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Introduction: High blood pressure remains the leading
risk factor for cardiovascular and all-cause deaths in
Australia. Higher sodium and lower potassium intake are
well established risk factors for elevated blood pressure and
increased cardiovascular disease risk. Despite decades of
global public health efforts, progress in reducing sodium
and increasing potassium intake has been limited. The WHO
recommends potassium-enriched salt as an effective,
affordable, and scalable strategy to lower blood pressure by
simultaneously reducing sodium and increasing potassium
intake. This position statement was developed to support
implementation and address this public health priority.

Main recommendations: For patients with hypertension,
core dietary recommendations should include reducing
sodium by limiting the regular salt added when cooking
and at the table, choosing low-salt foods and increasing
potassium intake through fruit and vegetable intake. When
these changes are challenging, switching regular salt with
potassium-enriched salt offers a practical alternative. We
recommend including this switch as an additional dietary
recommendation in clinical hypertension guidelines.
Suggested wording: ‘If patients add salt to their food, they
should make a 1:1 switch from regular salt to potassium-
enriched salt with a composition of approximately 75%
sodium chloride and 25% potassium chloride, unless they
are at risk of hyperkalaemia because of kidney disease, use
of a potassium supplement, use of a potassium sparing
diuretic or for another reason.” Routine kidney health
checks are recommended to support safe implementation.

Changes in management: \We advocate for the inclusion
of this recommendation in future hypertension
management guidelines. Systematic, nation-wide
implementation of potassium-enriched salt as a
replacement for regular salt should be prioritized as a
scalable public health intervention. We call for further
research into the impact of potassium-enriched salt in
patients with kidney disease, the general population
unscreened for hyperkalaemia risk, and patients using
different antihypertensive regimens.
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INTRODUCTION

xcess dietary sodium and low potassium intake are
E both linked to high blood pressure, with high sodi-
um alone being attributed to 1.9 million deaths
globally each year [1]. There have been occasional success-
ful initiatives, but population efforts to control blood
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pressure by reducing sodium have mostly been unsuccess-
ful [2]. No country globally, including Australia, will meet
the WHO 2030 goal of reducing sodium intake by 30% [3].
The average global sodium intake was recently estimated to
be 4.3 g/day [3], equivalent to 10.8g/day of salt, which is
double the recommended amount of 5g/day [3]. Most
patients also find it difficult to substantially lower their
sodium intake because they need to make difficult changes
to their purchasing, cooking and seasoning habits as well as
accept a less salty taste to their foods.

The estimated global average potassium intake is 2.25 g/
day [4], which is well below the WHO’s recommended
minimum daily intake of 3.5 g/day [5-7]. Efforts to correct
potassium intake are mostly focussed on increasing con-
sumption of fresh fruits and vegetables but once again it is
proving difficult to achieve widespread and sustained
increases in uptake. These global patterns of intake and
the practical challenges of improving consumption patterns
are apparent in the Australian population, where both
average salt intake (9.6g/day) [8] and potassium intake
(2.86 g/day) [9] fall outside recommended levels.

Novel strategies that help patients and communities
achieve dietary sodium reduction and dietary potassium
elevation are required. There is strong evidence that mak-
ing a like-for-like switch from regular salt to potassium-
enriched salt for patients with hypertension is easy for
patients to adhere to in the long-term and that it improves
blood pressure control and reduces cardiovascular risk [10].
Switching regular salt for potassium-enriched salt is recom-
mended by the WHO guideline on the use of lower sodium
salt substitutes. Potassium-enriched salt may also provide
an option for the food industry where differences in taste
caused by cutting salt levels in food could be avoided by
switching regular salt for potassium-enriched salt.

Despite the strong evidence supporting the benefits of
potassium-enriched salt, it is inconsistently recommended
by clinicians and rarely used by patients. This is due mostly
to clinicians and patients being unaware of the availability,
effectiveness and acceptability of potassium-enriched salt.
A review of 32 hypertension guidelines worldwide revealed
that all recommend sodium reduction [11] as a strategy for
hypertension management and cardiovascular disease pre-
vention [12—14]. Many also suggested increasing potassium
intake, but only four mentioned potassium-enriched salt
and just two specifically recommended its routine use for
hypertension management [11]. Of note, the three most
recently published international guidelines — issued by the
European Society of Hypertension (2023) [15], the Europe-
an Society of Cardiology (2024) [10] and the American
College of Cardiology/American Heart Association Hyper-
tension Clinical Practice Guideline (2025) [17] — now rec-
ommend the use of potassium-enriched salt.

WHY IS THIS POSITION STATEMENT
NEEDED?

This position statement is required to align Australian
clinical hypertension management guidelines with the most
recent evidence. We note that the Taskforce Roadmap,
published in the Medical Journal of Australia in 2024
[18], recommends the inclusion of switching regular salt
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for potassium-enriched salt as a lifestyle therapy for blood
pressure control [18]. Also that the recently updated 2024
European Society of Cardiology Guidelines for managing
elevated blood pressure and hypertension now include a
specific recommendation for use of potassium-enriched
salt. Specifically that ‘in patients with hypertension without
moderate-to-advanced chronic kidney disease and with
high daily sodium intake, an increase of potassium intake
by 0.5-1g/day — for example, through sodium substitution
with potassium-enriched salt (comprising 75% sodium
chloride and 25% potassium chloride) or through diets rich
in fruits and vegetables — should be considered’ [16].

As the evidence for benefit from potassium-enriched salt
is relatively new, potassium-enriched salt is not included in
the current Guideline for the diagnosis and management of
hypertension, which was last updated in 2016 [19]. The 2016
guideline emphasized reducing salt intake and increasing
potassium intake for patients with normal kidney function
but did not specifically address potassium-enriched salt
[19]. Potassium-enriched salt warrants specific recommen-
dation, because by contrast to other interventions targeting
sodium and potassium, it is highly feasible for patients to
adhere to in the long-term. Having a specific recommen-
dation for potassium-enriched salt will be the basis for
implementing a nationwide education and promotion cam-
paign targeting healthcare providers.

Having a specific recommendation for potassium-
enriched salt in the clinical hypertension management
guideline will also provide strong support for wider efforts
to have potassium-enriched salt adopted by the food
industry. This is important because a food supply high in
sodium and low in potassium is a key reason why sodium
and potassium intakes are suboptimal for most of the
Australian population.

WHAT IS POTASSIUM-ENRICHED SALT,
AND WHY IT IS IMPORTANT?

Potassium-enriched salt is an alternative to regular salt (100%
sodium chloride) in which part of the sodium chloride has
been replaced with potassium chloride [11]. The best studied
potassium-enriched salt has a composition of 75% sodium
chloride and 25% potassium chloride but many different
mixtures are available [20]. Potassium-enriched salt can be
used as a direct switch for regular salt for seasoning, preserv-
ing and manufacturing of most foods [11]. Use in food
manufacturing processes is particularly important in coun-
tries like Australia where packaged and restaurant foods are
the main reason why diets are high in sodium and low in
potassium. Switching from regular salt to potassium-
enriched salt lowers blood pressure through the joint effects
of reducing sodium intake and supplementing potassium
intake [11]. The effect of potassium supplementation may be
as important as the effect of sodium reduction [21-23].

EVIDENCE TO SUPPORT USING
POTASSIUM-ENRICHED SALT

Data from multiple randomized controlled trials and meta-
analyses of those trials have shown the benefit of potassi-
um-enriched salt for lowering blood pressure and reducing
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the risks of stroke, major cardiovascular events and prema-
ture death [10,24]. Across all trials, the mean SBP reduction
was about 4.6mmHg, and the mean DBP reduction was
about 1.61mmHg. Additionally, potassium-enriched salt
led to an 11% reduction in major cardiovascular events,
an 11% decrease in total mortality, and a 13% reduction in
cardiovascular mortality [24].

The effects of potassium-enriched salt on blood pressure
and cardiovascular risks appear likely to be highly generaliz-
able across different geographies and diverse populations
though the magnitude of the benefits will depend upon factors
such as the proportion of dietary salt switched for potassium-
enriched salt, as well as baseline levels of blood pressure,
dietary sodium consumption, and dietary potassium con-
sumption. Importantly, compared to strategies that seek to
cut salt consumption or increase intake of fresh fruits and
vegetables, switching to potassium-enriched salt appears to be
more feasible [10] and sustainable for patients [24].

Potassium-enriched salt is highly acceptable, with taste
trials in several countries showing that most people cannot
distinguish it from regular salt [25-27]. Even formulations
with a high potassium content (50% KCI) are preferred by
South African adults [27]. In the SSaSS (Salt Substitute and
Stroke Study) trial, a 92% adherence rate to potassium-
enriched salt after Syears among 10504 participants dem-
onstrated its high acceptability [10].

RISK OF HYPERKALAEMIA

Blood potassium levels are influenced by dietary potassium
consumption. In the absence of significant pathology or the
concomitant use of therapies that significantly modify po-
tassium metabolism, blood potassium levels are held within
a narrow physiological range. No trial or meta-analysis has
shown an increased risk of adverse clinical outcomes
caused by hyperkalaemia with the use of potassium-
enriched salt, although almost all excluded patients at risk
of hyperkalaemia. One trial that included patients with
kidney disease showed an increased risk of biochemical
hyperkalaemia, though there was no evidence of clinical
harm [28]. There is, however, a rationale for increased
clinical hyperkalaemia risks if potassium-enriched salt is
used in the presence of advanced kidney disease, with
other potassium supplements or with potassium-sparing
diuretics.

It is anticipated that the risk of hyperkalaemia can be
ameliorated in the setting of clinical hypertension manage-
ment, because the decision to recommend potassium-
enriched salt is made by a healthcare professional after
questioning about the presence of contraindications and a
kidney health check [29].

The chief concern about hyperkalaemia risk relates to
the inappropriate use of potassium-enriched salt by indi-
viduals in the general community who have a contraindi-
cation. For example, people with advanced kidney disease
or people that are using a therapy that also raises blood
potassium levels. Better screening for kidney disease is
required alongside community awareness about the drug
therapies that can raise blood potassium levels. We recom-
mend that potassium-enriched salt products must have
packaging with a warning about the risk of hyperkalaemia.
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Dietitians have also recommended that potassium content
should be included on the Nutrition Information Panel for
all packaged foods, as it is for sodium.

Trials that directly test the question of safety in the
community have not been conducted, but high-quality
modelling studies suggest a large net benefit from popula-
tion-wide use of potassium-enriched salt, even under
worst-case assumptions about harm from hyperkalaemia
[30,31]. The favourable ‘benefit—risk’ balance in these stud-
ies is driven by the benefits of blood pressure lowering
occurring population wide [32], while the risks of hyper-
kalaemia are restricted to just a few per cent with undiag-
nosed advanced kidney disease [33,34]. Further, even
amongst patients with chronic kidney disease, there is
significant potential for benefit from blood pressure lower-
ing not just the risk of harm from hyperkalaemia [35].

RECOMMENDATIONS

Based on Xu et al’s review [11], which is cited in the 2024
ESC Hypertension Management Guideline [16], we recom-
mend:

If patients add salt to their food, they should make a 1:1 switch from regular
salt to potassium-enriched salt with a composition of approximately 75%
sodium chloride and 25% potassium chloride, unless they are at risk of
hyperkalaemia because of kidney disease, use of a potassium supplement,
use of a potassium sparing diuretic or for another reason.

As with all clinical recommendations, it is important to
weigh risks and benefits and tailor decisions to individual
circumstances.

Reducing sodium intake by limiting the use of regular salt
during cooking and at the table, and by choosing low-salt
foods, along with increasing potassium intake through
higher consumption of fruits and vegetables, should remain
core dietary recommendations for all patients with hyper-
tension. In patients with hypertension that use salt, switching
to potassium-enriched salt (comprising 75% sodium chloride
and 25% potassium chloride) should be considered routine-
ly, and recommended unless there is a contraindication.

For patients being treated for hypertension, the decision
to use potassium-enriched salt should be guided by dis-
cussions between clinicians and patients that considers
their medical history, a kidney function check, screening
for contraindicated medications (such as potassium supple-
ments or potassium-sparing diuretics), and the patient’s
preferences and values within the context of their overall
hypertension management plan.

We call for more research into the impact of potassium-
enriched salt in patients with kidney disease, the general
population unscreened for hyperkalaemia risk, and
patients using different antihypertensive regimens.

We advocate for incorporating this recommendation into
future clinical hypertension management guidelines. Incor-
porating this into the Australian clinical hypertension manage-
ment guidelines would support clinicians and other healthcare
professionals in recommending practical lifestyle strategies
fo r optimal blood pressure control. Beyond guideline inclu-
sion, actively engaging with professional organizations and
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disseminating knowledge will be important to raise awareness
of this simple intervention among healthcare providers. Clini-
cians, particularly general practitioners and nurses, play critical
roles across diverse care settings and are well positioned to
promote this evidence-based dietary change for blood pres-
sure control and cardiovascular disease prevention. Patients
with hypertension who do not have contraindications and
switch to potassium-enriched salt are expected to achieve a
reduction in blood pressure and a lower risk of serious
cardiovascular complications.
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