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Outline
• The alarming facts regarding chronic 

disease and costs to employers
• keys to prevention - the importance of health 

behaviours
• Building a culture of health along with safety
• Potential solutions in prevention and 

management of chronic diseases
• Measuring results and emphasizing the 

positive
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~70% of Canadian Adults live with Chronic Disease

3 PHAC 2013
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The Economic Costs of 
Chronic Diseases in Canada

• 67% of all direct 
health care costs

• $190 B annually
• $  68 B medical
• $122 B lost 

productivity

K. Elmslie, Against the Growing Burden 
of Chronic Disease, PHAC



The Human Cost of Chronic Diseases

80% of all deaths
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How Common is Chronic Disease in the Workplace?

29%
What employers 

think

58%
What employees 

admit to

>80%
What many 
employees 

actually have

Sanofi Healthcare Survey 2018 

Image of iceberg



How Common are Chronic Diseases in 
the Workplace?
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Many uncontrolled, 
unaware or
under-treated

Stats Can, 
CDA, PHAC

Age 40-59:
• Hypertension 24%
• High cholesterol 40%
• Diabetes 10%
• Mood 11%

What are the issues in your workplace?
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Why Chronic Disease Matters in the Workplace



Why Chronic Disease Matters in the Workplace
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75% of overall growth in drug costs relates to:
• growing number of claimants
• more claims per claimant
• i.e. more chronic disease
• also more high cost speciality drugs for 

subsets of chronic disease

Sanofi Healthcare Survey 2018 
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1. A big-picture business 
context

2. Culture comes first
3. Plan design 101
4. Refresh 

communications
5. Broader view of value
6. Chronic disease 

analysis
7. Chronic disease 

support
8. Integrate wellness with 

health benefit plans
9. Size can matter
10.Knowledge is key: get 

help

Sanofi Healthcare Survey 2018 
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What works in workplace wellness?
Advice from Experienced Leaders
• Pay attention to preventative steps
• Develop impactful, sustainable and scalable wellness 

initiatives (while being budget conscious)
• Build a culture of wellness  and sustainability 
• Eliminate programs that don’t work 
• Address ethnically and generationally diverse workplace
• Provide help in getting started (at home and at work)
• Measure and report ROI  (build momentum)

12
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Diabetes

Heart
Disease Cancer

Lung 
Disease

Smoking
Nutrition Alcohol

Inactivity

80% of Canadians have 
at least 1 Behavioural Risk

Sleep

What Works for Chronic Disease Prevention ?

Chronic Diseases are rooted in 
common behavioural risks (like 
the roots of a tree)



What Works for Wellness?

14

- Flexible work hours
- Availability of healthy food
- Fitness activities or membership discount
- Healthy spaces

Sanofi Healthcare Survey 2015 
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What Works in Wellness –
Identification of key risk conditions

• Hypertension screening
• Diabetes screening
• Mental health awareness 

and support

15
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What Works in Disease Prevention?
The Example of Diabetes

• health risk assessment 
• healthy choices in the cafeteria 
• onsite nutrition and exercise classes
• promote increased physical activity
• pedometers 
• breast feeding
• health education 
• health club membership
• glucose testing station

National Business Group on Health 

 

REDUCING THE INCIDENCE OF TYPE 2 DIABETES WITH LIFESTYLE INTERVENTION OR METFORMIN
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er increase in leisure physical activity than did par-
ticipants assigned to receive metformin or placebo.
The average weight loss was 0.1, 2.1, and 5.6 kg in the
placebo, metformin, and lifestyle-intervention groups,
respectively (P<0.001).

 

Incidence of Diabetes

 

The cumulative incidence of diabetes was lower in
the metformin and lifestyle-intervention groups than
in the placebo group throughout the follow-up pe-
riod (Fig. 2). The crude incidence was 11.0, 7.8, and
4.8 cases per 100 person-years for the placebo, met-
formin, and lifestyle-intervention groups, respective-
ly (Table 2). The incidence of diabetes was 58 per-
cent lower (95 percent confidence interval, 48 to 66
percent) in the lifestyle-intervention group and 31
percent lower (95 percent confidence interval, 17 to
43 percent) in the metformin group than in the pla-
cebo group. The incidence of diabetes was 39 per-
cent lower (95 percent confidence interval, 24 to 51
percent) in the lifestyle-intervention group than in
the metformin group. The results of all three pair-
wise group comparisons were statistically significant
by the group-sequential log-rank test. None of these
results were materially affected by adjustment for
base-line characteristics. The estimated cumulative
incidence of diabetes at three years was 28.9 percent,
21.7 percent, and 14.4 percent in the placebo, met-
formin, and lifestyle-intervention groups, respective-
ly. On the basis of these rates, the estimated number
of persons who would need to be treated for three
years to prevent one case of diabetes during this pe-
riod is 6.9 (95 percent confidence interval, 5.4 to
9.5) for the lifestyle intervention and 13.9 (95 per-
cent confidence interval, 8.7 to 33.9) for metformin.

 

Treatment Effects among Subgroups

 

Incidence rates and risk reductions within sub-
groups of participants and the results of tests of the
homogeneity of risk reduction among subgroups are
shown in Table 2; 95 percent confidence intervals for
the subgroup data indicate the precision of the risk-
reduction estimate for each stratum. The study had
inadequate power to assess the significance of effects
within the subgroups, nor were such tests planned.
Significant heterogeneity indicates that treatment ef-
fects differed according to the values of the covariates.
Treatment effects did not differ significantly accord-
ing either to sex or to race or ethnic group (Table 2).
The lifestyle intervention was highly effective in all
subgroups. Its effect was significantly greater among
persons with lower base-line glucose concentrations
two hours after a glucose load than among those
with higher base-line glucose values. The effect of met-
formin was less with a lower body-mass index or a low-
er fasting glucose concentration than with higher

values for those variables. Neither interaction was
explained by the other variable or by age. The ad-
vantage of the lifestyle intervention over metformin
was greater in older persons and those with a lower
body-mass index than in younger persons and those
with a higher body-mass index.

 

Glycemic Changes

 

In the first year, there was a similar reduction in
the mean fasting plasma glucose values in the met-
formin and lifestyle-intervention groups, whereas the
values rose in the placebo group (Fig. 3). The values
rose in parallel in all three groups in subsequent
years. There was a similar temporal pattern in the
values for glycosylated hemoglobin, except that the
values in the metformin group were in between
those in the lifestyle-intervention and placebo groups.
Figure 4 shows the percentage of participants who
had normal glucose concentrations (fasting values,
post-load values, and both) at each annual examina-
tion. Metformin and the lifestyle intervention were
similarly effective in restoring normal fasting glucose
values, but the lifestyle intervention was more effec-
tive in restoring normal post-load glucose values.

 

Adverse Events

 

The rate of gastrointestinal symptoms was highest
in the metformin group, and the rate of musculo-
skeletal symptoms was highest in the lifestyle-inter-
vention group (Table 3). Hospitalization and mor-
tality rates were unrelated to treatment. No deaths
were attributed to the study intervention.

 

Figure 2.

 

 Cumulative Incidence of Diabetes According to Study
Group.
The diagnosis of diabetes was based on the criteria of the
American Diabetes Association.
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 The incidence of diabetes dif-
fered significantly among the three groups (P<0.001 for each
comparison).
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The New England Journal of Medicine 
Downloaded from nejm.org on March 26, 2012. For personal use only. No other uses without permission. 

 Copyright © 2002 Massachusetts Medical Society. All rights reserved. 

NEJM 2002; 346:393-403
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and lifestyle management in a T2D population in Canada.
Previous national studies had pooled type 1 and T2D together
and focused only on clinical monitoring indicators [16,17].

However, some limitations regarding the representative-
ness of the SLCDC-D sample should be considered when
interpreting results. Based on a sample drawn from the 2010

CCHS, the SLCDC-D followed an innovative approach designed
to efficiently identify a large number of Canadians living with
diabetes and to obtain in-depth information about their health
outcomes and management practices. However, conducting
the sampling in two waves (one for each volunteer survey)
may have had an impact on the selection bias. This survey-
design could partly explain the lower proportion of non-white
respondents (17.3% [14.0–20.7] vs. 24.7% [21.6–27.9]), and the
higher mean total household income (CAD 59,519 [56,232–
62,806] vs. CAD 47,575 [44,020–51,129]) compared to adults
with T2D from the 2010 CCHS. However, if the SLCDC-D

collected information on a less vulnerable sample, this would
in fact strengthen the study conclusions as the gaps identified
may be even larger in a more at-risk sample. Except for the
proportion of non-white respondents, none of the proportions
for the other characteristics reported in Table 1 was
significantly different compared to the source national survey

(all confidence intervals were overlapping).
The territories, where the majority of Aboriginal Canadians

reside, were not part of the target population, which led to an
under-representation of this population known to be at higher
risk for diabetes. However, the SLCDC-C sampling frame did
include Aboriginal Canadians living off-reserve, in the
provinces, and in private households (n = 79, 3.2%1 [2.1–4.2]).

Fig. 2 – (a) Percentage * of Canadian adults with type 2 diabetes by type of clinical monitoring indicator received**. (b)
Percentage * of Canadian adults with type 2 diabetes by number of clinical monitoring indicators received**.
* Percentages are weighted to reflect the Canadian population aged 20 years and older, living in private dwellings.
** The 6 clinical monitoring indicators selected from the Canadian Diabetes Association Clinical Practice Guidelines are:
HbA1c tested at least twice in the last year; foot examination by a health professional in the last year; monitoring of eyes
less than 2 years ago, weight measured on a scale by a health professional during the last year; blood pressure always or
often measured at diabetes related visit; blood cholesterol tested less than 3 years ago.
EHigh sampling variability, estimate should be interpreted with caution.

1 High sampling variability, estimate should be interpreted with
caution.

d i a b e t  e s r e s e a r c  h a n d c  l i n i c  a l p r a c  t  i c  e 1  0  3  ( 2  0  1  4  ) 1  1  – 1  916

• A1c tested at least 

twice in the last year

• foot exam in the last 

year

• Eye exam in last 2 

years 

• weight measured 

during the last year

• BP always or often 

measured at diabetes 

related visit 

• cholesterol tested 

within 3 years

1 out of 4 optimally monitored

Baillot et al. Diabetes Research and Clinical Practice 103 (2014) 11–19 

What Works in Disease Management?
The Example of Diabetes – Monitoring per 
Guidelines



Current quality care 
metrics for employees
• 43% A1C at target
• 81% LDL below 2.0
• 46% eye exams

www.qualityprofiles.org/leadership_series/diabetes/diabetes_prevention.asp

Current Practice
• 35% all 3

Intervention: 
◆ Database; client identification
◆ Focused education
◆ Onsite nutrition; targeted calls
◆ Helpline / email

• A1C and LDL 
“significantly 
improved”

What Works in Disease Management?
Addressing Guidelines



What Works in Disease Management?
Guidelines Fully Realized

Gaede et al. NEJM, 2003

• STENO-2 Trial
– Randomized trial of 

diabetes care
• intensive risk factor care
• Diet + Exercise

– vs. Usual care
– 8 year follow-up
– mean age 55
– Composite endpoint

• CVD death
• Nonfatal MI and/or stroke
• Revascularization or 

amputation

50% RRR
with
Intensive risk 
modification



• BP screen station
• BP Target
• Home monitoring
• Salt strategy

• Diet
• Medications
• New evidence
• More physical activity!

22

What Works in Disease Management?
The Example of Hypertension 4



What is “Normal” BP?

120
80

140
90

vs.

What Works in Disease Management?
The Example of Hypertension

Hypertension 
defined as >140/90 
but newer view that
absolutely “normal” 
BP of 120/80 is 
desirable target



Mean SBP
136.2 mm Hg

Mean SBP
121.4 mm Hg

Medications

Number of
participants

Standard

Intensive

Year 1

N Engl J Med 2015; 373:2103-2116

What Works in Disease Management?
The Example of Hypertension

25%
Lower

CV Risk

5
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Salt App at Project Big Life

26
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Appel et al N Engl J Med 1997;336:1117-24.

11

6

Dietary Approach to Lower BP:
DASH Study

More 
fruits, 
veg, 
nuts, 

seeds, 
healthy 

fats
(less 
salt)

8
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Vision of Wellness Programs?

Deliver 
programs to 
employees

Provide tools & 
opportunities 
for employees 

to self-manage



Self Care Needs Attention –
Example of Medication Behaviour

• 71% of claimants living 
with >1 chronic disease 
don’t take medications 
properly
– Don’t fill first Rx
– Wrong intervals
– Stop early

29 Sanofi Healthcare Survey 2015 
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Self Management Programs –
Invest in the Foundation?

30

Barriers
Motivation
Confidence

10



Sun Life Financial Diabetes College
www.DiabetesCollege.ca

www.CardiacCollege.ca

Self Management
Resources for
Chronic Disease

11



THRiVE
Targeted Health Risk Interventions and 
Education

UHN Cardiovascular Prevention & Rehabilitation Program
Toronto Rehabilitation Institute
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www.HealtheUniversity.ca

Direct link: 
https://www.healtheuniversity.ca/en/DiabetesCollege/thrive

12



What Works in Wellness?  
The Value of Evaluation

34

• What are current 
benefit spends?

• Who is engaging?
• Who isn’t?
• Impact on health 

outcomes, 
productivity, 
absenteeism, 
disability?

• Prevalence of chronic 
disease through claims 
analysis?

13



ROI of Wellness - Financial

35

:
Berry, hbr.org/2010/12/whats-the-hard-return-on-employee-wellness-programs#
Shaw, http://www.cos-mag.com…roi-for-workplace-wellness.html



ROI of Wellness – Productivity and Morale

• Employers who invest in health and wellness achieve:
– Lower disability
– Fewer sick days
– Lower absenteeism and presenteeism
– Higher morale – pride, trust, commitment

36

Leonard Berry
hbr.org/2010/12/whats-the-hard-return-on-employee-wellness-programs#



Summary I – The Importance of Wellness 

• Chronic diseases pose a 
huge burden in society and 
the workplace

• Health behaviours are the 
critical targets
– physical inactivity is a 

particular issue

37



• Have a strategy and 
framework

• Understand barriers in your 
workplace

• Address issues with the 
work processes and 
environment

• Identify 1 or 2 key areas of 
focus – examples of 
diabetes and hypertension

38

Summary II – The Approach to Wellness



Summary III – Successful Change

• Enhance self management
• Educate and activate
• Evaluate
• Repeat

39


