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The National Health Federation (NHF), a non-profit consumer organization, respectfully submits 

the following comments: 

General Overview. 

As NHF argued at the last session of CCNFSDU, the proposed draft Nutrient Reference Values 

(NRVs) are already too low.  For example, an NRV for Vitamin C at 60 milligrams is astoundingly low, 

especially considering, among many other things, that: (1) cigarette smokers alone destroy, on average, 

60 milligrams of Vitamin C with each cigarette smoked; and (2) that this 60-mg level was never 

established for optimal health in the first place but instead simply as the level that would prevent death 

from scurvy caused by Vitamin-C deficiency.  NRVs should and must be set for optimal health levels, not 

subsistence levels. 

Therefore, it is extremely embarrassing to see this Committee actually moving away from 

optimal levels.  Instead, some delegations have mistakenly proposed that lower NRVs be adopted for 

certain important vitamins and minerals, including Vitamin C.  For example, the Proposed Draft 

Additional or Revised NRVs for Labelling Purposes in the Codex Guidelines on Nutrition Labelling 

suggests reducing the Vitamin A NRV from 800 micrograms down to 550 micrograms, Vitamin C down 

from an already-too-low 60 milligrams to 45 milligrams, Thiamin down from 1.4 milligrams to 1.2 

milligrams, Niacin from 18 milligrams down to 15 milligrams, Magnesium down from 300 milligrams to 

240 milligrams, and so forth. 

While the suggestion to reduce these NRVs may be well-intended, the effect will be disastrous.  

Many consumers rely upon NRVs (or rather its national equivalent, RDAs and RDIs) to know whether or 

not they are obtaining enough of a necessary vitamin or mineral in their diets.  They lack the training or 

general nutritional knowledge about optimal intake of specific amounts of these nutrients to be able to 

determine whether their diet is supplying a sufficient quantity or not of a particular vitamin or mineral.  

In other words, for them, if they see an NRV of 100% of a nutrient on a label, they will assume that they 

have consumed an adequate amount of that nutrient for the day, regardless of what the “hard” 

milligram or microgram numbers say on a label and regardless of whether or not that NRV is even true 

for them. 

That is why establishing correct and health-optimal NRVs is important and not a task to be taken 

lightly or through the use of bad science. 



 

Bad Science Is Behind the Current Effort to Downgrade NRVs. 

 Unfortunately, in setting these NRVs, this Committee is relying upon flawed science.   

In its written comments (CX/NFSDU 10/32/4), the delegation of Costa Rica very correctly 

pointed out that the FAO/WHO expert consultation relied upon by CCNFSDU1 for these NRVs used 22-

year-old data for Vitamin A.  NHF has also noted that the data found for other nutrients is similarly out-

dated and behind current nutritional knowledge. 

Again, Costa Rica correctly posits that “Equally, for vitamin C, the consultation establishes a 

value of 45 mg/day instead of the current value of 60 mg/day, and we do not understand the change 

because literature reviews indicate that this value could be increased in the future.”  NHF concurs with 

this statement, except that we would not just say “could be increased in the future” but “should be 

increased in the future.” 

NHF holds that published data sources from nutritional surveys used by the expert consultation 

are presently insufficient to allow scientifically meaningful values for global application.  Data relating to 

trace and ultra-trace elements, for example, are particularly inadequate.  In the absence of adequate 

data, there can be no alternative but to gain interim input from a panel of experts, derived from leading 

medical doctors practicing in the fields of clinical nutrition and functional medicine. 

It would be quite irresponsible to continue such work if the appropriateness and benefits of any 

values were not considered by a panel of experts with the greatest expertise in this field.  A great 

concern is that most of the expertise presently being deployed in the development of NRVs is derived 

from experts in the field of risk assessment, who utilize primarily published data, based upon highly 

precautionary models.  At no time has clinical expertise been sought, nor has there been adequate 

input from experts deeply familiar with the beneficial effects of nutrients and micronutrients, their 

ability to promote optimum health and minimize risk of disease.  Yet, this incomplete expertise is exactly 

what this Committee is being asked to rely upon in downgrading its NRVs! 

Again, we strongly recommend that an expert panel with relevant and broad clinical expertise 

be established to allow a meaningful review of proposed values and to then make proper 

recommendations to this Committee. 

The NRV Levels Should be Increased. 

The NHF strongly objects to the lowering of any of the vitamin and mineral NRVs (with the 

exception of fluoride and iron) as recent science has demonstrated repeatedly that these nutrients are 

needed in the daily diet at levels far higher than those provided by NRV amounts. 

                                                           
1
 Vitamin and Mineral Requirements in Human Nutrition, 2

nd
 edition, FAO/WHO, 2004, at 

http://whqlibdoc.who.int/publications/2004/9241546123.pdf. 



 

1.  Vitamin A 

For example, expanding upon the comments of Costa Rica, we note that the Helsinki 

Consultation in 1988 set an NRV for Vitamin A of 800 micrograms of retinol equivalent. In setting this 

figure, the Consultation took into consideration the relation between carotene and the prevention of 

cancer, and stated that although this subject had not yet been resolved from the scientific point of view, 

it considered that this aspect might lead to an increase in the international recommended daily intakes 

in the future when new scientific data was available.  Since 1988, however, a large body of scientific 

evidence has clearly demonstrated that higher intakes of carotenes and/or pre-formed Vitamin A are 

protective against the development of a number of cancers.2 
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HB; Am J Epidemiol. 1991 Apr 15;133(8):766-75, “Plasma antioxidant vitamins and subsequent cancer 

mortality in the 12-year follow-up of the prospective Basel Study,” Stahelin HB, Gey KF, Eichholzer M, 

Ludin E, Bernasconi F, Thurneysen J, Brubacher G; Ital J Gastroenterol. 1991 Sep-Oct;23(7):429-35, 
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lesions,” Zhang L, Blot WJ, You WC, Chang YS, Liu XQ, Kneller RW, Zhao L, Liu WD, Li JY, Jin ML, et 

al.; Am J Epidemiol. 1994 Mar 1;139(5):466-73, “Nutritional factors and gastric cancer in Spain,” 

Gonzalez CA, Riboli E, Badosa J, Batiste E, Cardona T, Pita S, Sanz JM, Torrent M, Agudo A; Int J 

Cancer. 1994 Jun 1;57(5):638-44. Nutrients and gastric cancer risk, “A population-based case-control 

study in Sweden,” Hansson LE, Nyren O, Bergstrom R, Wolk A, Lindgren A, Baron J, Adami HO; Int J 



Although some research exists to suggest that large doses of beta-carotene may possibly be 

capable of increasing the risk of lung cancer in smokers, we consider that in view of the many important 

health benefits to be obtained from higher intakes of carotenes it would be irresponsible for the 

CCNFSDU to recommend lower intakes for the entire population, as a means of protecting smokers, 

when official WHO policy is to substantially reduce the incidence of tobacco use.  Tobacco, not carotene, 

is the main cause of lung cancer in smokers. 

We also consider that the case for Vitamin A being linked to birth defects has been overstated in 

most cases.  In one study, for example, no birth defects were reported among 120 infants exposed to 

maternal intakes of Vitamin A greater than 50,000 IU per day.3  In addition, compared to the infants that 

were not exposed to high maternal doses of Vitamin A the infants in this study who were exposed to 

high doses actually experienced a 50% decreased risk for birth defects.  In fact, excessive dietary intake 

of Vitamin A has been associated with birth defects in humans in fewer than 20 reported cases over the 

past 30 years.4  Other data suggests that 30,000 IU of Vitamin A per day should be considered safe for 

pregnant women.5  

In short, the most-recent and up-to-date data indicate that the NRV for Vitamin A should 

actually be set substantially higher – at a range of 1000 to 1400 micrograms. 

2.  Vitamin C 
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D'Avanzo B, Negri E, Decarli A, Benichou J; Zhonghua Yu Fang Yi Xue Za Zhi. 1995 Jul;29(4):198-201, 

“Relationship between serum micronutrients and precancerous gastric lesions,” Zhang L, Zhao L, Ma J; 
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interacting vitamins: 17-year follow-up of the prospective Basel study,” Eichholzer M, Stahelin HB, Gey 

KF, Ludin E, Bernasconi F; Cancer Lett. 1999 Feb 8;136(1):89-93, “Serum antioxidative vitamin levels 

and lipid peroxidation in gastric carcinoma patients,” Choi MA, Kim BS, Yu R; Int J Cancer. 1998 Nov 
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R, Tuyns AJ, Haelterman M, Riboli E; J Nutr. 2002 Apr;132(4):756-61, “A dietary oxidative balance score 
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PG, Temme EH, Schouten EG. 
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 Mastroiacovo P, Mazzone T, Addis A, Elephant E, Carlier P, Vial T, Garbis H, Robert E, Bonati M, Ornoy A, Finardi 

A, Schaffer C, Caramelli L, Rodriguez-Pinilla E, Clementi M, “High vitamin A intake in early pregnancy and major 

malformations: a multicenter prospective controlled study,” Teratology. 1999 Jan;59(1):7-11. 

4
 Biesalski HK, “Comparative assessment of the toxicology of vitamin A and retinoids in man,” Toxicology 

1989;57:117–61). 

5 Wiegand UW, Hartmann S, Hummler H, “Safety of vitamin A: recent results,” Int J Vitam Nutr Res 

1998;68:411–6 [review]. 

 



Similarly, it is unthinkable to consider lowering the NRV for Vitamin C when the current level of 

60 milligrams is not even sufficient to keep the population in optimal health.  Anyone suggesting 

lowering the NRV for Vitamin C is completely out of touch with the latest science on nutrition and is 

relying on old and flawed data. 

Fortunately, both the delegations of Costa Rica and China point the proper way forward, that is, 

to increase the NRV.  Costa Rica’s position on Vitamin C has already been discussed above, and the NHF 

agrees with Costa Rica’s written comments. 

In addition, the delegation of China correctly suggested in its written submission to the 31st 

session of CCNFSDU (CRD 19) that the NRV for Vitamin C be – not decreased – but increased to 100 

milligrams.  This kind of foresight is clearly a step in the right direction and an example to follow. 

The NHF holds, however, that a strong argument exists for increasing the NRV for Vitamin C 

even more dramatically.  (See NHF’s written comments to CCNSFDU, submitted as early as June 2004.) 

Studies have shown that several population groups have an inadequate intake of Vitamin C, and 

that deficiencies of ascorbic acid are far more prevalent than is commonly believed.6  Moreover, 

patients suffering from dementia,7 epilepsy,8 preeclampsia,9 gallbladder disease,10 schizophrenia,11 
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7
 Tabet N, Mantle D, Walker Z, Orrell M, “Endogenous antioxidant activities in relation to concurrent vitamins A, C, 

and E intake in dementia,” Int Psychogeriatr. 2002 Mar;14(1):7-15. 

8
 Sudha K, Rao AV, Rao A, “Oxidative stress and antioxidants in epilepsy,” Clin Chim Acta. 2001 

Jan;303(1-2):19-24. 



coronary artery disease,12 cerebral vascular disease,13 esophageal, stomach and colorectal cancers14 and 

gastric cancer,15 have all been found to have significantly lower levels of Vitamin C than are found in 

normal healthy people.   This suggests that their Vitamin-C needs are greater and that an NRV of 45-60 

milligrams would be insufficient. 
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Similarly, the risk of stroke has been shown to increase significantly with a decreased intake of 

Vitamin C,16 and low levels of ascorbic acid are implicated in the development of gastric cancer,17 

periodontal disease,18 and cardiovascular disease.19  A high intake of ascorbic acid, on the other hand, 

has been found to be protective against the development of gastric cancer,20 as well as cancers of the 

esophagus,21 uterus,22 oral cavity, stomach, pancreas, cervix, rectum, lung,23 breast,24 ovaries,25 and 
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others.26  In this respect it is interesting to note that megadoses of Vitamin C and other nutrients have 

been shown to significantly reduce the recurrence of tumors in patients with bladder cancer,27 and that 

male smokers with a high intake of Vitamin C have been shown to have a lower risk of cancer than male 

smokers with a lower intake of Vitamin C.28 

Deaths from stomach cancer and cardiovascular disease and cerebrovascular disease are all 

associated with low levels of Vitamin C;29 in fact, it has been demonstrated that mortality for all causes 

of death decreases strongly with an increased intake of Vitamin C.30  A study of 8,453 Americans’ serum 

ascorbic acid (SAA) levels and mortality rates from disease, for example, found that those with a normal 

to high level of SAA had a 21%-25% lower risk of dying from cardiovascular disease, and that they had a 

25%-29% decrease in risk of mortality from all causes compared to those with low levels of SAA.31  
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Vitamin C supplements have also been shown to improve the body’s ability to metabolize 

glucose and lipids and as such are seen as being beneficial to those with Type II diabetes.32  Similarly, 

people with higher levels of Vitamin C have been found to have a lower incidence and risk of 

hyperglycemia.33  

Critically-ill surgery patients have been shown to be significantly less likely to experience organ 

failure, spend less time using mechanical ventilation, and have shorter times in intensive care units 

when they are given supplements of Vitamin C and Vitamin E.34  

Adequate amounts of Vitamin C (i.e., more than 60 milligrams) have been shown to be an 

effective treatment for hypertension, both in non-diabetics,35 and in diabetics,36 and have been found to 

reduce muscle soreness and improve muscle function after exercise.37   

Research has also demonstrated the ability of higher doses of Vitamin C to delay bone loss,38 

and to increase bone density.39  Similarly, an increased intake of Vitamins C and E has been shown to 

reduce the risk of hip fractures.40 
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Researchers also recommend that people who are smokers, diabetics, pregnant, users of 

antibiotics, people who ingest alcohol, and users of contraceptives all need to consume higher-than-

normal amounts of Vitamin C.41  Indeed, Vitamin C is depleted in women who use oral contraceptives, 

which may result in cardiac problems and thrombosis.42  Since vitamin supplements are routine for 

pregnancy, they should also be routine for the pseudo-pregnancy of oral contraception.  

The list of recent research proving the nutritional benefits of levels of Vitamin C higher than 60 

milligrams per day could fill books.  They should not need to be repeated here.  However, what 

evidently does need to be repeated here is that any lowering of the NRV for Vitamin C from 60 mg to 45 

mg will only ensure more sickness and ill-health – the exact opposite of what Codex is supposed to 

accomplish.  Relying on outdated and clearly-flawed science simply because it comes from a cherished 

institution is nothing less than dereliction of our duty owed to our fellow citizens. 

3.  Vitamin D 

The science supporting the human need for significantly higher levels of Vitamin D is increasing 

by leaps and bounds.  In particular, the old and out-dated concept that humans can get by on a daily 

intake of just 5 micrograms of Vitamin D is dead. 

Instead, adequate levels of Vitamin D (i.e., from 25 micrograms up) are recognized as being 

necessary by such agencies as Health Canada and others.  The scientific evidence supporting this 

position is extremely well-documented, but NHF will only footnote a small portion of such research 

here.43  To ignore this science by establishing below-minimum nutritional requirements for Vitamin D 

(such as an NRV of only 5 micrograms) borders on negligence, if not worse. 
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4.  B Vitamins 

As with Vitamins A, C, and D above, NHF could submit to this Committee substantial and 

extensive scientific research in support of its position that the NRVs for Thiamin, Riboflavin, Niacin, B6, 

Folate, Pantothenic Acid, Biotin, and B12 should all be increased so as to be in line with the most-recent 

research showing the need for higher consumption levels of these important nutrients.44  That the 

Working Group for this Committee would suggest that the levels for Thiamin, Riboflavin, Niacin, and B6 

should be lowered instead of raised indicates that the latest research and science has been overlooked. 

The latest scientific research supports the following NRVs for B vitamins: Thiamin (23 to 40 

mg); Riboflavin (23 to 40 mg); Niacin (190-200 mg); Pantothenic Acid (200 mg); B6 (50 mg); B12 (100 

mcg); Folate (800 mcg); and Biotin (800 mcg). 
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5.  Minerals 

The same arguments also apply to the mineral NRVs, particularly magnesium and excepting iron.  

In the case of iron, the NRVs have been set for growing children and menstruating females, both of 

which groups require higher iron intake than males and menopausal women.  The typical male at age 45 

has four times the iron levels in his body as a woman of the same age and this is a significant factor in 

increased heart attacks and cancer rates in males versus females.  So, in this case, establishing young-

female-friendly NRVs for iron actually harms males and mature females. 

In the case of magnesium, however, the suggestion to lower the NRV from 300 milligrams to 

240 milligrams is absolutely not supported by the science. 

Research shows that dietary magnesium consumption has progressively declined over the past 

century from an average intake of 475-500 mg in the period 1900-1908 to an average intake of 175-225 

mg in the period 1990-2002.45 

As such it is hardly surprising that suboptimal intakes of magnesium and outright magnesium 

deficiencies are now commonplace in many population groups.46  Indeed, a large segment of the U.S. 
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population may have a chronic latent magnesium deficiency that has been linked to atherosclerosis, 

myocardial infarction, hypertension, cancer, kidney stones, premenstrual syndrome, and psychiatric 

disorders.47  In this respect it should be noted that although serum levels are commonly used to assess 

magnesium deficiency, red cells and leucocytes can be still deficient despite normal serum values.48 

The value of adequate (i.e., optimal) magnesium levels cannot be overemphasized in the 

prevention of heart disease and other related health problems.49  The NRV for magnesium must, 

therefore, be set at no less than 400 milligrams and preferably 500 milligrams. 

For selenium, NHF suggests a range of 70 to 200 micrograms be established as the NRV for this 

important mineral.  Widely deficient from most soils, especially in Europe,50 the importance of adequate 

levels of selenium in nutrition cannot be over-emphasized, especially pertaining to cancer prevention.51 
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A Range May Also be Appropriate. 

 The delegation of Egypt stated in its written submission to this Committee (CX/NFSDU 10/32/4) 

that it “recommends that the NRV values of these elements to be in a range status (Min. – Max.)” 

because this would provide countries with the chance to establish specific NRVs most appropriate to 

their general population’s requirement.  NHF agrees with this range approach as the most practical and 

accurate fulfillment of Codex’s mission for consumer health and protection. 

Where Are the Bodies? 

Vitamins and minerals, even in supplement form, are amongst the safest consumer ingredients 

and products on the planet.  Surveys and studies from Canada to the United States to Europe show 

significantly fewer adverse events from, for instance, vitamin and mineral food supplements than from 

any other consumable.  In fact, statistically, a consumer is more likely to die from a lightning strike, a bee 

sting, or falling from a horse than he or she is from consuming vitamins and minerals. 

So, a confusing question is what is the impetus for highly-restrictive limitations on NRVs of 

vitamins and minerals?  Exactly what is Codex protecting the public from?  The following chart shows 

that the number of adverse reports from the use of multivitamins is relatively small and the number of 

deaths is zero.  What is the need for such restrictions?  Where are the bodies that would warrant the 

use of so much time, energy, and money to construct “safe” levels for these already extremely safe 

products? 
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While the following chart is for the snapshot year 2002, the figures shown here are typical for 

other years, both before and after.  Considering the enormous health benefits that would accrue from 

consuming optimal amounts of these natural nutrients, the path forward for this Codex Committee 

should be clear – adopt higher NRVs that promote and optimize health. 

Annual report of Poison 

Control Centers 2002 

Number of adverse reports Number of deaths 

Multivitamins 2811 0 

Oral contraceptives 9948 1 

Insulin 1686 8 

Diuretics 7710 10 

Cough and cold remedies 97710 14 

Aspirin (adult) 5249 14 

Acetaminophen (Tylenol) 28991 63 

Alcohol 40782 93 

Antidepressants 92675 255 

Source: American Journal Emergency Medicine 20: 391-452, 2002 

http://www.aapcc.org/2002_poison_center_survey_results.htm 

 

  

As can be seen above, dietary supplements (the most “extreme” and concentrated way of 

consuming these nutrients) are far safer than aspirin tablets, other over-the-counter pain relievers, oral 

contraceptives, vaccines, and even table salt.  In fact, dietary supplements are safer than food (there are 

millions of cases of food-borne infection each year and a few thousand deaths from food 

poisoning).  The public’s unhindered access to optimally-dosed vitamin and mineral supplements is 

critical to maintaining public health. 

If the NRVs are set too low, informed consumers will ignore them on printed food-product 

labels.  However, the problem with too-low NRVs is that a significant portion of the population will be 

misled into believing that they are receiving adequate levels of nutrients, when in fact they will, at best, 

be receiving only the very minimal amount necessary to stave off immediate death. 

 

 

Conclusion. 

http://www.aapcc.org/2002_poison_center_survey_results.htm


 At the last CCNFSDU meeting (31st session), the Chairman and this Committee very wisely chose 

to hold back for further consideration the “Proposed Draft Additional or Revised NRVs for Labelling 

Purposes in the Codex Guidelines on Nutrition Labelling.”  It was recognized – as well stated by the 

delegations of India and Iraq – that more time was necessary to ensure that the correct values were 

arrived at. 

 In setting NRVs, this Committee must – 

 Use the latest and most up-to-date scientific research 

 Consider all authoritative scientific sources of data 

 Not settle for minimal values that are just enough to keep consumers from dying 

 Raise the NRVs to optimal values that will maximize good health and well-being 

 Remember that these nutrients are exceedingly safe and their benefits greatly outweigh any 

possible detriment 

 Therefore, reject lowering any of the NRVs for Vitamin A, the B Vitamins, Vitamin C, Vitamin D, 

Magnesium, Zinc, and Selenium.  


