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Executive Summary 
 

 
To promote health and reduce health-care costs, health-reform legislation should include strong, 
specific prevention measures.  This testimony focuses on employing five long-neglected, high-
leverage, diet-related means of preventing chronic diseases; treating serious diseases in a more 
economical, yet still effective, manner; and levying taxes that would both promote health and 
generate revenues that could help fund expanded health-care coverage. 
 
 
1.  Raise Taxes on Alcoholic Beverages 
Because alcoholic beverages are a major cause of illness, addiction, death, injury, and 
psychosocial problems, Congress should raise alcohol excise taxes, tax all products equally on 
the basis of their alcohol content, and index tax rates for inflation.  Boosting the tax on distilled 
spirits by 50 percent and equalizing the beer and wine rates would generate $12 billion in new 
revenues annually.  Simply adjusting tax rates for the inflation that has eroded revenues since the 
last increase (in 1991) would raise $5 billion in new revenues per year.  Higher taxes and prices 
would dampen alcohol consumption and lead to additional health-care and other cost savings to 
the federal government and to the economy generally. 
 
Federal revenues generated - $5 billion to $12 billion/year 
 
 
2.  Tax Soft Drinks 
Because soft drinks have been a major contributor to obesity in recent decades, and because 
obesity is a major cause of diabetes, hypertension, strokes, heart attacks, and cancer, Congress 
should impose a new excise tax on non-diet soft drinks, including both carbonated and non-
carbonated beverages.  A tax of one cent per 12-ounce can would raise about $1.5 billion per 
year; a tax of one cent per ounce would raise about $17 billion per year.  The higher rates would 
reduce consumption and help slow the obesity epidemic. 
 
Federal revenues generated - $1.5 billion to $17 billion/year 
 
 
3.  Get Artificial Trans Fat out of Foods 
Because artificial trans fat (from partially hydrogenated oil) is a potent cause of heart disease, 
Congress should pass legislation to eliminate artificial trans fat from our food supply, thereby 
saving lives and health-care dollars.  While much trans fat has already been eliminated, removing 
the remaining roughly one-third would save about 15,000 to 25,000 lives and $2 billion in direct 
medical costs annually. 
 
Cost savings to the federal government - $2 billion/year 
 
 
4. Reduce Sodium Levels in Packaged and Restaurant Foods 
Because it raises blood pressure and increases the risk of hypertension, strokes, heart attacks, and 
kidney disease, salt is arguably the most harmful ingredient in our food supply.  Gradually 
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reducing sodium levels in packaged and restaurant foods by half would ultimately save an 
estimated 150,000 lives and billions of dollars annually.  Congress should pass legislation to 
require the Secretary of Health and Human Services to develop and implement a plan for a 50 
percent reduction in the sodium content of the food supply over no more than 10 years. 
 
Cost savings to the federal government – $9 billion/year in direct medical costs (for about an 
average 25% reduction in sodium levels over 10 years)  
 
 
5.    Reduce Medical Costs through Lifestyle Treatment of Heart Disease 
The medical and surgical treatment of chronic diseases is a major cause of high health-care costs.  
In some cases, though, equally or better patient outcomes result from relatively inexpensive 
modification of lifestyle, particularly diet, exercise, and smoking, which could save several tens 
of billions of dollars annually.  Studies have demonstrated that intensive lifestyle counseling of 
patients with heart disease can often substitute for costly angioplasties and coronary artery 
bypass procedures.   
 
Cost savings to the federal government - $21 billion/year in direct medical costs 

 
 
 
The proposed measures would generate total savings or income to the federal government 

of $38 billion to $61 billion per year.
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Health Care Reform: Prevention is Essential 
 
As Congress develops legislation to ensure that all Americans have access to quality health care, 
it is critical that Congress include a strong prevention title.  Preventing illness is the best way to 
promote health and hold down costs.  The preventive approach must become the default—from 
breastfeeding the young to physical activity among the old.  Indeed, considering the soaring costs 
of medical care, funding expanded coverage (or even maintaining current levels of coverage) 
will be impossible without making a comprehensive effort to prevent illnesses and, in some 
cases, treat them more economically. 
 
While “prevention” covers everything from immunizations to seat-belt usage, this memorandum 
focuses on neglected diet-related means of preventing chronic diseases; treating them in a more 
economical, yet still effective manner; and generating revenues that could help pay for 
prevention activities and expanded health-care coverage.  The measures discussed are “high-
leverage,” because they offer a significant health or revenue benefit at little or no net cost to 
government. 
 
 
I. Generating New Revenues to Fund Health Care 
 

A. Raise Excise Taxes on Alcoholic Beverages  
 
Congress has long considered it appropriate to tax alcoholic beverages, which are responsible for 
widespread and severe health problems: about 85,000 deaths1 and $185 billion in societal costs 
annually.2  For the first 120 years or so of our nation’s existence, taxes on alcoholic beverages 
were the major source of revenues.  The federal government (and every state) still taxes alcoholic 
beverages, but now those revenues account for less than 0.4 percent of total revenues3 (down by 
half from the percentage in 1992).  The federal government currently receives about $9 billion 
annually from alcohol excise taxes. 
 
The tax rates on alcoholic beverages have been raised only twice since 1951, most recently in 
1991.  Since then, inflation has robbed the Treasury of more than one-third the value of the 
taxes—and, year by year, alcoholic beverages have become relatively cheaper.   
 
To compensate society for the costs of alcohol abuse and alcoholism and to marginally reduce 
problem drinking, Congress should raise taxes on alcoholic beverages and tax the alcohol in all 
products equally.  For instance, boosting the tax on distilled spirits by 50 percent to $20.25 per 
proof gallon and boosting the beer and wine rates to that level would generate $12 billion in new 
revenues annually.  (Other scenarios would yield smaller revenues: adjusting for inflation since 
1991 would generate about $5 billion; adding five cents per drink would generate about $6 
billion; raising the liquor tax from $13.50 to $16 per proof gallon and equalizing beer and wine 
tax rates would generate about $7.5 billion.)  Congress should include an annual inflation 
adjustment to prevent the inexorable erosion of tax revenues by inflation. 
 
Raising alcohol taxes would marginally reduce alcohol consumption and problem drinking.  The 
highest tax increase suggested above would reduce consumption by several percent.  That would 
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lead to less drinking, less harm associated with problem drinking, and cost savings for our 
health-care system.   
 
Some parties (usually industry) express concern about the regressivity of alcohol taxes, but the 
actual problem is much exaggerated.  In fact, compared to upper-income consumers, lower-
income families buy much less alcoholic beverages.  People in the lowest quintile of incomes 
consume only 8 percent of alcoholic beverages; those in the top quintile consume 38 percent.4  
Overall, only 1 percent of Americans’ total expenditures are for alcohol, regardless of income.5 
 
Most people would be little affected by higher alcohol taxes.  More than one-third of adults do 
not drink at all, and half of all drinkers drink sparingly.6  For instance, using the highest-increase 
scenario discussed above, half of all beer drinkers would pay less than $10 per year—under three 
cents a day—in new taxes.7  Because alcohol consumption is heavily concentrated among the top 
20 percent of drinkers who consume 85 percent of all the alcohol, most of the tax increases 
would be paid by those who drink excessively.8  Using some of the revenues for alcoholism 
treatment, prevention, and public education would further reduce the toll of alcohol problems 
and would probably disproportionately benefit low-income problem drinkers.  Opinion polls 
show that a strong majority of Americans supports alcohol tax increases, particularly when the 
revenue supports alcohol prevention and treatment programs.9 
 
Raising alcohol excise taxes is well-justified, painless for the vast majority of consumers, and 
good for public health. 
 
Recommendation: 
 
Congress should raise taxes on alcoholic beverages and tax the alcohol in all products 
equally.  Boosting the tax on liquor by 50 percent (from $13.50 to $20.25 per proof gallon) 
and equalizing the beer and wine rates would increase revenues by $12 billion annually, or 
$120 billion over 10 years.  The tax rates should be indexed for future inflation. 
 
 

B. Tax Soft Drinks  
 

More than two-thirds of Americans are overweight or obese.10   While many factors promote 
weight gain, soft drinks are the only food or beverage that has been shown to increase the risk of 
overweight and obesity, which, in turn, increase the risk of diabetes, stroke, and many other 
health problems. 
 
Soft drinks are nutritionally worthless, but add a lot of calories to the diet.  Several scientific 
studies have shown that soft drinks are directly related to weight gain, partly because beverages 
are more conducive to weight gain than solid foods.11,12,13  And countless studies have shown 
that excess weight is a prime risk factor for type 2 diabetes, heart attacks, strokes, cancer (colon, 
breast, and others), sleep apnea, and many other problems.  Frequent consumption of soft drinks 
also contributes to osteoporosis, tooth decay, and dental erosion.14   
 
Americans spend $90 billion a year on medical expenditures related to obesity, of which half is 
paid with Medicare and Medicaid dollars.15   While obesity should be addressed through a wide 
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variety of actions, one action would be for governments to levy a tax on soft drinks to recoup 
some of those expenses.  The revenues could help fund health care, but also should be used to 
support programs to promote healthy diets and exercise.  Besides providing revenues, depending 
on the rate, a tax might marginally affect consumption and slow the obesity epidemic. 
 
Beverage companies market more than 14 billion gallons of calorie-laden soft drinks annually.16  
That is equivalent to about 506 12-oz. servings per year, or 1.4 servings per day, for every man, 
woman, and child.  Those figures include non-diet carbonated sodas, energy drinks, sports 
drinks, fruit drinks, and ready-to-drink teas.   
 
Many state governments have recognized that soft drinks do not deserve to be treated, for tax 
purposes, like ordinary foods.  States as diverse as Arkansas and California, New York and West 
Virginia, along with others plus the City of Chicago, have imposed special excise or sales taxes 
on soft drinks to generate revenues.  Those taxes are too small to reduce consumption, but 
collectively they generate over a billion dollars a year in revenues. 
 
A federal excise tax on soft drinks would not prohibit people from buying sugary beverages.  
And people could avoid the tax by switching to diet sodas, tap or bottled water, seltzer, or low-
fat milk, and benefiting their health in the process. 
 
A federal tax of one cent per 12-ounces would raise about $1.5 billion annually.  A tax of one 
cent per ounce, as suggested recently by New York City Health Commissioner Tom Frieden and 
Yale obesity expert Kelly Brownell, would raise about $17 billion per year.17 
 
Lower-income consumers would be especially affected by a soft-drink tax.  However, they 
would be especially helped by any health-care or prevention programs funded by the taxes and 
by the health benefits from drinking less soda.   
 
Recommendation:  
 
Congress should impose an excise tax on non-diet soft drinks, both carbonated and non-
carbonated.  A tax of one cent per 12-ounce can would raise about $1.5 billion annually; a 
tax of one cent per ounce would raise about $17 billion per year, reduce consumption, and 
slow rising rates of obesity. 
 
 
II. Reducing Health-Care Costs by Preventing Cardiovascular 
Disease 
 

A. Get Artificial Trans Fat out of Foods 
 
Artificial trans fat is a potent, and totally unnecessary, cause of heart disease and also appears to 
contribute to diabetes and obesity.  Trans fat is produced when an oil is “partially hydrogenated” 
to make it more solid, like traditional margarine or shortening.     
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In 2006, Harvard School of Public Health researchers estimated that each year trans fat was 
causing 72,000 to 228,000 heart attacks,18 including roughly 50,000 fatal ones.19 Fortunately, 
because of several factors—food labeling, local and state (including California and New York 
City) laws phasing out artificial trans fat from restaurants, litigation, and massive publicity—the 
toll is probably two-thirds smaller today.  The remaining trans fat may be causing “only” about 
15,000 to 25,000 deaths annually.   
 
The FDA rejected the Center for Science in the Public Interest’s 2004 petition to require 
restaurants to disclose the presence of trans fat in their foods and has not responded to a second 
2004 petition asking that partially hydrogenated oils no longer be considered Generally 
Recognized As Safe (GRAS), but regulated as food additives and severely restricted in foods.  
Because of that inactivity, it is time for Congress to protect the public’s health. 
 
Recommendation: 
 
Congress should pass legislation to largely eliminate the partially hydrogenated oil – and 
artificial trans fat – from our food supply.  That would save about 15,000 to 25,000 lives 
and $2 billion annually. 
 
 

B. Reduce Sodium Levels in Packaged and Restaurant Foods. 
 
Salt—sodium chloride—is arguably the most harmful ingredient in our food supply.  While a 
small amount of sodium is necessary for health, the large amount in the typical diet is a major 
cause of high blood pressure (hypertension), heart attacks, and strokes.   
 
Sodium reduction is especially important for the 65 million American adults who have high 
blood pressure20 and the 45 million who have pre-hypertension.21  Ultimately, about 90 percent 
of Americans develop hypertension.22  African Americans experience a 60 percent greater rate of 
hypertension and a 40 percent higher rate of stroke deaths than the general population.23 
 
The government’s Dietary Guidelines for Americans states that people with hypertension, people 
who are middle-aged or older, and African Americans should consume no more 1,500 
milligrams (mg) of sodium daily.24  Those groups account for about 70 percent of the 
population.25  Other adults should consume no more than 2,300 mg of sodium (about a teaspoon 
of salt).  Unfortunately, the average adult consumes about 4,000 mg per day, or twice the 
recommended level.26  Only about 10 percent of that comes from the salt shaker, and about the 
same percentage occurs naturally.27  Three-quarters of all sodium comes from the salt (and other 
sodium-containing additives) in processed and restaurant foods.   
 
The extraordinary importance of lowering sodium consumption was highlighted in a 2004 paper 
coauthored by the Director of the National Heart, Lung, and Blood Institute (NHLBI) and two 
colleagues.28  They estimated that reducing the sodium content of packaged and restaurant foods 
by 50 percent would prevent about 150,000 deaths due to cardiovascular disease per year. 
 
Reducing sodium consumption also would save billions of dollars in medical costs.  A 
preliminary RAND Corp. study estimates that reducing sodium consumption by 1,100 mg per 
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day (about one-fourth of average intake) would reduce medical costs by $18 billion per year.  A 
reduction of 1,900 mg per day was estimated to reduce costs by $26 billion per year.  About half 
of those savings would accrue to the federal government. 
 
Consuming less sodium is one of the single most important—and feasible—ways to prevent 
cardiovascular disease.  Indeed, the United Kingdom has made salt reduction a top priority and is 
both educating consumers about excessive salt intake and pressuring the food and restaurant 
industries to lower sodium levels to specified targets.  The first interim survey found about a 
9 percent reduction in sodium intake (the five-year goal is 33 percent).  The U.S. government 
should be at least as aggressive in protecting the public’s health as the U.K. government. 
 
Recommendation: 
 
Congress should pass legislation to require the Secretary of Health and Human Services to 
develop and implement a plan to reduce the sodium content of the American diet over the 
next 10 years to the levels, and by means of strategies, recommended by the Institute of 
Medicine and other authorities.  

 
 

III. Reducing Medical Costs through Lifestyle Treatment of Heart 
Disease 

 
The medical and surgical treatment of chronic diseases is a major cause of high health-care costs.  
In some cases, though, equal or better patient outcomes result from relatively inexpensive 
modification of lifestyle, particularly diet and exercise.  Much greater use of lifestyle treatments 
would save the federal government several tens of billions of dollars annually. 
 
According to the American Heart Association, each year more than one million angioplasties are 
performed at an average cost of about $50,000 each, and almost half a million coronary artery 
bypass grafts are performed at an average cost of about $100,000 each.29  The total annual cost 
of just those two procedures is about $100 billion—much of which is avoidable. 
 
Studies have demonstrated that intensive diet-lifestyle counseling of patients with heart disease 
can often alleviate the need for costly angioplasties and coronary artery bypass procedures.30  
From the heart patient’s perspective, lifestyle therapy is far more benign than bypass surgery: 
nutritious meals and invigorating walks substitute for general anesthesia, major invasive surgery, 
possible brain damage from the heart-lung machine, and a two percent chance of dying on the 
operating table.  Surgery provides relief from chest pain (angina), but little, if any, increase in 
life expectancy.  In contrast to angioplasties and bypasses, a diet-lifestyle approach reverses the 
underlying atherosclerosis in the entire circulatory system—without side effects and at low cost. 
 
Lifestyle interventions provide tremendous savings to the health-care system.  One study with 
health-insurance providers found that the average savings in the mid-1990s from lifestyle 
intervention was $29,500,31 or $49,000 when adjusted to 2009 dollars.32  Because of such proven 
savings, Medicare now provides reimbursement for lifestyle interventions.  The same diet-
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lifestyle approach can also often treat hypertension and diabetes, two other costly medical 
conditions that predispose to cardiovascular disease and premature death. 
 
Inadequate reimbursement is a major barrier to wider use of intensive lifestyle treatment.  The 
Centers for Medicare & Medicaid Services (CMS) (as well as a few private insurers) offers 
reimbursement for lifestyle interventions, but the rates (on the order of $30 per hour or less33) are 
far too low to encourage doctors to prescribe and hospitals to encourage such interventions.  
Surgical and medical approaches are simply far more remunerative to the medical system. 
 
Another barrier is that many doctors are not sufficiently familiar with lifestyle interventions to 
discuss them with patients.  Medical schools and residency programs have simply failed to teach 
that fundamental part of human medicine, and probably won’t without legislative action to 
normalize lifestyle interventions. 
 
To overcome one of those barriers, Washington State is sponsoring a demonstration project to 
encourage patients to make “genuinely informed, preference-based treatment decisions.”34  An 
alternative approach proposed in a bill in the California Assembly would require physicians to 
inform their patients of the option of intensive lifestyle therapy for heart disease or diabetes, 
“including a description of the potential risks, consequences, and benefits of this treatment 
relative to other medical treatment options.”35 
 
We estimate that if only half of the patients scheduled for surgery opted instead for (but did not 
always succeed with) lifestyle treatment, the savings would amount to $43 billion per year.  
About half of those savings, or $21 billion, would accrue to the federal government.  Substantial 
savings also could be obtained from using lifestyle interventions to treat diabetes, hypertension, 
and other conditions.  Private insurers and their policyholders also would benefit from offering 
patients treatment through relatively inexpensive, but effective, lifestyle changes. 
 
Recommendation: 
 
To reap the cost-savings from lifestyle interventions, health-reform legislation should 
include measures to overcome several existing obstacles: 
 

 Congress should set higher reimbursement rates.  Even large increases would still 
save CMS substantial amounts of money per patient. 

 
 Congress could require that (a) doctors seeking reimbursement through Medicare 

and Medicaid for treatment of heart disease and specified other illnesses provide 
patients with objective information about lifestyle interventions, and (b) hospitals at 
which heart surgeries are done frequently establish and promote programs for 
intensive lifestyle treatment. 

 
 To hold down non-governmental medical costs, Congress should require all health 

insurers to provide adequate reimbursement for lifestyle-change programs and 
require physicians to provide patients with object information about that approach. 

 
 



 
 

Page 10

 
Endnotes 

 
                                                 
1 Mokdad AH, Marks JS, Stroup DF, et al. (2004). Actual causes of death in the United States, 2000. J Am Med 
Asso. 291(10):1238-45 
2 National Institute on Alcohol Abuse and Alcoholism. (2000). 10th Special Report to the U.S. Congress on Alcohol 
and Health. NIH Publication No. 00-1583. Rockville, MD: U.S. 
3 Congressional Budget Office, Historical Budget Data Charts, March 2009. 
4 U.S. Bureau of Labor Statistics, Consumer Expenditures Survey, 2006. 
5 Ibid. 
6 Weighted Statistics for Percentile Groups (in ounces of pure ethanol/day), National Epidemiologic Survey on 
Alcohol and Related Conditions (NESARC), 2001-2002. 
7 Calculation assumes that total daily ethanol values, and the distribution of consumption, reported in NESARC 
2001-2002 data (see previous note) also reflect beer consumption rates.   
8 Rogers JD, Greenfield TK. Who drinks most of the alcohol in the US.? The policy implications.” J Studies Alc. 
1999;60(1). 
9 Harwood EM, Wagenaar AC, Zander KM. (1998).  Youth access to alcohol survey; Summary report. Princeton, 
NJ: Robert Wood Johnson Foundation. 
10 Centers for Disease Control and Prevention. Behavioral Risk Factor Surveillance System. Prevalence and Trends 
Data Nationwide (States and DC) 2007 Overweight and Obesity (BMI). 
http://apps.nccd.cdc.gov/brfss/display.asp?cat=OB&yr=2007&qkey=4409&state=UB (accessed April 8, 2009). 
11 Vartanian LF, Schwartz MB, Brownell KD. Effects of soft drink consumption on nutrition and health: a 
systematic review and meta-analysis. Am J Public Health 2007 Apr;97(4):667-75. 
12 Malik VS, Schulze MB, Hu FB. Intake of sugar-sweetened beverages and weight gain: a systematic review. 
 Am J Clin Nutr. 2006 Aug;84(2):274-88. 
13 Chen L, J Appel LJ, Loria C, et al. Reduction in consumption of sugar-sweetened beverages is associated with 
weight loss: the PREMIER trial. Am J Clin Nutr 2009;89:1299–306. 
14 See summary of health problems related to soft drinks in Jacobson MF. Liquid Candy – How Soft Drinks are 
Harming Americans’ Health. Center for Science in the Public Interest. 2005. 
www.cspinet.org/new/pdf/liquid_candy_final_w_new_supplement.pdf. 
15 Finkelstein EA, Fiebelkorn IC, Wang G. State-level estimates of annual medical expenditures attributable to 
obesity. Obes Res. 2004;Jan;12(1):18–24.  (CSPI inflated the 2003 figure of $75 billion to 2009 dollars, using the 
calculator at www.halfhill.com/inflation.html.) 
16 CSPI calculations are based on 2008 estimates of beverage categories reported in: Beverage Marketing 
Corporation. Press Release: Smaller Categories Still Saw Growth as the U.S. Liquid Refreshment Beverage Market 
Shrank By 2.0% in 2008. March 30, 2009. 
www.beveragemarketing.com/?section=news&newsID=111http://www.beveragemarketing.com/?section=news&ne
wsID=111 (accessed April 6, 2009).  Market share of diet and regular soda estimated from USDA/Economic 
Research Service 2006 data. Beverages:  Per capita availability. March 15, 2008. 
www.ers.usda.gov/data/foodconsumption/Spreadsheets/beverage.xls 
17 Brownell KD, Frieden TR. Ounces of prevention--the public policy case for taxes on sugared beverages. N Engl J 
Med. 2009 Apr 30;360(18):1805-8.  CSPI’s estimates of federal revenues are based on a price elasticity of -0.33, 
which has been used by New York State economists.  Using an elasticity of -1.2 would indicate a much greater 
reduction in consumption (and greater health benefit), but annual tax revenues of $12 billion. 
18 Mozaffarian D, Katan MB, Ascherio A, et al. Trans fatty acids and cardiovascular disease. N Engl J Med. 2006 
Apr 13;354(15):1601-13.  
19 Pers. Comm. Walter Willett. 
20 Fields LE, Burt VL, Cutler JA, et al. The burden of adult hypertension in the United States 1999 to 2000: a rising 
tide. Hypertension. 2004; 44:398-404. 
21 Chobanian AV, Bakris GL, Black HR, et al. The Seventh Report of the Joint National Committee on Prevention, 
Detection, Evaluation, and Treatment of High Blood Pressure. J Am Med Asso. 2003;289:2560-72. National Heart, 
Lung, and Blood Institute. NHLBI issues new high blood pressure clinical practice guidelines. News release. May 
14, 2003. 
22 Vasan RS, Beiser A, Shsadri S. Residual lifetime risk for developing hypertension in middle-aged women and 
men. J Am Med Asso. 2002; 287:1003-10.  



 
 

Page 11

                                                                                                                                                             
23 National Center for Health Statistics. Health, United States, 2004, With Chartbook on Trends in the Health of 
Americans. Hyattsville, MD, 2004.  
24 U.S. Department of Health and Human Services, U.S. Department of Agriculture. Dietary Guidelines for 
Americans. 2005. www.health.gov/dietaryguidelines/dga2005/document/html/chapter8.htm 
25 Centers for Disease Control and Prevention, MMWR, March 27, 2009, Vol. 58, No. 11. 
26 NHANES, 2005-06. “What We Eat in America.” www.ars.usda.gov/foodsurvey. That dietary-recall survey 
estimated sodium consumption at 3,400 mg, but actual daily consumption is closer to 4,000 mg, because NHANES 
omits salt added at the table or in cooking and NHANES’s respondents often underestimate their actual 
consumption. Sodium consumption is reported in Zhou BF, Stamler J, Dennis B, et al. Nutrient intakes of middle-
aged men and women in China, Japan, United Kingdom, and United States in the late 1990s: The INTERMAP 
study. J Hum Hypertens. 2003;17:623–30. Kumanyika SK, Cook NR, Cutler JA, et al.  Sodium reduction for 
hypertension prevention in overweight adults: further results from the Trials of Hypertension Prevention Phase II. J 
Hum Hypertens. 2005;19:33-45.  
27 Institute of Medicine, National Academies. Dietary Reference Intakes: Water, Potassium, Sodium, Chloride, and 
Sulfate. Washington, DC: National Academies Press, 2004. Pp. 6-44.  Mattes RD, Donnelly D. Relative 
contributions of dietary sodium sources. J Am Coll Nutr. 1991;10:383–93. 
28 Havas, S, Rocella EJ, Lenfant C. Reducing the public health burden from elevated blood pressure levels in the 
United States by lowering intake of dietary sodium. Am J Pub Health. 2004;94:19-22.   
29 Heart Disease and Stroke Statistics_2009 Update: A Report From the American Heart Association Statistics 
Committee and Stroke Statistics Subcommittee. Circulation 2009;119;e21-e181. 
http://circ.ahajournals.org/cgi/reprint/119/2/e21 (accessed April 30, 2009) (at e168-9). 
30 Ornish D, Scherwitz LW, Billings JH, et al. Intensive lifestyle changes for reversal of coronary heart disease.  J 
Am Med Asso. 1998;280:2001-7. 
31 Ornish D. Avoiding revascularization with lifestyle changes: the multi-center lifestyle demonstration project. Am 
J Cardiol. 1998;Nov 26;82(10B):72T-6T 
32 www.halfhill.com/inflation.html. 
33 Pers. Comm. Dean Ornish. April 2009. 
34 RCW 41.05.033.  http://apps.leg.wa.gov/rcw/default.aspx?cite=41.05.033. 
35 AB 1478. www.totalcapitol.com/?bill_id=9972 (accessed May 7, 2009). 


