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Annexes

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.



Annex 3

62

Buoy BuoH ui uonedioiued
Aoy |eaisAyd pue Buneg AyjjesH aj0wold 0} ue|d UOIOY Jelp 8y} Uo uoissnasiq

600Z 19qUWIBAON 6

Bunes|y yuno4

Buoy BuoH ul uonedionied AlANDY |BoISAyd pue
Bune3 AyjesaH a10wolid 0} SUOIOY PAPUBWILIOISY UO Joday Jelp 8y} Uo UuoIssnosiq

6002 I1dy /2

Bunssy piyL

pun4 uonowold
pue aie) Y)jeaH pue pun4 yoieasay S8oIAIeS YljeaH pue yijesH Uo uonejuasaid
(6002/20 "ON Joded YdAOM) @o10eId pue s}deouog :uojjowold yjeaH

(6002/10 "ON Jeded YdaoM) Buoy Buoy ul Ayianoy [eaisAyd pue 181g
uo AJIAIOY uonowold YieaH pue yoleasay ‘uoiewloju| Jo Buluuedg [ejuswuoliAug

6002 Areniged ¢z

Bunesy puooag

(8002/20

"ON Jaded Ydao) ylesH Jo luswiedaq ay) Aq sewwelbold uonowold yijesH
(8002/10 "ON Jaded YdaOM) uonen)s Buoy BuoH :ujesH pue Ajanoy [edishud 191@
saseasiq

9|gB2IUNWWOD-UON JO [0J}U0D pUE UOUBABId Jo} JJomawel{ o16a)ens ay) Jo siybiybiH

800¢ 1equwisdeq 9}

Bunesy 114

soido]

ajeq

sbunaaw AjIAnoYy [esisAyd pue 3aig uo dnoigy Buijiopp Jo so1do) uoissnasi(



Annexes

Annex 4

wawdojaAaq YINoA 1o}
AlQEEJ- Y se ainua) pajelbalu| ujeys aoIAIeS
yons sesse|o Bunes AyjesH | [e100S ISIpoyia |eLows|y Bues
welboiq doys
Yon] jooyog Atewd AyjesH S9OIAI9G @ UolEINP3 pooyp(iyd
—doysg yon] AuyyesH buipjing . AlJe3 Jo j1ouno) buoy) BuoH
sowwelbold sawwelbold sawwelbold
Aysianun Ayyesy Aysienun AuyyesH . Aysionun Ayyesy . MHNO 8yl
Jua92sa|ope puk uUaAIP|IYd |o0Yds
1098lo1d uaip|iy) spesN
[eroadg Jo4 welboid uonuinN
pue Ssaujid B :SSau||9pA asua) JuswdojanaQ
pue yjjeaH ul suoijeAouu| pue Buiuiea Aueg Bopyojepn
swByos plemy MHND 8y} JO udlowold yiesH
(jooyos-aid) sjooyos AyyesH pue uoiesnp3 yjjeaH 40} a1ua)
aWaYOS piemy souewIousd uonepuno4
JOJO|\ [00YOS-8ld yyeaypjiyo buoy buoH
90IAJaS uonoadsul uoIeINoSSY
Apjes Aeid ‘saolnlas yoeasnQ . Aeld s.uaipjiyo ybuke|d
uaJpiyo BunoA pue jueju]
alfysayl| AyyeaH Ayanoe |eaisAyd | o1 uonezjuebiQ

(Ajuo asaulys ui ate sswwesboad sawos jo sa3} ayl)

saljiAloe uonowoud yjjeay jesoj uo }ndui siaquiajy Jo Alewwing

63

B ]



suonnadwod suods Juapnis
[euoneulalul pue uod-iaqul
‘10L1SIp-J8]UI |o0yos-Jau|

suonelapa
suodg sjooyog buoy| BuoH

weibold UesH Joy adoy dwnp

ABojoipien jo abajjon Buoy BuoH

spJemy suodg uspms Buoy
BuoH dnoig uosiep) ‘S

dnolg) uosiep) 'S

awwelboid suodg [jooyos

neaing
uoneonpg pue Juswuedsq
S92IAISG |eiN)ND pue ainsioT

awayog piemy
ssau)l4 |eaisAyd |00Yyos

euly) ‘buoyy

BuoH JO uoneINossy ssaull4
ledisAud ‘uonepunod yyeaypiiyo
Buoy| BuoH ‘neaing uoneonpg

|[BAlS®4 80U S|00Y0S

UoIJeID0SSY 8oue( S|00YdS
Buoy| BuoH ¥ neaing uoneonpg

dwe) uoneosnp3 JoopinO

neailng uoneonp3

108l01d

[ooyos Bunowold yijesH
100l0ud ajf159y)|

Ayyesay Joj swwesboud
(3NIHS) esioiax3 pue
UOIJLIINN ‘JUBWIBA|OAU|
3WOH pue [00YydS

suspnis Alenay

10} Y|e1 Joaled pue juswaoe|d
uoninu AJunwwo)
doysyiopp yoeusg

AuyesH, ‘. an|D isepjealg, se
yons sjuans bunes AyjjesH

80IAI8S YilesH Anunwwo)

9|0SJaYJoN Uensuyd pajun

a|fysayi| Ayyjesy

Kuanoe jeaisAyd

}old

uonezijuebiQ

64



Annexes

1099(0.d Joysn|D 1sB3 Buoy
BuoH ‘uonowold YyesH |0oyos

uoleIo0SSYy seseasi(
UeaH pue }say) ‘sisojnaiagn
Buoy| BuoH ay) Jo uonuanald
9Seas|q pue uoowold YijeaH Jo}
Jayua) Buoyl BuoH ay; pue [eydsoH
uloyse] 9|0sIayloN SpNOA ejowed

B MY Sl

uoneloossy punolbAe|d buoy BuoH

(B2 M FBn /[ FEHH

J8juan
Ajlwe4 inys Bunayg Aingpeug
yoinyn |eal@bueng buoy BuoH

-2 ELIEE
E LY £H) (5

90IAI8G UeNSIYD odoH Jo uaAeH

Ausaqo pooyp|iyd yequion

0] 8INJU/ JUION [00YIS-9WOH,,
awayog plemy

sjooyog AyyesH buoyj BuoH

MHND 8} Jo uonowold yyeaH
pue uoneonp3 yijesH Joj ajjusn

uaJp|iyo asaqQ Jo}
100l01d Josuoid Ajlunwwo)
a|geuleisng pue pajelbaju|

|eydsoH uensuyd payun

3y} JO auIDIpaW Jusdsa|ope
pue souelpaed Jo juswlieda
‘6uoy| BuoH Jo uoneIoSSY
sqn|o sHI9 g shog eyl

alAysay| AyyesH

AAnoe jesisAyd

j010

uonezjuebiQ

65

B ]



jdeay pue ueis 03 9jA1say|
e :aAoe 106 pue Ayjjesy jeg

JeaH INoA 104 aie)

yoeouddy 1sop)
-}J99I\-1Se ue yum aoe|d)Iop

Ul sSSaU|[9\\ JO uonowold

Buoy BuoH — selen

aJl| Ayjjeay e spiemo)

Jlem uswom [esnedouswi-1Sod

Buoy
BuoH jo uoneloossy buluue|d Ajiwey

ay] pue YHND 8y Jo ABojojewned |
pue soipaedoyu( Jo Juswuedaq

Ajlunwwod ueisy

yinos pue slaAup |euolissajold
Jo} swwelsboid uonowoud yyesH
sasse|) juawabeuey Jybiapn

sasse[o Buood AyyesH
90IAJ8S UOIIINN Ajunwiwon
sse[o

Bujooo uny pue Buljjege| poo

92IAI8S YlleaH Alunwwo)
8J0sIaYiaN uensuyy psuun

uoniadwon Buoon g ubiseq
adioay yjeaH [ejoL 10} Hewg je3

uoneloossy uonuinN buoyj BuoH

Hnpvy

B2 Mona< 77 H &

JuUsWaeg Ssawer 1S

Buiall aAnoe pue Bunes
Ayyjesy sjowoud ‘jege| |euontinu
Buipeal uo sjdoad BunoA sjeonp]

a]doad BunoA 1o 821n8g pajelbaju|
I9jewne\ Awly uoljeales ay |

a1fysayl| AyjjeaH

Ajanoe jeaisAyd

}81d

uoneziueblip

66



Annexes

sowuwesboud
Buiuiesy spods aziuebiQ

uoneloossy suodg jeuonen

198l014 uonduosald as101ox]
ubredwe)
sdais 0008 AyyesH

uoneIoossy |eaipa|y Buoy) BuoH

[9A8] 1011SIP 18 SaNIAloe suods
pue uonealoal aziuebiQ

Juswieda( slieyy sWoH
JO uUoneI0SSY SHodg JousIq

ubredwe)
IV Joy} @s1o1ex3 AyjeaH

juswiedaq
S92IAISS [BINYND pue aInsiaT

SjuaAs uonowoud

yyeay Ajunwwod ssep
Ajunwwoo

oy} © (INIHS) osiosex3
pue uonLINN ‘JUBWSAJOAU|
BWOH pue |00YyoS

JHdomiaN JnoqybiaN
poo9), ybnoly) sesessip
21UOJYD ypm syusied Joy

SOSSE|0 80Uep Y[0} pue IyD le|

MaIAIBIUI eIpBW Jejnbey
SMIE} UiesH
[/ (E3¥F) | suizebew

BIA UOI}BONPS UoNLINU 21jlgNnd

92IAI9S Y)jeaH Ajlunwiwo)
9|0SI8y}aN uelsuyy psjun

sjuaAa uonowoud yjesH

sjuans uonowoud yyesH

sjuaAe uonowoud yyjesH

sjousIp
snoleA ul s1o8loid sanin AyyesH

Sleujwas yjesH
sadioal pooy yjjesaH
sosse|o bupjoo)

Buian
® 2luebliO UdaID) JO UONEBIDOSSY

Alunwwod ajoypa

welboid ubisepay 9jA1S 8l

[eydsoH yead a)sed

sesse 1Iy) e

S8Jju80 Allap|e 10} S80IAIBS

| uoneynsuon uonuNN yoeanNQ

90IAI8S YlleaH Allunwwo)
8|0SIBYIaN uensuyo pauun

Apep|3

alAysayl| AyyesH

Ayanoe |eaisAyd

}81d

uoneziuebiQ

67

B ]



B2 TV VEEE

a1uaD asoyaToe ApeT HYSMH

M M E g
#) 7 TEHTHEHEY

SS0.9) pay bBuoy BuoH

B4 M4

Jajuan
Ajwe4 inyg Bunayg Aingpelg
yoinyy [eolebueng buoy BuoH

(B2 BN - L6 (EE

uoneINoSSY
alej|ap) Buoy-1ey) useplaqy

108014 uonuanalid

asessIq .IINg Ie9pl,
ubledweo

uonowo.d yjesy HBuoy BuoH

Jeyeg e o} YjjesH Jopeg,

Aoyiny
|eydsoH 8y} Jo plIOANOJU| U eaH

a1Aysaji| AyyesH

KAnoe jesisAyd

}8ld

uonezijuebiQ

68



Annexes

Annex 5
Health promotion: concepts and practice

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 Charter’
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.

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.

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 Charter® 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



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
cycle’ (see Figure 1).

Figure 1. Health promotion planning and evaluation cycle’

Theory helps identify
what are targets for
intervention

Theory helps to
clarify how and
when change can be
achieved in targets

for intervention

Theory indicates
how to achieve
organization change,
and raise community
awareness

Theory defines
outcomes and
measurements for
use in evaluation

Theory provides a benchmark
against which actual can be
compared with ideal program

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

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.



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 theories" 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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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.

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.

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.



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 Terms'?, 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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