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Hypertension is twice as frequent in patients with diabetes
compared to the general population. The past decade has
rekindled the debate surrounding the optimal dietary pre-
scription, including macronutrient composition, for the
treatment of diabetes and its associated risk factors. In 1997,
the Dietary Approaches to Stop Hypertension (DASH) trial,
a multicentre, randomized, feeding study, marked an impor-
tant advance in our understanding of the effects of overall
dietary patterns on blood pressure (BP). An impressive
reduction of 11.4 and 5.5 mm Hg for systolic blood pressure
(SBP) and diastolic blood pressure (DBP), respectively, was
seen in patients with hypertension who consumed the DASH
diet (which is rich in fruits, vegetables and low-fat dairy
foods) compared to the control diet. Widespread adoption
and promotion of the DASH diet has the potential to con-
tribute to meaningful reductions in BP, improve concomitant
cardiovascular risk factors in persons with diabetes and ulti-
mately improve their health and quality of life.

L’hypertension est deux fois plus fréquente chez les patients
atteints de diabète que dans la population générale. Au cours
des dix dernières années, le débat a repris au sujet du régime
alimentaire optimal, y compris la composition en éléments
minéraux, pour le traitement du diabète et des facteurs de
risque associés. En 1997, l’essai DASH (Dietary Approaches to
Stop Hypertension), un essai multicentrique portant sur le
régime alimentaire et comportant une répartition aléatoire,
a contribué à améliorer considérablement notre compréhen-
sion des effets des habitudes alimentaires sur la pression san-
guine. Au cours de cet essai, il y a eu des baisses respectives
impressionnantes de la pression systolique et de la pression
diastolique de 11,4 et de 5,5 mm Hg chez les hypertendus
qui suivaient la diète DASH (riche en fruits, légumes et pro-
duits laitiers à faible teneur en matière grasse) plutôt qu’une
diète témoin. La promotion de la diète DASH et son adop-
tion par une forte proportion de personnes pourraient con-
tribuer à réduire concrètement la pression sanguine, à
atténuer les facteurs de risque de maladie cardio-vasculaire
chez les personnes atteintes de diabète et, en bout de ligne,
à améliorer la santé et la qualité de vie.
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INTRODUCTION
Cardiovascular disease (CVD) is a major cause of morbidity
and mortality in persons with diabetes (1). Clustering of
metabolic risk factors is common in patients with diabetes
and includes insulin resistance, obesity and dyslipidemia (2).
Hypertension is another major contributing factor to the high-
er prevalence of CVD in diabetes, is twice as frequent in
patients with diabetes compared to the general population (3)
and is a contributing factor in an estimated 30 to 75% of dia-
betes complications (4). The Canadian Diabetes Association’s
(CDA’s) 1998 Clinical Practice Guidelines for the Management
of Diabetes in Canada advocate for tighter metabolic control in
most people with diabetes and increased attention to lifestyle,
adjustments in diet and physical activity (5).The evidence is
conclusive that management of hypertension significantly
reduces the incidence of stroke, heart failure and progression
of complications of diabetes (6).

Lifestyle modifications are an integral part of the man-
agement of hypertension. Common behavioural prescrip-
tions for the prevention and treatment of high blood pressure
(BP) include achieving an optimum body weight, limiting
sodium intake and moderating alcohol intake (7,8).The past
decade has rekindled the debate surrounding the optimal
dietary prescription, including macronutrient composition,
for the treatment of diabetes and associated risk factors. Due
to the difficulty in ascribing a causative role to the effects of
single dietary components in improving health outcomes, it
is advantageous to examine overall dietary patterns and their
influence on defined health endpoints.

CURRENT DIETARY RECOMMENDATIONS
FOR HYPERTENSION
Previously, the 2 most common dietary prescriptions for
hypertension were weight loss and sodium restriction. The
Trials of Hypertension Prevention, Phase I (TOHP I) assessed
the efficacy of weight loss and sodium restriction in prevent-
ing progression to hypertension (9). Data collected for 7 years
following the TOHP I demonstrated that 40.5% of subjects in
the control group progressed to hypertension, while only
18.9% of subjects in the active weight loss group progressed
to hypertension (p=0.02) (9). In the sodium-restricted group,
22.4% of subjects developed hypertension, while 32.9% of
control subjects developed hypertension (p=0.19) (9).

Other studies have shown the beneficial effect of sodium
restriction on BP in clinical settings, yet the highly restrictive
nature of these diets continues to raise challenges with com-
pliance. In addition, not all individuals are sodium sensitive
and therefore do not achieve a meaningful BP-lowering ben-
efit from a sodium-restricted diet. In addition to sodium-
restricted diets, several other diets and dietary components
have received attention in relation to the prevention and con-
trol of hypertension.

VEGETARIAN DIETS, MINERALS 
AND PROTEIN
Individuals who consume a vegetarian diet tend to have lower
BP than do non-vegetarians (10). Sacks and colleagues
described a downward shift in the population mean of both
systolic blood pressure (SBP) and diastolic blood pressure
(DBP) in vegetarians compared to non-vegetarians (11). It
was suggested that nutrients eaten in greater amounts in veg-
etarian vs. non-vegetarian diets lower BP (10).As a result, sev-
eral components of vegetarian diets have been examined in
greater depth to elucidate the key BP regulating nutrients.

In observational studies, generally positive results link the
intake of calcium, magnesium, potassium and dietary fibre to
a reduction in the relative risk of hypertension (12). Mineral
intake appears particularly important in relation to sodium
sensitivity. Many studies show that a significant portion of BP
variability in response to sodium can be linked to the adequacy
of mineral intake (13). Observational data suggest that ade-
quate intake of calcium, potassium and magnesium simultane-
ously with a diet high in sodium is not associated with increased
arterial pressure (13). In clinical trials, however, where isolated
calcium, potassium and magnesium have been supplemented
into the diet, the results have been less consistent and do not
tend to show an equivalent BP-lowering effect (12,14). A
meta-analysis of potassium supplementation did show a 
BP-lowering effect, but randomized, well-controlled trials
showed minimal effect (15). A similar meta-analysis for cal-
cium supplementation showed a small reduction in SBP, but
not DBP (16). While no meta-analyses for magnesium have
been conducted, no overall BP-lowering effect has been
detected in several smaller trials (17,18). Initial micronutri-
ent status of study participants may partially account for this
discrepancy. Clearly, the interaction between adequacy of min-
eral intake and protection against sodium sensitivity is impor-
tant and suggests that overall dietary patterns that meet or
exceed recommended levels for calcium, potassium and mag-
nesium may be beneficial in patients with hypertension.

Epidemiological studies of stroke in Japanese populations
suggest that a diet high in dietary protein is protective against
hypertension (19).The Multiple Risk Factor Intervention Trial
(MRFIT) demonstrated that higher levels of dietary protein in
the diet (22 vs. 12% of total kilocalories [kcal, 1 kcal=1 Cal])
were associated with an estimated lowering of 1.0 mm Hg
for SBP and 1.1 mm Hg for DBP (20). The results of the
International Study of Salt and Blood Pressure (INTER-
SALT), in which BP was assessed in relation to markers of
dietary protein in 24-hour urine collections, also suggest that
moderately increased levels of protein in the diet have a
favourable influence on BP.

Other epidemiological studies suggest that populations
that consume large amounts of fish and seafood, such as
Greenland Eskimos, have lower rates of CVD (21). Dietary
fish oils are high in omega-3 fatty acids (O3FA). A meta-
analysis reported that supplementation with O3FA (more
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than 3 g/day) led to clinically relevant BP reductions in indi-
viduals with untreated hypertension (22). While large
amounts of O3FA may impair glucose tolerance in persons
with type 2 diabetes (23), an Australian trial has demonstrat-
ed that the addition of fish to a weight-control diet improves
glucose, insulin and lipid metabolism in overweight, hyper-
tensive subjects (24). Meals incorporating fish that are rich in
O3FA may effectively reduce the risk of CVD.

The reasons for the often-inconsistent results seen
between observational studies and clinical trials that supple-
ment single nutrients may be several-fold. With increasing
analytical capabilities, our knowledge of the biochemical
structure-function relationships of the myriad of chemicals
that occur naturally in food is increasing (25). It is likely that
numerous nutrients in foods, interacting with other dietary
components, may reduce BP to a greater extent than specif-
ic isolated nutrients supplemented into the diet. It is also
plausible that individual nutrients may have very minor BP-
lowering effects. In combination with other nutrients with
similar minor effects, the cumulative effect of these nutrients
may then be sufficient for detection in human trials. To
address some of these issues, the Dietary Approaches to Stop
Hypertension (DASH) trial was designed to test the effects
of dietary patterns on BP (26).

THE DASH TRIAL
The DASH trial was a multicentre, randomized, feeding
study that evaluated the combined effects of nutrients that
occur together in food (27). The study involved 459 adults
with SBP <160 mm Hg and DBP of 80 to 95 mm Hg. For 
3 weeks, all subjects consumed a control diet. Subjects were
then randomly assigned to receive one of the following 
3 diets for 8 weeks: a control diet similar to the average diet
in the United States (US); a diet rich in fruits and vegetables;
or a “combination” diet rich in fruits, vegetables and low-fat
dairy products (Table 1). Body weight and sodium intake was
maintained at constant levels throughout the trial.

The results of the trial were an impressive reduction in BP
with the combination diet (now referred to as the DASH
diet). The DASH diet reduced SBP and DBP by 5.5 and 
3.0 mm Hg, respectively, more than did the control diet
(Figure 1) (27). The fruits-and-vegetables diet produced
results midway between the DASH and control diets, with a
reduction of 2.8 and 1.1 mm Hg for SBP and DBP, respec-
tively. These results suggest that some components in the
fruits-and-vegetables diet reduce BP, but the additional com-
ponents included in the DASH diet reduced it even further.
An even greater reduction in BP was observed in subjects with
mild hypertension (SBP ≥140 mm Hg; DBP ≥90 mm Hg).The
DASH diet reduced SBP and DBP by 11.4 and 5.5 mm Hg,
respectively, more than did the control diet (Figure 2).These
reductions are comparable to those observed in single drug
trials for mild hypertension (28-32).

Evidence suggests that the effects of diet on BP may be
influenced by demographic characteristics such as race, age
and sex (33). In a subgroup analysis, the DASH diet lowered
SBP more substantially in African Americans (6.8 mm Hg)
than in non-Hispanic Caucasians (3.0 mm Hg). In African
Americans with hypertension, the effects were an impressive
13.2 and 6.1 mm Hg reduction in SBP and DBP, respective-
ly. The background diets of the DASH participants may
explain some of the impressive reductions that were docu-
mented. Decreased potassium and calcium intakes are 2 of
the factors postulated to explain a higher prevalence of
hypertension in the African American population (34). In
pre-enrollment diet analysis of DASH participants, African
Americans reported lower intakes of dairy products, calcium
and magnesium than Caucasians (35). Previous work by
Sacks and colleagues (14) showed that patients with higher
pre-study intakes of calcium and potassium experienced no
significant changes in BP with combinations of these mineral
supplements. Therefore, the background diet of individuals
may influence response to the DASH diet, with those with
the poorest intake benefitting the most.

dash diet and diabetes

Table 1. Diet composition* (adapted from reference 26)

Nutrients Control diet Fruits-and-vegetables diet DASH diet

Fat (% of total kcal) 35.7 35.7 25.6
Saturated 14.1 12.7 7.0
Monounsaturated 12.4 13.9 9.9
Polyunsaturated 6.2 7.3 6.8

Carbohydrates (% of total kcal) 50.5 49.2 56.5
Protein (% of total kcal) 13.8 15.1 17.9
Cholesterol (mg/day) 233 184 151
Fibre (g/day)† 9 31 31
Potassium (mg/day) 1752 4101 4415
Magnesium (mg/day) 176 423 480
Calcium (mg/day) 443 534 1265
Sodium (mg/day) 3028 2816 2859

*Diet composition values derived from chemical analyses of menus for 2100 kcal
†Based on nutrient targets. Chemical analyses not available
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The broad applicability of the DASH diet to the general
public is supported by evidence of the BP-lowering effects of
the diet across multiple subgroups defined by sex, age, body
mass index (BMI) and socioeconomic status (33). The 
distinctive benefit to African Americans is especially promis-
ing, as this group suffers a disproportionate burden of mor-
bidity and mortality from hypertension (36). Individuals with
type 2 diabetes also suffer an increased burden of morbidity
and mortality due to hypertension (3). It appears reasonable
to anticipate that a similar BP-lowering benefit with the
DASH diet would be recognized in this high-risk group.

THE DASH-SODIUM TRIAL
The diets in the original DASH trial were formulated to con-
tain equivalent sodium levels (27). A follow-up trial per-
formed by the DASH-Sodium Collaborative Research Group
examined the effect of different levels of dietary sodium intake
in conjunction with the DASH diet (37).Within the 3 assigned
diets, participants consumed foods with high, intermediate or
low levels of sodium for 30 days each, in random order. The
results, shown in Figure 3, confirmed the BP-lowering effects
of the original DASH trial and demonstrated a further reduc-
tion in BP due to reduced sodium intake.There was a significant

difference in SBP between the high-sodium and low-sodium
phases of the control diet (mean: -6.7 mm Hg; 95% confidence
interval [CI], -5.4 to -8.0; p<0.001) and the DASH diet (mean:
-3.0 mm Hg; 95% CI, -1.7 to -4.3; p<0.001), and between the
high-sodium phase of the control diet and the low-sodium phase
of the DASH diet (mean: -8.9 mm Hg; 95% CI, -6.7 to -11.1;
p<0.001) (37).There was also a significant difference in DBP
between the high-sodium and low-sodium phases of the con-
trol diet (mean: -3.5 mm Hg; 95% CI, -2.6 to -4.3; p<0.001)
and of the DASH diet (mean: -1.6 mm Hg; 95% CI, -0.8 
to -2.5; p<0.001), and between the high-sodium phase of the
control diet and the low-sodium phase of the DASH diet
(mean: -4.5 mm Hg; 95% CI, -3.1 to -5.9; p<0.001).

The DASH diet was associated with a significantly lower SBP
at each sodium level. The greatest reduction in SBP was
observed between the control diet with high sodium and 
the DASH diet with low sodium in participants without
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Figure 1. Comparison of mean changes in
BP between diets in all subjects
(data adapted from reference 27)
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Figure 2. Comparison of mean changes in
BP between diets in hypertensive
subjects (data adapted from 
reference 27)
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Figure 3. The effect of reduced sodium intake and the DASH diet on SBP (panel A) 
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hypertension (7.1 mm Hg) and in participants with hyper-
tention (11.5 mm Hg) (37).

In Canada, current guidelines for lifestyle modification to
prevent and control hypertension include a recommendation
to choose foods low in sodium and to minimize the use of
sodium at the table and during cooking (7).The average sodi-
um intake in the US is approximately 150 mmol/day, equiva-
lent to approximately 3.5 g of sodium or 8.7 g of sodium
chloride (37). In the DASH-Sodium trial, the 3 levels of sodi-
um intake were high (150 mmol), intermediate (100 mmol)
and low (50 mmol). A target of 100 mmol/day reflects the
upper limit of current national recommendation (38). The
positive results of the trial provide important evidence to
support the advised reduction of sodium intake as a means of
lowering BP in persons with hypertension as well as those
without hypertension, a previously controversial issue. The
results of the trial also demonstrated that BP could be low-
ered in those who consumed either a typical North American
diet or the DASH diet.The overall message derived from the
DASH-Sodium trial is that the combined effects of low sodi-
um intake and the DASH diet reduce BP more than either
intervention alone. As with many dietary recommendations,
the greatest consideration must be given to the sustainability
of the dietary intervention or, in this case, the capacity for peo-
ple to achieve lower sodium intakes. Sodium restriction is 

particularly challenging, as any long-lasting dietary modifica-
tion is highly dependent on the food processing industry, and
enhanced advocacy is likely required to increase the availabili-
ty of low-sodium processed food choices for the consumer.

DASH DIET FOR DIABETES
It has been suggested that the DASH diet is widely applicable
to the general population (27,37). Individuals with diabetes
were among the subjects involved in the DASH trials.
However, individuals with uncontrolled diabetes or diabetes
requiring insulin were excluded from participation in the
studies. Therefore, although the DASH diet has not been
specifically examined in subjects with diabetes, the efficacy
of the diet may still be relevant for this subgroup.The signifi-
cant BP-lowering effects observed with the DASH diet across
all subgroups defined by sex, age, BMI and socioeconomic sta-
tus suggest a broad applicability for this intervention (33). In
addition, the even greater reductions in BP realized in hyper-
tensive subjects, who would comprise a large portion of the
population with diabetes, suggest that this intervention may
be especially beneficial.The fact that the diet appears to work
best for groups at highest risk and those with the poorest
dietary intake is encouraging (39). In light of this, the most
recent recommendation for BP goals in persons with diabetes
is 130/80 mm Hg (40). In order to achieve this standard, it is
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clearly advantageous to have as many tools available as possi-
ble to help patients achieve this goal. Many patients find 
current dietary guidelines restrictive and compliance is often
difficult to maintain over extended periods. For this reason,
the DASH diet, which includes readily available, affordable
foods and was well accepted by study participants, may
improve compliance (41,42).

The DASH diet is also consistent with other dietary rec-
ommendations set forth by international health agencies.The
American Heart Association (AHA) Dietary Guidelines now
include the DASH diet as a specific recommendation to
achieve and maintain normal BP (8). The fat content of the
DASH diet (6% of energy from saturated fat) is consistent
with the saturated fat intake (<10% of energy) advocated by
the AHA (8). Dietary recommendations to prevent osteo-
porosis are similar to the dairy content and calcium content
(1200 mg/day/2100 kcal) of the DASH diet (43). The fruit
and vegetable content of the DASH diet is also consistent
with current Canadian dietary guidelines of 5 to 10 servings
per day to prevent cancer and heart disease (44). Finally, the
CDA’s Guidelines for Nutritional Management of Diabetes
Mellitus (45) are in keeping with the overall healthy eating
patterns that characterize the DASH diet.

The effects of the DASH diet on health outcomes beyond
BP and in other chronic diseases such as diabetes, cancer and
osteoporosis remain to be examined, but appear promising.
The first of these investigations has been reported in a recent
study examining the effects of the DASH diet on blood lipids.
The DASH diet resulted in significantly lower total low-
density lipoprotein cholesterol (LDL-C) and high-density
lipoprotein cholesterol (HDL-C) (46).These findings suggest
that the DASH diet is likely to reduce the risk of coronary
heart disease (CHD), but the reduction in HDL-C and its pos-
sible opposing effect on heart health need further study.

One final consideration in the use of the DASH diet in
persons with diabetes is its effect on glycemic control.There
are reports that diets high in carbohydrates may be detri-
mental to glycemic control in persons with diabetes (47,48).
Compared to the control and fruits-and-vegetables diets 
that contained 48% of total energy from carbohydrates, the
DASH diet provided 55% of total energy from carbohy-
drates. The DASH diet, however, also provided 31 g/day of
dietary fibre, which has generally been associated with
improvements in glycemic control for patients with type 2
diabetes (49,50). Several epidemiological studies have also
linked consumption of fibre-rich foods to a reduced risk of
development of type 2 diabetes (51). In addition to fibre con-
tent, the increased contribution of dietary protein in the
DASH diet (18 vs. 15% of total energy in the control and
fruits-and-vegetables diets) is also noteworthy. Gutierrez and
colleagues observed improved glycemic control in subjects
with type 2 diabetes who consumed a high-protein diet (45%
of total energy) (52). Studies examining weight loss have also
demonstrated that weight loss with a high-protein diet (25 to

45% of total energy) is greater than that with a low-protein
diet (≈12% of total energy) in obese, hyperinsulinemic sub-
jects and subjects with type 2 diabetes (53-55).While weight
loss is clearly a goal for most patients with type 2 diabetes,
the implications of achieving this loss with protein-rich diets
remains controversial with regard to kidney function and risk
of breast and colon cancers. While 1 report suggests that
moderate changes in dietary protein intake cause positive
adaptive changes in renal size and function (56), the health
benefits of weight loss must be weighed against other health
concerns. It must also be clarified that the DASH diet con-
tains 18% of total dietary energy from protein, only 3%
more than the control and fruits-and-vegetables diets. This
higher protein content may help to increase compliance
without precipitating adverse health consequences.

PRACTICAL CONSIDERATIONS
In the fruits-and-vegetables and the DASH diets, subjects
consumed 8 to 10 servings of fruits and vegetables per day (27).
The current average consumption is 4.3 servings per day, and
national guidelines advocate at least 5 to 10 servings per day.
The DASH diet provided 2.7 servings of low-fat dairy prod-
ucts per day (27).The average consumption of dairy products
currently is 1.5 servings per day, and the dietary guidelines
suggest 2 to 3 servings per day. Clearly, the patient who is
advised to follow the DASH diet will require specific instruc-
tion on how to incorporate into their daily meal plan the
servings of fruits and vegetables and low-fat dairy products
that resulted in the BP-lowering effects seen in the DASH
trial. In addition, the DASH diet included whole grains, nuts,
fish, poultry and reduced levels of red meats, sweets and
sugar-containing beverages.

Even for highly motivated patients, the multiple dietary
modifications required to achieve an intake similar to the DASH
diet can be overwhelming. Windhauser and colleagues (42)
examined the translation of the DASH diet from research to
practice, and suggested that motivational interviewing be
used to help patients examine and resolve ambivalence about
behaviour change, to reduce resistance and to enhance long-
term adherence (42). Furthermore, patients need to be
encouraged to select dietary modifications that will fit their
lifestyle and become permanent healthy eating behaviours.
For some, the changes may need to be small and gradual, while
for those who display greater motivation, substantial modifica-
tions may be made more quickly. Kolasa describes a generally
positive adaptation of the DASH diet in the primary care set-
ting but notes that the challenge of incorporating this inter-
vention into primary care by more practitioners remains (57).

Several excellent resources are available that may aid in
the implementation of the DASH diet. An educational book-
let with diet tips, menus and recipes provides details about
the DASH diet (58), a detailed description of the foods
included in the DASH study menus and their nutrient con-
tents has been published (59), and the National Heart, Lung,
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and Blood Institute also provides useful information for dieti-
tians and patients about the DASH diet and lowering BP (60).

GENETIC INFLUENCES ON THE
RESPONSE TO DIETARY INTERVENTION
A final comment must be made with regard to the interac-
tion of genetics and environment and the contribution of
these 2 factors to the pathology and treatment of hyperten-
sion.Twin and family studies document a significant heritable
component in BP levels and hypertension (61,62). Sodium
sensitivity, the response in BP to changes in sodium and
water homeostasis, is found in 73% of hypertensive African
Americans and contains a heritable component (63). African
Americans suffer a disproportionate burden of morbidity and
mortality from hypertension (64), and a concerted effort is
being made to understand the genetic determinants of hyper-
tension and to identify candidate phenotypes (65). Recent evi-
dence also suggests that a significant gene-nutrient interaction
occurs at the peroxisome proliferator-activated receptor
(PPAR) -gamma locus. PPAR-gamma is important in regulat-
ing adipose tissue growth, insulin resistance and BP (66,67).
Work by Luan and colleagues (68) describes a situation in
which BMI is dependent on both the dietary polyunsaturated
to saturated ratio (P:S) and the presence of a genetic 
polymorphism in the PPAR-gamma locus. Perhaps the
best evidence for a gene-diet interaction is found in the
angiotensinogen genotype. Angiotensinogen, a substrate for
the renin-angiotensin system, plays a significant role in BP reg-
ulation. Hypertensive persons have higher circulating
angiotensinogen plasma levels, and this generally correlates
with BP (69,70). A DASH substudy demonstrated an associa-
tion between a polymorphism of the angiotensinogen gene and
response to the DASH diet (71). BP response to the DASH
diet was greatest in individuals with the AA genotype and low-
est in those with the GG genotype (see reference 71 for a
complete description of the genotypes).These examples serve
simply to make a case for the interaction of multiple genes and
the environment and for the individual responsiveness that is
likely to occur with any nutritional intervention.With our dra-
matically increasing understanding of the human genome, it is
perhaps likely that in the future genomic blueprints could be
tailored to dietary recommendations that are most likely to
result in the desired health outcomes.

CONCLUSION
It is clear that the risk of CVD increases throughout the nor-
motensive BP range. It has been suggested that lowering the
median BP of the population by 2 mm Hg could be more
effective in reducing the rate of CVD than medically treating
individual patients who have DBP >95 mm Hg (72).The lat-
est estimates suggest that 22% of Canadian adults have hyper-
tension. The incidence increases with age and most elderly
Canadians have high BP (7). Persons with diabetes have
approximately twice the incidence of hypertension as 

persons without diabetes. Given that the greatest number of
hypertensive individuals have mild or Stage I hypertension,
the DASH diet should be viewed as an important lifestyle
intervention aimed at controlling hypertension and poten-
tially reducing the need for antihypertensive medication.The
DASH diet is consistent with all other public health recom-
mendations currently advocated for reduction of heart dis-
ease, diabetes, cancer and osteoporosis (73). In the landmark
study by Tuomilehto and colleagues (74), the collective
lifestyle changes of reducing weight, total intake of fat and
saturated fat, and increasing intake of fibre and physical activi-
ty reduced the risk of diabetes by 58%. The reduction in the
incidence of diabetes was directly associated with changes in
lifestyle (74).The DASH diet is an important addition to nutri-
tional strategies available for lifestyle interventions aimed at
the prevention and treatment of hypertension and ultimately
the improved quality of life for persons with diabetes.
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