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Methodology
Two subject matt er experts, Lois Ferguson, a registered dieti ti an and 
highly respected author and commentator on health and nutriti on, and 
Kati a De Pinho Campos, a Ph.D candidate at the Dalla Lana School of 
Public Health at the University of Toronto, undertook a comprehensive 
environmental scan of relevant work being done in the food and health 
space over the summer of 2014. Major research and strategic initi ati ves 
were reviewed, assessed and used to inform the recommendati ons 
provided to the Presidents’ Council in this Strategy. Representati ve 
leaders in health and nutriti on were interviewed by the authors to gain 
the benefi t of their insights. The authors appreciated the openness 
and readiness of those interviewed to share their perspecti ves and to 
make connecti ons to thought leaders, studies, and research papers 
relevant to the subject matt er. The food and health space is a very 
acti ve sphere of research and engagement by industry, government, 
and non-governmental organizati ons (NGOs) from both the health and 
agriculture and food communiti es. While this strategy has been shaped 
by current, relevant informati on, it does not address all the extensive 
work and research underway in this space. The opinions expressed 
in this Strategy are those of the authors alone and not necessarily 
held by the Presidents’ Council, the levels of government providing 
funding (Agriculture and Agri-Food Canada and the Ontario Ministry of 
Agriculture, Food and Rural Aff airs), nor by authors of reports cited in 
the Strategy.

This project was funded in part through Growing Forward 2 (GF2), a federal-provincial-territorial initi ati ve. 
The Agricultural Adaptati on Council assists in the delivery of GF2 in Ontario.

The views expressed in the report or materials are the views of the authors 
and do not necessarily refl ect those of the governments of Canada and Ontario.
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39 William Street, Elmira, ON  N3B 1P3  
Phone (519) 669-3350 
Fax (519) 669-3826 
susan.tfi o@sympati co.ca 
www.ontariopresidentscouncil.com

The Presidents’ Council was formed in 2004 and is a venue for the 
Chairs and Presidents of Ontario’s agriculture and food organizati ons to 
discuss the broad issues and challenges facing the industry. A full list of 
members is provided on p. 45.

Food and beverage processing: 
adding value to Ontario’s agriculture
With over fi ve million acres in producti on, over 200 commoditi es 
produced, and farmgate receipts exceeding $11 billion, agriculture is a 
vital part of Ontario’s economy. 

The food and beverage processing sector is a key link in Ontario’s 
agriculture and food value chain and also a substanti al contributor to 
the provincial economy. In 2011, the industry’s 3,000 plus businesses 
generated $39.4 billion in annual revenues and contributed $11 billion 
to the provincial Gross Domesti c Product. Over 125,000 jobs are 
directly provided through the sector with thousands more generated in 
other interconnected parts of the agriculture and food value chain.

Ontario’s food and beverage processing sector is the primary customer 
for Ontario’s 75,000 farm operators. Ontario-based food and beverage 
processors buy about 65% of food-related farm producti on in the 
province. The relati onship between the farmer and the processor is 
essenti al to making healthy and high quality food and beverage available 
to Ontario consumers 12 months of the year.
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Executive Summary
The overall goal for the Presidents’ Council Ontario agriculture and food 
strategy is clear:

To build a successful and sustainable future for Ontario farmers, 
food processors and bio-economy fi rms, who collecti vely contribute 
to a stronger economy, create jobs and a healthier society in Ontario. 
The strategy is based on three pillars: economic growth, health and 
sustainability. This report provides an environmental scan of the issues, 
acti viti es and recommendati ons for the Health Pillar of the Ontario 
strategy. This report shows how Ontario’s agriculture and food sector can 
increase its positi ve impact on health and wellness.

An environmental scan of the issues revealed that demographic changes 
such as our aging populati on and increasing multi culturalism are 
important factors related to food and health. Other factors include lack 
of understanding of nutriti on, lack of food skills to prepare healthy meals, 
limited access to healthy food and the cost of healthy food.

Health care system costs in Ontario conti nue to rise. Proporti onately, 
health care has risen to the point where it now accounts for 42% of all 
public spending. In absolute terms, the esti mated health care system 
costs for Ontario in 2013/2014 were $51 billion with an additi onal $29 
billion spent directly by consumers and their private sector insurers and 
by other levels of government.

The analysis revealed obesity, Type II diabetes and cardiovascular disease 
to be major health issues for Ontario that can be signifi cantly aff ected by 
diet. Like many other countries in the developed world, the prevalence of 
obese and overweight Canadians is a major health issue that can increase 
likelihood of other health issues. Stati sti cs Canada reported in 2013 that 
62.0% of men (8.8 million) and 45.1% of women (5.8 million) in Canada 
were classifi ed as either overweight or obese. 

Researchers who have studied the issue recognize that there is no one 
single factor responsible. Changes in life-style, leading to more sedentary 
behaviour and therefore less energy expenditure, are contributi ng factors 
as are a wide range of socio-economic factors that are associated with 
lack of access to and availability of healthy aff ordable food. 

But there is some positi ve news for health and diets. According to 
a Tracking Nutriti on Trends study, nearly all Canadians (92%) report 

Proporti on of obesity in 
Canada, 20131

Men
62%

Women
45.1%

Source: BUILDING BETTER HEALTH CARE, 
Policy opportuniti es for Ontario, Insti tute for 
Competi veness and Prosperity, Working Paper # 
20,  (April, 2014), htt p://www.competeprosper.
ca/uploads/WP20_Bett erHealthCare_
FINAL.pdf
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having done something to improve or change their 
eati ng and drinking habits over the past year. The 
top three improvements made by Canadians are: 
eati ng more fruits and vegetables (68%), reducing 
salt/sodium (50%) and reducing sugar (50%) in 
their diet.

Ontario’s agriculture and food system has 
demonstrated that it is well positi oned to respond 
to consumer drivers of change. When consumers 
demand healthier food products, Ontario farms, 
food and beverage processors, food distributors and 
retailers provide them. Many products, for example, 
have been reformulated in the past fi ve years with 
lower levels of sodium and trans fat in response to 
voluntary Health Canada guidelines.

The Health Pillar for this Ontario strategy can have 
shared goals with other existi ng strategies that 
seek to achieve the same outcome. The Canadian 
Federati on of Agriculture Nati onal Food Strategy, 
for example, includes the following two health 
related goals:

• Consumers choose foods and healthy eati ng 
patt erns that promote opti mal health.

• Consumers always have access to safe and 
nutriti ous food.

Similarly, the Ontario Food and Nutriti on Strategy 
developed in part by Sustain Ontario includes the 
following three goals:

• To promote wholisti c health and well-being of 
all people in Ontario.

• To reduce the burden of obesity and chronic 
disease on Ontarians and the Ontario health 
care system.

• To strengthen the Ontario economy and 
resiliency of food systems.

The research has revealed six (6) key opportuniti es 
for interventi ons or improvements to food and 
nutriti on in Ontario:

Effective Intervention Opportunities
• A More Collaborati ve Multi -Sector Approach

• Food Availability and Access

• Food Literacy

• Food Skills

• Informati on Sharing and Disclosure

• Industry-Government Voluntary Collaborati on

How can the agriculture and food sector help 
seize these opportuniti es and support the goals 
for the Presidents’ Council’s strategy? We off er 
the following recommendati ons:

Recommended Strategies on 
How To Increase Positive Impact
Support A More Collaborati ve Multi -Sector 
Approach

Support a more collaborati ve multi -sector 
approach across business and governments 
representi ng agriculture, food processing, nutriti on 
and health to ensure consistent messaging 
and opti mal use of resources. A possible focus 
is increasing collaborati on with the health 
community to build trust and understanding of the 
health issues facing society and in determining the 
evolving role of the agriculture and food sector in 
contributi ng to healthier life-styles.

Support Co-ordinated Programs that build Food 
Literacy and Food Skills

Increasing food literacy and food skills, especially 
in school age children, is a key priority identi fi ed 
during the research for this strategy. There are 
already several existi ng programs or initi ati ves that 
are underway in this area. However, a more co-
ordinated and expanded approach will increase the 
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combined impact. A possible acti vity is to support and expand existi ng 
initi ati ves that enhance food literacy and food skills in schools by giving 
these areas prominence in core curriculum as criti cal life skills.

Support Increased Healthy Food Availability and 
Access through Innovati on

Support increased availability and access to healthy food through 
innovati on, not only in the domesti c market but also in internati onal 
markets that have similar needs. While the issue of food access and 
availability is complex and will require a range of interventi ons, the 
agriculture and food sector can make a signifi cant impact by giving 
more focus to the nutriti onal att ributes of crops, livestock, food 
products and processes. A possible acti vity is making an industry-led 
10-year commitment to expand research capacity in food nutriti on 
that strengthens relati onships and enhances outcomes across 
research insti tuti ons.

Walk The Talk

The Presidents’ Council can engage in proacti ve steps to change the 
culture in which the importance of nutriti on is given prominence and 
focus by all organizati ons within the Council. A possible acti vity is the 
creati on of a standing working group of Presidents’ Council organizati ons 
focused on health and nutriti on to enable Council members to coordinate 
eff orts and fi nancially support combined outreach programs.
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Fundamental Principles
This Agri-Food for Health Strategy report was prepared with the following 
fundamental principles in mind.

Principle # 1 – The Agriculture and Food Sector’s Fundamental 
Commitment To Valuing Consumers

Consumer needs extend beyond the healthfulness of the products 
which they purchase and include other important purchase decision 
criteria such as convenience (in terms of access, storage, preparati on 
and disposal), taste and texture (deriving pleasure from the sensory 
eati ng experience), aff ordability (price and value), and food origin (local 
versus imported). Healthy food products need to be off ered in the 
context of meeti ng other important consumer needs.

The agriculture and food sector has a major investment in producti on 
and processing assets, brand assets, and distributi on infrastructure. 
Change in providing healthier food products will be evoluti onary as 
future investments respond to changing consumer preferences.

Principle # 2 – The Fundamental Role of Informati on In The 
Market Economy

In a free enterprise market economy system, the underlying premise 
is that the market is the most effi  cient mechanism for the opti mal 
allocati on of resources. In order to ensure that effi  ciency, there is 
a role for regulatory oversight to monitor equitable competi ti on 
among providers of food products and to validate that the best 
possible informati on is available to consumers concerning nutriti onal 
and health-related impacts of the food choices. With the explosion 
of digital media in the 21st century, there has never been more 
opportunity for informati on-empowered consumers to drive change 
towards healthier food products.

Enterprises throughout the agriculture and food value chain, from producti on agriculture to 
food service and food retail establishments, are committ ed to delivering value to consumers by 
providing healthy food and beverage choices, and therefore will respond to consumer drivers for 
products that meet consumer needs.

Informed consumers are the most effi  cient and eff ecti ve means of contributi ng to 
food choices that are healthy.
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Principle # 3– The Fundamental Need For Consumer Market Signals 
To Flow Up The Value Chain

Consumer demand will therefore be enabled to drive changes in the 
formulati on and porti on size of products and the manner in which they 
are presented and distributed. The pace of product innovati on, both 
in terms of the physical att ributes of the product and its informati on, 
will be determined by the level of investment and the commitment of 
resources. Research and development acti viti es that lead to discoveries 
of healthier att ributes need to be commercialized in short cycle ti mes to 
capture the competi ti ve advantage of innovati on.

Principle # 4  – The Fundamental Scope Is Global For Ontario’s 
Agriculture, Food and Beverage Sector’s Market.

Governments around the world, as expressed in policy initi ati ves of 
the World Health Organizati on, share a common need to provide 
healthy food products to their populace and ensure that their people 
are informed about the food choices they make. Other governments 
face similar challenges to Ontario’s in managing the cost of the health 
care system.

Ontario can make a decision to be diff erenti ated and recognized 
as a global leader in the producti on and marketi ng of healthy food 
products. As consumer incomes rise in Asia and the demand for 
value-added food products increases, Ontario has opportunity to 
grow its food and beverage processing sector at rates beyond the 
growth in local demand alone.

The closer a food establishment is to the point of selling food to the consumer, the greater 
responsibility and capacity it has to ensure that consumers’ collecti ve demand profi le, including 
the need for healthier food opti ons, is relayed to earlier stages in the value chain.

The development of healthier food products can sati sfy consumer demand far 
beyond the domesti c market.
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Population Changes in Ontario
A review of demographic changes aff ecti ng Ontario’s populati on is 
important in order to understand its impact on health and future health 
care system delivery costs. The analysis revealed that an aging populati on 
and growing multi culturalism in Ontario are key factors related to 
agriculture, food and health.

Aging Population 
The primary change occurring is the relati vely higher proporti on of 
the populati on that is over 65. The relati ve proporti on of Ontario’s 
populati on 65 years and older is increasing as well as the absolute 
number of individuals in this age segment. Individuals 65 years 
and older are projected to double by 2036 (~ 4,166,812 people), 
representi ng 24% of the enti re populati on.

An older populati on has diff erent food needs and generally requires a 
smaller porti on size. This senior segment will be a growth segment in 
the domesti c market and in internati onal markets such as Japan and 
Europe where the populati on aging trends are comparable to Canada’s.

1971 2013 2036 (projected)

0-4
00 100,000100,000 200,000200,000 300,000300,000 400,000400,000 500,000500,000 600,000600,000

5-9
10-14

15-19
20-24
25-29
30-34
35-39
40-44
45-49
50-54
55-59
60-64
65-69
70-74

75-79
80-84
85-89

90+

Figure 1  Populati on of Ontario by age group and sex, 1971, 2013, 2036

Source: Public Health Ontario. Ontario’s Populati on: Determinants of Health. Toronto: Public Health Ontario, 2014.
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The aging populati on might also be expected to be responsible for 
increases in health care costs. The Canadian Insti tute for Health 
Informati on (CIHI) suggests that aging populati on is not the primary 
driver of increases in cost pressures on the system. The following chart 
shows the primary drivers of cost increases in health care spending: 
hospitals, physicians and drugs. Of these three categories, the fastest 
growing spending category is drugs.1

Multiculturalism
Increases in the populati on of youth occur as a result of immigrati on 
as well as births. Although it is not part of this analysis, the 
informati on in this table below is relevant to food and health to the 
extent that diff erent ethniciti es have diff erent dietary preferences 
and diff erent risk factors for disease. Although these factors are 
not deemed to be fundamental to the strategy, they are part of the 
changing demographic landscape in Ontario and therefore aff ect the 
market for food and beverage products.

Figure 2  Ontario, 2000-2011   Decompositi on of government health care expenditure growth

Table 1  Canada, Permanent residents by country of origin accounti ng for 40,000 or more immigrants
  (Data for the ten year period 2003 – 2012)

Total Hospitals Physicians Drugs

Annual average
growth 6.7%

5.9%

7.3%
7.7%

Aging
0.9%

Popula�on
1.3%

Infla�on
2.2%

Residual
2.3%

1.0%

1.3%

2.2%

1.4%

0.6%

1.3%

2.2%

3.2%

1.1%

1.3%

2.2%

3.1%

China, People's Republic of 325,360 Iran 63,144
India 274,924 France 59,645
Philippines 234,922 Korea, Republic of 58,819
Pakistan 95,848 Colombia 47,414
United States 92,601 United Arab Emirates 44,807
United Kingdom 73,016 Sri Lanka 40,911

Source:  Government of Canada htt p://www.cic.gc.ca/ENGLISH/resources/stati sti cs/facts2012/permanent/10.asp

Source: Insti tute for Competi ti veness & Prosperity analysis based on data from the Canadian Insti tute for Health Informati on

1. Born, Karen, & Laupacis, Andreas. (2011). What is driving health care costs?   Retrieved September 4, 2014
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Costs of Health Care in Ontario
A major analysis of Ontario’s health care system was undertaken by 
the Insti tute of Competi ti veness and Prosperity and published in 
April 2014 as Working Paper #20. Highlights from that study include:

• Total health care spending in Ontario is expected to reach an all-ti me 
high of $80 billion in 2013, of which $51 billion was spent by the 
Ontario government. Ontario’s health care sector, roughly comparable 
in size to its manufacturing sector, accounts for a signifi cant and 
growing share of provincial gross domesti c product (GDP): 11.5 
percent in 2013, up from 7.5 percent in 1982. Health care is the 
biggest item in the Ontario’s government’s budget, and 42 cents 
of every dollar spent goes toward health care, up from 34 cents in 
1982. Despite these excepti onal resources, Ontario does not achieve 
high value for health care dollars compared with internati onal peers.1 
The following table from the report shows diff erences in health care 
expenses compared to other OECD countries.

Expenditure
per capita

0

$12,000

10,000

8,000

6,000

4,000

2,000

Note: Total health care expenditure per capita is adjusted for purchasing power parity (PPP). Data points marked in orange represent countries with life expectancy 
comparable to or above (≥ 81.1 years) that of Ontario (81.5 years).
Source: Ins�tute for Compe��venes & Prosperity analysis based on data from the OECD, and the Canadian Ins�tute for Health Informa�on.

Mexico

Turkey

United States

Norway Switzerland

Netherlands
Austria

Canada

GermanyDenmark
Ontario

Luxembourg

FranceBelgium
Sweden

Australia

Ireland UK Finland

OECD average

Iceland
New
Zealand

Japan
Spain

ItalyPortugal

Slovenia Greece

Israel Korea
Czech Republic

Slovak
Republic Hungary

Chile Poland Estonia

5 7 9 11 13 15 17 19 21 23 25%
Percentage of popula�on over age 65 (%)

Figure 1  Ontario, Canada, and OECD countries, 2011 
Total health care expenditure per capita and percentage of populati on over age 65

Source: BUILDING BETTER HEALTH CARE, Policy opportuniti es for Ontario, Insti tute for Competi veness and Prosperity, Working Paper # 20,  (April, 2014), 
htt p://www.competeprosper.ca/uploads/WP20_Bett erHealthCare_FINAL.pdf
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• Furthermore, the problem is compounded by decreasing 
government revenues relati ve to health care spending and gross 
domesti c product (GDP) as shown in the following table.

• In Ontario, one percent of the populati on accounts for one-third 
(34%) of the government’s health care costs, while fi ve percent of 
the populati on accounts for two-thirds (66%) of health care costs. 
Concentrati on of a large proporti on of health care spending on a 
small group of pati ents is not unique to Ontario. Research from 
Manitoba, Briti sh Columbia, and the United States confi rms that in 
every health care system, health care resources are skewed toward 
a small share of the populati on.1

Growth rate

3

2

1

0

4

5

6

Note: The 8-year rolling average was used to emphasize trends, and smooth out cyclical varia�ons.
Source: Ins�tute for Compe��veness & Prosperity analysis based on data from Sta�s�cs Canada.

1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009

Government health care spending

GDP

Government revenue

%

Figure 2 Ontario, 1999-2009   
GDP, government revenue and health care spending growth (8-year rolling average)

Source: BUILDING BETTER HEALTH CARE, Policy opportuniti es for Ontario, Insti tute for Competi veness and Prosperity, Working Paper # 20,  (April, 2014), 
htt p://www.competeprosper.ca/uploads/WP20_Bett erHealthCare_FINAL.pdf

WHO ARE THE HIGH USERS OF HEALTH CARE?
“High users of health care are typically pati ents at the end of their lives, individuals with chronic diseases or 
multi ple chronic diseases, and infants with high health care needs. The 60 and over age group accounts for the 
largest proporti on of high-cost health care users. High-cost users are also more likely to come from disadvantaged 
groups in the populati on and thus more likely to be poor, unemployed, and socially isolated.” 1
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• The reality is that populati on health is aff ected by a broad range of 
factors, including income, educati on, housing, and social integrati on. 
These factors, labeled the upstream determinants of health, are 
much more powerful predictors of health outcomes than, for 
example, lifestyle choices (diet and physical acti vity) and health care 
delivery itself, and are widely recognized as lying at the root of poor 
health outcomes in Canada and globally.1 

The Insti tute for Competi ti veness and Prosperity’s Working Paper #20 
describes the need to avoid a lose/lose scenario in Ontario in which 
proporti onately higher health care costs diminish the capacity for public 
investments in infrastructure and other economic growth opportuniti es, 
thereby worsening the underlying socio-economic conditi ons that 
contribute to higher health care costs. The Working Paper identi fi es 
eight opportuniti es for improving the outcomes from Ontario’s health 
care system investment as the authors believe that Ontario’s system 
is under-performing relati ve to other countries with similar standards.  
None of the opportuniti es is related to diet and nutriti on although 
the authors recognize the cost burden of chronic diseases in Ontario, 
especially Type II diabetes.1

Ontario’s public health care accounts for 68% of total expenditures. There 
is a substanti al bill, representi ng 32% of total costs, that is paid for directly 
by consumers or private health insurance plans off ered by their employers 
for services such as optometrists, chiropractors and dental care. 

15,000

10,000

5,000

0

20,000

25,000

Age group

$30,000 Life expectancy
81.5 years

Source: Ins�tute for Compe��veness & Prosperity analysis based on data from Canadian Ins�tute for Health Informa�on. 

<1 1-4 5-9 10-14 15-19 20-24 25-29 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69 70-74 75-79 80-84 85-89 90+

Expenditure
per capita

Figure 3 Ontario, 2011   Government health care expenditure per capita, by age group

Source: BUILDING BETTER HEALTH CARE, Policy opportuniti es for Ontario, Insti tute for Competi veness and Prosperity, Working Paper # 20,  (April, 2014), 
htt p://www.competeprosper.ca/uploads/WP20_Bett erHealthCare_FINAL.pdf
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In assessing the role of food and beverages on the health care cost for 
Ontario, the focus is oft en solely on the publicly funded costs.  There is 
signifi cant evidence that diets that are high in sugar, especially in youth, 
contribute to dental decay and the build-up of plaque.2 While this 
report does not investi gate that connecti on, it is important to recognize 
that consumers pay directly for health care services, such as dental, that 
are also impacted by diet and nutriti on.

The chart below provides an accounti ng for the enti re $80 billion 
health care expenditure in Ontario.

Hospitals
28.7%

Drugs
17.3%

Physicians 
16.1%

Other health spending
5.8%

Public health 5.2%

Capital 4.1% Administration
2.7%

Other professionals
(dental & vision care) 

9.7%

Other ins�tu�ons
(nursing homes & 

residen�al care)
10.3%

Figure 4 Total Ontario health expenditure equals $80 billion1

Note: Numbers are forecasted values for 2013. 
Total health care expenditure is combined public 
and private spending.

Source: Insti tute for Competi ti veness & 
Prosperity analysis based on data from the 
Canadian Insti tute for Health Informati on.

1. BUILDING BETTER HEALTH CARE, Policy opportuniti es for Ontario, Insti tute for Competi veness 
and Prosperity, Working Paper # 20,  (April, 2014), htt p://www.competeprosper.ca/uploads/WP20_
Bett erHealthCare_FINAL.pdf

2. The Ontario Dental Hygienists’ Associati on website contains a secti on enti tled “Foods/Beverages That 
Contribute to Poor Oral Health.” htt p://www.odha.on.ca/drupal/system/fi les/pdf/Nutriti onF.pdf  Many of 
the same foods on their list are also associated with youth obesity.
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Nutrition Trends in Canada
Over the past 20 years, there have been seven surveys in the Tracking 
Nutriti on Trends (TNT) series.1 The sample size is suffi  ciently large 
to provide a detailed analysis of adult Canadians’ eati ng habits and 
health, knowledge and understanding of nutriti on, infl uences on food 
choices, awareness and att enti on to food product labels, and sources 
of informati on about food and nutriti on.

Eating Habits and Health
Three disti nct segments appeared, two of which are knowledgeable 
about nutriti on and food, and are recepti ve to making healthy 
choices and living healthy lifestyles. These are the Weight/Ingredient 
Conscious group (49%) and the Health Conscious group (26%).

The third group is “Not Engaged in Healthy Living/Eati ng” and 
represents 25% of Canadian adults. They rate their eati ng habits and 
health as poor to fair and lack the moti vati on to make changes to 
improve their overall health.

The 2013 survey showed notable positi ve changes from responses 
the last ti me the survey was done in 2008. More Canadians now 
report eati ng breakfast each day – 63% of respondents now, up 
from 58% in 2008.  As well, more Canadians now believe they are 
knowledgeable about food and nutriti on (82% now, vs. 78% in 2008).

Nearly all Canadians (92%) have done something to improve or 
change their eati ng and drinking habits over the past year. The top 
three improvements/changes made by Canadians are: eati ng more 
fruits and vegetables (68%), reducing salt/sodium (50%) and reducing 
sugar (50%) in their diet.

Canadians generally eat meals prepared at home at least fi ve days a 
week. Consistent with 2008 results, breakfast is the meal Canadians 
are the most likely to prepare at home (52%), followed by dinner (48% 
vs. 43% 2008) and lunch (37% vs. 38% 2008).

Many Canadians (59%) look for nutriti onal informati on when they eat 
out. Consistent with 2008 results, menus are seen as the most useful 
way to obtain nutriti onal informati on when eati ng out. 

OPPORTUNITY
Ontario’s agriculture and food 
sector is in a unique positi on 
to serve the whole healthy 
eati ng spectrum with over 
200 commoditi es produced 
on Ontario farms. Eati ng well 
with CANADA’S FOOD GUIDE 
identi fi es four food and beverage 
categories for a balanced 
and nutriti ous diet. Ontario 
produces the full variety of 
whole grains, lean protein from 
meat and alternati ves, fruits and 
vegetables, and dairy for eati ng 
well as recommended in Canada’s 
Food Guide. Coupled with access 
to advanced processing and 
product development capacity, 
there is a growth opportunity to 
fulfi ll the expanding consumer 
focus on nutriti on and contribute 
to healthier diets in Ontario and 
other parts of the world. 

HealthStrategyPillar_revised master_15.indd   12HealthStrategyPillar_revised master_15.indd   12 1/14/2015   9:13:11 AM1/14/2015   9:13:11 AM



13 Presidents’ Council, Agri-food for Health Strategy

Fruit and Vegetable Consumption as a Marker for 
Healthy Eating
Fruit and vegetable consumpti on data is important because it “can be 
used as a marker for a more general patt ern of healthy eati ng and is 
an important source of vitamins, minerals and fi bre.”2 

In 2013, 40.8% (roughly 11.5 million) of Canadians aged 12 and older 
reported having consumed fruit and vegetables fi ve or more ti mes per day. 
This rate has been unchanged since 2011. Females conti nued to be more 
likely than males to eat fruit and vegetables fi ve or more ti mes a day. In 
2013, 47.4% of females (6.8 million) consumed fruit and vegetables fi ve or 
more ti mes daily, compared with 34.0% of males (4.7 million).3 
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Figure 1 Self-Reported Consumpti on of Vegetables and Fruit 
at Least Five Times per Day in Youth Aged 12 to 19,    
Ontario and Canada, 2003 to 2011

Source: Addressing Obesity in Children And Youth: Evidence To Guide Acti on In Ontario, (Public Health Ontario 2013), p. 19 (emphasis added)
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Knowledge and Understanding of 
Nutrition
In 2013, Canadians considered themselves 
knowledgeable about nutriti on (82% vs. 78% 2008). 
Overall, people who think they are knowledgeable 
generally have a good understanding of nutriti on, a 
trend also seen in 2008. 

When asked true or false statements to test their 
knowledge nutriti on, overall, Canadians answered 
most of the questi ons correctly with the excepti on 
of the statement about “the amount of cholesterol 
people eat is a major factor that aff ects their 
blood cholesterol” and “non-hydrogenated or 
soft  margarine contains less fat than butt er”. Both 
of those statements are false.

Influences on Food Choices 

Taste is important to nearly all Canadians (97%). 
While most Canadians think that nutriti on is 
important, cost is also a considerati on for many. The 
importance of food cost increases among those with 
an annual household income of less than $80K.

The majority of Canadians say that maintaining 
good health (88%), weight management or body 
image (73%) and gaining energy or stamina (70%) 
infl uence the food choices they make. Overall, the 
results have stayed the same since 2008.

Over 70% of Canadians indicate that the 
following infl uence their food choice—if the food 
is: a source of protein, low in fat (total, saturated 
fat or trans fat), a source of fi bre, a source of 
whole grains, low in sodium/salt and low in 
sugar. Previous experience with a product as 
well as where it is produced—locally (within their 
province) or in Canada—are also important factors 
when making food choices. 

Canadians who rate their eati ng habits as 
excellent/very good say they are comfortable with 

selecti ng, preparing and storing food. Younger 
Canadians 18-34 are less comfortable with 
peeling, chopping or slicing vegetables (82% vs. 
90% 55+), selecti ng and cooking non-processed 
cuts of meat or meat alternati ves (71% vs. 81% 
55+) and preparing a meal for themselves or their 
family using only basic food ingredients (77% vs. 
86% 55+). However, they are more comfortable 
preparing a meal using prepared ingredients 
(68% vs. 54% 55+).  

Women are more comfortable than men with 
peeling, chopping or slicing vegetables (90% vs. 
83%), preparing a meal for themselves or their 
family using only basic/whole food ingredients 
(85% vs. 76%).

Food Product Labels 
When looking at a food label, most Canadians 
always/usually look at the best before date (78%). 
The ingredient list (59%) and nutriti onal facts 
table (54%) are also frequently consulted. 

Canadians are less interested in statements about 
health benefi ts (22%), health or bett er choice 
slogan, symbol or logo (21%) and religious or cultural 
symbol, logo or program (7%). Consistent with 2008, 
less than half of Canadians use the informati on 
on food packages to determine how much of the 
product they or their family should eat. 

In terms of why people read food labels, 
most say they compare the nutriti onal 
quality in similar types of foods, to get a 
general idea of the caloric content of food, 
to see if there is a litt le or a lot of a nutrient 
in a product and to see where the product 
comes from. Only half of Canadians report 
making decisions based on the ingredient 
list and nutriti on facts table. 
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In terms of why people read food labels, most say they compare the 
nutriti onal quality in similar types of foods, to get a general idea of the caloric 
content of food, to see if there is a litt le or a lot of a nutrient in a product and 
to see where the product comes from. Only half of Canadians report making 
decisions based on the ingredient list and nutriti on facts table. 

Sources of Information about Food and Nutrition 
Canadians access informati on about food and nutriti on from various 
sources, the most popular being those that are easily accessible. 
Consistent with 2008, food product labels top the list (70%). Other 
common sources include the nutriti on facts table (51%), the internet 
(50%), friends/relati ves/colleagues (49%) and magazines (48%). 

The sources considered to be the most credible are underuti lized. For 
example, the most credible are family physicians/health professionals 
(94%) and dieti ti ans (88%). However only 50% and 21% respecti vely 
received informati on from these sources.

How These Trends Are Aff ecti ng 
The Marketplace
• Parents are increasingly purchasing BFY (bett er-

for-you) products, a premium category that is 
positi oned in the marketplace as off ering BFY 
health benefi ts, such as reduced fat, sugar and/
or salt content, while maintaining great taste and 
texture. The BFY marketi ng term cannot be used 
in adverti sing or as an att ribute on food and 
beverage labels. Parents are choosing naturally 
healthy, organic and forti fi ed/functi onal food 
products for their children, in order to help them 
maintain a healthy lifestyle. 

• Senior consumers are highly interested in 
maintaining a healthy lifestyle and a certain level 
of vitality long into their reti rement. As a result, 
this consumer segment spends a signifi cant 
amount of money on healthier foods, exercise 

equipment, and supplements, and has now 
become a major target group for the health and 
wellness industry. 

• There has been an overall snacking trend 
internati onally, with parti cularly healthy snacking 
experiencing signifi cant growth. Consumers are 
now shopping for quick food soluti ons that are 
both nutriti ous and sati sfying. 

• Due to consumers now opti ng to purchase 
healthier products, with no preservati ves, 
pesti cides or other chemicals, sales of 
unprocessed and naturally healthy products 
have signifi cantly grown. 

• There has been a slight shift  towards more 
traditi onal distributi on channels for health 
and wellness products, with supermarkets/
hypermarkets accounti ng for the largest share 
from 2005 to 2010. 

Source: Health and Wellness Trends For Canada and The World, Agriculture and Agri-Food Canada, October, 2011 accessible at htt p://www5.agr.
gc.ca/resources/prod/Internet-Internet/MISB-DGSIM/ATS-SEA/PDF/4367-eng.pdf

1. Informati on in this secti on has been summarized from the following sources:
1.1 htt ps://www.cfdr.ca/Downloads/CCFN-docs/TNT-2013-Summary-Report.aspx
1.2 htt p://www.dieti ti ans.ca/News-Releases/2014/TNT-Survey-CFDR.aspx

2. Informati on in this secti on was obtained from Stati sti cs Canada, The Daily, Canadian Community Health Survey 2013 
released in June, 2014

3. Addressing Obesity in Children And Youth: Evidence To Guide Acti on In Ontario, (Public Health Ontario 2013), p. 19
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Key Health Issues Affected By Diets
The analysis revealed three issues, obesity, Type II diabetes and 
cardiovascular disease, to be major health issues for Ontario that 
can be signifi cantly aff ected by diet. These issues are oft en related. 
For example, obesity has been considered a major contributor to 
the burden of chronic diseases such as cardiovascular diseases 
(hypertension, heart disease and stroke). The following is a summary 
of the research fi ndings on these three issues.

Obesity
Obesity is a major risk factor for chronic diseases such as 
cardiovascular diseases (hypertension, heart disease and stroke), 
Type II diabetes, musculoskeletal disorders (e.g. osteoarthriti s), and 
some types of cancer (e.g. endometrial, breast, and colon).1,2 In 
Ontario, 60% of men and 45% of women are overweight or obese. 
Excessive weight and obesity are not restricted to adults; of special 
concern is the increasing incidence of childhood obesity. In 2004, 
18.8% Ontarian children and youth aged 2-17 were overweight and 
8.4% were obese, a combined overweight or obesity rate of 28%.3 
Furthermore, evidence has showed that childhood overweight and 
obesity increases the likelihood of becoming obese adults later in life.4

Childhood Obesity
Canada’s Federal-Provincial-Territorial Health Ministers recognize childhood 
obesity as a major public health issue that has internati onal reach:

“Canada is in the midst of a childhood obesity epidemic. Childhood 
overweight and obesity has been rising steadily in Canada in recent 
decades.  Between 1978/79 and 2004, the combined prevalence of 
overweight and obesity among those aged two to 17 increased from 
15 per cent to 26 per cent.  Increases were highest among youth, 
aged 12 to 17 years, with overweight and obesity more than doubling 
for this age group, from 14 per cent to 29 per cent. In additi on, young 
people of Aboriginal origin (off -reserve) had a signifi cantly high combined 
overweight/obesity rate of 41 per cent. 

Childhood obesity has both immediate and long-term health outcomes. 
Increasingly, obese children are being diagnosed with a range of health 

More than one in four children and youth in Canada are overweight or obese.
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conditi ons previously seen almost exclusively 
among adults, including high cholesterol, high 
blood pressure, Type II diabetes, sleep apnea 
and joint problems. As noted previously, being 
overweight or obese in early childhood signifi cantly 
increases the likelihood of being overweight or 
obese in adolescence and adulthood, with all the 
accompanying health problems. 

There will also be an increase in health care costs 
and a high risk of lost producti vity in the Canadian 
economy as a result of an anti cipated greater 
level of absenteeism and weight-related illnesses 
among Canada’s aging and more obese workforce. 

Although childhood overweight and obesity is 
a criti cal health issue across all socio-economic 
groups in Canada, like most other health 
problems, the infl uence of socio-economic status 
is clear. For example, young people in households 
where no members had more than a high school 
diploma were more likely to be overweight/obese 
than were those in households where the highest 
level of educati on was post-secondary graduati on. 
The prevalence of poor health or poor health 
behaviours is less common at every step up the 
socio-economic scale. This is a criti cally important 
fact to acknowledge and address as programs 
that fail to address these factors can inadvertently 
increase dispariti es in health status or behaviours. 

Childhood obesity is an internati onal epidemic.
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Figure 1 Self-Reported Overweight and Obesity Using WHO BMI-For-Age Cut-Off s in Youth 
Aged 12 to 17, by Sex, Ontario and Canada, 2003 to 2009/2010

Source:  Addressing Obesity In Children and Youth, p. 5 (Public Health Ontario, 2013) htt p://www.publichealthontario.ca/en/BrowseByTopic/HealthPromoti on/Pages/
Addressing-Obesity-in-Children-and-Youth.aspx#.VDl88fl dXL8  Public Health Ontario
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This framework indicates 
that a range of social and 
environmental factors aff ect 
individual behaviour which, 
in turn, aff ects the balance 
between energy intake 
and energy expenditure. 
In simplest terms, an 
overweight conditi on results 
from consistently consuming 
more calories than the 
body uses for energy. That 
conditi on can result from 
either excessive calorie intake 
or from sedentary life style 
or a combinati on of both. 
Geneti c factors may also be 
indicati ve of a predispositi on 
towards obesity.

Governments, at both 
the federal and Ontario 
levels, have implemented 
strategies to address 
childhood obesity.
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A complex and interacti ng range of factors 
contributes to increasing rates of overweight 
and obesity. These factors include biological, 
behavioural, social, psychological, technological, 
environmental, economic and cultural conditi ons. 
The factors are operati ng at all levels from 
the individual to the family to society as a 
whole. Examples of these factors include more 
sedentary “screen ti me” for children, uneven 
access to physical acti vity opportuniti es, the 
marketi ng of foods and beverages high in fat, 
sugar and/or sodium to children, and increased 
food availability and increasing porti on sizes. 
These complex and interacti ng system factors 
are further complicated by a wide variety of 
policy decisions made in a number of diff erent 
sectors that infl uence childhood obesity.

Canada is not alone. Childhood obesity is 
an internati onal epidemic. In 2004, Canada 
endorsed the WHO Global Strategy on Diet, 
Physical Acti vity and Health. In May 2010, 
the United States White House Task Force 
on Childhood Obesity released a report to 
the President enti tled Solving the Problem of 
Childhood Obesity Within a Generati on. This 
presents an opportunity for Canada to build 
on existi ng relati onships (e.g. with Mexico and 
the United States) to act on this urgent obesity 
problem from a North American perspecti ve. 
We must conti nue to learn from each other 
and fi nd new ways to work together to identi fy 
and implement eff ecti ve local, nati onal and 
internati onal soluti ons for acti on.5   

Figure 2 Evidence Review Framework

Source:  Addressing Obesity In Children and Youth, p. 5 (Public Health Ontario, 2013) htt p://www.publichealthontario.ca/en/BrowseBy-
Topic/HealthPromoti on/Pages/Addressing-Obesity-in-Children-and-Youth.aspx#.VDl88fl dXL8  Public Health Ontario
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Overweight and Obese Adults
The informati on in this secti on is based on Canadian 
stati sti cs, not specifi c to Ontario. Ontario data is 
typical of the nati onal average. “The rates of adults 
who reported height and weight that classifi ed 
them as overweight in 2013 were 41.9% for men 
and 27.7% for women. The percentage of men who 
were overweight was about the same as in 2012, 
while the rate among women has been stable since 
2003. In 2013, 18.8% of Canadians aged 18 and 
older, roughly 4.9 million adults, reported height 
and weight that classifi ed them as obese. The rate 
of obesity among men rose from 18.7% in 2012 to 
20.1% in 2013. Among women, the rate of obesity 
in 2013 (17.4%) was almost the same as in 2012. 
In total, 62.0% of men (8.8 million) and 45.1% of 
women (5.8 million) in Canada were classifi ed as 
either overweight or obese. For men, the combined 
rate in 2013 was signifi cantly higher than in 2012, 
while the rate of overweight and obese women has 
remained stable since 2010.”6  

Type II Diabetes
One of the most common chronic diseases in Ontario 
is Type II diabetes. It is esti mated that the number of 
people with diabetes in Ontario will reach 1.9 million 
by 2020 (about one in every eight Ontarians), up from 
546,000 in 2000, a 287 percent increase in the 
prevalence of diabetes. On average, medical expenses 
for diabeti cs are twice that of non-diabeti cs. The cost 
of diabetes to Ontario’s health care system is esti mated 
to grow from $4.9 billion in 2010 to $7 billion by 2020. 
Since 2008, Ontario has invested close to $900 million 
in its Ontario Diabetes Strategy to enhance preventi on 
and management of diabetes. The 2012 Auditor 
General’s report remarked that only a small share of 
this funding was allocated to preventi on. The strategy 
was also criti cized for a lack of consistent outcome 
evaluati on, and availability of primary care supports.7

Unhealthy eati ng is usually considered a diet low in fruit 

and vegetables, low in fi ber, high in sodium and high 
in calories.1 Eati ng at least fi ve servings of vegetables 
and fruit a day is a good marker of overall good diet. 
However, less than half of Ontarians (42.6%) report 
eati ng vegetables and fruit at least fi ve ti mes a day.8

Cardiovascular Disease 
As menti oned earlier, obesity has been considered a 
major contributor to the burden of chronic diseases, 
and psychological disorders. Increased Body Mass 
Index (BMI) is a major risk factor for chronic disease 
such as cardiovascular diseases (hypertension, 
heart disease and stroke). In 2007, chronic diseases 
were responsible for 79% of all deaths in Ontario.  
Cardiovascular disease (CVD), cancer, diabetes and 
respiratory illness are the major chronic diseases and 
represented the leading cause of death in Ontario.9

According to a Health Canada report, dietary 
sodium reducti on is a cost-eff ecti ve and effi  cient 
health interventi on to reduce blood pressure and 
the risk of cardiovascular disease. In Canada, it has 
been esti mated that if the average sodium intake is 
decreased by 1,840 mg a day, high blood pressure 
prevalence would decrease by 30%. This would result 
in approximately one million fewer Canadians with 
high blood pressure and direct annual cost savings of 
$430 million due to fewer physician visits, laboratory 
tests and prescripti ons for associated medicati ons. This 
reducti on would also prevent an esti mated 23,500 
cardiovascular disease events per year in Canada - a 
decrease of 13% over current numbers, with an 
additi onal $949 million annually in direct savings.10

80% to 90% of Type II diabetes and heart 
disease could be prevented if individuals 
adopted a healthy diet, were more physically 
acti ve, maintained a healthy body weight, 
reduced stress and avoided smoking. 
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Barriers To Healthy Eating
To address the two major health issues aff ecti ng Ontario’s populati on 
(which are themselves inter-connected), as documented in the previous 
secti on, namely, obese and overweight consumers and Type II diabetes, 
there is a need to modify consumer behaviour. The following chart from 
a Health Canada study indicates the range of variables that infl uence 
consumer behaviour when it comes to dietary choices. The context of 
people’s lives is a major determinant of their health and eati ng choices. 

Barriers to achieving a healthy, nutriti ous diet need to be addressed so 
that individuals can be in a bett er positi on to make healthier choices.

Income-related food security1 impacts healthy eati ng. Without 
consistent economic access to suffi  cient nutriti ous food, healthy eati ng 
goals cannot be achieved, increasing the risk of individuals to poor 
health. In Ontario, 8.2% of the populati on is food insecure. Studies have 
shown that household food insecurity is associated with a number of 
poor physical and mental health outcomes, including multi ple chronic 
conditi ons, distress and depression (Stati sti cs Canada, 2014).
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Source: Measuring The Food Environment in Canada, Health Canada, 2013, p. 11
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The environmental conditi ons play a fundamental 
role in enabling or preventi ng individuals to make 
healthier food choices. Scholars agree that the 
“obesogenic environment” or the environment 
with widespread availability and increased energy-
dense and high-fat food as well as increased 
opportuniti es for sedentary behaviour, and an 
environment with economic and socio-cultural 
factors are contributi ng to the rise of obesity.2,3,4,5,6 

The obesogenic environment is characterized 
by a persuasive marketi ng of processed food or 
palatable, energy-dense food, and a distributi on 
system that makes those foods much more 
att racti ve, accessible and convenient.7,8,9,6 Studies 
have shown that processed foods may arti fi cially 
sti mulate appeti te due to imbalances in hormones 
associated with sati ety, causing individuals to eat 
more, thus increasing caloric consumpti on beyond 
functi onal requirements.10 

In Canada, almost 30% of Canadians aged 31-50 
consumed more than the recommended calories 
from fat. Sugar-sweetened beverages (SSBs) also 
increase energy intake and weight according to 
experimental and longitudinal studies.11,12,13,14,15 
Ludwig and colleagues found that the likelihood of 
children becoming obese increased 1.6 ti mes for 
each can or glass of SSBs they consumed per day.11 
Scholars noted that the higher the energy density 
of food and beverage, the more calories individuals 
consume in a single meal or snack.16,8,9,17,18

Neighbourhood att ributes, such as lack of 
availability of shops selling aff ordable fresh 

products and good quality food, have been 
associated with an increased risk of obesity and 
higher rates of Type II diabetes.19,20 In Toronto, 
a study found that large secti ons of the city, 
parti cularly the northwest and east ends, had 
limited access to grocery stores and fruit and 
vegetable stands. Those areas also have high 
prevalence of diabetes, low annual household 
income levels, high rate of immigrati on and poorer 
access to public transportati on.19 

There is strong evidence that diets high in 
vegetables and fruit provide protecti on for heart 
disease, stroke and certain types of cancer.21, 22 
However, complex barriers exist to accessing 
fresh vegetables and fruit. Those include income, 
educati on, age, geographic locati on, availability, 
quality, insuffi  cient transportati on.22  A survey 
conducted in Ontario found that individuals who 
eat fewer than fi ve servings of vegetables and 
fruit daily, as recommended by the Canada’s Food 
Guide, are more likely to be male; be less educated 
(high school graduate or less); be a current smoker, 
and be physically inacti ve (<1 hour/week). Those 
individuals are also less likely to believe that they 
need at least fi ve servings of vegetables and fruit 
daily, and less likely to agree that vegetables and 
fruit are an important part of their diet. In additi on, 
women who eat fewer than fi ve servings are 
more likely to think vegetables and fruit are too 
expensive, and men are more likely to think that 
vegetable and fruits require too much preparati on.21 

Other perceived barriers to fruit and vegetables 
consumpti on range from lack of food skills (e.g., 
food preparati on, handling and storage);22, 23, 24 
perceived high cost;23, 24 lack of moti vati on to eat 
healthy;25 absence of parental rules regarding 
purchasing less healthy food opti ons for their 
children;26 lack of fruit and vegetables adverti sing; 26 

Nutriti onal Knowledge = Healthy Food Behaviours.

In Ontario, all public health units measure 
annually the cost of healthy eati ng using 
the Nutriti ous Food Basket survey. It 
has shown repeatedly that low-income 
families do not have adequate funds to 
aff ord healthy eati ng, aft er meeti ng other 
essenti al needs for basic living.2
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level of knowledge of the health benefi ts of eati ng fruit and vegetables;24 
lack of att racti veness of food presentati on;24 to unknown taste.27 

In Canada, there are limited data on the associati on between Canadians’ 
nutriti onal knowledge and dietary quality.28 Studies elsewhere have 
shown connecti ons between nutriti onal knowledge and healthy food 
behaviours. In the U.K., for example, research found that knowledge was 
signifi cantly associated with healthy eati ng. Parti cipants in the highest 
quinti le for nutriti onal knowledge were almost 25 ti mes more likely to 
meet recommendati ons for fruits, vegetables and fat intake than those in 
the lowest quinti le.28 

Research has also shown a connecti on between households’ label 
reading and their intenti on to consume foods that reduce the risk of 
chronic diseases. They have also reported that there is a relati onship 
between households’ self-reported high level of cooking skills and their 
intenti on to consume foods that minimize chronic disease risks.28  

Eati ng out and large porti ons of food have also been associated with 
weight gain.29,30,31,32 Food prepared away from home is higher in total 
energy, total fat, saturated fat, cholesterol and sodium and overall has 
poorer nutriti onal quality than home-cooked meals.14 Eati ng away from 
home oft en means a large variety of low-cost, energy-dense food in 
large porti ons.33 Porti on size off ered by fast-food restaurants is oft en 
two to fi ve ti mes larger than when fast food was introduced 20 years 
ago.34 Besides containing more calories, large porti ons encourage 
people to eat more without realizing the number of calories they 
are consuming.35  A study conducted in Canada analyzed nutriti onal 
informati on from 4,178 side dishes, entrées, and individual items and 
concluded that serving size was shown to be a more important driver of 
calories per serving in restaurant foods.29
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Effective Intervention Opportunities

The literature review, research and stakeholder interviews revealed 
several categories of interventi ons that are opportuniti es for the 
Ontario agriculture and food sector.

1. A More Collaborative, Multi-Sector Approach
The food environment includes many infl uences on individual diets 
and lifestyle choices. In order to be eff ecti ve, policies and programs 
need to incorporate acti ons that positi vely change the food 
environment in which individuals and their families live, work, study, 
and play. Interventi ons to address diet-related chronic diseases need 
to integrate the agriculture/food and health sectors, as these two 
sectors have the potenti al to create an environment conducive to 
promoti ng healthy eati ng.1

Eff ecti ve 
Interventi on 

Opportuniti es

A More Collaborati ve, 
Multi -Sector Approach

Informati on Sharing 
and Disclosure

Industry-Government 
Voluntary Collaborati on

Food Availability and Access

Food Literacy

Food Skills

1

2

3

4

5

6
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Most nutriti on or diet-related policies have 
originated in the health side of the government 
and tend to have a verti cal focus on a specifi c 
risk factor (e.g. salt reducti on or increased fruit and 
vegetable consumpti on).1 Identi fying entry points 
for nutriti on and agriculture in the health agenda 
is largely driven by context, and requires a 
process of priority setti  ng across policies, sectors 
and stakeholders and will depend on high-level 
leadership, dialogue and mutual understanding.1

Adequate collaborati on among stakeholders in the 
health, nutriti on and agriculture fi elds is essenti al 
to ensure a multi -sectoral response to diet-
related challenges. Financial or policy incenti ves 
may trigger such collaborati ons. For example, the 
European Directorate-General for Agriculture and 
Rural Development of the European Commission 
partly funded the European School Fruit Scheme, 
a EU-wide voluntary program that provides 
educati onal and awareness-raising initi ati ves as 
well as fruit and vegetables to school children 
aiming to encourage good eati ng habits in young 
people.1

Interventi ons for increasing consumpti on of 
healthy food in those setti  ngs can include the 
following components:

• increased availability and access to healthy food

• food/menu reformulati on

• economic incenti ves  (e.g. reduced prices and 
coupons)

• point-of-purchase informati on (e.g. menu labelling)

• promoti on and communicati on2

With these factors in mind, a collaborati ve and 
multi -sector approach, including agriculture and 
food processing, is required to be eff ecti ve.

2. Food Availability And Access
Increased availability of healthy food in food 
establishments refers to interventi ons that 
off er healthful food opti ons through targeted 
menu items (e.g. more and/or default fruit 
and vegetable side dishes), and healthier food 
preparati on (e.g. low-in-fat, low-in-cholesterol 
and low-in-sodium) of menu choices. 

Increased access to healthy food opti ons means 
to make healthy menu items easier to locate (e.g. 
fruit and vegetables and/or healthy food opti ons 
in multi -locati on restaurants, convenience stores, 
corner stores, community places) and/or take 
healthful choices to “the people” (e.g., off ering 
healthy lunch/snack wagons or trucks). 

There are several programs from other areas 
that have been successful in increasing healthy 
food access. In the U.S., the Bronx Healthy 
Hearts Restaurant, supported by New York’s 
Healthy Heart Initi ati ve, recruits and promotes 
restaurants that are willing to modify recipes or 
cooking techniques, add healthier foods or off er 
reduced porti on sizes. The program targets small, 
family-owned neighbourhood restaurants and 
establishes the criteria for healthier menu items.3 

Another example is the Colorado Smart MealTM 

Seal program, which helps restaurant patrons 
identi fy healthier food opti ons. The program 
establishes nutriti on standards for food that 
merit the Smart MealTM Seal, which is displayed 
next to the menu items. More than 1,600 Smart 
MealTM Seal menu opti ons are available in 200 
locati ons in Colorado, U.S.3 

The availability of aff ordable, nutriti ous food 
in local stores also infl uences the food choices 
and eati ng habits of area residents.4 Studies 
have shown that individuals with access to 
supermarkets have reduced risk of obesity and 
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increased consumpti ons of fruit and vegetables.3 
Strategies to improve access to healthy food 
in supermarkets and/or small stores (e.g., 
convenience stores, corner stores, specialty 
stores) include the following:

• Att racti ng new food stores to underserved areas 

• Improving public transportati on to retail 
food stores 

• Upgrading the faciliti es at existi ng stores to 
enable them to carry fruit and vegetables and 
other healthier foods

• Increasing supply of and shelf space dedicated 
to high-quality, aff ordable healthier food.

In-store promoti on and on-site educati on 
encourages sale of healthier foods. The Balti more 
Healthy Stores program promotes healthier food 
choices through store promoti ons and on-site 
educati on at the point of purchase. The program 
was implemented in seven corner stores and two 
supermarkets in East Balti more, which is a low-
income community of minority populati on. This 
program showed an increase in the availability 
and sale of healthy foods, and an evaluati on 
conducted six months aft er the interventi on 
showed sustainability of the increased sales.3

3.  Food Literacy
Conference Board of Canada5 recommends that 
governments, businesses, and households, as well 
as the health and educati on sectors, play a role in 
food literacy by:

• Making nutriti onal informati on more eff ecti ve, 
understandable, and accessible for household use.

• Tailoring food literacy programs to high-risk 
populati ons and community needs.

• Incorporati ng food literacy into school curricula. 

• Fostering parental involvement in hands-on 
experienti al opportuniti es to develop food literacy. 

• Creati ng guiding principles for children’s 
adverti sing. 

• Replicati ng highly successful internati onal 
food literacy programs.

• Tracking, studying, and evaluati ng food 
literacy initi ati ves.

Communicati on and public educati on campaigns 
are important to support interventi ons for improving 
healthy eati ng. The impact of nutriti on informati on 
on eati ng habits depends on how eff ecti vely 
nutriti on messages are communicated to consumers. 
For example, simply labelling food as “healthy” may 
sti gmati ze food as being less tasty, parti cularly 
among young people.6 Eati ng practi ces are 
dynamic and infl uenced by many factors, 
including taste and food preferences, weight 
concerns, physiology, ti me and convenience, 
environment, abundance of foods, economics, 
media/marketi ng, perceived product safety, 
culture, and atti  tudes/beliefs.7 Communicati ons 
and educati onal programs are enhanced when 
educators implement acti ve, behaviorally focused 
approaches that include the larger context of food 
choices and healthy lifestyles. 
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School Programming To Reach Youth

Schools present a unique opportunity to help 
students adopt healthier lifestyles, including 
healthy eati ng, by creati ng an att racti ve 
environment where healthy choices in foods and 
beverages are appealing and easily available, while 
limiti ng access to high-energy foods. Steps for 
ensuring that students have appealing, healthy 
choices in foods and beverages are proposed and 
include, among others, the following:

• Establish strong nutriti on standards for 
competi ti ve foods

• Make more healthful foods and beverages 
available

• Revise existi ng food and beverage contracts 
so that only healthier food opti ons are 
available to students

• Adopt marketi ng techniques to promote 
healthful choices

• Use fundraising acti viti es and rewards to 
support healthy eati ng.3 

In the Heart and Stroke Foundati on’s statement on 
Schools and Nutriti on there are references supporti ng 
the importance of school nutriti on programs: 

• Between the ages of six and 12, children 
develop eati ng habits and atti  tudes that they 
may carry with them for the rest of their lives. 

• Schools are an ideal setti  ng to establish and 
promote healthy eati ng among children and 
youth. The school environment infl uences 
healthy eati ng in children and youth through the 
foods that are available, nutriti on policies, health 
curricula, as well as teacher and peer-modeling. 

• Adapti ng food policies that promote healthy 
food choices at school (e.g. healthy menus 
for school meals, snacks, and tuck shops, as 
well as guidelines for healthy bag lunches) 
has been shown to have a moderate to high 
impact on children’s eati ng practi ces.

In the 2012-13 school year, Ontario’s Student 
Nutriti on Program provided nutriti ous school 
meals to over 695,000 children and youth 
across Ontario.

Facts on the School Nutriti on Programs

The Ontario Ministry of Children and Youth 
Services is expanding the Student Nutriti on 
Program. On April 7, 2014 Ontario announced 
the investment of more than $32 million 
over the next three years to enhance existi ng 
Student Nutriti on Programs and establish 340 
new breakfast and morning meal programs in 
schools across Ontario. As part of the Healthy 
Kids Strategy, Ontario invested an additi onal $3 
million to the Student Nutriti on Program in 2013-
14, helping to create over 200 new breakfast 
programs over two years. These investments will 
also support the expansion of Student Nutriti on 
Programs in some First Nati ons communiti es, 
beginning in the north.

The Northern Fruit and Vegetable Program 
provides fruit and vegetable snacks to 42,000 
students in the North every week. The programs 
are delivered locally by 14 Lead Agencies. The 
Ontario Fruit and Vegetable Growers’ Associati on 
(OFVGA) and the Ontario Ministry of Agriculture, 
Food and Rural Aff airs (OMAFRA) staff  have 
collaborated with the Ministry of Children and 
Youth Services to make their purchase of local 
food for this program more effi  cient. A workshop 
for the 14 food buyers was held by OFVGA to 
educate these groups on food procurement, 
distributi on, liability and food safety. 
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4.  Food Skills
In additi on, nutriti on educati on is important as 
a positi ve infl uence on food-related knowledge 
and skills, eati ng and physical acti vity behaviours, 
and health status. However, families are increasingly 
eati ng out and relying on fast and prepared foods, 
while children are missing the opportunity to 
develop food skills for healthy eati ng.8  

Although cooking skills alone, without other diet-
related educati on, will not completely change 
eati ng behaviors, there is a connecti on between 
confi dence in cooking abiliti es and healthy eati ng 
habits.9 Therefore, hands-on culinary nutriti on 
outreach programs focused on producing 
sustainable healthy eati ng behavior through 
culinary confi dence and nutriti on awareness are a 
successful approach to increase good health.

In another study, the most common barrier 
to food preparati on menti oned was lack of 
ti me, reported by 36% of young adults. Young 
adults who reported frequent food preparati on 
reported less frequent fast-food use and were 
more likely to meet dietary objecti ves for 
fat, calcium, fruit, vegetable and whole-grain 
consumpti on. The report concludes that to 
improve dietary intake, interventi ons among 
young adults should teach skills for preparing 
quick and healthful meals.

The Canadian Federati on of Agriculture Nati onal 
Food Strategy, which is elaborated on p. 32, 
includes a recommendati on that “By the age of 
16, each Canadian child can plan and prepare at 
least six nutriti ous meals”.

5.  Information Sharing and Disclosure
Both the federal and Ontario governments are 
acti vely engaged in making changes to informati on 
that will be made available to consumers to guide 
them in making healthy food choices.  

The Nutriti on Facts Educati on 
Campaign
In 2010, industry-government collaborati on led 
to the launch of the Nutriti on Facts Educati on 
Campaign. Food and Consumer Products of 
Canada (FCPC) and Health Canada worked 
together in a multi -media campaign to increase 
Canadian consumers’ understanding of the 
nutriti on facts table.  Using the % Daily Value is a 
quick way to know if a packaged food contains a 
lot or a litt le of a nutrient. This informati on helps 
consumers choose and compare food products. 
The campaign uses on-package and in-store 
messaging, nati onal media adverti sing such as 
print and television adverti sing, and an educati onal 
website to communicate with Canadians. The 
grocery retail sector including the Canadian 
Federati on of Independent Grocers’ members, 
as well as Loblaws and Walmart, parti cipated in 
the campaign together with Dieti ti ans of Canada. 
McDonald’s displays the campaign messaging on 
posters in their restaurants, on their tray liners 
and in coupon books that were mailed to every 
household in Canada.

The familiar Nutriti on 
Facts table appearing on 
food package labels is 
shown on the left , with 
changes as proposed as a 
result of Health Canada’s 
consultati on in 2014.

In 2012, an assessment was 
undertaken of the success 

Healthy eati ng is a skill and practi ce that 
must be learned.

Nutrition Facts 
Valeur nutritive 

Per 3/4 cup (175 g) / par 3/4 tasse (175 g) 
                                                  % Daily Value (DV)* 

                                       % valeur quotidienne (VQ) 

 Fat / Lipides  5 g 
     Saturated / saturés  3.5 g 
     Trans / trans  0.2 g 

     Added Sugars / Sucres ajoutés  12 g 

1 %
18 %
10 %

Sodium / Sodium  450 mg 20 %

18 %

Cholesterol / Cholestérol  20 mg 

Carbohydrate / Glucides  23 g 
      Total Sugars / Sucres totaux  18 g 

 
 

Protein / Protéines  7 g

Vitamin D / Vitamine D 1.3 g 

Calcium / Calcium  220 mg  

9 %

Iron / Fer  2 mg 

17 %

Potassium / Potassium  150 mg 

10 %

Fibre / Fibres  0 g

4 %

*5% DV or less is a little; 15% DV or more is a lot 
5% VQ ou moins c’est peu; 15% VQ ou plus c’est beaucoup 

Calories 170 
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of the campaign in increasing the uti lizati on of the 
Nutriti on Facts table by consumers.10 160 million 
media impressions were created during the fi rst two 
years of the multi -media campaign.11

Improving Nutriti onal Informati on on 
Food Labels

Health Canada completed a major public 
consultati on on food label informati on in 
September 2014. As a result of the input 
received, the following changes will 
be introduced:12

• New guidelines to help make serving sizes 
declared in the Nutriti on Facts table more 
consistent among similar food products. These 
serving sizes would be based on the most 
current informati on on the amounts of food 
that Canadians actually eat in one sitti  ng, also 
known as reference amounts.

• Changes to the list of nutrients that must 
be declared in the Nutriti on Facts table, and 
updates to the Daily Values to refl ect the most 
recent dietary recommendati ons. Health Canada 
is also proposing to change the way the sugars 
content of food is presented on the label.

• Of parti cular interest to Canadian consumers 
are the changes proposed to the appearance 
of the Nutriti on Facts table and the list of 
ingredients, and the proposal to create an 
opti onal informati on box highlighti ng the 
presence of certain bioacti ve components, 
such as caff eine.

Ontario’s Proposed Making Healthier 
Choices Act, 2014

Ontario is reintroducing legislati on that, if passed, 
will require large chain food service premises, 
like fast food restaurants, to post calorie counts 
to help Ontarians make well-informed choices of 

what they eat and feed their children. The Making 
Healthier Choices Act, 2014, if passed, will:13

• Require calories for standard food and 
beverage items, including alcohol, to be 
posted on menus and menu boards in 
restaurants, convenience stores, grocery 
stores and other food service premises with 
20 or more locati ons in Ontario.

• Require food service operators to post 
contextual informati on that would help to 
educate patrons about their daily caloric 
requirements. 

• Authorize public health inspectors to enforce 
menu labelling requirements.

The proposed menu labelling legislati on is a 
key component of the Healthy Kids Strategy, 
which responds to the Healthy Kids Panel’s 
recommendati ons for reducing childhood obesity.

6.  Voluntary Industry-Government 
Collaboration
A further opportunity identi fi ed during the 
interviews and research is that voluntary 
industry-government programs can be an 
eff ecti ve way to achieve a broad change in 
nutriti onal components of processed food 
products, rather than regulatory changes.

For example, Health Canada has a voluntary 
program working with Canada’s food and 
beverage processing industry to achieve 
voluntary sodium reducti on targets. The program 
has been achieving results. The Health Canada 
website describes this program and the benefi ts 
it aims to deliver:

“The current average intake of sodium by 
Canadians is about 3,400 mg per day. This is 
more than double the amount that Canadians 
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require. Data from the 2004 Canadian 
Community Health Survey (CCHS) 2.2 indicate 
that among people aged nine to 70, over 85% of 
men and between 63% and 83% of women had 
sodium intakes exceeding the UL. Similarly, in 
young children, 77% of those aged one to three 
and 93% of those aged four to eight years had 
intakes exceeding the UL. 

In October 2007, the federal Minister of Health, 
Tony Clement, announced the creati on of the 
expert Sodium Working Group (SWG). The 
SWG’s mandate was to develop a populati on-
health strategy to reduce sodium in the diets 
of Canadians. This mandate was achieved with 
the SWG’s release of its report, the Sodium 
Reducti on Strategy on July 29, 2010. In 
September 2010, the Canadian Health Ministers 
met and agreed to work towards lowering the 
average sodium intake of Canadians to 2,300 mg 
per day by 2016. Health Canada will conti nue 
to consult its Food Expert Advisory Committ ee 
(FEAC) on its initi ati ves to support Canadians in 
their eff orts to reduce sodium intakes.

While reformulati on of processed food products 
with lower levels of sodium and corresponding 
approved label disclosures, Canada’s program 
also incorporates collaborati on in the delivery 
of the message: “Briti sh Columbia’s Ministry of 
Health, Dieti ti ans of Canada, EatRight Ontario 
and Health Canada worked collaborati vely to 
develop and test sodium reducti on messages 
and ti ps with the public and Registered Dieti ti ans 
across Canada. These nati onal sodium reducti on 
messages and ti ps can be used collecti vely or 
separately when developing healthy eati ng 
resources aimed at helping Canadians reduce 
their sodium intake.”  
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Current Engagement of the
 Agriculture and Food Sector
A scan of the Ontario agriculture and food sector indicated that there 
are already several healthy food strategies and initi ati ves that are in place 
or under development. The following are the major strategies that have 
been identi fi ed and can be building blocks for the Presidents’ Council. 

The Canadian Federation of Agriculture’s  National 
Food Strategy
The Nati onal Food Strategy (NFS) takes into account everything from 
promoti ng the Canadian brand and healthy lifestyles to sustaining 
economic growth and ecosystems. The NFS was developed by the 
agriculture and food industry to ensure a more holisti c and strategic 
approach to food and agriculture to meet the needs of the food system 
and future generati ons, as well as the global community.  

Two of the nine strategic objecti ves are parti cularly relevant to the 
Presidents’ Council commitment to a healthy food strategy.

Consumers choose foods and healthy eati ng patt erns 
that promote opti mal health.
• Food product innovati on is aligned with Canada’s Food Guide.

• Research focuses on current food off erings and new food product 
innovati on that maintains or improves the health of Canadians and 
citi zens in other markets.

• Canadians understand healthy eati ng patt erns, nutriti ous foods and 
how to choose, prepare and include these foods in daily meals.

• The Canada Food Guide is clear, simple and widely distributed.

• Food claims and images are clear, factual, informati ve and not 
misleading.

• By the age of 16, each Canadian child can plan and prepare at least 
six nutriti ous meals.
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Consumers always have access to 
safe and nutriti ous food.
• Nutriti ous foods are readily accessible in 

public buildings, schools and worksites.

• All people have access to aff ordable, nutriti ous 
food. Where this is not possible, access is 
facilitated through public and/or privately 
funded programs.

• Coordinati on and collaborati on between the 
food industry and health sector ensures food 
availability and choice addresses the health 
interests of Canadians.

• Consumers have easy access to accurate and 
science-based informati on about the safety and 
nutriti onal value of the Canadian food supply.

Food and Beverage Ontario - Ontario’s 
Food and Beverage Processing 
Industry Strategy: The NEW Engine of 
Ontario’s Economy  
Released in October 2013, this strategy includes 
a SWOT analysis of Ontario’s food and beverage 
processing sector which identi fi ed the following 
opportuniti es. Two of the fi ve opportuniti es 
explicitly recognize the market represented by 
developing healthy food products:

• Shift ing consumer preferences.  Consumers 
are increasingly targeti ng healthier food 
and beverage opti ons and, in doing this, are 
becoming more aware of the contents of the 
products they consume. Sought aft er functi onal 
qualiti es (e.g. gluten-free, zero trans fat) are 
being incorporated into processed foods, 
providing manufacturers with opportuniti es to 
innovate to develop healthier food products 
that sati sfy consumer preferences.

• Demand for innovati ve products. The 
manufacturing and promoti on of new, value-
added and niche products, such as foods 
promoti ng health att ributes can provide new 
opportuniti es for processors in the province.

These specifi c opportuniti es were highlighted 
in more detail in Food and Beverage Ontario’s 
Economic Impact Study Report: Ontario Food 
and Beverage Processing Sector. In the secti on 
of this report predicti ng consumpti on trends 
to 2020, the authors identi fi ed fi ve that bear 
specifi cally on healthy eati ng (pages 7 and 8):

• Aging populati on – The aging populati on will 
impact the type and quanti ty of food demanded 
as well as where it will be consumed.

• Food for health – There will be a move to 
adopt healthier lifestyles but it will be slow.

• The educated consumer – Consumers will 
become more conscious of nutriti on and food 
ingredients than ever before and foods with a 
functi on beyond just energy will be in demand, 
as consumers seek to manage their health and 
prevent disease.

• No trade-off  convenience – The next wave of 
product diff erenti ati on will be to provide fresher, 
more nutriti ous, great tasti ng and/or ethnic 
foods in the most convenient forms possible.

• Vegetables – True vegetarianism may not grow 
dramati cally, but consumpti on of meatless 
meals will conti nue to increase.
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Sustain Ontario – Ontario Food and 
Nutrition Strategy:  A Plan For Healthy 
Food and Farming
Approximately 12 NGOs from the health 
care and agricultural sectors, together with six 
Ontario universiti es and representati ves from the 
government of Ontario, form the study design team, 
led by Sustain Ontario. A draft  overview of the 
strategy was released in September 2013 with the 
full report released in October 2014. The following 
goals and strategic directi on were arti culated:

The Ontario Food and Nutriti on Strategy is a 
cross-government, multi -stakeholder coordinated 
approach to food policy development. The vision 
is for producti ve, equitable and sustainable food 
systems that support the wholisti c health and 
well-being of all people in Ontario. It is a plan for 
healthy food and food systems in Ontario. 

Goals
• To promote the wholisti c health and well-being 

of all people in Ontario.

• To reduce the burden of obesity and chronic 
disease on people in Ontario and the Ontario 
health care system.

• To strengthen the Ontario economy and 
resiliency of food systems.

Strategic Directi ons
• People in Ontario have access to and the 

means to choose and obtain safe, healthy, local 
and culturally acceptable food.

• People in Ontario have the informati on, 
knowledge, skills, relati onships, capacity and 
environments to support healthy eati ng and 
make healthy choices where they live, gather, 
work, learn and play.

• Ontario has diverse, healthy and resilient food 
systems that promote health and contribute 
to an equitable and prosperous economy.

One advantage of this approach is the goal 
of bridging representati ves of the health and 
agriculture and food communiti es into adopti ng 
and implementi ng a cohesive plan. As the name 
of the lead organizati on, Sustain Ontario, implies, 
the strategy has a green agenda to move towards 
farming and food processing practi ces that are 
deemed to be more ecologically sound as well as 
addressing the needs for using the food system to 
bett er address health issues. The Presidents’ Council 
has recognized the importance of sustainability in its 
strategy and has dedicated a separate emphasis to it 
as the third pillar of the strategy.

Food and Consumer Products of Canada 
(FCPC) Health and Wellness Report
Aligned with directi on given in its 2004 Global 
Strategy on Diet, Physical Acti vity and Health, 
in which the World Health Organizati on (WHO) 
laid out a series of measures for governments, 
civil society and industry to promote and protect 
public health and combat the rise of non-
communicable disease, FCPC member companies 
balance the needs and tastes of consumers with 
the evolving health and wellbeing prioriti es of 
government and society in four ways:       

• Creati ng new, healthier products and categories 

• Reformulati ng existi ng products and categories

• Educati ng and empowering Canadians to 
make healthier choices and develop balanced 
nutriti on and acti vity patt erns

• Partnering with government and stakeholders 
to develop sound, evidence-based health and 
wellbeing policies 
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FCPC undertook a comprehensive survey in late 
2013 to assess progress made in the three years 
2011 to 2013.1 

Highlights from the 37 parti cipati ng food and 
beverage processors:

• 750 bett er-for-you food and drink opti ons 
were introduced off ering benefi ts that include 
reduced saturated fat, removed or reduced 
transfat, fewer calories, more whole grains or 
fi bre, more protein, and more vitamin D

• 90% of FCPC food manufacturers introduced 
new, bett er-for-you food products

• 94% of FCPC members off er informati on and 
resources to Canadians on making healthier 
diet and lifestyle choices

The Presidents’ Council’s Ontario 
Agriculture and Food Strategy Pillar 
1 – Economic Growth
The fi rst pillar recognized such importance of 
health to the strategy that it was set out as the 
second pillar to complement economic growth. 
The economic growth pillar acknowledges,

“Health and healthcare costs are high prioriti es 
for Ontarians and for the Ontario government. 
Healthy food products off er high growth 
potenti al for farmers and food processors, in 
additi on to benefi ts to consumers. There is 
also growing pressure to reduce unhealthy 
ingredients in many processed food products. 
Improving the health profi le of foods produced 
in Ontario is, to some extent, a precompeti ti ve 
issue that can be addressed by industry 
and government working collecti vely.” The 
preliminary focus areas were set out as:

• Improving health profi les of processed food 
– expanded industry cooperati on and co-
development for precompeti ti ve issues like 
salt, fat and sugar reducti on

• Market development – creati ng market 
demand for healthier products, expanding 
fruit and vegetable programs in schools, 
new educati on programs supporti ng healthy 
product development

• Regulati on – Health claims – improving the 
approval process, the breadth of claims and the 
speed of approvals

• People – Connecti ng with health professionals, 
att racti ng skilled labour at all levels of the 
industry, support for training, access to labour

• Research, development and commercializati on 
– Support for health focused R&D and 
technical assistance, importi ng ideas and 
technologies for healthier food products from 
around the world

Other Activities of Note:
Ontario Agri-Food Educati on (OAFE)
OAFE is currently delivering several health and 
nutriti on lessons in Ontario classrooms through 
their Teacher Ambassador program that support 
food literacy and a greater understanding of the 
agriculture and food sector. In additi on, OAFE 
has resources available for teachers such as “All 
About Food: Exploring Canada’s Food System 
(5th editi on)”. In partnership with Health Canada, 
OAFE has also developed “Eat Well and Be Acti ve” 
Educati onal Toolkit teacher supplements that 
include assessment tools and extension acti viti es 
for teachers to use in grades four to six.

1. The full Health and Wellness report is available at htt p://www.fcpc.ca/Portals/0/
Userfi les/PAResources/Public2014/HealthWellness_Report1.pdf
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Summary: Shared Goals For The Same Positive Outcome
The overall goal for the Presidents’ Council’s Ontario Agriculture and 
Food Strategy is clear – Build a successful and sustainable future 
for Ontario farmers, food processors and bio-economy fi rms, who 
collecti vely contribute to a stronger economy, create jobs and a 
healthier society in Ontario.

The Health Pillar for this Ontario strategy can have shared goals with 
other existi ng strategies that seek to achieve the same outcome. The 
Canadian Federati on of Agriculture Nati onal Food Strategy, for example, 
includes the following two health-related goals:

• Consumers choose foods and healthy eati ng patt erns that promote 
opti mal health.

• Consumers always have access to safe and nutriti ous food.

Similarly the Ontario Food and Nutriti on Strategy developed in part by 
Sustain Ontario includes the following three goals:

• To promote the wholisti c health and well-being of all people in Ontario.

• To reduce the burden of obesity and chronic disease on people in 
Ontario and the Ontario health care system.

• To strengthen the Ontario economy and resiliency of food systems.

The questi on is, how to increase the positi ve impact…

HealthStrategyPillar_revised master_15.indd   36HealthStrategyPillar_revised master_15.indd   36 1/14/2015   9:13:15 AM1/14/2015   9:13:15 AM



37 Presidents’ Council, Agri-food for Health Strategy

Recommended Agri-Food For 
Health Strategies For Greater 
Positive Impact
1.  Support A More Collaborative Multi-Sector Approach
A more collaborati ve multi -sector approach among stakeholders in 
business and in governments representi ng agriculture, food processing, 
nutriti on and health will ensure consistent messaging and opti mal use of 
resources. Possible acti viti es include:

• Acti vely parti cipate in and contribute to multi -sectoral working 
groups, including inter-ministerial and inter-governmental 
collaborati ons that are committ ed to addressing major health 
concerns in Ontario’s populati on.

• Increase collaborati on with the health community to build trust 
and understanding of the health issues facing society and in 
determining the evolving role of the agriculture and food sector in 
contributi ng to healthier life-styles.

For example, invest in staff  resources who are qualifi ed and 
experienced in nutriti onal issues to represent the agriculture and 
food sector in building understanding and trust and in supporti ng 
common strategies with the health sector.

• Conti nue to work with government on voluntary approaches to 
reformulati ng food products to improve their positi ve nutriti onal 
characteristi cs and label disclosure.

• Encourage public-private awards and recogniti on for companies 
that make achievements such as the Premier’s Award for “Ontario’s 
Healthiest Food Product Innovati on of the Year” with the health 
and agriculture and food communiti es involved.

2.  Support Co-ordinated Programs that 
       build Food Literacy and Food Skills
Increasing food literacy and food skills, especially in school age children, 
is a key priority identi fi ed during the research for this strategy. There are 
already several existi ng programs or initi ati ves that are underway in this 
area. However, a more coordinated and expanded approach will increase 
the combined impact.

HealthStrategyPillar_revised master_15.indd   37HealthStrategyPillar_revised master_15.indd   37 1/14/2015   9:13:15 AM1/14/2015   9:13:15 AM



38 Presidents’ Council, Agri-food for Health Strategy

Possible acti viti es include:

• Enhance food literacy and food skills in schools by giving these areas 
prominence in core curriculum as criti cal life skills.

• Uti lize and expand existi ng educati onal experti se and networks 
(example: Ontario Agri-Food Educati on) to achieve bett er food and 
health outcomes for students at both primary and secondary level 
in a coordinated, multi -commodity approach (not a single product/
commodity approach).

• Recognizing the importance of parental engagement as necessary 
to maximize the benefi ts to be achieved from classroom 
programming, pilot and implement programs to infl uence parents’ 
eati ng habits through their students’ learning for the mutual benefi t 
of the whole family.

• Encourage more public resources be directed to health issue 
preventi on through proacti ve nutriti on awareness and literacy.

3.  Support Increased Healthy Food Availability and 
       Access through Innovation
Support increased availability and access to healthy food through innovati on.
While the issue of food access and availability is complex and will require a 
range of interventi ons, the agriculture and food sector can make a signifi cant 
impact through developing healthier crops, livestock, food products and 
processes that will contribute to increased access. Possible acti viti es include:

• Make an industry-led, collaborati ve 10-year commitment to expand 
research capacity in food nutriti on that strengthens relati onships and 
enhances outcomes across research insti tuti ons.

For example, endow a new research chair in “Applied Food 
Nutriti on” at the University of Guelph’s Ontario Agricultural 
College with a cross appointment to the University of Toronto’s 
Department of Nutriti onal Sciences in the Faculty of Medicine 
in order to increase collaborati on between these two leading 
research insti tuti ons in the fi eld in Ontario.

• Work with government to ensure that future programs are 
designed to equip the agriculture and food sector with enhanced 
tools to accelerate the pace of successful commercial introducti on 
of healthier food and beverage products. 

Propose that priority be given to investments and projects that deliver 
measurable health benefi ts, through such means as:
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• Developing technologies that opti mize the nutriti onal value of 
food and beverage products through handling, processing, storage 
and distributi on.

• Developing world-leading experti se in defi ning, measuring and 
achieving desirable nutriti onal att ributes in crops, livestock, food and 
beverage products.

4.  Walk The Talk
The Presidents’ Council can engage in proacti ve steps to change the 
culture in which the importance of nutriti on is given prominence and 
focus by all organizati ons within the Council. Possible acti viti es include:

• Create a standing working group of Presidents’ Council 
organizati ons focused on health and nutriti on to enable Presidents’ 
Council members to co-ordinate eff orts and fi nancially support 
combined outreach programs.

• Feature relevant stories about nutriti on-consciousness in 
publicati ons to the organizati ons’ members and place nutriti on-
related topics on the agenda of annual meeti ng presentati ons and 
other industry events.

• Many organizati ons have developed a ‘local food’ emphasis when 
choosing food to serve on the organizati ons’ premises or at events. 
Overlay that focus with a nutriti on-conscious focus in order to 
“walk the talk” for a healthy Ontario.
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Topical Questions and Answers 

As noted in the fundamental principles secti on of this report, the 
agriculture and food sector is responsive to consumer needs relayed 
by the market. As consumers have identi fi ed the need for less fat in 
products they eat, there has been signifi cant work done to reduce 
the amount of fat in many food products.  An excellent example of 
the role of agriculture relates to the reducti on in fat and the increase 
in lean yield in market hogs in Canada.  According to geneti c change 
data presented in the 2014 Annual Report for the Canadian Centre for 
Swine Improvement Inc., over the period from 2007 to 2013 when key 
traits were evaluated, there has been a 15% increase in lean yield and 
29% reducti on in backfat in the evaluati on samples. This kind of geneti c 
selecti on enables consumers to have access to meat that has less fat 
and is an example of the kind of positi ve work occurring across many 
commoditi es to respond to consumer needs for nutriti onal att ributes.

Processing food and beverages are essenti al steps in their preservati on 
and in ensuring a 12 month supply of safe, healthy food to consumers. 
Many diff erent technologies are employed including thermal processes, 
freezing, drying, and fermentati on. Packaging is a vital part of processing 
in order to ensure the safety and integrity of the product.

One of the promising fi elds of nutriti on research relates to opti mizing 
the bioavailability of nutrients in food. Bioavailability is a term used to 
describe the extent to which the human body is able to absorb and acti vely 
uti lize nutrients. Research results indicate that processing increases the 
bioavailability of certain nutrients such as lycopene, the phyto-chemical 
responsible for the red colour in tomatoes and watermelon.1  The Food and 
Agriculture Organizati on provides this summary concerning how processing 
relates to the bioavailability of carbohydrates:

“Processing of foods aff ects carbohydrate and micronutrient content 
and bioavailability in diff erent ways with either desirable or adverse 
eff ects on the nutriti onal value…The bioavailability of starch is aff ected 
dramati cally through processing, regarding both rate and extent of 

Questi on # 1 -
What is the agricultural producti on sector doing to improve 
human nutriti on?

Questi on # 2 -
Does processing food have an impact on its healthfulness?
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small-intesti nal digesti bility. This permits opti mizing the digesti on 
of starch by choice of raw materials and processing conditi ons…
Processing eff ects on dietary fi bre include solubilizati on and 
depolymerizati on, that can infl uence physiological eff ects both in the 
upper and lower gastrointesti nal tract. Formati on of resistant starch 
and use of resistant oligosaccharides as food ingredients provide new 
opportuniti es to increase the amount of carbohydrate available for 
colonic fermentati on.”2

A percepti on held by some consumers that processing food reduces its 
nutrient value is not accurate. That may be the eff ect for certain foods 
as a necessary trade-off  to ensure that they can be safely preserved 
but it is not the case with all food. As a bett er understanding of how 
the human digesti ve tract absorbs nutrients is gained, food processing 
technologies will adapt to maximize the bioavailability of nutrients.

Yes. That is why Canada’s Food Guide has four food groups, only one 
of which is vegetables and fruit. A balanced, healthy diet draws on 
daily food servings from all four groups. The other groups are (a) Grain 
Products (b) Milk and Alternati ves and (c) Meat and Alternati ves. 
Protein can be obtained from all three of these groups. The Dieti ti ans 
of Canada website elaborates on the vital importance of meat and 
alternati ves in our diet:

Meat and Alternati ves provide a variety of essenti al nutrients including 
protein, iron, B vitamins and zinc.3

• Protein is a part of every cell in our bodies. Without enough of this 
essenti al building block, your body could not maintain or repair itself.

• Iron is important because it carries oxygen to all your body parts. It 
also helps to prevent anemia that can make you feel ti red.

Questi on # 3 -
The strategy references that consumpti on levels of vegetables 
and fruit are commonly used as marker for measuring healthy 
eati ng. Is protein also an essenti al part of the human diet?
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• B Vitamins (e.g. thiamine, ribofl avin, niacin, folacin, and vitamins B6 
and B12) off er several benefi ts. For example, vitamin B12 helps keep 
your nervous system healthy, while thiamine, ribofl avin and niacin help 
your body to use the energy (calories) found in the foods we eat.

• Zinc is needed for proper growth and helps your body fi ght infecti ons.

While protein is vitally essenti al in our early years when our bodies are 
growing, it also has a key role in contributi ng to our health as we age. 
While the references below are to US guidelines, the author takes the 
positi on, based on his research, that their recommended dietary allowance 
guidelines underesti mate the amount of protein needed by senior adults:

“Body compositi on changes as people get older. One of the noteworthy 
alterati ons is the reducti on in total body protein. A decrease in skeletal 
muscle is the most noti ceable manifestati on of this change but there 
is also a reducti on in other physiologic proteins such as organ ti ssue, 
blood components, and immune bodies as well as declines in total body 
potassium and water. This contributes to impaired wound healing, loss 
of skin elasti city, and an inability to fi ght infecti on. The recommended 
dietary allowance (RDA) for adults for protein is 0.8 grams of protein 
per kilogram of body weight. Protein ti ssue accounts for 30% of whole-
body protein turnover but that rate declines to 20% or less by age 70. 
The result of this phenomenon is that older adults require more protein/
kilogram body weight than do younger adults. Recently, it has become 
clear that the requirement for exogenous protein is at least 1.0 gram/
kilogram body weight. Adequate dietary intake of protein may be more 
diffi  cult for older adults to obtain. Dietary animal protein is the primary 
source of high biological value protein, iron, vitamin B(12), folic acid, 
bioti n and other essenti al nutrients. In fact, egg protein is the standard 
against which all other proteins are compared. Compared to other high-
quality protein sources like meat, poultry and seafood, eggs are the least 
expensive. The importance of dietary protein cannot be underesti mated 
in the diets of older adults; inadequate protein intake contributes to a 
decrease in reserve capacity, increased skin fragility, decreased immune 
functi on, poorer healing, and longer recuperati on from illness.”4
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Questi on # 4 -
Will there be a reducti on in long-term health care costs, if the 
Ontario populati on adopts healthier eati ng habits?

While there may not be an absolute reducti on in costs, the rate of growth 
in health care costs should be reduced and come more in line with the rate 
of growth in revenues so that the health care system model becomes more 
sustainable.  The strategy proposes a way to achieve reducti ons in the cost 
of drugs by using food and nutriti on as an alternati ve or complementary 
interventi on much more frequently. Other recommendati ons, such as 
those in the Insti tute for Competi ti veness and Prosperity’s Working Paper #20, 
could also positi vely impact the cost of delivering health care.

In additi on to cost savings resulti ng from lower incidence of Type II 
diabetes and many of the other health issues resulti ng from an obese 
and overweight populati on, there will be an implicit benefi t from a 
populati on which is bett er positi oned to contribute to the economy 
by conti nuing as producti ve members of the workforce for a longer 
period of ti me and as acti ve consumers.

A food desert refers to areas where vulnerable populati ons have poor 
geographic access to nutriti ous food. A food swamp refers to areas of 
low socioeconomic status with high geographic access to non-nutriti ous 
food sources. Most of the Canadian literature published to date shows 
associati ons between the food environment and diet-related outcomes, 
even aft er adjusti ng for important confounding variables. 

In the academic literature, there is not much evidence for the 
widespread existence of food deserts in Canada but there is evidence 
for the existence of food swamps

The review of Canadian community food assessments and the key 
informant interviews showed that food deserts may be more common 
than has yet been identi fi ed in the academic literature. 

Food swamps, neighbourhoods where sources of high-fat, high-
calorie foods were plenti ful, were fairly consistently identi fi ed in the 
community food assessments, and may be more important than food 
deserts in infl uencing residents’ diets. 

Questi on # 5 -
What is the diff erence between a “food swamp” and a “food desert”? 
Do they exist in Ontario? And, if so, how can they be addressed?
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Currently, there is a lack of informati on about food environments in 
remote northern communiti es. This is a signifi cant research gap because 
rates of food insecurity and diet-related chronic diseases are much higher 
in these communiti es than elsewhere in Canada. There are many food 
environment assessments underway in Canada. Community-university 
partnerships can be an ideal way to conduct research that can be used 
for policy and program development. The research uncovered two 
initi ati ves that have been undertaken to address the ‘food swamp’ issue:

Toronto’s Healthy Corner Stores Project

Healthy Corner Stores is an important project for Toronto Public Health. 
Research shows that proximity to convenience stores has a negati ve eff ect 
on health. If people don’t have transportati on to supermarkets they buy 
food at convenience stores. The Healthy Corner Stores project in Toronto 
looked at similar successful projects in Balti more, Washington DC, New 
York City and Philadelphia. In Toronto there are nearly 2,000 convenience 
stores with an esti mated 1.5 – 2 million linear feet of shelf space. 

The Food Trust’s Pennsylvania Fresh Food Financing 
Initi ati ve (FFFI)

The Food Trust’s Pennsylvania Fresh Food Financing Initi ati ve (FFFI) aims 
to improve food access to underserved areas – both rural and urban. In 
2004, legislati on was passed to create an economic infrastructure for 
the FFFI loan/grant program through a public-private partnership (PPP) 
to help build new supermarkets and refurbish existi ng ones to off er a full 
selecti on of fresh foods.

In four years, the FFFI funded more than 83 projects across 
Pennsylvania, some with major nati onal supermarket chains and other 
with smaller, independently operated stores. These projects have 
created or retained about 5,000 jobs and improved the availability of a 
variety of healthy foods in the community. FFFI has leveraged the initi al 
$30 million funding pool to $120 million.5
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The actual spending for health promoti on in 2013/2014 in Ontario was 
$352,860,618 with the following descripti on, “The Health Promoti on 
Program works with its partners to deliver eff ecti ve and accountable 
programs and services that contribute to the long-term wellness of 
Ontarians. The program provides tools and supports that advance the 
government’s  health promoti on objecti ves through the implementati on 
of the following prioriti es: Promoti ng Health and Wellness; Preventi ng 
Disease, Injury and Addicti on; Smoke-Free Ontario Strategy; Nutriti on and 
Healthy Eati ng; and Partnership Support for Healthy Communiti es.”6  Of the 
total amount of spending noted above, $12,440,567 relates to operati ng 
expenses such as salaries, services and travel. The balance is comprised of 
transfer payments for which the following breakdown is provided:  

Offi  cial Local Health Agencies – Health Promoti on 264,361,542
Nutriti on/Healthy Eati ng 9,634,512
Prevent Disease, Injury  and Addicti on 16,430,702
Healthy Communiti es Fund 6,734,238
Local Capacity and Co-ordinati on 1,079,000
Smoke-Free Ontario 42,180,057
Total 340,420,051

Two primary indicators of the health of the Ontario populati on are the 
obese and overweight populati on, especially youth, and the incidence 
of Type II diabetes. As both of these have a relati onship to food, 
nutriti on and diet, there is a potenti al opportunity for Ontario’s 
agriculture and food value chain to make a contributi on that will lower 
the prevalence and thereby contribute to a healthier populati on with 
longer life spans and higher quality of life.

There is a complex interacti on of many factors, such as reducti on in physical 
acti vity and socio-economic factors, that has led to the increase in individual 
behaviours that are giving rise to these two negati ve health risk factors.

Questi on # 7 -
Is there opportunity to promote and increase the role of 
nutriti on for bett er health preventi on and maintenance?

Questi on # 6 -
How much does government spend on health promoti on 
related to food and nutriti on?
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According to the Insti tute of Competi ti veness and Prosperity’s Working 
Paper #20, “…a basic principle of health care: when only the symptoms 
are treated and not the underlying conditi ons, then the pati ent, in 
this case the system, will not get any bett er.” Many health conditi ons 
that could be addressed by making dietary changes are oft en treated 
with drug interventi ons. Using food and nutriti on as a treatment 
strategy appears to be one area for easing public and private health 
care costs in Ontario by reducing the need or extent for some routi ne 
pharmaceuti cal interventi ons.

The website of the Canadian Diabetes Associati on notes the positi ve 
eff ect of nutriti on on the conditi on,7 “It is well documented that 
nutriti on therapy can improve glycemic control”.8 

In our view, the conclusions of the Insti tute for Competi ti veness and 
Prosperity in Working Paper #20 did not att ach enough importance to the 
role of nutriti on in impacti ng the health care system and contributi ng 
directly to cost savings and improved health status of the populati on. 
More analysis and research could be done to investi gate the potenti al 
benefi ts in terms of health care costs and higher producti vity if more of 
the populati on reached healthy body mass levels.

Local food is an important issue. The Presidents’ Council is developing 
its comprehensive strategy around three pillars: (1) economic growth 
(2) health and (3) sustainability. The issue of local food will be covered 
as part of sustainability since it relates to reducing the carbon 
footprint associated with transporti ng food to distant markets. The 
report authors are not aware of signifi cant research investi gati ng the 
extent to which locally grown food has higher level of nutrients and 
the factors responsible. 

Questi on # 8 -
How does the issue of local food relate to the health strategy?
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• Agri-Technology 
Commercializati on Centre

• Bean Growers of Ontario
• Beef Farmers of Ontario
• Bioindustrial Innovati on Canada
• Chicken Farmers of Ontario
• Christi an Farmers’ Federati on 

of Ontario
• College of Business and 

Economics, University of Guelph
• Dairy Farmers of Ontario
• Egg Farmers of Ontario
• Farm and Food Care Ontario
• Food and Beverage Ontario
• Food and Consumer Products of 

Canada

• Ginseng Ontario
• Grain Farmers of Ontario
• Grape Growers of Ontario
• Flowers Canada (Ontario)
• Ontario Agriculture College, 

University of Guelph
• Ontario Agri Business Associati on
• Ontario Agri-Food Educati on Inc. 
• Ontario Apple Growers
• Ontario Broiler Hatching Egg and 

Chick Commission
• Ontario Canola Growers’ 

Associati on
• Ontario Federati on of Agriculture
• Ontario Fruit & Vegetable 

Growers’ Associati on

• Ontario Greenhouse 
Vegetable Growers

• Ontario Maple Syrup 
Producers Associati on

• Ontario Pork
• Ontario Potato Board
• Ontario Processing Vegetable 

Growers
• Ontario Sheep Marketi ng Agency
• Ontario Tender Fruit Producers 

Marketi ng Board
• Ontario Veal 
• Organic Council of Ontario
• Turkey Farmers of Ontario
• Union des culti vateurs-franco-

ontariens

The Council’s membership currently represents 35 very diverse 
agriculture and food groups.

Questi on # 9 -
Which organizati ons are members of the Presidents’ Council?

1. See, for example, Stability of Lycopene During Food Processing and Storage, Food Ingredients Brasil No. 5 2008 at htt p://www.
revista-fi .com/materias/76.pdf. This report, in turn, references a number of original research studies.

2. htt p://www.fao.org/docrep/w8079e/w8079e0j.htm, Eff ects of Food Processing on Dietary Carbohydrates, Food and Agricultural 
Organizati on of the United Nati ons

3. htt p://www.dieti ti ans.ca/Nutriti on-Resources-A-Z/Factsheets/Grains/Meat-and-Alternati ves.aspx (October 2012)
4. Chernoff , R., Journal of the American College of Nutriti on, December 2004, (abstract) htt p://www.ncbi.nlm.nih.gov/

pubmed?term=Chernoff %20R%5BAuthor%5D&cauthor=true&cauthor_uid=15640517
5. Centers for Disease Control and Preventi on, 2010.
6. PUBLIC ACCOUNTS, 2013-2014, MINISTRY OF HEALTH AND LONG-TERM CARE, p. 2-254
7. htt p://guidelines.diabetes.ca/Browse/Chapter11
8. J.G. Pastors H. Warshaw A. Daly The evidence for the eff ecti veness of medical nutriti on therapy in diabetes management Diabetes 

Care 25 2002 608 613
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Reports
1. Healthy Kids Panel, Ontario Ministry of Health and Long Term Care 

2. Tracking Nutriti on Trends 2013, Canadian Foundati on for Dieteti c 
Research 

3. Canadian Community Health Survey, Stati sti cs Canada

4. 2010 US Foreign Agricultural Service document about Trends in 
Canadian Food Market

5. Ontario’s Food and Beverage Processing Industry Strategy: The 
NEW Engine of Ontario’s Economy, October 2013, Alliance of 
Ontario Food Processors

6. ECONOMIC IMPACT STUDY REPORT: Ontario Food and Beverage 
Processing Sector, Alliance of Ontario Food Processors, 2012

7. A New Menu for Ontario’s Food Economy, Marti n Prosperity 
Insti tute 

8. Ontario Ministry of Agriculture, Food and Rural Aff airs, Research 
and Innovati on Branch - Examples of how research is sati sfying 
consumer needs and creati ng markets for new products.

9. Developing a Framework for a Canadian Food Strategy, Conference 
Board of Canada

10. Towards a Nati onal Food Strategy, Canadian Federati on of 
Agriculture

11. Ontario Food and Nutriti on Strategy, Ontario Collaborati ve Group 
on Healthy Eati ng and Physical Acti vity

12.  Measuring the Food Environment in Canada, Health Canada 2013

13. Health and Wellness Trends for Canada and the World 2011, 
Agriculture and Agri-Food Canada

14.  Nutriti on and Food Quality Atti  tudes by Region 2013, NPD Group

15. Building Bett er Health Care, Policy Opportuniti es for Ontario, 
Insti tute for Competi veness and Prosperity, Working Paper # 20
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