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Scope of the Problem
Preventable diet- and inactivity-related diseases place an enormous burden on Canadian
society. Inactivity and poor diet are risk factors for heart disease, stroke, certain forms of cancer,
diabetes, obesity, osteoporosis, and many other illnesses. According to Health Canada and Agriculture
and Agri-food Canada, the portion of health care costs and lost productivity caused by diet-related
cases of just four diseases (heart disease, stroke, cancer and diabetes) exceeded $5.3 billion in the year
2000.2 Similarly, a study recently published in the Canadian Medical Association Journal estimated
that inactivity-related disease is responsible for more than 21,000 deaths annually in Canada and
required the expenditure of $2.1 billion for health care alone in 2000 (i.e., not including costs due to lost
productivity).3
Together, preventable diet- and inactivity-related diseases cause immense human suffering and
disability, lead to an estimated 21,000 to 47,000 deaths every year,4 precipitate between $2.5 billion
and $4.6 billion in health care spending per year, and drain between $5.3 billion and $9.9 billion5 per
year from the Canadian economy as a whole. The estimated per capita death toll is lower than, but
generally consistent with, estimates for the United States where poor diet and inactivity were estimated
to cause between 310,000 and 580,000 deaths per year in 1990,6 and where the US Surgeon General
estimates that 300,000 premature deaths are caused by obesity annually.7
If unchecked, the costs of these diseases 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.
Obesity is a major risk factor for a number of life-threatening diseases; indeed, obesity is predicted to
surpass cigarette smoking as the leading cause of preventable death in the US in the coming years.8 In
Canada, the rate of obesity among children aged two to eleven has more than tripled since 1981 –
rising from under 5% in 1981 to 18% in 1999. The proportion of overweight children has more than
doubled from 15% in 1981 to 37% in 1999.9 Similarly, about half of Canadian adults are overweight,
and the prevalence of obesity among adults over age 20 has recently nearly tripled -- rising from 5.6%
in 1985 to 14.8% in 1998.
The population of Canada is aging. Canada experienced a larger baby boom than any other
industrialized country and a sharp drop in births afterwards.10 According to Statistics Canada
estimates, the proportion of Canadians over age 65 in the year 2026 will be roughly double what it is
today (i.e., rising from 4 million to 7.8 million) based on medium population growth assumptions.11
During the same period, the proportion of Canadians under age 20 will decline from 25.5% to 20%.
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The total dependency ratio (the ratio of the number of youths plus seniors to working-aged people aged
20 to 6412) will increase appreciably through this period from 38.2% to 42.5%. The Report on the
Health of Canadians calculated that direct per capita expenditures in 1994 for Canadians over age 65
were roughly quadruple the expenditures for people aged 15 to 64.13

Potential for Effective Disease Prevention
Studies have estimated that modifiable risk factors are responsible for 40% to 70% of
premature deaths,14 50% of chronic disease mortality,15 71% of potential life years lost before age 65,16
30% of hospital days,17 two-thirds of chronic disability,18 and 70% of the physical decline that occurs
with aging.19
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
the top 25 preventable health risks.20 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:21 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.22 Certainly, for the great
majority of Canadians who are non-smokers, the chief risk factors for mortality among those reviewed
in the report were diet- and physical inactivity-related. In April 2001, the Canadian federal
government, alone, committed $100 million per year for five years to its anti-tobacco strategy.23
Meanwhile, the budget for Health Canada's Office of Nutrition Policy and Promotion was roughly $1.5
million in 2000-01.24
Similarly, a recent Australian study estimated that modifiable risk factors account for 38% of
the total burden of disease in that country. The same diet- and physical activity-related factors,
together, accounted for 6.7% to 21.7% of preventable disease. Tobacco (9.7%) was also a major
contributor.25 Again, although the individual population attributable risks for each factor are not
completely additive, it appears that poor diet and physical inactivity pose threats to public health that
are at least as damaging as tobacco.
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Recent studies estimate that up to 80% of cases of coronary heart disease26 90% of type II
diabetes27 could be avoided through changing lifestyle factors and about one-third of cancers could be
prevented by eating healthier, maintaining normal weight, and exercising throughout the lifespan.28
Cross-cultural comparisons seem to indicate that dietary norms play an important role in this problem:
Rich diet [high in calories, cholesterol, saturated fat and salt and low in fibre] is the
pivotal exposure responsible for the coronary epidemic. Where rich diet does not prevail
as a population wide trait, there is no CVD epidemic...even when high blood pressure and
cigarette smoking are prevalent [such as in Japan].29
Recent data indicate that 55% of Canadians are physically inactive30 and that most consume too few
fruits and vegetables, and too much saturated fat and trans fat, sodium, and added sugars.31
Disease prevention is the most direct way of alleviating the financial pressure on the health care
system because it involves both decreasing the need for health care services (especially with an aging
population, rising obesity rates, and rising drug prices) and, at the same time, increasing the capacity of
taxpayers to help finance health care by contributing to the other side of the health care ledger. As one
analyst put it:
We have been too much consumed with the supply side of the health care equation and
too little concerned with the demand side. The best way to reduce costs and improve
health at the same time...is...to reduce the need and demand for care...The costs of
medical care are in large part a function of the amount of illness in a population. The
amount of morbidity, in turn, is related in part to the prevalence of smoking, dietary fat
intake, seat belt use, lack of exercise, and other behavioural risk factors in the
population.32
It is always better to prevent ill health, where possible, than to treat disease after it has already caused
suffering, disability and death. However, the Canadian health care system is generally structured to
respond to illness, rather than to prevent it. 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.33
From a planning perspective, focussing on treatment without ambitious disease prevention efforts is
analogous to attempting to sweep problems under the carpet. In reviewing the causes of declining
mortality rates due to cardiovascular disease during the last 30 years, economist Ronald Colman stated:
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Because only 25% of mortality decline is attributable to better risk control and reduced
disease incidence, a substantial portion of CVD mortality [not morbidity] has been
postponed to later ages rather than avoided, sometimes substituting prolonged disability
for premature death.34
By contrast, the "compression of morbidity" hypothesis, for which there is growing empirical evidence,
predicts that preventing early onset of illness compresses morbidity due to chronic disease into shorter
periods near the age of death. So, if health promotion efforts are successful, a larger proportion of the
population can expect to be healthy and independent for longer periods of time.35
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.36 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."37 The mandatory nutrition labelling rules38 recently proposed by Health
Canada are predicted to reduce the direct and indirect losses due to 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.39 These predicted cost
savings, though impressive, comprise only 4% - 7% of the total possible savings to be generated from
dietary improvements. Furthermore, they do not include additional potential savings due to increases in
physical activity. While the federal government's nutrition labelling initiative is commendable,40 there is a
clear economic and compassionate need to re-double public sector efforts to reduce disease incidence
rates by prudent measures aimed at improving nutrition and increasing physical activity. Such measures
would greatly assist efforts to sustain public health care programs for unavoidable causes of ill-health.
Preventative health care expenditures designed to reduce the remaining $71 billion to $103
billion economic burden of preventable diet-related disease alone (over the next two decades) is both
necessary, from a public health perspective, and fiscally prudent. A concerted health promotion
strategy could save the Canadian economy billions of dollars annually. As the American Dietetic
Association recently concluded,
If nutrition were able to play a role in disease prevention, billions of dollars could be
saved in direct and indirect costs...A substantial amount of health care resources could
be saved by expanding health promotion and disease prevention programs that target
dietary change among Americans.41
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,
4
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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
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
patients42 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."43
A recent review of published cost-effectiveness studies of European cardiovascular disease
prevention programs corroborates the WHO findings. The authors of that study concluded:
[Health] promotion strategies which promote healthy eating are likely to be more costeffective than strategies involving modern cholesterol-lowering drugs, screening and
advice in primary care, and are comparable to or less expensive per year of life saved
than anti-smoking strategies.44
The Federal Government has already established science-based recommendations to improve
the health of Canadians and reduce the risk of disease, namely, Canada's Physical Activity Guide to
Healthy Active Living, and Canada's Food Guide to Healthy Eating. However, this advice to
Canadians is poorly disseminated and competes with an overwhelming volume of commercial
advertisements promoting nutrient-poor foods, as well as ineffectual (and sometimes dangerous) weight
loss programs, diet pills, and other related products and services that either undermine the health of
Canadians or do little to improve it. According to Health Canada, one- to two-thirds of weight lost
through dieting is usually regained within one year and almost all is regained within five years.45
The Government of Canada has recognized, in Parliament, that physical activity produces
benefits in terms of health, quality of life, decreased employee turnover and absenteeism, increased job
satisfaction and morale, and economic productivity. The Government of Canada also stated, in
Parliament, that "it wishes to encourage and assist Canadians in increasing their level of physical
activity," however it did so in the preamble to a bill that was devoted almost exclusively to the regulation
of competitive sport.46 An Act to promote physical activity and sport, despite its name, does
5
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virtually nothing to promote physical activity, and the accompanying health benefits, for the population
at large.
In brief, preventative disease risk reduction measures designed to improve nutrition and
increase physical activity could help to sustain our highly prized public health care system by both
reducing the demand for services, and increasing the capacity of taxpayers to finance service delivery.
In addition, disease prevention can act as a bulwark against the rising health care costs associated with
the aging baby boom population, rising obesity rates, and rising costs of pharmaceutical drugs.

Summary of Recommendations
In the interests of providing practical, executable solutions to these problems, we are attaching
three model Bills and two model Motions (Appendices I to V). Subject, in some cases, to the
promulgation of elaborating regulations or the commitment of financial resources by Cabinet, these
proposals would sufficiently alter the legal framework to facilitate healthy public policy formation. The
main purposes of these model legislative proposals are summarized below.
Note About Implementation Costs: It should be emphasized that most of these measures do
not involve cash outlays by federal, provincial or territorial governments beyond the nominal costs of
consultation, policy development, and law enforcement. Where significant public expenditures are
recommended (e.g., to conduct a national nutrition and physical activity health communications
campaign as suggested in Model Motion-2), we expect that those expenditures will be amply off-set by
the resulting reduced health costs and increased productivity. In addition, proposed changes to the
rules governing the application of Goods and Services Tax to food could yield sufficient additional tax
revenues to fund both the costs of implementation as well as increases to the GST rebates for low
income Canadians (to mitigate any small regressive effects).

I. Model Motion M-1: Taxes (Parts A to C)
A. Exempting nutritious foods from GST and applying GST to junk food
Currently, federal sales tax (and exemptions therefrom) discourage the consumption of some
ready to eat foods (including all restaurant foods) and some snack foods and beverages. In our view,
taxes on healthy restaurant menu items (such as salads, low fat milk, vegetables, fruits, etc.),47 and
foods bought at grocery stores (such as fruit trays and some bottled water) discourage the consumption
of nutritious foods.
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Similarly, while we support continuing to tax snack foods sold at retail (such as potato chips,
candy and sugary soft-drinks), the failure to apply GST to other nutrient-poor foods foregoes an
opportunity to discourage over-consumption of those foods, and squanders an opportunity to collect
revenues from the consumption of foods that will likely further increase financial strains on our public
health care system.
For example, we propose that GST be applied to foods such as meat high in saturated fat
(e.g., regular ground beef), ice-cream, desserts, or prepared meals, etc. that are high in saturated and
trans fat, sodium and added sugars, and low in vegetables, and fruits. The attached "Model Motion M1" illustrates how the current definition of "Basic Groceries" could be modified to bring the principles
underlying the decade-old GST rules into accord with modern understanding of the relationship
between diet and disease. The attached motion describes detailed proposed amendments to revise
Part III, Schedule VI of the Excise Tax Act48 (definition of "Basic Groceries") to exempt from tax
healthy restaurant menu items and groceries that are currently subject to GST and apply GST to
unhealthful groceries that are currently "zero-rated."49

B. Limiting advertising expense deductions from taxable income
According to ACNeilsen, $720 million was spent to advertise restaurants, food and alcohol in
1998 although other data suggest the true figure may be much higher. For instance, one source
indicated that, in 1990, television food advertisements alone accounted for approximately $500 million
in food advertising expenditures.51 In the absence of vigorous ongoing public health promotion of
healthy eating, food advertisements -- mainly for junk food -- have become the de facto nutrition
education in Canada for children and adults. Accordingly, to encourage a healthier balance of food
advertisements, we propose that companies advertising fruits, vegetables, and other healthful foods be
permitted to claim a deduction from taxable income equivalent to 300% of funds actually spent on
advertising. Similarly, we propose to limit the deduction available for foods subject to GST to only
50% of the monies actually spent on advertising.
50

C. Using income tax mailings to disseminate federal dietary and physical activity advice
The Federal Government already has scientifically validated nutrition and physical activity
advice for Canadians but it is poorly disseminated. We urge the Minister of Finance, in cooperation
with the Ministers of Health and National Revenue, to circulate copies of Canada's Physical Activity
Guide to Healthy Active Living, and Canada's Food Guide to Healthy Eating in copies of annual
returns mailed to all taxpayers.

7
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II. Model Bill C-1: Occupational Safety and Health in the Canada Labour Code
Fifteen million Canadians spend more than half of their waking hours at work52 – often
performing sedentary jobs. While repetitive strain injuries have often been associated with sedentary
work, the sedentary nature of many jobs likely has much more serious long-term effects. Inactivityrelated disease is responsible for more than 21,000 deaths annually in Canada (cf. 800 annual deaths
attributed to workplace injuries53). Inactivity-related deaths required the expenditure of $2.1 billion for
health care alone in 2000 (i.e., not including costs due to lost productivity).54 Similarly, most workers
consume one or more meals daily at the workplace -- about one third of their dietary intake.
Meanwhile, diet-related disease costs the Canadian economy $5.3 billion per year.55
Accordingly, we recommend that employers at work sites with more than 20 employees be
required (i) to post copies of Canada's Physical Activity Guide to Healthy Active Living, and
Canada's Food Guide to Healthy Eating; (ii) to set standards ensuring that an adequate selection of
healthy cafeteria food is available to enable employees to meet federal dietary recommendations; and
(iii) where employees perform primarily sedentary work, to establish workplace physical activity
programs in which employees may voluntarily participate.

III. Model Bill C-2: Nutrition information on food labels and restaurant menus
According to the most recent available data, meat, poultry and seafood (including fresh,
processed and restaurant food) contribute 23.9% of the saturated fat in the Canadian diet.56 A 1993
US study predicted that the economic benefits (savings in health care costs and productivity gains) of
mandatory nutrition labelling would be 45% higher when meat and poultry were subject to mandatory
labelling rules than when they were exempted.57 As such, we recommend that packages of all fresh
meat, poultry and seafood (not just ground meat) be required to provide comprehensive nutrition
information on labels, notwithstanding any regulatory exemptions that may be available in the
forthcoming mandatory nutrition labelling regulations.58
Canadians spend roughly 28% of their food budgets at restaurants and fast-food outlets.59
However, very few restaurants provide nutrition information about menu items. Moreover, the
considerable health importance of poor nutrition coupled with the considerable variation in the
nutritional composition of similar menu items makes the prominent disclosure of nutrition information on
restaurant menus critical. For instance, the number of calories in a small McDonald's Vanilla Triple
Thick Shake has more than six times the number of calories as a Fruit and Yoghurt Parfait, and the
shake has nearly four time as much saturated fat as the parfait.60 Nutrition information on restaurant
menu boards (calories) and restaurant menus (calories, saturated plus trans fats, and sodium) would
alert consumers to these facts.
8

Submission of the Centre for Science in the Public Interest to the Commission on the Future of Health Care

Similarly, there is widespread scientific agreement about the health benefits of consuming
adequate amounts of fruits, vegetables, and whole grains. For example, there is considerable scientific
recognition that a diet rich in fruits and vegetables is associated with a lower risk of several cancers,61
lower rates of stroke,62 and lower blood pressure.63 About two-thirds of Canadians do not consume
the recommend five to ten servings of fruits and vegetables per day.64 Furthermore, many multiingredient products purporting to contain fruits and vegetables as ingredients only contain trace amounts
of them without disclosing that fact on the label.65 Accordingly, we recommend that food
manufacturers provide percentage ingredient declarations in ingredient lists indicating the amounts of
added sugars, fruits, vegetables, legumes, whole grains, other major ingredients, and any ingredients
about which express or implied claims are made.

IV. Model Bill C-3: Advertising
A. Advertising directed at children
As noted above, $720 million was spent to advertise restaurants, food and alcohol in 199866
although other data suggest the true figure may be much higher than that.67 Food advertisements have
become the de facto nutrition education in Canada for children. Similarly, millions of dollars are spent
advertising and promoting the sale of fitness and weight loss programs, pills and services, many of
which have very low long term success rates and some of which actually pose health risks.
We recommend a prohibition on advertising or promoting both food (except vegetables, fruits,
whole grains, low fat milk, etc.) and certain inactivity-promoting products and services (such as video
games) directed at children under the age of 13. A broader prohibition has been in effect in Québec for
two decades and was found to be compliant with the Charter of Rights and Freedoms by the
Supreme Court of Canada.68

B. Truth in advertising concerning weight loss and fitness products, programs and services
In addition, we recommend that advertisements and promotional materials for weight loss and
fitness programs be required to disclose information concerning the effectiveness of such programs and,
where such programs are inconsistent with federal physical activity and nutrition advice, that their sale
be subject to pre-approval by the Minister of Health.

C. Marketing breast milk substitutes
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Breastfeeding infants is associated with lower risks for cancer, diabetes, respiratory disease,
Sudden Infant Death Syndrome (SIDS), gastrointestinal disease, obesity and other illnesses.69 In
Canada, the rate of babies being breastfed falls to just over 50% by three months of age and to just
over 30% by six months of age.70 The Government of Canada has already ratified the International
Code of Marketing Breast Milk Substitutes71 which was adopted by the World Health Assembly in
1981 to ensure that marketing practices of food manufacturers do not promote the sale of infant foods
that impair the health of infants. However, the Code has never been implemented in Canadian domestic
law. Accordingly, we recommend that the Federal Government implement the International Code.

V. Model Motion M-2 (Parts A through G)
A. National strategy for promoting health eating and physical activity
The responses of the federal and provincial governments to the huge human and economic toll
of preventable diet- and inactivity-related disease have been inadequate. Recent Federal Government
efforts to fashion a national strategy for nutrition promotion provide only vague guidance to policy
makers, program administrators, NGOs and the food industry, and, with few exceptions, have not
effectively produced action.72
We recommend that the Federal Government lead efforts to work with the provinces and
territories to (i) establish a coordinated national nutrition and fitness promotion strategy based on bold
disease-prevention and health-promotion goals73 with measurable outcomes, clear implementation
timetables, and built-in program evaluation mechanisms, and (ii) commit $100 million per year for the
next five years for programs in each province and territory to deliver preventative community nutrition
and physical-activity promotion programming.
We are encouraged by recent indications that such a process will be initiated and we are
hopeful that this effort will produce useful results, particularly with specific, supportive direction from the
Romanow Commission.74

B. National nutrition and activity communications campaign:
We recommend that the Federal Government design model community-wide fitness and
nutrition campaign kits for implementation by local non-profit health organizations, as well as federal,
provincial and municipal governments,75 and support the implementation of local programs by regularly
purchasing advertising space to promote nutrition and physical activity on nationally televised TV and
radio programs.
10
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C. Medicare and nutrition counselling services:
Demographer David Foot noted:
A medical practice that is appropriate to a mature population involves a partnership
between patient and physician aimed at maintaining good health through a healthy
lifestyle. It also requires contributions of other specialists, including pharmacists,
nutritionists, physiotherapists, nurses and home care specialists...The Canadian health
care system as it is currently structured has a bias toward acute care -- that is, the
patient gets help when disease causes a serious episode of ill health. The system does not
focus enough on preventative medicine to avoid such episodes. [emphasis added]
We recommend that the Federal Government urge and cost-share with provincial governments
the provision of nutrition counselling services for pregnant women (including an emphasis on breastfeeding76), and people diagnosed with a diet-related disease.77 In addition, the Federal Government
should conduct a feasibility study of providing publicly funded preventative nutrition counselling services
to all Canadian families every 2 to 5 years (analogous to optometry services in some provinces).78

D. Diet- and nutrition-related research:
While considerable information is known about the relationship between certain nutrients and
chronic disease (such as saturated and trans fats and cardiovascular disease, or calcium and vitamin D
and osteoporosis), much less is known about the determinants of unhealthy eating practices.
Furthermore, too few controlled studies have been done to assess the effectiveness of dietary change
interventions.
As such, we recommend that the Federal Government direct the Canadian Institutes for Health
Research to conduct the following research: 1) identify the key societal, environmental, and other
influences on eating habits and activity levels, 2) develop cost-effective and outcome-effective
interventions, policies and environmental changes to promote healthy eating and physical activity, and 3)
explore how best to disseminate effective programs.
We are encouraged by Minister McClellan's recent commitment of $15 million to research
related to obesity. However, we caution that this research should not be regarded as a precursor to
taking remedial action to curtail the ill effects of diet- and inactivity-related disease. The enormous,
annually compounding human and economic toll of these diseases -- including as many as 45,00079 lost
lives per year and as much as $9.9 billion80 lost to the Canadian economy each year -- will accumulate
11
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as the research is being conducted. An ambitious health promotion effort must begin immediately -- in
the absence of perfect understanding -- to sustain the future of the health care system and enhance the
quality of life and economic prosperity of Canadian society.

E. Training of health professionals:
Aside from nutritionists and dietitians, the vast majority of health professionals receive
remarkably little training about the benefits of physical activity and nutrition, or about effective ways to
counsel patients to improve their health by these means.
We recommend that Health Canada set national standards for the inclusion of nutrition, physical
activity, and weight management (including practice guidelines about effective means of improving health
through diet and physical activity) in medical, nursing, teacher education and other professional training
programs. For instance, health professionals, public health facilities and the general medical community
should use diet and physical activity to prevent and treat heart disease instead of relying on more
invasive, dangerous and costly approaches such as coronary by-pass operations, drugs, etc.

F. School curriculum:
Rising obesity rates among school-age children has increased the need for young people to
become more physically active. Fostering physically active lifestyles, teaching principles of nutritious
food preparation, and promoting healthy eating at an early age also have long-term potential to foster
healthy adults and healthy families later on.
Accordingly, we recommend that Health Canada, in consultation with provincial and territorial
governments and teachers’ organizations, set national standards for the development of a daily physicaleducation curriculum for elementary and secondary schools. Furthermore, we recommend that Health
Canada urge provincial and territorial governments to make daily physical education mandatory for
each year of school,81 and bi-weekly cooking and nutrition classes mandatory for at least two years in
junior and/or senior high school. Finally, we recommend that Health Canada urge post-secondary
institutions to mandate at least one full-semester physical-education/nutrition class in undergraduate
degree/diploma programs.

G. Health impact assessments:
The actions or inactions of governments affect the health of Canadians in many different ways.
12
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Much of this impact -- perhaps most of it -- is beyond the current authority of ministers of health;
human health is affected by policies related to energy, transportation, the environment, occupational
health and safety, education, social programs, criminal law and correction, etc.82 Regardless of the
administrative locus of authority,83 decisions concerning resource allocation and regulatory action must
take into account the predicted effect on the health of Canadians.
As such, we recommend that Health Canada design an operational definition of population
health (e.g., based on disability-adjusted life years, quality-adjusted life years, etc.84) and a
methodology for explicit, transparent, health impact assessments.85 These assessments would be
analogous to regulatory impact assessments or environmental impact assessments against which all
relevant regulatory proposals, major capital project funding proposals, grants and allocations, and
federal government tenders must be evaluated prior to approval. Health impact assessments should be
carried out regardless of whether the applicable decisions are made under the auspices of the Minister
of Health or any other minister of the Federal Government.86
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APPENDIX I
TAX POLICY

Note:
Due to the complexity of current Excise Tax Act definition of non-taxable foods, for illustrative
purposes, our proposed changes to the current statutory definition of "basic groceries" are
superimposed on the current text to illustrate precisely what we propose to be added, deleted and
modified in the Act. For instance, in this appendix, the text of provisions to be repealed is indicated
with "strike-out" coding, and proposed new or revised text is identified by underscoring. Of course, in
a bill to amend the Excise Tax Act, all strikeout and underscore coding would be removed and
"struck-out" text would be identified by legislative language specifying that the “struck-out” provisions
be repealed.
Several of the health groups and experts we consulted recently proposed refinements to our tax
proposal concerning (i) the benefits of taxing certain foodstuffs (e.g., high fat milk), and (ii) the need to
ensure that sales tax changes do not adversely affect low income people (who, for instance, would not
be able to equitably benefit from the tax relief for restaurant foods). Following further consultations, a
revised form of the legislative proposal will be put forward in late November 2002. However, since
this will likely occur after the Commission has released its final report, we have attached this draft
proposal to guide the deliberations of the Commission.
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MOTION M-1
That, in the opinion of this House,
The Minister of Finance, in cooperation with the Minister of Health, should underscore the message that
“health is wealth” by distributing the Canada's Physical Activity Guide to Healthy Active Living and
Canada's Food Guide to Healthy Eating to all Canadian taxpayers as inserts in the annual personal
income tax return mailings.
Furthermore, the Government of Canada should make revenue neutral amendments to the definition of
basic groceries in the Excise Tax Act to exempt nutritious foods (including many restaurant foods) from
Goods and Services Tax, and to levy Goods and Services Taxes on nutrient-poor foods that are high in
calories or high in saturated fat, trans fat, sodium or added sugars (such as whole milk, except for
children, and high fat cuts of meat). Any additional revenues collected above the estimated $1.6 billion
in GST currently collected from the sale of foods, should be used to fund the implementation of a
national strategy to promote better nutrition and increase physical activity, especially for the benefit of
low income Canadians. The food labelling provisions of the Food and Drugs Act and regulations
should be amended to require that foods subject to Goods and Services Tax as a result of such
amendments are identified to consumers as taxable by a statement on the label and, in the case of foods
sold in restaurants, the menu or menu board.
Furthermore, the government of Canada should amend the Income Tax Act to reduce to 50% the value
of advertising expenditures for high calorie, nutrient poor foods that are otherwise eligible for reducing
taxable income, and to increase to 300% the value of advertising expenditures for nutritious foods that
are otherwise eligible for reducing taxable income.
In particular, the Government should make the following legislative amendments:
1. The definition of “basic groceries” in Part III, Schedule VI of the Excise Tax Act shall be
repealed and replaced with the following:
Zero-rated basic groceries and taxable foods
1. Supplies of food or beverages for human consumption (including sweetening agents, seasonings and
other ingredients to be mixed with or used in the preparation of such food or beverages), other than
supplies of
(a) wine, spirits, beer, malt liquor or other alcoholic beverages;
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(b) [Repealed, 1997, c. 10, s. 137]
(c) carbonated beverages containing more than 25 Calories per 250 ml serving;
(d) non-carbonated fruit juice beverages or fruit flavoured beverages, other than milk-based beverages,
that contain less than 50% by volume of
(i) a natural vegetable or fruit juice or combination of natural vegetable or fruit juices, or
(ii) a natural vegetable or fruit juice or combination of natural vegetable or fruit juices that have
been reconstituted into the original state,
or goods that, when added to water, produce a beverage included in this paragraph;
(e) candies, confectionery that may be classed as candy, or any goods sold as candies, such as candy
floss, chewing gum and chocolate, whether naturally or artificially sweetened, and including fruits, seeds,
nuts and popcorn when they are coated or treated with candy, chocolate, honey, molasses, sugar,
syrup or artificial sweeteners;
(f) chips, crisps, puffs, curls or sticks (such as potato chips, corn chips, cheese puffs, potato sticks,
bacon crisps and cheese curls), other similar snack foods or popcorn and brittle pretzels, but not
including any product that is sold primarily as a breakfast cereal;
(g) salted nuts or salted seeds;
(h) granola products, but not including any product that is sold primarily as a breakfast cereal;
(i) snack mixtures that contain cereals, nuts, seeds, dried fruit or any other edible product, but not
including any mixture that is sold primarily as a breakfast cereal;
(j) ice lollies, juice bars, flavoured, coloured or sweetened ice waters, or similar products, whether
frozen or not;
(k) ice cream, ice milk, sherbet, frozen yoghurt or frozen pudding, non-dairy substitutes for any of the
foregoing, or any product that contains any of the foregoing, when packaged or sold in single servings;
(l) fruit bars, rolls or drops or similar fruit-based snack foods;
(m) cakes, muffins, pies, pastries, tarts, cookies, doughnuts, brownies, croissants, with sweetened filling
16
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or coating, or similar products where
(i) they are prepackaged for sale to consumers in quantities of less than six items each of which is a
single serving, or
(ii) they are not prepackaged for sale to consumers and are sold as single servings in quantities of less
than six,
but not including bread products, such as bagels, English muffins, croissants or bread rolls, without
sweetened filling or coating provided that a reference amount, as defined by the Food and Drug
Regulations (as proposed in The Canada Gazette, Part I, Vol. 135, No. 24 (June 16, 2001) at 219499) of the food comprises less than 150 Calories and is made of at least sixty percent whole grain;
(n) beverages (other than or unflavoured milk) or pudding, including flavoured gelatine, mousse
flavoured whipped dessert product or any other products similar to pudding, except
(i) when prepared and prepackaged specially for consumption by babies,
(ii) when sold in multiples, prepackaged by the manufacturer or producer, of single servings, or
(iii) when the cans, bottles or other primary containers in which the beverages or products are sold
contain a quantity exceeding a single serving;
(o) food or beverages heated for consumption;
(o.1) salads not canned or vacuum sealed;
(o.2) sandwiches and similar products other than when frozen;
(o.3) platters of cheese, cold cuts, fruit or vegetables and other arrangements of prepared food;
(o.4) beverages dispensed at the place where they are sold;
(o.5) food or beverages sold under a contract for, or in conjunction with, catering services;
(p) food or beverages sold through a vending machine;
(q) food or beverages when sold at an establishment at which all or substantially all of the sales of food
or beverages are sales of food or beverages included in any of paragraphs (a) to (p) except where
17
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(i) the food or beverage is sold in a form not suitable for immediate consumption, having regard to the
nature of the product, the quantity sold or its packaging, or
(ii) in the case of a product described in paragraph (m),
(A) the product is prepackaged for sale to consumers in quantities of more than five items each of which
is a single serving, or
(B) the product is not prepackaged for sale to consumers and is sold as single servings in quantities of
more than five,
and is not sold for consumption at the establishment; and
(r) unbottled water, other than ice.
(s) salt;
(t) sugar;
(u) butter;
(v) margarine, cooking oils, butter and spreads containing more than 10% of the Daily Value for
saturated plus trans fat as prescribed in the Food and Drug Regulations (as proposed to be amended
by The Canada Gazette, Part I, Vol. 135, No. 24 (June 16, 2001) at 2070);
(w) milk containing more than 1% milk fat or more than 10 grams of added sugars per eight ounce
serving, unless a consumer claims, at the point of purchase, on behalf of children under the age of 16
years, an exemption from tax for higher fat types of milk;
(x) cheese products with more than 20% milk fat;
(y) all cuts of meat, poultry and seafood that do not meet the definitions for lean, or extra-lean
prescribed in the Meat Inspection Regulations or “low fat” prescribed in the Food and Drug
Regulations;
(z) subject to section z1 and z2, any foods that contain, in a serving, more than 20% of the Daily Value
for
(i) saturated plus trans fat as prescribed by the Food and Drug Regulations (as proposed to be
18
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amended by The Canada Gazette, Part I, Vol. 135, No. 24 (June 16, 2001) at 2070),
(ii) sodium as prescribed by the Food and Drug Regulations (as proposed to be amended by
The Canada Gazette, Part I, Vol. 135, No. 24 (June 16, 2001) at 2070),
(iii) free sugars as recommended by the World Health Organization87
(z1) subject to section z2, any prepackaged or restaurant main-dish entrée, excluding beverages, that
contains, in one serving, more than 25% of the Daily Value for
(i) saturated plus trans fat per serving as prescribed by the Food and Drug Regulations (as
proposed to be amended by The Canada Gazette, Part I, Vol. 135, No. 24 (June 16, 2001)
at 2070),
(ii) sodium per serving as prescribed by the Food and Drug Regulations (as proposed to be
amended by The Canada Gazette, Part I, Vol. 135, No. 24 (June 16, 2001) at 2070), or
(iii) free sugars as recommended by the World Health Organization for a 2000 Calorie diet;
(z2) any prepackaged meals or restaurant table d'hôte or combination menu item that contains
(i) more than 35% of the Daily Value as prescribed by the Food and Drug Regulations in The
Canada Gazette, Part I, Vol. 135, No. 24 (June 16, 2001) at 2070 for
(A) saturated plus trans fat per serving as prescribed by the Food and Drug
Regulations,
(B) sodium per serving as prescribed by the Food and Drug Regulations,
(C) free sugars as recommended by the World Health Organization for a 2000 Calorie
diet; or
(ii) less than 250 millilitres of fruits or vegetables that are prepared without oil or sugar.
2. A supply of unbottled water for human consumption made to a consumer, when the water is
dispensed to the consumer in a quantity exceeding a single serving through a vending machine or at a
permanent establishment of the supplier.
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2. The Food and Drugs Act is amended by adding the following after section 4:
4.1(1) Notwithstanding section 8 of the Consumer Packaging and Labelling Act R.S.C. 1985, c.
C-38, or section 365 of the Excise Tax Act, R.S.C. 1985, c. E-15, no person shall package or label a
food or import a packaged food that is subject to Goods and Services Tax pursuant to the definition of
Taxable Foods in Part III, Schedule VI of the Excise Tax Act unless the words “Subject to GST”,
“+GST” or “plus GST” is printed or stamped:
(a) in the case of foods sold at retail stores, on the label of the food beside the common name,
in letters at least half the size of the common name of the food; or
(b) in the case of restaurant foods, on the menu adjacent to the price of the food, or if the price
is not posted, adjacent to the name of the food.
(2) The statement required by paragraph 4.1(1)(b) may be provided, where menu space is limited, by
the use of an asterisk whereby the statement is displayed in a corresponding footnote.
(3) When provincial sales taxes are also applied to the item, use of the words “HST”, “GST/PST”,
“QST” or words to similar effect fulfil the requirements of subsection 1.
(4) Packages of fluid milk containing over 1% and less than 3.5% milk fat shall, in addition to the
information required by subsection 1, display the following statement:
“Cashier must waive GST at the request of parent, guardian, or child under age 18.”

3. The following is added after section 19 of the Income Tax Act
Advertising certain foods
19.1 (1) In computing income, the expenses incurred in respect of an otherwise deductible outlay or
expense of a taxpayer for advertising space in a newspaper, periodical, sign, broadcast, notice
delivered by mail, or other commercial communication to the public, for an advertisement directed
primarily to a market in Canada shall be
(a) reduced to 50% for a foods subject to Goods and Services Taxes pursuant to the Part III,
Schedule IV of the Excise Tax Act, as amended by this Act; and
(b) increased to 300% for foods comprised of
20
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(i) at least 98%, by weight, beans, fruits or their juices, or vegetables or their juices,
provided they are not prepared or intended to be prepared with oils or fats comprised
of more than 10% or the daily value of saturated fat per serving as prescribed by the
Food and Drug Regulations (as proposed to be amended by The Canada Gazette,
Part I, Vol. 135, No. 24 (June 16, 2001) at 2070);
(ii) milk with 1% or less milk fat or, in the case of advertisements directed at persons
under 18 years of age, 2% or less milk fat;
(iii) beans provided they contain less than 25% of the daily value for sodium as
prescribed by the Food and Drug Regulations (as proposed to be amended by The
Canada Gazette, Part I, Vol. 135, No. 24 (June 16, 2001) at 2070);
(iv) whole grains or foods prepared with whole grains that contain
(A) more than 10% per serving of the Daily Value for fibre as prescribed by the
Food and Drug regulations, as proposed to be amended by The Canada
Gazette, Part I, Vol. 135, No. 24 (June 16, 2001) at 2070,
(B) more than 10% of the Recommended Daily Intake for two or more of
magnesium, vitamin B-6, zinc, copper, or iron as prescribed in Part D of the
Food and Drug regulations,
(C) less than 10% added sugar by weight, and
(D) such other foods as may be prescribed.
4. Transition Provisions
The provisions of this Act shall come into force two years following proclamation.
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APPENDIX II
OCCUPATIONAL SAFETY AND HEALTH POLICY
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MODEL BILL C-1
An Act to amend the Canada Labour Code, Part II (occupational safety and health arising
from sedentary work and poor workplace nutrition)
Her Majesty, by and with the advice and consent of the Senate and House of Commons of
Canada, enacts as follows:

1. The following is added following section 125.3
Workplace physical activity and nutrition programs
125.4 (1) Without restricting the generality of section 124 or limiting the duties of an employer under
section 125, but subject to any exceptions that may be prescribed, every employer shall, for each
workplace controlled by the employer at which twenty or more employees are normally employed,
(a) develop a workplace physical activity program in which employees may voluntarily
participate for 15-30 minutes per day,
(b) establish workplace nutrition standards to require that cafeteria and vending machine foods
available at the workplace supply adequate variety of nutritious foods to enable employees to
follow federal nutrition recommendations,
(c) post at a place accessible to every employee and at every place directed by a health and
safety officer copies of Canada's Physical Activity Guide to Healthy Active Living,
Canada's Food Guide to Healthy Eating, the nutrition standards required by paragraph (b) of
this subsection, and any other materials as may be prescribed,
(d) provide exercise equipment, bicycle storage, shower facilities, or other resources as may be
prescribed to support physical activity commensurate with the needs and interests of
employees.
Duties and powers
(2) All the duties and powers of policy committees established pursuant to section 134.1, work place
health and safety committees established pursuant to section 135, health and safety representatives
appointed pursuant to section 136, and health and safety officers designated pursuant to section 140
also govern the administration of this section.
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Exemption by Minister
(3) On receipt of a request from an employer that is submitted in the form and manner prescribed, if any
is prescribed, the Minister may, if satisfied that the nature of work being done by employees at the work
place involves physical activity (including endurance, strength, or flexibility activities) comprising at least
50% of the total weekly levels specified in federal physical activity recommendations, exempt the
employer from the requirements of paragraph (a) of subsection (1) either wholly, or on any terms and
conditions that are specified in the order.

Coming into force
2. The provisions of this Act come into force two years from the date of proclamation.
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APPENDIX III
FOOD LABELLING POLICY
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MODEL BILL C-2
An Act to amend the Food and Drugs Act (nutrition labelling on fresh, meat, poultry and
seafood, nutrition information on restaurant menus, and percentage declaration of healthful
ingredients in prepackaged foods)
Her Majesty, by and with the advice and consent of the Senate and House of Commons of
Canada, enacts as follows:
1. The following is added after section 5 of the Act
5.1 (1) Notwithstanding section 8 of the Consumer Packaging and Labelling Act, no person shall import
or package meat, poultry or seafood for retail sale unless a label is affixed to the package clearly
showing, in English and in French, in the prescribed manner and form,
(a) the reference amount for a serving of the food as prescribed, and
(b) the number of calories and the amount of total fat, saturated fat, trans fat, cholesterol, sodium, total
carbohydrate, dietary fibre, sugar, protein, iron, calcium, vitamin A and vitamin C per reference amount
expressed as a percentage of the respective daily values as prescribed.
(2) Subsection (1) does not apply to a person where
(a) in either or both of the two years before the year in which the person packages the food, the person
has less than $500,000 in gross annual revenues from the sale of such foods; and
(b) the package label contains no claims concerning the nutritional composition or healthfulness of the
food.
5.2 (1) Every person who sells food to the public for immediate consumption shall report
(a) the amount per serving of Calories, the amount of sodium, and saturated plus trans fat
expressed as a percentage of the Daily Value, as prescribed by the Food and Drug Regulations,
on the menu beside each corresponding menu item; or
(b) the amount of Calories per serving beside each corresponding menu item where
(i) menu options are only described only on a menu board or
(ii) where foods are sold from a vending machine..
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(2) Subsection (1) does not apply to a person where
(a) in either or both of the two years before the year in which the person sold the food, the
establishment, or vending machine business, had revenues from the sale of food of less than $10 million.

Percentage ingredient labelling
5.3 (1) No person shall sell a prepackaged food, other than a food sold for immediate consumption,
comprised of more than one ingredient that does not indicate, in the ingredient list on the label, the
percentage by weight of
(a) the most prevalent three ingredients,
(b) each ingredient present in the food that is a
(i) vegetable,
(ii) fruit,
(iii) whole grain,
(iv) legume, or
(iv) added sugar, and
(c) any other ingredient whose presence is emphasized by words or pictures on the label.
(2) When any of the ingredients specified in paragraph (1)(b) of this section are emphasized on a food
label by words or pictures, the percentage by weight of the emphasized ingredients shall be declared on
the label either
(a) beside the emphasizing words or pictures, or
(b) beside the common name of the food
in characters at least 50% as large as the common name of the food.

Coming into force
2. The provisions of this Act come into force two years following the date of proclamation.
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APPENDIX IV
COMPETITION POLICY
(ADVERTISING TO CHILDREN, AND ADVERTISING WEIGHT LOSS PRODUCTS)
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MODEL BILL C-3
An Act to amend the Competition Act (deceptive marketing practices concerning fitnessrelated products, and advertising both food and inactivity-promoting products directed at
children)
NOW, THEREFORE, Her Majesty, by and with the advice and consent of the Senate and
House of Commons of Canada, enacts as follows:

1. The Competition Act is amended by adding the following after section 74.01:
Representations concerning weight loss, diet, or fitness products, programs and services
74.01.1 A person engages in reviewable conduct who communicates for the purposes of promoting,
directly or indirectly, the supply or use of a product, program, or service purported to yield or enhance
weight loss, muscle tone, size or strength, bone strength or density, cardiovascular health, or other
physical fitness or health benefits unless that communication includes a statement specifying
(1) the percentage success rate, based on an adequate and proper tests thereof, of achieving and
maintaining the goals specified in the statement, warranty or guarantee of the product, program or
service determined at two years following commencement of use;
(2) an Internet address and telephone number where details of the methodology of the effectiveness
study can be obtained prior to purchasing the product, program or service including the sample size,
response rate, method of selecting the study respondents, source of funding for the study, and
qualifications of the principal investigator(s);
(3) that the product, program or service, where applicable, is consistent with Canada's Physical Activity
Guide to Healthy Active Living, and Canada's Food Guide to Healthy Eating, and the applicable
Dietary Reference Intakes;
(4) the total cost of the program, product or service, including any recurring expenses for ongoing
supplies of products or services;
(5) the total duration of the program;
(6) the qualifications of staff providing counselling, advice or personal services; and
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(7) any health risks associated with consumption, use or participation in the products, services or
programs.
74.01.2 (1) A person engages in reviewable conduct who, without prior authorization from the Minister
of Health, communicates for the purpose of promoting, directly or indirectly, the supply or use of a
product described in section 74.01.1 that encourages behaviour inconsistent with Canada's Physical
Activity Guide to Healthy Active Living, Canada's Food Guide to Healthy Eating, or applicable Dietary
Reference Intakes including, but not limited to, claiming that physical fitness, weight loss, or health
benefits may be achieved by
(a) performing less than the recommended number of daily minutes of physical activity;
(b) without performing a combination of aerobic, strength and flexibility activities;
(c) consuming more than the daily limit of total fat, saturated plus trans fat, protein,
carbohydrates, sodium specified in national dietary recommendations; or
(d) making dietary changes that would likely result in insufficient or excessive consumption of
vegetables, fruits, fibre, vitamins, minerals or other micronutrients to meet national dietary
recommendations.
(2) The authorization required by subsection (1) may be issued by the Minister of Health following
receipt of an application containing
(a) a concise statement of nature of the conflicting advice;
(b) an explanation of the health risks associated with failure to observe the applicable federal
recommendations;
(c) a sample of the product and instructions for use,
(d) a copy of the proposed advertising materials;
(e) copies of all studies and reports relevant to the effectiveness and safety of the product,
program or service;
(f) any other information that may be prescribed.
(3) Within 60 days of receiving the application described in subsection 2, the Minster of Health may
issue an order
(a) approving the sale of the product, program or service,
(b) approving the sale subject to certain conditions, including the use of prescribed warning
statements on labels and in advertisements;
(c) prohibiting the sale, or
(d) prohibiting the sale subject to receiving further information from the seller or subject to
further scientific evaluation of the application.
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74.01.3 Where there is a conflict between the requirements of subsections 74.01.1 or 74.01.2 and any
applicable requirements for foods, drugs, or medical devices pursuant to the Food and Drugs Act and
regulations, the latter shall prevail.
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Marketing breast milk substitutes
74.01.4 A person engages in reviewable conduct who advertises or promotes a breast milk substitute
in contravention of the International Code of Marketing Breast Milk Substitutes.
Advertising food and products to children
74.01.5(1) A person engages in reviewable conduct who directs commercial advertising or promotion
at persons under the age of 13, subject to section 74.01.5, for any food, as defined in the Food and
Drugs Act, or any product, program, or service where the consumption or use of which would limit
physical activity or otherwise promote a sedentary lifestyle.
Exemptions
(2) Advertisements or promotions for the following products and services are exempt from the
prohibition in subsection 1:
(a) fresh, frozen, dried, or canned fruits and vegetables (excluding potatoes and corn) provided
those products contain at least 95% fruits and/or vegetables,
(b) 95% fruit or vegetable juice,
(c) fluid unsweetened milk,
(d) drinking water;
(c) whole grain foods, and legumes that contain less than 25% of the daily value for saturated
plus trans fats, and for sodium as prescribed in the Food and Drug Regulations (as proposed to
be amended by The Canada Gazette, Part I, Vol. 135, No. 24 (June 16, 2001) at 2070);
(d) books and educational materials,
(e) recreational activities that involve significant physical activity, and
(f) other products, services and activities meeting criteria as may be prescribed, that are
important for the healthy intellectual and social development of children.

Coming into force
2. The provisions of this Act come into force one year following the date of proclamation.
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APPENDIX V
STRATEGY,
PUBLIC HEALTH EDUCATION,
PUBLICLY FUNDED NUTRITION COUNSELLING,
RESEARCH,
CURRICULUM FOR HEALTH PROFESSIONALS,
CURRICULUM FOR CHILDREN,
AND
HEALTH IMPACT ASSESSMENTS.

33

Submission of the Centre for Science in the Public Interest to the Commission on the Future of Health Care

MOTION M-2
THEREFORE to address the serious health and economic problems associated with poor diet
and physical inactivity, I move
That, in the opinion of this House, the Government of Canada should

1. Establish and fund a national nutrition and physical activity strategy:
Lead efforts to work with the provinces and territories to establish a coordinated national nutrition and
fitness promotion strategy based on bold, measurable disease-prevention and health-promotion goals
with measurable outcomes, clear implementation timetables, and built-in program evaluation
mechanisms; and commit $100 million per year for the next five years for programs in each province
and territory to deliver preventative community nutrition and physical activity promotion programming.

2. National nutrition and activity communications campaign:
Design model community-wide fitness and nutrition campaign kits (including advertisements for print,
TV, and radio; contacts for local self-help groups, support and counselling; information about risk factor
screening and education; ideas for designing and promoting community events and creating walking
trails, and cycling paths, etc.) for implementation by local non-profit health organizations, as well as
federal, provincial and municipal governments.
The federal government should support the implementation of local programs by regularly
purchasing advertising space to promote nutrition, physical activity, and healthy body image messages
on nationally televised TV and radio programs.

3. Medicare and nutrition counselling services:
Urge provincial governments to ensure that (and, to the extent necessary, provide financial resources to
fund):
(i) pregnant women are eligible to receive publicly funded nutrition counselling services by
registered dietitians within 30 days of becoming pregnant and that women diagnosed with
gestational diabetes or other health risks receive such counselling within 15 days of diagnosis;
(ii) medical nutrition therapy provided by certified dietitians is fully funded under provincial
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public medicare programs for the treatment of diabetes, cardiovascular disease, obesity, and
renal disease.
(iii) a study is conducted to assess the feasibility of providing publicly funded, preventative
nutrition and physical activity counselling services every three to five years (analogous to
optometry services in some provinces) to all Canadian families, especially families with young
children, or with a family member who has been diagnosed with a risk factor for a diet-related
disease (e.g., elevated serum cholesterol, elevated serum glucose, hypertension, obesity, or a
family history of cardiovascular disease, cancer, diabetes, or osteoporosis).
The study should assess the projected need for dietitians and certified fitness
counsellors to provide those services, and the resources of existing accredited academic
programs to train additional professionals to meet the need.
(iv) pregnant and nursing women are encouraged to breastfeed their children for at least 6
months.

4. Diet- and nutrition-related Research:
Expand behavioural, intervention, and dissemination research aimed at 1) identifying the key societal,
environmental, and other influences on eating habits and activity levels, 2) developing cost-effective and
outcome-effective interventions, policies and environmental changes to promote healthy eating and
physical activity, and 3) exploring how best to disseminate effective programs. Make these objectives
key priorities for the Canadian Institutes for Health Research.

5. Training of health professionals:
Set national standards for the inclusion of nutrition, physical activity, and weight management, including
practice guidelines about effective means of improving health through diet and physical activity in
medical, nursing, teacher education and other professional training programs.

6. School curriculum:
Direct Health Canada to, in consultation with the provincial governments and teachers’ organizations,
set national standards for the development of a daily physical-education curriculum for elementary and
secondary schools. Urge provincial governments to make daily physical education mandatory for each
year of school, and bi-weekly cooking and nutrition classes mandatory for at least two years in junior
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and/or senior high school. Urge post-secondary institutions to mandate at least one full semester
physical-education/nutrition class in undergraduate degree/diploma programs.

7. Health impact assessments:
Mandate Health Canada to design an operational definition of population health (e.g., based on
disability-adjusted life years, quality-adjusted life years, etc.) and a methodology for explicit, publicly
transparent, health impact assessments (analogous to regulatory impact assessments or environmental
impact assessments) against which all relevant regulatory proposals, major capital project funding
proposals and federal government tenders must be evaluated prior to approval.
Health Impact Assessment would be mainly of use in evaluating policies in non-health sectors
(such as transportation, energy, economic and social programs) where health impacts can be the
greatest. Health impact assessments will help ensure that public policy making and spending functions
are being exercised in a manner that is consistent with the principle of healthy public policy as expressed
in the Ottawa Charter and do not unduly undermine the purposes of Canada's Physical Activity
Guide to Healthy Active Living or Canada's Food Guide to Healthy Eating.
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END NOTES
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 economic burden of only four diet-related diseases (heart disease, stroke, diabetes and cancer)
was estimated to be $5.3 billion in 2000 (i.e., $2.8 billion for indirect costs plus $2.5 billion for direct
costs). See: Agriculture and Agri-food Canada and Health Canada, Costs and Benefits of Nutrition
Information, (Ottawa: AAFC, May 2000) at 4.
This estimate does not include the considerable costs of disability associated with osteoporosis
that can be brought about by inadequate intake of calcium and vitamin D and lack of weight-bearing
exercise. Nor does the estimate include economic losses attributable to
reduced workplace absenteeism resulting from a lower demand for workers to leave the
workforce to care for an ill spouse or parent (However, see Rachael Moore, et al., The
Economic Burden of Illness in Canada, (Ottawa: Health Canada, 1997) at 7 where the
authors recommended that future economic analyses attempt to quantify these costs.);
reduced illness-related workplace absenteeism and reductions to part-time employment
status;
reduced reliance on social assistance and other public or private insurance schemes by ill
workers and dependants of deceased or ill workers; and
increased productivity caused by some workers voluntarily working past normal retirement
age due to sustained good health.
3. Katzmarzyk PT, et al. The economic burden of physical inactivity in Canada. Canadian Medical
Association Journal 2000;163(11):1435-40 at 1438 (available at:
<http://www.cma.ca/cmaj/vol-163/issue-11/1435.htm>) in which it was "conservatively" estimated that
the cost of physical inactivity to the health care system alone (i.e., direct costs, not including productivity
losses, etc.) was $2.1 billion annually. The annual death toll was estimated to be 21,340. Recent
evidence suggests that the prevalence of physical inactivity in the Canadian population has decreased
(55%, rather than 63%); if so, the annual deaths may number 18,630, a slightly lower figure.
See also Robert L. Kaman’s critique of Katzmarzyk’s methodology in which he acknowledged
that the $2.1 billion per year figure was conservative. Kaman further stated: “Governments should
indeed provide resources to support fitness facilities and organized exercise programs, but some of the
funds must be set aside for marketing and promotion as well. Without ease of access and incentives for
participation, the desired result will not be realized.” Kaman RL. Will increasing fiscal resources
promote physical fitness. Canadian Medical Association Journal 2000;163(11):1467.
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4. Katzmarzyk PT, et al. supra note 3, estimated the number of annual deaths attributable to physical
inactivity to be 21,340. Federal government analysts estimated the annual direct health care costs
attributable to diet-related heart disease, stroke, cancer, and diabetes to be $2.5 billion in the year
2000. See: Agriculture and Agri-food Canada, and Health Canada, supra note 2. Katzmarzyk, et al.
also estimated the health care costs of treating inactivity-related disease to be $2.1 billion annually.
We are not aware of any published estimates of the annual number of deaths attributable to
diet-related disease in Canada, so we estimated it by using the ratio of the total health care costs
attributable to inactivity to the number of lives lost due to inactivity, along with the known costs of dietrelated disease to estimate the approximate number of fatalities due to poor diet. That is, we assumed
the health-care-cost/death ratio (98.4) would be roughly the same for diet- and inactivity-related
diseases. By this rough method, we estimate that the number of annual deaths attributable to poor diet
in Canada to be approximately 25,405.
Though the deaths attributed to diet- and inactivity-related disease not completely additive -because many deaths may be caused by both -- it is clear that the total number of annual preventable
deaths attributable to poor diet and physical inactivity is in the range of 21,340 to 46,745.
5. 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). We estimated it by
extrapolating cost estimates for diet-related disease. Federal government analysts estimated the annual
economic burden of diet-related heart disease, stroke, diabetes and cancer alone to be $5.3 billion
comprised of $2.5 billion in direct costs and $2.8 billion in indirect costs. See: Agriculture and Agrifood Canada, and Health Canada, supra note 2. Katzmarzyk “conservatively” estimated the health
care costs of inactivity-related disease to be $2.1 billion annually.
Assuming that the indirect and direct costs of inactivity-related disease would be split the same
way as indirect and direct costs for diet-related heart disease, stroke, diabetes and cancer (i.e., a 54/46
split), the total economic burden of inactivity-related disease would be roughly $4.6 billion (i.e., $2.1
billion in direct costs plus $2.5 billion in indirect costs). This approach yields a very rough measure of
the indirect costs of physical inactivity; however, the true indirect costs for inactivity-related disease
may be much higher because a significant amount (more than $350 million) of the known direct costs
for inactivity-related disease involved health care for osteoporosis -- which was not included in the dietrelated cost estimates -- that involves extremely high indirect long-term disability costs not accounted
for in our extrapolation. Judging from patterns in indirect and direct costs for musculoskeletal diseases
described in Rachael Moore, et al., The Economic Burden of Illness in Canada, (Ottawa: Health
Canada, 1997), inactivity-related osteoporosis, alone, could impose indirect costs on the Canadian
economy in the order of $2 billion annually.
Again, though the costs attributed to diet- and inactivity-related disease are not completely
additive -- because many deaths may be caused by both -- it seems clear that the total economic
burden of both is at least in the range of $5.3 billion to $9.9 billion annually.
Health Canada has also offered much higher estimates of the economic burden of physical
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inactivity. See, for instance,<http://www.hc-sc.gc.ca/hppb/fitness/work/why3_e.html> in which Health
Canada extrapolated a US Centres for Disease Control and Prevention study to estimate costs of
physical inactivity to the Canadian health care system alone (i.e., not including productivity losses) to be
$5.7 billion. Using the same formula, described above, for estimating the indirect costs suggests that
the total costs of inactivity would be over $12 billion annually. Health Canada also estimated that a
10% reduction in the proportion of inactive Canadians would result in an additional savings of $5
billion. Given that an estimated 55% to 63% of Canadian are physically inactive, this estimate would
predict that elimination of sedentary lifestyles alone would generate $27.5 billion to $31.5 billion in
savings to the economy (i.e., 5.5 or 6.3 x $5 billion = $27.5 billion to $31.5 billion, or about 3% of
GDP).
6. McGinnis JM, Foege WH. Actual causes of death in the United States. Journal of the American
Medical Association 1993; 270(18):2207-2212.
Assuming that the US population in 1994 was roughly eight times the current population of
Canada, applying this estimate to Canada means that poor diet and physical inactivity would be
expected to cause 39 thousand to 72 thousand deaths in Canada. The number of diet- and inactivityrelated deaths we estimated to occur in Canada (Katzmarzyk PT, supra note 3), are much more
conservative; they amount to about half, per capita, of the US figures.
7. Office of the Surgeon General, The Surgeon General’s Call to Action to Prevent and Decrease
Overweight and Obesity 2001, (Rockville, MD: U.S. Department of Health and Human Services,
Public Health Service, 2001).
Assuming an 8.5-fold difference in current populations in the two countries, this figure
corresponds to about 35,000 Canadian deaths attributable to obesity alone.
8. Sibbald B. Obesity may soon be leading cause of preventable death in US. Canadian Medical
Association Journal March 5, 2002;166(5): 642. According to the US Surgeon General, quoted in
this article, cigarette smoking is currently the cause of 400,000 deaths in the US, and obesity is the
cause of 300,000 deaths. US increases in obesity rates parallel Canadian increases.
9. Statistics Canada. National longitudinal survey of children and youth: childhood obesity. The Daily
October 18, 2002; 1. See also: Tremblay M and Willms JD. Secular trends in the body mass index of
Canadian children. Canadian Medical Association Journal 2000;163(11):1429-33, as corrected in
Canadian Medical Association Journal 2001;164(7).
10. Foot DK. Boom, Bust & Echo, (Toronto: Stoddart Publishing, 1998) at 4.
11. Statistics Canada, Population Projections for 2001, 2006, 2011, 2016, 2021 and 2026,
[Source: CANSIM, Matrix 6900] (Ottawa: Statistics Canada, 2001).

39

Submission of the Centre for Science in the Public Interest to the Commission on the Future of Health Care

12. Various methods are used for calculating dependency ratios. In this case, we selected age 20
(rather than age 15) as the typical year of entering the workforce (rather than 16) because there is a
growing and desirable trend for young people to pursue post-secondary studies before entering the
workforce. This trend is likely to increase and should be encouraged in the future, particularly as our
economy becomes more knowledge-intensive.
13. Federal, Provincial and Territorial Advisory Committee on Population Health, Report on the
Health of Canadians, (Toronto: The Committee, 1996) at 47. This study draws data from Health
Canada, National Health Expenditures on Canada, 1975-1994, Summary Report, (Ottawa: Health
Canada, 1996). See also estimates of the use of physician and hospital services by seniors in Foot DK,
supra note 10 at 222.
14. See a 50% estimate in: McGinnis JM and Foege W. Actual causes of death in the United States.
Journal of the American Medical Association 1993;270(19):2207-2212 at 2208. See a 2/3
estimate in: Amler R and Hull B (Eds.), Closing the Gap: The Burden of Unnecessary Illness, (New
York: Oxford University Press, 1987) at 187.
15. US Department of Health and Human Services, Healthy People 2000: National Health
Promotion and Disease Prevention Objectives, (Washington, DC: DHHS Public Health Service,
1991), Publication No. 91-50213.
16. Amler R and Hull B (Eds.), Closing the Gap: The Burden of Unnecessary Illness, (New York:
Oxford University Press, 1987) at 187.
17. Amler R and Hull B, supra note 16.
18. US Department of Health and Human Services, Prevention '89/'90: Federal Programs and
Progress, Public Health Service, (Washington, DC: DHHS, 1990).
19. US Health Care Financing Administration, Healthy Aging Project, (Fact Sheet, October 14,
1998). Also available at: <http://www.os.dhhs.gov/news/press/1998pres/981014.html>
20. 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/>.
21. 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/>.
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22. 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,
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, supra note 20 at 226
and 186.
23. Rock A Minister of Health, Speaking Notes To Launch the Tobacco Control Strategy,
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24. Response to Access to Information request ATIP A-2000-1211, “2000-01 Budget Information”
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lifestyle,” New England Journal of Medicine 2000, 343:16-22.
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Canada - Part I, 2000 (Catalogue No. 32-229) at C-6 and C-7.) and various provincial nutrition
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<http://www.hc-sc.gc.ca/hppb/nutrition/pube/cfgf/e_cfgf6.html>).
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