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Thank-you for the invitation to appear before the Committee.
About the Centre for Science in the Public Interest
The Centre for Science in the Public Interest (CSPI) is a non-profit consumer
health advocacy organization specializing in nutrition issues with offices in Ottawa and
Washington, D.C. Our Ottawa health advocacy is funded by over 100,000 subscriptions
to the Canadian edition of our monthly Nutrition Action Healthletter that are mailed to the
homes of about 1,140 residents in each riding outside Québec. CSPI does not accept
funding from industry or government and Nutrition Action does not carry advertisements.
Since 1997, CSPI urged Health Canada to mandate nutrition labelling for prepackaged foods;1 the final regulations were published in January 2003.2 Since 2002, we
have been advocating further reforms to help further reduce the enormous human and
economic toll on Canadian society caused by diseases related to diet and physical
inactivity.3
The need to better address preventable chronic non-communicable diseases (such
as heart disease, diabetes, certain forms of cancer, osteoporosis, and obesity) has been
acknowledged in three consecutive Speeches from the Throne,4 the communiqué of the
September 2004 first ministers’ conference on healthcare,5 and three recent communiqués
of the federal/provincial/territorial ministers of health.6 Hopefully, the upcoming budget
will give effect to these commitments. The bulk of our recommendations for policy
reform and program initiatives find support in reports published recently by the World
Health Organization7 and the Canadian Population Health Initiative,8 and are explicitly
supported by two dozen health and citizens groups collectively representing two million
Canadians.9 However, today I am only speaking on behalf of CSPI.

The Toll of Diet-Related Disease
The portion of chronic diseases related to diet- and physical inactivity causes, every year
in Canada, 21,000 to 47,000 premature deaths, shortens the average Canadian’s healthy life
expectancy by about 5 years, 10 and costs the national economy $6 billion to $10 billion11 in terms
of health care expenses and lost productivity.
If unchecked, rising obesity rates and ageing baby boomers are likely to further
increase those avoidable costs to our healthcare system, gradually fetter access by seniors
to diagnostic and treatment services, exacerbate waiting times for care, and strain our
children’s and grandchildren’s capacity to finance public healthcare. The time to act is
now; while many health benefits of improved nutrition and increased physical activity
occur in the short term (such as decreasing blood pressure and improving serum
cholesterol profiles by reducing saturated/trans fat and sodium consumption), others take
longer (such as reducing cancer risk by increasing fruit and vegetable consumption)
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Since 2000, tremendous interest in public health has focussed almost exclusively on fears
about infectious diseases in animal and human populations caused by contaminated water, SARS,
BSE, Avian Influenza, and West Nile Virus.12 However, only a few dozen deaths have been
attributed to these outbreaks, or about 1/10th of 1% of the deaths attributable to disease caused by
poor diet and physical inactivity during the same period.13
While funding the pursuit of cures and the best treatments for diseases such as cancer,
cardiovascular disease and diabetes is essential, dietary improvement and increased physical
activity offer tremendous untapped potential to reduce the human and economic burden of
preventable disease, and both diagnostic and treatment waiting times.

The Effectiveness of Upstream Prevention Measures
A recent report of the Auditor General of Canada noted that "preventative health
activities are estimated to be 6 to 45 times more effective than dealing with health problems
after the fact."14 In 2000, Agriculture and Agri-food Canada researchers predicted that the
new mandatory nutrition labelling rules for pre-packaged foods will facilitate healthful
improvements in dietary choices that would, in turn, produce economic savings of over $5
billion during the next two decades, or an average of $¼ billion per year in health care
savings and productivity gains.15 That amounts to a 2,015% return on investment based
on the costs of implementing the label changes.16 What policy-maker or legislator could
resist accepting this kind of windfall for the private and public purse?

Though showing impressive potential – that, incidentally, is being emulated in
many other countries17 -- food label reform is not a panacea for diet-related disease; it is
estimated to reduce diet-related disease by approximately 4%,18 leaving much room for
further improvement.
Health promoting policy reforms related to sales tax and advertising, and program
initiatives to promote healthy eating (such as publicly funded mass media advertising and
publicly-funded preventive health care services) would be extremely useful, but would not
be panaceas either. As health policy analysts learned from their tremendously successful
efforts to curtail smoking, integrated, multi-pronged approaches work best. So there is a
critical role for the Minister of Finance to play in health promotion when he is crafting the
next budget.19
Many of the measures we advocate do not involve the expenditure of public funds but,
instead, employ regulatory tools to help internalize the costs of selling high-calorie, nutrient-poor
foods, or products that promote sedentary living.20 In that vein, we urge this committee to
support and encourage efforts of the Minister of Finance and other Ministers of the Crown to
advance legislative and regulatory reforms to, for instance:
•
•

ban the use in food of trans-fat-laden partially hydrogenated vegetable oil;
improve labelling of objective health-related information on food packages and
restaurant menus;
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•
•
•

restrict advertising directed at children;
control the mass-marketing of breast-milk substitutes;
insist on truth-in-advertising regarding the long-term safety and effectiveness of
weight-loss products and programs; and
• ensure that occupational health and safety protection also reflects health promotion
imperatives (particularly in workplaces where most jobs involve sedentary work).

Indeed, all policy reforms and spending initiatives should be vetted to assess the
implications they pose for health, including the effect on diet and physical activity.

Recommendations
I would like to highlight four specific recommendations that are directly relevant to the
federal budget, namely: the taxation of food, the deductibility of corporate food advertising
expenditures from taxable income, funding for preventative nutrition counselling and lactation
consulting services under Medicare, and funding for mass media campaigns to promote healthy
eating and physical fitness.

1. Shifting sales taxes from healthful to unhealthful foods: Currently, at least 33% of
Canadian food sales are subject to GST, drawing at least $1.5 billion in federal tax revenue. 21
The federal Excise Tax Act appears to partly acknowledge the importance of nutrition by
imposing taxes on candy, soft drinks, and snack food. However, federal sales tax law promotes
unhealthy diets by imposing GST on healthful food choices such as low-fat milk, and vegetable
dishes when sold in restaurants, as well as club soda, fruit trays, certain sizes of bottled water,
etc. sold in retail stores. Meanwhile, many unhealthful foods are tax-free (i.e., zero-rated for
GST), such as sugary breakfast cereal, trans-fat-laden shortening, high-fat cheese, coffee cream,
and chicken wings, sold in retail stores.
At least two peer-reviewed studies advocate that sales tax laws in the United Kingdom and the
United States be amended to better serve nutrition promotion goals.22
•

Recommendation: Amend the federal Excise Tax Act to remove financial incentives to
consume unhealthful foods, and disincentives to consume healthful foods23 to ensure that
GST rules reflect and reinforce health promotion objectives of the Federal Government, not
undermine them.24 (If changes to the rules governing GST are predicted to have regressive
effects, the Minister of Finance should modify the existing GST/HST Credit to offset adverse
effects on low income Canadians.)

2. Reforming rules governing deductibility of advertising expenses from food company
taxable income: According to ACNielsen, $720 million was spent to advertise restaurants, food,
and alcohol in 1998.25 The vast majority of food advertisements are for nutrient-poor foods, like
hamburgers, french fries, sugary soft drinks, and sugary cereals, while fruits and vegetables and
whole-grain foods are scarcely advertised at all.26
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Recommendation: To help encourage a more nutrition-promoting blend of food advertisements,
amend the Income Tax Act27 to:
•
•

•

permit companies to deduct from taxable income 300% of expenses incurred to advertise
nutritious foods such as low-fat milk, fruits and vegetables, and whole grain cereals;
limit to 50% of advertising expenses incurred the permissible deduction from taxable income
for the promotion of nutrient-poor foods, such as alcoholic beverages, soda pop, french fries,
doughnuts, candy, nutrient-poor snack food, and any product containing high amounts of
saturated fat, trans fat, sodium, or added sugars; and
retain the existing rules to govern advertisements of other foods;

3. Funding preventative health-care services under Medicare: Publicly-funded
nutrition counselling services are typically only available to patients after they have been
hospitalized for diet-related diseases (such as following a heart attack). Similarly, despite
the evidence of the nutritional superiority of mother’s breast-milk for infants, publiclyfunded services of lactation consultants are typically available to new mothers only in
hospitals immediately after birth, not after being discharged from the hospital when the
most critical need for those services arises.
Recommendation: Conduct a feasibility study, jointly with the provinces and territories, of an
initiative to publicly fund the services of:
•
•

qualified dietitians for periodic preventative nutrition counselling services, especially for
those at risk for chronic diet-related diseases; and
qualified lactation consultants for mothers whenever necessary during the first six months of
their infants’ lives.

4. Public Education: The public resources devoted to supporting independent, objective health
promotion (in schools, health care services, and the mass media) is puny in comparison to the
private resources dedicated to mounting extensive, daily barrages of commercial advertising for
nutrient-poor foods.
Recommendation: The federal government should (possibly in cooperation with the provincial
and territorial governments) fund, at the level of $100 million per year, an intensive, mass media
health-promotion campaign (like the recently de-funded ParticipAction program) by:
•
•

sponsoring advertising and public relations efforts to promote nutrition, and physical activity
messages on nationally televised TV and radio programs; and
designing model community-wide fitness and nutrition campaign for implementation by local
non-profit health organizations, as well as federal, provincial and municipal governments.28
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Balancing Freedoms
The spared human suffering and the predicted economic pay-off of these tax reform and
program initiatives should not be lightly ignored or dismissed on the basis of anecdotal evidence
or ideological orientation. Whatever human “liberty” is disturbed by giving fruit and vegetable
sellers preferential tax benefits, or requiring that consumers pay GST on Froot Loops and chicken
wings (but not on fruit trays and bottled water) should be weighed against the grave loss in
human liberty caused by chronic diseases that lead to death, disability, increased health care
costs, and lost productivity. Federal government policies and programs should reinforce, not
undermine, federal government advice to Canadians about diet and physical inactivity.
Conclusion
Preventative disease risk-reduction measures designed to improve nutrition and increase
physical activity could also act as a bulwark against the rising health-care costs associated with
the ageing baby boom population. As demographer David Foot noted,
The Canadian health care system...has a bias toward acute care -- that is, the patient gets
help when disease causes a serious episode of ill health. The system doesn't focus enough
on preventative medicine to avoid such episodes.29
As such, policies aimed at preventing disease can improve both the health of Canadians and the
health of public finances on both sides of the ledger by decreasing health-care costs and
increasing productivity of Canadians. In short, health-promotion measures are both socially and
fiscally prudent.
Thank-you.
.
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