CSPI
Publisher of

Éditeur de

Centre for Science in the Public Interest
Centre pour la science dans l'intérêt public

Nutrition Action Healthletter

November 11, 2002
The Honourable Roy Romanow, P.C.
Commission on the Future of Health Care in Canada
P.O. Box 160, Station Main
Saskatoon, Saskatchewan
S7K 3K4

Dear Commissioner Romanow:
We are writing to urge that, in completing your final report on the future of health care in
Canada, you consider a set of proposals the Centre for Science in the Public Interest (CSPI)1 has
developed, in consultation with dozens of health and public policy experts, to help curb the human and
economic toll of diet- and inactivity-related disease in Canada.
Attached are four legislative proposals that are supported by ten health and citizens groups,
including: the National Federation for Seniors and Pensioners, the Canadian Society for Exercise
Physiology, the Community Nutritionists Council of British Columbia, the Ontario Society of Nutrition
Professionals in Public Health, the Canadian Women's Health Network, Action Réseau Consommateur,
the Toronto Food Policy Council, HEAL Network of Northern British Columbia, the National Retired
Workers Advisory Council, and the Centre for Science in the Public Interest. A fifth proposal, related
to tax policy, is supported by six groups.2
Preventable diet- and inactivity-related diseases cause immense human suffering and disability,
lead to an estimated 20,000 to 45,000 deaths every year,3 precipitate between $2.5 billion and $4.6
billion in health care spending per year, and drain between $5.3 billion and $9.94 billion per year from
the Canadian economy as a whole. If unchecked, these costs will likely increase substantially in the
coming years as a result of rising rates of obesity, rising pharmaceutical drug costs, and the aging baby
boom population.
The World Health Organization has recognized that diet, in particular, can play a key role in
disease prevention. In its October 2002 World Health Report, the World Health Organization
estimated that healthy life expectancy can be increased by as much as 6.5 years in Canada by avoiding
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the top 25 preventable health risks.5 However, the report found that, in the healthiest sub-region of the
Americas (which includes Canada), virtually all preventable deaths examined are attributable to six of
the 25 health risk factors:6 four diet-related factors (blood cholesterol, blood pressure, overweight, and
low fruit and vegetable intake), physical inactivity and tobacco. Among the diet-related disease risk
factors, blood pressure alone accounted for 13.5% of all deaths in 2000. Blood cholesterol accounted
for 12.7%, overweight for 9.9%, low fruit and vegetable intake for 6.2%, and physical inactivity for
5.6%. While these risk figures are not completely additive -- because many deaths may be caused by
more than one risk factor -- it seems evident that diet and, to a lesser extent, physical inactivity (partly
mediated through obesity) play very large roles in chronic disease mortality. Perhaps, together, poor
diet and physical inactivity are responsible for more deaths than tobacco, which the report indicated
was responsible for 23.5% of deaths in this sub-region.7 Certainly, for the great majority of Canadians
who are non-smokers, the chief risk factors for mortality among those reviewed in the report were dietand physical inactivity-related. In April 2001, the Canadian federal government, alone, committed
$100 million per year for five years to its anti-tobacco strategy.8 Meanwhile, the budget for Health
Canada's Office of Nutrition Policy and Promotion was roughly $1.5 million in 2000-01.9
Disease prevention is the most direct way of alleviating financial pressure on the health care
system because it involves both decreasing the need for health care services by Canadians and, at the
same time, increasing the ability of Canadians to help finance health care (through increased labour
productivity) by contributing to the other side of the health care ledger.
A growing body of evidence indicates that health promotion efforts can reduce medical costs
and productivity losses, with studies demonstrating as much as $4 to $5 savings for every one dollar
invested in health promotion.10 Similarly, a recent report of the Auditor General noted that
"preventative health activities are estimated to be 6 to 45 times more effective than dealing with health
problems after the fact."11 For example, the mandatory nutrition labelling rules,12 recently proposed by
Health Canada, are predicted to lower the direct and indirect losses of diet-related disease by $5 billion
over the next two decades by reducing premature deaths and disabilities due to coronary heart disease,
stroke, cancer, and diabetes. This represents an estimated 14-fold return to the economy as a whole
compared to the private sector expenditures incurred to modify food labels.13 These predicted cost
savings, though impressive, are only 4% - 7% of the total savings to be generated from dietary
improvements. Additional savings could also be generated through increases in physical activity.
It is clear that prevention programs focussing on diet and physical activity can help reduce the
incidence of a range of diseases, (e.g., cardiovascular disease, diabetes, certain forms of cancer,
osteoporosis, etc.). The World Health Organization, for example, recently reviewed analyses of the
projected effectiveness of cardiovascular disease prevention programs -- the most thoroughly studied
types of interventions. In the recently released World Health Report, the WHO reviewed cost-benefit
analyses of interventions that could be used in North America to control the incidence of cardiovascular
disease. It found that, for instance, legislation to decrease the salt content in food coupled with
appropriate labelling, and health education to reduce serum cholesterol levels in the general population
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were predicted to gain 1.8 million disability adjusted life years (DALYs) at a cost of CDN$139 per
DALY. This approach compares very favourably with interventions involving screening programs with
individual drug treatment and counselling by physicians -- which are also predicted to be cost-effective - that ranged in cost from CDN$1,429 to CDN$3,986 per DALY gained. The WHO concluded that
the most attractive approach combined legislation, health education and drug treatment for high risk
patients14 at a cost of about CDN$1,303 per DALY saved (which were predicted to yield 10.5 million
additional DALYs). The report also noted that the "addition of interventions to encourage physical
activity, or to increase fruit and vegetable intake, should be considered in the development of an overall
strategy to deal with cardiovascular disease risks."15
In brief, preventative disease reduction measures designed to improve nutrition and increase
physical activity could help to sustain our cherished public health care system by reducing the demand
for services and, at the same time, increasing the capacity of taxpayers to finance service delivery.
Finally, all of the recent provincial and Senate reports on the health care system have highlighted
the importance of better emphasizing prevention in the delivery of health care services (including
improved nutrition and increased physical activity) but none has offered detailed, comprehensive
recommendations for tackling this critical shift in focus. The Romanow Commission recommendations
must demonstrate leadership on this front if the Canadian health care system is to avail itself of this
important tool for ensuring its long-term sustainability.
CSPI is a strong advocate of preventative health care through improved nutrition and increased
physical activity. Our comprehensive recommendations (see attachment) include refinements to laws
and policies related to sales and corporate taxes, advertising, occupational health and safety, food
labelling, public health communications, medicare services, research, training of health professionals,
school curriculum, and health impact assessments in the pubic policy-making process. The Commission
has a critical national coordinating function to play in the development of strategies and polices, by all
levels of government, to improve diet and increase physical activity. We urge the Commission to
support our recommendations. In doing so, the Commission can guide and energize the federal,
provincial and territorial governments toward implementing effective policies in this area.
If we can be of any assistance to your office in addressing these issues, do not hesitate to
contact me at 613-244-7337.

__________________
Bill Jeffery, L.LB.
National Coordinator
Att.:

Submission to the Commission on the Future of Health Care

3

cc.

Hon. Anne McLellan, M.P., P.C., Minister of Health
Hon. John Manley, M.P., P.C., Deputy Prime Minister and Minister of Finance
Hon. Allan Rock, M.P., P.C., Minister of Industry
Hon. Jane Stewart, M.P., P.C., Minister of Human Resources Development
Hon. Claudette Bradshaw, M.P., P.C., Minister of Labour
Hon. Ralph Goodale, M.P., P.C., Chair, Special Committee of Council
Hon. Lyle Vanclief, M.P., P.C., Minister of Agriculture and Agri-food
Hon. Senator Yves Morin, P.C., Special Advisor on Health Research to the Min. of Health
Hon. Maria Minna, M.P.
Hon. Dr. Hedy Fry, M.P.
Mr. Tom Wappel, M.P.
Dr. John Godfrey, M.P.
Mr. Rob Merrifield, M.P., Canadian Alliance Party Health Critic
M. Réal Ménard, député, porte-parole de Bloc Québécois en matière de Santé
Ms. Judy Wasylycia-Leis, M.P., New Democratic Party Health Critic
Mr. Greg Thompson, M.P., Progressive Conservative Party Health Critic
Mr. Reed Elley, M.P.
Mr. Svend Robinson, M.P.
Dr. Michael Kirby, Chair, Senate Cttee. on Soc. Aff., Science & Tech.
Ms. Marjory Lebreton, Deputy Chair, Senate Cttee. on Social Aff., Science & Tech.
Mr. Alex Himelfarb, Clerk of the Privy Council and Secretary to the Cabinet
Mr. Ian C. Green, Deputy Minister of Health
Mr. Samy Watson, Deputy Minister of Agriculture and Agri-food Canada
Mr. Ronald L. Doering, President, Canadian Food Inspection Agency
Dr. Kevin Keough, Chief Scientist, Health Canada
Dr. Margaret Cheney, Health Canada
Ms. Mary Bush, Health Canada
Provincial and Territorial Ministers of Health
Federation of Canadian Municipalities
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ENDNOTES
1. The Centre for Science in the Public Interest (CSPI) is a non-profit health advocacy organization
specializing in food safety and nutrition issues with offices in Ottawa and Washington, D.C. CSPI's
Ottawa health advocacy office is funded by over 100,000 subscribers to the Canadian edition of
Nutrition Action Healthletter. CSPI does not accept funding from industry or government.
2. The tax proposal is supported by the National Federation for Seniors and Pensioners, the Canadian
Society for Exercise Physiology, the Canadian Women's Health Network, the Toronto Food Policy
Council, the National Retired Workers Advisory Council, and the Centre for Science in the Public
Interest.
3. Peter T. Katzmarzyk, et al. “conservatively” estimated both the number of annual deaths and the
total health care costs attributable to physical inactivity: 21,340 deaths and $2.1 billion annually or
2.5% of total direct health care costs. See: Katzmarzyk PT, et al. The Economic Burden of Physical
Inactivity in Canada. Canadian Medical Association Journal 2000;163(11): 1435-40 at 1438. We
are not aware of any published estimates of the annual number of deaths attributable to diet-related
disease in Canada, however, in the attached submission, we estimated it to be roughly 25,400 deaths
per year by extrapolating from Health Canada estimates of the economic burden of diet-related
disease.
Though diet- and inactivity-related disease mortality figures are not, strictly speaking, additive, it
seems likely that the total number of annual preventable deaths attributable to poor diet and physical
inactivity is in the range of 21,000 to 47,000.
4. The Federal Government estimates that the economic burden of diet related disease was $5.3 billion
in 2000. See: Agriculture and Agri-food Canada and Health Canada, Costs and Benefits of Nutrition
Information (Ottawa: AAFC, May 2000) at 4. The Katzmarzyk study, supra note 3, did not
estimate the indirect economic losses attributable to physical inactivity (i.e., lost productivity due to
premature death or disability). In the attached submission, (at endnote 5) we estimated the total
economic burden of inactivity-related disease to be approximately $4.6 billion.
5. World Health Organization, “The World Health Report 2002 -- Preventing Risks, Promoting
Healthy Life,” (Press release, issued at Geneva: October 3, 2002) at 3. See:
<http://www.who.int/mediacentre/releases/pr84/en/>.
6. For instance, 17 of the risk factors assessed accounted for, respectively, less than 1% of the all
deaths in the sub-region. Thirteen risk factors accounted for less than 1/10th of 1% of all deaths in the
sub-region (i.e, unsafe water, vitamin A deficiencies, etc.). World Health Organization, World Health
Report 2002, (Geneva: WHO, October 2002) at 226. See: <http://www.who.int/whr/en/>.
7. The WHO also estimated that, in Canada, the United States and Cuba (countries in the Americas
with very low child and adult mortality rates) these six preventable risk factors were responsible for,
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respectively: tobacco (646,000 deaths) blood pressure (370,000 deaths), cholesterol (350,000
deaths); overweight (272,000 deaths), low fruit and vegetable intake (171,000 deaths), and physical
inactivity (155,000 deaths) in the year 2000. The total number of deaths from all causes in the subregion in 2000 was approximately 2.7 million. See: World Health Organization, World Health Report
2002, (Geneva: WHO, October 2002) at 186.
8. Rock A Minister of Health, "Speaking Notes To Launch the Tobacco Control Strategy,"
(Parliament Hill, Ottawa, Ontario: April 5th, 2001). See:
<http://www.hc-sc.gc.ca/english/media/speeches/5apr2001mine.htm>
9. Response to Access to Information request ATIP A-2000-1211, “2000-01 Budget Information”
for organizational units in Health Canada as of February 28, 2001.
10. Aldana S. Financial Impact of Health Promotion Programs: A Comprehensive Review of the
Literature. American Journal of Health Promotion May/June 2001; 15(5): 296-320. See also:
Nutrition Section, Prevention and Health Promotion, Ministry of Health, Cost Effectiveness/
Value of Nutrition Services: An Annotated Bibliography, (Victoria, B.C.: Province of British
Columbia, 1996).
11. Auditor General of Canada, "Health Canada: A Proactive Approach to Health," chapter 9 in
Report of the Auditor General of Canada -- 2001, (Ottawa: Auditor General, 2001) at 3.
12. Health Canada expects the regulations to be promulgated by the first week of 2003. In 1997,
CSPI founded the Alliance for Food Label Reform -- a coalition of 16 associations of consumers,
scientists, physicians, nutritionists and other health professionals collectively representing two million
Canadians -- to push for the establishment of such rules.
13. The Canada Gazette, Part I, Vol. 135, No. 24 (June 16, 2001) at 2054-5.
14. High risk, using the "absolute risk approach," means someone whose risk profile (based on blood
pressure, serum cholesterol, and other factors) suggests s/he is more than 35% likely to have a
cardiovascular event in the following 10 years. This is an alternative to using, as a screening criterion,
only one measure of risk (such as blood pressure or serum cholesterol level alone).
15. World Health Organization, World Health Report 2002, (Geneva: WHO, October 2002) at 117118. See: <http://www.who.int/whr/en/>. Cost figures for the studies conducted in the Americas-A
sub-region were obtained from the WHO CHOICES database at:
<http://www3.who.int/whosis/cea/cea_data_process.cfm?path=evidence,cea,cea_results,cea_results_s
ummary&language=english>. Conversions to Canadian dollars from WHO "International Dollars" used
in the database were calculated by multiplying the values by the "Purchasing Power Parity" exchange
rate for Canada (1.21 in the year 2000) found on the WHO web-site.
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