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INTRODUCTION  

In the Canadian public health arena, the last 50 years have
been witness to a host of non-communicable conditions
replacing many infectious diseases as health care’s primary

concern.  Currently receiving a lot of media attention is the
increasingly sedentary lifestyle of North Americans. High tele-
vision ratings, video game sales and increasing computer usage,
among other factors, help account for trends of physical inac-
tivity among adults and their children.4,5 Compounding the
problem of inactivity is that fast foods have become a mainstay
of the North American diet, replacing more nutritious eating
habits.  As a result of these changes in lifestyle, obesity rates –
both a national and global concern – will continue to rise,
impacting on existing health care systems due to increases in
the frequency and severity of debilitating chronic and/or fatal
conditions such as diabetes, cardio- and cerebrovascular dis-
ease.2,6-11

In recent years, most indicators have pointed to better health
and longer average life spans in industrialized countries than
ever before.1,2,6-12 Canada has followed this trend, reporting
a record life expectancy at birth of 79.2 years in 2003.12 Much
of the credit for this is ascribed to improvements in science,
medicine and technology.  What is worrisome, however, is that
current demographic trends may soon have an impact on life

expectancy rates, thus limiting much of the progress made in
the past half century.  With respect to obesity, for example, it is
well documented that many gains in fighting heart disease, dia-
betes and several forms of cancer will suffer regression if the
obesity epidemic is not adequately addressed.9 Child and
youth obesity rates continue to reach record levels, and without
greater prevention efforts, health care systems will not have the
capacity to address the needs of future populations.   

The Problem
Cardiovascular morbidity, diabetes and cancers already rep-

resent substantial burdens on the health care system, and some
predict that these will be the “big three” non-communicable dis-
eases of the future. These three have particularly affected the
industrialized world, severely impacting human health, and
exposing the limits of current health care practices.2,6,13,14

As of 1999, approximately 1 in 3 adult Canadians suffered an
increased risk of premature mortality or a combination of the
following conditions due to excess body weight: cardiovascular
disease (CVD), type-2 diabetes, stroke, hypertension, dyslipi-
demia, gallbladder disease, mental anxiety and various forms of
cancer.2,15-23 As of 2000, approximately 10% of all mortali-
ty among those aged 20-64 is attributable to being overweight
and obesity.24 Between 1994-2001, the number of obese adults
in Canada, indicated by a body mass index (BMI) of 30 or
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higher, rose from roughly 500,000 to almost 2.8 million, or
approximately 15% of the total adult population.1,2 A study on
economic impacts of obesity in Canada conservatively esti-
mates that the cost of obesity exceeds $1.8 billion, or 2.4% of
all annual health care expenditures for disease.2 This, along
with a 2000-2001 survey indicating that 3.2 million, or 1 in 10
Canadians had unmet health care needs,1 confirms that obesity
in Canada is helping strain the system beyond its limits.  

As the aforementioned “big three” represent predominantly
lifestyle diseases, increased prevention must become a priority.
Though each has an identified genetic component, they can
often be adequately controlled by healthy day-to-day habits
including regular exercise and a proper diet.2,6,7 Obviously, if
preventative measures are not improved over the immediate
next decades, our health care system will become increasingly
overburdened, putting further financial strain on already taxed
governments.  Indeed better prevention has long been promot-
ed by health professionals and most recently, by extensive
media coverage inspired by new research and renewed anti-
obesity agendas undertaken by large public health organizations
such as the World Health Organization and the US Center for
Disease Control and Prevention.  In addition to the media blitz
about an obesity epidemic, overweight or ‘at-risk’ patients fol-
lowed regularly by their family physicians are warned of poten-
tial health implications and encouraged to lead healthier
lifestyles, all of which contribute to an improved general aware-
ness of obesity-related consequences.

Countering these gains, however, are aggressive marketing
campaigns by manufacturers of nutrient-poor foods and prod-
ucts associated with physical inactivity.  Beyond advertising,
artificial and junk foods are often priced lower than healthy eat-
ing options, making them a more convenient purchase for an
individual or family on a limited financial budget.  As obesity
rates have continued to rise, preventative measures currently in
place have been ineffective in countering external environmen-
tal pressures pushing the epidemic forward.  In its most recent
systematic review of interventions for preventing childhood
obesity, the Cochrane authors assessed all programs targeting
diet, lifestyle and physical activity concerning obesity between
1985-mid 2001, and inferred that no concrete conclusions could
be drawn on the effectiveness of such programs as little quality
evaluative data exists.25 A recent roundtable discussion on
Obesity in Canada confirmed this conclusion by expressing
concern for the lack of available evidence on the impact of
interventions on obesity.26

Children that grew up in the 1970s may be thought of as the
inaugural fast food generation, the first group raised in an envi-
ronment of ubiquitous and highly successful fast food market-
ing.27,28 In 2004, this fast food culture is so deeply entrenched
as to be the norm. Combine this with increased access to phys-
ically inactive recreational choices, and an environment that
virtually encourages obesity is created.  Both childhood and
young-adult obesity rates support these statements; the preva-
lence of child (aged 7-13 years) obesity continues to rise steadi-
ly, having already more than tripled from 5% of boys and girls
in 1981, to 17% of boys and 15% of girls in 1996.1,2,3

Furthermore, it is well documented that overweight and obese
children will likely remain overweight or obese throughout
adulthood, severely impacting upon quality as well as length of
life.3,6-9,13,29-31

As today’s youth age, their latter years will be much differ-
ent than those of the current population of senior citizens.  At
present, a newborn Canadian has a life expectancy of 79.2
years1 – a statistic based largely upon history, environmental
conditions and scientific progress.12 Though there are excep-
tions, this mean age is likely to be met or exceeded by those in
good health within an ideal weight range for their height.
Correlations between child, adolescent and adult obesity with
mortality indicate a substantial reduction in life expectancy
when compared to the rest of the population.2,8-11,13,29-31

Large scale, long-term monitoring studies of obese populations
have inferred life expectancy reductions in the 13 year
range.8,9 When controlled for factors such as gender or smok-
ing habits, individuals with a BMI of at least 30 continued to
show a mean reduction in life expectancy of 7 years, and the
probability of premature death has been demonstrated to
increase with each unit of increase in BMI.8

As mentioned previously, obesity has risen to the number
two risk factor for cardiovascular disease, and becomes number
one when considered in combination with cigarette smoking.
23 While other leading risk factors such as genetics cannot be
modified, it is possible for smoking and obesity to be addressed
through preventative measures based on lifestyle and environ-
mental channels.  Aggressive anti-tobacco education and adver-
tising, in combination with inflated taxes on cigarette purchas-
es, have contributed to reductions in smoking rates, especially
among youth.32,33 Though fast food, physical inactivity and
certain advertising to children continue to feed the obesity epi-
demic, comparable campaigns to the tobacco fight have yet to
be attempted in Canada against any of these factors.  

CONSEQUENCES OF INACTION
When predicted years of life lost due to obesity are meas-

ured against normal life expectancy levels, an obese Canadian
child or youth may have an adjusted life expectancy of approx-
imately 66 years.1,8,9,12 The generation of the 1990s previ-
ously discussed will reach 65-70 by 2055-2065.  If trends con-
tinue unimpeded, from these years onward the health care com-
munity will face a ‘double cohort’ of sorts, forced to accommo-
date significant numbers of patients from two different genera-
tions, each experiencing end stage complications.  The popula-
tion of elderly people in their 80s and 90s will be admitted as
expected; however, they may be joined by record numbers of
those in their 60s and 70s entering for end stage conditions
associated with obesity.   Should lifestyle changes not occur in
young adult and child populations, and effective upgrades to
care capacity and treatment options  fail to be undertaken, cur-
rent population trends will lead to one or more of the following
consequences: (1) average lifespan and life expectancy rates
will fall (discussed previously); (2) average quality of life will
suffer with the increased risk of chronic disease and anxiety;
and (3) further financial and logistical strains on our health care
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system will ensue.  While improved therapeutics will no doubt
continue to be introduced, such strains will still prove signifi-
cant without additional resources to handle a large increase in
obesity related conditions in addition to a more numerous eld-
erly population.  If sufficient emergency funds are required, the
unsavoury prospect of significant cuts to other sectors and
social services looms large. This may not come to pass for
many decades, therefore time remains for prevention efforts
and improvements to services to adequately accommodate pro-
jected increases in need.  

WHAT CAN BE DONE?
While innovative new anti-obesity strategies are required,

perhaps a first step could build on conclusions from the Round
Table Discussion on Obesity in Canada, and increase invest-
ment in program evaluations, which could facilitate the direc-
tion of limited resources toward those programs deemed suc-
cessful.  Development of pharmaceutical therapies must con-
tinue to be emphasized, and exist alongside innovative health
legislation to curb emergent trends.  Political resolve should be
committed to employing a two-front approach, aimed firstly, at
the implementation of effective policy and prevention cam-
paigns to prevent weight gain, foster weight loss and prevent
the re-gain of weight sucessfully lossed.34 Secondly, these pro-
grams must complement gradual, smart and progressive
upgrades to health care system capacity resources.  Some of
these initiatives are already underway as federal, provincial and
territorial governments are currently working together to devel-
op a Pan-Canadian Living Strategy to fight obesity and other
major non-communicable diseases, which calls for innovative
policy development, knowledge transfer, community develop-
ment, infrastructure and public involvement.26,34

Increased funding for health care is currently at or near the
top of priority lists for all levels of government, which is an
encouraging sign.  The World Health Organization has called
for broad legislative measures in their most recent draft policy
on diet, physical activity and health, the most controversial of
which is a proposed “fat-tax” intended to limit the consumption
of food with high fat, salt and/or sugar content.34 While
Canada has yet to declare a position on this matter, the idea of
adopting pricing policies to affect consumption is not new as
many nations have effectively altered consumption trends in
this manner.35,36,37 A combination of taxing ‘bad’ foods, sub-
sidising healthy foods and providing cash transfers (similar to
GST-rebates) to low-income families to improve food purchas-
es is likely to increase public practices associated with healthy
eating.  From a public health perspective the largest concern
associated with a “fat-tax” appears to be the impact that rising
food prices will have on low-income earners already struggling
with day-to-day living.  However, if curbing obesity rates is a
priority issue, then a combination of effective marketing along
with new pricing policies appears to be an excellent next step
and a recommendation that should be taken very seriously.
Taxing foods with high fat, sugar and salt contents will likely
generate positive results; however, if such measures are taken
they must co-exist with comparable rebates or other financial

incentives to assist low-income families already struggling with
the cost of food.  To compensate for potential lost business rev-
enue, extra cash levied from new taxes could be used to provide
rebates and financial incentives for industry and manufacturers
to provide and market healthier eating options.34

Any new pricing policy, however, must be well planned and
piloted, as was learned from the withdrawn food tax proposed
by the Provincial Government of Ontario in early 2004, which
called for extending the 8% provincial sales tax to all food pur-
chases under four dollars.  It did not specifically target items of
poor nutritional quality, and no financial assistance was provid-
ed for low income earners or businesses anticipating lost rev-
enue.  These criticisms and others led to a public perception of
the tax as strictly a cash grab, with little intent of fostering
healthier eating habits.  In a separate initiative, the incumbent
Liberals also pledged to remove junk food vending machines
from all schools.  While such machines remain at the high
school level, their movement may claim a partial victory as the
Canadian soft drink industry has voluntarily agreed to withdraw
carbonated beverages from all primary and middle schools in
Canada by September 2004. 

Other possible steps toward obesity prevention include pass-
ing legislation limiting marketing to children, allowing only
those advertisements which pass a public health review board,
an old idea which has previously been met with little success.
While the Federal Government reformed the labelling of food
items in 2003 with the introduction of standard Nutrition Facts
tables to help individuals understand the nutritional content of
food purchases, its effectiveness remains unclear and evaluative
studies should be performed in the near future.  Increased phys-
ical activity, especially in schools, should also be aggressively
promoted through a curriculum with more mandatory physical
education and fitness classes; more active adult lifestyles could
also be promoted by making cities friendlier to cyclists and less
convenient to automobile owners where public transit is acces-
sible.  Admittedly, each of these suggestions must be examined
more thoroughly for cost-effectiveness and feasibility within
the frameworks of current government mandates and commer-
cial targets.  Whether these or others are implemented, creative
strategies must continue to be developed from collaborations
between communities, governments, industry, health profes-
sionals and other interested parties.  

Conclusion
Non-communicable diseases, such as those associated with

obesity, have proven to be a great challenge and require a cre-
ative imagination to control.6 The growing epidemic has
already reached record levels, driving the increases in numer-
ous adverse health conditions, premature mortality, and aug-
mented burden on health care systems.  Curbing trends of ris-
ing obesity rates, particularly among youth, must be a priority.
For this to occur there needs to be both strong public interest
and rigorous political will to carry out aggressive education,
prevention and healthy-living campaigns.  Preventative efforts
must co-exist alongside advances in medical research and pro-
gressive reforms in order to accommodate a potentially massive
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increase in the number of health care users in the coming
decades.  Time is currently on our side, in terms of implement-
ing reform and policies geared toward averting the potential
downstream health care disaster; however, immediate joint
actions from all levels of society must be initiated.
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