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Relationship Between Salt Intake, Salt-Taste Threshold and Blood Pressure in
Nigerians

Relation entre Uapport de sel, sel Goiit de seuil et la pression artérielle chez les Nigérians

E. C. Azinge*, O.A. Sofola’, B.O. Silva*

ABSTRACT

BACKGROUND: Many studies have found an association
between sodium intake and blood pressure. Salt taste threshold
is thought to be another marker of sodium intake.
OBJECTIVE: This study sought to assess two markers of sodium
intake, 24-hour-urinary sodium and salt-taste threshold. We
also determined the relationship between these two markers
and blood pressure.

METHODS: Salt taste threshold was measured by the ability
of the subjects to discern the taste of salt in graded solutions of
saline. Twenty-four urinary sodium was measured by flame
photometry in a 24-hour urine collection. Other plasma and
urine electrolytes and creatinine were measured using
standard automated chemistry methods.

RESULTS: There was a significantly higher salt intake
measured as 24-hour urinary sodium/mmol of creatinine in
the hypertensive group, (36.6+20mmol/L/mmol creatinine)
compared with the normotensive group (14.8+5.8mmol/L/mmol
creatinine) p < 0.001. Urinary potassium was also higher in
the hypertensive subjects. When the subjects were grouped
into low and high salt taste threshold, the high salt threshold
group also had significantly higher 24 hour urinary sodium
(30.3+5mmol/L creatinine vs the low STT urinary sodium of
(19.5+14 p <.05).

CONCLUSION: Sodium intake measured as 24-hour urinary
sodium is increased in subjects with hypertension attesting to
sodium intake as a risk factor for the development of high
blood pressure. Subjects with high salt taste threshold also
have increased urinary sodium excretion which may predispose
them to deveploment of hypertension. WAJM 2011; 30(5):
373-376.

Keywords: Hypertension, salt-taste threshold, Nigerians,
urinary sodium.

RESUME

CONTEXTE: De nombreuses études ont trouvé une
association entre I’apport en sodium et I’hypertension artérielle.
Seuil de goiit sel est pensé pour €tre un autre marqueur de
I’apport en sodium.

OBJECTIF: Cette étude visait a évaluer les deux marqueurs de
I’apport en sodium, de 24 heures-urinaire de sodium et le sel-
golt de seuil. Nous avons également déterminé la relation entre
ces deux marqueurs et la pression artérielle.

METHODES: scuil golt de sel a été mesurée par la capacité
des sujets a discerner le gofit du sel dans les solutions graduées
de solution saline. Vingt-quatre de sodium urinaire a été mesurée
par photométrie de flamme en un recueil des urines de 24 heures.
Autre plasma et ’urine et des électrolytes créatinine ont été
mesurés en utilisant des méthodes de chimie automatisés.
RESULTATS: On a un apport de sel significativement plus
élevée mesurée en 24 heures urinaire de sodium / mmol de
créatinine dans le groupe hypertendu, (36,6 £ 20mmol/L/mmol
créatinine) par rapport au groupe normotendus (14,8 £ 5.8mmol/
L/mmol créatinine) p <0,001. De potassium urinaire était
également plus élevé chez les sujets hypertendus. Lorsque les
sujets ont été regroupés en seuil de golt sel basse et haute, le
groupe sel seuil haut avait aussi significativement plus élevée
de sodium urinaire 24 heures (30,3 £ 5 mmol /L de créatinine vs
le sodium urinaire basse de la STT (19,5 £+ 14 p <.05).
CONCLUSION: L’apport en sodium mesuré que le sodium
urinaire sur 24 heures est augmenté chez les sujets souffrant
d’hypertension attestant de 1’apport de sodium comme un
facteur de risque pour le développement de 1’hypertension
artérielle. Sujets avec seuil goiit sel élevée ont également
augmenté excrétion urinaire de sodium qui peut les prédisposer
a deveploment de I’hypertension. WAJM 2011; 30(5): 373-
376.

Mots-clés: Hypertension artérielle, le sel-gotit de seuil, les
Nigérians, urinaire de sodium.
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INTRODUCTION

There are reports of an association
between salt taste threshold and blood
pressure.'? Salt taste threshold (STT) is
the minimum concentration of a salt
solution which the taste buds can
perceive.*? Tt has also been shown in
previous studies that the taste buds
contain taste receptors which express a
number of ion channels in their plasma
membranes of which the amiloride
sensitive sodium channel (ENaC) is
one.*’ Sodium appetite depends on salt
taste threshold and sodium need for its
development, and is said to be a
manifestation of sodium intake.*’ A
higher threshold reflects a higher salt
consumption than normal.*?

The development of hypertension
depends on a complex interaction
between genes and environmental
factors. ? Since sodium is the main cation
in the extra cellular fluid and its source in
the diet is sodium chloride, ingestion and
absorption of sodium chloride have been
reported as major risk factors in the control
of blood volume and blood pressure.®
Many large scale studies that measured
the relationship between long-term salt
ingestion and blood pressure did not
arrive at conclusive results.*¢ However,
the use of controlled diets in which salt
intake has been strictly controlled has
shown that salt intake is directly
associated with the level of arterial blood
pressure.®

Salt sensitivity is defined as an
abnormal blood pressure response to
sodium load and salt insensitivity as a
normal blood pressure response to
sodium load.? These discrepancies in the
relationship between sodium intake,
sodium in the extra cellular fluid and urine
sodium in different individuals has led to
a call for a better method of assessing
sodium intake. Several authors have
reported that blacks retain more sodium
than whites.>’ Pressor responses have
been demonstrated in both Nigerian
hypertensives and normotensives.’

This study sought to determine ways
in which sodium intake can be measured,
first as 24-hour urinary excretion of
sodium and secondly as a measurement
of salt-taste threshold. These markers of
sodium intake may serve as important
indices in the control of blood pressure.
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SUBJECTS, MATERIALS, AND
METHODS

Forty subjects, 14 men and 26
women, aged 19-70 years, with 18
normotensive and 22 hypertensive, were
recruited into this study, performed at the
Department of Clinical Pathology, College
of Medicine, Lagos, after an informed
consent was obtained from them. The
subjects were recruited from Idi-Arabia,
a suburb located close to the Lagos
University Teaching Hospital. The
subjects were not on any treatment and
also did not know if they were
hypertensive or not. They were asked to
come for screening to detect
hypertension. Hypertension is described
in this study as systolic blood pressure
greater than 140 mmHg and or diastolic
greater than 90 mmHg.

Ethical clearance for the study was
obtained from the Research Grants and
experimentation ethics committee of the
College of Medicine of the University of
Lagos.

Exclusion Criteria

Subjects on antihypertensive drugs
and subjects with BMI > 30kg /m~ were
excluded from the study, as were subjects
with renal impairment (plasma creatinine
level greater than 150umol/L) and plasma
potassium K* greater than 5.5mmol/L

Clinical Procedure

The subjects had their weights and
heights measured to the nearest 0.5 kg
and 0.5 cm respectively. Blood pressure
was measured twice in the sitting
position after the subjects had rested for
at least 10 minutes, using an Accoson®
mercury sphygmomanometer. Systolic
blood pressure was taken as the point of
first appearance of Korotkov sounds and
diastolic blood pressure the point of
disappearance of the sounds, (Phase V).
Two consecutive readings were taken
from each subject and the average of
these was taken as the mean blood
pressure reading. This procedure was
repeated on the second visit after 24-hour
urine collection was made. The mean
blood pressure was taken as the average
of the two readings. The subjects were
made to complete a questionnaire, which
included a family history of hypertension
among other questions.

Salt and Blood Pressure

Salt Taste Threshold Measurement

Salt-taste threshold was measured
in each subject by the ability to discern
the taste of salt in graded solutions of
sodium chloride concentration. The salt
taste threshold was graded in 5, 15, 30,
60, and 90 mmol/L of salt solution
prepared by weighing the amount of
sterilised salt and dissolving in distilled
and deionised water. Each bottle was
coded so as to prevent bias from the
examiner and each had a separate pipette
to prevent admixture of the different
solutions. Three drops of salt solution at
room temperature were placed on the
tongue of each subject, starting with the
lowest concentration, Smmol/L, and
moving up incrementally. The minimum
concentration of solution at which the
subject was able to discern the taste
of salt was taken as the salt taste
threshold.! 2111415

24-hour Urine Collection and Analysis

The subjects were taught the proper
collection of urine for the assessment of
creatinine clearance. ECA supervised 24-
hour urine collection. A four-liter plastic
keg was given to each participant; in
addition a plastic funnel was supplied to
the female participants. They were asked
to empty the bladder at 08:00 hours at
the start of the collection. All subsequent
urine was passed into the keg until the
morning of the next day. They were asked
to pass the final urine collection into the
container at 08:00hours.

Venous blood was taken for
measurement of plasma sodium,
potassium and creatinine. Plasma and
urine concentrations of sodium and
potassium were measured with a Corning
4010 flame photometer. Creatinine assays
were carried out on plasma and 24-hour
urinary samples using the Airone
multichannel chemistry autoanalyser
which utilises the picric acid method for
estimation of plasma creatinine.' Urinary
clearance of analytes was calculated
using standard formula and expressed as
volume cleared of analyte (sodium,
potassium or creatinine) per (ml/minute).

Statistical Analysis

This was carried out using
Microsoft Excel® package. Results are
presented as mean +standard error of the
mean (SEM) for normally distributed
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variables. The student’s t-test was used
to test for significance of differences in
variables. A p value of >0.05 was
considered significant.

RESULTS
There were forty subjects in the
study, 14 men and 26 women. Table 1
compares the descriptive variables of
participants by blood pressure status.
The mean systolic blood-pressure in the
normotensive subjects, (n=18) was
116.4£+1 mmHg and in the hypertensives,
(n=22) was 145+2.6mmHg. The hyper-
tensive subjects had a significantly
higher systolic blood pressure than the
normotensive individuals (p<0.001).
The mean salt-taste threshold in the
normotensive subjects was 43.3+3.3
mmol/L and in the hypertensive subjects,
41.1£2.9 mmol/L, p=0.3 (Table 2).
Urinary sodium excretion was
significantly higher in the hypertensive
group, (36.6 + 3 mmol/L/mmol) creatinine,
than in the normotensive group, (14.8+
0.9 mmol/L /mmol creatinine) p <0.001.
Urinary potassium was also
significantly higher in the hypertensive
group, (7.3 0.7 mmol/L. /mmol creatinine)
than in the normotensives group (3.2 £
0.06 mmol/L/mmol creatinine) p=0.003.

Effect of Salt Threshold

When the results were further
divided into those with low salt taste
threshold, (STT of 5-30 mmol/L) and
those with high salt taste threshold, that
is, (STT between 60-90mmol/L) 22
subjects fell into the low STT group while
15 of the subjects were in the high STT
group. A comparison of the variables in
the two groups by salt threshold is
shown in Table 2.

Mean plasma sodium showed a
highly significant difference between the
two groups. In the low STT group it
measured 135+1.3 mmol/L while in the
high STT group it measured 125+1.3
mmol/L, (p <0.001).

Sodium/Potassium ratio in the low
STT group recorded a mean of 42.7+0.9
while in the high STT subjects it measured
37.240.9 (p = of 0.006). Urine sodium
excretion in the low STT ratio measured
19.5+2 mmol/L/mmol creatinine, while in
the high STT ratio it measured 30.3+0.7
mmol/L/mmol creatinine. This was
statistically significant. p=0.03.
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Salt and Blood Pressure

Table 1: Comparison of Hypertensive and Normotensive Subjects by Study Variables

Variable Normotensive Group Hypertensive Group P
Number 18 2
Systolic BP (mmHg) 1164+1.0 145+£2.6 0.001
DiastolicBP(mmHg) 77.6+0.8 95+1.4 0.001
Mean age (years) 35.6+2.5 50.6%1.5 0.002
Body mass index (kg/m?) 23.7+£04 23.2+0.07 001
Plasma sodium (mmol/L) 132+1.2 132+1.7 04
Plasma potassium (mmol/L) 7.3+0.7 3.4+0.08 0.1
Creatinine clearance (mls/min) 97.5+4.6 88+2.2 0.1
Salt Taste Threshold (mmol/L) 43433 41£29 037
Sodium/Potassium ratio 415408 40.2+1.1 02
Urinary potassium excretion rate
(mmol/mmol creatinine) 3.240.06 7.310.7 0.003
Urinary sodium excretion
(mmol/mmolcreatinine) 14.8+0.9 36.6+3.0 0.001
Table 2: Comparison of Variables of Subjects by Salt Taste Threshold
Variable Low Salt Taste High Salt Taste

Threshold Threshold |
Number 2 15
Age (years) 45+2.1 448+24 047
Urine Dopamine (1g/ml) 0.48+0.12 0.71+0.3 035
Body Mass Index (kg/m? 26.3+0.8 25.6+0.6 0.32
Systolic Blood Pressure (mmHg) 133432 134440 0.34
Diastolic Blood Pressure (mmHg) 88+1.7 86+2.0 03
Plasma Sodium (mmol/L) 135+1.3 125+1.3 0.001
Plasma Potassium (mmol/L) 3.240.07 3.4+0.01 0.11
Creatinine Clearance (mls/min) 92.542.0 99.1£1.2 0.07
Sodium/potassium ratio 42.7+0.9 372409 0.006
Urinary Sodium excretion
(mmol/mmol creatinine) 19.5£2.0 30.3+0.7 0.03
Urinary Potassium excretion rate
(mmol/mmol creatinine) 34403 4.8+0.3 0.1

HSTT, high Salt threshold, LST low Salt threshold

DISCUSSION
Urinary Sodium Excretion and Blood
Pressure

Urinary sodium excretion was
significantly higher in the hypertension
group. This finding is in keeping with the
general finding of the Inter salt research
group which established a link between
salt intake as measured by urine sodium
excretion and blood pressure.® Urinary
potassium excretion was also
significantly higher in the hypertensive
group. This could be a reflection of
increased ENaC activity in the
hypertensive patients, as the higher the
ENaC activity, the higher the urinary
potassium excretion.

There was no difference in salt taste
threshold between the normotensive and
the hypertensive groups.

Analysis of the normotensive and
hypertensive group showed no
significant difference in creatinine
clearance levels in the two groups. This
means that the two groups have similar
glomerular filtration rates. This is
important when interpreting electrolyte
values within two groups, so that low
sodium excretion is not attributed to
lower glomerular filtration rates.

Salt Taste Threshold and Blood Pressure.

When the subjects were divided into
low salt taste threshold and high salt
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threshold, urine sodium was significantly
higher in the high salt taste threshold
group. There was a significantly lower
Na/K ratio. Even though not all in this
group were clearly hypertensive, the low
Na/K ratio suggests probable high renin
activity in the high salt taste threshold
group and may be an indication that
these subjects may become hypertensive
in future.' Although there was no
significant difference in either systolic or
diastolic blood pressure in the two
groups, the group with high salt
threshold has by these findings shown
signs of potential development of high
blood pressure with time.'>!*

Studying salt taste threshold in
Nigerians, Obasohan, et al (1) found a
clear-cut difference between salt taste
threshold in normotensive and
hypertensive individuals, hypertensives
having a higher salt taste threshold. Our
findings are not at variance with those of
this study as their sample may account
for the difference.!

In our study, the hypertensive
group was found to have an increase in
urine sodium which is a reflection of
increased sodium intake and also an
increase in urine potassium which may
be a reflection of increased activity of
epithelial sodium channels, ENaC.
Regrouping the subjects under low salt
taste and high salt taste threshold, the
high salt taste threshold group was found
to have a significantly lower Na/K ratio
which is a marker of high renin activity.
This marks out the high salt taste
threshold group as a potential group for
the development of high blood pressure,
since not all of them were hypertensive
as at the time of this study. However it
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should be pointed out that this study was
limited by a small sample size. A larger
sample size may give a clearer picture.
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