends a dietary sodium intake of no more than 2000 

mg/day (2). Evidence for this target is supported by a Cochrane meta-analysis of randomized 

controlled trials that found a substantial BP lowering effect by reducing dietary sodium intake 

from a mean of 3800 mg/day to a mean of 2000 mg/day (18). While 2000 mg/day is the evidence 

based target, 2300 mg/day is the interim target both federally and provincially (19). Currently, 

the average Canadian dietary sodium consumption is approximately 3800 mg/day, which is 

almost double the amount recommended (20). Reducing dietary sodium intake in the population 

has been recognized as a potentially important strategy in the prevention and treatment of 

hypertension and CVD (13, 15-17).  
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1.3: Review of the Literature 

1.3.1: Effectiveness of sodium reduction  

Sodium is an essential nutrient for maintenance of plasma volume, acid-base balance, 

transmission of nerve impulses and normal cell function (21, 22); however, excess dietary 

sodium increases BP, and can lead to negative health consequences (23). The necessary 

physiological requirement of sodium for adults is approximately 500 mg/day (24) with a 

recommended adequate intake of 1500 mg/day (19); however, the average sodium consumption 

in Canada is about 3800 mg/day (20). 

 

Excess dietary sodium has been directly linked to elevated BP, in turn, increasing the risk 

of hypertension and CVD (17, 18, 25). The World Health Organization found high blood 

pressure accounted for 62% of strokes and 49% of CHD cases (9). Reducing dietary sodium 

intake by approximately 1100 mg/day has been estimated to decrease stroke and CHD mortality 

by 22% and 16%, respectively (26). Since BP is a risk factor for the development of CVD, we 

would expect that reducing sodium intake levels should improve CVD health indirectly. A 

literature review was conducted to examine the evidence supporting this relationship.  

 

1.3.2: The effect of dietary sodium intake on blood pressure 

The role of dietary salt (largest source of dietary sodium) restriction in lowering BP in 

humans dates back to the early 20th century, where Ambard and Beaujard were the first to 

demonstrate this connection (27). In the 1960s, the relationship between BP and salt intake was 

extensively studied by Dahl. He was the first to report a positive association between salt intake 

and the prevalence of hypertension across populations (28). In the 1980s, the well-known 
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INTERSALT study supported the findings of Dahl (29-31). This was an observational study in 

about 10 000 subjects from 52 communities with varying salt intake levels. The study 

demonstrated high salt intake was associated with an increased risk of blood pressure. In the 

1990s, Frost and colleagues collected data on 47, 000 non-African subjects across 24 

communities and confirmed the findings from Dahl and the INTERSALT study (32).  Since the 

1990’s, the body of evidence has grown substantially with the addition of new epidemiological 

and experimental studies. Many systematic reviews and meta-analyses of these studies have been 

conducted to determine the overall effect of dietary sodium on BP. Two high-level systematic 

reviews and meta-analyses from the literature review were key to examining the association 

between dietary sodium intake and BP, which were by He et al (18), and Aburto et al. (21).  

 

A Cochrane systematic review by He et al. (18) of randomized controlled trials (RCTs) 

examined studies published in and before 2012. They quantified the effects of a modest 

reduction in dietary salt of 4.4 g/day (1733 mg/day of sodium). Most trials had participants 

achieve dietary salt reduction through some combination of dietary advice, education, counseling 

or provision of key foods with reduced sodium content. The mean study duration was 4 weeks. 

They found a significant fall in average BP in both hypertensive and normotensive individuals, 

regardless of sex or ethnic group.  Across all individuals, regardless of hypertension status, 

pooled estimates in mean changes in SBP and DBP across 34 studies (3230 participants) were -

4.18 mmHg (95% confidence interval (CI): -5.18 to -3.18 mmHg) and -2.06 mmHg (95% CI: -

2.67 to -1.45 mmHg), respectively. Among hypertensive individuals, pooled estimates of mean 

changes in SBP and DBP across 22 studies (999 participants) were -5.39 mmHg (95% CI: -6.62 

to -4.15 mmHg) and -2.82 mmHg (95% CI: -3.54 to -2.11 mmHg), respectively. In normotensive 
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individuals, pooled estimates of mean changes in SBP and DBP across 12 studies (2240 

participants) were -2.42 mmHg (95% CI: -3.56 to -1.29 mm Hg) and -1.00 mmHg (95% CI: -

1.85 to -0.15 mm Hg), respectively. He et al. (18) also examined the dose-dependent effect of 

salt/sodium on BP, and found that the greater the reduction in salt/sodium, the greater the fall in 

SBP.  

 

Aburto et al. (21) synthesized the health impacts of lower sodium intake compared to 

higher sodium intake across RCTs published between 2011 and 2012 . The minimum sodium 

reduction across the studies was 40 mmol/day (approximately 920 mg/day) with a duration 

ranging from four weeks to 36 months. In the meta-analysis of 36 studies, representing 5508 

participants, dietary sodium reduction was found to significantly reduce SBP and DBP, by 3.39 

mmHg (95% CI: 2.46 mmHg to 4.31 mmHg) and 1.54 mmHg (95% CI: 0.98 mm Hg to 2.11 

mmHg), respectively. The SBP reduction was greater in studies of participants with hypertension 

(4.06 mmHg, 95% CI: 2.96 mmHg to 5.15 mmHg) than in those that included participants 

without hypertension (1.38 mmHg, 95% CI: 0.02 mmHg to 2.74 mmHg). Evidence from this 

meta-analysis of more recent RCTs supported the findings found by He et al. (18).  

 

Evidence from these systematic reviews also suggests that the relationship between 

sodium reduction and BP is dose-dependent (i.e., a larger reduction in sodium intake leads to a 

larger reduction in BP) (18, 21). The variation in effect sizes (mean changes in BP) across the 

systematic reviews, and meta-analyses are largely due to differences in inclusion and exclusion 

criteria related to study design, study duration, and methods to measure sodium intake.  
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A review of the literature found an additional meta-analysis, and an observational study 

supporting a BP lowering effect due to a reduction in dietary sodium consumption (33, 34). A 

more conservative meta-analysis of RCTs restricted to a duration of greater than six months and 

<2300mg/day of sodium also found a benefit in BP reduction (35) . The observational study, 

using health survey data collected in England, found salt intake decreased by 1400 mg/day 

(approximately 551 mg/day of sodium) from 2003-2011. This salt decrease was associated with a 

fall in mean SBP and DBP of 3.0 ± 0.33 mmHg and 1.4 ± 0.20 mmHg (33). Strong evidence 

supports that dietary sodium reduction, if sustained and applied to the general population, will 

lead to a substantial reduction in blood pressure. 

 

1.3.3: Effect of dietary sodium intake on CVD and mortality 

Increased sodium intake has also been linked to CVD (18, 36). The Trials of 

Hypertension Prevention (TOHP), phase I (744 participants) and phase II (2382 participants) 

were the first RCTs that examined the relationship between dietary sodium reduction and CVD 

in humans (37). The trials lasted for 18 months (phase I) and 26-48 months (phase II) with a 

follow up period of 15 and 10 years, respectively. Net sodium reductions were 44 mmol/day 

(approximately 1112 mg/day) and 33 mmol/day (approximately 760 mg/day), respectively for 

phase I and phase II. Overall, participants in the sodium reduction groups, compared with the 

control groups experienced a 20% non-significant reduction in all-cause mortality (hazard ratio: 

0.80; 95% CI: 0.51-1.26) (32), and a statistically significant 30% lower incidence of CVD 

(hazard ratio: 0.70; 95%CI: 0.53-0.94). Since TOHP, additional studies examining the 

relationship between dietary sodium reduction and risk of CVD have been added to the literature. 
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A 2009 meta-analysis of 13 cohort studies (including the TOHP trials) found a direct association 

between dietary sodium intake, and subsequent risk of CVD (38). 

 

Some cohort studies published after 2009 found a curved (J or U shape) association or no 

association between dietary sodium and CVD disease outcomes (39-42). This has ultimately led 

to controversy, and the positive association between sodium intake and CVD risk has been 

highly debated. However, it is argued that these new cohort studies have methodological flaws, 

and the findings should be interpreted with caution (43). Many of the methodological flaws 

pertain to the accuracy in the measurement of dietary sodium intake (44). Some of the methods 

of measurement for dietary sodium intake range from 24-hour urine collection, dietary surveys, 

and spot urine collection.  

 

The 24-hour urine collection method is where an individual’s urine is collected over a 24-

hour period to measure urinary sodium excretion (45). This method captures approximately 

>90% of sodium excretion, and is considered the gold standard method for estimating sodium 

intake (44). However, a major disadvantage of this method is the high level of participant 

compliance needed, as well as education on the collection method (45). This places a high 

burden on participants; therefore, many studies end up estimating dietary sodium intake through 

dietary surveys or spot urine collections (44). Dietary surveys tend to have incomplete food 

composition databases to assess sodium content, difficulty measuring discretionary sodium use 

(cooking), and underreporting (44, 46). This leads to dietary surveys generally underestimating 

sodium intake by 30-50% (44, 46). The spot urine collection method is where a single sample of 

urine is collected, and equations are applied to calculate the 24-hour urinary sodium excretion; 
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however, this method has not been sufficiently validated (44, 47). This method also does not 

account for the intra-individual variability of urinary excretions in a single 24-hour period; thus, 

resulting in either an overestimation or underestimation of 24-hour urinary sodium excretion 

(45). Studies using spot urine or dietary survey, as a measurement collection, may not be 

adequate to refute the scientific consensus that sodium intake is associated with CVD risk.  

 

In addition to the type of measurement used to estimate dietary sodium intake, the 

inconsistency in results could also be attributed to limitations of study design, and conflicts of 

interest. Many of the studies examining the effect of sodium intake on CVD outcomes are 

observational studies. Observational studies are susceptible to confounders and reverse 

causation; which can distort the association between the exposure and outcome in the study (48, 

49). Financial conflicts of interest are also another concern. Several of the dissenting scientists 

have had long-term associations with the food/salt industry, and some of these were not 

publically disclosed. This could represent potential conflicts of interests, which can in turn 

impact the interpretation and reporting of nutritional evidence (50, 51).  

 

In addition to the controversial observational studies, Taylor et al. (52) conducted a meta-

analysis (2011) of seven RCTs, and detected no relationship between sodium intake and CVD 

risk. However, the results were underpowered, and there were methodological limitations in the 

included studies (53-55). Aburto and colleagues (21) responded with another systematic review 

that included both RCTs and cohort studies to increase the power of the meta-analysis. They 

applied filters to exclude low quality studies. They found that increased sodium intake was 
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associated with an increased risk of stroke (RR 1.24, 95% CI: 1.08-1.43), stroke mortality (RR 

1.63, 95% CI: 1.27-2.10) and CHD (RR 1.32, 95% CI: 1.13-1.53) (21). 

 

A more recent Cochrane systematic review and meta-analysis of RCTs studied the effects 

of reducing dietary salt, via advice and sodium substitutes, on cardiovascular events and 

mortality (16). The meta-analysis quantified the health impacts across 8 studies (3518 

participants) in normotensive individuals, and across 5 studies (3766 participants) in 

hypertensive individuals. There was weak evidence of association between dietary sodium 

reduction, and either all-cause mortality or CVD-specific mortality in both hypertensive and 

normotensive groups. However, pooled relative risk (RR) estimates for cardiovascular events 

across studies combining both hypertensive and normotensive participants (6 studies, n=5912) 

found a significant association between dietary sodium reduction and CVD events (RR = 0.77, 

95% CI: 0.63-0.95). Further, a systematic review of the literature was conducted in the period 

June 2013 to May 2015 to determine the effect of dietary sodium consumption on CVD disease 

outcomes (56, 57). There were 564 studies reviewed, but only 14 studies were of high quality. 

All fourteen of these studies supported dietary sodium reduction improving CVD disease 

outcomes.   

 

 

1.3.4: Summary of effect of dietary sodium on BP and CVD 

Table 1 summarizes the body of evidence found on the effectiveness of dietary sodium 

reduction in decreasing BP, CVD outcomes, and mortality. There is well-documented evidence 

that supports the association between dietary sodium reduction and a drop in BP in both the 

general and hypertensive populations. On the other hand, there are mixed findings regarding the 
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association of sodium intake and CVD risk, CVD mortality, and all-cause mortality.  However, 

studies finding an adverse or no impact of lowering dietary sodium were found to have 

methodological limitations, and were not designed to evaluate the relationship between dietary 

sodium and CVD risk (43). When quality filters are applied to exclude studies of low quality, 

nearly all studies support the benefit on CVD risk from dietary sodium reduction (56, 57). Based 

on this, it is reasonable to assume that decreasing sodium intake decreases BP, which in turn 

decreases the risk of CVD.  

 
Table 1: Association between sodium and health outcomes 

Health Outcome 
Direction of relationship 

with sodium 
Strength of Evidence 

High Blood Pressure or 

hypertension 
 ****

CHD events  **** 

Stroke events  **** 

Cardiovascular disease and stroke 

mortality 
 *** 

Overall mortality  ** 

**** Strong evidence (multiple RCTs, observational studies) 

*** Convincing evidence (other experimental data other than RCTs) 

** Moderate evidence (limited experimental data, some observational studies only) 

 

 

1.4: Strategies to Reduce Dietary Sodium  

Currently, there is considerable variation in strategies and policy options to reduce 

dietary sodium. These strategies can be categorized as follows: 1) Individual level interventions, 

2) Structural interventions at the population level, and 3) Intermediate level interventions. An 

individual level intervention focuses on changing consumer responses using behavior change 

approaches, such as dietary counseling, medical advice, or leaflets (58, 59). A structural 
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intervention focuses on the development of policies at the population level, such as regulatory 

change, taxes or subsidies. Lastly, intermediate interventions focus on targeting specific 

subgroups within the population either at worksites, schools or communities (58-60). 

 

Evidence from public health programs for tobacco control and alcohol policies support 

structural interventions achieving consistently larger improvements in population health, 

compared to individual and intermediate level interventions (61-63). This indicated the existence 

of a public health ‘effectiveness hierarchy’, and structural interventions were the best approach 

to consider in the implementation of a public health program (58, 61-63). A recent systematic 

review assessed the effectiveness of different intervention programs to reduce sodium intake. It 

found that a public health ‘effectiveness hierarchy’ did exist with structural interventions 

consistently achieving better health outcomes than individual level interventions (58, 61-64). 

Hence, in the implementation of a public health program aiming to reduce dietary sodium 

consumption, a structural intervention should be considered in order to achieve the largest 

population health improvements.   

 

Over recent years, there has been a significant growth in the number of structural 

intervention strategies, with national salt reduction programs identified in 75 countries (61-63). 

Finland, Japan and the United Kingdom (UK) have been recognized for their successful policy 

approaches for population-wide dietary salt reduction (65). The Japanese governments 

implemented a public education program in the 1960s, and over the following decade the mean 

sodium consumption fell by 550 mg/day (66). Stroke mortality was estimated to fall by 80% 

(66). Finland was one of the first countries to systematically approach dietary sodium reduction 
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through media campaigns, co-operation with the food industry, and implementing sodium 

labeling legislation (65, 67). From 1978 to 2007, the Finnish population achieved an average 

reduction of 1573 mg/day (58, 61-63). Stroke and CHD mortality fell by 52% and 15%, 

respectively over 30 years (68, 69). The UK was one of the first countries to have a coherent 

systematic ongoing reduction of the salt content in food products. The UK salt reduction strategy 

included voluntary reformulation, a consumer awareness campaign, food labeling, target settings, 

population monitoring (70). From 2003-2011, the population average dietary salt reduction was 

1400 mg/day (551 mg/day of sodium) (33), and stroke and ischemic heart disease mortality 

decreased by approximately 42% and 40%, respectively. Having a multi-component dietary 

sodium reduction strategy was found to be the most effective in reducing dietary sodium (58, 61-

64).  

 

1.5: Economic Evaluation 

Economic evaluation has been defined as the “comparative analysis of alternative courses 

of action in terms of their costs and consequences” (71). Economic evaluations enhance 

decision-making and help set health policy. In this study, an economic evaluation will be used to 

explore the potential health and economic impacts of a population level reduction in dietary 

sodium in Canada.   

 

1.5.1: Types of economic evaluations 

There are four main types of economic evaluations used to study the costs and benefits of 

alternative programs; cost-minimization analysis, cost-effectiveness analysis, cost-utility 

analysis, and cost-benefit analysis (71). These types of economic evaluations vary in the data 
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required, and how they use information on costs and effectiveness. Klarenbach and colleagues 

summarized the characteristics of the four types of economic evaluations (Table 2) (72) . 

 

Cost-minimization analysis compares the costs of alternative intervention programs or 

policies where the consequences (effectiveness) of two or more treatments are assumed to be 

equal (71). Programs are ranked by cost, and the program with the lowest costs is deemed the 

optimal program. Cost-minimization analysis is the least common among the four types of 

economic evaluations, as most intervention programs do not have equivalent effectiveness.   

 

Cost-effectiveness analysis compares the costs and consequences (effectiveness) of two 

or more intervention programs or policies (71). Effectiveness (health benefits) is measured in 

either units of improved functional status (e.g., units of BP or cholesterol) or natural units such 

as life years saved (71). The measurement for costs and effectiveness are non-comparable units; 

therefore, their ratio, the incremental cost-effectiveness ratio (ICER) is used to assess health 

intervention programs. The ICER is defined as the difference between costs of two intervention 

programs divided by the difference in their effectiveness (73). This type of analysis is used when 

trying to determine the intervention that will maximize specific benefits given a fixed budget 

(18).   

 

Cost-utility analysis is an adaptation of cost-effectiveness analysis. It compares the costs 

and consequences (effectiveness) of two or more intervention programs or policies; however, 

effectiveness is quantified using utility-based measures (74). Utility-based measures can be 

either quality-adjusted life years (QALY) or disability adjusted life years (DALYs). QALYs 
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measure disease burden in terms of morbidity and mortality reduction (quality and quantity of 

life lived) (74, 75). QALYs are calculated by determining the years of life remaining for a 

patient, weighted by their utility (on a 0 to 1 scale). A utility of 1 is used to represent perfect 

health, and a utility of 0 represents death. DALYs, on the other hand, are the sum of years of life 

lost due to premature mortality and disability (76). A utility-based measure allows comparisons 

across interventions with different types of health effects. The incremental cost utility ratio 

(ICUR) summarizes the incremental cost associated with the gain of one QALY (74). A lower 

ICUR indicates higher value. In Canada, QALY thresholds are generally accepted to determine 

best value programs; an intervention costing less than $20,000/QALY indicates good value, 

between $20,000-$100,000/QALY indicates moderate value, and over $100,000/QALY indicates 

low value (77).  

 

A cost-benefit analysis (CBA) compares the costs and consequences (effectiveness) of 

two or more intervention programs or policies (71, 77) by summing all costs and consequences 

for an intervention or policy represented by a monetary unit. The summary measures for CBA 

are net benefits and benefit-cost ratios (74). Generally, if the net benefit is greater than zero the 

program is considered to provide positive economic benefits, and if it is less than zero the 

program is considered not to be of benefit. By valuing all costs and benefits in the same 

monetary units, CBA allows the comparison of diverse interventions or policies.  

 

In all types of economic evaluations different perspectives may be used. Perspectives are 

the viewpoints from which the studies are conducted and determine which costs to include in the 

analysis (78). Common perspectives are societal, employer, client, government, or insurer (78).  
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Table 2: Klarenbach et al. Characteristics of Economic Evaluations  

Type of 

evaluation 

Costs 

considered 

Health 

considerations 
Strengths Important issues 

Cost-

minimization 

All present and 

future health-

care costs 

relevant to the 

patient and the 

disease state are 

compared for 

each therapeutic 

strategy 

No difference in 

health status 

attributable to 

disease or treatment 

strategies is assumed 

Requires minimal 

data (on costs 

only) 

Enables 

assessment of the 

technical 

efficiency of each 

strategy 

Assumption of 

identical outcomes of 

disease and the 

treatments compared 

should be robust 

Cost-

effectiveness 

All present and 

future health-

care costs 

relevant to the 

patient and the 

disease state are 

compared for 

each therapeutic 

strategy 

Uses commonly 

evaluated health 

outcomes, including 

clinical or surrogate 

outcomes, such as 

blood pressure, renal 

function (eGFR), 

and serum LDL 

levels 

Relates costs of 

treatment with 

therapeutic 

effectiveness 

based on health 

outcomes that are 

readily available 

from clinical trials 

The 'cost per unit of 

health' values obtained 

in cost-effectiveness 

analyses can be 

difficult to interpret; 

comparisons between 

populations and 

diseases are not 

possible 

Effectiveness outcome 

may not capture all 

relevant health 

outcomes 

Cost-utility 

All present and 

future health-

care costs 

relevant to the 

patient and the 

disease state are 

compared for 

each therapeutic 

strategy 

Health status is 

transformed into a 

quality-adjusted life-

year score anchored 

between 0 (death) 

and 1 (perfect 

health) 

All aspects of 

disease and its 

treatment are 

captured in one 

metric 

The metric 

comprehensively 

measures health, 

enabling 

benchmarking and 

comparisons of 

outcomes among 

disparate 

populations and 

diseases 

Cost–utility analyses 

require the greatest 

amount of data of all 

these types of 

economic evaluation 

Assumptions might be 

required when 

estimating health-

related quality of life 

Cost-benefit 

All present and 

future health-

care costs 

relevant to the 

patient and the 

disease state are 

compared for 

each therapeutic 

strategy 

Health benefits and 

costs can be 

attributed to a 

monetary value  

All aspects of 

disease and its 

treatment are 

captured in one 

metric 

Values all costs 

and benefits in the 

same enabling a 

comparison of 

diverse 

interventions using 

net benefit criteria 

(71) 

Measurement 

difficulties and 

objections to valuing 

health benefits in 

monetary terms (71) 

Source: (72) 
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1.6: Cardiovascular Disease (CVD) Models 

Mathematical modeling is used extensively in economic evaluations of pharmaceuticals 

and healthcare technologies. Mathematical modeling is defined as “a logical mathematical 

framework that accounts for events over time, and across populations based on data drawn from 

primary or secondary sources”, in order to estimate outcomes of interest to clinicians and 

decision makers (75). Mathematical modeling is important for developing and guiding public 

health initiatives. Model development can be complex and all models must be internally and 

externally validated to ensure the model can make accurate predictions of future events (75).  

Models can be used to simulate different scenarios in the population and estimate their impact on 

CVD health consequences and costs. In order to explore the potential health and economic 

impacts of a population level reduction in dietary sodium, we required a mathematical model that 

includes the following inputs: costs, effectiveness, risk factors and considers CVD disease 

specific categories, such as myocardial infraction, angina, heart attack etc.  

 

A systematic review by Unal et al. (2006) found 42 published CHD models with 6 

principal policy models that generated more than one publication (79). Based on this systematic 

review and a review of more current literature, we identified the following principal CVD/CHD 

population models: Cardiovascular Disease Policy Model (CVDPM), PREVENT Model, 

Cardiovascular Life Expectancy Model (CVD Life Expectancy Model), CHD Policy Analysis 

Model, Impact Coronary Heart Disease Mortality Model (IMPACT), Global Burden of disease 

(GBD) Model, Dynamic Modeling for Health Impact Assessment (DYNAMO-HIA), 

Rijksinstituut voor Volksgezondheid en Milieu Cardiovascular Disease Model (RIVM CDM) 



 

 17 

and Program in Occupational Health and Environmental Medicine (POHEM). A description of 

each of these models follows, and Table 3 and 4 summarizes their important features.
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Table 3: Summary of CVD models  

Model Type of model 
Model setting & study 

population 
Purpose 

CHD (CVD) Policy 
Model (Weinstein 

and Goldman) 

State transition 
Markov model 

USA, Men and women aged 
35-94 

Examine trends in CVD mortality and expected gain in life 
expectancy from risk factor modification; also used to 

evaluate interventions for primary and secondary prevention 
of CVD and health promotion activities 

PREVENT (Gunning-
Scheppers) 

Cell based 
Netherlands, Denmark, 

England depending on the 
purpose aged <65 

Estimates the health benefits of changes in population risk 
factor prevalence by comparing continuation of existing 

trends with alteration of the proportions of population with 
given risk factor levels; recent upgrades include the addition 
of disease-specific and total morbidity and healthcare costs 

CVD Life 
Expectancy Model 

(Grover et al.) 

Life table analysis – 
Markov model from 

1998 onward 

Canada, adult men and 
women, age group not clear 

Calculates the annual probability of dying from CHD and the 
annual risk of CHD events; also calculates the risk of dying 

during the 12 months following a non-fatal MI 

CHD Policy Analysis 
(Sanderson and 

Davies) 
Microsimulation 

England and Wales, men and 
women up to 85 years 

Simulates the impact of different primary prevention 
strategies on benefits and costs and evaluates the impact of 
different treatments given to two different groups for CHD 

patients, stable angina, or AMI 

IMPACT (Capewell, 
Critchley and Unal) 

Spread-sheet 

Scotland, England & Wales, 
New Zealand. Initially men 

and women aged 45-84. 
IMPACT Model for England 
and Wales includes 25-84. 

Combines data sources to find deaths prevented/postponed 
for a specific time period; currently upgrading to IMPACT2 

Global Burden of 
Disease (Murray 

and Lopez) 

Population 
attributable risk 

method 

World divided into eight 
geographic regions M-F all 

ages 

Estimates attributable burden of a disease for a specific risk 
factor, population, and time 
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DYNAMO-HIA 
(Hendrikson et al.) 

Dynamic, Markov-
type model based on 
a multi-state model 

Finland, France, Ireland, Italy, 
the Netherlands, Poland, 

Spain, Sweden and UK 
population 

Quantifies the effect of health policies (on user specified risk 
factor changes) on mortality and multiple disease incident 

rates 

RIVM CDM (Saha et 
al.) 

Markov state 
transition model 

based off of life table 
Netherlands Population 

A chronic disease model that estimates cardiovascular 
morbidity and mortality effects due to changes in 

cardiovascular risk factors vs. changes in rate of uptake of 
cardiovascular therapies 

POHEM (Hennessy 
et al.) 

Dynamic 
microsimulation 

Two approaches: synthetic 
population of Canadians or a 

population from a cross 
sectional survey of Canadians 

over 20 years 

Simulates individuals’ disease states, risk factors, and health 
determinants in order to estimate health outcomes such as 

disease incidence, prevalence, life expectancy, health-
adjusted life expectancy, quality of life, and healthcare costs 

 

 

Table 4: Inputs and Outcomes of CVD models 

Model Risk factors included 
Disease groups & 

treatments included 
Outcomes 

Sensitivity 
analysis 

Validation/ 
Calibration 

CVDPM 
(Weinstein and 

Goldman) 

Smoking, total 
cholesterol, DBP and 

weight to estimate CHD 
risk using Framingham 

Equations 

Angina, AMI, sudden 
death, post MI, CABG, 

PTCA and stroke 

Specific treatments 
considered in different 

studies (ie. statins, aspirin, 
beta blockers) 

Number of deaths 
prevented, LYG, CHD 
incidence (number of 
arrests, angina, AMI), 

CHD mortality, cost per 
life year 

 

one-way 
sensitivity 

analysis and 
Monte Carlo 
simulation 

Calibrated using 1986 
mortality data. 

 

PREVENT 
(Gunning-
Scheppers) 

Smoking, cholesterol, 
hypertension, obesity, 

Ischemic heart disease 
(IHD), stroke 

Number of deaths 
prevented, life years 

gained 

One-way, 
different 
scenarios 

Not checked 
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physical activity, 
alcohol 

CVD Life 
Expectancy 

Model (Grover 
et al.) 

Smoking, total 
cholesterol, DBP, 

glucose intolerance, 
age 

Did not consider CHD 
disease categories but 

treatments can be 
considered for primary 

prevention 

Years of life saved, cost 
per life year saved, 

years of life without 
CHD symptoms 

One-way Calibrated 

CHD Policy 
Analysis 

(Sanderson 
and Davies) 

Smoking, cholesterol, 
systolic blood pressure 

Angina (stable and 
unstable), AMI, post-MI, 

CABG, PTCA 

Deaths prevented, 
morbidity prevented, 

CHD & non-cardiac 
deaths, unstable angina 

admissions, 
angiograms, PTCA, 

CABG 

 
No validation 

reported 

IMPACT 
(Capewell, 

Critchley and 
Unal) 

 

Initially smoking, 
cholesterol, blood 

pressure – then also 
obesity, diabetes and 
physical activity and 

deprivation 

Considers all principal CHD 
categories and over 20 

specific CHD treatments 

Deaths prevented or 
postponed, life years 

gained 

Multi-way 
sensitivity 

analysis using 
analysis of 
extremes 
method 

Estimated falls in CHD 
mortality were 
compared with 

observed falls over 
specific time period 
stratified by age and 

sex 

Global Burden 
of Disease 

(Murray and 
Lopez) 

Malnutrition, poor 
water, unsafe sex, 
alcohol, tobacco 

occupation, 
hypertension, physical 

activity, illicit drugs, 
and air pollution 

None DALYs 

Multi-way 
sensitivity 
analysis-

discounting and 
age weighting 

None 
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DYNAMO-HIA  
(Hendrikson et 

al.) 

Smoking, BMI, Blood 
pressure 

None 

Prevalence of stroke, 
IHD, all-cause 
mortality, life 

expectancy and 
disability-adjusted life 

expectancy 

  

RIVM CDM 
(Saha et al.) 

Smoking, blood glucose 
level, obesity, 
cholesterol, 

hypertension 

Acute myocardial infarct, 
angina pectoris, chronic 

heart failure, stroke 

Number of new CVD 
cases, prevalence, 

mortality, health life 
expectancy (QALY), 

Costs of illness 

  

POHEM 
(Hennessy et 

al.) 

Blood pressure, total 
cholesterol & HDL, 
obesity, diabetes, 

smoking 

Heart disease risk factor 
prevalence, stroke, AMI 
hospitalizations, primary 

interventions such as 
cholesterol medications, 

reducing BMI 

Disease incidence, life 
expectancy, health-

adjusted life 
expectancy, health-

related quality of life, 
projected costs of 

disease and treatment 

Probabilistic 
sensitivity 

analysis 

Validated internally 
and (where possible) 

externally, also 
calibrated 

 

 



The CVDPM examines the effect of CVD risk factors on CVD morbidity, mortality, 

quality adjusted life years, and costs (80). It can also be used to evaluate primary and secondary 

prevention interventions for CVD. This model was originally built to simulate CHD only, but has 

been revised to include stroke. PREVENT estimates the health benefits of changes in population 

risk factor prevalence over long periods of time by comparing: 1) continuation of existing trends 

with, 2) changes in risk factor levels (81). The model has gone through several updates. Updates 

include the addition of disease-specific and total morbidity, and healthcare costs as outputs. Risk 

factors now have the option of being categorical or continuous. The Cardiovascular Life 

Expectancy Model includes two components: primary and secondary prevention (82). The 

primary prevention component calculates the annual probability of dying from CHD and the 

annual risk of CHD events. The secondary prevention component calculates the risk of dying 

during the 12 months following a non-fatal myocardial infarction. This model is used to measure 

the cost-effectiveness of interventions. The CHD Policy Analysis Model is divided into two 

components. The primary prevention component of the model simulates the impact of different 

primary prevention strategies on benefits and costs. The treatment component evaluates the 

impact of different treatments given to two different groups of CHD patients: stable angina or 

acute myocardial infarction. IMPACT is a cell-based model for coronary heart disease with 

modules in primary prevention, and disease treatment at the individual or population level (83). 

Building on the original model, IMPACT2 is being developed to simulate individual coronary 

heart disease patients using event driven software. The model has been designed to allow 

subsequent extension into other cardiovascular and chronic diseases, but still does not consider 

costs. The Global Burden of Disease Model uses population attributable risk methods. The GBD 

can estimate the attributable burden of disease for a specific risk factor, population and time (76, 
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84). DYNAMO-HIA is a tool used to determine the impact of health policies influencing health 

determinants of CVD, and quantifies mortality and incidence rates (67). RIVM CDM describes 

cardiovascular morbidity and mortality effects due to changes in cardiovascular risk factors, and 

changes in uptake of cardiovascular therapies (85).  POHEM is a continuous time longitudinal 

model of CVD. Using data from Statistics Canada, the model simulates the Canadian population 

and allows for a comparison of competing health intervention alternatives. The model 

incorporates demographic changes, and non-coronary heart disease mortality.  

 

All nine CVD models are population level models, and consider most major risk factors 

for CVD (smoking, obesity/BMI, blood pressure, and cholesterol). Only the CVDPM, POHEM, 

PREVENT are inclusive of both CHD and stroke; all the other models only look at CHD. All 

models except the GBD Model, PREVENT and DYNAMO-HIA consider most CHD disease 

groups (i.e., angina, AMI) and individual treatments (i.e., statins, beta-blockers). The CHD Life 

Expectancy Model does not consider CHD disease categories, but treatments can be considered 

for primary prevention.  

 

The outcomes of the CVD models are health impact, costs or both. All nine models report 

the health outcome “deaths prevented/gained” except GBD, which reports only DALYs. Along 

with GBD, CVDPM, PREVENT, RIVM CDM, DYNAMO-HIA and POHEM consider health 

effectiveness (include CVD utility data as a input parameter in the model) and report quality of 

life either as QALY or DALY. The models that can report both costs and health outcomes are 

CVDPM, POHEM, CVD Life Expectancy, RIVM CDM and PREVENT Model.  
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The models that included input parameters of cost, effectiveness, CVD risk factors, and 

which considered CVD disease categories and individual treatments were only CVDPM and 

POHEM.  Although POHEM seemed a good fit for our study objectives, studies using this model 

did not report any cost outcomes; other POHEM disease versions reported cost outcomes. The 

CVDPM was found to be the most comprehensive model in addressing economic evaluations for 

CVD outcomes from the literature review. The model assessed both cost-effectiveness of 

interventions and future disease trends.  The CVDPM also included comprehensive information 

on disease categories and risk factors. The CVDPM is based on the U.S. population and was 

easily adapted to the Canadian population. More details about the CVDPM can be found in the 

methods section. 

 

1.7: Economic Evaluation of Sodium Reduction 

Two studies have examined the impact of population dietary sodium reduction on risk of 

CVD in Canada using mathematical modeling. Penz et al. (86) used a linear regression model to 

estimate changes in cardiovascular events from a dietary sodium reduction of 1840 mg/day. It 

was found that 11,500 CVD events per year would be prevented. Dietary sodium reductions of 

2400 mg/day and 1200 mg/day were estimated to reduce CVD events by 16,776 and 8313 per 

year, respectively. Belanger et al. (87) examined the changes in CVD, and cancer mortality 

associated with changing dietary sodium using a scenario model for 2004. They modeled the 

effect of decreasing salt intake to 5.8 g/day (approximately 2300 mg/day of sodium) from current 

salt intake levels. They found that 3,166 deaths could be averted with dietary sodium reduction; 

however, the study did not stratify the averted deaths by disease type. Both studies came to the 
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conclusion that a population level sodium reduction strategy would be effective in reducing CVD 

events and saving lives; however, neither study assessed the impact on costs.  

 

Only one Canadian study examined the impact on future costs associated with population 

dietary sodium reduction; however, it was related to hypertension management, not CVD events. 

Joffres et al. (88) estimated the change in prevalence of hypertension, and the impact on direct 

healthcare costs of hypertension management from a reduction in dietary sodium additives in 

food. For hypertensive subjects, a sodium reduction of 1840 mg/day was estimated to decrease 

SBP and DBP by 5.06 mmHg and 2.7 mmHg, respectively. The prevalence of hypertension was 

estimated to decrease by 30% leading to one million fewer cases of hypertension in Canada. 

Direct cost savings from fewer physician visits, laboratory tests and lower medication use were 

estimated at $430 million per year. However, hypertensive prevalence data was based on the 

Canadian Heart Health Survey conducted between 1986 and 1992 (89), which has a lower 

prevalence estimate than current estimates (90). The number of hypertensive individuals in the 

study was less than half of today’s estimates; however, it should be noted that the age adjusted 

prevalence was similar.  

 

The Cardiovascular Disease Policy Model  (CVDPM) has been used in the United States, 

China and Argentina to determine the cost-effectiveness of population level sodium reduction 

(91-93). In the United States dietary salt reduction of 3 g/day (1200 mg/day sodium) was 

estimated to save 194,000 to 392,000 QALYs and $10 billion to $24 billion dollars annually (91-

93). In Argentina, dietary sodium reduction of 319-387 mg/day would avert 1900 deaths, 13,000 

myocardial infractions, and 10 000 total strokes. In China, reducing the mean salt intake to 9 
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g/day (3540 mg/day) would lead to a gain of 303,000 QALYs per a year, and save 1.4 billion 

international dollars (91-93). All three of these studies reported cost savings, and supported a 

population sodium reduction strategy. Although these studies were successful in determining the 

cost-effectiveness of population sodium reduction in these countries, Canada’s population 

estimates and risk factor distributions are different. Therefore, it is important to determine 

accurate estimates of the cost-effectiveness of sodium reduction for the Canadian population.  

 

1.8: Thesis Overview  

Evidence supports that rising BP is a risk factor for CVD. The rise in BP can be attributed 

in part to excess consumption of dietary sodium. A population-wide dietary sodium reduction 

can improve CVD outcomes and healthcare costs, however the magnitude of the impact is 

currently unknown for the Canadian context. Therefore, the primary objective of this thesis 

was to determine the cost-utility of a reduction in dietary sodium in the Canadian 

population based on the anticipated reduction in incident cardiovascular disease. The 

secondary objective was to examine the cost impact of changes in management of hypertension 

treatment in the Canadian population, resulting from a dietary sodium reduction.
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Chapter 2: Methods 

 

2.1: Overview of Analyses  

The primary analysis was a cost-utility analysis, from the perspective of the publically 

funded healthcare system, comparing dietary sodium reduction with no change in dietary 

sodium, and its effect on CVD in the Canadian adult population. The primary outcomes were 

incremental cost, and quality adjusted life years (QALYs) gained. Secondary outcomes included 

CVD events and CVD mortality.  

 

The CVDPM, adapted to the Canadian population, was used to perform the analysis, and 

the effect of sodium reduction was assumed to act through blood pressure. Model parameters, 

including costs, risk factor levels, baseline CVD prevalence, and population demographics were 

derived from Canadian data. Blood pressure distributions, and hypertension prevalence were 

estimated from Statistics Canada population surveys. Effectiveness of dietary sodium reduction 

on BP was extracted from published literature.  

 

The secondary analysis examined the cost impact of changes in management of 

hypertension treatment in the Canadian population resulting from dietary sodium reduction. The 

primary outcome was cumulative cost. Blood pressure distributions and hypertension prevalence 

were estimated from Statistics Canada population surveys. Cost estimates, and effectiveness of 

dietary sodium reduction on BP were extracted from the literature. 
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2.2: Primary Objective 

To determine the cost-utility of dietary sodium reduction in the Canadian population 

based on the anticipated reduction in incident cardiovascular disease.  

 

2.2.1: Target population 

The target population for this analysis was adult Canadians, 35 to 94 years of age.  

Population size and demographic characteristics used in the CVDPM were determined from the 

Canadian Census of Population, which is conducted every five years (most recent in 2011) (94). 

Excluded from the survey's coverage are: persons living in the three territories; persons living on 

reserves, and other Aboriginal settlements in the provinces; full-time members of the Canadian 

Forces; the institutionalized population and residents of certain remote regions. These exclusions 

represent 4% of Canadians. The base year for the model was 2012; each year people can exit the 

model through death, or enter the model as 35 year olds. The size of the 2012 population, by sex 

and ten-year age groups (34-44, 45-54, 55-64, 65-74, 75-84, 85-94), was estimated by Statistics 

Canada based on expected population growth from the 2011 Census data (94). The number of 

35-year-olds entering the model each year was also taken from Statistic Canada’s population 

projections.  

 

2.2.2: Comparators 

This economic analysis compared a strategy of population-level dietary sodium reduction 

to a strategy of maintaining current levels of sodium intake (base case). The dietary sodium 

intake target levels considered were 2300 mg/day (upper limit and interim federal target) and 

2000 mg/day (HC recommended target), which correspond to mean reductions in dietary sodium 
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of 1800 mg/day and 1500 mg/day, respectively. We also estimated the effect of increasing mean 

dietary sodium intake by 500 mg/day.  

 

2.2.3: Perspective 

The perspective of the publically funded healthcare system was adopted for this 

economic evaluation. All costs were borne by a government payer, and included direct health 

care costs. This economic evaluation did not include indirect costs incurred by individuals, such 

as cost of travel or productivity losses. By adopting a publically funded healthcare system 

perspective, the results of this study will inform government decision makers considering policy 

changes regarding dietary sodium consumption.   

 

2.2.4: Sodium reduction intervention 

To estimate the cost of a population-wide sodium reduction intervention, we relied on 

previously published estimates. After conducting a literature review, we found one article with 

published cost estimates relevant to the Canadian context. A population-wide sodium reduction 

intervention was estimated to cost $2.02 per person annually for Canada (95). Intervention costs 

were based on a government ‘soft regulation policy’, modeled on the UK’s program, and 

included government supported industry agreements to reduce sodium in processed foods, 

government monitoring of industry compliance, and public health campaigns (95). The WHO-

CHOICE database (96) was used to determine country specific resource needs, and costs for 

Canada. The cost estimate was reported in international dollars and was converted to 2014 CAD 

dollars using purchasing power parity exchange rates from the International Monetary Fund 

Economic Outlook Database (97).   
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2.2.5: Analytical approach and modeling 

2.2.5.1: Overview of the cardiovascular disease policy model  

The CVDPM is a computer simulation state transition (Markov cohort) model that has 

been calibrated with Canadian input data. The model was first developed in 1987 for the U.S. 

population, and has been updated to reflect current CVD management (92). The model estimates 

population incidence, prevalence, mortality, and health care costs of CVD in adults aged 35-94 

years (93). CVD is defined as CHD and stroke, and events captured in the model include angina, 

myocardial infarction, percutaneous coronary interventions (i.e., angioplasty, stent placements), 

coronary artery bypass surgery, and stroke. The model summarizes outcomes by 10-year age 

group and sex.  

 

The model is based on three submodels: the demographic-epidemiologic model, the 

bridge model and the disease-history model. The demographic-epidemiologic models predicts 

the probabilities that individuals will have their first CVD event and then pass to the bridge 

model. This first CVD event can be either a CHD event or a stroke, and the probability of having 

each is based on an individual’s age, sex, and CVD risk factors (Body Mass Index [BMI], 

cholesterol, BP, smoking status, diabetes status), with equations derived from the Framingham 

Heart Study (98). The bridge model characterizes initial CVD events, and their sequelae for 30 

days. The disease-history model predicts subsequent CVD events, and deaths in a population 

with CVD. The model can be used to estimate the effect of changes in model inputs, including 

population demographics and risk factor levels. Figure 1 displays the conceptual diagram of 

sodium reduction on CVD prevention.  
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Figure 1: CVDPM Conceptual diagram of the effect of sodium reduction on the CVD prevention.  

AMI, acute myocardial infarction; BMI, body mass index; CHD, coronary heart disease; CVD, 

cardiovascular disease; HDL-C, high-density lipoprotein; LDL-C, low density lipoprotein cholesterol; 

SBP, systolic blood pressure. (98).  

 

 

The model has been adapted to the Canadian context, by modifying population estimates, 

CVD risk factors distributions, CVD event rates and mortality rates, and costs available from 

pre-existing national sources (Statistics Canada and the Canadian Institute for Health 

Information [CIHI]). These data are representative of the vast majority of the Canadian adult 

population (>96% in the case of Statistics Canada surveys, and >97% in the case of CIHI data) 

(99). Table 5 summarizes the primary input variables and data sources used in the Canadian 

CVDPM. For more details about the model please see Appendix A.  
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Table 5: Inputs and Data Sources for CVDPM 

 

 

Variable Source 

Demographics 
The Canadian Census, Canadian Socio-Economic Information Management 

System (CANSIM), Statistics Canada (100) 

CVD Risk Factors and 
Prevalence of CVD 

The Canadian Health Measures Survey (CHMS) (101) and the Canadian 
Community Health Survey (CCHS) (102), 2007-2013, Statistics Canada 

Incidence of CVD 

Incidence of coronary heart disease: Risk coefficients from the 
Framingham Heart Studies and the burden of CVD risk factors in Canada 

(above) 

Incidence of stroke: Discharge Abstract Database (DAD)/Hospital Morbidity 
Database (HMDB) (103), 2005/2006-2014/2015, the Canadian Institute for 

Health Information (CIHI) 

Effects of Risk Factors 
on Incidence of CVD 
and non-CVD death 
(Risk Coefficients) 

Framingham Heart Study (104, 105) 

CVD Events and 
Procedures 

DAD/HMDB (103) and the National Ambulatory Care Reporting System 
(NACRS) (106), 2005/2006-2014/2015, the Canadian Institute for Health 

Information (CIHI) 

Mortality Rates 

In-hospital CVD-related deaths: DAD/HMDB (103) and NACRS (106), 
2005/2006-2014/2015, CIHI 

All other deaths: Vital Statistics Death Database, 2012, Statistics Canada 
(107) 

Health Care Costs 

The Interdisciplinary Chronic Disease Collaboration, 2010/2011-
2012/2013, Alberta Health Administrative data (CVD costs) (108, 109); 

National Health Expenditure Database, 2015 update, CIHI (CVD and non-
CVD costs) (110) 

Health State Utilities 2010 Global Burden of Disease disability weights study (76, 84, 111) 
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2.2.5.2: Estimating the effect of sodium reduction 

Research supports a direct relationship between sodium intake and BP (18, 21). For this 

study, we assumed a reduction in dietary sodium would exert its effects by decreasing SBP. The 

SBP was the primary modifiable input in the CVDPM. SBP is a risk factor in the CVDPM, and 

is categorized into three levels (SBP <130 mmHg, SBP 130-139 mmHg, SBP ≥140 mmHg), 

stratified by age and sex, and a mean SBP for each age-sex-BP category is used by the model to 

derive age-sex-SBP risks of incident CVD. These SBP cutoffs reflect current clinical guidelines 

for categorization of blood pressure (normal, high-normal, or high (2). The proportion of 

individuals distributed across the SBP levels (SBP <130, SBP 130-139, SBP ≥140) was 

determined by age, and sex group for input into the CVDPM, using data from the Canadian 

Health Measures Survey (101).  The initial baseline mean SBP in each SBP category was also 

determined. All 3 cycles of the Canadian Health Measure Survey (2007-2013) were used to 

increase the sample size, and limit the effect of sampling error.  

 

Next, we quantified the mean SBP change in each SBP category for each age and sex 

group, according to the amount of dietary sodium reduced. Pooled mean changes in SBP from 

dietary sodium reduction, for both normotensive and hypertensive individuals, were taken from a 

recently updated Cochrane review meta-analyses (Table 6) (18). The relationship between 

reduction in sodium, and the mean change in SBP was assumed to be linear; therefore, the 

relative pooled mean change in SBP for one mg of dietary sodium reduction was used to 

determine the expected change in SBP associated with the different sodium reduction levels 

(Table 7).  
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To determine the SBPs associated with sodium reduction for each SBP category, we 

subtracted the expected reduction in SBP from the baseline mean SBP, by age and sex group. 

The mean SBP change for hypertensive individuals was applied to everyone with a SBP ≥ 140 

mm Hg in the CVDPM; however, we recognized that a proportion of individuals with a SBP ≤ 

139 mm Hg could be taking an anti-hypertensive medication to control their SBP, and thus 

would be classified as hypertensive. To account for this, we determined the proportion of 

individuals taking an anti-hypertensive medication for SBP categories <130 mm Hg and SBP 

130-139 mm Hg in each age and sex category from the Canadian Health Measures Survey (101). 

Then using the mean SBP change for normotensive and hypertensive individuals, and the 

proportion taking an anti-hypertensive medication, we determined the expected weighted SBP 

change for all individuals, in each age-sex-SBP category (Appendix B). The expected weighted 

SBP changes were applied to all individuals in each age-sex-SBP category in the CVDPM. We 

repeated this analysis for all sodium targets found in Table 7. Data analysis was performed using 

STATA 14 (StataCorp LP, College Station, USA). 

 

2.2.5.3: Estimating the effect of sodium increase 

To determine the mean SBP change from increased sodium consumption, we assumed a 

linear relationship between dietary sodium intake and SBP. We assumed an increase in dietary 

sodium would exert its effects by increasing SBP, which was the reverse effect we assumed for a 

reduction in dietary sodium. Similar to our analysis in the dietary sodium reduction strategy, we 

quantified the mean SBP change in each age-sex-SBP category, according to a 500 mg/day 

increase in dietary sodium intake. 
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Table 6: Population estimates of mean changes in SBP from sodium reduction from He et al. 

Sodium 

reduction 

(mg/day) 

Population 

target 

95% CI 

of sodium 

reduction 

(mg/day) 

Design 

of 

trails 

Number 

of trials 

Sample 

size 

Study 

duration 

(median) 

Mean SBP Change 

(mmHg) 

[95% CI] 

Source 

1724 
Hypertensive 1221-2678 

 

RCTs 22 999 5 weeks -5.39 [-6.62 to -4.15] (18) 

Normotensive RCTs 12 2240 4 weeks  -2.42 [-3.56 to -1.29] 

RCTs, randomized control trials; SBP, systolic blood pressure 

 

 

Table 7: Population estimates of expected mean changes in SBP from sodium reduction 

Change in dietary sodium intake 
Population target 

(based on SBP) 

BP Mean Change (mmHg) 

[95% CI] 

1800 mg/day decrease 
Hypertensive -5.63 (-6.91 to -4.33) 

Normotensive -2.53 (-3.70 to -2.20) 

1500 mg/day decrease 
Hypertensive -4.70 (-5.76 to -3.61) 

Normotensive -2.10 (-3.08 to -1.84) 

500 mg/day increase 
Hypertensive 1.57 (1.2 to 1.92) 

Normotensive 0.70 (0.61 to 1.03) 
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2.2.5.4: Modeling the effect of change in SBP 

We used the Canadian CVDPM to estimate the incremental change in cost, CVD 

events, deaths, and QALYs, resulting from the changes in SBP across age and sex categories. 

We used a time horizon of 50, 10 and 5 years. We intended to apply a 1.5% annual discount to 

future costs, and health utilities in accordance with current Canadian guidelines (112); 

however, due to a technical issue with the CVDPM, a fraction could not be entered. To be 

conservative, we used a 2% annual discount rate. We assumed that a population wide sodium 

reduction intervention would cost $2.02 per person annually (95). Subgroup analyses by age, 

and sex category were performed.  

 

2.2.6: Outcome measures 

Model outcomes were cumulative total cost in 2014 CAD dollars, total number of fatal 

(in hospital death only) and non-fatal MI events, total number of fatal and non-fatal stroke 

events, total number of CVD and all cause deaths, CVD incidence (new fatal and non-fatal 

cases of CHD and stroke), and cumulative QALYs. We determined total costs, QALYs, and 

CVD outcomes for each strategy, as well as the absolute differences in outcomes between 

strategies. We planned to assess the cost-utility of treatment with dietary sodium reduction 

relative to comparator treatment of no dietary sodium reduction, and reporting the incremental 

cost-utility ratios (ICURs). For example, 

 ICUR =  
 𝐶𝑜𝑠𝑡𝑁𝑎 𝑟𝑒𝑑𝑢𝑐𝑡𝑖𝑜𝑛– 𝐶𝑜𝑠𝑡𝑐𝑜𝑚𝑝𝑎𝑟𝑎𝑡𝑜𝑟 𝑡𝑟𝑒𝑎𝑡𝑚𝑒𝑛𝑡

𝐸𝑓𝑓𝑒𝑐𝑡𝑖𝑣𝑒𝑛𝑒𝑠𝑠𝑁𝑎 𝑟𝑒𝑑𝑢𝑐𝑡𝑖𝑜𝑛– 𝐸𝑓𝑓𝑒𝑐𝑡𝑖𝑣𝑒𝑛𝑒𝑠𝑠𝑐𝑜𝑚𝑝𝑎𝑟𝑎𝑡𝑜𝑟 𝑡𝑟𝑒𝑎𝑡𝑚𝑒𝑛𝑡
 

However, our strategy of dietary sodium reduction was cost saving; thus, we present absolute 

differences in costs and CVD outcomes.  
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2.2.7:  Uncertainty analysis  

Sensitivity analysis examined the impact of uncertainty in input parameters on the 

estimates of cost-effectiveness. We performed one-way deterministic sensitivity analysis for 

key parameters, by varying one input parameter at a time while holding all other parameters 

constant. We examined uncertainty ranges from the lower, and upper 95% confidence bounds 

surrounding the mean change in SBP. We also assessed the effect of both a 25% increase and 

25% decrease in annual healthcare costs and intervention costs.  

 

2.3: Secondary Objective 

To examine the cost impact of changes in management of hypertension treatment in the 

Canadian population, resulting from a reduction in dietary sodium. 

 

2.3.1: Estimating change in hypertension management costs secondary to dietary 

sodium reduction 

 

The cost impact of changes in management of hypertension was sub-divided into two 

components. The first part examined the potential healthcare savings resulting from individuals 

substituting their treatment with anti-hypertensive medication with dietary sodium reduction. 

The second part examined the potential healthcare savings of people with uncontrolled 

hypertension who would otherwise start on an anti-hypertensive medication unless they 

decreased their sodium intake. The target population for both analyses was adult Canadians, 35 

to 94 years of age. Population size was determined from the Canadian Census of Population 

(100).   

 



 

 39 

In the first analysis, we determined the potential healthcare savings of people who 

could manage their hypertension using dietary sodium reduction instead of anti-hypertensive 

medication. Using data from the Canadian Health Measures Survey (101), we first identified 

any individual taking an anti-hypertensive medication. We assumed anyone taking an anti-

hypertensive medication, with a SBP < 140 mm Hg, was on a either a single (60%) or a 

combination of two (40%) anti-hypertensive medications with a weighted average reduction of 

11.3 mmHg in SBP (113). We added the weighted average of 11.3 mm Hg to the SBP of all 

individuals taking an anti-hypertensive medication with a SBP < 140 mm Hg, and then applied 

the corresponding mean SBP decrease associated with dietary sodium reduction of 1800 

mg/day (Table 7).  

 

Next, we determined the proportion of individuals in this group who continued to have 

a controlled SBP <140 mm Hg and assumed that these individuals could come off their 

medication, if they were able to reduce their sodium intake. Using this proportion and Statistics 

Canada population data (100), we extrapolated to the total number in the population who could 

substitute their anti-hypertensive medication with dietary sodium reduction. To estimate the 

reduction in hypertension management costs, we applied cost inputs from Table 8. Cost 

estimates were determined from published and unpublished literature, and included laboratory 

costs, primary care physician (PCP) costs, and anti-hypertensive medication costs. We varied 

the definition of controlled SBP to ≤120 and ≤130, and repeated the same analysis. We 

determined the first year costs, and applied a 2% annual discount to future costs for 50, 10 and 

5 years.  
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The second analysis determined the potential healthcare savings for untreated people 

with an uncontrolled SBP ≥140, who could theoretically achieve controlled SBP <140 with the 

addition of dietary sodium reduction. We applied the mean change in SBP associated with 

dietary sodium reduction of 1800 mg/day (Table 7) to individuals with uncontrolled SBP. We 

then determined the proportion of individuals with controlled SBP who were previously not 

being treated with an anti-hypertensive medication, but were now being controlled after dietary 

sodium reduction. Using these proportions and Statistics Canada population data (100), we 

quantified the total number in the population who could control their high SBP with dietary 

sodium reduction. To estimate the reduction in hypertension management costs, we applied 

cost inputs from Table 8. We estimated future hypertension management cost savings for the 

first year, and applied a 2% annual discount to future costs for 50, 10 and 5 years. 
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Table 8: Input costs for hypertension management treatment  

Input 
Cost 

(CDN$ per person) 
Source 

Annual mean PCP cost related to 

hypertension¶ 
74.67 (114) 

Annual mean cost of laboratory 

tests* 
33.26 (115) 

Annual cost of antihypertensive 

medication§ 

(60% 1 drug 40% two drugs) 

299.60 (116) 

*, Annual cost of medication was assumed to be $214 and $428 for one and two medications, respectively. Calculation is based on a weighted 

average of 60% and 40% of the population taking one medication and two medications, respectively.  
¶, Calculation based on an annual hypertension related PCP visit of 2.08 multiplied by cost of PCP per visit ($35.90)  
§, Calculation based on an annual hypertension related laboratory tests of 1 multiplied by cost of a lab test ($33.26)  

 

 

 

 

 



 

 42 

Chapter 3: Results 

3.1: Mean Changes in SBP 

Table 9 displays the mean changes in SBP for the three SBP categories (SBP ≥140 

mmHg, SBP 130-139 mmHg, and SBP <130 mmHg), according to age and sex for each of the 

pre-specified reductions in dietary sodium. For both sodium reduction levels (1800 mg/day and 

1500 mg/day) the mean change in SBP varied across groups, depending on the proportion within 

each group defined as hypertensive (i.e., with either SBP ≥ 140 mmHg or on anti-hypertensive 

medication). All individuals in the SBP ≥ 140 mmHg category, regardless of diagnosis or 

treatment status, were subject to the maximal reduction in SBP, i.e., that associated with sodium 

reduction in hypertensive individuals. Those in the 130-140 mmHg or ≤130 mmHg groups with 

a higher proportion of individuals taking BP lowering medication had a larger mean change in 

SBP; therefore, benefitting more from sodium reduction. The higher reductions in SBP with 

older age groups reflect a higher proportion of individuals with diagnosed hypertension (i.e., 

those whose SBP is < 140 mmHg, but who are taking anti-hypertensive medication) at older 

ages. Males also had a higher reduction in SBP in the SBP categories <130 mmHg and 130-139 

mmHg, in comparison to females, which also reflects the higher prevalence of treated 

hypertension in males.
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Table 9: Mean changes in SBP for dietary sodium reduction levels of 1800 and 1500 mg/day stratified by SBP, sex and 

age group 

Sex Age 

Mean SBP change from sodium reduction by SBP category* 

1800 mg/day sodium reduction 1500 mg/day sodium reduction 

SBP <130 

(mmHg) 

SBP 130-139 

(mmHg) 

SBP ≥140 

(mmHg) 

SBP <130 

(mmHg) 

SBP 130-139 

(mmHg) 

SBP ≥140 

(mmHg) 

M
al

e 

35-44 -2.72 -2.71 -5.63 -2.26 -2.25 -4.70 

45-54 -3.00 -3.64 -5.63 -2.49 -3.03 -4.70 

55-64 -3.28 -4.03 -5.63 -2.73 -3.36 -4.70 

65-74 -4.06 -3.97 -5.63 -3.38 -3.30 -4.70 

75-84 -4.23 -4.74 -5.63 -3.52 -3.95 -4.70 

85-94 -4.23 -4.74 -5.63 -3.52 -3.95 -4.70 

F
em

al
e 

35-44 -2.60 -2.68 -5.63 -2.16 -2.23 -4.70 

45-54 -3.02 -3.21 -5.63 -2.51 -2.67 -4.70 

55-64 -3.24 -3.77 -5.63 -2.69 -3.14 -4.70 

65-74 -3.74 -4.46 -5.63 -3.11 -3.71 -4.70 

75-84 -4.09 -3.84 -5.63 -3.41 -3.20 -4.70 

85-94 -4.09 -3.84 -5.63 -3.41 -3.20 -4.70 

*, SBP category refers to the three SBP categories used in the Canadian CVDPM model (SBP ≥140, SBP 130-139, and SBP <130) 

SBP, systolic blood pressure 



 

 44 

3.2: Model Validity 

We established face and internal validity consistent with published guidelines (112). We 

examined the effect of a change in mean SBP on predicted CVD outcomes and compared this to 

the expected effect from published studies. A 10% decrease in SBP resulted in a decrease in 

incidence of CHD and stroke, a decrease in the number of MI and stroke events, and a decrease 

in CVD related deaths. These effects are consistent with those seen in observational cohort 

studies (33); however, the magnitude of the decrease was lower than that found in studies that 

tested BP lowering drug therapies (65, 117) 

 

3.3: Primary Analysis 

The model estimated that a population-wide reduction in dietary sodium of 1800 mg/day 

would result in a gain of 1,224,235 QALYs and a decrease of $20.7 billion in healthcare costs, 

over a lifetime horizon of 50 years (Table 10). The model did not specifically account for 

hypertension management costs. The associated decreases in new fatal and non-fatal cases of 

CHD and stroke were 199,808 and 120,381, respectively over 50 years (Table 11). The decreases 

in total fatal and non-fatal stroke and MI events were 134,119 and 115,528, respectively. The 

model also predicted 89,734 fewer deaths from any cause, including CVD.  

 

When the time horizon was changed to five and 10 years, the model predicted that dietary 

sodium reduction would lead to a gain of 29,226 and 101,774 QALYs, and estimated savings of 

$2.7 and $5.2 billion in healthcare costs, respectively. The associated decreases in new fatal and 

non-fatal cases of CHD, and stroke for five years were 28,098 and 11,645, respectively.  The 

decreases in total fatal and non-fatal CVD events were 12,233 for stroke and 12,187 for MI. The 
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associated decrease in new fatal and non-fatal cases of CHD, and stroke for 10 years were 50,900 

and 22,222, respectively. The decreases in total fatal and non-fatal CVD events were 23,660 for 

stroke and 23,398 for MI. The predicted deaths from any cause, including CVD, were 10,363 and 

20,069 lower, for five and 10 years respectively (Table 12).  

 

The average annual healthcare savings associated with a daily reduction in sodium of 

1800 mg/day was estimated by dividing the total cost savings for each time horizon by the 

associated number of years. This resulted in $54.6 million annually over five years, $105 million 

annually over 10 years, and $414 million annually over 50 years.  

 

With a population-wide reduction in dietary sodium of 1500 mg/day, the model estimated 

a gain of 1,021,458 QALYs and an estimated decrease of $16.8 billion in healthcare costs, over a 

lifetime horizon of 50 years (Table 10). The associated decreases in new fatal and non-fatal cases 

of CHD, and stroke were 166,689 and 100,654, respectively over 50 years (Table 11). The 

decreases in total fatal and non-fatal CVD events were 112,144 for stroke and 96,377 for MI. 

The model also predicted 74,870 fewer deaths from any cause, including CVD.  

 

When the time horizon was changed to five and 10 years, the model predicted that a 

dietary sodium reduction of 1500 mg/day would lead to a gain of 24,409 and 84,982 QALYs, 

and estimated savings of $2.2 and $4.2 billion in healthcare costs, respectively. The associated 

decreases in new fatal and non-fatal cases of CHD, and stroke for five years were 23,473 and 

9,753, respectively. The decreases in total fatal and non-fatal CVD events were 10,246 for stroke 

and 10,182 for MI. The associated decreases in new fatal and non-fatal cases of CHD, and stroke 
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for 10 years were 42,511 and 18, 607, respectively. The decreases in total fatal and non-fatal 

CVD events were 19,811 for stroke and 19,543 for MI. The predicted deaths from any cause, 

including CVD, were 8,651 and 16,753 lower for five and 10 years, respectively.   

 

The average annual healthcare savings associated with a daily reduction in sodium of 

1500 mg/day was estimated by dividing the total cost savings for each time horizon by the 

associated number of years. This resulted in $44.1 million annually over five years, $84.6 million 

annually over 10 years, and $336 million annually over 50 years.  

 

 

 

 

 



Table 10: Projected QALYs gained and healthcare savings for different sodium reduction levels and time horizons 

       *, range of mean SBP within each category varies according to the estimated proportion with hypertension among age and sex groups  

       SBP, systolic blood pressure, QALY, quality adjusted life year; CDN, Canadian 
 

 

 

 

 

 

 

Sodium reduction Mean SBP change within category * 

Time 

horizon 

(years) 

Total 

QALYs 

gained 

Total cost 

savings 

(CDN$) 

Annual cost 

savings 

(CDN$) 

1800 mg/day 

SBP ≥140: -5.63 mmHg               

SBP 130-139: -4.74 to -2.68 mmHg 

SBP <130: -4.09 to -2.60 mmHg 

50 years 1,224,235 20,688,275,720 413,765,514 

10 years 101,774 5,226,000,750 104,520,015 

5 years 29,226 2,731,554,943 54,631,099 

1500 mg/day 

SBP ≥140: -4.76 mm Hg             

    SBP 130-139: -3.95 to -2.23 mmHg  

SBP <130: -3.52 to -2.16 mmHg 

50 years 1,021,458 16,804,875,575 336,097,512 

10 years 84,982 4,232,097,127 84,641,943 

5 years 24,409 2,207,059,043 44,141,181 
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Table 11: Health outcomes and costs for a decrease in dietary sodium over 50-year time horizon 

Outcome 

Sodium reduction 

No sodium 

reduction 

 (base case)* 

1800 mg/day 1500 mg/day 

Total number Total number Change from base case Total number 
Change from 

base case 

Prevalence of 

CVD 
136,409,236 132,174,405 -4,234,831 132,872,651 -3,536,585 

Number of 

CHD deaths 
3,093,057 3,028,681 -64,376 3,039,326 -53,731 

Number of 

stroke deaths 
634,817 609,061 -25,756 613,285 -21,532 

Number of 

deaths from 

any cause 

18,920,611 18,830,877 -89,734 18,845,741 -74,870 

New fatal and 

non-fatal cases 

of CHD 

7,497,864 7,298,056 -199,808 7,331,175 -166,689 

New fatal and 

non-fatal cases 

of stroke 

2,707,168 2,586,787 -120,381 2,606,514 -100,654 

Number of 

fatal and non-

fatal MI events 

5,177,161 5,061,633 -115,528 5,080,784 -96,377 

Number of 

fatal and non-

fatal stroke 

events 

3,018,867 2,884,748 -134,119 2,906,723 -112,144 

Cost of 

intervention 

(CDN$) 

n/a $1,375,188,019 $1,375,188,019 $1,374,028,841 $1,374,028,841 



 

 49 

Total 

Healthcare 

cost (CDN$) 

$3,494,716,865,875 $3,472,653,402,136 $-22,063,463,739 $3,476,537,961,459 $-18,178,904,416 

QALYs gained 755,909,413 757,133,648 1,224,235 756,930,871 1,021,458 

*, Base case results refer to sodium consumption being maintained at current levels (about 3800 mg/day) with no sodium reduction intervention 

SBP, systolic blood pressure, QALY; quality adjusted life year; CDN, Canada; CHD, coronary heart disease; MI, myocardial infarction  
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Table 12: Total health outcomes and costs for different sodium reduction levels over 5 and 10 years 

Outcome 

Sodium reduction  

No sodium reduction 

(Base case)* 
1800 mg/day 1500 mg/day 

5 years 10 years 5 years 10 years 5 years 10 years 

Total 

number 

Total 

number 

Total 

number 

Change 

from 

base case 

Total 

number 

Change 

from 

base case 

Total 

number 

Change 

from 

base case 

Total 

number 

Change 

from 

base case 

Prevalence of 

CVD (per 

10,000) 

1,102 2,169 1,094 -9 2,139 -30 1,095 -7 2,144 -25 

Number of 

CHD deaths 
227,436 448,328 224,605 -2,831 441,756 -6,572 225,070 -2,366 442,837 -5,491 

Number of 

stroke deaths 
47,887 93,767 45,645 -2,242 89,429 -4,338 46,009 -1,878 90,135 -3,632 

Number of 

deaths from 

any cause 

1,449,013 2,836,044 1,438,650 -10,363 2,815,975 -20,069 1,440,362 -8,651 2,819,291 -16,753 

New fatal and 

non-fatal 

cases of CHD 

708,885 1,353,139 680,787 -28,098 1,302,239 -50,900 685,412 -23,473 1,310,628 -42,511 

New fatal and 

non-fatal 

cases of stroke 

221,416 431,286 209,771 -11,645 409,064 -22,222 211,663 -9,753 412,679 -18,607 

Number of 

fatal and non-

fatal MI 

events 

441,235 857,521 429,048 -12,187 834,123 -23,398 431,053 -10,182 837,978 -19,543 

Number of 

fatal and non-

fatal stroke 

events 

244,920 477,792 232,687 -12,233 454,132 -23,660 234,674 -10,246 457,981 -19,811 
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Cost of 

sodium 

reduction 

intervention 

(CDN$, 

Millions) 

$- $- $216.77 $216.77 $387.25 $387.25 $216.74 $216.74 $387.13 $387.13 

Reduction in 

total 

healthcare 

costs (CDN$, 

Billions) 

$481.76 $881.30 $478.81 $-2.95 $875.69 $-5.61 $479.33 $-2.42 $876.68 $-4.62 

QALYs 

gained 

(thousands) 

117,154 209,939 117,183 29 210,040 102 117,178 24 210,024 85 

*, Base case results refer to sodium consumption being maintained at current levels (about 3800 mg/day) with no sodium reduction intervention 

SBP, systolic blood pressure, QALY; quality adjusted life year; CDN, Canada; CHD, coronary heart disease; MI, myocardial infarction  
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Figure 2 depicts the relative change in CVD outcomes (incidence of CHD and stroke, 

total MI and stroke events, and total deaths) from the base case for both the 1800 mg/day, and 

1500 mg/day dietary sodium reductions. All age and sex categories experienced a larger change 

in reduction of total health outcomes with a sodium reduction of 1800 mg/day, in comparison to 

a 1500 mg/day dietary sodium reduction.  

 

Figures 3, 4 and 5 depict how the epidemiological distribution of CVD health outcomes 

(50-year incidence of CHD and stroke, number of total MI and stroke events, and total deaths) 

across age and sex groups would be expected to shift with dietary sodium reduction. The 

incidence of CVD events is predicted to decrease in all age groups less than 85, with a 

compensatory increase in the oldest age group. The young and middle-aged populations are 

projected to have a larger relative reduction in 50-year incidence of CHD and stroke, number of 

total MI and stroke events, and total deaths from any cause, compared to older age groups. The 

oldest age group, 85-94, is expected to have an increase in incidence of CHD, total MI events 

and total deaths from any cause, after dietary sodium reduction. This increase is hypothesized to 

be secondary to delaying adverse health events to an older age. While the total number of events 

across all ages decreases, there are more events in this oldest age group because events that 

would have been expected to occur at younger ages are occurring later in life. 
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Figure 2: Change in health outcomes for CHD, stroke, & MI over 50 years from reductions in dietary sodium of 1800mg/day and 1500 

mg/day 
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1800 mg/day -0.47 -2.66 -4.45 -2.23 -4.44

1500 mg/day -0.40 -2.22 -3.72 -1.86 -3.71
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Figure 3: Projected change in total deaths occurring in a given age and sex group over 50 years due to a sodium dietary reduction of 

1800mg/day and 1500 mg/day

M F M F M F M F M F M F

35-44 45-54 55-64 65-74 75-84 85-94

1800 mg/day -3.68 -3.51 -3.07 -2.84 -1.93 -1.79 -0.62 -0.60 -0.23 -0.37 0.25 -0.09

1500 mg/day -3.07 -2.93 -2.56 -2.37 -1.61 -1.49 -0.52 -0.50 -0.19 -0.31 0.21 -0.07
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Figure 4: Projected change in new fatal and non-fatal cases of coronary heart disease and stroke 

occurring in a given age and sex group over 50 years due to a sodium dietary reduction of 

1800mg/day and 1500 mg/day 

M F M F M F M F M F M F

35-44 yr 45-54 yr 55-64 yr 65-74 yr 75-84 yr 85-94 yr

1800 mg/day -5.78 -5.57 -5.13 -5.20 -3.95 -4.27 -2.54 -3.19 -0.48 -1.28 1.90 1.00

1500 mg/day -4.83 -4.65 -4.28 -4.35 -3.30 -3.57 -2.11 -2.66 -0.39 -1.06 1.59 0.84
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M F M F M F M F M F M F

35-44 yr 45-54 yr 55-64 yr 65-74 yr 75-84 yr 85-94 yr

1800 mg/day -5.51 -5.29 -4.96 -4.94 -3.94 -4.13 -2.76 -3.24 -1.31 -1.71 0.45 0.12

1500 mg/day -4.60 -4.42 -4.14 -4.12 -3.29 -3.45 -2.30 -2.70 -1.09 -1.43 0.37 0.10
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1800 mg/day -6.23 -5.97 -6.16 -6.26 -5.71 -6.07 -5.07 -5.80 -3.86 -4.68 -2.39 -3.34

1500 mg/day -5.20 -4.99 -5.15 -5.24 -4.78 -5.08 -4.24 -4.86 -3.22 -3.92 -1.99 -2.79
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Figure 5: Projected change in number of fatal and non-fatal myocardial infarctions and strokes 

occurring in a given age and sex group over 50 years, due to a dietary sodium reduction of 

1800mg/day and 1500 mg/day
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3.4: Increased Sodium Consumption 

We estimated the effect of increasing dietary sodium consumption by 500 mg/day. The 

model estimated a loss of 615,707 QALYs, and an increase of $8.2 billion in healthcare costs, 

over a lifetime horizon of 50 years (Table 13). The associated increase in new cases of CHD and 

stroke were 56,078 and 33,994, respectively over 50 years. The increases in CVD events were 

37,882 for stroke and 32,374 for MI (Table 14). The model predicted 25,166 more deaths from 

any cause, including CVD, and an increase in the number of deaths from CHD (18,072) and 

stroke (7,260).  

 

With a time horizon of five and 10 years, the model predicted that an increase in dietary 

sodium would lead to a loss of 8,240 and 28,677 QALYs, and an increase in healthcare costs of 

$672 million and $1.3 billion, respectively (Table 14). The associated increases in new cases of 

CHD, and stroke for five years were 7,939 and 3,317, respectively. The increases in CVD events 

were 3,484 for stroke, and 3,441 for MI. The associated increases in new cases of CHD and 

stroke for 10 years were 14,362 and 6,321, respectively. The increases in CVD events were 

6,730 for stroke, and 6,597. The predicted deaths from any cause, including CVD, were 2,918 

and 5,646 higher, for five and 10 years respectively.  

 

The average annual healthcare cost associated with a daily increase in sodium of 500 

mg/day was estimated by dividing the total cost for each time horizon by the associated number 

of years. This resulted in $13.4 million annually over five years, $26 million annually over 10 

years, and $165 million annually over 50 years.
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Table 13: Projected loss in QALYs and increase in healthcare costs for an increase in sodium consumption 

Level of sodium 

increase 

Mean SBP change within 

category* 

 

Time 

horizon 

Total loss of 

QALYs 

Total cost increase 

(CDN$) 

Annual cost 

increase 

(CDN$) 

500 mg/day 

SBP ≥140 mm Hg: 1.57 mmHg              

SBP 130-139: 0.74 to 1.32 mmHg     

SBP <130: 0.75 to 1.17 mmHg 

50 years 615,707 8,242,090,491 164,841,809 

10 years 28,677 1,298,998,536 25,979,970 

5 years 8,240 672,492,780 13,449,855 

  *, range of mean SBP range within each category varies according to the estimated proportion with hypertension among sex, age and SBP groups  

  SBP, systolic blood pressure; QALY, quality adjusted life year; CDN, Canadian 
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Table 14: Total health outcomes and costs for an increase in sodium consumption over time horizons of 50, 10 and 5 

years 

Outcome 

Sodium reduction 

No change in sodium (base case)* 500 mg/day increase 

50 years 10 years 5 years 50 years 10 years 5 years 

Total 

Number 

Total 

Number 

Total 

Number 

Total 

Number 

Change 

from base 

case 

Total 

Number 

Change 

from base 

case 

Total 

Number 

Change 

from base 

case 

Prevalence 

of CVD (per 

10,000 

persons) 

13,521 2,161 1,100 13,641 119 2,169 8 1,102 2 

Number of 

CHD deaths 
3,075,279 446,496 226,641 3,093,351 18,072 448,349 1,853 227,441 800 

Number of 

stroke 

deaths 

627,469 92,531 47,248 634,729 7,260 93,764 1,233 47,886 638 

Number of 

deaths from 

any cause 

18,894,805 2,830,413 1,446,100 18,919,971 25,166 2,836,059 5,646 1,449,018 2,918 

New fatal 

and non-

fatal cases of 

CHD 

7,442,629 1,338,890 700,986 7,498,707 56,078 1,353,252 14,362 708,925 7,939 

New fatal 

and non-

fatal cases of 

stroke 

2,672,794 424,950 218,093 2,706,788 33,994 431,271 6,321 221,410 3,317 

Number of 

fatal and 

non-fatal MI 

events 

5,144,889 850,975 437,810 5,177,263 32,374 857,572 6,597 441,251 3,441 
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Number of 

fatal and 

non-fatal 

stroke 

events 

2,980,563 471,046 241,429 3,018,445 37,882 477,776 6,730 244,913 3,484 

Total 

Healthcare 

cost (CDN$, 

Billions) 

$5,578 $880 $481 $3,495 $8 $881 $1 $482 $0.672 

QALYs 

gained 

(thousands) 

1,190,611 209,967 117,162 755,914 -616 209,939 -29 117,154 -8 

  *, Base case results refer to sodium consumption being maintained at current levels (about 3800 mg/day)  

  SBP, systolic blood pressure, QALY; quality adjusted life year; CDN, Canada; CHD, coronary heart disease; MI, myocardial infarction  



3.5: Sensitivity Analysis  

Our results were sensitive to deviations in the mean change in SBP associated with 

dietary sodium reduction. Assuming the mean SBP change associated with a dietary sodium 

reduction of 1800 mg/day is equal to the lower bound of its 95% confidence interval (i.e., 

maximum blood pressure reduction for a given reduction in dietary sodium), healthcare savings 

were 31% higher ($27,138,534,257 vs. $20,688,275,720), and QALYS gained were 27% higher 

(1,557,898 QALYs vs. 1,224,235) (Table 15).  In contrast, assuming a SBP mean change equal 

to the upper bound of the 95% CI (i.e., minimum blood pressure change for a given reduction in 

dietary sodium), healthcare savings were 24% lower ($15,647,939,203 vs. $20,688,275,720), and 

QALYs gained were 22% lower (959,815 QALYs vs. 1,224,235). A similar pattern of results 

was noted when the upper and lower bounds of the 95% CI were used for the 1500 mg/day 

reduction in sodium.  

 

Varying the baseline annual intervention or CVD healthcare costs by +/- 25% did not 

substantively alter the results. A 25% increase in annual intervention costs for a dietary sodium 

reduction of 1800 mg/day leads to a decrease in healthcare cost savings to $ 20.3 billion over 50 

years. A 25% decrease in annual intervention costs for a dietary sodium reduction of 1800 

mg/day leads to an increase of healthcare cost savings to $ 21 billion over 50 years. A similar 

pattern was seen for 1500 mg/day dietary sodium reduction. A 25% decrease in annual CVD 

healthcare costs resulted in an increase of healthcare cost savings to $25 billion for a dietary 

sodium reduction of 1800 mg/day over 50 years. In contrast, a 25% increase in annual CVD 

healthcare costs resulted in a decrease in healthcare cost savings to $15 billion over 50 years. A 

similar pattern was seen for 1500 mg/day dietary sodium reduction. 



Table 15: Results of scenario and deterministic sensitivity analyses for time horizon of 50 years 

Sensitivity Analysis  
Total QALYs 

gained  

(% Change) 

Total savings (CDN$) 

(% Change) 

Annual savings 

(CDN$) 

Base case** 

Sodium reduction of 1800 mg/day 1,224,235 20,688,275,720  413,765,514 

Sodium reduction of 1500 mg/day 1,021,458 16,804,875,575 336,097,512 

Scenario Analysis  

Lower bound of 95% CI for mean change 

in SBP* (1800 mg/day) 

 

SBP ≥140: -6.62 mmHg           

    SBP 130-139: -5.74 to -3.69 mmHg 

SBP <130: -5.09 to -3.61 mmHg ¶ 

1,557,898 

(27) 

27,138,534,257 

(31) 
542,770,685 

Lower bounds of 95% CI for mean change 

in SBP* (1500 mg/day) 

 

SBP ≥140: -5.76 mmHg              

 SBP 130-139: -4.75 to -3.21 mmHg  

SBP <130: -4.55 to -3.14 mmHg ¶ 

1,359,302 

(33) 

23,324,414,661 

(39) 
466,488,293 

Upper bounds of 95% CI for mean change 

in SBP* (1800 mg/day) 

 

SBP ≥140: -4.15 mmHg   

           SBP 130-139: -3.56 to -2.21 mmHg 

SBP <130: -3.23 to -2.15 mmHg ¶ 

959,815 

(22) 

15,647,939,203 

(24) 
312,958,784 
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Lower bounds of 95% CI for mean change 

in SBP* (1500 mg/day) 

 

SBP ≥140: -3.61 mmHg     

          SBP 130-139: -3.10 to -1.93 mmHg 

SBP <130: -2.81 to -1.884 mmHg ¶ 

837,290 

(18) 

13,300,297,231 

(21) 
266,005,945 

-25% minimum and +25% maximum value change of costs 

Annual intervention cost for 1800 mg/day 

dietary sodium reduction  
n/a 

Min result= 

21,029,541,047  

 

Min result= 

420,590,821  

 

Max result= 

20,342,526,626  

Max result= 

406,850,532  

 

Annual intervention cost for 1500 mg/day 

dietary sodium reduction  

n/a 

 

Min result= 

17,144,981,724  

Min result= 

342,899,634  

 

Min result= 

16,457,967,303  

Min result= 

329,159,346  

Annual healthcare costs of cardiovascular 

disease for 1800 mg/day dietary sodium 

reduction  

n/a 

Min result= Min result= 

24,982,720,359 499,654,407 

Max result= Max result= 

15,426,221,761 308,524,435 

Annual costs of cardiovascular disease for 

1500 mg/day dietary sodium reduction 
n/a 

Min result= Min result= 

20,279,169,622 405,583,392 

Max result= Max result= 

12,519,130,218 250,382,604 

  SBP, systolic blood pressure; BP, blood pressure 

  *, range of mean SBP range within each category varies according to the estimated proportion with hypertension among sex, age and SBP groups  

  **, Base case refers to main sodium reduction analyses found in Table 1 
   ¶, Mean SBP changes vary according to sex and age groups and ranges are only displayed. All values can be found in Appendix A.  



3.6: Estimating Change in Hypertension Management Costs Secondary to Dietary Sodium 

Reduction 

Table 16 displays the potential healthcare savings resulting from individuals substituting 

their BP lowering medication, i.e., anti-hypertensive medication, with dietary sodium reduction. 

If controlled SBP is defined as <140 mmHg, we estimated that 13% of CHMS respondents, 

extrapolated to 2,616,376 Canadians, would be able to substitute their BP lowering medication 

with dietary sodium reduction. Given our estimated annual cost of hypertension management of 

$1.4 billion, this would result in an estimated annual healthcare savings of  $1.1 billion. If this 

annual savings remained consistent over 50 years, the discounted estimated healthcare savings 

would be $33.1 billion. For a short time period of five and 10 years, the near term healthcare 

savings were $4.1 and $8.7 billion, respectively.    

If controlled SBP is defined as ≤130 mmHg, we estimated that 9% of CHMS 

respondents, extrapolated to 1,859,575 Canadians, would be able to substitute their treatment of 

a BP lowering medication strategy with a dietary sodium reduction. This would result in an 

estimated annual healthcare savings of  $758 million. If this annual savings remained consistent 

over 50 years, the discounted estimated healthcare savings would be $23.5 billion. For a short 

time period of five and 10 years, the healthcare savings were $2.9 and $6.2 billion, respectively.  

If controlled SBP is defined as ≤120 mmHg, we estimated that 5% of CHMS 

respondents, extrapolated to 967,771 Canadians, would be able to substitute their treatment of a 

BP lowering medication strategy with a dietary sodium reduction. This would result in an 

estimated annual healthcare savings of  $394 million. If this annual savings remained consistent 

over 50 years, the discounted estimated healthcare savings would be $12.2 billion. For a short 

time period of five and 10 years, the healthcare savings were $1.5 and $ 3.2 billion, respectively. 
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Table 17 displays the potential savings in hypertension management costs associated with 

controlling BP using sodium reduction in those with uncontrolled hypertension (SBP ≥140 mm 

Hg). These individuals are either untreated or undiagnosed (and untreated) and currently not 

incurring hypertension management costs, but represent potential costs to the healthcare system 

if they were to be managed according to guidelines. We estimated that 242,430 Canadians with 

untreated and uncontrolled SBP could achieve controlled SBP with dietary sodium reduction and 

this represents a potential for averted future spending of $99 million annually. Over 50 years this 

would amount to $ 3.1 billion. For a short time period of five and 10 years, the potential for 

avoided costs was determined to be $376 million and $806 million, respectively.



Table 16: Savings in hypertension management costs associated with dietary sodium reduction of 1800mg/day, due to 

estimated number of individuals able to maintain BP control by substituting sodium reduction for medications 

SBP 
target 

Proportion 
of 35-94 
year olds 

with 
hypertensio
n controlled 
with sodium 
reduction¶ 

Extrapolate
d number of 
Canadians** 

First year* 5 years 10 years 50 years 

Total savings 
(CDN$) 

Savings 
per 

person 
(CDN$) 

Total 
savings 
(CDN$, 
Billions) 

Savings 
per 

person 
(CDN$) 

Total 
savings 
(CDN$, 
Billions) 

Savings 
per 

person 
(CDN$) 

Total 
savings 
(CDN$, 
Billions) 

Savings 
per 

person 
(CDN$) 

<140 
mmHg 

0.13 2,616,376 1,066,257,048 54 4.1 206 8.7 442 33.1 1,683 

≤130 
mmHg 

0.09 1,859,575 757,836,431 385 2.9 147 6.2 314 23.5 1,196 

≤120 
mmHg 

0.05 967,770 394,397,494 20 1.5 76 3.2 164 12.2 623 

SBP, systolic blood pressure 

*, Healthcare savings determined from the first year only, i.e. no discounting 

**, Extrapolation based on a total Canadian population of 19,670,040 aged 35-94 
¶, Proportion of CHMS respondents  
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Table 17: Savings in hypertension management costs for uncontrolled hypertension associated with 1800 mg/day 

dietary sodium reduction, due to estimated number of individuals able to maintain BP control with the addition of 

dietary sodium reduction 

BP 
target 

Proportion 
of 35-94 
year olds 

with 
hypertension 

controlled 
with sodium 
reduction¶ 

Extrapolated 
number of 

Canadians** 

First year* 5 years 10 years 50 years 

Total 
savings 
(CDN$, 

Millions) 

Savings 
per 

person 
(CDN$) 

Total 
savings 
(CDN$, 

Millions) 

Savings 
per 

person 
(CDN$) 

Total 
savings 
(CDN$, 

Millions) 

Savings 
per 

person 
(CDN$) 

Total 
savings 
(CDN$, 
Billions) 

Savings 
per 

person 
(CDN$) 

<140 
mmHg 

0.01 242,430 99 5 376 19 806 41 3.1 156 

SBP, systolic blood pressure 

*, Healthcare savings determined from the first year only, i.e. no discounting 

**, Extrapolation based on a total Canadian population of 19,670,040 aged 35-94 
¶, Proportion of CHMS respondents  

 

 



Chapter 4: Discussion 

4.1: Overview of Primary Analyses 

Our study demonstrated that a reduction in the risk of CVD could be achieved through 

the blood pressure lowering effects of reduced dietary sodium, leading to significant economic 

benefits to the healthcare system, and the Canadian population. We found that, compared to no 

dietary sodium reduction, reducing population dietary sodium intake by 1500 mg/day and 1800 

mg/day, over a 50 year time horizon, is predicted to increase health by 1,021,458 and 1,224,235 

QALYs, and decrease healthcare costs by $16.8 and 20.7 billion, respectively. Reducing dietary 

sodium consumption to 2300 mg/day (the upper limit and 2016 interim target for government 

(19), and corresponding to a mean reduction in dietary sodium of 1500 mg/day) and 2000 

mg/day (recommended target by HC and He et al. (18), and corresponding to a mean reduction in 

dietary sodium of 1800 mg/day) is projected to benefit the Canadian population, and yield 

substantial reductions in morbidity, mortality and healthcare costs. If no change in sodium 

consumption occurs in the Canadian population resulting from consumer behavior, national 

policies or food reformulation, there could be high costs to the healthcare system, and 

detrimental healthcare outcomes. With just a small increase in dietary sodium consumption of 

500 mg/day, over a lifetime horizon, the Canadian population would experience an estimated 

increase in healthcare costs of $8.2 billion, and a loss of 615,707 QALYs. The cost savings and 

improved health outcomes from dietary sodium reduction support the implementation of 

intervention programs and policies to achieve better outcomes.  

 

Our primary analyses were robust to sensitivity analyses. When assessing the uncertainty 

of the mean change in SBP due to a reduction in dietary sodium of 1800 mg/day, the QALYs 
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gained varied by 22% on the lower end and 27% on the upper end, and the cost savings varied by 

24% on the lower end and 31% on the upper end. Similar results were seen with 1500 mg/day 

dietary sodium. In all cases, the results favor a dietary sodium reduction strategy. Our model was 

sensitive to variations in CVD healthcare costs, and dietary sodium reduction intervention costs; 

however, dietary sodium reduction remained dominant in all scenarios.  

 

Our findings are consistent with previous modeling studies supporting the cost-

effectiveness of population-wide sodium reduction programs and policies, all of which predicted 

significant savings for the healthcare system, and reduction in morbidity and mortality (91, 92, 

118). In the United States, the CVDPM predicted that dietary sodium reduction of 1180 mg/day 

would save 194,000 to 392,000 QALYs and $10 to $24 billion in healthcare costs annually (92). 

There were greater health benefits for black people overall; women experienced the lowest 

number of stroke events, younger adults experienced the lowest mortality rates, and older adults 

experienced the greatest reduction in CHD events. The study also predicted that a modest 

reduction of just 394 mg/day would save costs and improve CVD health outcomes. Our results 

are also consistent with studies that used different CVD models. United Kingdom and Australian 

models with the same dietary sodium targets as Canada predicted similar results to our study (70, 

119).  

 

Our results are also consistent with a Canadian study examining the impact of dietary 

sodium reduction on CVD events. Penz et al. (86) estimated that reducing dietary sodium by 

1840 mg/day would prevent 11.5 thousand CVD events (MI, stroke and heart failure) annually in 

their primary analysis. In their study, the average Canadian dietary sodium consumption was 
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considered to be approximately 3500 mg/day; therefore, the study modeled dietary sodium 

reduction of 1840 mg/day to meet the recommended dietary intake level of <2300 mg/day. In our 

study, we modeled different dietary sodium reduction levels, due to updated data available on the 

average Canadian dietary sodium consumption (3800 mg/day) (20).  Hence, we examined the 

changes in CVD outcomes from a dietary sodium reduction of 1800 mg/day and 1500 mg/day to 

correspond to the recommended dietary sodium intake of 2000 mg/day and 2300 mg/day, 

respectively. Penz et al. (86) also used an older Cochrane review meta-analysis to determine the 

mean change in SBP associated with dietary sodium reduction. The mean change in SBP was 

lower in the Penz et al. (86) study, in comparison to ours. This could result in an underestimation 

of the number of cardiovascular events reduced from dietary sodium reduction. A linear 

regression model was used in the Penz et al. (86) study to examine the impact of dietary sodium 

reduction on cardiovascular outcomes. In comparison to the CVDPM, a linear regression model 

does not take into account competing health states; therefore, this could impact final reported 

outcomes. The estimated number of CVD events prevented in our study is likely a more accurate 

representation of the impact of dietary sodium reduction on CVD outcomes. 

 

Savings from the impact of dietary sodium reduction on hypertension management costs 

was also updated in our study. Joffres et al. (88) predicted that an 1840 mg/day reduction in 

dietary sodium would save $430 million annually from drugs, physician visits, and laboratory 

visits. Joffres et al. (88) defined controlled SBP to be <140 mm Hg. Using the same SBP target, 

our study estimated healthcare savings of $1.1 billion for a dietary reduction of 1800 mg/day. 

Higher cost savings from our study could be potentially due to our study using more recent 

Canadian cost data, updated hypertension prevalence data from CHMS, and an updated 
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Cochrane review meta-analysis of mean changes in SBP associated with dietary sodium 

reduction. In the Joffres et. al (88) study, Canadian cost data for laboratory costs, physician 

visits, and anti-hypertensive medications were all derived from data between 2001 and 2003. 

Joffres et. al (88); therefore, used lower costs estimates for physician visits ($27.30 per visit vs. 

$35.90 per visit) and annual laboratory tests ($24.40 per hypertensive person vs. $33.26 per 

hypertensive person). These would result in lower estimate of the cost savings of hypertension 

management associated with dietary sodium reduction. In the Joffres et al. (88) study, 

hypertensive prevalence was based on the Canadian Heart Health Survey conducted between 

1986 and 1992 (89), which is lower than current estimates used in our study (90). This would 

also result in an underestimation of the impact of dietary sodium reduction on the number of 

cases of hypertension that could be reduced in the present day, and subsequently underestimate 

the associated cost savings. Lastly, the Cochrane review meta-analysis used to determine the 

mean change in SBP associated with dietary sodium reduction was based on an older meta-

analysis, which had a lower reduction in SBP associated with dietary sodium reduction, in 

comparison to our study. This would result in an underestimation of the number of individuals 

able to maintain their SBP control by substituting dietary sodium reduction for medications. 

Subsequently, this would lead to an underestimation of cost savings of hypertension 

management.   

 

4.2 Dietary Sodium Consumption for Hypertension Management  

There is an extensive amount of literature supporting the association between dietary 

sodium consumption, and both increased blood pressure and increased CVD risk (18, 23). Over 

27 national and international organizations, including Hypertension Canada, the World Health 
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Organization, Canadian Heart and Stroke Foundation, and the American Heart Association have 

reviewed the literature, and all support population-wide efforts to reduce dietary sodium 

consumption (92, 120, 121). However, concerns still exist among a small group of people who 

believe that the level of dietary sodium consumption has no impact on the risk of CVD (43). 

Even so, we still see a benefit in terms of lower hypertension management costs if we are able to 

take people off their BP medications by substituting dietary sodium reduction.  

 

 Our findings are supported by previous studies (91, 92, 118). Projections from Finland, 

Japan, and the UK suggest substantial health gains from dietary salt/sodium reduction that 

requires a relatively small investment in resources, compared with that required to support a 

clinical hypertension control strategy (92, 118, 122). Clinical management of high BP is resource 

intensive with large healthcare expenditure on healthcare practitioner time and drug therapies 

(122). Even a low-intensity salt reduction program conducted in Australia was predicted to 

deliver approximately the same health benefits as a clinical hypertension control program at just 

1%-2% of the cost (123). BP lowering drugs are an effective therapy for hypertension 

management, but dietary sodium reduction strategies are lower-cost, and more accessible. 

Regardless of long-term CVD effects, dietary sodium reduction would still lead to near-term cost 

savings, due to the decrease in hypertension management costs. 

 

4.3 Health Policy Implications 

The results of this study, reinforced by other studies, argue very strongly for national 

programs to reduce sodium consumption (123). Experience from countries like Japan, Finland, 

and the United Kingdom suggest that sustained reductions in population dietary sodium intake of 
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1700-1800mg/day are possible (65), and lead to large health gains for resource investments that 

are a fraction of the cost required for clinical hypertension control strategies (58, 61-63). Our 

findings support a call to action for a national regulatory program to reduce dietary sodium 

consumption.  

 

Currently, there is considerable variation in strategies, and policy options to reduce 

dietary sodium consumption; however, evidence from a recent systematic review supports 

comprehensive strategies involving multiple components (product reformulation, food labeling 

and media campaigns/consumer awareness) to achieve larger reductions in population-wide 

sodium consumption (58, 120). The review concludes that a combination of the three 

components is needed. Evidence from Finland, Japan and the UK support a combination 

program encompassing product reformulation, food labeling and media campaigns/consumer 

awareness as well (58, 120). The Finnish population implemented a multi-prong approach in the 

1970s, and achieved an average reduction in dietary sodium of 1573 mg/day (58, 61-63). Stroke 

and CHD mortality fell by 52% and 15%, respectively over 30 years (68, 69). The Japanese 

government implemented a public education program in the 1960s and over the following decade 

the mean sodium consumption fell by 550 mg/day (66). Stroke mortality was estimated to fall by 

43% over 20 years (124). In the UK, from 2004 to 2011, the population experienced a mean 

dietary sodium reduction of 551 mg/day (33). This reduction in population sodium intake was 

associated with a reduction in stroke and CHD mortality by 42% and 40%, respectively. The 

parallel change in mean SBP and DBP was -3.0 ± 0.33 and -1.4 ± 0.20.  The successes 

experienced in these countries set an example for other countries to follow.   
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Canada was one of the countries to follow the example set by the UK, and started 

working towards creating a national effort to reduce dietary sodium consumption; however, it 

has not been as successful as the UK’s program. The expert Sodium Working Group (SWG) in 

Canada was formed in 2008, and was responsible for creating a population health strategy to 

reduce dietary sodium intake in Canadians. After the SWG released their report in 2010, the 

Canadian Health Ministers met and agreed to lower the average Canadian sodium intake to an 

interim target of 2300mg/day by 2016 (125).  This was the same target recommended by the UK. 

To achieve this target goal, the SWG suggested the following strategies: 1) creating voluntary 

sodium reduction targets in the food supply; 2) public educational awareness campaign; 3) food 

science and health research related to sodium; and 4) monitoring of sodium consumption levels 

and program evaluation. This multi-pronged approach was similar to the UK approach.  

 

Similar to the UK, the majority of the sodium content in the Canadian diet is found in 

processed and commercialized foods (restaurants, fast-food chains etc.) (123, 126). In Canada, of 

the estimated average sodium consumption of 3800 mg/day, 77% is from processed food, 12% is 

naturally occurring, 6% is added at the table, and 5% is added during cooking. The main source 

of dietary sodium is processed food, fast food, restaurants and takeaways (121). The consumer 

has little control over the amount of sodium that is added in this food type. Canada would need 

the food industry to reduce the sodium content in their food products by about 40% to achieve 

the target sodium consumption of 2300 mg/day (127). The SWG determined the major dietary 

sources of sodium, and how to reduce sodium additives in various food categories to achieve 

dietary sodium intake targets. The Federal Minister disbanded the SWG in 2011, and there was 

no longer a group that could monitor whether companies reduced the level of sodium in their 
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food products (121). Provincial and Territorial governments released a “Reducing the Sodium 

Intake of Canadians: A Provincial and Territorial Report on Progress and Recommendations for 

Future Action” (19) in response to Health Canada not moving forward with the 

recommendations of the SWG. In 2012, the Canadian government responded by releasing 

sodium benchmarks for food products; and the food industry was to voluntarily reach these 

benchmarks by December 2016. However, without monitoring and evalaution, and federal 

leadership, the voluntary approach was not as successful as it has been for other countries, such 

as the UK. 

 

Reducing sodium content in processed food is complex and there has been resistance 

from the food industry (127). Changes in sodium additives are often detectable and alter the taste 

of the food product, which could result in consumers changing their preferences to another food 

product. There is also no single replacement for sodium additives, and food manufacturers face 

technical challenges, and extra cost in making modifications to the sodium content of foods. A 

recent study found that only 16% of food categories showed a statistically significant reduction 

in sodium content from 2010 to 2013 in Canada (128). While some effort has been made by the 

food industry to reduce sodium content in food products, much progress still needs to be made. 

The voluntary approach lacks substantive and timely progress; thus, raising questions about the 

effectiveness, and sustainability of a voluntary approach to reduce sodium levels in processed 

and packaged foods.   

 

A mandatory reformulation strategy would help drive the food industry to make changes 

in the sodium content of their food products. Mandatory reformulation strategies are being 
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recommended to achieve larger reductions in dietary sodium intake vs. voluntary reformulation 

(127). A successful example of this was in Denmark. Denmark moved from voluntary 

agreements on trans-fatty acid reduction to a legislative ban of trans-fatty acids. This mandatory 

regulation has led to rapid and large reductions in the trans-fatty acid content in processed food 

(119). Although the UK salt reduction program had been carried out successfully on a voluntary 

basis, sustained media pressure, and direct pressure from a quasi-government agency and non-

governmental organizations was also used to ensure food manufacturers reduced salt and met the 

targets. This led to nearly all food manufacturers, retailers and trade associations, along with 

several catering companies agreeing to start reformulation. The UK also implemented a 

monitoring strategy, which was essential to ensure the food industry was meeting targets. To 

improve the success of population-wide dietary sodium reduction in Canada, the federal 

government may need to either introduce a mandatory regulatory approach or place higher 

pressure on the food industry to meet sodium reduction benchmarks for the different food 

categories. A sodium-monitoring program is also needed to ensure the food industry is staying 

on track to meet the federal interim target.  

 

Another key component for Canada to be successful in the implementation of a 

population-wide sodium reduction strategy is to improve the food labeling system. Evidence 

from the UK and other countries supports that a clear labeling of food products is necessary for 

consumers to understand how much sodium they are consuming. The UK implemented a “traffic 

light” labeling system (65, 129). This is a color code on food packages of Green, Amber or Red 

for low, medium and high amounts of salt, fat, sugar and calories. This labeling system has 

already been shown to affect food purchases, especially when it is the Red category (65). Until 
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recently, Canada has largely focused on teaching consumers how to read food nutritional labels. 

In October 2016, Health Canada announced a multi-year Healthy Eating Strategy, in which the 

government is updating the nutritional tables found on food labels to help consumers make 

informed decisions about which food products are healthy options (130). To complement this 

strategy and aid in its success an effective public health campaign may be beneficial.  

 

A public health education campaign implemented in UK that aimed to increase awareness 

of the detrimental health effects of excess sodium consumption, encouraged reduction of sodium 

additives in cooking, and taught how to read food product labels was successful in helping 

reduce population dietary sodium intake (70). This led to an additional 20 million people in the 

UK saying they would cut dietary sodium consumption, and half of them said they now check 

food labels (120). Similar to the goals of the consumer awareness campaign in the UK, Canada 

created a small task force to develop and array of tools to disseminate information to the public, 

healthcare professionals, and policy makers (127, 131). Canada implemented a sodium 

awareness public health campaign between 2012 and 2014. The availability of data assessing the 

effectiveness of the awareness campaign is limited. Provincial governments and non-

governmental organizations were primarily responsible for conducting these consumer 

awareness campaigns, and there remains a lack of a standard campaign strategy that cuts across 

all provinces and territories, and limited participation of the federal government to provide 

resources to support these programs.     

 

In summary, while Canada has begun to enact dietary sodium reduction policies, progress 

has been limited. The Provincial governments cannot mandate/regulate sodium, and need the 
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Federal government to either introduce a mandatory regulatory approach or place a higher 

pressure on the food industry to meet sodium reduction benchmarks. With Health Canada’s 

recent implementation of Healthy Eating Strategy, the government seems to be applying pressure 

to the food industry to make changes. Recently, the Prime Minister mandated to the Minister of 

Health to implement strategies aimed at reducing dietary sodium. A stronger sodium-monitoring 

and evaluation program would also be needed to ensure food industry is staying on track to meet 

dietary sodium target goals, and analyze if current strategies are effective. Lastly, an educational 

campaign to bring awareness to the detrimental health effects of excess dietary sodium 

consumption would be needed to help change consumer behavior. There would also be the need 

to educate consumers on how to read nutritional food tables, which can be confusing, to help 

them make informed choices about healthy food options. By improving the above components, 

Canada could achieve a more successful national population-wide dietary sodium reduction 

strategy.  

 

4.4: Population Models in Decision Making  

CVD is a leading cause of death in Canada, and a burden on the healthcare system with 

substantial financial and societal costs. There is great emphasis to implement public health 

programs that can help reduce the prevalence of CVD and its costs, and to improve health 

outcomes (132). In Canada, there is an increasing reliance on simulation models to project future 

incidence and prevalence of risk factors and diseases, and future demands of healthcare resources 

(133, 134). The population modeling from this study can play an important role in helping 

inform decision makers about the effectiveness of a population-wide sodium reduction strategy.  
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The Canadian CVDPM simulates individuals’ disease states and risk factors to describe 

and project health outcomes, allowing policy makers to have an understanding of population 

health benefits, and implications of resource allocation, when making decisions regarding the 

comparative benefits of a range of health interventions (135). This is incredibly important in a 

public healthcare system, where resources are limited. CVD is also a complex disease process 

with multiple contributing risk factors, adding to the complexity of evaluating CVD health 

intervention programs with only an observational study or a simple regression model (136).  

 

The Canadian CVDPM integrates various Canadian data sources, allowing the evaluation 

of health intervention programs to determine the impact of policy/public health programs in the 

Canadian context. Further, the US CVDPM has been validated in multiple studies (80, 91, 92); 

therefore, the model outcomes are reliable estimates of a real life situation. Strengths of our 

study include its reliance on the best available evidence for the effect of sodium reduction on 

SBP. We based our effect estimates on a meta-analysis of RCTs. Further, the adaption of 

CVDPM to the Canadian context permits generalizability to Canadians. Most importantly, we 

performed a set of robust sensitivity analyses allowing for the consideration of realistic 

possibilities and interpretations of the data.  

 

Traditionally, policy and program evaluation has typically been undertaken after 

implementation in population health. This approach can be very costly in terms of failing or 

encountering unforeseen consequences from a policy/program (136). Using a population 

mathematical model like the Canadian CVDPM allows a policymaker to examine the expected 
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outcomes, consequences, and benefits of a policy/program in advance of implementation; 

therefore, playing an important role in public health planning (136).  

 

4.5: Limitations 

Our analysis has some limitations. Models are subject to the limitations of the data 

sources used to determine model inputs, though we did our best to use the best available and 

most representative data, including Statistics Canada health surveys and national administrative 

health data from CIHI, as well as effect estimates from a large Cochrane meta-analysis. 

Assumptions were made in order for the model to be usable and manageable. We assumed that a 

reduction in dietary sodium would lead to a drop in mean SBP. We also assumed the inverse 

relationship with an increase in dietary sodium consumption. This study did not include indirect 

costs, or long-term care costs, which would have led to an underestimation of overall costs. 

When we were identifying high BP individuals from the CHMS data, we did not adjust for 

comorbidities such as diabetes, which would have redefined the SBP range of someone being 

considered hypertensive; therefore, our outcomes would be underestimates because the mean 

change in SBP applied to these individuals would be based on the normotensive mean change. 

We also only considered mean changes in SBP not diastolic blood pressure from a dietary 

sodium reduction; therefore, our overall drop in BP could potentially be more significant 

resulting in an underestimation of our outcomes. The Canadian data sources also have 

limitations. All administrative health data sources are prone to miscoding, including diagnostic 

codes, procedure codes and causes of death. Surveys (i.e., the CHMS) are prone to sampling 

error as well as recall bias. The Canadian Census is also not fully representative of the Canadian 

population. Extensive sensitivity analyses were conducted to test the effect of these potential 
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limitations. In the hypertension management cost analysis, individuals taking a BP lowering 

medication, who maintained controlled SBP <140 mmHg even after BP medication adjustment 

and before dietary sodium reduction, were not excluded from the cost analysis. This could have 

resulted in an overestimation of costs savings; however, controlled SBP thresholds of ≤120 

mmHg and ≤130 mmHg were also applied and these provide more conservative savings 

estimates. Finally, we did not attempt to account for the association between dietary sodium 

and/or BP, and other conditions (e.g., kidney disease, dementia, gastric cancer, etc.), and any 

reduction in risk associated with a decrease in dietary sodium. Our analysis therefore likely 

underestimates the benefit of decreasing dietary sodium. 

 

 

 

 



Chapter 5: Conclusion 

An extensive amount of literature links higher dietary sodium consumption with 

increased blood pressure, and increased CVD risk. Our study demonstrated that the risk of CVD 

and its subsequent costs and adverse health effects could be decreased by reducing dietary 

sodium; therefore, leading to significant benefits to the healthcare system and the Canadian 

population. Canada has begun the implementation of a population-wide dietary reduction 

strategy modeled after that of the UK. For the strategy to be more successful in Canada, the 

Federal government should apply continued pressure on the food industry to meet sodium 

reduction benchmarks. Implementation of a sodium-monitoring program would also help to 

ensure the food industry is staying on track to meet the sodium benchmark targets, and monitor 

the population to further understand dietary sodium consumption patterns. A population-wide 

reduction in dietary sodium could substantially decrease healthcare costs and improve health 

outcomes. The results of this work may be useful to policy makers in revising Canadian sodium 

regulation and policy. 



 

 83 

References 

1. World Health Organization. Effects of reduced sodium intake on blood pressure, renal 

function, blood lipids and other potential adverse effects. 2012 [cited 2017 November 15]. 

Available from: http://apps.who.int/iris/bitstream/10665/79325/1/9789241504911_eng.pdf. 

2. Dasgupta K, Quinn RR, Zarnke KB, Rabi DM, Ravani P, Daskalopoulou SS, et al. The 

2014 Canadian Hypertension Education Program recommendations for blood pressure 

measurement, diagnosis, assessment of risk, prevention, and treatment of hypertension. Can J 

Cardiol. 2014;30(5):485-501. 

3. Robitaille C, Dai S, Waters C, Loukine L, Bancej C, Quach S, et al. Diagnosed 

hypertension in Canada: incidence, prevalence and associated mortality. Can Med Assoc J. 

2012;184(1):E49-E56. 

4. Campbell NR, McAlister FA, Brant R, Levine M, Drouin D, Feldman R, et al. Temporal 

trends in antihypertensive drug prescriptions in Canada before and after introduction of the 

Canadian Hypertension Education Program. J Hypertens. 2003;21(8):1591-7. 

5. Weaver CG, Clement FM, Campbell NR, James MT, Klarenbach SW, Hemmelgarn BR, 

et al. Healthcare Costs Attributable to Hypertension: Canadian Population-Based Cohort Study. 

Hypertension. 2015;66(3):502-8. 

6. Jankowski P, Stolarz-Skrzypek K, Kawecka-Jaszcz K, Wojciechowska W, Olszanecka A, 

Cwynar M, et al. Does sodium intake affect the relationship between blood pressure and vascular 

damage. Pol Arch Med Wewn. 2015;125:347-57. 

7. Woo J. Relationships among diet, physical activity and other lifestyle factors and 

debilitating diseases in the elderly. European Journal of Clinical Nutrition. 2000 Jun 

1;54(S3):S143. 

8. World Health Organizaiton. The top 10 causes of dead. Fact Sheet. 2017; [updated 2017 

Jan; cited 2017 Dec. 19]. Available from http://www.who.int/mediacentre/factsheets/fs310/en/. 

9. World Health Organization. The world health report 2002: reducing risks, promoting 

healthy life. World Health Organization; 2002. 

10. Johansen H, Thillaiampalam S, Sambell C, Nguyen D. Diseases of the circulatory 

system-hospitalization and mortality. Health Reports. 2005;17(1):49. 

11. Leading causes of death, total population, by age group and sex, Canada, CANSIM Table 

102-0561 Ottawa, ON: Statistics Canada / Statistique Canada; 2015 [updated November 15, 

2017; cited 2017 December 12]. Available from: 

http://www5.statcan.gc.ca/cansim/a05?lang=eng&id=1020561. 

12. Lewington S. Prospective Studies Collaboration: Age-specific relevance of usual blood 

pressure to vascular mortality: a meta-analysis of individual data for one million adults in 61 

prospective studies. Lancet. 2002;360:1903-13. 

13. Penner SB, Campbell NR, Chockalingam A, Zarnke K, Van Vliet B. Dietary sodium and 

cardiovascular outcomes: a rational approach. Can J Cardiol. 2007;23(7):567-72. 

14. Frisoli TM, Schmieder RE, Grodzicki T, Messerli FH. Beyond salt: lifestyle 

modifications and blood pressure. Eur Heart J. 2011;32(24):3081-7. 

15. Dickinson HO, Mason JM, Nicolson DJ, Campbell F, Beyer FR, Cook JV, et al. Lifestyle 

interventions to reduce raised blood pressure: a systematic review of randomized controlled 

trials. J Hypertens. 2006;24(2):215-33. 

http://apps.who.int/iris/bitstream/10665/79325/1/9789241504911_eng.pdf
http://www.who.int/mediacentre/factsheets/fs310/en/
http://www5.statcan.gc.ca/cansim/a05?lang=eng&id=1020561


 

 84 

16. Adler AJ, Taylor F, Martin N, Gottlieb S, Taylor RS, Ebrahim S. Reduced dietary salt for 

the prevention of cardiovascular disease. Cochrane Database Syst Rev [Internet]. 2014 [cited 

2017 November 10]; (12). Available from: http://www.ncbi.nlm.nih.gov/pubmed/25519688. 

17. Agarwal R. How can we prevent intradialytic hypotension? Curr Opin Nephrol 

Hypertens. 2012;21(6):593-9. 

18. He FJ, Li J, Macgregor GA. Effect of longer term modest salt reduction on blood 

pressure: Cochrane systematic review and meta-analysis of randomised trials. BMJ. 

2013;346:f1325. 

19. Reducing the Sodium Intake of Canadians: A Provincial and Territorial Report on 

Progress and Recommendations for Future Action. 2012. [cited 2017 November 10]. Available 

from: http://www.health.alberta.ca/documents/Sodium-Report-PTMH-2012.pdf. 

20. Garriguet D. Sodium consumption at all ages. Health Reports. 2007 May 1;18(2):47. 

21. Aburto NJ, Ziolkovska A, Hooper L, Elliott P, Cappuccio FP, Meerpohl JJ. Effect of 

lower sodium intake on health: systematic review and meta-analyses. BMJ. 2013 Apr 

4;346:f1326. 

22. Freis ED. Salt, volume and the prevention of hypertension. Circulation. 1976;53(4):589-

95. 

23. Campbell NR, Lackland DT, Niebylski ML. 2014 dietary salt fact sheet of the World 

Hypertension League, International Society of Hypertension, Pan American Health Organization 

technical advisory group on cardiovascular disease prevention through dietary salt reduction, the 

World Health Organization collaborating centre on population salt reduction, and World Action 

on Salt & Health. J Clin Hypertens (Greenwich). 2015;17(1):7-9. 

24. Brown IJ, Tzoulaki I, Candeias V, Elliott P. Salt intakes around the world: implications 

for public health. International Journal of Epidemiology. 2009;38(3):791-813. 

25. He FJ, MacGregor GA. Salt, blood pressure and cardiovascular disease. Curr Opin 

Cardiol. 2007;22(4):298-305. 

26. World Health Organization. Diet, nutrition and the prevention of chronic diseases: report 

of a joint WHO/FAO Expert Consultation (WHO Technical report series 916). Geneva, WHO, 

2003; [cited 2017 November 1]. Available from: 

http://apps.who.int/iris/bitstream/10665/42665/1/WHO_TRS_916.pdf. 

27. Ambard L. Causes de l'Hypertension anterielle. Arch gén de méd. 1904;1:520. 

28. Bashyam H. Lewis Dahl and the genetics of salt-induced hypertension. Journal of 

Experimental Medicine. 2007;204(7):1507-. 

29. Stamler J. The INTERSALT Study: background, methods, findings, and implications. 

Am J Clin Nutr. 1997;65(2 ):626S-42S. 

30. Beard TC. Hypertension after Intersalt: prospects for prevention. J Cardiovasc 

Pharmacol. 1990;16 S31-4. 

31. Rose G, Stamler J, Stamler R, Elliott P, Marmot M, Pyorala K, et al. Intersalt: an 

international study of electrolyte excretion and blood pressure. Results for 24 hour urinary 

sodium and potassium excretion. British Medical Journal. 1988;297(6644):319-28. 

32. Frost C, Law M, Wald N. By how much does dietary salt reduction lower blood pressure? 

II--Analysis of observational data within populations. BMJ. 1991;302(6780):815-8. 

33. He FJ, Pombo-Rodrigues S, MacGregor GA. Salt reduction in England from 2003 to 

2011: its relationship to blood pressure, stroke and ischaemic heart disease mortality. BMJ open. 

2014 Apr 1;4(4):e004549. 

http://www.ncbi.nlm.nih.gov/pubmed/25519688
http://www.health.alberta.ca/documents/Sodium-Report-PTMH-2012.pdf
http://apps.who.int/iris/bitstream/10665/42665/1/WHO_TRS_916.pdf


 

 85 

34. Gay HC, Rao SG, Vaccarino V, Ali MK. Effects of Different Dietary Interventions on 

Blood Pressure: Systematic Review and Meta-Analysis of Randomized Controlled Trials. 

Hypertension. 2016;67(4):733-9. 

35. Gay HC, Rao SG, Vaccarino V, Ali MK. Effects of Different Dietary Interventions on 

Blood Pressure Systematic Review and Meta-Analysis of Randomized Controlled Trials. 

Hypertension. 2016;67(4):733-9. 

36. World Health Organization. Effect of reduced sodium intake on cardiovascular disease, 

coronary heart disease and stroke. 2012 [cited 2017 November 15]. Available from: 

http://apps.who.int/iris/bitstream/10665/79322/1/9789241504904_eng.pdf. 

37. Cook NR, Cutler JA, Obarzanek E, Buring JE, Rexrode KM, Kumanyika SK, et al. Long 

term effects of dietary sodium reduction on cardiovascular disease outcomes: observational 

follow-up of the trials of hypertension prevention (TOHP). BMJ. 2007;334(7599):885. 

38. Strazzullo P, D’Elia L, Kandala N-B, Cappuccio FP. Salt intake, stroke, and 

cardiovascular disease: meta-analysis of prospective studies. Bmj. 2009;339:b4567. 

39. O'Donnell M, Mente A, Yusuf S. Sodium intake and cardiovascular health. Circ Res. 

2015;116(6):1046-57. 

40. Thomas MC, Moran J, Forsblom C, Harjutsalo V, Thorn L, Ahola A, et al. The 

association between dietary sodium intake, ESRD, and all-cause mortality in patients with type 1 

diabetes. Diabetes Care. 2011;34(4):861-6. 

41. Ekinci EI, Clarke S, Thomas MC, Moran JL, Cheong K, MacIsaac RJ, et al. Dietary salt 

intake and mortality in patients with type 2 diabetes. Diabetes Care. 2011;34(3):703-9. 

42. Stolarz-Skrzypek K, Kuznetsova T, Thijs L, Tikhonoff V, Seidlerová J, Richart T, et al. 

Fatal and nonfatal outcomes, incidence of hypertension, and blood pressure changes in relation 

to urinary sodium excretion. Jama. 2011;305(17):1777-85. 

43. Campbell NR. Dissidents and dietary sodium: concerns about the commentary by 

O’Donnell et al. International Journal of Epidemiology. 2016;46(1):362-6. 

44. Cobb LK, Anderson CA, Elliott P, Hu FB, Liu K, Neaton JD, et al. Methodological 

issues in cohort studies that relate sodium intake to cardiovascular disease outcomes. Circulation. 

2014;129(10):1173–86. 

45. Rhee MY. High sodium intake: review of recent issues on its association with 

cardiovascular events and measurement methods. Korean Circulation Journal. 2015 May 

1;45(3):175-83. 

46. Ekinci EI, Cheong KY, Dobson M, Premaratne E, Finch S, Macisaac RJ, Jerums G. High 

sodium and low potassium intake in patients with type 2 diabetes. Diabetic Medicine. 2010 Dec 

1;27(12):1401-8. 

47. Ji C, Miller MA, Venezia A, Strazzullo P, Cappuccio FP. Comparisons of spot vs 24-h 

urine samples for estimating population salt intake: validation study in two independent samples 

of adults in Britain and Italy. Nutrition, Metabolism and Cardiovascular Diseases. 2014 Feb 

28;24(2):140-7. 

48. Kong YW, Baqar S, Jerums G, Ekinci EI. Sodium and its role in cardiovascular disease–

the debate continues. Frontiers in Endocrinology. 2016;7. 

49. Jepsen P, Johnsen SP, Gillman MW, Sørensen HT. Interpretation of observational 

studies. Heart. 2004 Aug 1;90(8):956-60. 

50. Bes-Rastrollo M, Schulze MB, Ruiz-Canela M, Martinez-Gonzalez MA. Financial 

conflicts of interest and reporting bias regarding the association between sugar-sweetened 

http://apps.who.int/iris/bitstream/10665/79322/1/9789241504904_eng.pdf


 

 86 

beverages and weight gain: a systematic review of systematic reviews. PLoS medicine. 2013 Dec 

31;10(12):e1001578. 

51. Lesser LI, Ebbeling CB, Goozner M, Wypij D, Ludwig DS. Relationship between 

funding source and conclusion among nutrition-related scientific articles. PLoS Medicine. 2007 

[Cited 2017 December 15];4(1):e5. Available from: 

https://doi.org/10.1371/journal.pmed.0040005. 

52. Taylor RS, Ashton KE, Moxham T, Hooper L, Ebrahim S. Reduced dietary salt for the 

prevention of cardiovascular disease. Cochrane Database Syst Rev. 2011(7):CD009217. 

53. Campbell NR, Cappuccio FP, Tobe SW. Unnecessary controversy regarding dietary 

sodium: a lot about a little. Can J Cardiol. 2011;27(4):404-6. 

54. Campbell N, Correa-Rotter R, Neal B, Cappuccio F. New evidence relating to the health 

impact of reducing salt intake. Nutrition, Metabolism and Cardiovascular Diseases. 

2011;21(9):617-9. 

55. He FJ, Appel LJ, Cappuccio FP, de Wardener HE, MacGregor GA. Does reducing salt 

intake increase cardiovascular mortality? Kidney International. 2011;80(7):696-8. 

56. Johnson C, Raj TS, Trudeau L, Bacon SL, Padwal R, Webster J, et al. The science of salt: 

a systematic review of clinical salt studies 2013 to 2014. J Clin Hypertens (Greenwich). 

2015;17(5):401-11. 

57. Johnson C, Raj TS, Trieu K, Arcand J, Wong MM, McLean R, et al. The science of salt: 

a systematic review of quality clinical salt outcome studies June 2014 to May 2015. The Journal 

of Clinical Hypertension. 2016;18(9):832-9. 

58. Hyseni L, Elliot-Green A, Lloyd-Williams F, Kypridemos C, O’Flaherty M, McGill R, et 

al. Systematic review of dietary salt reduction policies: Evidence for an effectiveness hierarchy? 

PloS ONE. 2017;12(5):e0177535. 

59. Adams J, Mytton O, White M, Monsivais P. Why are some population interventions for 

diet and obesity more equitable and effective than others? The role of individual agency. PLoS 

Medicine. 2016;13(4):e1001990. 

60. Brownson RC, Seiler R, Eyler AA. Peer Reviewed: Measuring the Impact of Public 

Health Policys. Preventing Chronic Disease. 2010;7(4). 

61. Joossens L, Raw M. The Tobacco Control Scale: a new scale to measure country activity. 

Tobacco Control. 2006;15(3):247-53. 

62. Chang ET, Adami HO. The enigmatic epidemiology of nasopharyngeal carcinoma. 

Cancer Epidemiol Biomarkers Prev. 2006;15(10):1765-77. 

63. Capewell S, Graham H. Will cardiovascular disease prevention widen health inequalities? 

PLoS Medicine. 2010;7(8):e1000320. 

64. Cappuccio F, Capewell S, Lincoln P, McPherson K. Population salt reduction to prevent 

cardiovascular disease: identifying policy options. BMJ. 2011;343:d4995. 

65. He FJ, MacGregor GA. A comprehensive review on salt and health and current 

experience of worldwide salt reduction programmes. J Hum Hypertens. 2009;23(6):363-84. 

66. Sasaki N. The salt factor in apoplexy and hypertension: epidemiological studies in Japan. 

Prophylactic approach to hypertensive diseases. 1979:467-74. 

67. Hendriksen MA, van Raaij JM, Geleijnse JM, Breda J, Boshuizen HC. Health gain by 

salt reduction in europe: a modelling study. PLoS One. 2015;10(3):e0118873. 

68. Vartiainen E, Sarti C, Tuomilehto J, Kuulasmaa K. Do changes in cardiovascular risk 

factors explain changes in mortality from stroke in Finland? BMJ. 1995;310:901–904. 

https://doi.org/10.1371/journal.pmed.0040005


 

 87 

69. Vartiainen E, Puska P, Pekkanen J, Tuomilehto J, Jousilahti P. Changes in risk factors 

explain changes in mortality from ischaemic heart disease in Finland. BMJ. 1994;309:23–27. 

70. He F, Brinsden H, MacGregor G. Salt reduction in the United Kingdom: a successful 

experiment in public health. Journal of Human Hypertension. 2014;28(6):345-52. 

71. Palmer S, Byford S, Raftery J. Types of economic evaluation. British Medical Journal. 

1999;318(7194):1349. 

72. Klarenbach SW, Tonelli M, Chui B, Manns BJ. Economic evaluation of dialysis 

therapies. Nature Reviews Nephrology. 2014;10(11):644-52. 

73. Phelps CE, Mushlin AI. On the (near) equivalence of cost-effectiveness and cost-benefit 

analyses. International journal of technology assessment in health care. 1991;7(01):12-21. 

74. Moayyedi P, Mason J. Cost-utility and cost-benefit analyses: how did we get here and 

where are we going? Eur J Gastroenterol Hepatol. 2004;16(6):527-34. 

75. Weinstein MC, O'Brien B, Hornberger J, Jackson J, Johannesson M, McCabe C, et al. 

Principles of good practice for decision analytic modeling in health‐care evaluation: report of the 

ISPOR Task Force on Good Research Practices—Modeling Studies. Value in Health. 

2003;6(1):9-17. 

76. Murray CJ, Vos T, Lozano R, Naghavi M, Flaxman AD, Michaud C, et al. Disability-

adjusted life years (DALYs) for 291 diseases and injuries in 21 regions, 1990–2010: a systematic 

analysis for the Global Burden of Disease Study 2010. The Lancet. 2013;380(9859):2197-223. 

77. Laupacis A, Feeny D, Detsky AS, Tugwell PX. Tentative guidelines for using clinical 

and economic evaluations revisited. CMAJ: Canadian Medical Association Journal. 

1993;148(6):927. 

78. Cunningham SJ. An introduction to economic evaluation of health care. Journal of 

Orthodontics. 2014. 

79. Unal B, Capewell S, Critchley JA. Coronary heart disease policy models: a systematic 

review. BMC Public Health. 2006;6:213. 

80. Moran AE, Odden MC, Thanataveerat A, Tzong KY, Rasmussen PW, Guzman D, et al. 

Cost-effectiveness of hypertension therapy according to 2014 guidelines. N Engl J Med. 

2015;372(5):447-55. 

81. Gunning-Schepers LJ. The health benefits of prevention - a simulation approach. Health 

Policy. 1989;12. 

82. Grover SA, Paquet S, Levinton C, Coupal L, Zowall H. Estimating the benefits of 

modifying risk factors of cardiovascular disease: a comparison of primary vs secondary 

prevention. Arch Intern Med. 1998;158. 

83. Capewell S, Morrison CE, McMurray JJ. Contribution of modern cardiovascular 

treatment and risk factor changes to the decline in coronary heart disease mortality in Scotland 

between 1975 and 1994. Heart. 1999;81. 

84. Moran AE, Forouzanfar MH, Roth G, Mensah GA, Ezzati M, Flaxman A, et al. The 

global burden of ischemic heart disease in 1990 and 2010: the Global Burden of Disease 2010 

study. Circulation. 2014:CIRCULATIONAHA. 113.004046. 

85. Saha S, Gerdtham U-G, Johansson P. Economic evaluation of lifestyle interventions for 

preventing diabetes and cardiovascular diseases. International Journal of Environmental 

Research and Public Health. 2010;7(8):3150-95. 

86. Penz ED, Joffres MR, Campbell NR. Reducing dietary sodium and decreases in 

cardiovascular disease in Canada. Can J Cardiol. 2008;24(6):497-1. 



 

 88 

87. Belanger M, Poirier M, Jbilou J, Scarborough P. Modelling the impact of compliance 

with dietary recommendations on cancer and cardiovascular disease mortality in Canada. Public 

Health. 2014;128(3):222-30. 

88. Joffres MR, Campbell NR, Manns B, Tu K. Estimate of the benefits of a population-

based reduction in dietary sodium additives on hypertension and its related health care costs in 

Canada. Can J Cardiol. 2007;23(6):437-43. 

89. Joffres MR, Ghadirian P, Fodor JG, Petrasovits A, Chockalingam A, Hamet P. 

Awareness, treatment, and control of hypertension in Canada. American Journal of 

Hypertension. 1997 Oct 1;10(10):1097-102. 

90. Padwal RS, Bienek A, McAlister FA, Campbell NR, Outcomes Research Task Force of 

the Canadian Hypertension Education Program. Epidemiology of hypertension in Canada: an 

update. Canadian Journal of Cardiology. 2016 May 31;32(5):687-94. 

91. Wang M, Moran AE, Liu J, Coxson PG, Penko J, Goldman L, et al. Projected Impact of 

Salt Restriction on Prevention of Cardiovascular Disease in China: A Modeling Study. PLoS 

One. 2016;11(2):e0146820. 

92. Bibbins-Domingo K, Chertow GM, Coxson PG, Moran A, Lightwood JM, Pletcher MJ, 

et al. Projected effect of dietary salt reductions on future cardiovascular disease. New England 

Journal of Medicine. 2010;362(7):590-9. 

93. Rubinstein A, Colantonio L, Bardach A, Caporale J, Marti SG, Kopitowski K, et al. 

Estimation of the burden of cardiovascular disease attributable to modifiable risk factors and 

cost-effectiveness analysis of preventative interventions to reduce this burden in Argentina. 

BMC Public Health. 2010;10:627. 

94. Estimates of population, by age group and sex for July 1, Canada, provinces and 

territories, CANSIM Table 051-0001 Ottawa, ON: Statistics Canada / Statistique Canada; 2015 

[updated September 29, 2015; cited 2016 February 12]. Available from: 

http://www5.statcan.gc.ca/cansim/a26?lang=eng&retrLang=eng&id=0510001&pattern=&csid=. 

95. Webb M, Fahimi S, Singh GM, Khatibzadeh S, Micha R, Powles J, et al. Cost 

effectiveness of a government supported policy strategy to decrease sodium intake: global 

analysis across 183 nations. BMJ. 2017;356:i6699. 

96. World Health Organization. WHO-CHOICE database [Internet]. 2017. [cited 2017 

November 1]. Available from: http://www.who.int/choice/country/country_specific/en/. 

[Internet]. Available from: http://www.who.int/choice/country/country_specific/en/. 

97. Summers R, Heston A. The Penn World Table (Mark 5): an expanded set of international 

comparisons, 1950–1988. The Quarterly Journal of Economics. 1991;106(2):327-68. 

98. Benjamin EJ, Levy D, Vaziri SM, D'Agostino RB, Belanger AJ, Wolf PA. Independent 

risk factors for atrial fibrillation in a population-based cohort: the Framingham Heart Study. 

Jama. 1994;271(11):840-4. 

99. Sun Z. Aging, arterial stiffness, and hypertension. Hypertension. 2015;65(2):252-6. 

100. Estimates of population, by age group and sex for July 1, Canada, provinces and 

territories, CANSIM Table 051-0001 Ottawa, ON: Statistics Canada / Statistique Canada; 2015 

[updated September 29, 2015. Available from: 

http://www5.statcan.gc.ca/cansim/a26?lang=eng&retrLang=eng&id=0510001&pattern=&csid=. 

101. Canadian Health Measures Survey (CHMS) Ottawa, ON: Statistics Canada / Statistique 

Canada; 2014 [updated September 10, 2014; cited 2015 Aug 25]. Available from: 

http://www23.statcan.gc.ca/imdb/p2SV.pl?Function=getSurvey&SDDS=5071 - a1. 

http://www5.statcan.gc.ca/cansim/a26?lang=eng&retrLang=eng&id=0510001&pattern=&csid=
http://www.who.int/choice/country/country_specific/en/
http://www.who.int/choice/country/country_specific/en/
http://www5.statcan.gc.ca/cansim/a26?lang=eng&retrLang=eng&id=0510001&pattern=&csid=
http://www23.statcan.gc.ca/imdb/p2SV.pl?Function=getSurvey&SDDS=5071#a1


 

 89 

102. Canadian Community Health Survey - Annual Component (CCHS) Ottawa, ON: 

Statistics Canada / Statistique Canada; 2015 [updated July 22, 2015; cited 2015 Aug 25]. 

Available from: http://www23.statcan.gc.ca/imdb/p2SV.pl?Function=getSurvey&SDDS=3226. 

103. Hospital Morbidity Database (HMDB) Metadata Ottawa, ON: Canadian Institute for 

Health Information - Institut canadien d'information sur la santé; 2016 [cited 2016 February 17]. 

Available from: https://www.cihi.ca/en/types-of-care/hospital-care/acute-care/hmdb-metadata. 

104. Dawber TR. The Framingham Study: the epidemiology of atherosclerotic disease. 1980. 

105. Feinleib M, Kannel WB, Garrison RJ, McNamara PM, Castelli WP. The Framingham 

offspring study. Design and preliminary data. Preventive medicine. 1975;4(4):518-25. 

106. National Ambulatory Care Reporting System (NACRS) Metadata Ottawa, ON: Canadian 

Institute for Health Information - Institut canadien d'information sur la santé; 2016 [cited 2016 

February 17]. Available from: https://www.cihi.ca/en/types-of-care/hospital-care/emergency-

and-ambulatory-care/nacrs-metadata. 

107. Vital Statistics - Death Database Ottawa, ON: Statistics Canada / Statistique Canada; 

2013 [updated Sept 24; cited 2015 Aug 25]. Available from: 

http://www23.statcan.gc.ca/imdb/p2SV.pl?Function=getSurvey&SDDS=3233. 

108. Hemmelgarn BR, Clement F, Manns BJ, Klarenbach S, James MT, Ravani P, et al. 

Overview of the Alberta Kidney Disease Network. BMC nephrology. 2009;10:30. 

109. Overview of Administrative Health Datasets Edmonton, AB: Alberta Health; 2014 

[updated Sept 3, 2014; cited 2015 Aug 25]. Available from: 

http://www.health.alberta.ca/documents/Research-Health-Datasets.pdf. 

110. National Health Expenditure Trends, 1975 to 2015 Ottawa, ON: Canadian Institute for 

Health Information - Institut canadien d'information sur la santé; 2015 [cited 2016 February 18]. 

Available from: https://www.cihi.ca/en/spending-and-health-workforce/spending/national-

health-expenditure-trends. 

111. Moran AE, Forouzanfar MH, Roth G, Mensah G, Ezzati M, Murray CJ, et al. Temporal 

trends in ischemic heart disease mortality in 21 world regions, 1980-2010: The Global Burden of 

Disease 2010 Study. Circulation. 2014:CIRCULATIONAHA. 113.004042. 

112. Guidelines for the economic evaluation of health technologies: Canada [4th Edition]. 

Ottawa:  Canadian Agency for Drugs and Technologies in Health 2017. 

113. Law M, Morris J, Wald N. Use of blood pressure lowering drugs in the prevention of 

cardiovascular disease: meta-analysis of 147 randomised trials in the context of expectations 

from prospective epidemiological studies. BMJ. 2009;338:b1665. 

114. Health A. Schedule of Medical Benefits. Alberta 2014. 

115. Services CL. Cost of laboratory test. 2014. 

116. McBrien K. Intensive blood pressure targets in type 2 diabetes: a cost-utility analysis 

[Manuscript draft]. In press 2016. 

117. Haynes RB. Nature and role of observational studies in public health policy concerning 

the effects of dietary salt intake on blood pressure. Am J Clin Nutr. 1997;65(2 Suppl):622S-5S. 

118. Webster J, Snowdon W, Moodie M, Viali S, Schultz J, Bell C, et al. Cost-effectiveness of 

reducing salt intake in the Pacific Islands: protocol for a before and after intervention study. 

BMC Public Health. 2014;14:107. 

119. Trieu K, Neal B, Hawkes C, Dunford E, Campbell N, Rodriguez-Fernandez R, et al. Salt 

reduction initiatives around the world–a systematic review of progress towards the global target. 

PloS one. 2015;10(7):e0130247. 

http://www23.statcan.gc.ca/imdb/p2SV.pl?Function=getSurvey&SDDS=3226
https://www.cihi.ca/en/types-of-care/hospital-care/acute-care/hmdb-metadata
https://www.cihi.ca/en/types-of-care/hospital-care/emergency-and-ambulatory-care/nacrs-metadata
https://www.cihi.ca/en/types-of-care/hospital-care/emergency-and-ambulatory-care/nacrs-metadata
http://www23.statcan.gc.ca/imdb/p2SV.pl?Function=getSurvey&SDDS=3233
http://www.health.alberta.ca/documents/Research-Health-Datasets.pdf
https://www.cihi.ca/en/spending-and-health-workforce/spending/national-health-expenditure-trends
https://www.cihi.ca/en/spending-and-health-workforce/spending/national-health-expenditure-trends


 

 90 

120. World Health Organization. Reducing salt intake in populations: report of a WHO forum 

and technical meeting, 5-7 October 2006, Paris, France. 

121. Campbell NR, Willis KJ, L’Abbe M, Strang R, Young E. Canadian initiatives to prevent 

hypertension by reducing dietary sodium. Nutrients. 2011;3(8):756-64. 

122. Murray CJ, Lauer JA, Hutubessy RC, Niessen L, Tomijima N, Rodgers A, et al. 

Effectiveness and costs of interventions to lower systolic blood pressure and cholesterol: a global 

and regional analysis on reduction of cardiovascular-disease risk. The Lancet. 

2003;361(9359):717-25. 

123. Neal B. Dietary salt is a public health hazard that requires vigorous attack. Can J Cardiol. 

2014;30(5):502-6. 

124. Ueshima H, Tatara K, Asakura S, Okamoto M. Declining trends in blood pressure level 

and the prevalence of hypertension, and changes in related factors in Japan 1956-1980. J Chron 

Dis. 1987;40:137–147. 

125. Bureau of Nutritional Sciences. Guidance for the food industry on reducing sodium in 

processed foods: Health Canada 2012 [updated September 12, 2012; cited 2015 September 20]. 

Available from: http://www.hc-sc.gc.ca/fn-an/legislation/guide-ld/2012-sodium-reduction-

indust-eng.php - a32. 

126. Yu YH, Farmer A, Mager D, Willows N. Dietary sodium intakes and food sources of 

sodium in Canadian-born and Asian-born individuals of Chinese ethnicity at a Canadian 

university campus. J Am Coll Health. 2014;62(4):278-84. 

127. Group SW. Sodium Reduciton Strategy for Canada2010 [cited 2017 November 1]. 

Available from: https://www.canada.ca/en/health-canada/services/food-nutrition/healthy-

eating/sodium/related-information/reduction-strategy.html. 

128. Arcand J, Jefferson K, Schermel A, Shah F, Trang S, Kutlesa D, et al. Examination of 

food industry progress in reducing the sodium content of packaged foods in Canada: 2010 to 

2013. Applied Physiology, Nutrition, and Metabolism. 2016;41(6):684-90. 

129. Collins M, Mason H, O’Flaherty M, Guzman-Castillo M, Critchley J, Capewell S. An 

economic evaluation of salt reduction policies to reduce coronary heart disease in England: a 

policy modeling study. Value in Health. 2014;17(5):517-24. 

130. Canada H. Health Canada. Healthy Eating Strategy Canada. 2016 [cited 2017 November 

1]. Available from: http://healthycanadians.gc.ca/publications/eating-nutrition/healthy-eating-

strategy-canada-strategie-saine-alimentation/alt/pub-eng.pdf. 2016. 

131. Campbell NR, Willis KJ, L'Abbe M, Strang R, Young E. Canadian initiatives to prevent 

hypertension by reducing dietary sodium. Nutrients. 2011;3(8):756-64. 

132. Hardy Jr GE. The Burden of Chronic Disease: The Future is Prevention: Introduction to 

Dr. James Marks' presentation,“The Burden of Chronic Disease and the Future of Public 

Health”. Preventing Chronic Disease. 2004;1(2). 

133. Will B, Berthelot J-M, Nobrega K, Flanagan W, Evans W. Canada's Population Health 

Model (POHEM): a tool for performing economic evaluations of cancer control interventions. 

European Journal of Cancer. 2001;37(14):1797-804. 

134. Will B, Berthelot J-M, Le Petit C, Tomiak E, Verma S, Evans W. Estimates of the 

lifetime costs of breast cancer treatment in Canada. European Journal of Cancer. 2000;36(6):724-

35. 

135. Wolfson MC. POHEM--a framework for understanding and modelling the health of 

human populations. World health statistics quarterly Rapport trimestriel de statistiques sanitaires 

mondiales. 1994;47(3-4):157-76. 

http://www.hc-sc.gc.ca/fn-an/legislation/guide-ld/2012-sodium-reduction-indust-eng.php#a32
http://www.hc-sc.gc.ca/fn-an/legislation/guide-ld/2012-sodium-reduction-indust-eng.php#a32
https://www.canada.ca/en/health-canada/services/food-nutrition/healthy-eating/sodium/related-information/reduction-strategy.html
https://www.canada.ca/en/health-canada/services/food-nutrition/healthy-eating/sodium/related-information/reduction-strategy.html
http://healthycanadians.gc.ca/publications/eating-nutrition/healthy-eating-strategy-canada-strategie-saine-alimentation/alt/pub-eng.pdf
http://healthycanadians.gc.ca/publications/eating-nutrition/healthy-eating-strategy-canada-strategie-saine-alimentation/alt/pub-eng.pdf


 

 91 

136. Hennessy DA, Flanagan WM, Tanuseputro P, Bennett C, Tuna M, Kopec J, et al. The 

Population Health Model (POHEM): an overview of rationale, methods and applications. Popul 

Health Metr. 2015;13:24. 

137. Consumer Price Index (CPI), 2011 basket, CANSIM Table 326-0021: Statistics Canada; 

2015 [updated January 23, 2015; cited 2015 Aug 31]. Available from: 

http://www5.statcan.gc.ca/cansim/a26?lang=eng&retrLang=eng&id=3260021&paSer=&pattern

=&stByVal=1&p1=1&p2=37&tabMode=dataTable&csid=. 

138. Case Mix Groups Ottawa, ON: Canadian Institute for Health Information - Institut 

canadien d'information sur la santé; 2016 [cited 2016 Mar 1]. Available from: 

https://www.cihi.ca/en/data-and-standards/standards/case-mix/cmg. 

139. Interactive Health Data Application - Hospital Ambulatory Care Case Costing Edmonton, 

AB: Alberta Health; 2014 [cited 2016 Mar 1]. Available from: 

http://www.ahw.gov.ab.ca/IHDA_Retrieval/ShowMetaDataNotesServlet?1182. 

http://www5.statcan.gc.ca/cansim/a26?lang=eng&retrLang=eng&id=3260021&paSer=&pattern=&stByVal=1&p1=1&p2=37&tabMode=dataTable&csid=
http://www5.statcan.gc.ca/cansim/a26?lang=eng&retrLang=eng&id=3260021&paSer=&pattern=&stByVal=1&p1=1&p2=37&tabMode=dataTable&csid=
https://www.cihi.ca/en/data-and-standards/standards/case-mix/cmg
http://www.ahw.gov.ab.ca/IHDA_Retrieval/ShowMetaDataNotesServlet?1182


 

 92 

Supplementary Appendix 

 

Appendix A: More Details of the CVDPM  

CVD Risk Factors 

Risk factor variables included in the model are systolic blood pressure, cholesterol levels 

(high and low density lipoprotein concentrations), BMI, cigarette smoking status and presence of 

diabetes mellitus. The CHMS and the CCHS 2007-2013 surveys were used to estimate these risk 

factors for the Canadian adult population. Prevalence of CVD by age and sex was determined by 

self-report of a history of heart disease or stroke. The quantitative risk factors the proportion of 

Canadians that fall into each cutoff group were estimated and the mean value in each group was 

determined.  

 

CVD Events and Procedures 

The 2012 CIHI Discharge Abstract Database was used to collect number of 

cardiovascular events (myocardial infarctions, cardiac arrests, cases of stable/unstable angina, 

congestive heart failures, and strokes) and number of coronary artery revascularizations 

(coronary artery bypass grafts and percutaneous coronary interventions).  

 

Mortality Rates 

The Discharge Abstract Database and National Ambulatory Care Reporting System were 

used to collect in-hospital related CVD deaths (myocardial infarction, stroke and coronary artery 

revascularization). Vital Statistics Canada was used to determine all other remaining (non-CVD) 

deaths.  
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Utility  

In the model, the population was assigned a QALY weight for each health state based off 

of utility and disutility weights for CVD history and CVD events, respectively. The condition-

specific health-related quality-of-life weights were based on the 2010 Global Burden of Disease 

(GBD) disability weights study (76, 84, 111). The study was also used to estimate short-term 

disutility values for experiencing CVD events. The GBD study is an epidemiological study 

examining the trends, injury incidence, prevalence and years lived with disability for 188 

countries between 1990-2013 for 291 major diseases and injuries (29). Murray and colleagues 

provide more details of the study (76). The GBD study uses disability adjusted life years 

(DALYs), which are the sum of years of life lost due to premature morality and years lived with 

disability. The term disutility in this study refers to loss of any short or long term functioning, 

other than death, in terms of mobility, pain, affect and cognition. All utilities besides the short-

term disutility of a stroke event were assumed to be the same by age and sex.  

Costs 

The model includes four types of health care costs, which are the following: 

- CVD event and procedure costs (0-29 days following an event or procedure) 

- Post-event CVD-attributable costs (30-364 days following an event or procedure) 

- Health care costs not attributable to CVD 

- The health care costs of 95-year-old survivors who exit the model 

All costs were inflated to 2014 Canadian dollars using Statistics Canada’s consumer price 

index (137). Costs were also stratified by age group, sex and are fixed in the model. Consistent 

with Canadian guidelines, costs will be discounted 5% annually (40).  
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Every CVD event and procedure in the model has an associated cost for the day the event 

occurred and the proceeding 29 days. Post-event CVD attributable costs are assigned to all 

individuals every year who have had a CVD event or procedure previously. The data source for 

these two types of costs were taken from Alberta administrative health care usage data from 

Alberta Health and via the Alberta Kidney Disease Network for 2010/11-2012/13 (108, 109). 

This administrative data source includes health care encounters for all residents with public 

health insurance, accounting for >99% of the population. These health administrative data 

include CVD-related and non-CVD-related encounters for hospitalizations, physician claims, and 

ambulatory care (emergency room, day surgery costs, diagnostic imaging). They also include 

prescription medication costs for residents aged 65 years of age and older because only these 

individuals have a universal publicly funded drug plan. These data do not include drug costs for 

those less than 65 years of age, long-term care use, rehabilitation, capital costs, and costs for 

other health professionals and their services (dentists, optometrists, physiotherapists, home care 

nurses). Hospitalization costs were calculated using the Canadian Institute for Health 

Information’s case mix grouper system (138). All the costs of a hospitalization were assumed to 

be accrued on the start date of the hospitalization. Ambulatory care usage was costed in a similar 

way using Alberta’s Ambulatory Care Classification System groupers (139). Physician claims 

costs are the total amount paid by the government, and total prescription drug costs were 

available for dispensed medications.  

 

Healthcare costs not attributable to CVD are assigned every year to individuals in the 

model with and without CVD. The Canadian Institute for Health Information’s publically 

available National Health Expenditure Database (the 1975 to 2015 expenditure report) (110) was 
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used to calculate the average annual non-CVD healthcare.  These costs include spending on 

hospitals, other institutions, physicians, other professionals, drugs, capital, public health, 

administration, and other health spending (spending on capital, public health, administration, and 

other health spending was distributed evenly among the ages and sexes, regardless of utilization). 

They exclude federal and municipal government spending on health, as well as individual and 

private sector healthcare spending.  

The costs of 95-year-old survivors who exit the model are assigned a healthcare cost for 

their remaining lifetime. Alberta Health administrative data is used again to estimate mean costs 

after their 95th birthday to their death. This cost is dependent on sex but not on CVD status or 

CVD risk factors.
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Appendix B: Results  

Table 18: Percentage of Canadian population taking an anti-hypertensive medication stratified by age and sex 

Sex Age 
Percentage of population (%) taking an anti-hypertensive medication for each SBP 

<130 mm Hg 130-139 mm Hg 140+ mm Hg 

Male 

25-34 1.1 3.0 6.5 

35-44 6.2 5.9 12.4 

45-54 15.2 35.8 53.2 

55-64 24.2 48.4 26.1 

65-74 49.2 46.3 44.9 

75-84 54.8 71.3 65.5 

85-94 54.8 71.3 65.5 

Female 

25-34 0.9 7.3 26.7 

35-44 2.2 5.0 19.4 

45-54 15.8 21.9 31.1 

55-64 22.8 40.1 37.0 

65-74 39.1 62.2 65.9 

75-84 50.3 42.3 65.5 

85-94 50.3 42.3 65.5 
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Table 19: Upper and lower bound confidence interval mean changes in SBP for dietary sodium reduction levels of 

1800 and 1500 mg/day stratified by sex and age group 

S

e

x 

Age 

group 

 SBP change from sodium reduction in respective SBP categories (mm Hg) 

1800 mg/day sodium 

reduction LCL 

1800 mg/day sodium 

reduction UCL 

1500 mg/day sodium 

reduction LCL 

1500 mg/day sodium 

reduction UCL 

<130 

mm 

Hg 

130-139 

mm Hg 

140+ 

mm 

Hg 

<130 

mm 

Hg 

130-139 

mm Hg 

140+ 

mm 

Hg 

<130 

mm 

Hg 

130-139 

mm Hg 

140+ 

mm 

Hg 

<130 

mm 

Hg 

130-139 

mm Hg 

140+ 

mm 

Hg 

M
al

e 

35-44 -3.73 -3.72 -6.62 -2.24 -2.23 -4.15 -3.25 -3.24 -5.76 -1.95 -1.94 -3.61 

45-54 -4.01 -4.64 -6.62 -2.42 -2.84 -4.15 -3.49 -4.04 -5.76 -2.11 -2.47 -3.61 

55-64 -4.28 -5.03 -6.62 -2.60 -3.10 -4.15 -3.73 -4.38 -5.76 -2.27 -2.70 -3.61 

65-74 -5.06 -4.97 -6.62 -3.11 -3.05 -4.15 -4.40 -4.32 -5.76 -2.71 -2.66 -3.61 

75-84 -5.23 -5.74 -6.62 -3.23 -3.56 -4.15 -4.55 -4.99 -5.76 -2.81 -3.10 -3.61 

85-94 -5.23 -5.74 -6.62 -3.23 -3.56 -4.15 -4.55 -4.99 -5.76 -2.81 -3.10 -3.61 

F
em

al
e 

35-44 -3.61 -3.69 -6.62 -2.15 -2.21 -4.15 -3.14 -3.21 -5.76 -1.88 -1.93 -3.61 

45-54 -4.03 -4.21 -6.62 -2.43 -2.56 -4.15 -3.50 -3.67 -5.76 -2.12 -2.23 -3.61 

55-64 -4.24 -4.78 -6.62 -2.58 -2.93 -4.15 -3.69 -4.16 -5.76 -2.24 -2.55 -3.61 

65-74 -4.74 -5.45 -6.62 -2.91 -3.38 -4.15 -4.13 -4.75 -5.76 -2.53 -2.94 -3.61 

75-84 -5.09 -4.84 -6.62 -3.14 -2.97 -4.15 -4.43 -4.21 -5.76 -2.73 -2.59 -3.61 

85-94 -5.09 -4.84 -6.62 -3.14 -2.97 -4.15 -4.43 -4.21 -5.76 -2.73 -2.59 -3.61 
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Table 20: SBP change associated with an increase in sodium consumption for SBP categories 

stratified by age and sex 
 

Sex Age 

SBP Categories 

SBP change from 500 mg/day sodium increase Mean SBP from 500 mg/day sodium increase 

<130 mm Hg 130-139 mm Hg 140+ mm Hg <130 mm Hg 130-139 mm Hg 
140+ mm 

Hg 

Male 

35-44 0.75 0.75 1.57 110.85 135.15 152.07 

45-54 0.83 1.01 1.57 113.63 134.61 149.97 

55-64 0.91 1.12 1.57 114.81 135.22 149.17 

65-74 1.13 1.10 1.57 116.63 135.10 152.97 

75-84 1.17 1.32 1.57 115.07 135.42 153.27 

85-94 1.17 1.32 1.57 112.77 135.92 154.17 

Female 

35-44 0.72 0.74 1.57 102.82 134.54 148.27 

45-54 0.84 0.89 1.57 109.24 135.29 153.87 

55-64 0.90 1.05 1.57 112.70 134.95 156.47 

65-74 1.04 1.24 1.57 117.34 135.54 154.87 

75-84 1.14 1.07 1.57 118.14 135.17 155.17 

85-94 1.14 1.07 1.57 114.94 135.97 159.67 

 


