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Canada and other developed countries are
facing an obesity epidemic, with a sub-
stantial rise in the prevalence of over-

weight and obesity among adults and children.1–3

The 2007–2009 Canadian Health Measures Sur-
vey revealed that 37% of adults were over-
weight (body mass index [BMI] 25.0–29.9) and
24% were obese (BMI > 30).1,2 Over the last
three decades, Can adians have become heavier
and less fit. Also worrisome is that Canadians
aged 20–39 years have the BMIs that people
aged 40 or older had three decades ago. If these
trends continue over the next 25 years, half of
Canadians over the age of 40 will be obese.1

Obesity is expected to surpass smoking as the
leading cause of preventable morbidity and mor-
tality.4 Obesity reduces life expectancy by more
than 10 years as a comorbidity with coronary
artery disease, osteoarthritis, dyslipidemia, hyper-
tension, stroke and type 2 diabetes.4–6 Thus, obe-
sity causes considerable morbidity and mortality
and represents a burden of $3.96 billion on the
Canadian economy each year.7

Of additional concern is the unprecedented
rise in childhood obesity, which increases the risk
of adult obesity and its complications.6 In the
2007–2009 Can adian Health Measures Survey,
more than 25% of children and teenagers were
overweight (17%) or obese (9%). Since 1981, the
prevalence of overweight and obesity among
teenagers 15–19 years old has approximately
doubled, from 14% to 31% among boys and from
14% to 25% among girls.2

Public pressure to combat obesity has resulted
in several legislative interventions in several
developed countries. However, whether these ini-
tiatives are feasible and effective is questionable.
In this article, we provide an overview of legisla-

tive approaches that could be implemented in
Canada. We first look at why a public health
approach is necessary.

The need to integrate a public
health approach

Obesity has traditionally been considered a med-
ical “problem” for physicians to treat.8 Accord-
ing to the 2006 Canadian clinical practice guide-
lines on the management and prevention of
obesity in adults and children, the monitoring of
weight in patients at risk for obesity should be an
integral part of primary care.6 However, minimal
attention is often given to long-term weight man-
agement by primary care physicians.9,10

Interventions that have been used to promote
weight loss include behavioural counselling, diet-
ing, exercise, pharmacotherapy and surgical inter-
ventions. The efficacy of these interventions (with
the exception of surgery) to provide sustainable
results remains questionable.6,11 These interven-
tions also fail to recognize the obesogenic environ-
ment, which includes widespread availability of
energy-dense, high-fat foods, de creased opportuni-
ties for physical activity (e.g., labour-saving de -
vices) and increased sedentary behaviour.6,12 Given
the recent rise in the prevalence of obesity, it is
unlikely that the obesity epidemic is due to meta-
bolic or genetic changes; therefore, it must be due
to normal responses to the obesogenic environ-
ment. Because individuals may have great diffi-
culty making lifestyle modifications, and in the
absence of effective medication or widespread sur-
gical interventions, a paradigm shift in how obe-
sity is managed is needed that takes into account
such an environment.6,8,13

An example is the Sodium Reduction Strategy
for Canada, a set of 27 recommendations devel-
oped because of the growing cardiovascular health
and economic burden linked to excessive sodium
consumption.14 The implementation of these rec-
ommendations involves the cooperation of multiple
stakeholders, provincial and federal governments,
nongovernmental organizations, health profession-
als, the food industry and consumer groups to
reduce the amount of so dium in foods, educate the
public, conduct re search, and set up a system to
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• Canada is facing an obesity epidemic, with a substantial and rising
prevalence of overweight and obese adults and children.

• The steep rise in obesity over the past few decades is due to responses
to an obesogenic environment.

• There is increasing awareness of the role that governments, corporations
and educators can play in preventing and reducing obesity.

• Legislative approaches, together with environmental modifications, can be
an effective means of reversing the growing problem of obesity in Canada.
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evaluate and monitor the progress of the  strategy.14

If we are to combat obesity, a public health
approach is needed that includes legislative in -
terventions.6,13 In contrast to the medical model,
this places responsibility at the societal and pop-
ulation levels and focuses on modifiable envi-
ronmental contributors to obesity.8 Such an ap -
proach has been used successfully to reduce the
prevalence of cigarette smoking in Canada and
elsewhere, with tobacco taxes, antismoking cam-
paigns and advertising bans.8,13 Several prov inces
are considering implementing similar legislative
measures to reduce the prevalence of obesity
despite the scarcity of evidence. British Colum-
bia’s proposed Public Health Act will allow the
government to introduce regulations such as ban-
ning the use of trans fatty acids (trans fats), food
advertisements targeting children and access to
vending ma chines by children.15

Legislative interventions that help Canadians
make healthier choices are fundamental in curb-
ing the obesity epidemic. This, however, can be
achieved only if key stakeholders are involved at
all levels of the decision-making process. The
potential negative effect of legislative measures
not involving key stakeholders can be seen by
the increase in the prevalence of type 2 diabetes
among adolescents in Ontario shortly following
the removal of physical activity programs from
schools in the 1990s.16

Legislative approaches could be implemented
in Canada at three levels — government, corpo-
rate and school/youth.

Government-level interventions

Taxing junk food
A proposed intervention for reducing the consump-
tion of energy-dense and high-fat drinks and foods
is to implement a “sin” or “junk food” tax.6 It has
been highly debated in the Canadian media,
notably in Ontario and Quebec. The ra tionale stems
from the success of cigarette taxes, a proven and
effective intervention to combat smoking.17 How-
ever, it remains unclear whether a junk food tax is
feasible or appropriate.13 Proponents of a dedicated
junk food tax suggest that the large revenues gener-
ated could be used to subsidize healthy food prices
or to fund obesity prevention  programs.6,13

Opponents of the tax have identified several
potential barriers, including the relative inelastic-
ity of fast-food consumption (i.e., a cost increase
may not create a substantial reduction in con-
sumption); a potential shift in demand to other
nontaxed energy-dense foods; and the difficulty in
defining which foods should be taxed.10 Although
every cigarette is bad, all foods, even junk food,
have some nutritional value. Taxation could also

have a disproportionately negative effect on lower
socioeconomic classes, which are typically more
dependent on fast foods for their nutrition.12,18

Lastly, public opposition to such taxes may be
substantial. For instance, in November 2009 the
Ontario government decided not to apply its new
Harmonized Sales Tax to the cost of fast foods
and coffee, for fear of taxpayers’ resentment and
resulting negative political impact.19

Improving nutritional labelling
and definitions of serving sizes
Another potential government-level legislative
intervention is to improve nutritional labelling of
products, including items on restaurant menus.6

These labels can provide written or graphic warn-
ings, similar to those on cigarette packaging. An
example is the “traffic-light system” used in the
United Kingdom since 2005. This voluntary
labelling system uses red, green and amber colour
coding to indicate the nutritional value of food
ingredients based on the daily recommended
intakes for fats, saturated fats, sugar and sodium;
in some instances, calorie content is considered.
These labels now accompany the majority of pro -
cessed foods in the United Kingdom and have
been found to reduce confusion and help con-
sumers make healthier choices, and have caused
manufacturers to reformulate products to improve
their nutritional quality.20 However, it is unclear
whether such labels in Canada would actually
modify consumer habits without an accompany-
ing educational program.21

Health Canada launched the multimedia
“% daily value” educational campaign in 2010 to
help consumers understand nutritional labels. Aside
from educational campaigns, serving sizes need to
be more clearly defined. Current regulations allow
manufacturers, food chains and res taurants to deter-
mine serving sizes and de scribe nutritional infor-
mation based on them.22 Not only does this render
comparisons more difficult (e.g., for similar prod-
ucts from different brands), these servings are often
unrepresentative of “real-world” portions. Health
Canada is planning a number of revisions to the
current labelling regulations, with the “% daily
value” program being the first step in that direction.

Banning certain obesogenic foods
and ingredients
Bans on obesogenic foods and ingredients, espe-
cially trans fats, represent another government-
level legislative intervention proposed to curb
the obesity epidemic. In 2003, Denmark was the
first to implement limits on trans fats in pro -
cessed foods; New York City followed in 2007.13

Formal evaluations of these interventions are
pending. In Canada, the city of Calgary has
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banned the use of trans fats in its restaurants,21

and Health Canada implemented the Trans Fat
Monitoring Program in 2007 as one of the Task
Force on Trans Fat’s recommendations.23

The rationale for this intervention is that trans
fats contribute to the obesity epidemic in two
ways. First, there is evidence that they may pro-
mote weight gain.24 Second, trans fats in foods
(mostly fried and baked) prolong their shelf-life,
making these products cheaper and more readily
available, thus increasing their consumption.25

Opponents to this type of intervention point out
that the scientific evidence for banning the use of
trans fats is insufficient, because it fails to show that
they are more harmful than saturated fats. In addi-
tion, there is a potential market shift toward con-
sumption of saturated fats in place of trans fats.13

Finally, there is some concern that the substitution
of trans fats with other fats will have no effect on
the energy content of these foods and therefore will
not significantly reduce the prevalence of  obesity.25

Regulating sodium consumption
Health Canada’s 2007 Community Health Sur-
vey26 showed that, on average, sodium intake was
about 150% the recommended maximum daily
intake of 2300 mg. Because high sodium intake
contributes to the development of hypertension,
this represents a growing cardiovascular health
risk and economic burden (estimated at ≥ $2.99
billion yearly both in direct and indirect costs).14

As with trans fats, sodium is an ingredient often
present in excess in junk and processed foods that
may also directly contribute to the obesity epidemic
by enhancing the palatability and overconsumption
of these foods. Thus, it has been proposed that
reducing the amount of sodium in processed and
junk foods, thereby making them less palatable,
may help reduce the obesity epidemic.14,27

Moreover, sodium regulation is an example of
the epidemiologic “prevention paradox,” whereby
“a measure that brings large benefits to the com-
munity offers little to each participating individ-
ual.”28 Thus, lowering the daily sodium consump-
tion of Canadians may not represent large health
gains for each individual, but it will benefit the
country’s population as a whole. Opponents of
this strategy say that it is not useful, since the ben-
efits gained by each individual are too small and
not easily measureable.28

Modifying the built environment
Over the past number of decades, the increasing
use of transportation has led to a more sedentary
lifestyle for most Canadians. Land development
has resulted in differential usage (i.e., residential
areas separated from commercial areas), making
vehicular travel more practical than active trans-

portation such as walking and bicycling.29 Studies
have suggested that people living in neighbour-
hoods with opportunities for safe physical activ-
ity (e.g., sidewalks, bicycle paths, public facili-
ties, recreational facilities, streetlights, access to
trails) are more active and have lower rates of
obesity than people living in neighbourhoods
without these opportunities.18

Another environmental factor linked to obesity
includes socioeconomic status, whose complex and
inverse association with obesity has been illustrated
in several studies.6,18 Two key factors involved
include access to healthy food versus fast-food out-
lets and neighbourhood safety. Evidence shows
that, compared with people living in areas of higher
socioeconomic status, residents in lower socioeco-
nomic neighbourhoods are disadvantaged regard-
ing access to fresh and healthy foods such as fruits
and vegetables. With limited access to supermar-
kets, they rely more on convenience stores and fast-
food restaurants.18 In addition, neighbourhood
safety affects residents’ physical activity levels,
since crime and violence rates can deter individuals
from walking.18

Although the studies outlining the association
between neighbourhood characteristics and obe-
sity were cross-sectional, the possibility cannot
be ruled out that healthier individuals choose to
live in “healthier built” neighbourhoods. A true
causal association with regards to neighbour-
hood-associated risk factors and obesity has yet
to be clearly established.18

Finally, because people of lower socioeco-
nomic status are often marginalized and have
fewer resources, new, innovative solutions may be
learned from the “positive deviance” ap proach.
This approach is based on the “observation that in
most settings, a few at-risk individuals follow
uncommon, beneficial practices and consequently
experience better outcomes than their neighbours
who share similar risks (and the same environ-
ment).”30 Positive deviance can lead to public
health solutions that are generally cost-effective
and well-adapted to the communities in which
they were developed.30 The incorporation of these
solutions into public health measures for residents
in lower socioeconomic neighbourhoods might
achieve more successful results.

Restaurant-based interventions
Closely linked to the modification of the built envi-
ronment, zoning bylaws could be implemented that
regulate the number and density of fast-food restau-
rants and their distance from schools and hospitals,
or that ban them outright from specified areas and
neighbourhoods.31 A number of cities in the United
States, among them Detroit, Michigan and Berke-
ley, California, have adopted such bylaws.31 These
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interventions could have a substantial impact on the
prevalence of obesity. A study in the United States
showed that one-third of public secondary schools
have one or more fast-food restaurants or conve-
nience stores within walking distance of them, with
higher numbers near schools in the lowest socio -
economic neighbourhoods.32

The proportion of food consumed outside the
home has increased dramatically in North Amer-
ica over the past few decades.33 It has therefore
become increasingly important to detail the nutri-
tional value of foods consumed in restaurants. In
2009, the Ontario Medical Association requested
legislative measures to force restaurant chains to
display calorie counts on menus as a means of in -
creasing awareness and influencing consumer
choices.34 Menu labelling could also pressure
companies to modify their products to provide
healthier alternatives, as was seen with the United
Kingdom’s traffic-light system. Opponents of
this intervention believe that including nutritional
in formation will have minimal impact on the
dietary habits of the public without an accompa-
nying education program.33 Evidence is needed to
support the effectiveness and feasibility of imple-
menting such interventions.

Corporate-level interventions

The workplace constitutes another potential arena
for obesity prevention and reduction. Companies
should encourage healthy behaviours, such as eat-
ing well and exercising, because of the financial
benefits of having healthy employees (e.g., de -
creased absenteeism and spending on health care).6

Companies can be encouraged, as a way for
them to fulfill their corporate social responsibili-
ties, to set aside a percentage of their profits for
anti-obesity campaigns or interventions targeted at
increasing physical activity.6 Furthermore, the
2006 guidelines on the management and preven-
tion of obesity suggest removing sales taxes on fit-
ness equipment and offering tax incentives to
employers who provide their em ployees with fit-
ness facilities.6 However, it re mains unclear wheth -
er or not corporate incentives are a viable policy
option to fight the obesity epidemic.6

School- and youth-level
interventions

Banning advertisements for unhealthy
foods
An early antitobacco strategy used by the govern-
ment was to outlaw cigarette advertisements in the
media, on billboards and at sporting events. Based
on the success of these interventions, the 2006

obesity guidelines recommend limiting the “screen
time” of children (i.e., television, video and com-
puter games) to reduce their exposure to food
advertisements.6 Quebec has imposed restrictions
on advertisements during children’s programs.12 It
has been well-demonstrated that advertisements on
television and in schools can have a negative
impact on children’s consumption habits;35 how-
ever, the link be tween poor health outcomes and
advertising of unhealthy foods is still unclear.33

Banning the sale of junk food in schools
The sale of junk food and soft drinks in school
cafeterias and vending machines can have a nega-
tive effect on the nutrition of growing children and
the rising rates of obesity. The percentage of daily
energy obtained from soft drinks has in creased
markedly over the past decades, and the energy
intake from sugar-sweetened beverages has been
linked to the increase in obesity.36 In many schools,
vending machines are readily available and offer
only a limited choice of healthy foods.
Several measures have already been imple-

mented in Canada to limit access to junk food in
schools. The Ontario provincial government has
mandated the replacement of food and beverages
in vending machines with healthy and nutritious
alternatives that meet criteria specified by Dieti-
tians of Canada with respect to fat, fibre, sodium,
calcium, and vitamin and mineral contents.37 The
New Brunswick provincial government banned
junk food from vending machines in elementary
schools in 2005. Some districts have also banned
the sale of sugary and unhealthy foods from their
schools and vending machines, or banned vend-
ing machines altogether.13,33

Opponents note that replacing unhealthy snack
foods such as chips and soda with iso caloric juice
and nut equivalents would not have the intended
effect on obesity rates. Proponents counter that,
al though the energy value may be identical, the
nutritional content differs, favouring a “healthier”
alternative. Ideally, there would be a shift toward
items with decreased fat and sugar content, such
as trail mix, apple slices and granola bars. Inter-
vening to effect lifestyle modifications and pro-
mote healthy eating habits in children and ado -
lescents is key, as these are most likely to have
positive long-lasting health benefits.6,12

The evidence-to-practice gap

A wide gap exists between initiatives implemented
internationally to curb the obesity epidemic and
the actual number implemented or evaluated in the
Canadian context.21,36 Discussions regarding viable
options have been ongoing for some time, but their
implementation has been delayed by political and



legislative constraints. The 2006 obesity guidelines
provided a brief but limited overview of legislative
interventions.6 In addition, they note that “research
is needed to determine the most effective interven-
tions to deliver, appropriate delivery vehicles and
the circumstances required for  success.”6

Conclusion

Although obesity has traditionally been conceptu-
alized as a physical problem for physicians to
treat,8 there is increasing awareness of the role that
governments, corporations and educators can play
in preventing and reducing obesity. A number of
legislative initiatives have already been imple-
mented in Canada, but they require monitoring
and assessment. Community-based interventions
have failed in the past because they were inade-
quately supported by legislative measures that
provided an impact at the societal level. 
The growing problem of obesity in Canada

can be reversed only with an integrated approach
involving both the public health and medical
models. Stakeholders at all levels must be in -
volved to achieve the greatest overall impact.
There is a greater need than ever for strong politi-
cal will to effect these complex societal changes,
and for champions at all levels of government to
step forward and do so in new, innovative and
effective ways.
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