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THE HEALTHIEST WORKPLA

EXECUTIVE SUMMARY

Thank you for taking part in the 2019 Sri Lanka's Healthiest Workplace by
AlA Vitality. This year, for the second round of the survey, 47 organisations,
representing a combined workforce of 2,137 employees, participated

in the survey. The wider Healthiest Workplace by AIA Vitality survey,
encompassing Australia, Hong Kong, Malaysia, Sri Lanka and Thailand, saw
participation from 426 organisations, representing a combined workforce
of 26,456 employees.

A growing body of research on corporate wellness indicates that proactive
management of employees’ physical and mental health can produce a
range of important business benefits - including a reduction in absence,
greater staff engagement and productivity, and a reduction in staff turnover.
The aim of the Healthiest Workplace by AIA Vitality study is to understand
how the workplace can affect employees' health, and further relate the
health of employees to their performance and engagement at work. This
should assist employers in building the case to invest in the health and
wellbeing of their staff.

The study was developed by AIA Group Corporate Solutions (GCS)

and is delivered in partnership with RAND Europe. Having inherited
Britain's Healthiest Workplace that started in 2013, AIA brought this to
Asia Pacific for the first time in 2017 to support organisations to improve
understanding of their employees’ personal health and wellbeing.

HOW TO READ THIS REPORT

This report analyses survey responses from all 47 organisations and 2,137
employees in Sri Lanka. Their results are benchmarked against other
markets participating in the Healthiest Workplace by AlA Vitality, specifically
Australia, Hong Kong, Malaysia and Thailand (combined in the Asia Pacific
benchmark) and against Sri Lanka's 2018 results.

Figures presented in this report are rounded. Therefore percentages in
graphs might not always add up to 100%.

The main outcomes and indicators from the survey are presented in the
dashboard shown on the next page. A detailed analysis of the employees
who took partin the survey is provided in Appendix A and your results
compared to previous years can be found in Appendix B.
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SRI'LANKA'S DASHBOARD

YOUR 2018
CATEGORY INDICATOR SRILANKA?  ASIA PACIFIC? RESULTS*
Key outcomes
tzr;lc:::erm AlA Vitality Age gap (in years)’ 4.9 5.2 52
fvzc::-‘l:;r)n;irment Days lost per employee per year” 47.9 69.2 493
:\:g:gement % low engaged’ 10.3% 14.9% 8.3%
Determinants of health, productivity and engagement
Lifestyle health % with insufficient physical adivityg 58.6% 60.5% -
% not eating a healthy diet . 889% 85.6% 91.5%
% current smokers - 8.1% 12.8%
% exceeding alcohol guidelines 1.9% 1.7% 1.1%
% sleeping less than 7 hours per night 46.4% 49.0% 46.4%
Clinical health % obese 10.3% 14.0% 10.6%
% with severe musculoskeletal problems’ 7.4% 8.1% 7.6%
Mental health % with moderate or severe symptoms of depression 6.8% 12.9%
% with 1 or more work-related stress factors 49.8% 59.5%
% with a lot of financial concerns 21.5% 33.6%
Employee characteristics
Survey respondent % male 59.1% 38.4% 613%
profile Average age 320 356 325
Average income LKR 104,761 - LKR 92,595

For full descriptions of these outcomes and determinants please see the
relevant sections of the report - p. 9 for lifestyle health; p. 20 for mental
welbeing; p. 24 for clinical health.

1 The green/amber/red colour codes correspond to significantly better/similar/significantly
worse results than the Asia Pacific benchmark, defined as being 5% (for Vitality Age gap and
days lost) or 2 percentage points better/worse than the benchmark, respectively.

2 Based on 2,137 employee responses from 47 organisations from Sri Lanka.

3 Based on 24,319 employee responses from 406 organisations from the Asia Pacific benchmark.

4 Based on 2,221 employee responses from 53 organisations from Sri Lanka's 2018 results.

5 AlA Vitality Age as described on p. 7. The AlA Vitality Age gap refers to the average difference
between the AIA Vitality Age and actual age of the employees.

6 Work impairment due to absence and presenteeism, as measured using the Work Productivity
and Activity Impairment (General Health) scale, see Appendix C.

7 Utrecht Work Engagement scale, see p. 30.

8 The physical inactivity indicator in 2018 is not comparable to other years due to changes in the
measurement method.

9 Employees who had to take time off work in the past 12 months due to musculoskeletal pain or

discomfort. This question was not asked in Australia in 2018.
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OVERALL HEALTH RISK PROFILE

Increasingly, research is being conducted into the impact of people's
lifestyle choices on their health, mortality and productivity. The Global
Burden of Disease Study 2017 revealed that non-communicable causes
account for 80% of all global deaths [1], while research conducted using
Sri Lanka's Healthiest Workplace by AlA Vitality data has shown that
lifestyle behaviours are significant drivers of short-term productivity loss.
As such, supporting employees to make healthier choices is a critical part
of any human resources and productivity management strategy.

AIAVITALITY AGE

AlA Vitality Age was developed by Discovery Health Ltd in association
with the University of Cape Town and is underpinned by hundreds of
international evidence-based academic research studies.

AlA Vitality Age shows the impact of a range of lifestyle, clinical and
mental wellbeing risks on an individual's long-term health. The difference
between a person’s AIA Vitality Age and their actual age is referred to as
their AlA Vitality Age gap, which corresponds to the predicted impact

of these risks on their life expectancy. If a participant is particularly fit

and healthy, their AIA Vitality Age could be lower than their actual age.
However, for the majority of people, AlA Vitality Age will be higher than
their actual age.

From an employer's perspective, the lower the average difference
between AlA Vitality Age and actual age, the healthier the participating
employees in the workforce.

A strong link has been identified between the AIA Vitality Age gap

and productivity loss. Across all participants in Sri Lanka’s Healthiest
Workplace by AlA Vitality, the results demonstrate that each additional
year of AIA Vitality Age gap corresponds, on average, to 3 additional days
of lost productive time per employee per year due to ill-health-related
absenteeism and presenteeism.

For Sri Lanka, the average difference between respondents' AlA Vitality
Age gap of 4.9 years and the benchmark averages of 5.2 years for the

Asia Pacific and 5.2 years for Sri Lanka's 2018 results means that each of
the employees could be gaining 0.9 and gaining 0.7 additional days of
productive time per annum compared to the benchmarks, respectively.

HE HEALTHIEST WORKPLACE 2019

AIAVITALITY AGE
IS BASED ON

MODIFIABLE LIFESTYLE
AND CLINICAL RISK
FACTORS.

98% OF YOUR
EMPLOYEES HAVE
AN AIAVITALITY
AGE HIGHER THAN

THEIR ACTUAL AGE,
COMPARED TO THE
BENCHMARKS OF 95%
AND 98%.
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VITALITY AGE GAP OVERVIEW DISTRIBUTION OF THE AIA VITALITY AGE GAP
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LIFESTYLE HEALTH

Smoking, excessive alcohol consumption, poor nutrition and physical
inactivity are important modifiable risk factors. Encouraging employees to
make healthy choices will support the prevention of chronic diseases. It
should also have a beneficial impact on productivity, work performance
and engagement.

The following sections show the employees’ behaviour with regard to
lifestyle choices, highlight where they are most at risk, and offer some
suggestions on how to positively influence this. More detail on workplace
health interventions can be found on page 37.

For each risk factor, the following definition of risk applies.

Physical activity risk refers to the percentage of employees who are doing
less than the recommended 150 minutes of moderate-intensity or 75 min of
vigorous-intensity exercise each week.

Nutrition risk refers to the percentage of employees who indicate they do not
eat a balanced diet. A balanced diet is one based on recommended servings
of fruits, vegetables, and whole grains, avoiding excessive portions of high-fat
meats, high-fat dairy, added fat, trans fats, salt and sugary drinks.

Smoking risk refers to the percentage of employees who currently smoke
cigarettes, cigars or pipes.

Alcohol risk refers to the percentage of employees drinking more than the
recommended limit of 14 units of alcohol each week.

The graph below illustrates the proportion of the employees who are
at risk as a result of their lifestyle indicators being outside of the healthy
range, compared to both the benchmarks."

LIFESTYLE RISK INDICTORS

THE EMPLOYEES IN SRI

100%
90% LANKA ARE MOST AT
i RISK FOR NUTRITION.
60%
50%
40%
30%
20%
10% 1
0% : B
Smoking Physicalactivity Nutrition filcohol
Risk factor

ndents at risk

Percentage of resp

Asia Pacific  mSrilanka = LK 20718 results

10 Physical inactivity in 2018 is not comparable to other years due to changes in the measurement
method.
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YOUR EMPLOYEES' PHYSICAL
ACTIVITY LEVELS

41%

53%

6%

Physical activity per week

m Highrisk (<120 minutes)
| Medium risk (120-150 minutes)

m Lowrisk (157+ minutes)

PHYSICAL ACTIVITY

Physical activity guidelines recommend that people should do at least 150
minutes of moderate-intensity physical activity - five sessions of 30 minutes
each per week [2], or 75 minutes of vigorous-intensity physical activity per
week. However, research shows that even doing 120 minutes of at least
moderate-intensity physical activity per week may reduce the risk of type 2
diabetes or metabolic syndrome [3].

The following graph compares the proportion of the employees who are
not engaging in adequate amounts of physical activity to the Asia Pacific
benchmark.” 59% of your employees are at risk, with physical activity
levels below 150 minutes of moderate-intensity activity per week and
below 75 minutes of vigorous activity, compared to 61% in Asia Pacific.

OVERALL PHYSICAL ACTIVITY RISK PROFILE
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SriLanka AsiaPadific LK 2018 results
Employees doing less than 150 minutes per week

Most organisations indicate that their employees are sedentary for a large
part of their working day. Sedentary time, defined as time spent sitting at
desks orin meetings, also increases a person’s risk for disease, beyond the
negative impact of insufficient physical activity. As an employer, you may
be able to take steps to encourage employees to be as active as possible
during their time at work. This may include encouraging employees to:

e take the stairs instead of the lift
e walk, run or cycle during lunch
e walk, run or cycle part or all of their way to work

e walk to colleagues’ desks instead of phoning or emailing them

11 Physical inactivity in 2018 is not comparable to other years due to changes in the measurement
method.
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Wearable devices and mobile apps are becoming increasingly popular
to keep track of daily physical activities. Such devices can indicate, for
example, the number of steps taken in a day or the number of calories
burnt. Of the analysed employees, 24% indicate that they use a wearable
health device such as a fitness band or a fitness activity tracker.

On average, organisations in Sri Lanka offer 2 of the 15 physical activity
interventions asked about in the survey. A summary of the use and
effectiveness of these interventions is provided in the table below, with

a detailed analysis of each intervention provided in the section titled
"Workplace health interventions - facilities and services”, commencing on
page 37.

EFFECTIVENESS OF PHYSICAL ACTIVITY INTERVENTIONS

LK 2018
SRI LANKA ASIA PACIFIC RESULTS
o .
% of participants aware of the 14.8% 21.0% 8.4%

interventions on offer

% of participants participating in
at least one of the interventions 61.6% 69.4% 61.6%
(of those who are aware)

% of participants who feel the
interventions positively impacted 90.8% 94.3% 85.1%
their health

NUTRITION

One can assess an individual's diet by measuring the intake of certain
types of food either positively or negatively associated with chronic
diseases. These food groups are principally:

Fruit and vegetables: the consumption of fruit and vegetables is measured

by the number of servings a person consumes in a day. The World Health
Organization (WHO) and the Food and Agriculture Organization of the United
Nations (FAO) have recommended that individuals consume at least 400
grams of fruit and vegetables a day [4], which is equivalent to five servings [5].

WITHIN THE KEY
NUTRITION ELEMENTS,

EMPLOYEES' DIETS ARE
POOREST IN THE AREA
OF WHOLE GRAINS.

Whole grains: found in foods including wholegrain bread, cereals such as
oats, barley, millet, brown rice and whole wheat pasta. The FAO recommends
that carbohydrate foods, under which whole grains are listed, make up around
55% of the energy we eat [6].

Added salt: the WHO advises that adults eat no more than 5g of salt per day.

As our diets are generally already high in salt, adding salt can constitute a
health risk [7].
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FRUIT AND VEGETABLE INTAKE

27%

m0

Portions per day

mi2

2%

49%

m34

22%

5+

The healthy range intakes of each of these food groups are indicated in
Appendix D. Nutrition risk, as shown in the graph below, is assessed as a
composite score on the basis of each of these different nutrition elements.

OVERALLNUTRITION RISK PROFILE

100%
90%
80% -
70% -
60% -
50% A
40% -
30%
20% -
10% -
0%

Percentage of respondents

SriLanka Asia Pacific LK 2018 results
Employees noteating a balanced diet

Overall, 100% of the employees are at risk for at least one nutritional
element. Within the key nutrition elements, the employees’ diets are
poorest in the area of whole grains. In addition, in the side chart, we
examine the severity of the employees' nutrition risk, using consumption
of fruit and vegetables as an indicator of overall diet. Data collected
through Sri Lanka's Healthiest Workplace by AIA Vitality has shown that
fruit and vegetable intake is the nutritional element which can be most
easily addressed in the workplace, with 32% of organisations across the
whole Healthiest Workplace by AIA Vitality study indicating that they offer
fresh fruit and vegetables.

EMPLOYEES AT RISK FOR KEY NUTRITION ELEMENTS

90%
80%
70%
60%
50%
40%
30%
20%
10%

0%

Percentage of respondents at risk

Fruitand vegetables Whole grains Added salt

Mutrition element

AsiaPacific mSnlanka =LK 2018 results



One of the barriers preventing people from eating healthily is that healthy
food can be more expensive than unhealthy food. Subsidising healthier
food items available in the workplace (often accompanied by increasing
the cost of unhealthy foods) can be an effective way to help to overcome
this barrier [8].

On average, organisations in Sri Lanka offer 3 of the 11 nutrition
interventions asked about in the survey. A summary of the use and
effectiveness of these interventions is provided in the table below, with
a detailed analysis of each intervention provided in the section titled
"Workplace health interventions - facilities and services”, on page 38.

EFFECTIVENESS OF NUTRITION INTERVENTIONS

LK 2018
RESULTS

SRI LANKA ASIA PACIFIC

% of participants aware of the

. R 17.2% 24.6% 11.2%
interventions on offer

% of participants participating in
at least one of the interventions (of 91.8% 91.9% 88.1%
those who are aware)

% of participants who feel the
interventions positively impacted 87.5% 90.2% 88.3%
their health

SMOKING

The harmful effects of smoking are well known. Smoking, both active

and passive, is associated with a range of cancers, coronary heart
disease, heart attack, stroke, peripheral vascular disease (damaged
blood vessels), cerebrovascular disease (damaged arteries that supply
blood to your brain), and chronic bronchitis. [9]. The WHO estimated that
tobacco consumption leads to approximately 8 million deaths per year
globally [10]. The prevalence of daily smokers in Sri Lanka in 2017 was
approximately 10% [11].

14% of employees are current smokers, compared to the average of 8% in
the Asia Pacific and 13% in Sri Lanka's 2018 results.

10% of employees do not currently smoke, but have done so in the past.
Of this group, 1% stopped smoking 15 or more years ago, meaning their
risk of smoking-related diseases is significantly reduced. 8%, on the other
hand, stopped smoking 5 years ago or less.

HE HEALTHIEST WORKPLACE 2019

14% OF EMPLOYEES

ARE CURRENT
SMOKERS.
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CURRENT SMOKERS:
CIGARETTES PER DAY

5

2%
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30%

Percentage of respondents
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35
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As well as the detrimental effects on employee health outcomes, the
costs due to productivity loss contribute to the global economic cost

of smoking. Combined, productivity loss and health care expenditure
amount to 1.8% of the worldwide GDP [12]. Other indirect costs include
the productivity lost to smoking breaks and the cost of cigarette-related
fire damage [13].

The graphs below compare the proportion of employees who currently
smoke to the various benchmarks, as well as providing a detailed breakdown
of the number of cigarettes smoked each day by current smokers.

OVERALL SMOKING RISK PROFILE
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Sri Lanka Asia Pacific LK 2018 results
Employeeswho currently smoke

On average, organisations in Sri Lanka offer less than 1 of the 6 smoking
interventions asked about in the survey. A summary of the use and
effectiveness of these interventions is provided in the table below, with
a detailed analysis of each intervention provided in the section titled
"Workplace health interventions - facilities and services”, on page 38.

EFFECTIVENESS OF SMOKING INTERVENTIONS

LK 2018
SRI LANKA ASIA PACIFIC RESULTS
% of participants aware of the 4.0% 15.0% 1.6%

interventions on offer

% of participants participating in
at least one of the interventions 33.3% 45.7% 57.7%
(of those who are aware)

% of participants who feel the
interventions positively impacted 89.3% 93.2% 80.0%
their health




ALCOHOL

Akin to smoking, the negative effects of alcohol on health are well

known. Sustained consumption of levels of alcohol above recommended
guidelines have been associated with higher risks of mortality [14, 15].
Furthermore, both higher-than-average alcohol consumption and heavy
episodic drinking have been linked to various cancers, heart disease and
stroke [16]. Given the increasing evidence of the adverse health effects of
alcohol, the WHO launched a global strategy to reduce the harmful effects
of alcohol [17]. In addition, in some countries consuming alcohol is not
encouraged or is prohibited for Muslims (e.g. in Malaysia).

OVERALLALCOHOL RISK PROFILE
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Sri Lanka Asia Pacific LK 2018 results
Emplayees exceeding weekly recommended units

2% of employees exceed recommended weekly consumption limits; 10%
binge drink at least once a month.

On average, organisations in Sri Lanka offer less than 1 of the 3 alcohol
interventions asked about in the survey. A summary of the use and
effectiveness of these interventions is provided in the table below, with
a detailed analysis of each intervention provided in the section titled
"Workplace health interventions - facilities and services”, on page 39.

THE HEALTHIEST WORKPLACE 2019

HEAVY DRINKERS:
DRINKING PATTERNS

27%
32%

7%

34%

Units per week

w2+ w1920 m17-18 w416

BINGE DRINKERS

Frequency of binge
drinking

m Almost daily m Weekly m Monthly
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12% OF EMPLOYEES
HAVE FOUR OR MORE
RISK FACTORS, 56% OF

WHICH BELIEVE THEY
AREIN'GOOD' OR
'VERY GOOD' HEALTH.

EFFECTIVENESS OF ALCOHOL INTERVENTIONS

LK 2018
SRI LANKA ASIA PACIFIC RESULTS
o L.
% of participants aware of the 4.9% 10.7% 3.7%

interventions on offer

% of participants participating in
at least one of the interventions 31.3% 48.2% 57.9%
(of those who are aware)

% of participants who feel the
interventions positively impacted 45.8% 95.9% 100.0%
their health

HEALTH PERCEPTION AND MOTIVATION TO CHANGE

People are less likely to make changes to their lifestyles if they perceive
themselves to be healthy. Therefore, it is important for employees to have
a realistic perception of their health. Sometimes employees with multiple
risk factors perceive themselves to be in good or very good health.
Though some of the risk factors presented may be mild, not symptomatic,
or controlled, perceived good health may indicate specific cases in which
employees do not have good awareness of underlying risks to their health.

The graph below shows how your employees perceive their health relative
to the number of risk factors' they actually have.

EMPLOYEES' HEALTH PERCEPTION AND RISK PROFILE
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12 These include high BMI, low physical activity, poor nutrition, current smoking, and excessive
alcohol consumption.



Awareness of our risk factors is not always sufficient to actually improve our
health. Motivation is considered a key component of behavioural change
and understanding employees’ motivations can be crucial to designing
effective interventions [18]. The areas in which respondents in Sri Lanka are
most motivated to change are physical activity and smoking.

MOTIVATION TO CHANGE BEHAVIOUR BY RISK FACTOR
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At-risk employeeswho are motivated to reduce theirrisk

AsiaPacific mSrilanka = LK 2018 results

* The percentages for alcohol and smoking are only based on those employees who

consume alcohol or are active smokers.
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46% OF EMPLOYEES
REPORT GETTING LESS

THAN 7 HOURS OF
SLEEP PER NIGHT.

SLEEP PATTERNS

22%

32%

1%

10%
35%

Hours of sleep per day

m=0 m<d mob 5 7

SLEEP

Long working hours, increasing out-of-hours connectivity and work-related
stress are all factors associated with sleep problems in workers who would
not normally be classified as being at risk for sleep disorders. Furthermore,
sleep problems have been shown to increase the probability of
developing severe mental health conditions [19]. In addition, workers who
report shorter amounts of sleep are more likely to avoid social interactions
at work [20]. The graphs below show the hours of sleep reported by
employees. 46% of employees reported getting less than 7 hours sleep

in a 24-hour period, the optimal level of sleep from both a health and
productivity perspective.

SLEEP PATTERNS: HOURS OF SLEEP PER NIGHT
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Srilanka Asia Pacific LK 2018 results
Employees sleeping less than 7 hours per night

Poor sleep quality is associated with impairments at work, such as
reduced concentration and difficulties with organising work. Among the
analysed respondents, 13% indicated they had poor or very poor quality
sleep during the week preceding the survey. The following graph shows
the issues mentioned by the employees which are preventing them from
sleeping well.



SLEEP QUALITY PATTERNS
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Asia Pacific

On average, organisations in Sri Lanka offer 1 of the 5 sleep interventions

asked about in the survey. A summary of the use and effectiveness of

these interventions is provided in the table below, with a detailed analysis

of each intervention provided in the section titled "Workplace health

interventions - facilities and services”, on page 39.

EFFECTIVENESS OF SLEEP INTERVENTIONS

LK 2018

SRI LANKA ASIA PACIFIC RESULTS
./o of part'lapants aware of the 6.8% 12.9% 6.2%
interventions on offer
% of participants participating in
at least one of the interventions 73.3% 71.0% 65.0%
(of those who are aware)
% of participants who feel the
interventions positively impacted 86.1% 93.7% 93.1%

their health

THE HEALTHIE

SLEEP QUALITY
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30%
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m Very poor m Poor
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MENTAL WELLBEING

Mental health and wellbeing is related to a wide range of factors such as
poor lifestyle behaviours, health concerns, and financial concerns. Other
workplace issues such as stress, organisational culture, leadership, and
bullying can also impact upon the mental health and wellbeing of staff.
Increasingly, mental health is being recognised as one of the key drivers of
general health and wellbeing, and has been found to substantially impact
productivity and engagement in the workplace.

WORK-RELATED STRESS

Work-related stress represents a significant problem internationally, and
can affect organisational performance, including absenteeism, productivity
and turnover. In the UK for example, work-related stress accounts for
around two-thirds of all new cases of work-related ill-health. It is estimated
that about 10.5 million working days are lost yearly due to work-related
stress, depression and anxiety [21]. High levels of work-related stress can
impact staff absence and turnover and negatively affect the productivity
and performance levels of employees.

In Sri Lanka's Healthiest Workplace by AIA Vitality, work-related stress
was measured using seven items from the UK Health & Safety Executive
(HSE) Management Standards Indicator Tool."® Using this tool, stress is
measured using the following statements:

Control: | have a choice in deciding what | do at work (never/seldom)
Role: | am clear what my duties and responsibilities are (never/seldom)

Managerial support: My line manager encourages me at work (disagree/
strongly disagree)

Peer support: | receive the respect at work | deserve from my colleagues
(disagree/strongly disagree)

Change: Staff are always consulted about change at work (disagree/strongly
disagree)

Relationship: Relationships at work are strained (agree/strongly agree); and,
| am subject to bullying at work (often/always)

Demands: | have unrealistic time pressures (often/always)

13 http://www.hse.gov.uk/stress/standards/notesindicatortool.htm



OVERALL STRESS RISK PROFILE
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SriLanka AsiaPadific LK 20718 results
Employeesatrisk for atleastonework-related stress factor

56% of the analysed employees are subject to at least one dimension
of work-related stress. Additionally, 26% of employees were subject to
bullying at the workplace, 5% of whom indicated that they were bullied
often or always.

BREAKDOWN OF WORK-RELATED STRESS INDICATORS
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22

15% OF EMPLOYEES
HAVE MODERATE
TO HIGH LEVELS

OF ANXIETY OR
DEPRESSIVE
SYMPTOMS.

SEVERITY OF DEPRESSIVE
SYMPTOMS

85%
Percentage of respondents
with possible mental

health symptoms
m High m Moderate  m None/Mild

DEPRESSIVE SYMPTOMS

The Kessler Psychological Distress Scale [22], a six-item questionnaire, is
intended to yield a measure of distress based on questions about anxiety
and depressive symptoms that a person has experienced in the most
recent four-week period.

Depression, anxiety and stress can impact significantly on both mental and
physical health. Stress management techniques and, where necessary,
professional counselling can help address this risk factor in the work
context [23].

OVERALL ANXIETY AND DEPRESSION RISK PROFILE
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Employeeswith moderateto high depressive symptoms

On average, organisations in Sri Lanka offer 3 of the 14 mental wellbeing
interventions asked about in the survey. A summary of the use and
effectiveness of these interventions is provided in the table below, with

a detailed analysis of each intervention provided in the section titled
"Workplace health interventions - facilities and services”, on page 40.
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EFFECTIVENESS OF MENTAL HEALTH AND WELLBEING INTERVENTIONS

LK 2018
SRI LANKA ASIA PACIFIC RESULTS
o -
% of participants aware of the 13.2% 18.0% 91%

interventions on offer

% of participants participating in
at least one of the interventions 59.5% 59.8% 55.7%
(of those who are aware)

% of participants who feel the
interventions positively impacted 78.1% 92.2% 88.0%
their health

FINANCIAL CONCERNS

One factor potentially underlying mental health problems is financial
concerns, which can cause depression and damage relationships [24]. It is
measured using the following question: "Do you have financial concerns
at present?". 31% of the analysed employees noted that they had a lot of
financial concerns at present.

OVERALL FINANCIAL CONCERNS RISK PROFILE
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CLINICAL HEALTH

Clinical risk factors can refer to either a range of indicators that act as
precursors for disease, or to existing health conditions. This report
classifies these as body mass index, biometric indicators such as blood
pressure and cholesterol, musculoskeletal conditions, and chronic health
conditions. Many of these clinical factors are closely linked to the lifestyle
behaviours outlined previously.

BODY MASS INDEX (BMI)

BMI is a measure of a person’s weight in relation to their height. A healthy
BMlis considered to be in the range 18.5 to 24.9. A BMI of 25 or over puts
a person at increased risk for heart disease, high blood pressure, and even
certain cancers [25, 26, 27]. Employees with a BMI of 30 or more or of less
than 18.5 are classified as obese and underweight, respectively. Studies
show that even modest weight loss (around 5%) achieved by people who
are obese can have beneficial effects on health, medical expenditures, and
improve quality of life [28].

OVERALL BODY MASS INDEX RISK PROFILE
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Percentage of employeeswho are obese

41% of the analysed employees are either overweight or obese. Of the

employees who have a BMI classified as 'overweight’, 94% reported that
their waist circumference is within the healthy range (less than 88 cm for
women and less than 101cm for men) and are therefore classified as low



risk. In particular, waist circumference can be a more accurate measure of
body composition for those with large muscle mass. Adjusting for waist
circumference, the percentage of the employees who are overweight or
obese reduces to 12%, compared to a the benchmarks of 17% for the Asia
Pacific and 14% for Sri Lanka's 2018 results.

HEALTH SCREENING AND CLINICAL INDICATORS

Employees can monitor their clinical risk factors by undergoing regular
screening tests to assist in the early detection and treatment of chronic
diseases.

The three most commonly screened biometric indicators are blood
pressure, cholesterol and blood glucose.

High blood pressure, even ‘minor high’ blood pressure (referred to as
prehypertension), is a risk factor for a range of conditions - in particular,
stroke [29]. Values of 140 over 90 are considered as first stage hypertension
according to international standards, with values above that posing
increasing health risk [30].

Cholesterol is measured in milligrammes per decilitre of blood (mg/dL).
While cholesterol is a product produced by the body, it is also found in foods,
which can raise cholesterol in the body to unhealthy levels.

Blood glucose, or blood sugar, can be measured in different ways, and the
survey asked about non-fasting or random blood sugar levels.

33% of the analysed employees have had all three of blood pressure,
cholesterol and glucose tested in the past 12 months.

The tables below summarise both employees’ awareness of, and the
percentage who are at elevated risk for, these clinical factors.

HEALTH SCREENING PARTICIPATION AND RISK

PERCENTAGE OF RESPONDENTS TESTED IN PAST 12 MONTHS
(PERCENTAGE AT RISK IN PARENTHESES)*

SRI LANKA ASIA PACIFIC LK 2018 RESULTS
Blood pressure 64% (47%) 83% (42%) 68% (45%)
Cholesterol 40% (8%) 56% (9%) 46% (6%)
Blood glucose 46% (3%) 56% (3%) 50% (4%)
All 3 33% (0%) 47% (0%) 37% (0%)

* Of those who recalled their result.

HE HEALTHIEST

33% OF EMPLOYEES
HAVE TESTED FOR
THEIR FULL SET

OF BIOMETRIC

INDICATORS IN THE
LAST 12 MONTHS:
BLOOD PRESSURE,
CHOLESTEROLAND
GLUCOSE
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75% OF EMPLOYEES
REPORT SYMPTOMS
OF ONE OR MORE
MUSCULOSKELETAL
CONDITIONS.

COMMON MUSCULOSKELETAL
SYMPTOMS

Lower back
Neck
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Knee
Ankle/Foot
Upper back
Wrist/Hand
Hip/Thigh
Elbow

0%  20%  40%

Percentage of employees
with given symptoms
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MUSCULOSKELETAL CONDITIONS

Musculoskeletal (MSK) conditions relate to any health problem involving
muscles, bones and joints. MSK problems are very common, and many
forms may arise through contemporary forms of office work. Indeed, lack
of positive practice to support people with musculoskeletal disorders

in work can have different types of costs, from lost earnings, to reduced
productive working time and early retirement, with an accompanying

strain on both household incomes and the national welfare system [31,
32].

75% of employees reported one or more musculoskeletal conditions,
compared to the benchmarks of 82% and 72% for the Asia Pacific and Sri
Lanka's 2018 results, respectively.

The most common symptoms reported in Sri Lanka are lower back

and neck while 25% of the employees report no symptoms. 22% of the
analysed employees indicate that their condition prevented them from
doing normal work at home or away from home and 7% indicate that the
pain or discomfort caused them to take time off work.

OVERALL MUSCULOSKELETAL CONDITIONS RISK PROFILE
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Employeeswith severe musculoskeletal problems

CHRONIC CONDITIONS

Chronic conditions have become much more common as populations age
and new treatments allow people to live longer with diseases. There are a
number of important lifestyle factors that increase the risk for developing

a chronic condition, such as smoking, poor diet, lack of exercise, and



harmful alcohol use, among others. Employees reported whether they had
been told by a doctor that they had one or more of the following chronic
disease risk factors or conditions including kidney conditions, high blood
pressure, high cholesterol, diabetes, heart disease, stroke or cancer. 30%
of the analysed employees reported one or more chronic conditions
compared to 30% in the Asia Pacific and 29% in Sri Lanka's 2018 results.

The table below shows the percentage of employees at risk for
preventable common chronic conditions; in other words, those that
may be prevented through early detection, improved diet, exercise, and
treatment therapy.

EMPLOYEES AT RISK FOR PREVENTABLE COMMON CHRONIC CONDITIONS

SRI LANKA asiapACiFic K208
Heart condition or disease 1.2% 1.3% 0.8%
Kidney condition or disease 0.7% 0.6% 1.3%
Cancer 0.3% 0.5% 0.0%
Diabetes 3.3% 2.6% 3.3%
High blood pressure 3.7% 7.3% 2.8%

On average, organisations in Sri Lanka offer 4 of the 19 health support
interventions asked about in the survey. A summary of the use and
effectiveness of these interventions is provided in the table below, with
a detailed analysis of each intervention provided in the section titled
"Workplace health interventions - facilities and services”, on page 41.

EFFECTIVENESS OF HEALTH SUPPORT INTERVENTIONS

LK 2018
SRI LANKA ASIA PACIFIC RESULTS
% of participants aware of the 17 6% 23.1% 13.1%

interventions on offer

% of participants participating in
at least one of the interventions 72.5% 81.0% 70.9%
(of those who are aware)

% of participants who feel the
interventions positively impacted 86.2% 90.8% 82.3%
their health
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ACCORDING TO
EMPLOYEES' SELF-
REPORTED ABSENCE
AND PRESENTEEISM,

ORGANISATIONS IN
AUSTRALIA ARE LOSING
AN AVERAGE OF 47.9
DAYS PER YEAR PER
EMPLOYEE.

ABSENCE, PRESENTEEISM AND PRODUCTIVITY

There is substantial evidence concerning the relationship between
employee health and wellbeing and an organisation’s productivity.” The link
between an organisation’s productivity and employee health and wellbeing
can be explored through two measures - absence and presenteeism.

Absence refers to the actual absence of employees from work. Absence
due to health problems is relatively easy to measure as detailed records of
employee sickness absence are generally kept by organisations.

Presenteeism due to health problems refers to reduced productivity at
work. While present at work, employees are limited or constrained by
health problems to carry out their daily activities, resulting in productivity
loss [33]. Contrary to absence, presenteeism due to ill-health is more
difficult to measure, but a range of survey tools are currently available to
obtain a proxy of an organisation’s presenteeism levels.™

One widely validated tool to measure self-reported absence and
presenteeism - and in turn, productivity loss - is the Work Productivity
and Activity Impairment (WPAI) Questionnaire.’® The WPAI has been
used in a wide range of studies to measure the loss of productivity from
both general health problems as well as from specific conditions. In the
Sri Lanka's Healthiest Workplace by AIA Vitality survey, the general health
WPAI (WPAI-GH) has been used.

The graph overleaf expresses in days the lost productive time experienced
by the analysed employees as a result of health-related absence and
presenteeism. This is calculated using the employees’ answers to the WPAI
questionnaire and their self-reported working hours per week.

14 For an introduction see [33].
15 For an overview of the methods used to measure presententeeism see [34, 35].
16 All information on the WPAI can be found here: www.reillyassociates.net/\WPAI_General.html
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Expressed as a percentage of available working hours, the analysed
employees lost 18.4% of working hours due to ill-health related absence
(2.3%) and presenteeism (16.1%) in the week prior to the survey,
compared to 26.6% in the Asia Pacific and 18.9% in Sri Lanka's 2018
results. This equates to 47.9 days lost per employee per year on average
for Sri Lanka (assuming a five day working week). In order to quantify the
productivity loss due to absence and presenteeism, the number of lost
working hours is multiplied by the compensation (wage) that employees
receive. This method of costing is referred to in the literature as the Human
Capital Approach (HCA) and is widely used because of its computational
ease.™

For Sri Lanka, the estimated average monthly cost of health-related
absence and presenteeism per organisation is estimated at LKR
12,424,019 (1,783,198 due to absence and 10,640,822 due to

presenteeism).

Please note that this estimate is extrapolated from the employees who
completed the survey, and is based on their self-reported absence

and presenteeism during the week prior to the survey. More detail and
information on determining productivity loss can be found in Appendix C.

14 Other methods also exist. However, these require much more data collection in order to gener-

ate estimates.
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WORK ENGAGEMENT

Research conducted using Britain’s Healthiest Workplace data has
demonstrated a clear relationship between ill-health and lost productivity
[36]. Indeed, the analysis shows that distinct lifestyle behaviours, for
example, exercise or nutrition habits, can impact significantly on
short-term productivity through presenteeism. This loss is beyond

the productive time loss that employers experience due to employee
absence, often driven by chronic health conditions. Two other key
factors influencing employee productivity are job satisfaction and work
engagement, which are discussed in detail below.

JOB SATISFACTION AND WORK ENGAGEMENT

Employee engagement refers to the amount of energy, dedication and
focus people bring to their work. It is currently regarded as one of the key
'‘people’ factors that differentiate higher and lower levels of organisational
performance on a range of indicators. Evidence suggests that there is a
relationship between improved lifestyle and clinical health, and increased
work engagement.

The graph overleaf indicates employees' satisfaction with their jobs. This
in turn reflects on the levels of employee engagement. The assumption
underlying this measure is that satisfied employees are engaged and full
of energy, which in turn will contribute to organisational performance. The
link between employee satisfaction and organisational performance has
been explored in various studies, which found that employee satisfaction
and engagement can impact business outcomes for a wide range of
organisations [37].

Job satisfaction and work engagement are measured in a number of ways.
A commonly asked question to measure job satisfaction is the level of
agreement with the statement: “all in all | am satisfied with my job”. The
response to this question is shown in the graph overleaf.
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Work engagement comprises a wider set of dimensions related to

an employee’s attitude to their job and their organisation. Like job
satisfaction, it is assumed to be the opposite of ‘burn-out’ [38]. To measure
work engagement the Utrecht Work Engagement Scale-9 (UWES-9) was
used, which captures the following three dimensions of work engagement
through nine questions:

Vigour

e At my work, | feel bursting with energy
e Atmy job, | feel strong and vigorous
e When | get up in the morning, | feel like going to work

Dedication

e | am enthusiastic about my job
I am proud of the work that | do
e My job inspires me

Absorption

e |am immersed in my work
| get carried away when | am working
e |feel happy when | am working intensely
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These three dimensions are defined as follows [38]: "Engagement is

a positive, fulfilling, work-related state of mind that is characterised

by vigour, dedication, and absorption. Rather than a momentary and
specific state, engagement refers to a more persistent and pervasive
affective-cognitive state that is not focused on any particular object, event,
individual, or behaviour. Vigour is characterised by high levels of energy
and mental resilience while working, the willingness to invest effort in
one's work, and persistence even in the face of difficulties. Dedication
refers to being strongly involved in one’s work and experiencing a sense of
significance, enthusiasm, inspiration, pride, and challenge. Absorption is
characterised by being fully concentrated and happily engrossed in one’s
work, whereby time passes quickly and one has difficulties with detaching
oneself from work.”

Overall 18% of the employees scored high or very high for Work
Engagement compared to the benchmarks of 18% in the Asia Pacific and
22% in Sri Lanka's 2018 results. The proportion of employees scoring low
or very low on each of these dimensions is shown in the graph.

OVERALL WORK ENGAGEMENT PROFILE
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There is a growing recognition for the need to develop a comprehensive
organisational approach to align health promotion and human resource
management practices. The quality of an employee’s workplace
experience has an impact on health and wellbeing. A direct relationship
exists between job design, work-life balance, organisational change,

and the health of the workforce. Work intensification and reorganisation,
often coupled with technological change, has contributed to an increased
incidence of musculoskeletal disorders and mental ill-health. In designing
jobs and developing management practices, organisations are urged to
make their staff feel valued by the organisation. This process motivates
employees to deliver a quality product or service without excessive stress
that might lead to poor health [39].

LEADERSHIP AND CULTURE

Itis increasingly recognised that staff health and wellbeing is more than a
matter of purely individual attention. The health, safety and wellbeing of
staff can directly contribute to organisational success; a healthy workforce
reduces costs in the form of sickness absence, lowers spending on

staff turnover, reduces ill-health retirement and subsequently increases
productivity [40]. Senior management, by taking an interest in health

and wellbeing issues, are increasingly aware of the key elements to
improving health and wellbeing at the workplace [41]. Line managers
should play a key role in ensuring that workplaces are settings that
promote good health. Good practice ensures that performance on staff
health and wellbeing is regularly reported on, and discussed, at board

or other management levels - and that action is taken on any existing

and emerging problems with regard to the health and wellbeing of the
workforce. Efficient practice further ensures that staff health and wellbeing
is at the heart of line manager training, development and appraisal. At
the same time, line managers should understand that the health and
wellbeing of the workforce is their responsibility, and organisations should
support them to act accordingly [41].

PERCEPTION OF LEADERSHIP AMONG THE EMPLOYEES
% OF PARTICIPANTS WHO AGREE/STRONGLY
AGREE

SRI LANKA'S
2018 RESULTS

SRI LANKA ASIA PACIFIC

My line manager cares about

my health and wellbeing bo% oI bo%

My line manager encourages o o 9

me at work 72% 61% 73%

Leaders view the level of

employee health and wellbeing 589% 63% 60%
(e} o (]

as an important indicator of the
organisation’s success.




ORGANISATIONAL SUPPORT

Even in areas where the employees are less willing to change of their own
volition, creating an environment conducive to change and a culture of

health within the organisation may provide them with extra motivation

[42]. The graph below shows the areas in which employees indicate that

they feel supported by their organisation.
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Linked to this, and as described earlier, the areas in which the greatest

number of the employees are motivated to change are physical activity

and smoking.
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* The percentages for alcohol and smoking are based solely on those employees who

consume alcohol or are active smokers.
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Organisational support can express itself in various ways and the table
below indicates how deeply health and wellness is embedded in an
organisation’s culture, through assessing levels of both investment and
accountability for employee wellbeing.

KEY CULTURAL FACTORS
PERCENTAGE/AVERAGE OF ORGANISATIONS
SRI LANKA'S
SRI LANKA ASIA PACIFIC 2018 RESULTS
Buc.i.g_et for health.and w_eIIbemg 579% 61% 65%
facilities and services exists
Staff health and wellbeing is
discussed at the board level at 90% 85% 83%
least once a year
Staff health and wellbeing is
d|scus§ed at the executive 85% 87% 94%
committee level at least once
ayear
Staff health and wellbeing
is discussed at the middle 94% 86% 919%
management level at least once
ayear
Staff health and wellbeing is
discussed at all staff level at 97% 87% 84%
least once a year
Providing incentives for
participation and/or recognising
or rewarding employees for 20% 42% 35%

healthy behaviour and health
improvement
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WORKPLACE HEALTH INTERVENTIONS - FACILITIES AND SERVICES

Expanding on the summarised information provided earlier, the following tables provide an overview of the interventions offered by organisations in Sri Lanka and the
share of other organisations in the Healthiest Workplace by AIA Vitality (AIA HW) survey that offer those same interventions. In addition, the tables detail the percentage
of employees aware, using and benefitting from these interventions, benchmarked against awareness, utilisation and perceived benefit amongst employees from other
organisations that offer the interventions.

PHYSICAL ACTIVITY
% OF % OF % OF EMPLOYEES % OF EMPLOYEES ®
ORGANISATIONS ~ORGANISATIONS ~ BEING AWARE OF THE INDICATING THEY'VE 72 OF B OrE e e e
IN SRI LANKA IN AIA HW THAT INTERVENTION. (AIA USED THE INTERVENTION. THEIR HEALTH. (AIA HW
THAT OFFER THE OFFER THE HW BENCHMARK IN (AIA HW BENCHMARK IN BENCHMARK IN PARENTHESES)
INTERVENTION INTERVENTION PARENTHESES) PARENTHESES)

Provision of information on physical activity 25% 29% 11% (22%) 70% (67%) 98% (92%)
Onsite gym or fitness facility 22% 32% 34% (39%) 47% (61%) 90% (93%)
Offsite gym / health club membership discount 43% 29% 20% (21%) 48% (47 %) 86% (93%)
Bicycle storage facilities 8% 19% 14% (19%) 53% (42%) 89% (96%)
Bicycle purchase scheme 3% 2% 7% (19%) 0% (64%) n/a (95%)
Fitness classes 25% 34% 22% (28%) 43% (51%) 97% (93%)
Locker room with showers available at worksite 28% 27% 13% (25%) 57% (60%) 86% (92%)
Walk or cycle to work 13% 15% 15% (19%) 44% (68%) 91% (98%)
Sponsored walks or runs 28% 34% 13% (22%) 59% (61%) 87% (94%)
Corporate challenges 20% 35% 16% (18%) 58% (58%) 94% (92%)
Running clubs or other informal groups 17% 27% 14% (18%) 43% (57%) 86% (96%)
Bootcamps 0% 9% n/a (26%) n/a (65%) n/a (97%)
Wearable fitness trackers or apps 10% 20% 8% (16%) 70% (77%) 95% (92%)
Stairs initiatives (e.g. inviting stairs or stair challenges) 28% 21% 12% (16%) 85% (69%) 82% (94%)

Other exercise opportunities (e.g. walking trails) 8% 13% 9% (6%) 57% (77%) 100% (98%)
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NUTRITION

% OF
ORGANISATIONS

IN SRI LANKA
THAT OFFER THE
INTERVENTION

% OF
ORGANISATIONS
IN AIA HW THAT

OFFER THE
INTERVENTION

% OF EMPLOYEES
BEING AWARE OF THE
INTERVENTION. (AIA
HW BENCHMARK IN
PARENTHESES)

% OF EMPLOYEES
INDICATING THEY'VE
USED THE INTERVENTION.
(AIA HW BENCHMARK IN
PARENTHESES)

% OF EMPLOYEES INDICATING
THE INTERVENTION IMPROVED
THEIR HEALTH. (AIA HW
BENCHMARK IN PARENTHESES)

Healthy eating information 47% 36% 23% (32%) 76% (76%) 91% (93%)
Talks or workshops on nutrition and its health impacts 25% 34% 14% (23%) 67% (67%) 94% (92%)
Ove.r\{veight an.d body fat assessment for customised 259 299 11% (19%) 68% (70%) 91% (95%)
nutritional advices

Flalorie ihtake calculator or canteen menus with calorie 10% 14% 12% (21%) 70% (74%) 95% (94%)
information

Healthy food alternatives at canteens 40% 17% 18% (25%) 85% (81%) 89% (95%)
Healthy food alternatives in vending machines 10% 8% 7% (10%) 65% (40%) 80% (87%)
Fresh fruit and vegetables in the workplace 30% 32% 15% (29%) 88% (89%) 93% (92%)
Dietician/nutritionist services 17% 14% 11% (25%) 52% (62%) 94% (96%)
Access to fresh drinking water (other than tap water) 63% 59% 28% (28%) 96% (95%) 89% (90%)
Access to a microwave 65% 59% 27% (29%) 76% (79%) 72% (78%)
Access to a fridge 68% 59% 23% (30%) 86% (87%) 75% (80%)

SMOKING

% OF
ORGANISATIONS
IN SRI LANKA
THAT OFFER THE
INTERVENTION

% OF
ORGANISATIONS
IN AIA HW THAT
OFFER THE
INTERVENTION

% OF EMPLOYEES
BEING AWARE OF THE
INTERVENTION. (AIA
HW BENCHMARK IN
PARENTHESES)

% OF EMPLOYEES
INDICATING THEY'VE
USED THE INTERVENTION.

(AIA HW BENCHMARK IN
PARENTHESES)

% OF EMPLOYEES INDICATING
THE INTERVENTION IMPROVED
THEIR HEALTH. (AIA HW
BENCHMARK IN PARENTHESES)

Smoking cessation information 13% 21% 11% (23%) 34% (44%) 79% (90%)
Online smoking cessation programme 5% 2% 2% (20%) 0% (36%) n/a (94%)
Group smoking cessation programme 3% 3% 3% (19%) 0% (34%) n/a (94%)
Individual smoking cessation programme 0% 8% n/a (12%) n/a (29%) n/a (87%)
Cognitive Behavioural Therapy or counselling 5% 9% 2% (15%) 100% (43%) 100% (95%)
Other assistance to quit smoking 5% 4% 2% (2%) 0% (48%) n/a (100%)
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ALCOHOL
% OF % OF % OF EMPLOYEES % OF EMPLOYEES
ORGANISATIONS ORGANISATIONS BEING AWARE OF THE INDICATING THEY'VE %iingﬁ'gEngEFoslll’\faféAg{/'\éGD
IN SRI LANKA IN AIA HW THAT INTERVENTION. (AIA USED THE INTERVENTION. THEIR HEALTH. (AIA HW
THAT OFFER THE OFFER THE HW BENCHMARK IN (AIA HW BENCHMARK IN BENCHMARK IN PARENTHESES)
INTERVENTION INTERVENTION PARENTHESES) PARENTHESES)
Information on problem drinking 13% 13% 8% (21%) 27% (51%) 88% (95%)
Alcohol counselling 13% 7% 3% (10%) 20% (33%) 50% (93%)
Other assistance related to problem drinking 3% 3% 3% (1%) 100% (50%) 0% (100%)

SLEEP
% OF % OF % OF EMPLOYEES % OF EMPLOYEES o
ORGANISATIONS ~ORGANISATIONS  BEING AWARE OF THE INDICATING THEY'VE 72 OF E R O e e
IN SRI LANKA IN AIA HW THAT INTERVENTION. (AIA USED THE INTERVENTION. THEIR HEALTH. (AIA HW
THAT OFFER THE OFFER THE HW BENCHMARK IN (AIA HW BENCHMARK IN BENCHMARK IN PARENTHESES)
INTERVENTION INTERVENTION PARENTHESES) PARENTHESES)
Information on good sleeping habits 25% 20% 8% (16%) 62% (76%) 88% (94%)
Place where you can rest 38% 25% 17% (20%) 76% (70%) 84% (95%)
Apps/programmes promoting healthy sleep 5% 5% 1% (20%) 0% (76%) n/a (89%)
Events promoting healthy sleep 5% 7% 2% (9%) 0% (70%) n/a (97%)
Other 0% 2% n/a (0%) n/a (0%) n/a(n/a)

FATIGUE

Information on fatigue

% OF
ORGANISATIONS
IN SRI LANKA
THAT OFFER THE
INTERVENTION

17%

% OF
ORGANISATIONS
IN AIA HW THAT
OFFER THE
INTERVENTION

15%

% OF EMPLOYEES
INDICATING THEY'VE
USED THE INTERVENTION.
(AIA HW BENCHMARK IN
PARENTHESES)

59% (67%)
25% (63%)

% OF EMPLOYEES INDICATING
THE INTERVENTION IMPROVED
THEIR HEALTH. (AIA HW
BENCHMARK IN PARENTHESES)

% OF EMPLOYEES
BEING AWARE OF THE
INTERVENTION. (AIA
HW BENCHMARK IN
PARENTHESES)

10% (17%)
2% (19%)

92% (90%)

100% (97%)

Fatigue management interventions

8%

1%
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MENTAL HEALTH AND WELLBEING

% OF % OF % OF EMPLOYEES % OF EMPLOYEES

ORGANISATIONS  ORGANISATIONS BEING AWARE OF THE INDICATING THEY'VE 72 (00 ETHUONTEES INDIEATINE]

THE INTERVENTION IMPROVED
THEIR HEALTH. (AIA HW
BENCHMARK IN PARENTHESES)

IN SRI LANKA IN AIA HW THAT INTERVENTION. (AIA USED THE INTERVENTION.
THAT OFFER THE OFFER THE HW BENCHMARK IN (AIA HW BENCHMARK IN
INTERVENTION INTERVENTION PARENTHESES) PARENTHESES)

Training on common mental health conditions (such as

depression, anxiety disorders etc.) 28% 20% 22% (21%) 62% (49%) 76% (86%)
Efsgirirr];z:snergy or stress management classes or 259 20% 12% (17%) 45% (52%) 93% (89%)
Mindfulness classes or programmes 28% 19% 12% (24%) 61% (54%) 83% (91%)
Massage or relaxation classes or programmes 10% 13% 5% (23%) 70% (51%) 57% (91%)
Counselling or psychotherapy services 25% 17% 23% (19%) 24% (36%) 74% (94%)
Employee Assistance Programmes 38% 28% 19% (26%) 41% (30%) 78% (90%)
Workload or time management training 40% 23% 13% (16%) 58% (56%) 90% (92%)
Volunteering or charity work 52% 45% 18% (22%) 63% (62%) 87% (88%)
Coaching 43% 25% 14% (16%) 46% (51%) 85% (92%)
oorfni; mental health support - onsite/telephone/mobile app/ 17% 13% 12% (14%) 26% (56%) 79% (96%)
tChoegzgg)i/ve Behavioural Therapy or other types of psychological 3% 6% 0% (14%) n/a (45%) n/a (99%)
Mental health and wellbeing information 25% 26% 18% (18%) 56% (54%) 74% (92%)
Financial wellbeing courses or programmes 17% 23% 10% (14%) 55% (59%) 91% (92%)

Other 5% 2% 6% (8%) 67% (96%) 50% (100%)
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DIGITAL HEALTH
% OF % OF % OF EMPLOYEES % OF EMPLOYEES o
ORGANISATIONS  ORGANISATIONS BEING AWARE OF THE INDICATING THEY'VE TﬁSrNﬁ'“ég\ngEFOslll’\faE?g{/héGD
IN SRI LANKA IN AIA HW THAT INTERVENTION. (AIA USED THE INTERVENTION. THEIR HEALTH. (AIA HW
THAT OFFER THE OFFER THE HW BENCHMARK IN (AIA HW BENCHMARK IN BENCHMARK IN PARENTHESES)
INTERVENTION INTERVENTION PARENTHESES) PARENTHESES)
Wellbeing app targ?tlng a .broad range of physical health, 17% 15% 12% (25%) 67% (82%) 89% (91%)
mental health and lifestyle issues
WeIIb.emg app targeting specific health issues, such as weight, 8% 14% 12% (20%) 71% (76%) 86% (91%)
exercise, or mental health
Online coaching 5% 6% 9% (14%) 59% (59%) 70% (97%)
Surveys 3% 8% 3% (5%) 60% (77%) 67% (92%)
Digital platform incentivising healthy behaviours 13% 13% 3% (14%) 25% (71%) 100% (91%)

Other 0% 3% n/a (13%) n/a (99%) n/a (99%)
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OTHER HEALTH SUPPORT

% OF % OF % OF EMPLOYEES % OF EMPLOYEES
ORGANISATIONS ORGANISATIONS BEING AWARE OF THE INDICATING THEY'VE %ngE_,!EngEFg#\:afﬁg{;\éGD
IN SRI LANKA IN AIA HW THAT INTERVENTION. (AIA USED THE INTERVENTION. THEIR HEALTH. (AIA HW
THAT OFFER THE OFFER THE HW BENCHMARK IN (AIA HW BENCHMARK IN BENCHMARK IN PARENTHESES)
INTERVENTION INTERVENTION PARENTHESES) PARENTHESES)

Provision of health information 50% 52% 32% (38%) 58% (68%) 81% (85%)
Clinical screening (e.g., blood glucose, blood pressure) 55% 59% 28% (45%) 66% (79%) 84% (87%)
Condition specific screening, such as for cancer 17% 26% 10% (18%) 25% (62%) 77% (93%)
Disease management (management of long term conditions
such as diabetes, asthma, chronic obstructive pulmonary 17% 23% 15% (20%) 50% (58%) 68% (93%)
disease)
Musculoskeletal disorders prevention 13% 20% 6% (17%) 18% (57%) 100% (94%)
Support in returning to work after illness 68% 35% 19% (17%) 51% (45%) 84% (93%)
Employee assistance programme 40% 35% 22% (28%) A47% (42%) 87% (93%)
Nurse advice line 13% 14% 25% (22%) 56% (57%) 85% (90%)
Occupational health / safety programme 40% 48% 33% (32%) 67% (65%) 90% (89%)
Vaccination (e.g. flu vaccine) onsite or in partnered clinics 5% 37% 2% (33%) 0% (71%) n/a (95%)
On-site health clinics / medical services 32% 27% 26% (34%) 67% (81%) 84% (91%)
Wel.lness (:!ays wh.ere em.ployees have health checks and get 47% 42% 22% (28%) 64% (76%) 86% (89%)
advice on improving their wellbeing
Team discussions and activities 30% 35% 14% (16%) 81% (72%) 84% (91%)
Workshops on physical and mental health issues 38% 29% 24% (21%) 68% (62%) 75% (89%)
GP advice line 8% 14% 11% (20%) 50% (44%) 100% (20%)
Virtual GP service (telemedicine) 5% 5% 10% (9%) 69% (43%) 100% (89%)
Women health and wellness talks or workshops: fertility,
healthy family planning, workplace and motherhood, o o o 5 5 o 5 o

22% 15% 16% (19%) 45% (56%) 83% (92%)

disease and cancer prevention, travel medicine prevention/
communicable disease prevention

Men health and wellness talks or workshops: fertility,
disease and cancer prevention, travel medicine prevention/ 17% 1% 11% (12%) 36% (45%) 82% (88%)
communicable disease prevention

Children disease prevention 5% 7% 9% (9%) 36% (42%) 100% (94%)
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EVIDENCE FOR EMPLOYERS

Workplace wellness programmes typically aim to change health-related
behaviours of employees, such as getting smokers to quit, supporting
weight loss, or promoting physical fitness. When studies assess the
outcomes of health and wellbeing or wellness programmes, positive
effects are found for about half of the studies [43]. Some studies have
shown that mere participation in any workplace wellness programme can
have an impact, as it can stimulate participants to adopt more healthy
lifestyles [42]. The likelihood that programmes will actually achieve these
outcomes depends on a number of factors. A recent study identified some
key facilitators through a review of academic studies which may help in the
design of workplace wellness programmes [44]. These can be captured as
follows:

Services - a programme needs to offer a good range of services of
interest to employees and that are grounded in evidence

Incentives - a programme needs to create opportunities for employees
to engage. A variety of mechanisms such as ensuring access, and
monetary and non-monetary rewards, can improve engagement

Promotion - broad outreach and various means of dissemination can
help to inform employees of the existence and importance of a specific
initiative or health and wellbeing programme

Leadership - support from both board level and direct supervisors is
important to generate widespread participation

Evaluation - better programmes always aim to improve quality by
monitoring progress and soliciting feedback from staff

We look at these in turn.

SERVICES

Guidance in a number of countries has put forth the concept of
comprehensive wellness programmes. ‘Comprehensiveness’ means
providing a range of offerings that target a number of health and
wellbeing outcomes. Importantly, they need to be of interest to employees
and as such the programmes need to be developed in consultation with
employees [45, 46]. There are a number of challenges. Even when services
meet the needs of certain types of employees, they may be inadequate

or unattractive to other employees. One study found significant
differences in the effect of workplace factors on health outcomes in male
employees versus female employees [47]. The literature suggests that
more components indicate a more effective wellness programme, both
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in terms of participation and health and wellbeing outcomes. However,
more is not always better. Recent research conducted by RAND Europe
using Britain’s Healthiest Workplace data found that simply offering

more services without components that drive participation in, and the
promotion of, health and wellbeing programmes is likely to be ineffective
[48]. Services can also have more effect when combined. Some studies
show that programmes combining both occupational health and safety
(e.g. exposure to hazardous substances) with interventions on health
behaviours (e.g. smoking) may prove more effective than programmes
focused on either intervention in isolation [49].

INCENTIVES

Employees are only likely to benefit from health and wellbeing
programmes if they participate. Participation remains a challenge for

any health and wellbeing programme. Participation rates are typically
below 50% of eligible employees [50, 51, 52]. In Healthiest Workplace

by AIA Vitality, we see very low participation rates below 10% of eligible
employees for a number of interventions that employers offer, which

can undermine the logic for offering health and wellbeing programmes.
Incentives are increasingly used to motivate participation. However, the
level, type, and structure of incentives vary across health and wellbeing
programmes, with some organisations using positive incentives (monetary
or non-monetary) that may lead to higher participation, while others use
alternative incentive structures like penalties for non-participation. Recent
research in the US unsurprisingly suggests that incentives or penalties have
different effects across sectors and worker groups (e.g. female or male
workers; older and younger workers [53]). Finally, access is important.
Employees clearly prefer programmes conducted at convenient times and
places, including paid time off during the workday [46].

PROMOTION

Roughly half of all employers offer some type of health and wellbeing
programme [54]. The data collected through Healthiest Workplace by
AlA Vitality clearly show a significant gap between what employers say
they offer and what employees perceive the offer to be. It appears that
awareness of some interventions among employees is low and as such the
take-up of interventions is low as well. Not surprisingly, employees who
use the intervention report that the intervention has benefited their health
and wellbeing. This speaks to the priorities of a programme aligning

with the priorities of the participant. Communication clearly needs to go
beyond raising awareness of what a health and wellbeing offer is and

also allow the views of employees to be represented in the design and
implementation of the health and wellbeing programme. Communication



can also improve the outcomes of a programme. One study showed that
multiple follow-up messages throughout the running of the programme
can be more successful in affecting behaviour and outcomes than one
larger educational session at the start of a programme [55].

LEADERSHIP

Leadership is often recognised as one of the most important drivers

of organisational change [56]. Having management involved in health
promotion efforts has been linked with increased impact in terms of self-
reported health and absenteeism [57]. Acknowledging the role of the
workplace as a setting for health promotion is a view not necessarily held
by all levels of management [52]. A qualitative study of three Canadian
companies implementing interventions to manage musculoskeletal
conditions found that while senior management was supportive of the
interventions, middle-management was apathetic or, in one case, resistant
to change [58]. In this case, participation in the programme remained
low and as a result, the effectiveness of the programme was limited.

The Britain’s Healthiest Workplace data show that those organisations
that discuss health and wellbeing at board level, report on health and
wellbeing internally, or have engaged senior leadership have significantly
higher participation in their health and wellbeing programmes than
organisations that do not. The presence of these components by itself is
also associated with higher participation in programmes.

EVALUATION

An essential component of a health and wellbeing programme is a
continuous, systematic evaluation of design and impact. However,
evaluations are rare among wellness programmes and where evaluation
does exist, few are systematic or continuous. This is potentially a reason
for the mixed results from wellness programme evaluations and the
disconnect between best practices and strategies in use [59].

One possible reason for the disconnect between research and practice

in wellness programmes may be the burden that regular evaluation of
programme impact presents to employers, although it seems obvious that
it is impossible to know what, and to what extent, a programme is effective
without proper monitoring and evaluation in place. The experience from
Healthiest Workplace by AIA Vitality is that organisations with better
management information on health and wellbeing also tend to have
higher participation in wellbeing programmes. In addition, employers are
becoming increasingly interested in building the evidence base around
health and wellbeing programmes.
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CONCLUSION

The health and wellbeing of employees makes an important contribution
to business success. For this reason, a growing number of employers
perceive employee wellbeing programmes as a strategic priority,
particularly during challenging economic times.

Proactive management of employees’ physical and mental health can
produce a range of important business benefits including a reduction in
sickness absence, improved productivity and staff engagement, lower staff
turnover and a reduction in costs associated with recruitment.

This report provides you with an overview of the employees’ unique
clinical and lifestyle risk factors and assesses how they are responding to,
and engaging in, the existing facilities and services offered.

Collectively this data provides a platform to implement employee
wellbeing programmes to mitigate these risks and track organisation's
progress. Even a small ongoing investment in the wellbeing of employees
can pay big dividends for the business and help to improve the bottom
line.
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APPENDIXA

DEMOGRAPHIC BREAKDOWN OF RESPONDENTS

The 2,137 employees that finished the survey in Sri Lanka are represented
in the following graphs.

DISTRIBUTION OF RESPONDENTS BY GENDER

70%

i« 60%
=
(e8]
= 50% |
s
g 40% -
> 30%
&
= 0% -
& 0%

0%

Male Female
Gender

DISTRIBUTION OF RESPONDENTS BY AGE GROUPS

18-30 3140 47150 57-60 61+
Age group

60%

50%

0%

30%

20%

Percentage of respondents

10%

0%



DISTRIBUTION OF RESPONDENTS BY JOB CATEGORY

40%

5%

0%

25%

20%

15%

10%

Percentage of respondents

5%

0%

0%

5%

20%

15%

10%

Percentage of respondents

en
o

=3
o

Manager Frofessional Technician Clerical Service Sales Other

arjuniar support worker waorker

professional warker
Occupation
DISTRIBUTION OF RESPONDENTS ACROSS INCOME GROUPS*

=LKR40k LKR 40k - LKR 80k - LKR 120k - LKR 1600k - LKR 200k - =LKR 240k

LKR 80k LKR 120k LKR 160k LKR 200k LKR 240k

Income group

*Respondents who preferred not to provide answers are not included.
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APPENDIX B

YEAR-ON-YEAR RESULTS*

CATEGORY INDICATOR 2017 2018 2019

Key outcomes

tzr;ﬁ:erm AlIA Vitality Age gap (in years) - 52 49
\.Sf,v};c;E?l::;\n;irment Days lost per employee per year - 493 479
Z\:;;kgement % low engaged - 8.3% 10.3%
Determinants of health, productivity and engagement
Lifestyle health % with insufficient physical activity™ - - 58.6%
% not eating a healthy diet - 91.5% 88.9%
% current smokers - 12.8% 13.6%
% exceeding alcohol guidelines - 1.1% 1.9%
% sleeping less than 7 hours per night - 46.4% 46.4%
Clinical health % obese . 10.6% 10.3%
% with severe musculoskeletal problems** - 7.6% 7.4%
Mental health % with moderate or severe symptoms of depression - 12.9% 15.0%
% with 1 or more work-related stress factors - 59.5% 56.1%
% with financial concerns - 33.6% 30.9%
Employee characteristics
Survey respondent % male - 61.3% 59.1%
profile Average age - 325 320
Average income LKR. LKR 92,595 LKR 104,761

* The physical inactivity indicator in 2018 is not comparable to other years due to changes in the measurement method.

** This question was not asked in Australia in 2018.



APPENDIX C

CALCULATION OF PRODUCTIVITY LOSS

The Work Productivity and Activity Impairment (WPAI) scale provides an
estimate of employee absence based on absence over the week prior to
the survey. This measures absence due to health problems and is based
on employee self-reporting. Absence is estimated by the answer to the
following question:

"During the past seven days, how many hours did you miss from work
because of your health problems? Include hours you missed on sick days,
times you went in late, left early, etc., because of your health problems. Do
not include time you missed to participate in this study.”

ABSENCE DUETO HEALTH PROBLEMS
14%
12% —
10%

dents

on

Percentage of resp

Up to halfa day Up to a day More than a day
(<4 hours) (4-8 hours) (=B hours)

Days missad in the pastweek because of health problems

AsiaPacific mSnlanka =LK 2018 resulls

Overall, 82% of respondents in Sri Lanka did not miss any work time due to
health problems.

To measure presenteeism - and therefore to get a sense of reduced
productivity at work - the general health WPAI (WPAI-GH) scale asks six
questions (including the question on absence above). Based on the numerical
answers, a number of estimates can be made which assess productivity loss
when multiplied with employee wages. In short, to capture presenteeism the
WPAI scale takes the total number of hours an employee has actually worked
during a week (taking absence and other loss of work into account) and
multiplies this measure by the ‘percent of self-estimated level of impact of
health problems on productivity during the past seven days'.
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Presenteeism is indicated by the answers to the following questions:
"During the past seven days, how many hours did you actually work?”

50%
45% —
40%
= 35%
30%
75%

20%
15%

10%

5%

0% | — - - — '-'

dents

N

ge of resp

Fercenta

Mot lessthan  9-16 17-24 5-32 41-48 Morethan
worked — 8hours hours hours hours hours hours 48 hours

Hours worked in the pastweek

AsiaPacific  moSnlanka =LK 2018 results

"During the past seven days, how much did your health problems affect
your productivity while you were working?”

50%
45%
40%
35%
30%
25%
20%
15% -
10%

5%

0%

ents

Nl

Percentage of resp

atall) {fully}
Impact of health problems on productivity while working

AsiaPacific mSnlanka =LK 2018 results

Overall, 43% of the respondents in Sri Lanka experienced no impact
of health problems on productivity while working, compared to the
benchmarks of 32% for the Asia Pacific and 43% for Sri Lanka's 2018
results.
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RISK FACTOR DEFINITIONS USED IN THIS REPORT

Below is a description of the risk factors referred to in this report and what is
considered to be the healthy range (and thus classified as low risk) for each:

HEALTH INDICATOR
Body Mass Index (BMI)

DESCRIPTION

BMI is a measure of a
person’s weight in relation
to their height

HEALTHY RANGE
Between 18.5 to 24.9

Exercise Cardiovascular exercise of At least 150 minutes of
moderate intensity, i.e.the  moderate intensity exercise per
person will breathe heavily, week or 75 minutes of vigorous
but should be able to talk.  exercise

Smoking Smoking status (current, Non-smoker
former or non-smoker)

Nutrition Fruit and vegetables At least 5 servings per day

Nutrition is a broad and
complex risk factor.

For the purpose of this
survey, nutrition was
assessed according to
the following elements

Whole grains

At least 3 servings per day

Lean meats

Choose lean meats

Low fat diary

Choose low fat or fat-free dairy

Added fat Avoid added fats
Trans fats Avoid trans fats
Added salt Avoid added salt

Sugary drinks

Less or equal to 1 drink per day

Alcohol

Alcohol intake where one
unit is equal to 8mg of
alcohol

For men and women: no more
than 14 units per week

Mental wellbeing

Defined using the six-item
Kessler Psychological
Distress Scale

Low levels of psychological
distress

Screening

Participation in annual
screening

All three health screenings
(blood pressure, cholesterol
and glucose) completed in the
past year, regardless of the
results of the checks

Blood pressure

Blood pressure measured
in mmHg

120/80 mmHg or less

Cholesterol Random total cholesterol Less than 200 mg/dL
level measured in mmol/I
Glucose Random total glucose level Lessthan 140 mg/dL

measured in mmol/I
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APPENDIX E

THE TEAM BEHIND THE HEALTHIEST WORKPLACE COMPETITION

ABOUT AIA & THE HEALTHIEST WORKPLACE BY AIA VITALITY

AlA Group Limited and its subsidiaries (collectively "AIA” or the "Group”)
comprise the largest independent publicly listed pan-Asian life insurance
group. It has a presence in 18 markets in Asia-Pacific - wholly-owned
branches and subsidiaries in Hong Kong, Thailand, Singapore, Malaysia,
China, Korea, the Philippines, Australia, Indonesia, Taiwan, Vietnam, New
Zealand, Macau, Brunei, Cambodia, a 97 per cent subsidiary in Sri Lanka, a
49 per cent joint venture in India and a representative office in Myanmar.

AlA meets the long-term savings and protection needs of individuals by
offering a range of products and services including life insurance, accident
and health insurance and savings plans. The Group also provides employee
benefits, credit life and pension services to corporate clients. Through an
extensive network of agents, partners and employees across Asia-Pacific,
AlA serves the holders of 34 million individual policies and over 16 million
participating members of group insurance schemes.

At AIA, we believe in the power of insurance to make a positive difference
in people’s lives. We do this through our products and services as well as by
actively promoting the health and well-being of our customers, employees
and agents and the communities in which they live and work. We are
committed to helping people to live healthier, longer, better lives.

Investing in the health and wellbeing of employees can save businesses
billions of dollars every year. For example, in Asia Pacific, an average

of more than 67.5 days'® are lost to absenteeism and presenteeism per
employee every year, so identifying and addressing risks to employee
health is critical to business performance.

For employees, participating in The Healthiest Workplace by AIA Vitality will
give them a comprehensive overview of their health and wellbeing in terms
of lifestyle, clinical indicators, mental health, stress and other areas that may
concern them. Each participating employee will also receive a personal
report detailing their unique Vitality Age.

Given that so much of our time is spent at work, we think it's important
that we understand, measure and ultimately, improve wellbeing in the
workplace. That's why we have created The Healthiest Workplace by AIA
Vitality.

18 Source: The Healthiest Workplace by AlA Vitality 2019



EUROPE

HE HEALTHIEST WORKPLACE 2019

RAND EUROPE

RAND Europe is an independent not-for-profit research institute whose
mission is to help improve policy and decision-making through research
and analysis. It realises its mission by undertaking objective, balanced,
and relevant research and analysis; communicating findings to a wide
audience, often through publications, many of which are available on its
website;"” working in partnership with clients; and working collaboratively
with others. RAND Europe'’s work lies on the continuum between that

of universities and consultancies, combining the academic rigour of
universities and the professional, task oriented approach of consultancies.
It has uniquely broad experience in the fields of health and employment,
having worked for a wide range of government and charitable funders
globally. RAND Europe is part of the global RAND Corporation.

RAND Europe has formal links with the University of Cambridge, for

instance through the Cambridge Centre for Health Services Research
(CCHSR).

19 www.rand.org/randeurope
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