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C. Michael Mitchell        September 18, 2015 

The Honourable John C. Murray 

Special Advisors, Changing Workplaces Review  
ELCPB 

400 University Ave., 12th Floor  

Toronto, ON M7A 1T7 

By email to: CWR.SpecialAdvisors@ontario.ca    

 

Re: Workplace wellness in the Ontario Ministry of Labour’s Changing Workplaces Review 

 

 

Dear Misters Mitchell and Murray: 

 

I am pleased to offer the following comments on the present consultation on behalf of the Centre for 

Science in the Public Interest (Canada).1  Our comments are in keeping with the broad scope of the 

review to account for societal changes affecting the health and productivity of the Ontario workforce.   

 

 

1. The human and economic burden of poor diet at work and home is enormous. 

 

Poor nutrition is the leading cause of preventable death and disability in Canada.  Improving nutrition 

could be a major driver of increased workforce productivity and, in turn, a major source of enhanced 

human liberty, quality of life, and childhood life chances in peaceful countries with modern health care 

systems, like Canada.  Good nutrition can also provide important relief for provincial and federal 

Medicare and public and private employer disability pension budgets and shorten wait times for 

publicly funded health care.  An estimated 48,000 to 66,000 Canadians die each year as a result of 

nutrition-related heart disease, stroke, cancer, and diabetes caused by excess sodium intake, risky blood 

cholesterol and glucose levels, inadequate fruit and vegetable intake, and excess abdominal body fat.2   

 

In high-sodium-consumption countries like Canada, there is a 90% lifetime risk of developing 

hypertension—the world’s leading single risk factor for death, due mainly to heart attacks and strokes.3 

And Type II diabetes is mainly a creation of unhealthy diet.  Nearly two-thirds of Canadian adults are 

currently overweight4 which is estimated to cost billions of dollars in health care costs and lost 

productivity.5,6,7 Annual nutrition-related financial losses, even at a paltry $25,000 per lost life-year 

totalled more than $21 billion in Canada in 2010 based on the estimated 864,034 life-years lost.8  While 

Heath Canada has never put a dollar value on the economic losses associated with poor diet, it recently 

estimated that people consuming an unhealthy diet are 11% less productive than those who have a  
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healthy diet.9  This suggests that the potential indirect health benefits of better nutrition in a $2 trillion 

economy could also be in the tens of billions of dollars per year.  Ways to effectively prevent nutrition-

related illness also take on heightened importance Ontario and other governments consider 

implementing a national pharmacare program.10   

 

 

2. Food, tobacco, alcohol, and other industries resist new nutrition regulations. 

 

Efforts to regulate the food industry in aid of a healthier workforce and society may be resisted by 

affected food companies.  A recent World Health Organization consultation document noted that some 

industries try to undermine the adoption of good public health policies by using: 

  

 front groups, lobbies, promises of self-regulation, lawsuits and industry-funded research that 

confuses the evidence and keeps the public in doubt;  

 gifts, grants and contributions to worthy causes that cast these industries as respectable 

corporate citizens in the eyes of politicians and the public; and  

 arguments that place the responsibility for harm to health on individuals, and portray 

government actions as interference in personal liberties and free choice.11 

 

Plainly, if food, alcohol, tobacco, and pharmaceutical industries succeed in undermining or stalling the 

enactment of effective prevention laws and policies, the human and economic toll of diet-related 

disease will be externalized to other sectors of the economy (and all of society) which generate the bulk 

of economic activity in Canada. 

 

  

3. Workplaces may be slow to adopt wellness programs despite evidence of benefits. 

 

Dr. Graham Lowe, a consultant to Health Canada and the Canadian Federal Labour Standards Review 

noted that even when faced with compelling evidence of the productivity gains possible by adopting 

workplace wellness policies, institutional inertia, difficulties mobilizing people around a new 

workplace vision, a tendency to substitute rhetoric for action, and unexplained lack of management 

commitment to healthy workplaces all impeded action by employers.12 

 

Similarly, a report of the Industrial Accident Prevention Association concluded that, though employers 

began to recognize that unhealthy work environments were costly to productivity in the 1970s, part of 

the reason why Canadian employers have been slower than American counterparts to promote healthy 

lifestyles among workers is that part of the costs are absorbed by public health care even though 

Canadian employers are also subject to escalating health related losses due to absenteeism, prescription 

drug costs, short and long term disability costs.13  Some employers may be reluctant to invest in 

prevention for fear that employee turnover may deliver the benefits to another employer,14 i.e., 

employers’ inability to recoup their training investment for “poached” employees.15  

 

It is perhaps not surprising that NASA, the US National Aeronautics and Space Administration, was 

one of the early adopters of workplace wellness programs.  In 1972, NASA established a work-site 

exercise program followed by a nutrition education and counselling programs in 1977, no doubt after 

noticing the toll that legions of ill-nourished highly trained scientists and engineers sitting in front of 

computer terminals for long hours, ironically, in efforts to move inanimate objects long distances and 
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safeguard the lives of a handful of astronauts.  Its efforts were led by NASA’s Office of the Chief 

Health and Medical Officer, and enjoyed the aid of some high level technical assistance from the 

President’s Council on Fitness and Sports (from 1990 to 2000) and a review in 2005 by the Food and 

Nutrition Board of the Institute of Medicine of the National Academies of Science.16 

 

 

4. Conventional health & safety law does not reflect modern workplace challenges. 

 

Occupational health and safety protections in the Ontario (and federal) law are designed to prevent and 

reduce the toll of workplace mortality and morbidity primarily attributable to accidents and exposure to 

chemical and similar hazards.17  However, the human and economic costs of preventable diet- and 

physical inactivity-related diseases such as cardiovascular disease, diabetes, and certain forms of cancer 

compare very unfavorably—to the annual death toll attributable to “traditional” industrial diseases and 

workplace accidents that, for instance, were 902 in 2013, Canada-wide.18 

 

The shift from an labour-intensive agriculture and industrial economy to an increasingly knowledge 

and service based economy involving considerable use of labour-saving devices has transformed 

occupational requirements to now oblige many workers, like never before, to remain sedentary for most 

of the workday.19  One authority estimated that 100 years ago, 50% of the populations got enough 

exercise from the workday to stay in shape, and today less than 2% do.20 Widespread use of computers, 

e-mail, the Internet, elevators, teleconferences, have essentially compelled many workers to remain 

seated throughout the work day.21   Moreover, evidence dating back to the 1950s suggest that many 

employees engaged in sedentary occupations--such as bank tellers, airline ticket agents, file clerks, 

radio broadcasters, long-haul pilots, mail sorters—have higher rates of premature death and disability 

due to the sedentary nature of their work.   

 

Some of the earliest peer-reviewed evidence of this trend came from large scale studies of railroad 

workers in Italy and the United States,22 bus conductors compared to drivers in the United Kingdom,23 

and postal office clerks compared to letter carriers in the United states24  For example, in a five-year 

study of causes of death among more than 172,000 Italian railway workers aged 40-59 from 1963-68, 

found that myocardial infarction and sudden death of probable coronary origin were substantially 

higher among railway workers in sedentary compared to heavy workers.25  A study of the autopsies of 

2,600 men aged 40-59 in five Eastern European towns in the 1970s found that found that there was a 

strong association, independent of cause of death, between the extent of raised lesions on the coronary 

arteries and lack of physical activity at work.26  

 

These types of risks are virtually ignored by current provincial (and federal) occupational health law 

regimes which were conceived to safeguard workers in much more physically active jobs – such as 

stevedores, postal carriers, and miners--who were exposed to other sorts of health risks often related to 

excessive physical demands.  

 

 

5. The workplace is an efficient forum for mounting effective health-promotion programs. 

 

The workplace is an ideal and convenient place to promote healthy eating to adults because it provides 

a captive audience and various on-site opportunities for positively influencing employees’ food 

choices27 and because, on average, working Canadians spend 50% of their waking hours in the 
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workplace.28  Health Canada remains a proponent of, at least voluntary, workplace wellness programs 

to increase physical activity.  The thrust of its efforts – for example in its publication, The Business 

Case for Active Living at Work29--is to furnish evidence to health and worker advocates to persuade 

reluctant employers of the wisdom of voluntarily adopting such programs.  Similarly, the Ontario 

Public Health Association’s Nutrition Resource Centre identified 17 critical success factors for 

establishing workplace nutrition programs in the workplace, of which at least nine involve overcoming 

resistance from managers, caterers, and other decision-makers.  Cooperation from those parties would 

be greatly facilitated by statutory duties similar to those established to address traditional causes of 

industrial diseases and injuries. 

 

 

6. Recommendations  

 

Accordingly, we recommend that the Ministry of Labour 

 

(a) Food Procurement and Foodservice at Work: establish nutrition standards for food procurement 

and food services available at workplaces, perhaps beginning with Ministry of Labour worksites, 

Government of Ontario worksites, and worksites where employees are engaged for long shifts or at 

inconvenient distances from commercial grocery stores; 

(b) Expand the scope of occupational health and safety laws and programs to include preventing 

nutrition- and physical-inactivity-related disease: ensure that occupational health and safety 

programs reflect the enormous preventable burden of diet- and inactivity-related disease in 

recognition that the work should not make a net negative impact on the health of workers by 

exacerbating poor diet and physical inactivity, nor by impairing workers to healthy food.  Like 

school, the workplace is a forum where adults can learn about the value of physical activity and 

good diet making it an efficient location to promote health-and productivity-enhancing lifestyles. 

(c) Data collection by employers: Promoting workplace wellness reforms could begin with mandatory 

data collection and reporting.  A first step to promote the prevention of non-communicable diseases 

might be requiring employers to report prescribed information about workplace foodservice 

options, use of consulting dietitian services, physical activity ratings of all job descriptions, and 

statistics related to absences and insurance claims concerning to NCDs.  Collecting and reporting 

such statistics can inform evaluation research and help employers, occupational health experts, and 

government policy-makers quantify the risk of NCDs for productivity losses, calculate total NCD 

benefit pay-outs, and prioritize mitigating those risks.  The workplace (like the school) can be an 

efficient forum for reaching entire families to improve population-level nutrition status.  

 

I look forward to helping the Review explore these matters. 

  

Respectfully submitted, 

 
Bill Jeffery, LLB, National Coordinator 

Centre for Science in the Public Interest 
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