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Abstract 

Ineffective workplace wellness programs prevent organizations from decreasing 

employee health and well-being costs. Workplace wellness managers lose more than 

$1,100 in decreased productivity each year. Grounded in the theory of planned behavior, 

the purpose of this quantitative correlational study was to examine the relationship 

between workplace wellness engagement, kind of workplace wellness initiatives, and 

workplace wellness program effectiveness. Data were collected from 146 workplace 

wellness program managers who completed the HERO scorecard. The multiple linear 

regression analysis results indicated the model was able to significantly predict 

workplace wellness program effectiveness, F(2, 143) = 85.482, p = < .001, R² = .545. 

Both predictors provided a significant contribution to the model, with workplace wellness 

engagement level (t = 8.342, p = < .001, β = .543) providing a higher contribution to the 

model than kind of workplace wellness initiatives (t = 4.584, p = < .001, β = .298). A key 

recommendation for workplace wellness program managers is to emphasize employee 

engagement in workplace wellness programs and choose the appropriate initiatives to 

ensure workplace wellness program effectiveness. The implications for positive social 

change include the potential for improved health and well-being within the U.S. 

workforce.  
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Section 1: Foundation of the Study  

Many organizational leaders have a vested interest in finding effective workplace 

wellness programs. However, many of them need guidance to find program evaluation 

strategies and gather data to demonstrate the value of the workplace wellness program 

(Grossmeier, Calitz, et al., 2020). In the current study, I examined the relationships 

between level of workplace wellness engagement, kind of workplace wellness initiatives, 

and the effectiveness of workplace wellness programs. In this section, I present the 

background of the problem, problem statement, purpose statement, nature of the study, 

research question, hypotheses, theoretical framework, and operational definitions. In 

addition, I identify assumptions, limitations, and delimitations and explain the 

significance of the study. 

Background of the Problem 

For a workplace wellness program to be effective, it must produce behavior 

change to benefit organizational costs. Organizations incur significantly higher costs for 

employees with risk factors associated with blood glucose, obesity, stress, depression, 

and physical inactivity due to increased health care costs, decreased retention, decreased 

engagement, lost productivity, absenteeism, and presenteeism (Geist & Cass, 2018; 

Gingerich et al., 2018; Goetzel et al., 2020). Many workplace wellness initiatives 

improve employee health and lower costs for organizations (Geist & Cass, 2018; 

Gingerich et al., 2018). Business leaders need to improve return on investment (ROI) and 

value on investment (VOI) by implementing effective workplace wellness programs that 

lower risks for chronic conditions and improve the health and well-being of employees 
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(Rucker, 2017). According to Grossmeier and Johnson (2020), the strongest outcomes for 

VOI are demonstrated through research when workplace wellness initiatives have 

leadership support, strategic plans, measurable goals, supportive policies and work 

environment, and ongoing evaluation of the effectiveness of initiatives. To decrease costs 

associated with employee health and well-being, business leaders could create effective 

workplace wellness programs by implementing individual workplace wellness initiatives 

that employees engage in and produce results. 

Problem Statement 

Organization leaders rely on the use of workplace wellness programs to lower 

operational expenses by choosing effective workplace wellness programs (Jones et al., 

2019). Research on effective workplace wellness programs is potentially valuable 

because workplace wellness managers lose more than $1,100 in decreased productivity 

each year, which leads to lost profits, when workplace wellness managers do not use 

effective workplace wellness programs (Bailey et al., 2018). The general business 

problem was that workplace wellness managers fail to execute workplace wellness 

programs effectively because they do not know the predictors of effective workplace 

wellness programs resulting in decreased profits for their organization. The specific 

business problem was that some workplace wellness program managers do not 

understand the relationship between level of workplace wellness engagement, kind of 

workplace wellness initiatives, and the effectiveness of workplace wellness programs.  
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Purpose Statement 

The purpose of this quantitative correlational study was to examine the 

relationship between level of workplace wellness engagement, kind of workplace 

wellness initiatives, and the effectiveness of workplace wellness programs. The targeted 

population consisted of workplace wellness program managers who used the Health 

Enhancement Research Organization (HERO) tool, the HERO scorecard. The 

independent variables were level of workplace wellness engagement and kind of 

workplace wellness initiative. Workplace wellness engagement was defined as the 

manager’s opinion of employee engagement level in workplace wellness initiatives. The 

kind of workplace wellness initiative was defined as the number and type of initiatives. 

The dependent variable was the effectiveness of workplace wellness programs. 

Workplace wellness programs were defined as the manager’s perception of their 

workplace wellness program’s effectiveness. The implications for positive social change 

include the potential to improve the health and well-being of the workforce in the United 

States, leading to a healthier population with fewer injuries and illnesses. 

Nature of the Study 

The three kinds of research methods are quantitative, qualitative, and mixed 

methods (Taguchi, 2018). The quantitative method is appropriate when researchers intend 

to test a statistical hypothesis of discrete variables, predict outcomes, or investigate 

cause-and-effect relationships (Taguchi, 2018). The quantitative method was appropriate 

for my study because I tested statistical hypotheses to predict relationship outcomes of 

discrete variables. In contrast, the qualitative method is appropriate when a researcher 
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intends to explore a phenomenon through interviews, observations, or field notes 

(Taguchi, 2018). The qualitative method was not appropriate because I did not need to 

explore a phenomenon to satisfy the study’s purpose. The mixed-methods approach is 

appropriate to examine a problem or phenomenon from a quantitative and qualitative 

perspective (Taguchi, 2018). The mixed-methods approach was not appropriate because I 

did not have a qualitative component to this study. 

The two kinds of designs I considered for this study were correlational and ex 

post facto. The correlational design is appropriate when the researcher examines a 

relationship between variables (Conn, 2017). The correlational design was appropriate 

because I researched the relationship between variables workplace wellness engagement 

level, kind of workplace wellness initiatives, and the effectiveness of workplace wellness 

programs to investigate the extent to which the variables were related. In contrast, the ex 

post facto design is appropriate when the researcher seeks to find a consequence or 

examine an impact or influence between independent variables and the dependent 

variable (Conn, 2017). The ex post facto design was not appropriate for my study because 

I did not examine an impact or influence between variables after the fact (ex post facto) 

using archival data. 

Research Question 

What is the relationship between workplace wellness engagement level, kind of 

workplace wellness initiatives, and the effectiveness of workplace wellness programs? 

Hypotheses  

Null Hypothesis (H0): There is no statistically significant relationship between 
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workplace wellness engagement level, kind of workplace wellness initiatives, and the 

effectiveness of workplace wellness programs.  

Alternative Hypothesis (H1): There is a statistically significant relationship 

between workplace wellness engagement level, kind of workplace wellness initiatives, 

and the effectiveness of workplace wellness programs. 

Theoretical Framework 

The theory of planned behavior, developed by Ajzen in 1991, was the framework 

for my study. The theory of planned behavior has three components: perceived 

behavioral control, subjective norms, and attitude (Ajzen, 1991). These components were 

related to the variables of the current study (level of workplace wellness engagement, 

kind of workplace wellness initiative, and workplace wellness program effectiveness). 

The first component, perceived behavioral control, was related to the kind of workplace 

wellness initiative. Next, subjective norms were related to workplace wellness 

engagement. Finally, attitude was related to workplace wellness program effectiveness.  

Perceived Behavioral Control  

Perceived behavioral control was related to the kind of workplace wellness 

initiative employers choose. The perceived behavioral control component originated from 

the self-efficacy theory developed by Bandura in 1977 (Bandura et al., 1980). Perceived 

behavioral control relates to a person’s beliefs about their ability to perform a task or 

behavior successfully (Parkinson et al., 2017). Because the kind of workplace wellness 

initiative was defined as the number and type of initiatives, employers must choose a 

specific kind of workplace wellness initiative to offer to employees.  
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Subjective Norms 

Subjective norms related to the workplace wellness engagement level. The 

component of subjective norms originated from the theory of reasoned action (Fishbein & 

Ajzen, 1975). The theory of reasoned action founded by Fishbein focused on how 

behavioral intention impacts behavior (Fishbein & Ajzen, 1975). According to Cheng et 

al. (2019), subjective norms involve how individuals think that people important to them 

would approve of their behavior. Because workplace wellness engagement was defined 

as the manager’s opinion of employee engagement level in workplace wellness 

initiatives, employers must understand how employees engage in workplace wellness 

initiatives by considering that subjective norms involve social pressure and what 

individuals believe others expect. 

Attitude 

Attitude was related to workplace wellness program effectiveness. The 

component of attitude also originated from the theory of reasoned action (Fishbein & 

Ajzen, 1975). According to Cheng et al. (2019), attitude involves the positive and 

negative feelings felt from performing a specific behavior. Because workplace wellness 

program effectiveness was defined as manager’s perception of workplace wellness 

program effectiveness, managers must understand how attitude influences employee 

behavior change intentions. 

The theory of planned behavior was the optimal framework for this study. Ajzen 

(1991) expanded on the theory of reasoned action by adding the concept of perceived 

behavioral control to the two constructs used by Fishbein in the theory of reasoned action 
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to develop the theory of planned behavior used for the framework of this study (Bandura 

et al., 1980; Fishbein & Ajzen, 1975). The theory of planned behavior provided a lens for 

understanding if workplace wellness program effectiveness could benefit employer 

profitability. Therefore, the theory of planned behavior may guide business owners to 

better understand behavioral intentions and how they relate to workplace wellness 

program effectiveness.  

Operational Definitions 

Attitude: The degree to which an individual has a favorable or unfavorable 

attitude toward a specific behavior (Tornikoski & Maalaoui, 2019). Attitude is the 

positive and negative feelings an individual feels from performing a specific behavior 

(Cheng et al., 2019; O’Connell et al., 2020). A more detailed explanation of attitude 

involves the person’s rational and emotional preference toward performing a behavior 

(Wenhold & White, 2017). 

Perceived behavioral control: The ease or difficulty perceived by an individual 

about a specific behavior (Tornikoski & Maalaoui, 2019). Perceived behavioral control 

combines self-efficacy with perceived control (Xiao & Wong, 2020). Self-efficacy is the 

confidence an individual has about their ability to do something, while perceived control 

involves the level of control an individual has about doing something (Xiao & Wong, 

2020). 

Subjective norms: Social pressures produced by normative beliefs (O’Connell et 

al., 2020; Wenhold & White, 2017) and, more specifically, the perceived social pressure 

related to a specific behavior (Tornikoski & Maalaoui, 2019). 
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Assumptions, Limitations, and Delimitations 

Assumptions 

Assumptions require postulation because there is no evidentiary proof of 

certainty, which requires one to assume (Lewis-Beck et al., 2004). There were two 

assumptions for my study. The first assumption was that subjects were truthful in 

answering questions. The second assumption was that the participants were in appropriate 

positions to answer the questions as who they portrayed themselves to because the 

instrument was a free online survey that did not require verification of participants. To 

mitigate the risks, I used an instrument with strong validity and reliability.  

Limitations 

Limitations exist when research is constrained due to uncontrollable factors 

(Edmonds & Kennedy, 2017). There were two limitations in my study. One limitation 

was that larger organizations are more equipped to use the instrument due to staffing and 

heightened focus on workplace wellness programs. The second limitation was that the 

subjects must have been willing to participate voluntarily. Because of these limitations, 

the entire population may not have been represented.  

Delimitations 

Delimitations detail the reasoning of the researcher to bring light to the scope of 

the core interests related to the study (Theofanidis & Fountouki, 2018). There were two 

delimitations for my research. The first delimitation was that the study consisted of data 

on workplace wellness program managers who used the HERO tool (the HERO 

scorecard). The second delimitation was the use of responses from Version 4 of the 
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HERO scorecard. This study’s boundaries included analysis of secondary data from 

Version 4 of the HERO scorecard.  

Significance of the Study 

Understanding the contribution to effective business practice was vital to explain 

why this study could be of value to businesses. Replacing unhealthy behaviors with 

behaviors that will improve health is key to workplace wellness program effectiveness 

(Lowensteyn et al., 2019). As workplace wellness initiatives continue to grow in 

importance for organizations, the need to evaluate employee engagement and workplace 

wellness program effectiveness is important for understanding the significance of 

workplace wellness programs to businesses and society (Bailey et al., 2018; Jones et al., 

2019). Understanding the significance of workplace wellness programs to businesses and 

society could produce social change.  

Contribution to Business Practice  

This study may be significant to business practice because it may provide 

information for business owners to mitigate the rising costs of health care benefits to the 

employee and employer. This study may also provide information for business owners to 

lower operational expenses and improve employee productivity. This study’s findings 

could also benefit researchers studying employee engagement and organizational culture.  

Implications for Social Change  

The implications for social change include the potential for improved health and 

well-being of the U.S. workforce. For example, improvements in blood pressure, 

cholesterol, glycated hemoglobin, weekly physical activity, stress levels, sleep, and 
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cardiovascular age gap were observed through specific kinds of workplace wellness 

initiatives (Lowensteyn et al., 2019). Effective workplace wellness programs enable 

employees to change their behavior and improve their health. As a result, risk factors for 

diseases could decrease (Lowensteyn et al., 2019). A decrease in the mentioned risk 

factors could improve the health and well-being of the U.S. workforce and produce social 

change.  

A Review of the Professional and Academic Literature 

The purpose of this quantitative correlational study was to examine the 

relationship between level of workplace wellness engagement, kind of workplace 

wellness initiatives, and the effectiveness of workplace wellness programs. In this 

literature review, I critically analyze and synthesize the extant literature related to the 

theory of planned behavior and the existing body of knowledge regarding workplace 

wellness. I also discuss the literature concerning the independent variables of the level of 

workplace wellness engagement and the kind of workplace wellness initiative as well as 

the dependent variable of the effectiveness of workplace wellness programs. A critical 

analysis and synthesis of the literature available regarding each variable served as an 

exhaustive and comprehensive review of the recent research on the effectiveness of 

workplace wellness programs. The literature review is arranged to provide data relevant 

to the theory of planned behavior and the potential for business leaders to benefit from 

effective workplace wellness programs. The topics for this review of the relevant 

professional and academic literature are (a) the theory of planned behavior, (b) 

complementary theories to the theory of planned behavior, (c) alternative theories to the 
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theory of planned behavior, (d) instrumentation, (e) level of workplace wellness 

engagement, (f) kind of workplace wellness initiatives, and (f) effectiveness of workplace 

wellness programs. 

I reviewed books, peer-reviewed articles, and other resources to answer the 

research question for this study: What is the relationship between level of workplace 

wellness engagement level, kind of workplace wellness initiatives, and the effectiveness 

of workplace wellness programs? The hypotheses were the following:  

H0: There is no statistically significant relationship between workplace wellness 

engagement level, kind of workplace wellness initiative, and the effectiveness of 

workplace wellness programs.  

H1: There is a statistically significant relationship between workplace wellness 

engagement level, kind of workplace wellness initiative, and the effectiveness of 

workplace wellness programs. 

A critical analysis and synthesis of each variable serves as an exhaustive and 

comprehensive review of the previous and recent research on the effectiveness of 

workplace wellness programs. 

Strategies for Searching the Literature 

For this review, I exhaustively searched the following academic, business, and 

health databases for relevant literature: Science Direct, SAGE Journals, SAGE 

Knowledge, Emerald Insight, Oxford Academic, JMIR Publications, Wiley Online 

Library, Hindawi, Ingenta Connect, Springer Link, MDPI Open Access, and Taylor & 

Francis Online. To ensure that the journal articles included in the literature review were 
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published in peer-reviewed journals, I used Ulrich’s Periodical Directory for validation. 

The following keyword search terms were used: workplace wellness, health promotion, 

theory of planned behavior, self-efficacy, perceived behavioral control, subject norms, 

attitude, workplace well-being, health maintenance, disease prevention, wellness 

programs, corporate wellness, company culture, chronic conditions, economics, VOI, 

ROI, and employee engagement. Most (82.2%) of the sources in the literature review 

were published within 5 years of my anticipated approval for the doctoral study (see 

Table 1).  

Table 1 

 

Frequency and Percentage of Resources in the Literature Review 

Resource Within 5 years Older than 5 

years 

Total Percentage 

Books 0 1 1 2.22% 

Peer-reviewed 

articles 

37 5 42 93.33% 

Other 

resources 

0 2 2 4.44% 

Total 37 8 45 100% 

 

Theory of Planned Behavior 

The theory of planned behavior was the framework for this study. My goal was to 

examine the likelihood of an individual to engage in a specific health behavior based on 

their decisions and intentions. Similarly, the theory of planned behavior provides insight 

on how likely an individual is to engage in a health behavior based on their decisions and 

intentions (Tornikoski & Maalaoui, 2019). The three components of the theory of 

planned behavior are perceived behavioral control, subjective norms, and attitude (Ajzen, 
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1991). Perceived behavioral control involves the ease or difficulty perceived by an 

individual about a specific behavior (Tornikoski & Maalaoui, 2019). Subjective norms 

are defined as the perceived social pressure related to a specific behavior (Tornikoski & 

Maalaoui, 2019). Attitude refers to the degree to which an individual has a favorable or 

unfavorable attitude toward a specific behavior (Tornikoski & Maalaoui, 2019). The 

theory of planned behavior provides a comprehensive roadmap to determine an 

individual’s behavior change intentions from their perceived behavioral control, 

subjective norms, and attitude toward the behavior (Ajzen, 1991). Therefore, this 

framework helped me achieve the goal of examining the likelihood of an individual to 

engage in a specific health behavior based on their decisions and intensions.  

Behavior change is key to developing effective workplace wellness programs, and 

the theory of planned behavior provides insight on behavior change intentions. Banerjee 

and Ho (2020) explained that engaging in a healthy lifestyle is dependent on behavior 

change. Healthy lifestyles are the focus of many workplace wellness programs (Mitchell 

et al., 2020). Understanding the relationship that the variables of the current study (kind 

of workplace wellness initiative, workplace wellness engagement, and the effectiveness 

of workplace wellness programs) have with the three components the theory of planned 

behavior (perceived behavioral control, subjective norms, and attitude) could provide 

evidence that behavior change is key to developing effective workplace wellness 

programs.  
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Perceived Behavioral Control 

In the theory of planned behavior, the direct measure of perceived behavioral 

control is one component that can predict someone’s intentional behavior (O’Connell et 

al., 2020). Perceived behavioral control combines self-efficacy with perceived control 

(Xiao & Wong, 2020). Self-efficacy is the confidence an individual has about their ability 

to do something, while perceived control involves the level of control an individual has 

about doing something (Xiao & Wong, 2020). Perceived behavioral control combines 

both concepts because people believe that they will or will not be successful with their 

performance (Parkinson et al., 2017; Xiao & Wong, 2020). Although perceived 

behavioral control fuses self-efficacy with perceived control, it is evident that perceived 

behavioral control is not the same as self-efficacy but shares themes. Perceived 

behavioral control has a more significant focus on behavior change than the concept of 

self-efficacy alone. 

Perceived behavioral control could impact lifestyle choices. Although perceived 

behavioral control is a person’s belief about the ease or difficulty of performing a 

behavior, it also involves that person’s anticipated obstacles (Wenhold & White, 2017). 

Banerjee and Ho (2020) studied healthy lifestyle intentions related to diet and physical 

activity using the theory of planned behavior. While examining five components 

(perceived behavioral control, attitudes, social norms, interpersonal communication, and 

attention to mass media) and their relationship to healthy lifestyle intentions, Banerjee 

and Ho found perceived behavioral control was the strongest predictor of healthy lifestyle 

intentions. Because evidence indicates that perceived behavioral control is a strong 
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predictor of healthy lifestyle intentions, perceived behavioral control could impact 

lifestyle choices. The evidence supporting healthy lifestyle intentions related to diet and 

physical activity could show that perceived behavioral control is a component of adopting 

healthy lifestyles.  

Research on workplace wellness initiatives often included measures of short-term 

results. For example, Sutliffe et al. (2019) studied the impact of a 6-month workplace 

nutrition initiative using the concept of perceived behavioral control as the basis for 

understanding long-term adherence to the initiative. Sutliffe et al. measured results after 8 

weeks and again after 4 months. After 8 weeks, Sutliffe et al. found improvements in 

weight, waist circumference, cholesterol, blood glucose, gastroesophageal reflux disease, 

depressive symptoms, and sleep. When Sutliffe et al. reassessed the participants after 4 

months, the results were maintained, and participants reported reduced total pain and 

reduced HbA1c levels compared to the baseline. The positive improvements 

demonstrated by Sutliffe et al. provided evidence to support employers offering this kind 

of workplace wellness initiative (i.e., a workplace nutrition initiative) could produce 

successful results and behavior change, which could contribute to high perceived 

behavioral control. Therefore, the kind of workplace wellness initiative that employers 

choose is dependent on perceived behavioral control or the belief that the organization 

will or will not be successful with performance in the kind of workplace wellness 

initiative chosen. 
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Subjective Norms 

Subjective norms can predict intentional behavior. In the theory of planned 

behavior, the direct measure of subjective norms is another component that can predict 

someone’s intentional behavior (O’Connell et al., 2020). Subjective norms are social 

pressures produced by normative beliefs (O’Connell et al., 2020; Wenhold & White, 

2017) and, more specifically, the perceived social pressure related to a specific behavior 

(Tornikoski & Maalaoui, 2019). Cheng et al. (2019) explained subjective norms more 

casually as individuals thinking that people important to them would approve of their 

behavior. Because subjective norms could predict intentional behavior, evidence on 

workplace wellness and subjective norms may lead to a stronger understanding of how 

the theory of planned behavior impacts the effectiveness of workplace wellness 

programs.  

Higher utilization of wellness resources is evident when subjective norms 

influence behavior. Lin et al. (2020) explored the behavior of individuals who use the 

Nike+ Run Club app using the theory of reasoned action components of subjective norms 

and attitude. Lin et al. found that subjective norms had a greater influence on an 

individual’s choice to use the app, observing that suggestions from family and friends 

(i.e., subjective norms) were the highest indicator of the individuals choosing to use the 

Nike+ Run Club app. Because subjective norms were an indicator for the use of the 

running app, higher utilization was evident from subjective norms influencing behavior. 

Company culture could contribute to this concept of subjective norms because 
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individuals could choose to engage in a behavior based on the influence they receive 

from others.  

For workplace wellness, company culture is the main component of subjective 

norms. Rucker (2017) found that a focus on company culture is one strategy proven to 

produce engagement in workplace wellness programs. Society has modern expectations 

for organizations that include the evolution and integration of technology, corporate 

governance, communications, economic conditions, social values, demographics, and 

public policy (Sopow, 2020). Sopow (2020) found that when organizations fail to adapt 

their corporate culture to account for these expectations, it threatens the well-being of the 

employees and the organization. A company culture could lead to positive or negative 

performance related to the health and well-being of employees. Combining the 

component of subjective norms with the other components of the theory of planned 

behavior can be used to fully understand what drives effective workplace wellness 

programs.  

Attitude 

Attitude could predict intentional behavior related to well-being. In the theory of 

planned behavior, the direct measure of attitude is the last component that can predict 

someone’s intentional behavior (O’Connell et al., 2020). Attitude is the positive and 

negative feelings an individual feels from performing a specific behavior (Cheng et al., 

2019; O’Connell et al., 2020). A more detailed explanation of attitude involves the 

person’s rational and emotional preference toward performing a behavior (Wenhold & 

White, 2017). In the theory of reasoned action, Fishbein and Ajzen (1975) explained that 
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an individual’s underlying beliefs determine their attitude about an intended behavior. 

Because this is the manner that determines attitude, it is evident that attitude can predict 

intentional behavior. Attitude may predict behavior in other scenarios of well-being as 

well.  

Attitude could play a role in the likelihood of an individual receiving a vaccine. 

According to Xiao and Wong (2020), attitude is the key component related to vaccine 

hesitancy. Xiao and Wong suggested that although a positive attitude increases 

vaccination intentions, a positive attitude may not produce behavior change but could 

reduce hesitancy. Alabdulla et al. (2021) also examined what influences attitude related 

to vaccine hesitancy and found that social media influences attitude toward vaccine 

uptake. Xiao and Wong (2020) recommended focusing on the other components of the 

theory of planned behavior along with attitude to reduce vaccine hesitancy and produce 

behavior change. With this evidence in mind, attitude could impact behavioral intentions; 

however, actual change may require other factors. Relatedly, attitude could play an 

integral role in the effectiveness of workplace wellness programs, but workplace wellness 

program managers should also consider other factors, such as perceived behavioral 

control and subjective norms, for producing behavior change.  

Altruism could impact the effectiveness of workplace wellness programs. The 

term altruism is rooted in an individual’s decision making that is selfless and contains a 

desire to genuinely help others (Rucker, 2017). This attitude is a strong component of 

leadership to promote workplace wellness programs. Solnet et al. (2020) explained that 

societies focus on wellness deficits resulting from lifestyles that result in high stress 
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situations, lack of physical activity, and psychological isolation. When organizations 

focus on wellness as a means for cost savings rather than genuinely caring about 

employees’ well-being, employees may distrust their employer and be less likely to 

engage in workplace wellness programs. According to Rucker (2017), altruism is a 

strategy proven to produce workplace wellness program effectiveness. An altruistic 

approach is received by employees in a more trusting manner than an approach involving 

organizational costs; therefore, leadership displaying altruistic attitudes could produce 

effective workplace wellness programs.  

The theory of planned behavior provides insight into how behavior changes occur 

so that employers can effectively deploy strategies that will work toward their goal of 

improving VOI and ROI. By providing effective workplace wellness initiatives for 

employees, employers can mitigate the costs and improve their employee population’s 

overall health and well-being (Rucker, 2017). If employers can promote successful 

behavior change to prevent chronic diseases in their workforce that drive costs, they 

might improve their ROI and have a healthier workforce with improved morale and 

motivation. 

Complementary Theoretical Frameworks to the Theory of Planned Behavior 

The theory of reasoned action and the self-efficacy theory were precursors to the 

theory of planned behavior. To develop the theory of planned behavior, Ajzen (1991) 

expanded on the two constructs of the theory of reasoned action by adding the concept of 

perceived behavioral control from the self-efficacy theory (Bandura, 1977; Bandura et al., 

1980; Fishbein & Ajzen, 1975). Ajzen merged the concepts of both the theory of 
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reasoned action and the self-efficacy theory to develop the components of the theory of 

planned behavior (Ajzen, 1991). Because the theory of reasoned action and the self-

efficacy theory were precursors to the theory of planned behavior, both theories 

complement it. 

Theory of Reasoned Action 

The theory of reasoned action, developed by Fishbein, involves the way 

behavioral intention impacts actual behavior (Fishbein & Ajzen, 1975). In this theory, 

underlying beliefs about the intended behavior are determinants of attitude (Fishbein & 

Ajzen, 1975). Attitude involves the individual’s attitude toward that behavior (Britta et 

al., 2014). Subjective norms are also a component of the theory of reasoned action and 

relate to a person’s perception of acceptable or unacceptable behavior (Fishbein & Ajzen, 

1975). Subjective norms involve an individual’s decision to change a behavior or choose 

a specific behavior relying on approval or disapproval from others (Britta et al., 2014). 

The theory of reasoned action also strongly focuses on these behaviors concerning 

referent persons, or the people being studied (Fishbein & Ajzen, 1975). The constructs of 

the theory of reasoned action are essential to understanding how the theory of reasoned 

action is complementary to the theory of planned behavior.  

Self-Efficacy Theory 

The self-efficacy theory is complementary to the theory of planned behavior and 

adds an additional perspective to the idea of behavior change. Bandura developed the 

self-efficacy theory in 1977 (Bandura, 1977). The self-efficacy theory relates to a 

person’s beliefs about their ability to perform a task or behavior successfully (Betz, 
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2006). In this sense, individuals who avoid behaviors, have poor performance, or tend to 

give up when faced with failure are considered to have low self-efficacy. The self-

efficacy theory is also complementary to the theory of planned behavior in this study 

because it could be used to explain why many workplace wellness programs are 

ineffective.  

Employee Engagement Theory 

The employee engagement theory (EET) complements the theory of planned 

behavior because it provides insight into what motivates employees to engage in specific 

behaviors. EET was developed by Kahn in 1990 (Kahn, 1990). According to Kahn, for an 

individual to have full control over an aspect in the workplace, they must have optimal 

working conditions that provide employees with adequate resources to facilitate 

employee engagement. Furthermore, EET focuses on how employee engagement impacts 

goals that contribute to positive organizational performance (Shoaib & Kohli, 2017). EET 

is complementary to the theory of planned behavior in this study because it provides 

additional insight into employee engagement and strategies that motivate employees to 

engage in specific behaviors.  

Alternative Theoretical Frameworks to the Theory of Planned Behavior  

I also considered the theory of reasoned action, the self-efficacy theory, and EET 

as alternative theoretical frameworks for this study. The theory of reasoned action is 

relevant to this study because it is a precursor for the theory of planned behavior. In the 

theory of reasoned action, Fishbein and Ajzen (1975) identified that attitude and 

subjective norms influence behavioral intentions. Ajzen (1991) added the component of 
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perceived behavioral control to the attitude and subjective norms components to develop 

the theory of planned behavior. While the theory of reasoned action could be an ideal 

framework for the variables of workplace wellness engagement and the effectiveness of 

workplace wellness programs, the theory of planned behavior is more suitable for this 

study because the theory aligns with all three variables in this study. 

Because I will be researching the effectiveness of workplace wellness programs, it 

is important to understand why ineffective workplace wellness programs do not produce 

change. Jones et al. (2019) examined the iThrive workplace wellness program through 

the Illinois Workplace Wellness Study and did not find improvements in medical 

spending, changes in health behaviors, or changes in employee productivity. In addition 

to the effectiveness of workplace wellness programs, I am focusing on the relationship 

workplace wellness engagement and the kind of workplace wellness initiative have on a 

program’s effective. Therefore, while the self-efficacy theory could be an appropriate 

framework to study the effectiveness of workplace wellness programs variable alone, the 

theory of planned behavior is more suitable to examine all three variables in this study. 

The EET has been used as a framework for studying the field of health promotion 

repeatedly. According to Sparks (2018), change remains constant globally; yet the health 

promotion field continues to use the same theories and technology over time. Sparks 

explained that the lack of innovation in theory related to health promotion is concerning. 

The alignment between Kahn’s EET and this study is strong because the EET shows the 

employers’ effect on employee engagement. However, the EET does not provide insight 

on the study variables of kind of workplace wellness initiatives and the effectiveness of 
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workplace wellness programs; therefore, the theory of planned behavior is more 

appropriate as the framework for this study.  

Instrumentation 

There are multiple resources that organizations can use to analyze their level of 

workplace wellness engagement, kind of workplace wellness initiatives, and the 

effectiveness of workplace wellness programs related to the employee engagement 

theory. Grossmeier, Calitz, et al. (2020) researched 4 tools that measure organizational 

health outcomes: the American Heart Association Workplace Wellness Health 

Achievement Index, the HERO Health and Well-Being Best Practices Scorecard, the 

CDC Worksite Health ScoreCard, and the Well Workplace Checklist. The two that 

aligned best with the variables of this study were the HERO Health and Well-Being Best 

Practices Scorecard and the American Heart Association Workplace Wellness Health 

Achievement Index.  

Hero Scorecard 

The HERO Scorecard is a tool that provides employers with guidance on best 

practices for workplace wellness initiatives (Rosenbaum et al., 2020). It encompasses six 

sections which are: 

• Strategic planning  

• Organizational and cultural support 

• Programs 

• Program integration 

• Participation strategies 
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• Measurement and evaluation 

The HERO Scorecard comprises about 60 questions (depending on the version used) and 

takes 45 to 60 minutes to complete (Rosenbaum et al., 2020). It is a web-based tool 

sufficient for employers from any industry and of any size that is normally completed by 

the staff member at an organization responsible for implementing the company’s 

workplace wellness initiatives (Grossmeier, Castle, et al., 2020). When organizations 

focus on each section, they can easily identify gaps and develop strategies to move 

towards the outcomes they desire.  

There are many outcomes that organizations can strive for when implementing 

workplace wellness programs; however, some organizations struggle with employee 

engagement in workplace wellness programs. According to Grossmeier, Castle, et al. 

(2020), organizational and leadership support are essential to gaining participation 

through the integration of workplace wellness programs. They found that incentives 

could provide a means for improving participation, but incentives alone are not sufficient 

to produce outcomes for organizations. Utilizing practical educational tools to benchmark 

workplace wellness programming can aid in accessing the gap between current 

programing and the implementation of strategies to evolve those programs (Grossmeier, 

Calitz, et al., 2020). Improving participation through integrating within organizational 

cultures could produce desired outcomes.  

Health outcomes are typically measured related to healthcare costs. Researchers 

who have assessed the HERO Scorecard found that higher overall scores directly relate to 

improved medical costs (Rosenbaum et al., 2020). Furthermore, the HERO Scorecard 
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sections ease employers because they can focus on one section at a time to develop 

specific strategies to implement (Grossmeier, Calitz, et al., 2020). Over three years, 

organizations with scores over 100 on the HERO Scorecard experienced reductions in 

annual health care costs. Over the same 3-year period, organizations with scores under 

100 experienced stable or increased health care costs over time (Rosenbaum et al., 2020). 

Higher scores on the HERO Scorecard are also associated with higher stock prices for 

publicly traded companies. Organizations that see low scores in specific sections could 

strive to create strategies that improve scores to produce better health outcomes. For my 

research purposes, I will use the HERO Scorecard as a tool to measure the level of 

workplace wellness engagement, kind of workplace wellness initiatives, and the 

effectiveness of workplace wellness programs because the sections in the HERO 

Scorecard have questions that directly relate to the components of the employee 

engagement theory (perceived behavioral control, subjective norms, and attitude).  

Workplace Health Achievement Index 

 Like the Hero Scorecard, the American Heart Association Workplace Health 

Achievement Index (WHAI) is a free tool for organizations to evaluate their workplace 

wellness programs. The tool has 55 questions spanning 7 different categories 

(Grossmeier, Calitz, et al., 2020).  

• Leadership  

• Organizational policies and environmental supports  

• Communications 

• Health promotion programs 
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• Employee Engagement 

• Community partnerships 

• Reporting outcomes 

While this tool would measure the level of workplace wellness engagement, kind of 

workplace wellness initiatives, and the effectiveness of workplace wellness programs, I 

chose the HERO Scorecard because the WHAI is a newer tool that is not as widely used 

as the HERO Scorecard. Since the HERO Scorecard is more widely used, it will provide 

more reliability to the study. The HERO Scorecard also has questions that are better 

suited to relate to the employee engagement theory.  

Level of Workplace Wellness Engagement 

Chronic conditions were examined related to employee engagement in workplace 

wellness programs. For individuals to have full control over an aspect in the workplace, 

they must have optimal working conditions that provide employees with adequate 

resources to facilitate employee engagement (Kahn, 1990). Because the United States 

spends more than any other country on health care annually (over $3.2 trillion), chronic 

conditions such as: heart disease, cancer, diabetes, and chronic obstructive pulmonary 

disease are vital to consider when examining employee engagement in workplace 

wellness programs (Adams, 2018). Considering that these chronic conditions are 

preventable by modifications in specific behaviors, preventing chronic conditions through 

improved employee engagement in workplace wellness programs may lead to lower 

health care costs if employees have adequate resources for enhanced employee 

engagement. 
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The level of employee engagement plays a pivotal role in workplace wellness 

program success. Bailey et al. (2018) identified a need for investment from leadership, an 

engaged wellness committee, and support from all levels and roles in the business. They 

found barriers with limited policy support and identified the importance of leadership 

buy-in, employee input, policy support, and economic benefits for the business in 

producing successful implementation (Bailey et al., 2018). When employers in Sweden 

implemented mandatory exercise initiatives, they saw a decrease in cardiovascular 

mortalities and a 22% decrease in absenteeism (Clack & Fraser, 2019). The researchers’ 

findings demonstrated the significance of employee engagement in workplace wellness 

programs for lowering health risks (Clack & Fraser, 2019). They also found that the 

number of workplace wellness initiatives offered did not equate to more positive health 

outcomes; however, employee engagement in the programs did. Simply offering a 

workplace wellness program to employees may not have a positive impact unless 

employees engage in the workplace wellness program. 

To understand employee engagement, I will also explain employee engagement in 

a general sense regarding company culture without respect to workplace wellness. Geist 

and Cass (2018) explained how faculty from many academic disciplines started new 

classes with an innovative culture promoting health and wellness to improve student 

engagement on college campuses. They found a positive impact on solving global health 

issues and improving social cohesiveness among students. Similarly, Ahmetoglu et al. 

(2018) examined the ability of entrepreneurial behavior to lead to innovation within 

organizations. They found that improvements in organizational culture correlated with 
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positive changes within an organization’s ability to innovate. Because research suggests 

that changes in culture could improve employee engagement in general, organizations 

that promote a culture of wellbeing could achieve adequate employee engagement in 

workplace wellness programs, lending positive results in employee health and wellbeing.  

Integration of Wearable Devices and Wellness Applications  

There are many different forms of workplace wellness programs. Fleming (2020) 

explained how many workplace wellness programs promote employee engagement by 

incorporating wearable devices and wellness applications. Organizations use wearable 

devices at an increasing rate to improve employee participation and engagement. 

Traditionally wearable devices tracked steps. Over time, many wearable devices have 

incorporated tracking for mood, health indicators, sleep, heart rate, and calories in 

addition to steps (Fleming, 2020). Considering the findings presented previously from 

Adams (2018) stating that the United States spends more than any other country on health 

care annually for chronic conditions, the emerging technology allowing for expansive 

tracking by wearable device could be an effective tool for addressing issues with 

employee engagement.  

Millennial Lifestyle Considerations 

Millennials use many wellness-related products and services at work. With more 

than half of the workforce comprising of millennials, organizations must take an 

innovative approach to employee engagement (Alexander & Fry, 2019). Employers can 

start by understanding what matters to millennials. Millennials tend to be less loyal to a 

specific company than past generations (Alexander & Fry, 2019). In fact, Gibson et al. 
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(2017) used an incentive-based workplace wellness program rooted in behavioral 

economics to examine engagement in health promotion activities. Employees of all ages 

used the wellness program, including employees with chronic conditions and high 

medical costs in the year prior. They observed higher levels of engagement with 

employees aged 44 years and under (Gibson et al., 2017). Furthermore, Alexander and 

Fry (2019) found that millennials are more responsive to peer affirmations over authority 

figure support, like other generations. According to social media, they are more likely to 

focus on well care over healthcare concepts and rely heavily on the views (Alexander & 

Fry, 2019). Because millennials use many wellness-related products and services, 

employers need to offer integrated services for millennial lifestyle preferences to allow 

for a millennial’s version of work-life balance.  

Improving Organizational Cultures 

Many organizations seek to improve their culture because improvement in 

organizational culture can be a powerful driver in organizational innovation. Lopez et al. 

(2019) explained that human diversity gives rise to innovative cultures and can facilitate 

enhanced teamwork. On the other hand, Ahmetoglu et al. (2018) found that an 

entrepreneurial culture accelerates the productivity of entrepreneurial employees rather 

than making the whole workforce more innovative. The business strategy advances that 

proved to work for small to mid-sized businesses with successful workplace wellness 

programs were related to the concepts of innovation, company culture, employee-centric, 

environment, and altruism (Rucker, 2017). Understanding that organizational culture is a 

powerful concept that innovative companies focus is vital to understanding how 
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improving organizational cultures could impact the level of workplace wellness program 

engagement. Furthermore, choosing the type of organizational culture shift an 

organization makes should depend on the organization’s desired outcomes. 

As stated, organizational culture shifts are an integral component of employee 

engagement. Research shows that increased entrepreneurial behavior or a shift in 

organizational culture impacts innovation and productivity (Ahmetoglu et al., 2018). 

Conversely, Gibson et al. (2017) used an incentive-based workplace wellness program 

rooted in behavioral economics to examine engagement in health promotion activities 

and found no statistically significant relationship between employee engagement and 

medical spending. Terry (2019) suggests that the terms a “culture of health approach” or 

“sociological approach” replace the term “comprehensive wellness programs” to better 

identify which workplace wellness initiatives encompass health screening, health 

education, social and physical environment, integration with organizational structure, and 

integration to other programs like employee assistance programs. The available research 

provides insight that improved organizational cultures could lead to workplace wellness 

innovation by improving employees’ health and well-being. However, the kind of 

workplace wellness program and type of outcome expected are significant components to 

consider.  

Kind of Workplace Wellness Initiatives 

The kind of workplace wellness initiatives offered to an organization could 

impact the outcome of the organizational investment. According to Grossmeier and 

Johnson (2020), the strongest outcomes for the value of investment are demonstrated 
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through research when workplace wellness initiatives have leadership support, strategic 

plans, measurable goals, supportive policies and work environment, and ongoing 

evaluation of the effectiveness of initiatives. One study on workplace wellness initiatives 

cannot, on its own, serve as an indicator of all workplace wellness initiative effectiveness. 

(Grossmeier & Johnson, 2020). In this study, the definition of kind of workplace wellness 

initiatives involves the number and type of initiatives offered in the workplace. To further 

examine this independent variable, I will analyze the number of workplace wellness 

initiatives offered and then the type of workplace wellness initiatives offered. 

Number of Workplace Wellness Initiatives 

Employers can offer workplace wellness programs with any number of initiatives 

included. iThrive, a wellness program offered through the Illinois Workplace Wellness 

Study, had three components: annual biometric screenings, an annual health risk 

assessment (HRA), and weekly wellness activities (Jones et al., 2019). The researchers 

found an increase in the health screening utilization and an increase in the number of 

employees who believed management values the health and safety of their employees. 

However, the Illinois Workplace Wellness Study did not find any effects related to 

medical spending, changes in health behaviors, or changes in employee productivity 

(Jones et al., 2019). If the employers considered health screening utilization increases and 

improvements in employee perception of management beneficial, they might consider 

iThrive an effective workplace wellness program. If the organization’s perception of 

effectiveness is related to medical spending, changes in health behaviors, or changes in 

employer productivity, they might consider iThrive ineffective.  
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Some organizations implement programs with more components than described in 

the Illinois Workplace Wellness Study. The SoSu-life tool had six components: diet 

tracking, exercise habit tracking, personalized feedback, suggestions for activities and 

programs, practical tips and tricks, and a series of social features (Balk-Moller et al., 

2017). According to Balk-Moller et al. (2017), active participation was low, and the tool 

was too technically difficult and time-consuming. The researchers observed higher 

interaction levels between peers looking to make healthy lifestyle changes (Balk-Moller 

et al., 2017). The tool had a higher number of workplace wellness initiatives than iThrive, 

and the situation introduces the same conundrum as with iThrive. If organizations value a 

high level of interaction between peers over high levels of employee engagement in the 

program, they may consider this workplace wellness program effective.  

Type of Workplace Wellness Initiatives 

The type of workplace wellness initiative could determine what outcomes are 

produced. Through an exhaustive literature review, Meyera et al. (2017) explored how 

proper ergonomics can improve the sustainability of the workforce by focusing solely on 

ergonomics as a workplace wellness initiative. The researchers determined that when 

there is no balance between an employee’s capacity and the demand of their job, that 

could be detrimental to employee well-being (Meyera et al., 2017). Conversely, as 

mentioned previously, Sutliffe et al. (2019) studied the impact of a 6-month workplace 

nutrition initiative to understand long-term adherence to the initiative. After 8 weeks, 

they found improvements in weight, waist circumference, cholesterol, blood glucose, 

gastroesophageal reflux disease, depressive symptoms, and sleep (Sutliffe et al., 2019). 
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When reassessed after four months, the results were maintained, and participants reported 

reduced total pain, reduced HbA1c levels compared to the baseline. A workplace 

wellness initiative focused solely on ergonomics could lead to effective workplace 

wellness programs, while the positive improvements demonstrated by Sutliffe et al. 

provided evidence to support that organizations offering this kind of workplace wellness 

initiative could produce successful results got employee health and wellbeing.  

There are many different types of workplaces wellness initiatives to meet 

organizational needs. According to Solnet et al. (2020), societies focus on wellness 

deficits resulting from lifestyles that result in high stress, lack of physical activity, and 

psychological isolation. Researchers who have assessed the HERO Scorecard found that 

higher overall scores directly relate to improved medical costs (Rosenbaum et al., 2020). 

When organizations focus on wellness as a means for cost savings rather than genuinely 

caring about employees’ well-being, employees may distrust their employer and be less 

likely to engage in workplace wellness programs (Solnet et al., 2020). In their study, 

Solnet et al. (2020) focused heavily on the relationship between the employee and the 

organization to understand workplace wellness programs’ effectiveness. They found that 

the kind of workplace wellness initiative is not the only aspect to consider to gauge 

workplace wellness program effectiveness. The relationship between an employee and 

employer and the employee’s trust in the organization is also important.  

It is evident here that the number and type of workplace wellness initiatives play a 

role in determining workplace wellness program effectiveness. Because organizations 

could offer many kinds of workplace wellness initiatives, there is likely not a consensus 
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that definitively determines if workplace wellness programs are effective or are not 

effective. Grossmeier and Johnson (2020) came to their conclusions related to the 

strongest outcomes for value on investment by analyzing the ongoing research from the 

HERO scorecard and multiple recently released case studies that examined the factors 

that drive success in workplace wellness initiatives. An instrument that encompasses this 

variable to this extent could be beneficial to break down the barriers associated with the 

differences in the many kinds of workplace wellness initiatives available. Ultimately, 

organizations should define the outcomes they would like to see from a workplace 

wellness program and choose the kind of initiatives based on evidence that the program 

could produce the outcomes they seek.  

Effectiveness of Workplace Wellness Programs 

Researchers demonstrate conflicting results in the literature on the ability of 

workplace wellness programs to produce cost savings to be effective. ROI, VOI, and 

health care costs could measure workplace wellness program effectiveness (Cheon et al., 

2020; Goetzel et al., 2020; Rucker, 2017). Rucker (2017) stated that many business 

leaders do not think workplace wellness initiatives are worth the expense because they 

need to see an ROI or VOI to prove the worth of workplace wellness. The most 

significant outcomes for the value of investments are demonstrated through research 

when workplace wellness initiatives have leadership support, strategic plans, measurable 

goals, supportive policies and work environment, and ongoing evaluation of the 

effectiveness of initiatives (Grossmeier & Johnson, 2020). Because there are conflicting 

results in the literature on workplace wellness programs and their ability to produce cost 
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savings to be effective, analyzing the differences between the effective and ineffective 

workplace wellness programs could be beneficial.  

Determining how previous researchers have considered a workplace wellness 

program effective or ineffective is a starting point to analyzing the differences between 

effective and ineffective workplace wellness programs. Goetzel et al. (2020) reviewed the 

risk-cost relationship between workplace wellness programs and health care costs, 

finding significantly higher health care costs for employees with risk factors associated 

with blood glucose, obesity, stress, depression, and physical inactivity. Cheon et al. 

(2020) suggested considering program relevance to the target population when designing 

effective workplace wellness initiatives. Workplace wellness program effectiveness could 

be measured differently by workplace wellness program managers; however, most 

research demonstrated that effective workplace wellness programs improve operational 

expenses (Balk-Moller et al., 2017; Gingerich et al., 2018; Goetzel et al., 2020; Rucker, 

2017). Therefore, adding additional research to the body of literature on workplace 

wellness program effectiveness could provide a better understanding to determine if a 

workplace wellness program is effective or ineffective. 

In some situations, a workplace wellness program could be effective for one 

population and not another. Even though workplace wellness programs became popular 

in both areas in response to increasing rates of chronic conditions, Western European 

countries see more positive health outcomes than the United States (Clack & Fraser, 

2019). In 2018, the United States economy was ranked number one in the world. 

However, they spent over $3.3 trillion on health care each year, and health outcomes and 
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life expectancy are superior in other developed nations (Clack & Fraser, 2019). In the 

United States, absenteeism costs employers $225.8 billion per year, according to the 

Centers for Disease Control and Prevention (CDC, 2016). This amount equates to $1685 

per employee. Despite workplace wellness program prevalence increasing, only 10% of 

workplaces worldwide have access to them (Clack & Fraser, 2019). The United States 

offers a higher number of workplace wellness programs and spends more on workplace 

wellness programs than any other country. Still, Clack and Fraser (2019) found that other 

countries had better health outcomes than the United States. The United States could 

learn from Western European countries. To try the same concepts that have worked well, 

they must first identify why Western European countries have more positive results than 

the United States.  

Laws and regulations may stand in the way of successful implementation, 

prohibiting workplace wellness programs from being effective. Fleming (2020) explained 

that privacy regulations in the United States have not caught up to the available 

innovative technology and that workplace wellness programs pose legal and ethical 

challenges. Better outcomes were observed in countries that had mandatory exercise 

requirements (Clack & Fraser, 2019). When employers in Sweden implemented 

mandatory exercise initiatives, they saw a decrease in cardiovascular mortalities and a 

22% decrease in absenteeism. Specific to the United States, there is a concern from a data 

privacy perspective, the potential for abuse or discrimination, and a lack of employee 

autonomy when employees use wearable devices (Fleming, 2020). Furthermore, 

Rothstein (2017) explained the barriers that regulations from the Health Insurance 
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Portability and Accountability Act of 1996 (HIPAA), Americans with Disabilities Act 

(ADA), Genetic Information Nondiscrimination Act (GINA) place on workplace 

wellness programs in The United States. While The United States is making strides with 

legislation related to workplace wellness, this could explain why certain workplace 

wellness programs are more effective for one population than another.  

Many factors could determine the effectiveness of workplace wellness programs 

and understanding an organization’s desired outcomes could be key to defining what an 

effective workplace wellness program is for that organization. Organizational leaders 

should identify what outcome they seek from a workplace wellness program and then 

choose the kind of initiatives based on their expected outcomes. Some common outcomes 

from workplace wellness programs addressed in this literature review are: improvements 

in ROI and VOI, improvements in medical spending, changes in health behaviors, 

increases in productivity, decreases in absenteeism, and improved chronic condition 

occurrences. Organizational leaders should also consider legal, ethical, and privacy 

regulations to develop or choose a workplace wellness program that will effectively 

produce the desired outcomes that they expect.  

Transition  

Section 1 included an introduction to the concepts related to workplace wellness 

programs. In this section, I discussed the supportive elements for the foundation of the 

study including: the background of the problem, the problem statement, the purpose 

statement, the nature of the study, the research question, and the hypotheses. In addition, 

I introduced the theoretical framework, the theory of planned behavior, provided 
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operational definitions, discussed the assumptions, limitations, and delimitations of the 

study, and explained the significance of the study, including the contribution to business 

practice and implications for social change. Section 1 also included a review of the 

professional and academic literature consisting of: (a) strategies for searching the 

literature; (b) a review of the theory of planned behavior; (c) a discussion of 

complementary theoretical frameworks to the theory of planned behavior; (d) an 

examination of alternative theoretical frameworks to the theory of planned behavior; and 

(e) a synthesis of the research on the available instrumentation, the level of workplace 

wellness engagement, the kind of workplace wellness initiatives, and the effectiveness of 

workplace wellness programs.  

Section 2 includes a restatement of the purpose statement of the study and a 

description of my role as the researcher in this quantitative research. I discuss the criteria 

for participant eligibility, describe the research method and design, population and 

sampling procedures, as well as discuss the ethical implications of the research. In 

addition, I describe the data collection instruments and techniques, data analysis 

procedures, and the validity of the study. 
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Section 2: The Project 

In this section, I explain my research project. This includes a restatement of the 

purpose of the study and a description of my role as the researcher in this quantitative 

research. I also discuss the participants, the research method and design, the population 

and sampling procedures, and the ethical implications of the research. In addition, I 

describe the data collection instruments and techniques, data analysis procedures, and 

validity of the study. The section concludes with a summary of key points from Section 

2. 

Purpose Statement 

The purpose of this quantitative correlational study was to examine the 

relationship between level of workplace wellness engagement, kind of workplace 

wellness initiatives, and the effectiveness of workplace wellness programs. The targeted 

population consisted of workplace wellness program managers who use the HERO tool 

(the HERO scorecard). The independent variables were level of workplace wellness 

engagement and kind of workplace wellness initiative. Workplace wellness engagement 

was defined as the manager’s opinion of employee engagement level in workplace 

wellness initiatives. The kind of workplace wellness initiative was defined as the number 

and type of initiatives. The dependent variable was the effectiveness of workplace 

wellness programs. Workplace wellness programs were defined as the manager’s 

perception of their workplace wellness program’s effectiveness. The implications for 

positive social change include the potential to improve the health and well-being of the 
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workforce in the United States, leading to a healthier population with fewer injuries and 

illnesses. 

Role of the Researcher 

Determining the researcher’s view is the first step to identifying the role of the 

researcher. The role of the researcher for a research study is to consider valid and reliable 

data to answer the study’s research question (Yin, 2018). Yin’s view on research is from 

the post-positivist approach and focuses on objectivity, validity, and generalizability to 

produce a deep understanding of specific cases (Yazan, 2015; Yin, 2018). As explained 

by Yin (2018), a postpositivist approach critiques the positivist approach by adding more 

dimensions related to validity and reliability, which was an appropriate view for my 

research. My perspective for this study aligned with Yin’s worldview of the postpositivist 

approach by identifying that biases exist. Accordingly, I used a quantitative data 

collection method and statistics to provide new information about the research topic. 

The role of the researcher expands when factoring in the data collection process. 

Understanding that research integrity is integral for study validity and reliability is the 

next step to developing the role of the researcher. Research integrity is dependent on the 

researcher’s ability recognize their biases (Cumyn et al., 2019). To ensure research 

validity and reliability, researchers must consider their relationship with the topic and 

participants (Perna et al., 2019). I worked with clients on workplace wellness programs 

for over 10 years and recognized that my relationship with the topic of workplace 

wellness programs and my relationship with potential participants for data collection 

could have created biases in the current study. For the data collection process in this 
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study, I chose to use secondary data from the HERO organization because they are a 

reputable workplace wellness organization; this helped mitigate personal biases related to 

the topic and participants that could have emerged in collecting the data myself. 

Participants 

The participants consisted of workplace wellness program managers who used the 

HERO tool (HERO scorecard Version 4) and completed it. I used secondary data 

gathered by the HERO organization. I gained access to the data from the HERO 

organization by participating in a professional 200+ hour internship. Upon applying for 

the internship, I submitted my research question to the organization, and they verified 

that the secondary data from the HERO scorecard Version 4 met the criteria to answer the 

research question.  

Research Method and Design  

Research Method 

I selected quantitative methodology to examine the relationship between the level 

of workplace wellness engagement, kind of workplace wellness initiatives, and 

effectiveness of workplace wellness programs. Researchers typically use qualitative, 

quantitative, or mixed methods as their research methodology (Rutberg & Bouikidis, 

2018). The quantitative method is appropriate when researchers intend to test a statistical 

hypothesis of discrete variables, predict outcomes, or investigate cause-and-effect 

relationships (Taguchi, 2018). Furthermore, quantitative research requires a large sample 

of participants to validate or nullify assumptions using numerical data (Davies & Fisher, 
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2018). This method was appropriate for my study because I tested statistical hypotheses 

to predict relationship outcomes of discrete variables. 

The qualitative method was not appropriate for this study. The qualitative method 

is appropriate when a researcher intends to explore a phenomenon through interviews, 

observations, or field notes (Taguchi, 2018). Qualitative researchers collect, analyze, and 

interpret data using interviews, focus groups, document review, and observation (Yin, 

2018). The qualitative method was not appropriate for this study because I did not need to 

explore a phenomenon in my research.  

The mixed-methods approach was not appropriate for this study because I did not 

explore a phenomenon. The mixed-methods approach is appropriate to examine a 

problem or phenomenon from a quantitative and qualitative perspective (Taguchi, 2018). 

Mixed-methods researchers use triangulation to provide stronger validity if both methods 

produce similar findings (Taguchi, 2018; Turner et al., 2017). I did not choose the mixed-

methods approach because I did not have a qualitative component to this study. 

Research Design 

The two kinds of designs I considered for this study were correlational and ex 

post facto. The correlational design is appropriate when the researcher examines a 

relationship between variables (Conn, 2017). When researchers use the correlational 

design, they use statistics to determine the positive or negative relationships between 

variables (Bloomfield & Fisher, 2019). The correlational design was appropriate because 

I examined the relationship between variables workplace wellness engagement level, 
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kind of workplace wellness initiative, and effectiveness of workplace wellness programs 

to investigate the extent to which the variables were related. 

In contrast to the correlational design, the ex post facto design was not appropriate 

for this study. The ex post facto design is appropriate when the researcher seeks to find a 

consequence or examine an impact or influence between independent and dependent 

variables (Conn, 2017). Researchers using the ex post facto design seek to analyze two or 

more groups of variables (Blakeslee, 2020). The ex post facto design was not appropriate 

for the current study because I did not examine an impact or influence between variables 

or analyze two or more groups of variables. 

Population and Sampling 

Population 

Population and sampling are two components that are integral to the validity of 

quantitative research. The population for this study consisted of workplace wellness 

program managers who used the HERO scorecard. The HERO scorecard is a free 

resource available to organizations in the United States and international organizations 

(Rosenbaum et al., 2020). For this study, I chose to use data from 1,334 organization 

respondents in the United States that completed Version 4 of the HERO scorecard. This 

population provided accurate information on the research question: What is the 

relationship between workplace wellness engagement level, kind of workplace wellness 

initiatives, and the effectiveness of workplace wellness programs? 
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Sampling 

The two basic methods for sampling in quantitative research are probability and 

nonprobability. Quantitative researchers must choose which method is appropriate for 

their study. In the probability method (also known as random sampling), the targeted 

population members are randomly selected, reducing the possibility for bias (Buchanan et 

al., 2018). However, the nonprobability method of sampling allows researchers to select 

participants from a targeted population (Link, 2018). The nonprobability method helps 

the researcher to generalize results to a broader population. Because probability sampling 

allows researchers to provide an equal chance for everyone in the target population to be 

represented, I used probability sampling for my research. 

Convenience and simple random sampling are two subcategories that were 

considered. Convenience sampling complements a nonprobability method, while simple 

random sampling complements a probability method. In convenience sampling, the 

selection of available participants involves choosing participants who fit the study 

criteria, and biases exist due to a lack of generalizability (Emerson, 2021). Because of the 

increase in the potential for bias and choosing the probability method for sampling, 

convenience sampling was not appropriate.  

I chose simple random sampling for this study. Simple random sampling occurs 

when researchers use data from the population at random (Tyrer & Heyman, 2016). This 

option allows the same probability for everyone in the target population to be part of the 

sample and reduces biases. Because random sampling reduces bias and complements the 

probability method of sampling, this was the most appropriate option for my study.  



45 

 

According to Green and Salkind (2017), researchers use the G*Power analysis to 

provide the researcher with the appropriate sample size. I used G*Power analysis to 

determine the appropriate sample size for the multiple linear regression in this study. I 

used two independent predictor variables and a priori power analysis. I assumed a 

medium effect size (f = .15) and alpha = .05, with a minimum power of .80 and a 

maximum power of .99. This resulted in a minimum sample size of 68 to achieve a power 

of .80, and a maximum sample size of 146 to achieve a power of .99. Therefore, I used a 

random sample between 68 and 146 responses from the secondary data set (see Figure 1 

and Figure 2).  
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Figure 1 

 

G*Power3 Analysis for Minimum Sample Size 
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Figure 2 

 

G*Power3 Analysis for Maximum Sample Size 

 
 

Ethical Research 

Before conducting their study, researchers must consider the negative impacts that 

could arise when using human participants. It is the responsibility of the researcher to 

uphold ethical standards to mitigate the potential for conflicts of interest between the 

participants and the research (Cumyn et al., 2019). As a researcher, I took ethical 

responsibility by ensuring ethical research compliance as set forth by the guidelines from 

The Belmont Report (U.S. Department of Health & Human Services, 1979) and Walden 

University’s Institutional Review Board (IRB) process. 
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For this study, I collected data from a secondary source (the HERO organization). 

According to Connelly (2014), secondary data sets do not require the consent of a 

participant; however, in situations such as surveys, consent may be implied through 

survey instructions and the participants’ ability to provide data voluntarily. Before an 

organization completes the HERO scorecard, they must agree to the terms of the 

statement of permissible use. The statement of permissible use has a section that stated 

“individual, identified responses to the Scorecard will be released only with the 

permission of the respondent. The names of the organizations completing the Scorecard 

(but no contact information) will be available upon request and may be published” (“The 

HERO Health and Well-Being Best Practices Scorecard,” 2017). Based on the Walden 

University and The Belmont Report (U.S. Department of Health & Human Services, 

1979) guidelines, my study complied with ethical considerations. The Walden University 

IRB approval number was 04-25-22-1021024.  

Data Collection Instruments 

For this study, I gained permission to use secondary data from the HERO 

organization’s HERO scorecard Version 4 by enrolling in their internship program (see 

Appendix B). The HERO scorecard is an instrument for stakeholders to identify and learn 

about health and wellbeing best practices. The HERO scorecard was designed for 

organizations of all sizes in the United States and is used to measure relevant concepts 

related to six sections (strategic planning, organizational and cultural support, programs, 

program integration, participation strategies, and measurement and evaluation).  
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For each variable in the current study, I used the scores from questions that I 

selected from the HERO Scorecard that addressed each variable. For the first independent 

variable (level of workplace wellness engagement), I used scores from questions in 

Section 2 (organizational and cultural support) and Section 5 (participation strategies; see 

Appendix A). For the second independent variable (kind of workplace wellness 

initiatives), I used scores from questions in Section 2 (organizational and cultural 

support) and Section 3 (programs). For the dependent variable (the effectiveness of 

workplace wellness programs), I used scores from questions in Section 1 (strategic 

planning), Section 2 (organizational and cultural support), Section 3 (programs), Section 

4 (program integration), and Section 6 (measurement and evaluation). 

Because I used secondary data from the instrument, the only time needed to 

complete my study was a brief time period to obtain the data from the organization and 

run statistical analyses on the data that had been collected from the instrument. The 

scoring system allows for a maximum of 200 points, and the weight of each question’s 

point value was determined based on the creators’ judgment and available research on the 

importance of each component’s impact on the success of health and wellbeing programs 

(“The HERO Health and Well-Being Best Practices Scorecard,” 2017). I chose a ratio 

scale for each variable because the questions on the HERO scorecard and their alignment 

with the independent and dependent variables of this study.  

The HERO Scorecard was appropriate for this study because the six sections are 

comprised of questions related to level of workplace wellness engagement, kind of 

workplace wellness initiatives, and the effectiveness of workplace wellness programs. 
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The HERO organization also tested the HERO Scorecard through formal statistical 

analyses on data collected from a convenience sample of 845 organizations that 

completed it to find that it had validity and reliability (Imboden et al., 2020). 

Through the statistical analysis of the HERO Scorecard, validity and reliability 

were evident, and the same valid and reliable instrument was used in this study. In the 

statistical analysis, the organization used the ratio of chi-square to degrees of freedom, 

the comparative fit index, Tucker Lewis index, and the root mean square error of 

approximation (Imboden et al., 2020). The researchers used a significance of p < .05 for 

all analyses. All domains had sufficient reliability that ranged from .74 to .85 (Imboden et 

al., 2020). The researchers confirmed a need for a four-factor exploratory model due to 

the confirmatory factor analysis, and the four factors implemented were organizational 

and leadership support, program comprehensiveness, program integration, and incentives. 

According to Imboden et al. (2020), fit statistics for the four factors confirmatory factor 

analysis were acceptable (x2 [246] ¼ 958.28, comparative fit index ¼ .855, the goodness 

of fit index¼ .825, root mean square error of approximation ¼ .084). The factor loadings 

ranged from 0.46 to 0.91, with alphas for each factor ranging from .75 to .86, and the 

correlations between the factors ranging from .33 to .69. Based on the results from testing 

the validity and reliability of the HERO Scorecard, the effects were statistically 

significant.  

Imboden et al. (2020) found statistically significant effects on perceived 

effectiveness for all four implemented practices. The most substantial effect the 

researchers found was for organizational and leadership support. Incentives had the 
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subsequent most substantial effect, followed by program comprehensiveness and 

integration (Imboden et al., 2020). Since there is a strong basis that the HERO Scorecard 

provides valid and reliable results, I determined that this instrument was optimal for this 

study.  

Data Collection Technique 

The data for level of workplace wellness engagement, kind of workplace wellness 

initiatives, and the effectiveness of workplace wellness programs computed and reported 

by the HERO organization by gathering the data from the HERO scorecard Version 4 

from 2016 to 2020 for each of the 146 cases formed the population and the sample of the 

study. Because I used secondary data, there was not a need to use data collection 

approaches. The performance of a pilot study was not required for the present research 

study because the data are from a secondary source that is a trustworthy research 

organization. I will not personally store data because they will be housed on the 

organizations internal systems that I will gain access to through an internship program 

with the organization.  

Data Analysis 

The research question for this study is as follows: What is the relationship 

between level of workplace wellness engagement level, kind of workplace wellness 

initiatives, and the effectiveness of workplace wellness programs? The hypotheses were 

as follows:  

H0: There is no statistically significant relationship between workplace wellness 

engagement level, kind of workplace wellness initiative, and the effectiveness of 
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workplace wellness programs.  

H1: There is a statistically significant relationship between workplace wellness 

engagement level, kind of workplace wellness initiative, and the effectiveness of 

workplace wellness programs. 

I used a multiple regression analysis of the data from the independent and dependent 

variables through IBM SPSS software Version 28 for Windows. I chose a ratio scale for 

each variable due to questions on the HERO scorecard and their alignment with the 

variables. In addition, I implemented data cleaning strategies.  

When a researcher checks data for outliers, accuracy, validity, and generalization, 

it is referred to as data cleaning (Yasar et al., 2019). To implement data cleaning 

strategies in this study, all participants must have completed the entire scorecard to 

submit it to the HERO organization; however, some organizations completed the 

scorecard multiple times. If an organization completed the scorecard more than once, I 

only used the data from the most recent completion for that organization. Previous 

scorecard data from that organization was not included in the dataset.  

With multiple regression analysis, researchers can test relationships between two 

or more independent variables with a dependent variable (Pederson, 2017). According to 

Ulgen and Poyrazoglu (2020), a multiple linear regression analysis is easy to understand 

and interpret. This study included the two independent variables (level of workplace 

wellness engagement and kind of workplace wellness initiatives) and the dependent 

variable (the effectiveness of workplace wellness programs). Green and Salkind (2017) 

suggested using linear regression when there are more than two quantitative variables, 
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and there is a clear distinction between the independent and dependent variables. 

Furthermore, in multiple regression analysis, researchers can identify correlations 

between independent and dependent variables (Pederson, 2017). Because I sought to 

determine the correlations between the independent variables and the dependent variable, 

multiple linear regression analysis was the appropriate data analysis tool.  

Two-way analysis of variance (ANOVA) and Pearson’s correlation coefficient are 

two additional ways to analyze data. The two-way ANOVA uses averages of group 

variation and divides cases into multiple levels (Green & Salkind, 2017). The primary 

purpose of a two-way ANOVA is to measure the influence of two independent variables 

on the dependent variable (Harring & Johnson, 2018). Pearson’s correlation coefficient 

allows researchers to analyze the degree to which the variables have a linear relationship 

(Green & Salkind, 2017). Because a two-way ANOVA analysis measures the influence 

of two independent variables on the dependent variable and Pearson’s correlation 

coefficient only analyzes two variables, multiple linear regression was a better option for 

the data analysis in my study. 

In this study, I evaluated the assumptions of linearity, independence of residuals 

(errors), normality, homoscedasticity, and multicollinearity. The assumption of linearity 

requires a linear relationship between independent and dependent variables (Teig et al., 

2018). This assumption is tested by using a P-P plot, histogram, and scatter plot. If there 

is a violation, a researcher should perform bootstrapping (Neiheisel, 2017). A violation of 

the independence of residuals assumption arises when the distance between the 

regression line and the data points is unrelated (Pederson, 2017). When this assumption is 
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violated, researchers can use the Durbin-Watson test to inspect the data point residuals 

(Pederson, 2017). For the assumption of normality, there is an assumption that there is 

equal distribution of data throughout the sample population. If a violation occurs, 

researchers can examine the histogram to verify the data normality, use the Kolmogorov-

Smirnov test, or use the Shapiro-Wilk test (Musselwhite & Wesolowski, 2018). The 

violation of the homoscedasticity arises when the same variance for each independent 

variable is not present (Yang et al., 2019). This assumption can be assessed by creating a 

scatter plot diagram in SPSS. Multicollinearity could exist when the study’s variables are 

closely related (Neys, 2017). To evaluate multicollinearity, I viewed the variance 

inflation factor (VIF). If there was a violation of the multicollinearity assumption, I used 

the VIF to mitigate errors. If researchers assume data purity, their findings can be 

misleading (Willes, 2017). Therefore, I examined potential errors and ran appropriate 

protocols to ensure the accuracy of the data analysis.  

A researcher can make inferences about the statistical data when the data have 

been cleaned and tested for assumptions. Inferential statistics is when a researcher infers 

the results of the statistical analyses to a larger population (Seaman, 2018). For inferential 

statistics, I used the probability value (p value) and effect sizes. When considering the 

null hypothesis, I considered a p value of <.05 to reject the null hypothesis. For the effect 

size, I used a medium effect size of .15. The inferences made from the findings in this 

study were made based on the null hypothesis being rejected. Considering the p value, as 

a researcher, I made inferences on the independent variables predicting the dependent 

variable.  
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I used G*Power analysis to determine the appropriate sample size for the multiple 

linear regression in this study. I used two independent predictor variables and a priori 

power analysis. I assumed a medium effect size (f = .15) and alpha = .05, with a 

minimum power of .80 and a maximum power of .99. This resulted in a minimum sample 

size of 68 to achieve a power of .80, and a maximum sample size of 146 to achieve a 

power of .99. Therefore, my study used a random sample between 68 and 146 responses 

from the secondary data set. 

Study Validity 

Reliability and validity are two constructs used to measure quality (Yin, 2018). 

According to Heale and Twycross (2015), validity is the accuracy of measurements, 

while reliability is the accuracy of the instruments. Accurate research for a quantitative 

study is important because without validity and reliability in a quantitative research 

study, the information does not have credibility. 

Validity can be categorized into internal and external categories. In terms of 

validity, internal validity and external validity should both be considered. Internal 

validity is how inferences can be made regarding the causal relationship between two 

variables, while external validity involves the ability for outcomes to be generalized 

(Torre & Picho, 2016). Understanding the criteria for testing validity is important for 

researchers to ensure they choose the right analysis for their data set.  

For this study, threats to internal validity were not a concern. If researchers can 

eliminate viral hypotheses and infer causal relationships among variables without a high 

risk of error, the study possesses internal validity (Green & Salkind, 2017). Threats to 
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internal validity can occur at any stage of research (Torre & Picho, 2016). Moreover, for 

internal validity, researchers focus on the independent variable predicting or causing the 

dependent variable. Because this study is nonexperimental design (i.e., correlational), 

threats to internal validity were not a concern. 

Researchers who provide reliable inferences on a topic past the current topic 

context exemplify external validity (DeMonbrun et al., 2017). In this study, I included 

multiple strategies to ensure external validity including the use of the probability method 

of sampling. In the probability method, the targeted population members are randomly 

selected, reducing the possibility for bias (Buchanan et al., 2018). A reduction in the 

possibility for bias enables strong external validity.  

Sample size should be considered when addressing reliability. Reliability is the 

accuracy of the instruments (Heale & Twycross, 2015). To ensure reliability, I used 

G*Power to determine the appropriate sample size for this study.  

I used the G*Power Version 3.1.9.7 software to determine the optimal sample size 

for the study. According to G*Power software analysis, the number of respondents 

required for this survey, according to G*Power software analysis, ranged from 68 to 146. 

I used an appropriate sample size to mitigate risks to the external validity. An additional 

measure to reduce threats to external validity is to limit the researcher’s influence on 

participants (Matthay & Glymour, 2020). I used secondary data, so there was no threat 

regarding researcher influence on participants.  
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Transition and Summary 

The research project was the focus of Section 2. The components of the research 

project included the purpose statement, the role of the researcher, participants, research 

method and design, population and sampling, ethical research, data collection 

instruments, data collection technique, data analysis, and study validity. Section 3 will 

provide details on the study’s findings, implications for social change, and business 

practices recommendations. 
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Section 3: Application to Professional Practice and Implications for Change 

The purpose of this quantitative correlational study was to examine the 

relationship between level of workplace wellness engagement, kind of workplace 

wellness initiatives, and the effectiveness of workplace wellness programs. I collected 

data from the HERO scorecard Version 4 and calculated scores for questions related to 

workplace wellness engagement level, kind of workplace wellness initiatives, and the 

effectiveness of workplace wellness programs. Then, I added the scores of the questions 

for each unique variable. Next, I used SPSS software Version 28 for Windows to input 

the data and ran statistical analyses using multiple linear regression. I found that 

workplace wellness engagement level and the kind of workplace wellness initiatives 

made a statistically significant contribution to the effectiveness of workplace wellness 

programs. 

Presentation of the Findings  

The research question was the following: What is the relationship between 

workplace wellness engagement level, kind of workplace wellness initiatives, and the 

effectiveness of workplace wellness programs? I chose a multiple linear regression 

analysis for this study. The study included the two independent variables (workplace 

wellness engagement level and kind of workplace wellness initiatives) and the dependent 

variable (effectiveness of workplace wellness programs). The hypotheses were as 

follows:  

H0: There is no statistically significant relationship between workplace wellness 

engagement level, kind of workplace wellness initiatives, and the effectiveness of 
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workplace wellness programs.  

H1: There is a statistically significant relationship between workplace wellness 

engagement level, kind of workplace wellness initiatives, and the effectiveness of 

workplace wellness programs. 

Green and Salkind (2017) suggested using linear regression when there are more than 

two quantitative variables and a clear distinction between the independent and dependent 

variables. Furthermore, in multiple regression analysis, researchers can identify 

correlations between independent and dependent variables (Pederson, 2017). Because I 

sought to determine the correlations between the independent variables and the dependent 

variable, I chose a multiple linear regression analysis as the optimal statistical test for the 

beforementioned hypotheses.  

Assumptions 

I evaluated the assumptions of linearity, independence of residuals (errors), 

normality, homoscedasticity, and multicollinearity. The assumption of linearity requires a 

linear relationship between independent and dependent variables (Teig et al., 2018). A 

violation of the independence of residuals assumption arises when the distance between 

the regression line and the data points is unrelated (Pederson, 2017). For the assumption 

of normality, there is an assumption that there is equal distribution of data throughout the 

sample population. The violation of homoscedasticity arises when the same variance for 

each independent variable is not present (Yang et al., 2019). Multicollinearity could exist 

when the study’s variables are closely related (Neys, 2017). If researchers assume data 
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purity, their findings can be misleading (Willes, 2017). Therefore, I examined potential 

errors and ran appropriate protocols to ensure the accuracy of the data analysis.  

Linearity 

The assumption of linearity requires a linear relationship between independent 

and dependent variables (Teig et al., 2018). This assumption is tested by using a scatter 

plot. If there is a violation, a researcher should perform bootstrapping (Neiheisel, 2017). 

To test for linearity, I looked at the scatter plots to determine whether there was a linear 

relationship between each independent variable and the dependent variable (see Figure 

3). There was a clear linear relationship between each independent variable and 

dependent variable. Therefore, there was no violation, and bootstrapping was not 

required.  
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Figure 3 

 

Scatter Plot of Linearity Between Variables 

 

Independence of Residuals (Errors) 

A violation of the independence of residuals assumption arises when the distance 

between the regression line and the data points is unrelated (Pederson, 2017). When this 

assumption is violated, researchers can use the Durbin-Watson test to inspect the data 

point residuals (Pederson, 2017). To test for the independence of residuals, I checked the 

scatter plot for a pattern and long runs of positive or negative residuals. The scatter plot 

did not show a pattern or any long runs of positive or negative residuals (see Figure 4). 

According to the Durbin-Watson test, a value between 0 and .4 indicates the 

independence of residuals. The value was 1.653; therefore, the data met the assumption 

of independence of residuals (see Table 2).  
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Figure 4 

 

Scatter Plot of Residuals 

 

 

Table 2 

 

Durbin-Watson Test Model Summary 

Change Statistics 

F Change df1 df2 Sig. F Change Durbin-Watson 

85.482 2 143 <.001 1.653 

 

Normality 

For the assumption of normality, there is an assumption that there is equal 

distribution of data throughout the sample population. If a violation occurs, researchers 

can examine the histogram, use the Kolmogorov-Smirnov test, or use the Shapiro-Wilk 

test to verify the data normality (Musselwhite & Wesolowski, 2018). Although the 
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histogram did not exactly show a normal distribution (see Figure 5), the Kolmogorov-

Smirnov test (see Table 3), Shapiro-Wilk test (see Table 3), and Q-Q plot (see Figure 6) 

showed normal distribution. The Kolmogorov-Smirnov test result was .2, which was not 

statistically significant, indicating that the assumption of normality was met. Similarly, 

the Shapiro-Wilk test result was .226, which was not statistically significant, indicating 

that the assumption of normality was met. Based on the findings from the Shapiro-Wilk 

test, the Kolmogorov-Smirnov test, and the Q-Q plot, the assumption of normality was 

determined to have been met.  

Figure 5 

 

Histogram 
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Table 3 

 

Test of Normality 

 Kolmogorov-Smirnov Shapiro-Wilk 

 Statistic df Sig. Statistic df Sig. 

Workplace wellness 

Program effectiveness 

.051 146 .200 .988 146 .226 

 

 

Figure 6 

 

Q-Q Plot 

 
 

Homoscedasticity 

The violation of homoscedasticity arises when the same variance for each 

independent variable is not present (Yang et al., 2019). This assumption can be assessed 

by creating a scatter plot diagram in SPSS (see Figure 4). Multicollinearity could exist 

when the study’s variables are closely related (Neys, 2017). Based on the scatter plot 
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results, the data met the assumption of homoscedasticity because they were scattered and 

did not create a pattern.  

Multicollinearity 

Multicollinearity could exist when the study’s variables are closely related (Neys, 

2017). To evaluate multicollinearity, I used the variance inflation factor (VIF). A VIF of 

10 or higher would signify that the assumption of multicollinearity is not met (Glen, 

2015). The VIF for the variables in this study was 1.329; therefore, the assumption of 

multicollinearity was met (see Table 4). 

Table 4 

 

Variance Inflation Factor 

Variable Variance Inflation Factor (VIF) 

Workplace wellness engagement level 1.329 

Kind of workplace wellness initiative 1.329 

Dependent variable: Workplace wellness program effectiveness 

 

Descriptive Statistics 

The analyzed data included scores from 146 responses of the HERO scorecard 

Version 4 completed prior to 2021. The data were obtained from organizations ranging in 

size from 1 employee to 65,000 employees. Table 5 presents the study variables’ 

descriptive statistics, including the mean and standard deviation for the sample of 146 

responses. As seen in Table 5, the mean score for workplace wellness engagement level 

was 5.40 with a standard deviation of 4.22, the mean score for kind of workplace 



66 

 

wellness initiatives was 10.89 with a standard deviation of 4.80, and the mean score for 

workplace wellness program effectiveness was 10.76 with a standard deviation of 5.32. 

The mean scores for each variable indicated the average scores from the responses on the 

questions in the HERO Scorecard that were used to measure that variable. The larger the 

standard deviation was from the mean, the more spread out from the mean the scores for 

that variable were. The mentioned scores for each variable showed that workplace 

wellness engagement level, with the lowest standard deviation, had scores more 

consistent with the mean than the scores from the other two variables. Workplace 

wellness program effectiveness had the largest standard deviation, indicating less 

consistent scores with the mean for that variable than the scores for the other two 

variables.  

Table 5 

 

Descriptive Statistics 

Variable Mean  Standard Deviation 

Workplace wellness engagement level 5.40 4.22 

Kind of workplace wellness initiative 10.89 4.80 

Workplace wellness program effectiveness 10.76 5.32 

 Note. N = 146. 

Inferential Statistics 

For the multiple linear regression, the F statistic tests the significance of the entire 

regression. At an α = .05 (two-tailed), with an F statistic of 85.482, this regression was 

statistically significant because the p value was < .001 (see Table 6). Based on the F 

statistic, the regression was statistically significant, meaning it rejected the null 

hypothesis that there is no statistically significant relationship between workplace 
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wellness engagement level, kind of workplace wellness initiatives, and the effectiveness 

of workplace wellness programs. Because the sample size was large at 146 (to achieve a 

power of .99) and there were only two independent variables, the R² was appropriate 

rather than the adjusted R². An R² of .545 meant that the regression explained 54.5% of 

the total variation in the dependent variable. The multiple regression formula where 

workplace wellness engagement level is abbreviated as WWEL, kind of workplace 

wellness initiatives is abbreviated as KWWI, and workplace wellness program 

effectiveness is abbreviated as WWPE, produces the model of WWPE = (.685)WWEL + 

(.331)KWWI + 3.465. The model (see Table 6) significantly predicted workplace 

wellness program effectiveness: F(2, 143) = 85.482, p = <.001, R² = .545. The R² (.545) 

value indicated 54.5% of variations in workplace wellness program effectiveness was 

accounted for by the linear combination of variables. Workplace wellness engagement 

level and kind of workplace wellness initiatives were statistically significant with 

workplace wellness engagement level (t = 8.342, p = < .001, β = .543) accounting for a 

higher contribution to the model than kind of workplace wellness initiatives (t = 4.584, p 

= < .001, β = .298; see Table 7). 

Table 6 

 

ANOVA and Model Summary 

 α F p value  R² 

Regression .05 85.482 <.001  .545 

 

 The unstandardized β numbers were used in the regression analysis equation. The 

standardized coefficients of β standardized the contributions of the variables to allow for 
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comparison so that the variances of the dependent and independent variables are equal to 

1 (Van Ginkel, 2020). A higher standardized coefficient of β indicates a stronger effect. 

Therefore, the contribution of workplace wellness engagement level was much greater at 

.543 than that of kind of workplace wellness initiatives at .298. The p-values of < .001 

show statistical significance for workplace wellness engagement level and kind of 

workplace wellness initiative. The greatest unique contribution was to workplace 

wellness engagement level. Workplace wellness engagement level and kind of workplace 

wellness initiatives significantly contributed to a change in the workplace wellness 

program effectiveness. The coefficients proved that each of the independent variables 

contributed meaningful information in the prediction of the dependent variable (see Table 

7).  

Table 7 

 

Coefficients 

Variable Unstandardized 

β 

Standardized 

β 

t p value 

Workplace wellness 

engagement level 

.685 .543 8.342 < .001 

Kind of workplace wellness 

initiative 

.331 .298 4.584 < .001 

 

The model significantly predicted workplace wellness program effectiveness: F(2, 

143) = 85.482, p = <.001, R² = .545. The R² (.545) value indicated 54.5% of variations in 

workplace wellness program effectiveness was accounted for by the linear combination 

of variables. Workplace wellness engagement level and kind of workplace wellness 

initiatives were statistically significant with workplace wellness engagement level (t = 
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8.342, p = < .001, β = .543) accounting for a higher contribution to the model than kind 

of workplace wellness initiatives (t = 4.584, p = < .001, β = .298). 

Theoretical Discussion of the Findings 

This study’s findings extend the knowledge of the relationship between workplace 

wellness engagement level, kind of workplace wellness initiatives, and workplace 

wellness program effectiveness by answering the research question: What is the 

relationship between workplace wellness engagement level, kind of workplace wellness 

initiatives, and the effectiveness of workplace wellness programs? The study results 

indicated that the relationship between workplace engagement level and workplace 

wellness program effectiveness is statistically significant, and the relationship between 

kind of workplace wellness initiatives and workplace wellness program effectiveness is 

statistically significant.  

The multiple linear regression model results demonstrated that the workplace 

wellness engagement level and kind of workplace wellness initiatives components were 

statistically significant (p = < .001) in workplace wellness program effectiveness. This 

study aligns with Bailey et al. (2018) and Clack and Fraser (2019), suggesting that 

workplace wellness engagement level and kind of workplace wellness initiatives predict 

workplace wellness program effectiveness. 

The theory of planned behavior was the framework for this study. My goal in 

selecting this theory was to examine an individuals’ likelihood to engage in a specific 

health behavior based on their decisions and intentions. The three components of the 

theory of planned behavior are perceived behavioral control, subjective norms, and 
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attitude (Ajzen, 1991). Perceived behavioral control involves the ease or difficulty 

perceived by an individual about a specific behavior (Tornikoski & Maalaoui, 2019). 

Subjective norms are defined as the perceived social pressure related to a specific 

behavior (Tornikoski & Maalaoui, 2019). Attitude refers to the degree to which an 

individual has a favorable or unfavorable attitude toward a specific behavior (Tornikoski 

& Maalaoui, 2019). Each component of the theory of planned behavior relates to a 

variable of this study. The kind of workplace wellness initiatives that employers choose is 

dependent on perceived behavioral control or the belief that the organization will or will 

not be successful with performance in the kind of workplace wellness initiative chosen. 

For workplace wellness, company culture is the main component of subjective norms. 

Company culture could contribute to this concept of subjective norms because 

individuals could choose to engage in behavior based on the influence they receive from 

others. Attitude could impact behavioral intentions. Therefore, attitude could play an 

integral role in the effectiveness of workplace wellness programs. 

Workplace Wellness Engagement Level  

Clack and Fraser (2019) found that the number of workplace wellness initiatives 

offered did not equate to more positive health outcomes; however, employee engagement 

in the programs did. The recent literature by Bailey et al. (2018) and Clack and Fraser 

and the findings from this study align with the idea that workplace wellness engagement 

level predicts workplace wellness program effectiveness. In contrast to recent literature 

by Clack and Fraser, the findings from this study also determined that the kind of 

workplace wellness initiatives predict workplace wellness program effectiveness.  
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Kind of Workplace Wellness Initiative 

To examine this independent variable, I analyzed the number of workplace 

wellness initiatives offered and the type of workplace wellness initiatives offered through 

the responses to the questions in the HERO scorecard. Recent research by Clack and 

Fraser (2019) and Grossmeier and Johnson (2020) suggested that workplace wellness 

program engagement level predicts workplace wellness program effectiveness at a higher 

level than the kind of workplace wellness initiatives. Research by Clack and Fraser and 

Grossmeier and Johnson aligns with the current study because this study found that 

workplace wellness engagement level contributed to workplace wellness program 

effectiveness at a much higher level than the kind of workplace wellness initiatives. 

However, this study showed a statistically significant result that the kind of workplace 

wellness initiatives predicts workplace wellness program effectiveness. Recent research 

by Balk-Moller et al. (2019) and Jones et al. (2019) shows conflicting results related to 

the kind of workplace wellness initiatives predicting workplace wellness program 

effectiveness. 

Effectiveness of Workplace Wellness Programs 

Many factors could determine the effectiveness of workplace wellness programs 

and understanding an organization’s desired outcomes could be vital in defining what an 

effective workplace wellness program is for that organization. Cheon et al. (2020), 

Goetzel et al. (2020), and Rucker (2017) demonstrated conflicting results in the literature 

on the ability of workplace wellness programs to produce cost savings to be effective. To 

mitigate the differences in what makes a program successful for different organizations, 
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the questions from the instrument used for this study allow an organization to identify 

effectiveness on their terms. Workplace wellness program effectiveness could be 

measured differently by workplace wellness program managers; however, most research 

demonstrated that effective workplace wellness programs improve operational expenses 

(Balk-Moller et al., 2017; Gingerich et al., 2018; Goetzel et al., 2020; Rucker, 2017). 

Based on the objectivity of the questions in the instrument, this study could provide a 

basis for researchers to mitigate conflicting results by implementing other factors (i.e., 

workplace wellness engagement level and kind of workplace wellness initiatives) that 

predict workplace wellness program effectiveness.  

Analysis and Interpretation of Findings 

The multiple linear regression performed confirmed that workplace wellness 

engagement level and the kind of workplace wellness initiatives made a statistically 

significant contribution to the effectiveness of workplace wellness programs. The 

findings from this study align with research by Clack and Fraser (2019) and Grossmeier 

and Johnson (2020) on workplace wellness engagement level because this study 

determined that workplace wellness engagement level predicts workplace wellness 

program effectiveness. In contrast to research by Balk-Moller et al. (2019) and Jones et 

al. (2019), the findings from this study also determined that the kind of workplace 

wellness initiatives predict workplace wellness program effectiveness.  

Applications to Professional Practice 

For a workplace wellness program to be effective, it must produce behavior 

change to benefit organizational costs. Geist and Cass (2018), Gingerich et al. (2018), 
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and Goetzel et al. (2020) suggested that organizations incur significantly higher costs for 

employees with risk factors associated with blood glucose, obesity, stress, depression, 

and physical inactivity due to increased health care costs, decreased retention, decreased 

engagement, lost productivity, absenteeism, and presenteeism. However, there are 

conflicting results in research on what factors predict effective workplace wellness 

programs. This study confirms that business leaders can implement effective workplace 

wellness programs by focusing on workplace wellness engagement and the kind of 

workplace wellness initiatives. To decrease costs associated with employee health and 

well-being, business leaders could create effective workplace wellness programs by 

implementing individual workplace wellness initiatives that employees engage in and 

produce results. 

Implications for Social Change 

Based on this study’s findings, workplace wellness engagement level and the kind 

of workplace wellness initiatives selected are essential components for producing 

effective workplace wellness programs. Effective workplace wellness programs are vital 

for improving employee health and well-being. The findings from this study provide 

areas of focus for workplace wellness program managers to successfully implement 

effective workplace wellness programs.  

The implications for social change include the potential for improved health and 

well-being of the US workforce. When an organization successfully implements effective 

workplace wellness programs, employees can change their behavior and improve their 

health. As a result, risk factors for diseases could decrease (Lowensteyn et al., 2019). A 
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decrease in the mentioned risk factors could improve the health and well-being of the US 

workforce and produce social change.  

Recommendations for Action 

This study’s findings demonstrated that workplace wellness engagement level and 

kind of workplace wellness initiatives predict workplace wellness program effectiveness. 

Based on this study’s conclusions, I recommend that organizational leaders focus on 

implementing effective workplace wellness programs to benefit organizational costs. 

Additionally, I recommend that workplace wellness program managers emphasize 

employee engagement in workplace wellness programs and choose the appropriate kind 

of workplace wellness initiatives to ensure workplace wellness program effectiveness. 

I plan to share this study’s results in online commentaries through relevant 

research organizations designed for organizational leaders and workplace wellness 

program managers. I also plan to share with my network and publish in scholarly 

journals. Workplace wellness program effectiveness is essential to improving the health 

and well-being of the US workforce. Sharing the results of this study may help 

organizational leaders and workplace wellness program managers understand how to 

implement effective workplace wellness programs.  

Recommendations for Further Research 

Simply offering a workplace wellness program to employees may not have a 

positive impact unless employees engage in the workplace wellness program. In this 

study, I analyzed the relationship between workplace wellness engagement level, kind of 

workplace wellness initiatives, and workplace wellness program effectiveness. One 
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limitation of this study was that larger organizations are more equipped to use the 

instrument due to staffing and heightened focus on workplace wellness programs. My 

recommendation for future research is to categorize organizational size and perform the 

same analyses as this study to see if there is a difference between larger and smaller 

organizations.  

The second limitation was that the subjects must be willing to participate 

voluntarily. Because of this limitation, the entire population may not be represented. The 

more organizational leaders understand the value of workplace wellness programs, the 

more likely they will be to participate in completing questionnaires like the HERO 

scorecard voluntarily. Based on this limitation, my recommendation for future research is 

that workplace wellness program researchers share results through relevant channels to 

create more awareness for organizational leaders. 

Additionally, since workplace wellness engagement level was the strongest 

predictor of workplace wellness program effectiveness, I recommend future studies that 

analyze factors that could impact workplace wellness engagement level. Based on the 

recent research, I would recommend examining if variables such as leadership support, 

work environment, and organizational strategy could predict higher workplace wellness 

engagement levels.  

Reflections 

I began my DBA journey to expand on my passion for workplace wellness. 

Throughout the process, I developed an appreciation for the impact that academic 

literature can have on business. The process has been enlightening. Based on my 
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experience with workplace wellness programs, I was excited to contribute to developing 

more research in a field where research is lacking. Prior to completing my doctoral study, 

I worked with clients on workplace wellness programs for over 10 years and recognized 

that my experience could create biases. For the data collection process in this study, I 

chose to use secondary data from the HERO organization because they are a reputable 

workplace wellness organization; this helped mitigate personal biases related to the topic 

and participants that could be present in collecting the data myself. In working to mitigate 

biases, I expanded my personal and professional network. Initially, I was worried that the 

potential biases would hinder my research. However, I learned the appropriate strategies 

to mitigate risks and implemented those strategies into my research. I also believe that 

my experience enabled me to choose the appropriate variables so that my study would 

impact the field of workplace wellness programs.  

Conclusion 

Workplace wellness engagement level and the kind of workplace wellness 

initiatives offered are vital to workplace wellness program effectiveness. Effective 

workplace wellness programs benefit organizational costs by lowering risks associated 

with chronic conditions. This study focused on the relationship between workplace 

wellness engagement level, kind of workplace wellness initiatives, and workplace 

wellness program effectiveness. This study demonstrated that workplace wellness 

engagement level and kind workplace wellness initiatives predict workplace wellness 

program effectiveness. Applying the findings of this study to professional practice could 

help organizational leaders and workplace wellness program managers create effective 
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workplace wellness programs by implementing individual workplace wellness initiatives 

that employees engage in and produce results. Organizational leaders could positively 

contribute to social change by implementing effective workplace wellness programs that 

could improve the health and well-being of the U.S. workforce.  
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Appendix A: HERO Scorecard Questions by Variable 

Workplace Wellness Engagement Level (Max Points for Variable 15.5 points) 

11. Which of the following describes your leadership’s support of health and well-being?  

Check all that apply. (6.50 points) 

• Leadership development includes the business relevance of worker health and 

wellbeing (0.93 points) 

• Leaders actively participate in programs (0.93 points) 

• Leaders are role models for prioritizing health and work-life balance (for 

example, they do not send emails while on vacation, they take activity breaks 

during the workday, etc.) (0.93 points) 

• Leaders publicly recognize employees for healthy actions and outcomes (0.93 

points) 

• Leaders are held accountable for supporting the health and well-being of their 

employees (0.93 points) 

• Leaders hold their front-line managers accountable for supporting the health and 

well-being of their employees (0.93 points) 

• A senior leader has authority to take action to achieve the organization’s goals for 

employee health and well-being (0.93 points) 

• None of the above (0.00 points) 

40. Does your health engagement strategy intentionally and primarily focus on increasing  

employees’ “intrinsic motivation” to improve or maintain their health? By this, we mean 

that  
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your program and communication strategies focus on increasing the internal value 

employees associate with health, independent of any direct financial rewards. Some 

examples of internal value or intangible rewards would be a sense of accomplishment, 

social involvement, recognition, or a connection to a cause. (5.50 points) 

• Yes, using intrinsic motivation as the reward is the primary focus of our 

engagement strategy (5.50 points) 

• No, our program may provide some intrinsic rewards but it’s not a primary focus 

of our engagement strategy (0.00 points) 

41. Taken all together, how effective are your program’s participation strategies in 

encouraging employees to participate in programs, monitor their biometrics or activity 

levels, or take  

other action to improve their health? (3.50 points) 

• Very effective (3.50 points) 

• Effective (2.30 points) 

• Not very effective (1.20 points) 

• Not at all effective (0.00 points) 

Kind of Workplace Wellness Initiatives (Max Points for Variable 21.5 points) 

9. Does your organization have any of the following policies relating to employee health 

and wellbeing? Check all that apply. (8.00 points) 

• Allow employees to take work time for physical activity (1.00 points) 
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• Provide opportunities for employees to use work time for stress management and 

rejuvenation (1.00 points) 

• Support healthy eating choices (for example, by requiring healthy options at 

company sponsored events) (1.00 points) 

• Encourage the use of community resources for health and well-being (for 

example, community gardens, recreational facilities, health education resources) 

(1.00 points) 

• Tobacco-free workplace or campus (2.00 points) 

• Policies promoting responsible alcohol use (1.00 points) 

• Support work-life balance (for example, with flex time or job share options) (1.00 

points) 

• None of the above (0.00 points) 

10. Does your company’s physical (“built”) environment include any of the following? 

Check all that apply. (6.50 points) 

• Healthy eating choices are available and easy to access (for example, healthy 

options in cafeteria or vending machines, cafeteria design that encourages healthy 

choices) (1.63 points) 

• Physical activity is explicitly encouraged by features or resources in the work 

environment (such as a gym, walking trails, standing desks) (1.63 points) 

• Stress management and mental recovery breaks are supported (for example, with 

“quiet” areas or gardens) (1.63 points) 
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• Safety is a priority within the environment (for example, ergonomic design, 

lighting, safety rails, etc.) (1.63 points) 

• None of the above (0.00 points) 

24. Does your organization provide any of the following resources to support individuals 

in managing their overall health and well-being? Check all that apply. (3.50 points) 

• Onsite or near-site medical clinic (0.35 points) 

• Employee assistance program (EAP) (0.35 points) 

• Childcare and/or elder care assistance (0.35 points) 

• Initiatives to support a psychologically healthy workforce (for example, resiliency 

training) (0.35 points) 

• Legal or financial management assistance (0.35 points) 

• Information about community health resources (0.35 points) 

• Health advocacy program (0.35 points) 

• Executive health program (0.35 points) 

• Medical decision support program (0.35 points) 

• Nurse advice line service (0.35 points) 

• None of the above (0.00 points) 

25. Does your organization offer a disease management (DM) program — whether 

through the health plan or a specialty vendor — that addresses any of the following 

conditions? Check all that apply. (Capped at 3.50 points) 

• Arthritis (3.50 points) 
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• Asthma (3.50 points) 

• Autoimmune disorders (multiple sclerosis, rheumatoid arthritis, etc.) (3.50 points) 

• Cancer (3.50 points) 

• Chronic obstructive pulmonary disease (COPD) (3.50 points) 

• Congestive heart failure (CHF) (3.50 points) 

• Coronary artery disease (CAD) (3.50 points) 

• Depression (3.50 points) 

• Diabetes (3.50 points) 

• Maternity (3.50 points) 

• Metabolic syndrome (3.50 points) 

• Musculoskeletal/back pain (3.50 points) 

• Obesity (3.50 points) 

• We don’t offer any DM programs (0.00 points) 

Workplace Wellness Program Effectiveness (Max Points for Variable 23 points) 

6. To what extent is your health and well-being program viewed by senior leadership as  

connected to broader business results, such as increased revenue, profitability, overall  

success and sustainability? (3.00 points) 

• To a great extent (3.00 points) 

• To some extent (1.50 points) 

• Not seen as connected (0.00 points) 
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7. Taken all together, how effective is the strategic planning process for health and well-

being in your organization? (2.50 points) 

• Very effective (2.50 points) 

• Effective (1.67 points) 

• Not very effective (0.83 points) 

• Not at all effective (0.00 points) 

15. Taken all together, how effective are your current organizational support strategies in  

promoting the health and well-being of employees? (4.50 points) 

• Very effective (4.50 points) 

• Effective (3.00 points) 

• Not very effective (1.50 points) 

• Not at all effective (0.00 points) 

27. Taken all together, how effective are your health and well-being programs in 

promoting a healthier workforce? (4.00 points) 

• Very effective (4.00 points) 

• Effective (2.67 points) 

• Not very effective (1.33 points) 

• Not at all effective (0.00 points) 

35. Taken all together, to what extent do you think the integration between your health-

related vendors or programs contributes to the success of the health and well-being 

program? (3.00 points) 
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• Program integration contributes very significantly to success (3.00 points) 

• Contributes significantly (2.00 points) 

• Contributes somewhat (1.00 points) 

• Does not contribute (0.00 points) 

60. Taken all together, how effective are your data management and evaluation activities 

in terms of how they contribute to the success of your organization’s health and well-

being program? (6.00 points) 

• Very effective (6.00 points) 

• Effective (4.00 points) 

• Not very effective (2.00 points) 

• Not at all effective (0.00 points) 
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Appendix B: HERO Scorecard Data Use Agreement 
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