
W O R L D   H E A L T H  
ORGANIZATION 

ORGANISATION  MONDIALE 
DE LA SANTE 

REGIONAL OFFICE FOR THE WESTERN PACIFIC 
BUREAU REGIONAL DU PACIFIQUE OCCIDENTAL 

 
REGIONAL COMMITTEE WPR/RC53/12 
 
Fifty-third session 25 July 2002 
Kyoto, Japan 
16-20 September 2002 ORIGINAL:  ENGLISH 
 
Provisional agenda item 18 

MINISTERIAL ROUND TABLE:   

DIET, PHYSICAL ACTIVITY AND HEALTH 

For centuries, it has been known that the secret to health and longevity begins with 

good eating habits and adequate exercise.  Proper diet and adequate physical activity can 

reduce the occurrence of heart attacks, strokes, type 2 diabetes and certain cancers.  Diet and 

exercise promote physical and mental health and well-being. 

The round table will form part of the Region's contribution to the global strategy on 

diet, physical activity and health, as urged by the Fifty-fifth World Health Assembly.  This 

paper reviews the extent of the problem and argues that diet and physical activity have 

become pressing issues for all countries (pp. 2-5).  It raises three questions that ministers 

may like to address in their discussions. 

(1) What are the barriers to health promotion as they apply to the issues of healthy 

diet and physical activity (p. 6)? 

(2) What have we learned from experience in the region and internationally? Are 

there examples of successful programmes that have overcome these barriers (pp. 7-11)? 

(3) Are there any pointers to the way forward (pp. 11-13)?  

Ministers attending the session, or their representatives, may participate in the round 

table discussions.  Each Member State is invited to nominate one participant.  The round 

table will be preceded by a panel discussion with experts on physical activity and nutrition. 
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1. INTRODUCTION 

1.1 Objectives 

This ministerial round table has the following objectives: 

(1) to raise awareness among health policy-makers in the Region of the importance of diet and 

physical activity; to stimulate discussion on partnerships, policies and programmes;  and to 

promote healthy lifestyles; 

(2) to encourage sharing of experiences and insights on these issues, based on the current 

situation in countries in the Region; and 

(3) to arrive at a consensus on specific action points to accelerate the promotion of healthy 

lifestyles and to determine the role of WHO. 

1.2 Present 

Noncommunicable diseases such as diabetes, cardiovascular diseases and cancers are major 

public health problems in practically all countries in the Region.  Six out of ten deaths in the Region 

are due to noncommunicable diseases. Obesity has reached epidemic proportions. The major risk 

factors for noncommunicable diseases and obesity are unhealthy diets, physical inactivity and 

smoking.   

• About 30 million adults in the Western Pacific Region suffer from diabetes and this 

figure is projected to rise to 56 million in 2025.  It is estimated that one fifth of the 

world’s diabetes cases are in the Region.  Some of the world's highest recorded 

figures for diabetes prevalence are in Pacific island countries. Diabetes is intimately 

linked to obesity.  

• Cardiovascular diseases are a leading cause of mortality in most countries.  Adult 

prevalence of hypertension, which is a major contributor to cerebrovascular disease, 

coronary heart disease, hypertensive heart disease and renal failure, exceeds 10% in 

19 countries of the Region.  In some Pacific island countries, prevalence rates are 

over 20%.  In China, hypertension affects 100 million individuals. 
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• In 23 countries of the Region, cancers are among the top three causes of death.  In 

eight of these, they are the leading cause of death.  Among men, lung cancer is one of 

the top three types of cancer and a leading cause of death in 28 countries.  Among 

women, breast cancer is one of the top three types of cancer and a leading cause of 

death in 20 countries.  Liver, colon/rectum, stomach, oral and cervical cancers are 

frequently reported in most countries. 

Modern lifestyles have made it difficult to make healthy choices.  While economic growth is 

universally desired, some of its effects may not be beneficial to health.  Urbanization and 

industrialization are irreversible in many areas.  They have resulted in a faster pace of life and the 

need to apply technology to various tasks in order to cope with the need to get things done quickly 

and efficiently.  Advances in telecommunications and transportation have minimized the need for 

physical activity.  Ironically, while technology has reduced the time it takes to perform specific tasks, 

mechanization has been accompanied by an increasing perception of lack of time or lack of control 

over time for activities that are beneficial to health.  Hence, it is easier to ride a vehicle than to walk.  

It is easier to eat a fast food meal than prepare a salad. 

Not only are healthy lifestyles difficult to promote, the problem is complicated by rapid social 

changes and economic development. The link between diabetes and economic prosperity is a good 

illustration. The recorded prevalence of diabetes in China outside the major metropolitan areas ranges 

from 1.7% in a poor rural area to 4.6% in a provincial capital.  The potential for these rates to grow 

much higher is very disturbing.  Ethnic Chinese populations elsewhere have far higher rates, e.g. 5% 

in Hong Kong, (China), 10% in Shanghai and even 15% among the Chinese population in Mauritius. 

These rates suggest that there is potential for exponential growth in China, where each 1% rise in 

overall prevalence means around 12 million people more with diabetes. 

1.3 Future 

Can we afford the price of uncontrolled obesity? 

If health ministries do not make health promotion a much higher priority, there will be serious 

health and economic consequences.   

• By 2020, NCD will overtake infectious disease as the predominant cause of morbidity 

and mortality globally.  
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• Costs of health care will escalate dramatically as older populations require treatment 

for chronic and noncommunicable diseases.  

• In the case of Type 2 diabetes, a disease due in large part to unhealthy diet and 

physical inactivity, the global total of people with the disease will rise to 220 million 

in 2010 and 300 million in 2025. 

• For example, studies suggest that 5%–10% of health care costs in developed countries 

can be attributed to the care of diabetes and its complications.  The situation is similar 

in many developing countries; for example, large portions of the health budget in 

some Pacific island countries are consumed by overseas referral for diabetes-related 

treatments.  The current rate of growth of diabetes means that it could soon outstrip 

the ability of governments to pay for such services. 

• Unhealthy diet and physical inactivity, and their complications, are not limited to the 

more affluent sections of the population. The economics of food mean that fatty, 

refined, salty foods are more profitable to market than healthier alternatives.  The 

cash economy is increasingly moving poor populations away from the production of 

their own food towards the consumption of convenient, cheap, but unhealthy 

alternatives.  Traditional production of food is also associated with physical activity 

(gardening, farming, fishing) so these changes also mean that the poor are becoming 

less active. 

1.4 Evidence 

There is strong evidence that unhealthy diet and insufficient physical activity are major causes 

of coronary heart disease, cerebrovascular strokes, several forms of cancer, type 2 diabetes, 

hypertension, obesity, osteoporosis, dental caries and other conditions.1 

Lack of physical activity is a major underlying cause of death, disease, and disability.  

Preliminary data from a WHO study on risk factors suggest that a sedentary lifestyle is one of the 10 

leading global causes of death and disability.  In countries around the world 60%-85% of adults are 

simply not active enough. Sedentary lifestyles double the risk of cardiovascular diseases, diabetes, 

                                                      
1  Report by the Secretariat,  “Diet, physical activity and health”, Fifty Fifth World Health Assembly, Provisional agenda 

item 13.11, A55/16, 27 March 2002. 
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and obesity and substantially increase the risk of colon cancer, high blood pressure, osteoporosis, 

depression and anxiety.2  

On the other hand, a healthy diet and physical activity reduce the risk of fatal disease through 

their influence on blood lipids, blood pressure, thrombosis, body weight, glucose tolerance and insulin 

resistance.  

Increasing consumption of vegetables and fruit, reducing salt intake and decreasing the amount 

and improving the quality of fat consumed are the most important dietary measures for preventing 

both cardiovascular diseases and cancers.  Maintaining normal body weight and engaging in physical 

activity throughout the life span are the most effective ways of preventing diabetes and other chronic 

diseases. 

• A reduction in saturated fat intake of 1%–3% can reduce incidence of coronary heart disease by 

25%, saving US$ 4.1–US$ 12.7 billion in medical costs and productivity losses over ten years.3 

• Spending US$ 1 on a nutritional programme for women in poverty has been shown to save 

US$ 2.91 in medical costs by reducing the number of low birth-weight babies born.4 

• If an additional 10% of Australians had physically active lifestyles, the risk of CVD would be 

reduced by 5% – a potential saving of A$ 103.75 million.5 

Limiting weight gain reduces the risk of postmenopausal breast cancer, cancer of the colon, 

endometrium and kidney, and adenocarcinoma of the oesophagus.  Regular physical activity reduces 

the risk of breast and colon cancer and possibly that of endometrial and prostate cancer.  Up to one 

third of tumours of the colon, breast and kidney can be attributed to overweight and insufficient 

physical activity.  In the European Union, for example, it is estimated that 21 000 cases of colon 

cancer and 13 000 cases of breast cancer could be avoided annually by maintaining normal body 

weight.6  

                                                      
2 WHO, Agita Mundo, Move for Health. Geneva 2002. 
3 CDC (1999) An Ounce of Prevention … What Are the Returns?, 2nd edition, US Department of Health and Human 

Services, CDC, Georgia. 
4 Ibid. 
5 Australian Sports Commission (1993) Active Australia: A National Participation Framework, Australian Sports 

Commission, ACT, 1993:20 
6  International Agency for Research on Cancer,  Working Group's evaluations and recommendations Lyon,  

February 13-20, 2001. 
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2. ISSUES 

Health promotion is paid lip service by individuals and governments alike. The knowledge is 

there; the action is lacking. What are the barriers that stop good intentions from being carried out? 

At the individual level, the voluntary adoption of healthy behaviours may be seen as fine-tuning 

within the limits set by the environment. For example, individuals may choose to eat healthy food 

only if it is available in their community at a price they can afford. Cultural norms determine the 

choice of food items, and quantities of foods consumed. Trade and agriculture policies determine 

what foods appear at the sources where consumers make purchases. These environmental factors set 

the menu within which an individual’s food preferences and attitude to health can operate. In the case 

of many people the scope for making healthy choices is small. Healthy choices are often difficult 

choices. 

At the governmental level, there are other barriers. Most of the changes required to promote 

active lifestyles and the consumption of healthy foods lie outside the influence of the health sector. 

Underfunded public health departments often have little influence over the decision-making processes 

of larger revenue-generating sectors, such as trade and agriculture, and the health impact of their 

policies is not routinely evaluated. Commercial agencies and revenue-generating sectors in 

government usually have no incentive to reduce short-term profits and revenues in favour of health 

benefits that may accrue over the long term. Policy-makers, the food industry, and consumer 

preferences for a fatty diet and sedentary lifestyle form an insidious alliance that promotes the 

environments that lead to unhealthy choices. Furthermore, the resolve of the health sector is 

sometimes eroded from within. There is often more short-term political capital to be gained from the 

construction of hospitals and investments in high-technology curative technology than on alleviating 

the causes of ill-health. 

The following sections are intended as illustrations of some of these barriers in action. These 

barriers can, and must, be overcome.  Short case studies are presented that represent success stories, 

and examples of instances in which the barriers have been overcome. The key message is that the 

barriers may be formidable, but they are not insurmountable. 
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2.1 Contrary to popular belief, people may not know what a healthy diet is 

The public is bombarded with all types of messages about what constitutes a healthy diet.  

These messages can be confusing and sometimes lead people to ignore them altogether. 

 

Traditional lifestyles in Okinawa 

Life expectancy in Japan is among the highest in the world, but in Okinawa, one of the 

country's poorest prefectures, it is even higher than the national average. 

Okinawans are a distinct ethnic group within Japan and have a distinct cultural history.  Their 

exceptional longevity has been studied at home and among migrant groups of Okinawans in Hawaii 

and Brazil.  It was discovered that Okinawans' longevity can be attributed to low rates of coronary 

heart disease and cancer.  This is due in part to the Okinawan diet, which is characterized by low salt, 

soy beans, fish, seaweed and green vegetables. Stress-coping mechanisms associated with strong 

social support from family and friends are another reason why Okinawans tend to live longer than 

other Japanese. 

 

Kimchi commercials 

In the Republic of Korea the prevalence of overweight (26%) is low for a developed country.  

This is due to a low dietary fat intake (42g per day) and a high vegetable intake (280g per day).  These 

levels are maintained through active promotion of healthy aspects of the traditional Korean diet 

through media campaigns, healthy recipes and nutritionally balanced meals in institutions. 

2.2 It is not convenient to walk 

For millions of people who live in cities where unplanned urban growth has resulted in 

congestion, walking is not a healthy or safe option.  Children often do not have enough places to play 

in.  Many cities lack sidewalks or parks.  Joggers and walkers may inhale fumes from motor vehicles 

or stationary sources of pollution that can trigger asthma attacks and allergies.  Walking on unlit 

streets can make pedestrians victims of crimes and violence.  
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Cities move more when streets are closed to traffic 

In São Paulo, Brazil 70% of the population was sedentary until the Agita São Paulo movement 

which inspired the World Health Day 2002 celebration.  Part of the strategy included closing certain 

streets to vehicular traffic.  Many cities and towns have demonstrated that spaces for physical activity 

can be easily created.  Riverside avenues in Paris, France, are closed to cars during the summer for 

walkers, skaters and bikers.  In Bogotá, Colombia, a city ordinance allows for the city’s main avenue 

to be closed to automobile traffic every Sunday.  In Geneva, Switzerland, the local Red Cross lends 

free bicycles to the public throughout the summer. 

2.3 The food industry caters to taste and profit rather than good nutrition 

Globalization and trade liberalization have brought about an influx of food products in many 

countries.  Not all of these products are good for health.  Nevertheless, food that tastes good, is well 

advertised and successfully marketed will find its way into homes of consumers who are exercising 

their freedom of choice.   

Many people associate a healthy diet with a bland diet.  In the Region, being able to eat food 

that tastes good is probably at the top of the list of quality of life issues that really matter to 

consumers. 

Salt to taste 

In New Zealand, the National Heart Foundation has established a “nutrition signpost” in the 

form of a logo that indicates that a product was formulated to standards set by the Foundation.  This 

was an effort to influence food production by making salt content in food products visible to 

consumers.  Surveys showed that 59% of people looked for the logo when shopping, and, as a result, 

23 product formulations were changed to reduce salt content.  The net effect was that 33 tonnes of salt 

each year were removed from the New Zealand diet. 

2.4 Unhealthy food may be a major source of income for food production sectors 

All countries have an agriculture and food production sector that provides employment. Any 

public pronouncement on the negative health impacts of a specific food product is therefore certain to 

generate political controversy, regardless of whether it is based on scientific evidence. Whether the 

product is milk, butter, soft drinks, alcohol or tobacco, political constituencies can be mobilized to 

counteract efforts to make healthier food available to consumers.  
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Bread without butter 

In the 1970s, a rural region in the east of Finland, North Karelia, had among the highest 

cardiovascular mortality rates in the world.  A comprehensive demonstration project was set up, 

backed by strong government, community, medical and nongovernmental organization (NGO) 

commitment.  The project included:  education on risk factors; a shift in agricultural production from 

predominantly dairy farming to berry production; medical treatment; and a flexible five year action 

plan that was sustained and evaluated.  In two decades, from the late 1970s to the late 1990s, there 

were dramatic changes.  The number of people using butter on bread fell from 60% to 5%.  The 

percentage of people consuming high fat milk fell from 40% to 7%.  Salt intake per person per day 

fell from 15g to 9 g. Cholesterol levels fell by 18%.  Blood pressure fell by 9%.  The combined effect 

of these dietary changes was that mortality from ischemic heart disease fell by 73%. 

2.5 Food preferences acquired over time may become embedded in social practices 

Acquired “tradition” may be one of the biggest obstacles to healthy diets. In all societies, food 

represents more than just proteins, carbohydrates, vitamins and minerals.  Food (and the process of 

preparing and eating it) carries with it symbols and meanings that are handed down from generation to 

generation.  In most instances, the traditional diet, coupled with traditional occupational patterns, 

represents the healthiest adaptation to a given environment. However, in an increasing number of 

countries, varied diets are being replaced by increasingly homogeneous “Western” diets. Traditional 

active pastimes are being replaced by more passive spectator pursuits.  In some instances, such as 

family outings to hamburger restaurants or the consumption of mutton flaps in Pacific islands, these 

changes are so prevalent that they have acquired the force of modern “traditions”. 

Cooking oil in Mauritius 

A national healthy lifestyle intervention programme in Mauritius included extensive use of 

mass media, fiscal and legislative measures, and community health promotion activities.  Among 

other measures, the Ministry of Health ordered a change in the formulation of the oil widely used in 

cooking.  The new formulation meant the oil was almost 100% soybean oil. It is believed that this 

contributed importantly to a dramatic fall in cholesterol levels. After five years, blood pressure and 

serum lipid concentrations had been reduced, increased amounts of leisure exercise were being taken, 

and smoking and alcohol consumption had decreased.   
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2.6 Healthy choices happen too late in life 

Diabetes and obesity are inextricably linked.  Lifestyle patterns leading to overweight are 

related to physical activity and diet patterns that are formed in childhood.  Early habits have lifelong 

consequences. 

For example, a woman who enters adulthood overweight and gains more weight is seventy 

times more likely to get diabetes than a woman who is lean.  Often individuals consider modifying 

their lifestyle only when symptoms of disease and ill health set in. 

The common notion is that children and young people can do as they please and do not have to 

worry about eating properly or exercising regularly.  Lifestyle messages are more frequently directed 

at middle-aged individuals who may already be in the early stages of noncommunicable diseases. 

Modernization and globalization have brought about rapid changes in the way children eat and 

live.  Television, video games, mass transportation, lack of parks and walkways have all contributed 

to children with sedentary lifestyles.  Fast food and instant meals account for increasing percentages 

of children's' diets. Unlimited amounts of sweets, sodas and junk food are readily available, even in 

many school canteens.  It is, therefore, not surprising that overweight in children is common in China 

and in Viet Nam.  Throughout the Region, Type 2 diabetes is no longer an adult-onset diabetes but is 

now frequently diagnosed among children. 

Singapore schools get tough (“TAF: trim and fit”) on fat 

Singapore is growing fatter.  The 1998 National Health Survey showed an alarming increase in 

obesity from the 1992 figures.  Every year, there had been an increase of almost 1% in the age-

standardized prevalence of abdominal obesity.  These increases were most pronounced in women 

(from 4.4% to 12.9%) but also seen in men (from 0.5% to 1.6%).  They were apparent in all ethnic 

groups:  Chinese , Indian and Malay. 

In response, the Singapore Government started the “Trim and fit” (TAF) scheme.  This is an 

intensive school-based programme that encourages schools to develop obesity prevention campaigns.  

The scheme is a collaborative venture between the Ministry of Education, the Ministry of Health and 

various community groups.  It promotes healthy eating and physical activity in schools, with more 

intensive programmes aimed at overweight children.  Apart from educational activities, children are 

exposed to healthier environments (healthy tuck shops) and customized interventions (some of which 

are mandatory). 
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2.7. Increased physical activity is time-consuming 

For many individuals, one of the biggest obstacles to physical activity is taking the time, or 

perhaps more appropriately “making time”, for healthy choices.  In order for physical activity to have 

an impact on health it must be done regularly.  However, it must also compete with other activities 

that may be more relaxing or enjoyable.  It is often helpful if added value accrues from a regular 

physical activity, e.g. playing golf may lead to more business contacts or being good at ballroom 

dancing may lead to an improvement in social status.  Otherwise, physical activity may become 

cumbersome, unpleasant and “time consuming” instead of “time worth spending”. 

“Take the stairs for your health” 

In a recent study conducted at the University of Minnesota, United States of America, two 

interventions were tested to improve the use of stairways in the eight-storey School of Public Health 

Building. First, a sign which read “take the stairs for your health” was placed at the decision point 

between the stairs and the elevator and, second, artworks were exhibited along the walls of the 

stairway and these were changed every week.  Results showed that signs alone could increase 

stairway use, but improving the aesthetic qualities of a staircase with artwork and music also 

significantly increased stair use. 

3. WHAT TO DO NEXT?  

The way forward is challenging. This section explores a number of options and invites 

ministers to consider both conventional and unconventional approaches during the round table 

discussion.  

Governments cannot afford to take a “business as usual” approach to addressing the issue of 

unhealthy diet and physical inactivity. A new pamphlet will not change the structure of society. A 

media message on healthy eating will not address the waning cooking skills of a generation being 

brought up on fast foods. Marketing health ideas increases consumer knowledge but is only  part of  a 

larger solution. Trade, business, economic and development issues also need to be addressed if health 

is to be promoted and lifestyles are to change. Without these, communications campaigns will result 

only in a better informed public that is still unable to take action. No single country has found the 

solution to rapidly rising levels of obesity, and this is possibly because we are looking down 
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traditional avenues. Should we look elsewhere instead?  The ministerial round table may like to 

explore some unconventional responses in its discussions.  

Building healthy environments and positioning health promotion as a national priority 

• Building healthy public policy. How can epidemiological data be used to influence 

policy-making related to trade, business, economics and development?  Should 

techniques of influencing the public agenda form a larger part of public health 

courses?  

• Markets and regulation, maintaining a balance. Can “market forces” be used to 

protect public health?  Can the health sector help to define the standards that will 

determine profits and prices in health markets?  

Developing effective communications for healthy lifestyles 

• Making health messages relevant. Is health promotion relevant to the poor, whose 

key concern is survival? What type of message or environmental change will alter the 

behaviour of a truck driver who seeks escape from hardship in occasional nights of 

unsafe sex in a brothel? Are our health promotion programmes only for those who have 

economic interests to protect?  

• Improving the quality of communications. Are our communications strategies 

effective? Who is the best spokesperson for health?  Is it still the ministry of health?  

Could other influential people such as celebrities, entertainers, athletes and other trend-

setters take on a more visible role in health promotion?    

Social mobilization and strategic partnerships 

• Partnerships with local government. Are national agencies still relevant for health 

promotion, given that most activities are local?  What is the role of intersectoral 

national committees?  What should be the content of national programmes for health 

promotion? What is the new role of health promotion and health education units?  

What strategies would provide clearer directions to maximize advantages of both 

national and local governments in promoting health?  

• Commercial partnerships. Are we using the power of partnership correctly? While 

the commercial sector is rife with companies that profit from ill-health, there are 
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equally strong commercial interests that could profit from, and could market, healthier 

food products and active lifestyles? Have we established enough links with the beauty 

and fitness industries? Have we adequately explored the scope for arriving at a 

consensus on the need to modify certain food products? Have we learned to mobilize 

local government and communities in the cause of consumer rights and healthy 

environments? 

• Corporate accountability. Are we using "corporate responsibility" to the advantage 

of public health? If industries that have done damage to the environment can be held 

responsible for environmental clean-up campaigns, could industries that pose threats to 

health also be held responsible for promoting health? 

Reforming health services 

• Payment for health promotion. Who should pay for health promotion?  What is the 

responsibility of employers?  Should individuals shoulder the cost of exercise, diet and 

physical activity?  Or should the costs of reducing lifestyle risks also be "shared" 

across sectors in the same way as the costs of fighting disease are "shared" in health 

financing schemes?  

• Extending the role of health workers. What should the strategic role of health 

workers be in the promotion of lifestyle change?  Should it be limited to providing 

counselling on lifestyle changes?  Or should health workers be at the forefront of 

advocating policy changes? Should they be more active in facilitating changes related 

to trade, business, economics and development? What type of skills and training would 

be needed for these emerging roles? 
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4. GLOBAL STRATEGY ON DIET, PHYSICAL ACTIVITY AND HEALTH  

The Fifty-fifth World Health Assembly adopted resolution WHA55.23 (Annex) urging Member 

States to collaborate with WHO in developing a global strategy on diet, physical activity and health.  

The objectives of the strategy would be:  

(1) to promote health and reduce the common risks of chronic noncommunicable disease that 

stem from poor diet and physical inactivity by essential public health action and integration of 

preventive measures in functions of health services; 

(2) to encourage, as part of health sector reform, incorporation in national plans of action for 

nutrition as they are updated, of strategies for diet, physical activity and health involving all 

sectors, including civil society and the food industry; 

(3) to monitor scientific data and support research in a broad spectrum of related areas, including 

human genetics, nutrition and diet, matters of particular concern to women, and development 

of human resources for health. 

In response, WHO is conducting a broad and inclusive consultation process that will lead to a 

global strategy on diet, physical activity and health.  The guiding principles of this process are:  

(1) stronger evidence for policy: synthesize existing knowledge, science and interventions on 

the relationship between diet, physical activity and chronic disease;  

(2) advocacy for policy change: inform decision-makers and stakeholders of the problem, 

determinants, interventions and policy needs;  

(3) stakeholder involvement: agree on the roles of stakeholders in implementing the global 

strategy;  and 

(4) a strategic framework for action: propose appropriately tailored policies and interventions 

for countries.  

The document summarizing the conclusions of this ministerial round table will be an important 

part of the Region's input to this process. 
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5. CONCLUSION 

The findings of the round table will be forwarded to WHO Headquarters as part of the Region's 

contribution to the global strategy on diet, physical activity and health.   

It is also hoped that the discussion will enable ministers to (1) clarify the main barriers to health 

promotion as they apply to healthy diet and physical activity in their countries; (2) identify some 

examples of successful programmes that can be applied in their countries, and (3) formulate policy on 

how healthy diet and physical activity can be promoted in future. 
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FIFTY-FIFTH WORLD HEALTH ASSEMBLY WHA55.23 

Agenda item 13.11 18 May 2002 

Diet, physical activity and health 

 
The Fifty-fifth World Health Assembly, 

Having considered the report on diet, physical activity and health;1 

Recalling resolution WHA53.17 on prevention and control of noncommunicable diseases that 
reaffirmed that the global strategy for the prevention and control of noncommunicable diseases and the 
ensuing implementation plan were directed at reducing premature mortality and improving the quality 
of life; 

Recalling The world health report 2001,2 which indicates that mortality, morbidity and 
disability attributed to the major noncommunicable diseases, currently account for approximately 60% 
of all deaths and 43% of the global burden of disease, and are expected to rise to 73% of all deaths and 
60% of the global burden of disease by 2020; 

Noting that already 79% of the deaths attributed to noncommunicable diseases occur in the 
developing countries; 

Alarmed by these rising trends that are a consequence of the demographic and epidemiological 
transition, including those in diet and physical activity, and the globalization of economic processes; 

Recognizing, however, the vast body of knowledge and experience that exists in this domain, 
and the need to reduce the level of exposure to the major risk factors of unhealthy diets, physical 
inactivity and tobacco use; 

Mindful also that these major behavioural and environmental risk factors are more amenable to 
modification through implementation of concerted essential public health action, as has been 
demonstrated in several Member States; 

Recognizing the importance of the proposed framework for action on diet and physical activity 
within the integrated prevention and control of noncommunicable diseases, including the support of 
healthy lifestyles, facilitation of healthier environments, provision of public health services, and the 
major involvement of the health, nutrition and other relevant professions in improving the lifestyles 
and health of individuals and communities; 
                                                      

1 Document EB109/14. 
2 The world health report 2001. Mental health: new understanding, new hope. Geneva, World Health Organization, 

2001. 
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1. URGES Member States to collaborate with WHO in developing a global strategy on diet, 
physical activity and health for the prevention and control of noncommunicable diseases, based on 
evidence and best practices, with special emphasis on an integrated approach to improving diets, and 
increasing physical activity, in order: 

(1) to promote health and reduce the common risks of chronic noncommunicable diseases 
that stem from poor diet and physical inactivity by essential public health action and integration 
of preventive measures in the functions of health services; 

(2) to encourage, as part of health sector reform, incorporation in national plans of action for 
nutrition as they are updated, of strategies for diet, physical activity and health involving all 
sectors, including civil society and the food industry; 

(3) to monitor scientific data and to support research in a broad spectrum of related areas, 
including human genetics, nutrition and diet, matters of particular concern to women, and 
development of human resources for health; 

2. FURTHER URGES Member States to celebrate a “Move for Health Day” each year to promote 
physical activity as essential for health and well-being; 

3. REQUESTS the Director-General: 

(1) to develop a global strategy on diet, physical activity and health within the framework of 
the renewed WHO strategy for the prevention and control of noncommunicable diseases and, in 
consultation with Member States, and with the bodies of the United Nations system and 
professional organizations concerned, to give priority to providing support to Member States for 
establishment of corresponding national policies and programmes; 

(2) to support further research on effective implementation of different means leading to 
healthier lifestyles; 

(3) to ensure that a multidisciplinary and multisectoral approach is a governing idea of the 
global strategy; 

(4) to ensure, while developing the strategy, an effective managerial mechanism for 
collaboration and technical support involving all programmes concerned at different levels of 
the Organization and WHO collaborating centres, emphasizing the introduction and 
strengthening of global and regional demonstration projects; 

(5) to strengthen collaboration with other organizations of the United Nations system, and 
other partners, including the World Bank, international nongovernmental organizations, and the 
private sector for implementation of plans at global and interregional levels and to promote 
capacity-building at national level; 

(6) to submit a progress report on integrated prevention of noncommunicable diseases to the 
Executive Board at its 113th session and the Fifty-seventh World Health Assembly. 

Ninth plenary meeting, 18 May 2002 
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