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November 29, 2006

To the Honourable
Legislative Assembly of the
Province of British Columbia

Honourable Members:

| have the honour to present herewith the First Report of the Select Standing Committee on
Health, titled A Strategy for Combatting Childhood Obesity and Physical Inactivity in British
Columbia.

The First Report covers the work of the Committee from November 24, 2005 to November
30, 2006.

Respectfully submitted on behalf of the Committee,

RoeSda

Ralph Sultan, MLA
Chair
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Terms of Reference

On February 20, 20006, the Legislative Assembly agreed that the Select Standing Committee
on Health be empowered to examine, inquire into and make recommendations with respect
to finding effective strategies to change behaviour and encourage children and youth to
adopt lifelong health habits that will improve their health and curb the growing rate of
obesity to achieve the great goal of leading the way in North America in healthy living and
physical fitness.

The Committee is also empowered to conduct consultations and to:

1. Report on recommendations from the Select Standing Committee on Health Report
from 2004 titled 7he Path to Health and Wellness: Making British Columbians Healthier
by 2010,

2. Conduct research into other successful childhood health and wellness promotion

campaigns in other jurisdictions to analyze their potential effectiveness in B.C.

3. Undertake discussions on how to promote childhood health and wellness including the
appropriate use of incentives and disincentives to help influence behaviour, particularly
as it relates to healthy nutrition and physical activity.

4. Undertake discussions with experts and, if necessary, undertake research into the factors
contributing to unhealthy eating and physical inactivity in youth of today.

In addition to the powers previously conferred upon the Select Standing Committee on
Health, the Committee shall be empowered:

(a) to appoint of their number, one or more subcommittees and to refer such
subcommittees any of the matters referred to the Committee;

(b)to sit during a period in which the House is adjourned and during any sitting of the
House;

(¢) to adjourn from place to place as may be convenient; and
(d)to retain such personnel as required to assist the Committee,

and shall report to the House no later than November 30, 2006, to deposit the original of its
reports with the Clerk of the Legislative Assembly during a period of adjournment and upon
resumption of the sittings of the House, the Chair shall present all reports to the Legislative
Assembly.

i Select Standing Committee on Health,
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Dedication

This report is dedicated to the children and youth of British Columbia.

Tatyanna, Age 11, Port Alberni
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Introduction

Childhood obesity is a problem our province can no longer afford to ignore. The health costs
to our children and the financial costs to our health system are reaching a crisis point and all
leaders need to act. The problem of poor eating habits and physical inactivity in children
requires bold leadership and strong action to turn the tide.

This report results from comprehensive research, extensive consultations, and thorough
consideration by ten legislators who have worked intensively for almost a year to better
understand how to most effectively combat the problem of childhood obesity. To demonize
eating is not an option, and we cannot command children to embrace sports or go for a
long walk every day.

In its need to address this issue, British Columbia is hardly unique; the problem is global.
Furthermore, we appreciate that it took society decades to reach this crisis point, and
solutions are hardly going to be implemented overnight.

Since the middle of the last century, we have been gearing down our physical activity,
driving more, and designing communities around the convenience of a vehicle. Busy
lifestyles have encouraged the development of convenience in the food industry, where more
of what we eat is processed, packaged, and consumed “on the go.” These things must change
to solve the problem.

Some may say, to paraphrase a former prime minister, that “the state has no place in the
kitchens of British Columbia.” They may criticize any attempt to tell people how to travel to
work or school. But in the last century no one
thought government could regulate away smoking.
Today, smoking has become, through concerted
social marketing campaigns, taxes and regulation,
essentially taboo. It took bold visionaries to launch
those campaigns to change societal attitudes, but
social mores were indeed changed. So too can
current attitudes around healthy eating and physical
activity.

As a leader in health, wellness, and physical fitness,
we believe British Columbia should now take up the
visionary torch with respect to childhood obesity.
With this report, we hope to lead the province on a
path that reverses the alarming trend of poor eating
and inactivity among our children and youth. We
can show the way, and society, over time, can be
changed — starting with our children. Thea, Age 10, Parksville

Select Standing Committee on Health, 1
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One of many excellent presentations by students at
Caribi Secondary School, Campbell River, B.C.

Summary of
Consultation Process

On November 24, 2005, the Legislative Assembly of British Columbia approved a motion
instructing the Select Standing Committee on Health (the Committee or the Health
Committee) to recommend effective strategies to change behaviour and encourage children
and youth to adopt lifelong health habits that will improve their health and curb the growing
rate of obesity in order to achieve the great goal of leading the way in North America in
healthy living and physical fitness. In addition, the Committee was instructed to conduct
consultations with both experts in the field of childhood obesity and the public; conduct
research on other successful childhood health and wellness campaigns; undertake discussions
on how to promote childhood health and wellness through the use of incentives and
disincentives to influence behaviour; and undertake research into the factors contributing to
unhealthy eating and physical inactivity in the youth of today.

2 Select Standing Committee on Health,
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Briefings

In carrying out its mandate, the Committee conducted eight public hearings from late April
to early June listening to physicians, academics, health and wellness practitioners,
representatives from various ministries, officials from the Office of the Provincial Health
Officer, and experts in the field of social marketing. On May 4, 2006, then deputy health
minister, Dr. Penny Ballem, provided the Committee with an update on the Ministry of
Health’s response to the Select Standing Committee on Health’s 2004 report, The Path to
Health and Wellness: Making British Columbians Healthier by 2010. The Committee received
an additional update on the status of the Committee’s 2004 report from the new deputy
minister of health, Gordon Macatee, on November 15, 2006. A summary of the
information prepared by the Ministry of Health is provided in Appendix A.

The Committee also heard from officials representing associations such as the Concerned
Children’s Advertisers, Food and Consumer Products of Canada, Refreshments Canada, and
the Canadian Food and Restaurant Association.

Youth Consultations

A student panel speaks to the Committee at North Peace Secondary School, Fort St. John, B.C.

For the first time in the history of a parliamentary committee in British Columbia, the Health
Committee made special efforts to receive input and submissions from British Columbia’s
children and youth. The Committee felt that it was important to hear from those who would
be directly impacted by any policy decisions recommended by the Committee — kids
between the ages of five and 18.

The Committee used five distinct methods of advertising to reach B.C.’s children and youth.
These included the creation of a youth-friendly website, myhealthyspace.ca; an interactive
web log, or blog featuring commentary from various committee members on a variety of
subjects pertaining to childhood obesity; and a confidential survey in which children and
their parents could provide responses to a series of questions. To reach out to younger
students, the Committee also sponsored a drawing contest for elementary school children,

Select Standing Committee on Health, 3
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with the winning submissions appearing in this report. Most importantly, the Committee
held public hearings to hear directly from B.C.’s
“Everyone had a different opinion on youth.

youth and health, but it all linked back
to one conclusion — that were not all
very healthy.” N. Kupchanko, Fort
St. John

The Committee’s objectives in conducting youth-
focused consultations were threefold. First,
committee members felt that it was imperative to
hear directly from youth on #heir opinions on the
causes of — and solutions to — childhood obesity.
It was the Committee’s opinion that legislators should engage directly with kids on issues that
affected them — their health, their ability to participate in physical activity, and,
increasingly, their own wallets and pocketbooks — to enhance the likelihood of successful
buy-in to any resulting policy changes. We feel that the time spent in consultation with
students has given us a better understanding of what may or may not work in terms of

combatting childhood obesity.

Second, the Committee sensed a need to inform youth about the issues relating to childhood
obesity. In developing myhealthyspace.ca, the Committee sought to raise awareness of
childhood obesity’s causes and to provide a platform for youth to offer their solutions to this
serious health problem.

Third, in reaching out to students, the Committee provided students a glimpse into the
workings of parliamentary committees and elected officials. In many cases, it was the
students’ first experience with speaking “on the record” in a submission to parliamentarians.
Members were very impressed by the poise, creativity and confidence shown by the student
presenters. It is the Committee’s hope that these students will continue to be involved in
public issues as a result of this experience.

myhealthyspace.ca

In an effort to reach out to B.C.’s kids, the Committee designed an interactive website under
the banner mybealthyspace.ca. The
Committee adopted a consultation
medium familiar to B.C.’s youth: the
Internet. Hosted on the Legislative
Assembly’s own server, mybealthyspace.ca
was designed to encourage kids to
participate in the public consultation
process without having to face the
daunting task of preparing a formal
written or oral submission. In addition,
the website provided easy-to-read reviews
of the major issues surrounding
childhood obesity in British Columbia.
Over the course of the Committee’s

public consultation process (September
11 to October 31, 2006),

4 Select Standing Committee on Health,
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myhealthyspace.ca received close to 2,400 unique visits from Canada, United States, Australia,
Ireland, Sweden, Switzerland and Belgium.

Unlike other parliamentary committees’ websites, mybealthyspace.ca was styled in a youthful,
playful manner. The website featured an amusing video cartoon asking B.C.’s youth to
participate in the process; an interactive quiz designed to get kids thinking about healthy eating
and exercise; and a confidential survey that permitted B.C.’s youth to provide formal feedback
on what the provincial government and other organizations can do to help B.C.’s kids choose
both healthier food options and participate in daily physical activity. In addition, the website
featured details on the Committee’s drawing contest for younger students, as well as a referral
device allowing users to share the website with their friends.

Blogging with the Big Guy

Another component of the Health Committee’s website was a blog promoting dialogue
between the Committee and the youth of British Columbia. Over the course of two
months, the “Big Guy” — committee chair Ralph Sultan, MLA — and guest “Big Guys and
Gals” — committee members from both sides of the House — posted brief synopses of issues
heard by the Committee during our expert witness hearings. Students were encouraged to
think about the topics listed and provide anonymous comments to the blog. In total, “the
Big Guy and guests” posted 25 different submissions on aspects of childhood obesity and the
consultation process, with hundreds of comments received.

Survey on Childhood Obesity

In conjunction with the youth consultation process, the Committee also designed a survey
asking the youth of British Columbia’s opinions on a variety of topics pertaining to healthy
eating and physical activity. The ten questions asked respondents to provide information on
what their schools, parents, governments, and food and beverage companies can do to
encourage a healthier lifestyle in youth. In total, the Committee received 232 responses to
its on-line survey.

Drawing contest

To reach younger British Columbians (kindergarten to grade seven), the Committee also
commissioned a drawing contest aimed at encouraging B.C.’s kids to think about childhood
obesity. Our grand prize winner, Daniel Minney of Delta, has his artistic submission included
as this report’s cover. Other artistic submissions received are highlighted throughout the
report.

In total, we received close to 400 artistic submissions from students, including submissions from
smaller communities (Atlin, D’Arcy, Procter, and Summerland), and larger cities (Vancouver,
Victoria, Richmond, and Cranbrook). The Committee would like to thank the teachers and
parents who encouraged children to take part in this process.

Select Standing Committee on Health, 5
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Youth-Based Public Hearings and School Visits

Another successful innovation launched by the Committee was to hold public hearings in B.C.’s
secondary schools.

We launched our youth consultation process at Hollyburn Elementary School in West
Vancouver, followed by a visit to Reynolds Senior Secondary in Saanich — the first high
school in Greater Victoria to include healthier food selections in its vending machines. On
October 17 and 18, 2006, the Committee held public hearings at Sir Charles Tupper (Vancouver),
Carihi (Campbell River), North Peace (Fort St. John) and Williams Lake secondary schools —
all of them youth-oriented public hearings.

At each school, the Committee listened as students made presentations on topics such as physical
fitness in schools, vending machine policies, the root causes of physical inactivity at home, and
peer and societal pressures. Many of the presenters also prepared multi-media presentations,
ranging from detailed posters, survey results on healthy lifestyles, PowerPoint presentations as
well as a documentary-style video. After the student presentations, the Members engaged both
the presenters and the audience in a question and answer period on various topics.

In every school, committee members were impressed by the quality of presentations made by
all of the students. We would again like to thank all students, teachers and principals for the
time and effort they put into the student presentations.

6 Select Standing Committee on Health,
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Kendall, Age 11, Cranbrook

Childhood Overweight and Obesity
In British Columbia

The Scale of the Problem

Childhood overweight and obesity in British Columbia is an issue nearing crisis proportions.
Opver the last 25 years, the percentage of Canadian children measured as either overweight or
obese has risen steadily and now approaches 30 percent of teen-aged boys and girls." As Figure
1 shows, a previously unheard of six percent of Canadian children under the age of six are now
classified as obese. Furthermore, the numbers of children who are either overweight or obese
between the ages 6-to-11 and 12-to-17 have more than doubled over the last 25 years.

Select Standing Committee on Health, 7
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Figure 1: Overweight and obesity rates, by age group, household population aged 2 to 17,
Canada (excluding territories), 1978/79 and 2004
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British Columbia’s children and youth have faired somewhat better than their Canadian
counterparts in terms of rates childhood overweight and obesity within the population. As
indicated in Figure 2, B.C. has the lowest incidence of childhood obesity in the county.
However, British Columbia is in the middle of the pack when assessing the levels of

overweight children in Canada. Based on this data, B.C.’s children are not (relatively) obese,
but they are (relatively) overweight.

Figure 2: Overweight and obesity rates, by province, household population aged 2 to 17,
Canada (excluding territories), 2004
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What is also particularly disturbing is the discrepency between measured childhood overweight
and obesity rates and the rates that are self-reported. As Figure 3 demonstrates, there exists a
clear gap between the levels of overweight and obese reported by parents, and what is actually
observed in clinical studies. This difference highlights the importance of raising the profile of
childhood obesity in British Columbia. If we continue to deny to ourselves the true extent of
the childhood obesity problem, our children will face with serious health consequences in the
future.

Figure 3: Measured and Self-Reported Overweight and Obesity Rates, Canada and

British Columbia, 1978-2003 (Observations between turning points linearly interpolated)
Source: Provincial Health Services Authority
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What is the cost of obesity and inactivity?

In Appendix B, we highlight several recent surveys that estimate the costs of overweight and
obesity in British Columbia. In summary, there are three sources of cost pressures.

First, there is the direct cost to the health system of treating the myriad of medical ills brought
on by obesity and inactivity, ranging from cardiovascular disease to diabetes that may
potentially lead to blindness and amputation.

Second, there is the indirect cost of premature death, as a result of these medical illnesses and
shortened longevity, which has a second tier of economic cost through the loss of future
economic output.

If one adds together the combination of societal costs of reduced well being, one can derive the
broader societal cost through reductions in well-being not measured in the economic accounts.

While our survey shows a range of estimates, depending on methodology and scope, it appears
that the direct and indirect cost of obesity and inactivity combined in British Columbia is
likely in the range of one billion dollars a year. If one adds together the combination of
societal costs of reduced productivity with increased susceptibility to illness and disease, one
can derive total cost estimates two or three times larger in magnitude.

And the situation may only get worse. According to the American Centers for Disease Control
and Prevention, overweight school-aged children are 50 percent more likely to become obese
adults, with overweight adolescents 70 to 80 percent more likely to become overweight adults.
As obese adults, today’s overweight children will display much higher rates of hypertension,
diabetes, heart disease, renal failure, amputations, blindness, cancer, and mental health
problems. Itis not surprising that unless immediate and strategic actions are taken, British
Columbia’s kids, the Committee was told, may be the first generation to have a shorter life
span than their parents.

The costs of obesity and inactivity to the health system, to the economy, and to societal well-
being, are truly significant.

10 Select Standing Committee on Health,
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Hayley, Age 6, Abbotsford

Tracking Childhood Obesity in British
Columbia

Today theres actually very little information available on the general health of B.C.s school
children. When you look at the data we have, its often based on small samples or on groupings of
children and/or schools. When planning programs designed to change behaviour, you must have a
means of evaluating how you are doing. You must also be able to conduct comparisons amongst
different regions or communities. We do not have this information now, and if we are going to
effectively plan and evaluate how our initiatives are doing, we do need this information. (British
Columbia Medical Association)

Select Standing Committee on Health, 11
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A key message that the Committee heard from the province’s medical practitioners was the
need for the creation of a child health registry. Over the course of two 13-year cycles of
kindergarten to grade 12 students, the rates of measured childhood overweight or obese have
more than quadrupled. Yet, over the same period of time, the amount of data collected
showing this disturbing trend is limited at best. Indeed, the current dataset used to calculate
the rates of obesity in B.C.s children is from Statistics Canada’s 2004 Canadian Community
Health Survey, which collected data in 2002. Updated information on this dataset will likely
not even begin to be collected until 2007, with new survey results not released until 2009 or
2010. To underscore how important it is to collect this data in a timely manner, consider that
over this time frame, an entire generation of students from grades four to 12 will have gone
through the education system.

The Committee heard a proposal from the British Columbia Medical Association for a basic
child health database that would provide for the collection of basic health data twice a year
from school-aged children. The objective of the registry is to collect basic health information
(height, weight, and waist-to-hip ratio) from all children enrolled in kindergarten to grade

12 in order to track student physical fitness and health levels across the province. The creation
of such a database would allow researchers to track the effectiveness of specific programs and
compare health outcomes to other socio-economic statistical databases. Information provided
to the registry would require the informed consent of parents with the data collected
remaining anonymous.

While the proposal we heard for data collection was strictly related to overweight and obesity
levels in B.C.’s schools, the Committee believes that it is also important to collect
information on students’ levels of physical activity. We note that to some extent, small scale
surveys on levels of physical activity are currently being conducted during the ActionSchools!
BC program evaluation. However, the sample size used in these studies is still quite small.
The Committee believes that continual, large scale monitoring of the rates of physical
inactivity will paint a better picture on how B.C. is doing in reducing the levels of childhood

obesity and physical inactivity.

It should be noted that our proposed child health registry for British Columbia does not
involve parental notification of results. However, some jurisdictions go further than the
measures proposed here — requiring notification of a child’s body mass index results to
parents.’

The Committee recommends that:

1. the government, in consultation with the Information and Privacy
Commissioner of British Columbia, school districts, and the British
Columbia Medical Association, develop the ways and means of
scientifically measuring rates of child overweight and obesity, and
physical inactivity in British Columbia — either by random sampling or
by census — according to methods devised by competent
statisticians and public health experts. The British Columbia Child
Health Registry must collect information pertaining to childhood
obesity anonymously and with parental consent.

12 Select Standing Committee on Health,
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Kelsey, Age 10, Delta

Factors Contributing
to Obesity

At the most basic level, the likelihood that a child or adult will be overweight or obese occurs
when caloric intake through the meals, drinks and snacks consumed exceeds the level of
energy expended. Overweight and obesity in the general child population emerges as a result
of the individual consumption and physical activity decisions made by parents and children.
However, obesity is also an environmental disease formed by the interaction of a multitude
of factors. Such factors range from the media and marketing messages that bombard
children daily, to whether a child has access to safe areas to participate in physical activities, to
a parent’s ability to provide healthy food.

Select Standing Committee on Health, 13
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Community and Neighbourhood Design

Community and neighbourhood design can either promote or hinder physical activity. In
recent years, the movement of traffic smoothly from the suburbs into the city centre and
back again in the evening has come to dominate many aspects of community design. No
longer is there simply a car for every family, instead families now own at least two vehicles, if
not a car for every driving member of the household. As such, automobile demands take up
much of the attention of city planners and engineers.

What is compromised in this design are attributes that promote fitness within communities:
sidewalks, bike paths, green spaces, and central community areas. As a result, residents are
guided away from daily activity in their communities. Children are driven to school and
other locations within their neighbourhoods, rather than walking or riding a bike. Activities
occur less outside within the community, and more inside individual homes or in designated
recreation centres. Correspondingly, studies find that residents of neighbourhoods with
abundant green space tend, on average, to enjoy better general health.?

The majority of suburban commuters rely on their cars for most of their trip to work, while
an increasing availability of “drive-through” services such as fast-food, coffee, banking, and
video drop-off means people have less of a need to get out of their cars. This convenience
and habitual reliance on personal vehicles results in most errands being done by car, even if it is
only a few blocks to the grocery store.

Suburban sprawl is associated with higher body mass index scores and an increased occurrence
of chronic diseases. In contrast to the lifestyles of their counterparts in the suburbs, those who
live in dense urban centres are more likely to walk, and are therefore less likely to suffer from

the same illnesses.*

ScreenTime

The variety of screen time pursuits has increased exponentially over the past decade. Children
now have access to an abundance of electronic devices from television, videos and DVDs, to
computer and video games, to the Internet. It is widely believed that excessive screen time in
children causes obesity. In many Western countries, children now spend one quarter of their
waking lives in front of screens of some sort.> This sedentary behaviour competes with the
time that children are physically active and creates a caloric imbalance. In addition to
encouraging inactivity, television viewing also exposes youth to countless commercials for
high-calorie, low-nutrition foods.®

The Provincial Health Officer’s Annual Report 2005 cited increased screen time as one of seven
changes in the pattern of physical activity that contributes to obesity. The report asserted that
the amount of time spent in front of a television or computer screen is directly related to
increased body mass index rates in both children and adults. This is supported by research
from the 2002 McCreary Centre Society Adolescent Health Survey, which found that
overweight and obese adolescents in British Columbia watch an additional six hours or more
of TV per week than those of a normal weight. Similar findings were noted by Statistics

14 Select Standing Committee on Health,
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Canada in its 2005 report Overweight Canadian Children and Adolescenss. Of children aged
six to 11, those who had more than two hours of screen time a day were twice as likely to be
obese.”

Changes to Children’s Play

The previously mentioned changes in community design have further curbed children’s activity
through the safety concerns of their parents. With unknown neighbours, no sidewalks, and
fewer green spaces, parents are less likely to send their children outdoors for unstructured play.
Because more parents are working and commuting, a greater number of children are enrolled
in after-school programs and more structured, organized play. In addition, the lack of
community infrastructure in many of the suburbs often means that these programs and
activities are only offered outside the community.

Despite the vigorous activity levels that some of these organized activities provide, the fitness
value of unorganized play is actually higher than that of organized sport. In the latter type of
play, a child benefits from a limited, scheduled session of exercise as opposed to an extended,
reoccurring session.® As a result, unorganized play is more strongly related to decreased obesity.

Hailey, Age 9, Nelson

Select Standing Committee on Health, 15
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Decline in School Activities

To what extent youth are active is influenced, in part, by the opportunities they have to engage
in regular physical activity. Schools provide an environment where all youth can have the
opportunity to be physically active. Province-wide initiatives, such as ActionSchools! BC,
have been undertaken to encourage schools to integrate more physical activity into the daily
lives of students.

Physical education is a mandatory curriculum component from kindergarten through to the
tenth grade. The province recommends that 10 percent of instructional time be allocated to
physical education in these grades. However, facilities, equipment, and time allocation vary
widely. This time must also compete with “the basics” of the curriculum.

In addition, the level of participation varies between students. While innovative physical
education programs and intramurals may be offered to encourage students to become active,
participation is voluntary. By grade 11, physical education is no longer a mandatory
component and the majority of Canadian students no longer take those classes at school.

Convenience of Packaged Foods

Today’s children and adolescents are more likely to eat foods that are available and easily
accessible, and they tend to eatgreater quantities when larger portions are provided. The
former issue is evidenced by the long-term trend towards making food readily available in
more places and more quickly. Whether it is pre-packaged microwaveable food,
convenience store items like chips and candy, or the ubiquitous fast-food restaurant, unhealthy
items are remarkably accessible. The option of packaged food is made more appealing by the
fact that many families consist of two working parents, or single parents, who may turn to
unhealthy convenience foods in order to put a meal on the table when they come home.” The
increasing trend toward convenience with food preparation is also reflected by the popularity
of eating out and fast-food restaurants, as well as by the popularity of frozen/microwaveable
foods and quick-cooking devices such as microwaves. '

Another contributing factor to unhealthy eating among youth is that the meal as a family
event has become decentralized. Whereas eating dinner was once a primary activity that
involved all members of the family, over the past 30 years the family meal has been in
decline. Conversely, snacking and the secondary consumption of food, which often has
fewer nutrients and more calories has increased.!" This trend leads to overeating because snack
food is not usually considered a full meal. Since chips, pretzels, and popcorn rarely satisfy
one’s hunger, people may still consume regular meals on top of snacks, resulting in excess
caloric consumption. In determining one’s meal, nutritional considerations are in an
increasingly fierce battle with taste, cost and convenience; factors that unhealthy packaged
foods offer in well-researched profusion.
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More High Calorie Drinks

Since the mid-1970s, soft drink consumption among North Americans has doubled.'? For
example, a 355 milliliter serving of pop may contain between ten to 12 teaspoons of sugar
and between 140 to 160 calories, numbers that are similar for other, non-carbonated, soft
drinks. The rise of soft drink consumption is particularly acute among children. Sugary
beverages like pop, iced tea, and calorie-laden “sport” drinks are replacing milk, fruit and
vegetable juice and water in the minds and bellies of today’s children. The consequence of
continually choosing soft drinks over more balanced alternatives is simple: more calories for
children who are doing increasingly less to work off the excess energy.

Again, satiety is not achieved by drinking these sugary beverages, prompting a greater
likelihood that one will drink a greater amount of them. Some public health officials have
noted that the beginning of the obesity epidemic coincides with the beginning of the
message to eat a lower fat diet. Although this is generally sound advice, it may have had the
unintended consequence of encouraging people to eat proportionally more calories from
carbohydrates. Since protein and fat are more satisfying, some speculate that avoiding fats
make us hungrier, which then translated into more calories consumed from carbohydrates.'
While carbohydrates provide energy and are important to any diet, in high calorie beverages
the carbohydrates are refined (i.e. sucrose-based) rather than complex (i.e. starch-based). This
make soft drinks not only less satiating than nutrient-rich drinks, but also a prime
contributor to unhealthy eating in youth.

Larger Portions

Portion size is another major factor negatively effecting people’s eating behaviour. Since the
1970s, standard portions have increased in nearly every food group in both restaurants and
homes.'* U.S. research shows that the size of many common foods including soft drinks,
hamburgers, salty snacks, and desserts sold in fast-food establishments, convenience stores,
and restaurants began to grow in the 1970s, rose sharply in the 1980s and have continued to
rise since. For example, between 1977 and 1996, soft drink portions had risen from 387 to
588 millilitres and hamburgers from 162 to 198 grams." This trend parallels the obesity and
overweight epidemic around the world. Some current sizes are more than twice that of the
original, with fast-food outlets leading the way in large- portioned offerings.

Larger portions can effectively outweigh the benefit presented by otherwise healthy
alternatives. People tend to eat more when portions are larger, which can negate any benefit
of healthier food choices.'® However, the most dangerous combination remains the continued
overeating of unhealthy foods that is prompted by increased portions. In these cases, cost
incentives may outweigh health considerations in a child or adolescent’s choice of food, as
some opt to increase the amount of food they eat because it is perceived as a better value.
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Brooke, Age 9, Victoria

Food Security

The issue of food security, particularly in low-income households, is a matter that has emerged
as an area of serious concern. It isapparent from recent research that children living in
households with limited financial resources are more likely to suffer from a myriad of health
problems, lower education outcomes, and as teenagers, are more susceptible to depression and
suicide.” Preliminary studies also indicate that children living in poverty are more likely to be
overweight or obese.'® In this section, we explore some programs that may be expanded to
ensure that B.C.’s children have access to a safe, affordable, and nutritious food supply.
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Food Insecurity

Food insecurity is a term employed Table 1: 2005 Monthly Cost of Food
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the equation, many British

Columbians must get by on a

precariously tight monthly budget. The Committee believes that low-income families require
special attention in initiatives that support British Columbians in achieving a healthy diet, as
no doubt some are driven to less healthy choices due to financial insecurity.

Committee members believe that it may be instructive for the relevant government ministries
— including the Ministry of Employment and Income Assistance and the Ministry of
Children and Family Development — to survey actual household budget expenditure patterns,
in assessing the affordability of nutritious menus for lower-income families with children.

Nutritious Food Basket Inaccessible for Other Reasons

Some persons believe that knowledge and motivation provide a more common significant
barrier than money and that nutritious food is inaccessible for a variety of reasons beyond
economic constraints. From this perspective, many are observed to lack the time, the
physical access (including transportation), the food selection, the lifestyle, or the motivation
that would allow them to purchase the necessary quantities of fresh, healthy food and to have
it prepared skillfully. In the absence of such attributes, these individuals are inclined to
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purchase convenience foods, frozen foods, junk foods, and other food items that can lead to
obesity in the long run.

In this category one may also find immigrants to Canada who are confused by the bewildering
choices, strange foods, and unfamiliar marketing institutions one encounters when shopping

North-American style.

There exists a variety of causes, but the end result can be the same: poor nutrition and obesity
among children. Regardless of the reasons, young children must be protected from food
insecurity. The Committee strongly believes that poor nutrition among children is
unacceptable in British Columbia.

In order to address childhood diet inadequacies, which can be an important contributing factor
in childhood obesity, the Committee suggests the pursuit of several vigorous actions.

Community Kitchens

Developed to provide cooking and nutritional skill-building programs geared specifically
towards low-income adults and families, community kitchens can play an important role in
promoting healthy eating among individuals and families facing food insecurity. Community
kitchens may take on several roles, including providing community dinners to vulnerable
people, teaching food skills to young parents, or reducing the cost of food through bulk
purchasing and large-quantity food preparation.

In June 2006, the provincial government announced funding to the Directorate of Agencies
for School Health to develop programs pertaining to healthy eating and provided both
capital funding for community kitchen appliances and support for the distribution of best
practices information. The Committee encourages the government to monitor the demand
for start-up funding for community projects and invest in projects that provide learning
opportunities for individuals and families seeking to learn more about nutritious,
inexpensive, and tasty food preparations.

The Committee recommends that:

2. the government continue to invest in community kitchen projects in
order to assist young families in improving their skills in food
preparation and healthy eating. In addition, the Committee
encourages the government, communities, and local farmers to
further expand Good Food Box programs.
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Support for British Columbia’s Agricultural Products

Committee members strongly believe that the healthiest food options for both children and
adults can be found in our own backyards. We are fortunate to be blessed with an abundance
of agricultural products ranging from fruits and vegetable to meats and grains. There are
20,000 farms in British Columbia, employing 14 percent of the provincial workforce and
generating $35 billion a year in revenues. This is an industry that provides healthy food
options and works right on the doorstep of many communities.

We have all heard that our children (and adults) need to eat five to ten servings of fruits and
vegetables per day as a part of a healthy diet. Committee members believe that some of the
healthiest food options for both children and adults can be found within our own province,
sourced from British Columbia’s own agricultural sector. We believe that both the
agricultural sector and government should do more to promote British Columbia’s
agricultural products to domestic consumers. We would encourage the government and
industry to develop social marketing campaigns that actively promote B.C. agriculture
products as #he best source of nutritional fruits and vegetables.

The Committee also endorses efforts to promote British Columbia’s farmers” markets and
make them accessible to a larger portion of the population. A recent study on farmers’
markets indicates they play an important role in community building and creating social
networks of people interested in healthy food options. Furthermore, farmers’ markets play
an important role in the provincial economy, generating $118.5 million annually for the
provincial economy in direct and indirect spending.”!

The Committee believes that farmers’ markets provide a critical link between consumers and
those individuals who actually grow the food locally. Their presence in the community
fosters increased awareness of agricultural issues in urban communities and allows B.C.’s kids
the opportunity to learn more about the agriculture process and nutritional value of locally-
grown produce.

The Committee also enthusiastically supports the healthy diet, education and community
benefits from community gardens, and believes that the Ministry of Agriculture and Lands
should not overlook promoting this important local food source in its program planning.
The Committee is also of the view that the Ministry could explore the publication of a
targeted “How To” cook book to promote low-cost food and diet options.

The Committee recommends that:

3. the Ministry of Agriculture and Lands, in partnership with the British
Columbia Agriculture Council, the BC Association of Farmers’
Markets, and grocery stores, engage in an aggressive campaign to
promote British Columbia fresh fruits and vegetables.

4. local governments, the Ministry of Agriculture and Lands, and local
farmers’ markets continue to support and expand farmers’ markets to
ensure their accessibility to a broad range of consumers.
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Throughout the remainder of this report, the Committee provides additional
recommendations on programs that may assist children facing food insecurity. These
recommendations include:

e Support for programs aimed at reducing mortality, obesity, and
inactivity in First Nations communities (Recommendation #5, p. 24);

» The development of culturally-relevant programs to assist British
Columbians from different ethnic backgrounds in leading healthier lives
(Recommendation #6, p. 26);

» Continued development of programs within schools that educate
children on healthy eating habits (Recommendation #19, p. 44);

e Support for the School Fruit and Vegetables Snack Program
(Recommendation #20, p. 46); and

» Additional resources for expanding hot, nutritious school lunch
programs. (Recommendation #21, p. 47).
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Sydney, Age 9, Summerland

Aboriginal Health

A key area of concern for members of the Committee pertained to growing obesity rates in
British Columbia’s aboriginal communities. Across Canada, we learned that young people of
aboriginal origin (off-reserve) had a significantly high combined overweight/obesity rate of
41 percent, including an obesity rate 2.5 times the national average.”> According to the First
Nations Regional Longitudinal Health Survey, 28.1 percent of on-reserve children are
overweight and 14.1 percent are obese.” Given that the aboriginal population is generally
young, with a median age of 24.7 years (compared to 37.7 in non-aboriginal populations),*
the future health costs associated with diabetes and asthma will only continue to escalate.

In his 2004 Annual Report, the Provincial Health Officer estimated that in 2003/04, First
Nations persons had age-standardized rates of obesity approximately 50 percent higher
(females) and 20 per cent higher (males) than other British Columbians — and that these
rates would continue to rise. He speculated that the significantly higher incidence of diabetes
could be attributed to the adoption of a North American diet high in saturated fat and
sugars, along with a sedentary lifestyle and reduced physical activity.”
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First Nations diets have traditionally emphasized proteins (from abundant fish to wild game)
and fresh fruits and vegetables, including nuts and berries. The effort of hunting, fishing and
gathering contributed to physical fitness. With the arrival of Europeans, these natural foods

eventually became scarce due to population and
development pressures on the land, and First
Nations were increasingly forced to adopt processed
foods supplied through retail channels. The
traditional diet and its required physical activity

became scarce.?

The situation has become acute within British
Columbia’s aboriginal communities. Age-
standardized diabetes for Status Indians is estimated
at 5.7 percent — 40 percent higher than rates found
in the rest of population.” Each year, more than
520 new cases of diabetes in aboriginals are
identified and more than 100 Status Indians with
diabetes die each year due to complications
associated with the disease. The growing prevalence

“First Nations students are very
vulnerable in grade 8 when they come
up from the reservations. They are
really open to everything. The first
thing they see is unhealthy food, and
they go for it. They think thats all
there is, but I think if you bring in food
[from the communities or cook from the
community to have some traditional
Jfoods here — not every day, but maybe
once a week.” D. Tenale, Williams

Lake.

of Type 2 diabetes in adolescents — a condition typically found in adults — is particularly
troubling within British Columbia’s First Nations communities.

The government has endeavoured to close this unsatisfactory gap between the healths of
these two populations through accelerated investments in public health, infrastructure, and

education. However, progress has been unacceptably slow. It would be irresponsible for this
committee to ignore such a concentration of obesity and inactivity.

The Committee endorses initiatives taken by the government aimed at addressing the unique
health problems and higher mortality of the aboriginal community, including diabetes and
obesity. Such strategies include establishing mental health programs to address substance abuse
and youth suicide; integrating the ActNow strategy with First Nations health programs to
reduce the incidence of preventable diseases, like diabetes; establishing tripartite pilot programs
with the Northern Health Authority and the Lytton Health Centre to improve acute care and
community health services by utilizing an integrated approach to health and community
programs as directed by the needs of First Nations; and increasing the number of trained First
Nations health care professionals.?

The Committee recommends that:

5. the First Nations’ health restorative measures, including programs
aimed at reducing mortality, obesity, and inactivity, as outlined in the
2005 Kelowna Accord between First Nations and First Ministers, be
implemented on an expedited basis by the British Columbia
government.
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Chandler, Age 8, Smithers

Obesity and Inactivity in Selected
Cultural Communities

Higher incidences of major health problems arising from child overweight and obesity is
hardly unique to the First Nations communities. One can observe similar tendencies with
other B.C. cultural communities.

For example, the publisher of the bilingual newspaper Punjabi Patrika, Andy Sidhu, recently
observed that: “It is amazing how many of us are diabetics.”* This observation is supported by
research that indicates that South Asian immigrants are more susceptible to diabetes due to diet
and a more sedentary lifestyle.?

Dr. Gary Randhawa of the Kelowna Medical Society previously provided testimony to a
parliamentary committee on the incidence of diabetes in the Indo-Canadian community.
Dr. Randhawa identified cultural and language barriers as two of the principal obstacles that
are currently impeding the ability of the provincial health system to reach out to these
populations.
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The issue of how to approach distinct cultural communities is a difficult one, and has been

raised before other parliamentary committees. Suggestions range from placing fitness

equipment in religious temples to providing health guides in additional languages. At that
time, Dr. Randhawa offered the following insight:

There are cultural issues (related to the delivery of health care)... There are
certain areas, whether its the South Asian community or the Italian community,
where we have found that (providing information on) chronic disease
managements in temples and other areas where these groups feel more
comfortable, they certainly make use of it ... We have to invest money in
(preventative health care) where ethnic communities can understand in their
own language, in their own context, in their own cultural area, that these services
provided by government are important, that these things are available”'

Witnesses appearing before this Committee also expressed their concern with regards to
reaching out to B.C.’s cultural communities. Dr. Warshawski of the Childhood Obesity
Foundation provided the Committee with the following information:

Once (this) was commonly known as adult-onset diabetes. Now for the first time
in some places in the States, theyre actually seeing more Type 2 diabetes in
children than they are seeing Type 1 diabetes. In British Columbia we're also very
concerned because Type 2 diabetes with obesity tends to have a predilection
amongst Asian-Pacific and aboriginals. We have a large Chinese and Indo-
Canadian population here in British Columbia as well as a large aboriginal
population. From previous speakers youve heard about the high incidence of
obesity in that group. This is going to be very, very costly. (Warshawski, 2000)

Similarly, a representative from the B.C. Healthy Living Alliance provided the following
testimony to the Committee:

There is some evidence to indicate that, unfortunately, new-immigrant
populations tend to adopt our western ways more aggressively than is likely in
their best interests — for example, more likely to choose the unhealthy food choices
that they associate with western society. We really do need to focus, when were
dealing with new immigrant populations, for example, on ensuring that healthy
food choices are promoted just as much, or more, as the unbealthy food choices
that tend to be associated with the western style of eating.

The Committee recommends that:

6.

26

programs coordinated by ActNow BC should fully consider the cultural
background of important population segments, rank-ordered in terms
of their measured susceptibility and vulnerability to obesity and
inactivity.
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Emily, Age 11, Richmond

The Need for
Immediate Interventions

The Committee is of the opinion that there are several areas in which the government can take
immediate and comprehensive action to re-enforce the enormity of the overweight and obesity
crisis. Simple exhortations and small-scale interventions have done little in changing the
behavior of parents and kids alike. As discussed below, the Committee proposes: an enhanced
role for ActNow BC; a renewed request for additional funding for public health and
prevention programs; strict limitations on access to nutritionally-poor “Not Recommended”
foods in public facilities; and a removal of the Social Services Tax exemption provided to
“candy and confections,” “soft drinks” and other unhealthy foods currently exempt from the
PST. Furthermore, the Committee believes that it is imperative that government and industry
work together to introduce enhanced labelling requirements and reductions in the amount of
sugar, salt, and fats contained in prepared foods and beverages.
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The Role of ActNow BC

In the Health Committee’s 2004 Report, the Committee recommended that the government
should work across all ministries and, in collaboration with outside partners, develop a strategy
to promote physical activity and healthy

diets and combat obesity. In March 2005, 2004 Report Recommendation #18

the government of British Columbia Government should work across all ministries and,
created the ActNow BC initiative to in collaboration with outside partners, develop a
promote cross-government and strategy to promote physical activity and healthy
community-based approaches to address diets and to combat obesity.

common chronic disease risk factors

through programs and initiatives that

support healthier eating, physical activity, ending tobacco use, and promoting healthy choices
during pregnancy. Initially operated under the Ministry of Health, the ActNow BC programs
were given increased prominence within government, with the program being elevated to
portfolio status on August 15, 2006 — complete with a Minister of State, the Hon. Gordon
Hogg. The ActNow BC portfolio currently resides within the Ministry of Tourism, Sport
and the Arts.

During this Committee’s hearing with the former deputy health minister, we learned that the
ActNow program consists of:

* A budget of $40 million over three years, and

* $15 million for the creation of an ActNow BC Incentive Fund to cultivate partnerships in

communities and within ministries to develop programs and services to support all of the
goals of ActNow BC.*?

The Committee is duly impressed by the speed with which ActNow BC has coordinated
information resources targeting healthy eating, healthy weight, the cessation of tobacco use,
healthy pregnancies, and reducing physical inactivity. Similarly, the Committee appreciates
efforts taken by both the Ministry of Health and ActNow BC to develop partnerships
promoting healthy living. We were also pleased to learn that the government continues to
coordinate activities that promote healthy lifestyles through a committee of assistant deputy
ministers.

However, in light of the significant resources that obesity — in particular, child overweight
and obesity — drains from the health care system in British Columbia, only $13 million a
year in funding may be an inadequate investment to prevent childhood obesity.

In reviewing the information presented by witnesses and by ActNow BC, the Committee
concludes that current resources devoted to combatting childhood obesity are insufficient.

We also perceive a problem in the efficiency with which funds are allocated. For example,
ActNow BC’s current roster promoting “Active Living and Healthy Diets for Children”
encompasses more than 40 different programs. We question whether these programs are all
delivering measurable results. We look to ActNow BC to measure their effectiveness in
improving nutrition and reducing physical inactivity?
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Perhaps some consolidation of programs is in order. It is clear that much more work needs to
be done to coordinate and synthesize currently available information pertaining to childhood
obesity and physical activity. Although overweight
and obesity rates have grown dramatically over the
last 25 years, large uncertainties remain concerning
the linkage between our science-based knowledge of
childhood obesity, and the resulting public policy.
Clearly, research into childhood obesity is still in its
infancy. ActNow BC has an important role to play
in understanding the extent of the problem, and
what constitutes effective intervention strategies.

“First Nations students are very
vulnerable in grade 8 when they come
up from the reservations. They are
really open to everything. The first
thing they see is unhealthy food, and
they go for it. They think thats all
there is, but I think if you bring in food

from the communities or cook from the

Front-line service providers — nutritionists, community to have some traditional
community recreation leaders, and public health Jfoods here — not every day, but maybe
officials — recognize the problem and are once a week.” D. Tenale, Williams
implementing a myriad of community-based Lake.

programs to address it, using their own unique
specialties. For example, we heard great things about
the Health and Recreation Alliance Committee of Greater Victoria’s convincing Ear Well, Get
Moving and Leisure Involvement for Everyone programs. These programs are funded by such
organizations as Canadian Tire and Coast Capital Savings, user fees, and municipal taxes.
Likewise, when meeting with representatives of the Vancouver Coastal Health Authority, we
were impressed by the diversity of programs offered within the different municipalities served

by the health authority.

These front-line practitioners are to be commended for the work they have done to date. In
many cases, they have developed programs for children and youth from scratch, seeking
“buy-in” from the health authorities, municipal councils, and the private sector, and have
delivered these programs on a shoestring budget. However, as outside observers, we look at
these programs across the different municipalities and regions and see further opportunities to
promote these programs which have the same objectives and similar delivery models.

At the provincial level, the BC Healthy Living Alliance has been successful in incorporating
inputs from a wide variety of health and physical activity associations to set targets and
intervention strategies for improving physical activity levels, improving eating habits, and
reducing tobacco consumption.’® The work done by the BC Healthy Living Alliance is to be
highly praised and provides a great starting point for changing the behaviour of B.C.s kids
and parents. In fact, many of the recommendations contained in our report have originated
from the work of the BC Healthy Living Alliance and the Childhood Obesity Foundation,
along with the Provincial Health Officer and the British Columbia Medical Association.

The Committee believes ActNow BC is an important portfolio within government. With
expanded funding and a broader coordinating mandate as outlined in this report, the
Committee believes ActNow BC will be in a better position to assess the effectiveness of the
quite confusing array of community-based programs currently trying to deal with the obesity
issue, and help determine which ones work best and which ones merit expansion to the
provincial level, in a cost-effective manner.
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The Committee recommends that:

7. the government continue to designate ActNow BC as its
coordinating fitness, diet and wellness agency.

8. all ministries should review their service plans to ensure that the
objectives of ActNowBC are considered fully.

9. ActNow BC conduct a comprehensive review of programs directly
funded by government and non-government agencies pertaining to
physical activity, healthy eating, healthy schools, healthy
workplaces, and healthy communities, and ensure that such
programs are effective in targeting obesity and physical inactivity in
both children and adults.

Expenditures on Public Health

In 2004, the Health Committee recommended
that the government gradually invest in the “full
ounce of prevention,” and increase the budget for

public health activities from three percent to six

percent of the total health budget. In 2004 dollars, three percent of total. health expenditure
to at least six percent.

2004 Report Recommendation #2
Funding for public health activities
should gradually increase from about

this would translate into a budget increase of
approximately $375 million annually.?*

Population health falls into five basic categories:

* Population health assessment. Monitoring the ongoing health of the population, the status of
various groups, and understanding the underlying factors contributing to health status.

* Health surveillance: Tracking and reporting rates and trends in illness, disease and injury,
such as early recognition of communicable disease outbreaks, cancer risks, food-borne
disease outbreaks, and infectious diseases.

* Health protection: Environmental control of illness such as water treatment monitoring,
restaurant and food inspections, air quality monitoring, and emergency preparedness and
disaster response.

* Disease and injury prevention: Activities include immunization programs, investigation and
control of disease outbreaks, encouraging healthy behaviors, and the fortification of water
with fluoride.

* Health promotion: Education programs to encourage healthier and safer lifestyles.

However, information received by the Committee from the Ministry of Health indicates that
while “the provincial government supports the idea of increasing funding for public health
activities,” its additional investments to build public health capacity of $8 million, $16
million, and $24 million are limited investments compared to the total health budget. The
Committee reiterates its recommendation from 2004 that additional resources must be
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provided to public health to ensure it plays a greater role in the prevention of disease and
illness.

The Committee recommends that:

10. the government implement the recommendation of the Select
Standing Committee on Health 2004 report, to gradually raise the
proportion of the Ministry of Health budget devoted to public health
promotion and disease prevention from approximately three percent
to six percent of total health spending.

Diabetes Action Plan

In December of 2005, the Provincial Health Officer released a report outlining the health
impacts and costs associated with Type 1, Type 2 and gestational diabetes in British
Columbia.” The findings of this report are shocking: in 2004, approximately 222,000
individuals were living with diabetes. Of these, over 90 percent of the diagnosed cases were
Type 2 diabetes, which typically occurs in adults who are also overweight or obese due to
unhealthy eating and physical inactivity. People with diabetes and its complications accounted
for 19 percent of all hospital costs, 14 percent of Medical Service Plan costs, and 27 percent of
PharmaCare costs — for a total of $1.04 billion in 2003/04.3¢

Figure 4: Prevalence of Diabetes in British Columbia
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In British Columbia, the Ministry of Health funds 80 diabetes education centres, staffed by
health care professionals who provide support and information on healthy eating, the safe use
of medications and how to prevent complications from the disease. The Ministry also works
with the Canadian Diabetes Association in providing

information to people living with diabetes and

promoting prevention campaigns. ype 2 diabetes was formerly
called adult-onset diabetes because

it was primarily a problem afflicting
population; however, the primary contributing factors | 77 2 ulss —— miiddle- aged, 40,
of unhealthy diets and physical inactivity affect all 50 and 60 — and most of these
British Columbians. The Committee requests that the
Ministry of Health, in conjunction with gradual
increases in budget allotments to public health

Diabetes generally affects older segments of the

were overweight. But now we’re
seeing this condition in younger and

younger kids.” Dr. Carl Ivey,

promotion and disease prevention, develop, in Campbell River
consultation with stakeholders, a comprehensive action

plan for population health interventions to address the
rapid growth of diabetes in British Columbia.

The Committee recommends that:

11. the Ministry of Health continue to develop an action plan for
population-health interventions to address Type 2 diabetes, largely
attributable to weight gain and physical activity. The action plan
should include a specific component for addressing diabetes in
children and youth.

Vending Machine and Food Sales

One area in which the Committee believes ActNow BC should be taking a lead role is in the
development, promotion, and implementation of made-in-B.C. policies concerning food
vending machines — not just in schools, but in all provincial buildings. The Committee
encourages a broad stroke intervention that will serve to harmonize the linkage between
government goals and effective action.

Vending Machines and Food Sales in Schools

The work undertaken by the Ministries of Education and Health provides an excellent starting
point for a comprehensive public vending machine and food sales policy for all public
buildings in British Columbia. Under the Guidelines for Food and Beverage Sales in B.C.
Schools, the government has committed that foods classified with the “Not Recommended”
designation will be prohibited from being sold in vending machines in B.C. schools.?”
Furthermore, by 2009 all schools and districts will be required to ensure that all foods and
beverages sold in schools — including foods sold from vending machines, cafeterias, canteens,
and fundraising events — meet the following composition:
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e at least 50 percent of foods must come from the “Choose Most” category;
* 40 to 50 percent must come from the “Choose Sometimes” category; and

* no more than 10 percent will be from the “Choose Least” category.

Table 2: Overview of food classifications, based on the Guidelines for Food and Beverage
Sales in B.C. Schools

Hot Recommended Choose Least Choose SometimesY © | Choose Mosty ¥

[ These items, inciudng These dems, including These dems, including These fems. including
candies and drinks wharne such things as fres, tend such things as frulg whide gram breads and

| sugar is the first ingredienl. | io be low in key nutients | canned in light syrup, fresh vegeiables, tend

| ar the second ingradient
| after waler, bend to ba

susch & iron and calsium
and highly saled,

represent choices that ans

1o be the higheat in
nutnenis. e lowest in

| highly processed, o have | sweslened or processed. | sweslenad or processed. | unhealthy compenanis,
wary high amounts of These foods should make | They shoud account for and tha least

| sweateners, sad, fal, frans | up 10% or le=s of food 40 = 50%: of feods and processed. Th

| £at or calores ralative fo choices avadable for sale | baverages sold in BL.C, should acmrl'rzzr.!ﬂ%

| Ehair nuirttional value. mn B.C, schools schools,
Thesea faads mus] be

| mliminated in =choal food
| sales by M08,

or mone of foods and
averages 5ok in B.C.
schoois.

Source: Ministries of Health and Education (2005).

The Committee endorses the work conducted by the Ministries of Education and Health to
provide healthier food options to B.C.’s children and encourages all schools in the province to
adopt the guidelines well in advance of the 2009 target date.

The Committee recommends that:

12. the government redouble its efforts to remove junk food from schools
and modify food offered in schools to be consistent with nutritional
guidelines for fat, sugar and salt content.

Saqa, Age 7, D'Arcy
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Vending Machine and Food Sales in Public Facilities

1 can tell you today that were going to extend that initiative to take junk food
out of vending machines in all provincially owned public buildings, including
hospitals. Well act next spring to ensure all vending machine contracts for those
Jacilities are full of healthy food, not junk food. (Premier Gordon Campbell,
November 4, 2006)

On November 4, 2006, the government announced its intention to remove junk food from
all vending machines in all facilities operated and funded by the provincial government.
Presumably, this directive would extend not only to schools and hospitals, but also to
universities, colleges, and break rooms in provincial government and Crown Corporation
buildings. The Committee believes that this announced policy

is an important step in providing harmonization in provincial “Make new multi snacks
government policy. After all, if we as parents and grandparents | that taste good. Instead of
expect our children and grandchildren to eat healthier, we too selling chips and pops in
must be willing to change our behaviour. vending machines, sell
In looking to define the “junk foods” referenced by the Premier, helet/?/ producs like

milk.” J. Pathamanathan,
we would encourage the government to apply the same Van .
standards used in B.C. schools to a broader vending machine ancotve

and food sales policy. It is the Committee’s opinion that foods
that are “Not Recommended” as defined by the Guidelines for Food and Beverage Sales in B.C.
Schools are indeed junk foods and should not be available for sale in any vending machine
located on provincial government property. Furthermore, the Committee endorses
regulations that would require the “50-40-10” guidelines (as outlined on page 33) for the
contents of vending machine to be followed in all public buildings.

__'_,_—'—'_ F
Janahan Pathamanathan and Isabelle Tupas, students of General Brock Elementary School, speak to the Committee in
Vancouver. The two students are the youngest witnesses ever to appear before a parliamentary committee in British
Columbia.
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However, vending machines are not the only food purchasing options available on government

properties. For example, a typical university campus
will have a convenience store stocked with candy
and instant meals loaded with salts and fats,
cafeterias offering everything from deep-fried
chicken to bacon cheeseburgers, coffee shops
offering high fat mochas and coffee- and cream-
based beverages, plus banks upon banks of food and
beverage vending machines. Clearly, simply
removing just “Not Recommended” foods from
vending machines will do little to affect behavioural
change.

What is needed is a comprehensive policy regulating
the sale of all foods in B.C.’s public buildings.
Using the Guidelines for Food and Beverage Sales in
B.C. Schools as a baseline, the government should
prohibit the sale of “Not Recommended” food
products by all companies selling food in facilities
owned or managed by the province by 2009. There

“I suggest that the chips, candy and
pop in vending machines be replaced
with healthier choices. Milk-to-go,
granola bars, juice boxes, fruit leather
and many other options are all better
for the mind and body, and they are
the choices that our school must support
in order for us to maintain a more
improved lifestyle.” Y. Pinaza,

Vancouver

“Its just that when people are grazing
on the vending machines or up at the
store, it’s not healthy.” A. Robertson,

Campbell River.

needs to be an ultimatum issued to food manufacturers, distributors, and retailers: provide
healthier food options or be prepared to lose your prime retailing space.

Furthermore, we would encourage all municipalities to follow the Committee’s
recommendations and remove all “Not Recommended” foods from municipal recreation
facilities, community centres, and municipal government buildings. British Columbia needs a
harmonized approach on the sale of foods in public facilities if we are going to make healthy
food options the easy choice for both children and adults.

The Committee recommends that:

13. the government order the mandatory removal of all products
classified as “Not Recommended” under the Guidelines for Food and
Beverage Sales in B.C. Schools from vending machines and other
food outlets on property owned or managed by the provincial
government by 2009, including, but not limited to, schools, hospitals,
universities, and cafeterias in government buildings, and follow the
50-40-10 food contents outlined within the Guidelines.

14.

the government require all kiosks, restaurants, snack shops and

other food outlets operating within properties owned or operated by
the provincial government to adopt the Guidelines for Food and
Beverage Sales in B.C. Schools, and prohibit the sale of “Not

Recommended” products.
15.

municipal governments be encouraged to consider adopting

measures similar to the Committee’s proposed vending and food

sales guidelines.
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Ending the (tax) Free Ride for Junk Foods

One debate the Committee heard
during our public hearings was over
whether British Columbia should
implement a junk food tax on foods
and beverages high in fat, sugar, and
sodium. The argument in favour of
adding taxes on junk or snack foods
are twofold. First, introducing such
taxes may positively reinforce in an
individual’s mind that the products
being purchased are not the best
options for healthy nutrition. Second,
advocates of additional taxation on
foods of poor nutritional quality argue
that the revenue generated from such
taxes should be targeted to support
social marketing programs that
reinforce healthy eating and physical
activity messages.

“Suppose that government introduces a tax on cookies
to discourage the consumption of fat and reduce
obesity. Cookies are a composite commodity; there are
large variety of cookies that are available to
consumers, all of which have different fat contents. If
a composite is taxed by its average fat content (or any
other measure), then consumers have considerable
latitude within the composite as to how much fat
they will choose to consume. Furthermore, it is
generally true that the cookies with the lowest fat
contents tend also be the highest priced. Low fat foods
tend to be higher priced because they are more
expensive to produce and because consumers consider
low fat foods to be higher quality. Conversely, high fat
Joods tend to be low quality, lower priced foods.” .
Stephen Clark, (2006), “Fat taxes as a policy

instrument to control obesity,” Written submission.

At this point in time, this Committee does not endorse recommendations for a specific “junk

food tax.” Indeed, we learned that applying small taxes on energy-dense and salty foods would

be unlikely to cause significant positive changes in consumption patterns and may actually

push lower income consumers towards purchasing lower quality food items with higher fat

and sugar loads.*

Application of the Retail Sales Tax to Snack
Foods, Beverages, and Candy in Ontario

RST applies to snack foods and candy when
sold for 21¢ or more. Examples of taxable
items include:

® candy coated or chocolate covered raisins,

® chewing gum,

® chocolate bars, jelly beans and other
candies,

® granola bars,

® marshmallows,

® potato chips, corn chips, pretzels and puffs,
however flavoured,
® popcorn (salted, buttered or flavoured), and

® salted or coated nuts and seeds.

Source: Ontario Ministry of Finance, lax
Revenue Division.

However, the Committee believes that it is
important for consumers to be made aware that
those products with high levels of sugar, fat, and
salt are undesirable choices. Indeed, many
jurisdictions in both Canada and the United States
have instead opted to remove exemptions covering
candy, confections and soft drinks from their
provincial or state sales tax (see Table 3). For
example, seven Canadian provinces (including
Ontario, Manitoba, and provinces with
harmonized provincial and federal sales taxes)
include candy, chocolate bars, and beverages as
foods not worthy of tax exemption status. British
Columbia, to date, has not followed suit in
removing the exemptions allotted to these
products.
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In reviewing British Columbia’s current policies concerning the application of taxes vis-a-vis
candy, confections, and soft drinks, the Committee learned that such foods are notably
exempted under section 70 of the Social Services Tax Act [RSBC 1996, Chapter 431]. We

believe that this is an oversight that requires immediate attention.

In addition, to ensure these products are not simply reclassified as “food products” under the
Act, (that are also exempt from the Social Services Tax) the Committee recommends that the
government amend Section 2.4 of the Social Services Tax Act Regulations (B.C. Reg. 84/58) to
explicitly exclude candy, confections, and soft drinks as products not covered under the
“food products” exemption.”” Furthermore, the Committee suggests that the government
consider classifying all products identified as “Not Recommended” under the Guidelines for
Food and Beverage Sales in B.C. Schools as products that should not be exempt from the Social
Services Tax.

Table 3: Food Excluded from State Sales Tax Exemptions for Food (2002)

SALES

TATE '‘MPT FOOD 'D BE 'E.

S TAX RATE NONEXE, OOD AN. VERAGES

Connecticut 6% Soft drinks, soda, candy, and confectionery unless sold in school cafeterias,
college dining halls, sororities and fraternities, hospitals, residential care
homes, assisted living facilities, senior centers, day care centers, convalescent
homes, nursing homes, or rest homes, or unless sold from a vending machine
for less than 50 cents

Illinois 6.25% Soft drinks

Indiana 5% Candy, confectionery, chewing gum, soft drinks, soda, mineral water,
carbonated water, and ice

Kentucky 6% Candy, confectionery, chewing gum, soft drinks, soda, mineral water,
carbonated water, and ice

Maine 5% 