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Annex	1
Membership of Working Group on Diet and Physical Activity

Chairman
Prof	Alfred	CHAN	Cheung-ming,	BBS,	JP

Vice	Chairman
	 Dr	LAM	Ping-yan,	JP	
 
Members
					 Prof	Juliana	CHAN	Chung-ngor
	 Mr	CHAU	How-chen,	GBS,	JP
	 Dr	CHEUNG	Wai-lun,	JP
	 Mr	Michael	LAI	Kam-cheung,	MH,	JP
	 Ms	Catherine	LEE	Oi-wa
	 Dr	Lobo	LOUIE	Hung-tak
	 Mr	James	NG	Chi-ming
	 Dr	Mary	SCHOOLING	
	 Mr	TANG	Kwai-tai
	 Dr	Joyce	TANG	Shao-fen
	 Dr	TSE	Hung-hing
	 Mr	WONG	Ka-wo,	JP
	 Dr	WONG	Man-sau
 
Ex-officio	Members
	 Ms	Olivia	CHAN	Yeuk-oi	
	 Mr	Tony	LIU	King-leung	
	 Dr	Thomas	TSANG	Ho-fai,	JP	
 Mr	Benjamin	YUNG	Po-shu	

Secretary
	 Dr	LEUNG	Ting-hung,	JP	
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Annex	2
Terms of reference of Working Group on Diet and Physical Activity

(a)	 To	assess	the	epidemiology,	risk	factors	and	socioeconomic	determinants	of	
specific	NCD	with	reference	to	diet	and	physical	activity	of	local	population;	

(b)	 To	make	recommendations	on	the	health	and	health	 improvement	needs	of	
the	local	population	in	relation	to	healthy	diet	and	physical	activity;	

(c)	 To	review	local	and	international	good	practices	and	intervention	strategies	to	
promote	healthy	diet	and	physical	activity;	and

(d)	 To	make	 recommendations	 on	 the	 development,	 implementation	 and	
evaluation	of	a	plan	of	action	for	promotion	of	healthy	diet	and	physical	activity	
in	Hong	Kong.	
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Annex	5
Health promotion: concepts and practice

1.	 Application	of	 ‘health	promotion’	 to	 improve	population	health	dated	back	
to	 its	embryonic	beginnings	 in	 the	 late	sixties	which	blossomed	 into	an	
international	discipline	 in	 the	eighties.	 	At	 the	 first	Global	Conference	on	
Health	Promotion	organized	by	 the	WHO	 in	1986,	 the	Ottawa	Charter7		

was	presented.	 	Health	 promotion	became	 recognised	as	 the	process	
of	enabling	people	 to	 increase	control	over,	and	 to	 improve,	 their	health.		
To	 reach	a	state	of	 complete	physical,	mental	and	social	wellbeing	 (i.e.	
health	as	defined	by	 the	WHO),	an	 individual	or	group	must	be	able	 to	
identify	 and	 to	 realise	 aspirations,	 to	 satisfy	 needs,	 and	 to	 change	or	
cope	with	 the	environment.	 	Health	 is	 therefore,	 seen	as	a	 resource	 for	
everyday	 life,	and	not	 the	objective	of	 living.	 	Health	 is	a	positive	concept	
emphasising	social	and	personal	 resources,	as	well	as	physical	capacities.		

2	 Clearly,	health	promotion	is	not	only	the	responsibility	of	the	health	sector,	but	
goes	beyond	 to	 include	actions	directed	at	changing	social,	environmental	
and	economic	conditions,	strengthening	skills	and	capabilities	of	 individuals,	
as	well	as	causing	healthy	choices	easier	 to	make.	 	The	 five	key	action	
areas	 for	effective	health	promotion	are	 to	build	healthy	public	policy,	 to	
create	supportive	environments	 for	health,	 to	strengthen	community	action	
for	 health,	 to	 develop	personal	 skills,	 and	 to	 re-orient	 health	 services.

3	 In	 today’s	globalised	world,	 increasing	 inequalities	within	and	between	
countries	 and	 communities	 are	 seen,	making	 vulnerable	 groups such	
as	women,	children,	elderly,	disabled,	poor,	unemployed,	 immigrants	at	
particularly	high	risk	of	unhealthy	lifestyle	practices	and	ill	health.		Recognising	
the	enjoyment	of	 the	highest	attainable	standard	of	health	as	a	fundamental	
right	of	human	race,	it	remains	for	every	government,	community,	civil	society	
and	corporate	 to	place	health	at	 the	centre	of	 its	development	agenda.	 	 In	
essence,	each	sector	has	its	unique	role	to	play	to	contribute	to	improvements	
in	public	health,	and	partnerships	will	provide	exciting	and	rewarding	ways	to	
bring	them	together.	 	Building	on	the	values,	principles	and	action	strategies	
of	 the	Ottawa	Charter,	 the	Bangkok	Charter8	 	 in	 2005	 reaffirmed	 that	
policies	and	partnerships	 to	empower	communities	and	 to	 improve	health	
and	health	equality	should	be	central	 to	global	and	national	development.	

7		Ottawa	Charter.	WHO,	1986
8		The	Bangkok	Charter	for	Health	Promotion	in	a	Globalized	World.	WHO,	2006
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When	is	health	promotion	effective?

4	 The	 ultimate	 goal	 of	 health	 promotion	 is	 to	 improve	 an	 individual’s	
physiological	and/or	social	aspects	of	health.	 	For	health	promotion	action	to	
be	effective,	one	must	do	the	right	thing	and	do	it	well.		This	underscores	the	
need	to	build	capacity	 in	 the	health	promotion	workforce,	be	 it	 in	 the	public,	
private	or	non-governmental	sector,	 in	order	 that	 limited	resources	could	be	
put	 to	best	use.	 	Good	health	promotion	 follows	a	planning	and	evaluation	
cycle9		(see	Figure	1).	

9		Theory	in	a	Nutshell,	A	Guide	to	Health	Promotion	Theory.	Nutbeam	D	and	Harris	E,	McGraw-Hill,	2002	(reprinted)

Figure 1. Health promotion planning and evaluation cycle9
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5	 Nutbeam10		proposed	a	Six	Stage	Developmental	Model	for	health	promotion	
research,	planning	and	evaluation,	pointing	out	 the	strategic	 relationship	
between	cause,	 target	 population,	 content	 and	method	of	 intervention.		
That	 is	 to	say,	every	project	 in	health	promotion	must	begin	with	problem	
definition	 (understanding	what	 the	problem	 is,	why	and	how	 it	 arose),	
followed	by	solution	generation	(how	 it	may	be	solved),	 intervention	 testing	
(whether	 the	solution	worked),	 intervention	demonstration	 (how	 the	action	
could	be	repeated	and	refined),	dissemination	(if	 the	action	could	be	widely	
reproduced)	and	 finally	programme	monitoring	 (whether	 the	programme	
could	be	sustained).		Once	a	health	promotion	programme	has	reached	stage	
six,	emphasis	should	be	on	supporting	project	management	and	assessing	
cost	and	benefits	 for	 the	sake	of	maximising	programme	cost-effectiveness.	

6	 In	the	effort	 to	demonstrate	effectiveness	of	a	health	promotion	 intervention,	
one	must	distinguish	between	 the	different	 types	of	outcome	 in	order	 to	
communicate	what	constitutes	success.		Three	levels	of	outcome	exist.	 	The	
first	 level	 comprises	 ‘health	promotion	outcomes’	 representing	 the	more	
immediate	 result	of	actions.	Examples	are	health	 literacy,	social	 influence,	
public	policy	and	organizational	practices	that	affect	an	 individual's	ability	 to	
make	healthy	choices.		The	next	level	is	‘intermediate	health	outcomes’	such	
as	healthy	 lifestyles,	effective	health	services	and	healthy	environments	that	
determine	 the	health	of	 individuals	 thereby	 impacting	on	 the	highest	 level	
of	 ‘health	outcome’,	 typically	described	by	mortality,	morbidity,	disability,	
quality	of	 life,	and	so	on.	 	 Implicit	 in	 this	 three-level	construct	 is	 the	notion	
that	changes	generated	in	the	different	levels	of	outcome	will	occur	according	
to	different	 time	scales,	depending	on	 the	 intervention	and	type	of	problem	
being	addressed.		For	this	reason,	it	is	not	unusual	to	take	a	decade	to	prove	
certain	 interventions	are	effective	at	 the	health	outcome	level,	and	even	this	
may	be	difficult	given	the	presence	of	confounding	factors	during	the	interim.	

10	Nutbeam	D.	Evaluating	Health	Promotion:	Progress,	Problems	and	Solutions.	Health	Promotion	International	1998;13(1):27-44.
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7	 For	a	health	promotion	programme	to	succeed,	there	must,	first	and	foremost,	
be	an	effective	 intervention.	 	Formative	evaluation	will	examine	how	well	 the	
intervention	has	achieved	the	planned	changes	or	set	objectives.		Then,	every	
aspect	of	the	intervention	must	be	carried	out	properly	to	achieve	the	expected	
results.	 	Process	evaluation	will	provide	the	 information	that	 the	programme	
has	indeed	been	implemented	as	planned.		For	some	programmes,	outcome	
evaluation	may	 not	 be	 required	 so	 long	 as	 the	 programme	has	 been	
conducted	as	planned,	and	the	expected	results	will	 follow.	 	For	example,	 it	
will	not	be	necessary	 to	evaluate	success	of	a	 tobacco	control	programme	
since	inevitably	fewer	people	will	die	from	lung	cancer	if	there	is	a	reduction	in	
smoking	uptake	and	prevalence.		For	other	programmes,	impact	evaluation	to	
examine	knowledge,	skill,	attitudinal,	behavioural,	service	use,	environmental	
or	policy	changes	will	be	required.	

Finding	an	intervention	that	fits 

8	 Experience	shows	that	programmes	are	more	 likely	 to	be	successful	when	
the	determinants	of	the	health	problem	are	well	understood,	where	the	needs	
and	motivations	of	 the	 target	population	are	addressed,	and	 the	context	 in	
which	the	programme	is	implemented	has	been	taken	into	account.		The	use	
of	theories11	 that	explain	and	predict	health	behaviour	and	behaviour	change	
can	help	 in	 the	understanding	of	 the	nature	of	 the	problem,	 the	needs	and	
motivations	of	 the	target	population	and	the	context,	 thus	promoting	a	better	
fit	between	problem	and	programme.		Health	promotion	theories	are	broadly	
categorised	according	 to	 the	 level	of	 intervention	–	 individual,	 interpersonal	
and	community	level.		

11	Theory	at	a	Glance,	A	Guide	for	Health	Promotion	Practice	(second	edition).		National	Cancer	Institute	US	DHHS,	2005
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9	 Notable	examples	of	 theories	 that	explain	behavioural	change	 in	 individuals	
include	 the	 Health	 Belief	Model	 (HBM)	 and	 the	 Stages	 of	 Change	
(Transtheoretical)	Model.	 	The	HBM	addresses	an	 individual’s	perceptions	
of	the	threat	(such	as	susceptibility	and	severity)	posed	by	a	health	problem,	
the	benefits	of	avoiding	the	threat	and	factors	 influencing	the	decision	to	act	
(barriers,	cues	to	act	and	self-efficacy).		Since	health	motivation	is	the	central	
focus,	 the	HBM	is	a	good	fit	 for	addressing	problem	behaviours	 that	evoke	
health	concerns,	e.g.	HIV	 infection.	 	The	Stages	of	Change	Model,	on	 the	
other	hand,	argues	that	behaviour	change	is	a	process	rather	than	an	event.		
People	go	through	five	stages	of	behavioural	change	from	pre-contemplation,	
contemplation,	preparation,	action	to	maintenance.		Those	at	different	stages	
of	change	have	different	 informational	needs	and	benefit	 from	interventions	
designed	specifically	 for	 that	stage.	 	The	model	 is	circular	since	people	do	
not	systematically	progress	from	one	stage	to	the	next,	but	enter	the	change	
process	at	any	stage,	 relapse	 to	an	earlier	stage,	and	begin	 the	process	
again,	until	the	model	stops	at	some	point.		A	typical	example	is	quit	smoking	
behaviour.	

10	 Theories	at	 the	 interpersonal	 level	assume	 individuals	exist	within,	and	are	
influenced	by,	the	social	environment	consisting	of	family,	friends,	coworkers,	
professionals,	and	so	on.	 	Social	Cognitive	Theory	 (SCT)	 is	a	 frequently	
used	theory.		SCT	describes	the	ongoing	dynamic	process	in	which	personal	
factors,	environmental	 factors	and	human	behaviour	exert	 influence	on	
one	another.	 	 If	 individuals	have	a	sense	of	self-efficacy,	 they	can	change	
behaviours	even	when	faced	with	obstacles.		If	they	lack	the	sense	of	control,	
they	are	not	motivated	to	act	and	cannot	persist	through	challenge.		SCT	has	
been	used	successfully	in	areas	ranging	from	dietary	change	to	pain	control.	

11	 Community	 level	models	explore	how	social	systems	 function	and	how	 to	
mobilise	community	members	and	organizations.	 	They	offer	strategies	 that	
work	 in	a	variety	of	settings	such	as	schools,	worksites,	community	groups,	
and	so	on.		A	well-known	example	is	the	Diffusion	of	Innovations	Theory	which	
states	 that	public	health	practitioners	must	attend	 to	 the	 reach,	adoption,	
implementation	and	maintenance	of	programmes	to	optimise	their	efficiency.		
For	example,	cancer	control	programmes	will	not	realise	their	full	potential	for	
improving	population	health	until	they	are	broadly	diffused	and	disseminated.		
Diffusion	of	 innovations	that	prevent	disease	and	promote	health	requires	a	
multilevel	change	process	taking	place	 in	diverse	settings.	 	This	 theory	has	
been	used	 in	 the	promotion	of	condom	use,	smoking	cessation	and	use	of	
new	tests	and	technologies	by	health	professionals.	
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12	 In	practice,	no	single	theory	dominates	health	education	and	health	promotion,	
nor	should	 it.	 	Adequately	addressing	an	 issue	may	require	more	 than	one	
theory,	and	no	one	theory	is	suitable	for	all	cases.	

Health	education	is	not	health	promotion

13	 A	 distinction	 needs	 to	 be	made	between	health	 education	 and	 health	
promotion.	Health	education,	according	 to	 the	Glossary	of	Public	Health	
Technical	Terms12,	 represents	 consciously	 constructed	opportunities	 for	
learning,	 for	 individuals,	groups,	organizations	and	communities	which	are	
designed	 to	 facilitate	changes	 in	behaviour	 towards	a	pre-determined	goal	
and	so	as	 to	 improve	health	status.	 	Common	modalities	 include	media	
publicity,	pamphlet	distribution,	poster	exhibitions	and	health	 talks.	 	Health	
education	has	a	long	history	in	disease	prevention	characterised	by	emphasis	
on	transmission	of	 information,	based	upon	a	simplistic	understanding	of	 the	
relationship	between	communication	and	behaviour	change.	 	 It	 is	clear	 that	
information	transmission	alone	cannot	achieve	impacts	on	behaviour	change	
as	 it	does	not	 take	 into	account	social	and	economic	circumstances	of	 the	
target	group.		Only	the	educated	and	economically	advantaged	benefit	as	they	
possess	personal	skills	and	economic	means	to	receive	and	respond	to	health	
messages	communicated	through	conventional	means.		Despite	strengthening	
of	health	education	by	 the	development	and	use	of	behavioural	 theories	 in	
the	eighties,	health	 interventions	 relying	on	communication	of	 information	
have	mostly	 failed	to	achieve	substantial	and	sustainable	results	 in	 terms	of	
behavioural	change,	and	have	made	little	impact	in	terms	of	closing	the	gap	in	
health	status	between	social	and	economic	groups	in	society.		To	be	effective	
in	improving	health,	more	personal	forms	of	communication,	and	community-
based	educational	outreach,	focused	on	better	equipping	people	to	overcome	
structural	barriers	to	health	are	needed.	

12	Glossary	of	Public	Health	Technical	Terms.	European	Commission,	1996
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Effective	health	promotion	in	action

14	 One	of	 the	most	successful	health	promotion	stories	can	be	found	 in	North	
Karelia.	 	Karelia	used	 to	be	a	 low	socio-economic	area	 in	 the	eastern	part	
of	Finland	in	the	1970s	which	relied	on	dairy	farming	as	the	major	source	of	
livelihood.	 	People	smoked	heavily	and	consumed	a	high-fat	diet	with	 low	
fruit	and	vegetable	 intake.	 	Finland	had	the	world's	highest	death	rate	 from	
cardiovascular	diseases	as	a	result	of	widespread	and	heavy	smoking,	high	
fat	diet	(e.g.	heavy	consumption	of	dairy	products)	and	low	vegetable	intake.		
North	Karelia	had	a	heart-disease	rate	twice	that	of	Finland	as	a	whole	at	that	
time.	

15	 The	North	Karelia	Project	was	 launched	with	assistance	 from	 local	and	
international	experts.	 	 It	was	a	 large-scale	community-based	 intervention,	
involving	NGOs,	consumers,	schools,	 food	 industry,	supermarkets,	mass	
media,	agriculture	and	social	and	health	services.	 	 It	 included	 legislation	
banning	tobacco	advertising,	 the	 introduction	of	 low-fat	dairy	and	vegetable	
oil	products,	changes	in	farmers’	payment	schemes	(linking	payment	for	milk	
to	protein	rather	 than	fat	content),	and	 incentives	for	communities	achieving	
the	greatest	cholesterol	 reduction.	 	Doctors	and	nurses	were	asked	to	help	
modify	 risk	 factors	of	 their	patients	and	clients.	 	Opinion	 leaders	 in	various	
villages	have	become	project	assistants	and	many	health	promotion	activities	
took	place	at	workplaces.	 	People	understood	 their	health	 risk	and	 took	
responsibility	for	their	own	health,	whether	by	watching	their	diet	or	exercising.	

16	 The	project	caused	significant	 reductions	 in	risk	 factors	and	cardiovascular	
disease	mortality	by	73%.	 	Success	 factors	 included	a	 focus	on	risk	 factor	
reduction,	multisectoral	collaboration,	population-based	approach,	community	
support	and	strong	government	commitment.	
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