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STATEMENT OF POLICY
Menu Labeling, Trans Fats, and Salt
Policy
NACCHO supports local health department leadership in educating the public and bringing
about new food policies and organizational practices that improve menu labeling and the
reduction of trans fats and salt.


NACCHO urges the Food and Drug Administration (FDA) to make a final determination that
partially hydrogenated oils are not generally recognized as safe, as proposed in November
2013.



NACCHO urges the FDA to release final menu labeling rules in accordance with the
Affordable Care Act passed in March 2010 without delay.



NACCHO supports local and state regulations, ordinances, and statutes that would prohibit
the use of artificial trans fats and similar artificial, unhealthy oils in prepared foods offered at
chain restaurants.



NACCHO urges local health departments to support regulations, ordinances, and statutes
requiring comprehensive menu labeling at the point of decision-making in chain restaurants.



NACCHO supports reducing the amount of salt in the food supply through health
department-led initiatives that partner with the food and restaurant industry and institutional
food service sectors to set targets that progressively lower sodium levels in prepared and
processed foods.



NACCHO supports educational campaigns and programs that increase public and health
provider awareness about sources of sodium intake and the health consequences associated
with excess salt consumption. Programs should also increase health literacy by teaching
consumers to properly read nutrition labels for the purpose of identifying low-sodium food
choices and provide hypertension screening and control services.



NACCHO urges local health departments to join the National Sodium Reduction Initiative.



NACCHO supports local, state, and federal funding for LHDs to provide (1) public education
about trans fats, salt, menu labeling, and fresh foods; (2) technical assistance to food
establishments to support reformulation; and (3) adequate compliance and surveillance.

Justification
Trends in Dining Out
According to the U.S. Department of Agriculture, food consumption in the United States has
increased by 16 percent since 1970, corresponding to an increased calorie intake of 2,234
calories per person per day in 1970 to 2,757 calories in 2003.1 In addition, a study from 2003
found significant changes in portion sizes from 1977-1998, with portion sizes ranging from an
increase of 49 to 133 calories per item among commonly consumed foods such as salty snacks,
soft drinks, hamburgers, French fries, and Mexican food.2
A growing body of scientific evidence links eating outside of the home with higher caloric intake
and conditions that include increases in body mass index, weight gain, insulin resistance, and
obesity both in adults and children. Restaurant food consumption has been associated with an
increase in body fat among men and women ages 19 to 80 years.3 Compared to home-prepared
foods, restaurant foods are generally higher in salt, calories, and saturated fats and lower in
nutrients and fiber.
The increase in eating out is having a particular impact on children. Pediatricians across the
country are witnessing overweight children as young as 12 years old with type 2 diabetes,
hyperlipidemia, and abnormal blood pressure, conditions that can be brought on by poor diet
and, in part, treated through improved nutrition.4 A study reported in Hypertension shows a
statistically significant association between salt intake and total fluid intake that more often than
not includes sugar-sweetened soft drinks.5 This study reported that the high-sodium content of
fast food causes children to crave high-content corn syrup drinks, which often are super sizes,
further contributing excessive caloric intake and ultimately weight gain among children. The
research suggests that one public health strategy to help reduce childhood obesity would be to
reduce the salt content in fast foods.
Trans Fats
Trans fatty acids, typically referred to as trans fats, are formed when liquid vegetable and plant
oils undergo a chemical process, called partial hydrogenation, during which hydrogen is added to
make the oils more solid. Artificial trans fats are known to be harmful to human health by
increasing levels of low-density lipoproteins (LDLs) while decreasing levels of high-density
lipoproteins (HDLs). Long-term consumption of trans fats is also associated with increased risk
for developing gallstones.6 Eliminating artificial trans fats from prepared foods is necessary
public health intervention to address cardiovascular disease, the number one cause of death in
Americans.
Trans fatty acids are artificial chemicals that should be eliminated from the food supply. While
local health departments can support ordinances or regulations to ban trans fats in prepared
foods, sufficient resources will be needed for adequate enforcement, public education, and
technical assistance. Additional staff time and training will be needed to do the following:
 Ensure compliance with a trans fat ban.
 Implement a public education campaign about the dangers of trans fats.
 Provide technical assistance to support food establishments’ compliance efforts and
reformulation using trans fat-free ingredients.
 Continually monitor the oils used in prepared foods, as new artificially produced, yet trans

fat-free, products could potentially have the same harmful effects of trans fats.
New York, Philadelphia, Boston, and California have already implemented bans on trans fat, and
industry has responded with new products. There are a number of trans fat-free products on the
market for producing baked goods. Many of these products are comparable in price and quality
to products containing artificial trans fats. There also are many trans fat-free lower saturated fat
alternatives on the market such as palm and canola blends. Due to these local initiatives,
consumption of trans fatty acids has declined from about 4.6 grams per day in 2003 to 1.3 grams
per day in 2012.7 This impressive reduction has led the FDA to propose a ban on all artificial
trans fats because many partially hydrogenated oils (PHOs)—the main source of many trans
fats—are still prevalent in our food system. Banning trans fats and PHOs could prevent between
10,000–20,000 heart attacks and 3,000–7,000 coronary heart disease deaths each year in the U.S
according to the CDC.7
Sodium
Sodium reduction is necessary to reduce chronic disease. Approximately 90 percent of
Americans consume too much sodium and nearly 80 percent of the sodium consumed comes
from packaged or restaurant food that may or may not even be salty. Excess sodium consumption
is a leading cause of hypertension, which in turn is a risk factor for heart disease and stroke, the
first and third leading causes of death in the United States.8 Americans consume an average of
3,436 mg/day of sodium, which is nearly one and a half times the daily amount (2,300 mg/day)
recommended by the Department of Agriculture (USDA). Moreover, the Dietary Guidelines for
Americans, 2010 recommends that persons with hypertension, African-Americans, and all
middle-aged and older adults should consume no more than 1,500 mg/day of sodium.9
The American Medical Association estimates as many as 150,000 annual early deaths could be
avoided if consumers reduced salt intake by 50 percent. A recent survey also called for the
combined reduction of salt intake and increased potassium intake for even more positive effects
on hypertension in adults.10 Research demonstrates that 75 percent of dietary salt intake is
attributable to processed and restaurant food sources.11Thus, reformulation policies to reduce
sodium in processed and restaurant foods is a key public health strategy to address hypertension.
To spur a population-level reduction in sodium consumption, the National Forum for Heart
Disease and Stroke recommends increasing the adoption of sodium limits in food procurement
guidelines; increasing the availability of nutrition information of packaged foods; and creating
policies to make lower-sodium food options available.12 The American Heart Association
supports the reduction of sodium in the food supply in an effort to gradually condition the
population’s preference to lower sodium foods.13 The Institute of Medicine (IOM) recommends
addressing the food supply and, through regulation, instituting a well-researched and monitored
gradual reduction of salt as an ingredient in prepared and processed foods.14 This approach must
apply to all restaurants and food manufacturers in order to “level the playing field” to ensure that
companies are not put at a disadvantage, in regard to sales, when lowering salt content in their
foods.14 The IOM also recommends a holistic approach to reducing salt in the food supply, with
collaborations between the government, community groups, and consumers.14
The FDA recognizes that population sodium consumption has reached an unhealthy level. In

2014, the FDA addressed this issue by working to create sodium guidelines for the food industry,
and pressuring food companies and restaurants to use less salt in their foods. These guidelines
are voluntary and are a start to industry-wide salt reduction in foods.
In recent years, local communities have addressed sodium reduction in their chronic disease
programs. The Centers for Disease Control and Prevention awarded funds to support
communities in decreasing sodium consumption in the population through the 2013–2016
Sodium Reduction in Communities Program (SRCP). SRCP aims to increase access to and the
accessibility of lower sodium food options, to reduce sodium intake, and to continue to build
practice-based evidence around effective population-based strategies to reduce sodium
consumption at the community level.15
New York City began this process when it launched the National Salt Reduction Initiative
(NSRI).16 The initiative aims to reduce salt intake nationally by 50 percent over a decade by
working with food and restaurant industries to identify foods most frequently eaten and foods
with the highest salt content in order to target foods for voluntary, gradual salt reductions.16
Companies that participate in the initiative pledge that overall sales of products in a food
category, such as cheeseburgers, will meet NSRI’s sodium content targets.16 These targets
gradually decrease each year so that sodium content in foods is progressively reduced. For
restaurant foods, for example, the baseline sodium content for soup in 2009 was 395 mg/100g.
The 2012 and 2014 sodium content targets are 340 mg/100g and 280 mg/100g, respectively.17
The same framework is applied to reducing sodium in packaged foods as well.18 Over 41 local,
state, and national health organization partners are co-sponsoring the initiative.
Menu Labeling
Menu labeling regulations and ordinances will have maximum impact when they are designed to
(1) facilitate healthy decisions among those with an intention to select healthy foods; and (2)
create incentives for reformulation. With the passage of menu labeling laws across the country,
evidence is mounting that the policy does enable people to make healthy choices but that the
format of the label information may play a role in ordering and consumption behaviors. For
example, a study conducted at a fast food chain restaurant found that 32 percent of customers
who saw calorie information purchased meals averaging 52 fewer calories than those who did
not see the calorie information. Customers who claim that they proactively use calorie
information purchased meals averaging 99 fewer calories than those who did not see the calorie
information. (Note: The difference between a Quarter Pounder with cheese (549 calories) and a
Quarter Pounder without cheese (460) is 89 calories.) This research supports the view that menu
labeling at the point of decision-making can lead to more healthy choices, particularly among
health conscious consumers, including those with chronic disease on special diets or those
attempting to maintain a healthy weight.19
Other research suggests that the strongest impact of menu labeling policies is likely through
incentives to reformulate. For example, researchers at the U.S. Department of Agriculture’s
Economic Research Service identify two types of incentives to reformulate in response to menu
labeling: (1) manufacturers may opt to reformulate as part of a strategy to build brand reputation,
including well-advertised investments in new healthy ingredients and processes; and (2)
manufacturers may reformulate and adopt expensive process changes to raise de facto industry

quality standards, thus creating effective barriers to entry when other firms find it difficult to
meet rising health and quality expectations.20
A necessary condition for menu labeling to incentivize healthier reformulation is having nutrition
information that is targeted to health conscious people, such as those with chronic disease or on
special diets, thereby supporting market segmentation. This would require nutrition information
that is standard and readable across competing restaurants and available at the point of decisionmaking. Moreover, the nutrition information must be presented in ways that are not obscured by
other extraneous facts. One strategy is to ensure that several key nutrition items such as calories,
fats (including trans fats), sodium, and carbohydrates are highly visible because this is
information that people with chronic disease should be concerned about. Recent studies have
also touted the possible benefits of using more symbolic labeling including “fitness labeling,”
which involves using symbolic representations of how much exercise would be required to burn
the amount of calories consumed. It is possible that these and other types of symbolic labeling
may have a greater impact on ordering habits than traditional, complex caloric labels.21Several
municipalities have taken this strategy and include key nutrition items besides calories.
The Los Angeles County Department of Public Health launched the Choose Health LA
campaign to improve nutrition education and the food environment in several communities in
Los Angeles County. The department promoted changes in food procurement, purchasing, and
preparation in schools and food-service operations run by public agencies. Strategies included
adopting and implementing nutrition standards and gradual sodium reduction.
The campaign was partially supported by the Los Angeles County Sodium Reduction Initiative
(LACSRI), a CDC-funded project under the Sodium Reduction in Communities Program.
LACSRI’s goal was to encourage community activities that reduce sodium intake at the
individual and organizational levels. The initiative’s plan objectives included the following:
 Implementing strategies and practices to improve food-service venues (e.g., menu
labeling, smaller portion sizes, product placement, pricing strategies, and gradual sodium
reduction).
 Increasing healthy options on school cafeteria menus.
 Using social media and other communication channels to raise public awareness about
sodium.
These collective efforts, for example, achieved passage of a County of Los Angeles Board of
Supervisors Motion that allows the health department to comment on and recommend healthy
food standards for new and renewing food services and vending contracts in county departments
that serve or procure food.
Procurement
Food procurement policies can be designed to make healthier food more readily available,
affordable, and appealing. These policies can work to change individual factors (e.g., knowledge
of how to choose healthy options), social factors (e.g., social norms), and environmental factors
(e.g., access to healthy options). Food procurement polices use existing food dollars to create a
more nutritious food environment and drive demand toward increased availability and demand
for more healthful products. Food procurement policies can target many nutrients and set

standards for calories, fat, trans fat, and sugar to increase the overall healthfulness of food
options and provide a more healthful food environment. Procurement policies change the role of
state and local government from a passive consumer to an active driver of the market, in the
process providing greater demand for and access to healthful foods.22
National Education Programs
The FDA educates consumers about the high sodium levels in processed foods added by
manufacturers on their website. FDA provides instructions for reading nutrition labels to identify
salt content, recommendations for reducing sodium intake, and information about the connection
between sodium and disease.23 The New York City Health Department also provides similar
information in concert with their National Salt Reduction Initiative.24 NACCHO urges LHDs to
follow this example and provide consumers with information about reading nutrition labels and
recommendations for making low sodium food choices.
The addition of menu labeling on restaurant boards and menus complements efforts to increase
health literacy and health education. The Affordable Care Act in 2010 made it a requirement for
chain retail food establishments with 20 or more locations to post calorie information and
provide nutritional information, which includes sodium, for customers if requested.25
Many local health departments created menu labeling policies in their jurisdictions before this
federal designation. Local health departments in King County (Seattle), WA, Multnomah
County, OR, Philadelphia, PA, and San Mateo County, CA have joined this effort in ensuring
chain retail food establishments have information about sodium content available to consumers.26
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