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Abstract 

Business executives risk higher healthcare costs and absenteeism rates without 

implementing cost-effective strategies to support wellness within the organization. To 

offset rising healthcare costs and absenteeism, executives should implement wellness 

programs as a component of the benefits package provided to their employees and 

families. Grounded in the theory of planned behavior, the purpose of this qualitative 

multiple case study was to explore the cost-effective strategies that executives in the 

private and not-for-profit sectors implemented to encourage employees to adopt healthy 

habits for increasing productivity and decreasing organizations’ healthcare costs. Six 

executives from the healthcare sector within the southern region of the United States 

participated in semistructured interviews and shared documents for thematic analysis. 

The four primary themes include cost-effective strategies to motivate employees, key 

barriers to wellness programs, a culture of wellness, and leadership roles and 

engagement. The key recommendation for private and not-for-profit executives is to 

implement an inclusive, accessible wellness culture for all members. The implications for 

social change involve possible reductions of health care costs when community members 

have access to holistic wellness programs. 
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Section 1: Foundation of the Study  

Workplace wellness programs have been implemented in the United States to 

increase employee outcomes such as productivity and decrease absenteeism and health 

care costs. Workplace wellness programs are more likely to be implemented as an 

alternative strategy for organizations to cut down the cost of insurance premiums and 

rising employee claims, which may improve employees and their families (Cheon et al., 

2020). A workplace wellness program is a coordinated and comprehensive set of health 

promotion and protection strategies implemented at the worksite that includes programs, 

policies, benefits, environmental supports, and links to the surrounding community 

designed to encourage the health and safety of all employees (Centers for Disease 

Control and Prevention [CDC], 2016b). Most employees in the United States spend more 

than 33% of their days at work (CDC, 2016b) and refer to the workplace as an exemplary 

place. An exemplary place is where the organization's leaders could provide positive peer 

support toward wellness by integrating the human resources department. 

Background of the Problem 

In the United States, rates of chronic diseases are rising exponentially, along with 

rates of obesity and physical inactivity, which are the leading causes of diabetes and 

cardiovascular diseases (Mattke et al., 2013). In particular, the onset of chronic disease is 

shifting to younger age cohorts still participating in the labor market, increasing the 

economic load related to illness-related productivity loss and medical care costs linked to 

chronic diseases (Mattke et al., 2013). The rising cost of health care is one of the most 
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prevalent and concerning issues facing the United States (Camarillo, 2021). For example, 

the effect of these costs on employers is substantial, with private-sector employers paying 

nearly $665 billion in 2016 in health-related costs, up 5% from the prior year (Sahadi, 

2018). 

To offset rising health care costs, leaders of organizations are taking advantage of 

health promotion and disease prevention strategies by engaging employees at an age 

when direct interventions may shift toward healthy behaviors, improving the path of their 

long-term health (Mattke et al., 2013). Health promotion and disease prevention 

strategies include creating a wellness culture within the organization, such as by 

incorporating healthy snacks or food options in cafeterias and offering comprehensive 

monthly interventions to encourage and support a shift toward sustainable, healthy 

lifestyles (Mattke et al., 2013). Many employers seek to address rising costs through 

initiatives establishing worksite wellness programs (WWPs; Camarillo, 2021). A 

wellness program educates employees about health-related issues, promotes healthy 

lifestyles, and encourages employees to make healthier choices (Stan, 2018). 

Problem Statement 

In the United States, researchers have identified that lifestyle diseases, such as 

heart diseases, cancer, and diabetes, are the leading cause of death, productivity loss due 

to a disability, and increased health care costs (Balwan & Kour, 2021). Lifestyle diseases 

are a major public health problem globally, as noted by Balwan and Kour (2021). The 

World Health Organization (WHO) estimated in 2018 that 71% of all deaths or 41 



3 

 

million globally are related to lifestyle disease. U.S. health care spending grew 4.6% in 

2018, reaching $3.6 trillion or $11,172 per person, representing 17.7% of the nation’s 

gross domestic product (Hartman et al., 2020). Health care costs have skyrocketed and 

will account for 20% (one fifth) of the U.S. gross domestic product by 2024, or $4.8 

trillion (Soldano, 2016). The general business problem was that some executives failed to 

identify successful strategies that could help reduce health care costs and improve 

employees' health within organizations. The specific business problem was that some 

executives in the private sector and not-for-profit failed to appropriately identify cost-

effective implementation strategies to align employees toward healthy habits for 

increasing productivity and decreasing organizations’ health care costs. 

Purpose Statement 

The purpose of this qualitative multiple-case study was to identify cost-effective 

strategies that executives in the private and not-for-profit sector implemented to align 

their employees with healthy habits for increasing employee productivity and lowering 

organization health care costs. The target population consisted of leaders, executives, and 

managers from six private and not-for-profit health care organizations within the health 

care industry in the southern United States. Private health organizations are not owned or 

directly controlled by the government. The not-for-profit organizations used the money 

earned through donations or business activities to run the business organizations. A not-

for-profit organization may be tax-exempt by Section 501(c)(3) or (c)(6) under the 

Internal Revenue Code. These leaders must have successfully implemented strategies to 
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increase employees’ productivity and reduce health care costs. The sample for the study 

was from the lists of 100 healthy companies in 2019, 2020, and 2021 provided by 

Healthiest Employers (2019, 2020, 2021) and Fortune 500 One Hundred Best Companies 

to Work For (2019, 2020, 2021). This study has implications for positive social change, 

in that it identified opportunities to develop a workplace where employees engage in 

healthy habits that could benefit themselves, their colleagues, and their families and 

enhance a culture of well-being within their communities. 

Nature of the Study 

The appropriate methodology for the study was a qualitative method based on the 

inductive approach. Qualitative data are rich and full, based on the opportunity to explore 

a subject realistically (M. N. K. Saunders et al., 2019). Researchers conducting 

qualitative studies approach their subject in its natural setting, involving a diversity of 

empirical tools such as (a) case studies, (b) personal experiences, (c) semistructured and 

structured interviews, (d) observation, (e) narratives, and (f) historical archives, which 

could be visual or in the form of paper texts (Aspers & Corte, 2019). Qualitative research 

involves recording, interpreting, and analyzing nonnumeric data to uncover in-depth 

feelings and meanings of human experiences and behaviors (Renjith et al., 2021). Using a 

holistic, in-depth examination approach to phenomena, researchers can identify, observe, 

and code human behaviors, such as social interactions, thinking and thoughts, reasoning, 

patterns, and composition (Ebneyamini & Sadeghi Moghadam, 2018). With the use of a 

holistic, in-depth approach, the close relationship developed during the study of 
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phenomena between researcher and participants creates an efficient environment for the 

study's accuracy (Ebneyamini & Sadeghi Moghadam, 2018). 

In contrast, the quantitative research methodology is a deductive approach where 

the researcher conducts an extensive review of scientific literature, because researchers 

derive interpretations by considering broader theories and populations from the 

characteristics of samples, looking to answer when, what, and where questions 

concerning the phenomenon under study (Renjith et al., 2021) The researcher in a 

quantitative study takes the position of an examiner of relationships between variables, 

which can be measured numerically and analyzed by adopting statistical and graphical 

techniques (M. N. K. Saunders et al., 2019). In a qualitative study, the researcher gains a 

broader perspective on the phenomenon by adopting two positions: that of an informant 

and a researcher. Presenting the results by combining an active informant’s and 

researcher’s voice provides more qualitative, exhaustive data–theory connections (Gioia, 

2021). It provides confidence and credibility that any creative insight is grounded in the 

participant’s experience. The inability of a quantitative method to obtain in-depth insight 

on participants’ perspectives, as is possible with a qualitative method, made the 

quantitative methodology unsuitable for this research phenomenon. With mixed methods, 

the researcher applies both quantitative and qualitative data collection techniques, 

analysis procedures, and approaches for addressing complex research questions (R. 

Saunders et al., 2019). Mixed-methods evaluations often require timely collection and 

analysis of data, which can be quantitative (numbers) or qualitative (words), to provide 
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information on the intervention itself or the strategy used to successfully implement the 

intervention (Palinkas et al., 2019). The complexity of combining two methodologies, 

quantitative and qualitative, in addition to the time confusion and higher expenses 

associated with mixed-method approaches, made this methodology unsuitable for this 

research phenomenon. However, the design of this study included semistructured 

interviews to gather data on successful strategies from the leaders of the organizations 

and identify common themes, which did not include the collection of aggregated numeric 

data, making quantitative and mixed methodologies not suitable. 

The research designs that may address the business problem in a qualitative study 

include documentary, action, narrative, and case study. The documentary research 

method refers to analyzing documents containing information such as policies, historical 

archives, and texts about the phenomenon studied (Fonseca & Segatto, 2021). The 

researcher applies a documentary research method in investigating and categorizing 

natural sources, most commonly written documents, which may be published or 

unpublished, intended to review key points of information required to reveal detailed 

findings on the research subject (Kurniawan et al., 2021). The requirement of using only 

secondary sources for the study made the documentary research design inadequate for the 

study. The action research design is an interactive inquiry process to develop solutions to 

real organizational problems through a participative and collaborative approach involving 

different knowledge forms (Coghlan, 2019). An action researcher identifies problematic 

situations or issues that may be considered essential for changes in practice. In action 
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research designs, when the researcher is actively involved, immediate information 

obtained may bias the data collected from the participants involved in the study 

(Normand & Bober, 2020). Because of this potential bias, the action research design was 

inappropriate for this study. The narrative researcher seeks to understand serial 

connections and the sequencing of personal life events as participants tell them to aid 

analysis and enrich understanding (M. N. K. Saunders et al., 2019). Narrative research is 

associated with a small and purposive sample because it entails time-consuming, in-depth 

investigation. Intensive, small investigations made this strategy inappropriate for 

addressing this study's focus.  

The case study design was most appropriate for this study because of the capacity 

of the researcher to make an in-depth inquiry into a topic or phenomenon within its real-

life setting (Yin, 2018) without compromising the study's integrity, confidence, and 

credibility. For example, in action research, the researcher takes an active voice by acting 

as a participant to create change within the organization, introducing personal bias (Lim 

et al., 2018). In narrative research, the researcher connects the data and presents a point 

of view on the study phenomenon after an intense, in-depth investigation of participants, 

which could lead to insightful information; in addition, bias could arise in the process 

(Nash, 2021). 

In contrast, the case study research design involves empirical inquiry for 

investigating contemporary events within their real-life context, which best suits the 

understanding of case(s), reducing the unit of analysis into studying an event, program, 
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activity, or illness (Renjith et al., 2021). The capacity for providing insights into the study 

phenomenon using primary and secondary data supported the case study design for this 

study. Furthermore, the multiple-case study design used in this study was conducive to 

replicating similar positive outcomes in more than one case. The multiple-case study 

provided the opportunity to reproduce the study's data from a sample until data 

saturation, which provided a more compelling and robust study (Yin, 2018). When 

researchers have the available resources, they choose multiple-case study designs over 

single-case designs because of the vulnerability of putting “all the eggs in one basket” 

(Yin, 2018). Beyond the potential vulnerability of a single-case study, a researcher can 

analyze two or more cases that could provide substantial information and data in a 

multiple-case study. 

Literal replication, where the cases corroborate each other, and theoretical 

replication, where the cases cover different theoretical conditions, are two approaches to 

establishing replication logic, which provided external validation to Ajzen’s findings 

(Yin, 2018). Theoretical replication is a tool of analytical techniques for the case study. 

Theoretical replication involves examining cases where the theory provides different but 

predictable results and updating assumptions as they evolve since the initial study was 

conducted (Ebneyamini & Sadeghi Moghadam, 2018). Theoretical replications provide 

the opportunity to take advantage to improve the study design. 
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Research Question 

What cost-effective strategies do executives from the private and not-for-profit 

sector implement to align their employees with healthy habits? 

Interview Questions 

1. What cost-effective strategies motivated the employees toward healthy habits? 

2. What is the role of an executive in aligning employees toward healthy habits?  

3. Based on experience, how does employee health influence organizational 

performance, as measured by productivity, profitability, and other metrics? 

What are some other thoughts?  

4. How was the success of these cost-effective strategies measured and 

implemented to align employees toward healthy habits?  

5. What were some of the key barriers to implementing these cost-effective 

strategies to align employees toward healthy habits?  

6. How were the key barriers associated with implementing cost-effective 

strategies to align employees toward healthy habits addressed?  

7. Is there additional information about the organization’s strategies for 

increasing employees’ productivity and reducing health care costs?  

Conceptual Framework 

Companies have supported health promotion programs in the United States, 

where employers are responsible for employees' health care costs (Ryan et al., 2018). 

Many theories facilitate the understanding of the multidimensional factors impacting 
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exercise participation, such as (a) belief-attitude theories, (b) competence-based theories, 

(c) control-based theories, and (d) decision-making theories (Downs & Hausenblas, 

2003). The theory of planned behavior (TPB) is the most comprehensive and validated 

theory that can be used to predict, explain, and understand exercise behavior. The TPB is 

a belief-based social cognitive theory developed by Ajzen (1991) to understand and 

predict human behavior based on people’s intentions or motivation or plan to perform or 

not perform a behavior (Downs & Hausenblas, 2003). Behavioral decisions result from a 

reasoned approach influenced by human attitudes, norms, perceived behavioral control, 

and intentions (Pickett et al., 2012). Applying the TPB to the study may facilitate 

understanding of successfully implemented strategies to align employees with healthy 

habits. 

Operational Definitions 

Cost-effectiveness analysis: Tool for informing treatment coverage and pricing 

decisions, yet no consensus exists about what threshold for the incremental cost-

effectiveness ratio (ICER) in dollars per quality-adjusted life-year (QALY) gained 

indicates whether treatments are likely to be cost-effective in the United States (Vanness 

et al., 2021).  

Employee productivity: Productivity is an assessment of the efficiency of a 

worker or group of workers that measures the success of a business based on quantitative 

criteria and factors selected by the leaders of the organization (Purwanti & Sitorus, 2018). 
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Health: As defined by the World Health Organization (WHO), “health is a state 

of complete physical, mental, and social wellbeing and not merely the absence of disease 

or infirmity” (Sartorius, 2006, p. 662). 

Lifestyle diseases: Diseases linked to the way that individuals are living, based on 

people's daily habits (Balwan & Kour, 2021). Lifestyle diseases is an umbrella term that 

refers to ailments primarily caused by the daily habits or unhealthy behaviors of people 

(Balwan & Kour, 2021). Lifestyle diseases are associated with four modifiable lifestyle 

behaviors—smoking, unhealthy diet, physical inactivity, and alcohol consumption—

resulting in the development of noncommunicable diseases (NCDs; Balwan & Kour, 

2021). 

Outcome-based: Health-contingent wellness program that requires an individual 

to attain or maintain a specific health outcome to obtain a reward, such as rewarding 

participants for not smoking or losing weight (Federal Register, 76(106), 2013). 

Participatory wellness program: Participatory wellness programs are programs in 

which an individual satisfies a standard related to a health factor or programs that do not 

provide a reward (Federal Register, 76(106), 2013). 

Patient Protection and Affordable Care Act: Title I—The Patient Protection and 

Affordable Care Act accomplished a fundamental transformation of health insurance in 

the United States through shared responsibility (Compilation of Patient Protection and 

Affordable Care Act, 2010). Systemic insurance market reform eliminated discriminatory 

practices such as pre-existing condition exclusions (Compilation of Patient Protection and 
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Affordable Care Act, 2010). Tax credits for individuals and families ensured that 

insurance is affordable for everyone (Compilation of Patient Protection and Affordable 

Care Act, 2010). These three elements were essential to reform (Compilation of Patient 

Protection and Affordable Care Act, 2010). 

Productivity: Productivity measures the efficiency and effectiveness of resources, 

expressed as outputs divided by inputs (Halaweh, 2020).  

Strategies: Strategy is a complex tool deemed to take effective actions toward 

achieving organizational goals (Yong et al., 2020). 

Wellness program: A wellness program is a program of health promotion or 

disease prevention (Federal Register, 76(106), 2013). 

Assumptions, Limitations, and Delimitations 

Of all the elements in a standard doctoral dissertation, assumptions, limitations, 

and delimitations are critical to making a research study valid and reliable (Alkadash & 

Aljileedi, 2020). I identified the assumptions, limitations, and delimitations as part of the 

study. As a first step, a researcher needs to recognize the meaning and operational 

definitions of limitations, assumptions, and delimitations (Theofanidis & Fountouki, 

2018). 

Assumptions 

Assumptions are issues, ideas, or positions found anywhere from the beginning of 

a study to the final report that, as stated by Theofanidis and Fountouki (2018), are taken 

for granted and viewed as reasonable and widely accepted. The first assumption of this 
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study was that the TPB was the appropriate framework to explain the executive’s 

strategies of aligning employees toward healthy behaviors. The second assumption was 

that the organizational leaders answered the interview questions truthfully. The third 

assumption was that implementing successful strategies to align employees toward 

healthy habits increases productivity and reduces health care costs, given that employees 

choose if they want to engage in healthy habits, but, if chosen, will provide benefits for 

their health as a holistic approach. 

Limitations 

Limitations of a study are possible weaknesses in the study’s design that are 

classified as imposed or out of the researcher's control related to possible funding 

restrictions, statistical model constraints, chosen research design, or other factors 

(Theofanidis & Fountouki, 2018). Limitations of a study are features of its design and 

execution that could have affected the findings’ interpretation, validity, and applicability 

(Alvarez et al., 2021). A possible limitation of this study was the collection of data from a 

small sample focusing on the health care industry because of the external factors, such as 

environment and culture, that can influence the desire of the employee to align toward 

healthy habits and workers’ productivity. Readers should be more concerned about 

systematic errors than an inadequate sample size (Negrini et al., 2019). The sample size 

deals more with the precision of the effect estimation and not necessarily with the study's 

validity. 
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Delimitations 

Delimitations of a study are characteristics that arise from limitations in the scope 

of the study, mainly concerned with the study’s theoretical background, objectives, 

research questions, variables under study, and study sample (Theofanidis & Fountouki, 

2018). The first delimitation was the choice of the specific business problem: Executives 

in the private and not-for-profit sectors have limited knowledge to identify cost-effective 

strategies to promote healthy habits in employees. Identifying the limited knowledge of 

these strategies only addresses one situation without screening or rejecting other possible 

situations. The second delimitation of the study was narrowing the sample to the health 

care industry, limiting the possibilities of understanding strategies that other industries 

have successfully implemented toward healthy habits. The third delimitation was the 

southern United States' geographical selection, which limited the ability to understand the 

healthy habits of other regions in the United States. The fourth delimitation was the use 

of a sample of six organizational leaders, executives, and managers to identify successful 

strategies toward healthy habits from a population of 100 organizations for 2019, 2020, 

and 2021. The sample only represented 6% of the organization engaged in any workplace 

wellness strategy, which may not have included the view of other organizations. The fifth 

delimitation was the focus on only the perspectives of the organizational leaders, which 

may have provided biased information because the strategies were suggested and 

implemented by them. 
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Significance of the Study 

During the 2010s, an epidemic of lifestyle diseases developed in the United 

States; unhealthy lifestyles such as inactivity, poor nutrition, tobacco use, and frequent 

alcohol consumption increased the prevalence of chronic diseases such as diabetes, heart 

disease, and chronic pulmonary conditions (Mattke et al., 2013). These chronic diseases 

or conditions may be one of the reasons for decreased quality of life, which can impact an 

organization through an employee’s lack of productivity and an increase in health care 

costs. Leaders from organizations concerned with the impact of chronic conditions and 

unhealthy habits have taken advantage of the Patient Protection and Affordable Care Act 

by implementing and promoting workplace wellness programs since 2010. These 

wellness programs have allowed insurers to charge lower premiums to workers 

participating in them (Levy & Thorndike, 2019). Additionally, in 2019, the Centers for 

Medicare and Medicaid Services (CMS) announced the launch of a pilot program 

providing the opportunity for 10 states to participate in a health-contingent wellness 

program in the individual market. In 2013, CMS set the criteria for the participatory and 

health-contingent wellness programs permitted in the individual market. Implementing 

and expanding employer wellness programs may offer the United States the opportunity 

to improve the health of Americans and help control health care spending (CMS, 2012).  

In collaboration with CMS, the private and not-for-profit sectors established and 

promoted wellness programs to lead employees toward a healthy lifestyle and goals. In 

2017, the U.S. Bureau of Labor Statistics (2018) reported that 39% of private industry 
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workers and 63% of state and local government workers had access to such programs. 

They understood that the strategies that leaders in the private and not-for-profit sector 

implement, including accessibility, may be helpful in understanding behaviors to align 

their employees toward healthy habits to increase productivity and lower organizations’ 

health care costs. 

Contribution to Business Practice 

Work is a fundamental aspect of life. Employees in the U.S. workforce spend 

many hours at work (Kaplan et al., 2017). Given the time that the U.S. workforce spends 

working, work relates significantly to overall well-being and life satisfaction (Bowling et 

al., 2010). Beyond affecting employee well-being, the working experience has much 

broader societal effects on the health and well-being of workers’ children and families, 

organizational and societal productivity, health care costs, and the well-being of 

communities (Kaplan et al., 2017). 

As part of wellness programs, executives of organizations seek methods to 

identify the needs of the health and well-being of their employees. Such programs’ 

benefits include reducing health risks, improving individuals’ quality of life, and 

developing personal effectiveness and efficiency, producing a positive result that benefits 

the organization (Jones et al., 2021). By improving organizations' performance, 

employers seek ways to reduce health care costs and improve their employees' health and 

productivity (Mujtaba & Cavico, 2013). 
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Implications for Social Change  

The worksite provides an opportunity to promote employees’ health and wellness 

because of employees' concentrated hours at work (Person et al., 2010). This study's 

principal implication for positive social change is that it may help reduce employees’ 

insurance costs by identifying strategies that businesses can implement to assist 

employees in adopting healthier lifestyles (see CDC, 2016a). Being healthier will benefit 

employees' and their families' quality of life. The study’s findings may also provide 

business leaders with strategies to promote employees’ health and wellness and improve 

operating performance. Further implications for positive change include better work-life 

balance for employees. 

A Review of the Professional and Academic Literature 

A literature review is a detailed and justified analysis and commentary on the 

merits and faults of the literature within a chosen area that demonstrates familiarity with 

the research topic (M. N. K. Saunders et al., 2019). A literature review is an excellent 

way of synthesizing research findings to show evidence on a metalevel and uncover areas 

for more research, which is a critical component of creating theoretical frameworks and 

building conceptual models (Solnet et al., 2020). The literature review included in this 

proposal consisted of 165 peer-reviewed articles, reports, and textbooks obtained through 

the Walden University library and Google Scholar. Of those 165 articles, 85% were 

within the 5 years required, with 20% outside the 5-year timeframe. The databases for 

these peer-reviewed articles included Business Source Complete, Science Direct, Psyc 
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Info and Articles, Science Direct, Academic Search Complete, BMC Public Health, 

Business Source Complete, EBSC Open Source, Sage Public, PubReader, Medline, Gale 

Academic One File, and CINAHL Plus.  

The purpose of this qualitative multiple-case study was to identify cost-effective 

strategies that executives in the private and not-for-profit sector implement to align their 

employees with healthy habits for increasing employees’ productivity and lowering 

organizations’ health care costs. The literature review contains four sections: (a) 

conceptual framework, (b) other behavior theories, (c) strategic implementation in an 

organization, (d) economic impact of wellness program on health care costs, and (e) 

employees’ engagement with the program. 

Table 1 

 

Literature Review Source Counts 

Literature type Total < 5 years > 5 years % < 5 years 

Peer-reviewed journals 165 140 32 85 

Dissertations 6 6 0 100% 

Books 8 5 0 63% 

Non-peer-reviewed journals 5 5 0 100% 

Total  184 156 32 85% 

 

Theory of Planned Behavior 

The TPB and the theory of reasoned action (TRA) identify and explain patterns in 

human behavior, such as control and intention toward behavior in a certain context 

(Ajzen, 1991). The TPB predicts certain behaviors and explores the intentions that lead to 

them, influenced by attitude, subjective norms, and perceived control (Han & Hye, 2022). 
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In other words, intention is a proximal determinant of behavior. The more individuals 

want to engage in a particular behavior, the more likely they are to do so (Ajzen, 1991). 

The TPB identifies the limitation of the TRA in explaining the behaviors for 

which people have incomplete volitional control (Ajzen & Fishbein, 1977, 1980). The 

condition of pure volitional control is accomplished by including beliefs regarding 

possessing requisite resources and opportunities for performing a given behavior 

(Madden et al., 1992). This given behavior is what Ajzen and Fishbein (1977) identified 

as the concept of perceived behavioral control. 

As in the original theory, Ajzen (1991) noted,  

A central factor in the theory of planned behavior is reasoned action is the 

individual’s intention to perform a given behavior. Intentions are assumed to 

capture the motivational factors that influence behavior; they indicate how hard 

people are willing to try or how much effort they are planning to exert to perform 

the behavior. (p. 181) 

Ajzen (2015) detailed three significant determinations of behavioral intention to predict a 

person’s behavior: (a) attitude toward the behavior, (b) subjective norms, and (c) 

perceived behavioral control. The three determinants and a person’s intention to perform 

a behavior correlate strongly with the behavior (Ajzen, 2015). The relationship between 

the three variables is jointly dependent on motivation (intention) and ability (behavior) to 

influence performance.  
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Individuals’ intentions are attitudes toward a behavior, subjective norms, and 

perceived control over their behavior (Lortie & Castogiovanni, 2015). The TPB has been 

used to explain and predict intentions and behaviors in all types of research fields, such as 

health sciences (Godin & Kok, 1996), leisure studies (Hagger et al., 2003), psychology 

(Austin & Vancouver, 1996), and marketing (Pavlou & Fygenson, 2006). As one of the 

main components of the TPB, intentions capture the stimulus or motivation factors that 

drive or influence individual behavior. Intentions provide support to identify the level of 

effort that an individual is willing to exert to perform the desired behavior (Ajzen, 1991). 

The stronger the intention to perform a behavior, the more likely an individual is to 

perform the behavior (Lortie & Castogiovanni, 2015). Attitudes or beliefs do not directly 

predict behaviors; instead, they are either fully or partially captured by intentions 

(Kolvereid, 1996). 

Ajzen (1991) described the attitude that a person holds toward a behavior as the 

degree to which the person has a favorable or unfavorable evaluation or appraisal of the 

behavior in question. Depending on how favorably individuals evaluate behaviors, their 

intentions will manifest. Subjective norms refer to the perceived social pressure to 

perform or not perform the behavior in question. Subjective norms are attitudes that an 

individual holds about how important referent others or groups approve or disapprove of 

performing a given behavior (Ajzen, 1991). One’s attitudes about the subjective norms 

for a given behavior reflect how positively or negatively others view the behavior in 
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question. Subjective norms are largely a function of salient normative beliefs (Armitage 

& Conner, 2001). 

Perceived behavior control (PBC) refers to the perceived ease or difficulty of 

performing a behavior by the individual. Not only does one’s attitude toward PBC refer 

to past experiences, but it also refers to anticipated obstacles and other factors impeding 

the performance of the behavior (Ajzen, 1991). Individuals who believe that they have 

much control over a behavior will develop subsequent intentions to perform the behavior. 

Together, attitudes, subjective norms, and PBC have an additive effect on an individual’s 

intentions, implying that individuals have high intentions even though one or two of the 

antecedents preceding their intentions might be below the desire intentions. PBC affects 

not only one’s intentions, but also directly affects one’s behavior. This partially mediated 

relationship between PBC, intention, and behavior is the main difference between the 

TRA (Ajzen & Fishbein, 1977, 1980) and the TPB (Ajzen, 1991, 2005). Ajzen (1991) 

argued that intentions alone are sufficient to predict behaviors that individuals have 

complete volitional control over. However, Ajzen (1991) argued that as volitional control 

over the behavior begins to drop, PBC becomes increasingly essential, indirectly 

determining subsequent behavior. 

Behavior management is an effective strategy to target lifestyle diseases (Teixeira 

& Marques, 2017). A wide variety of health-behavior-change theories have provided a 

conceptual organization of these determinants, including social cognitive theories such as 

the TPB, theories of motivation such as self-determination theory, theories distinguishing 
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between motivational and post motivational or volitional phases such as the health action 

process approach (HAPA), and self-regulation models such as control theory. The TPB is 

a useful theory that could support the understanding of health and other behaviors such as 

(a) smoking, (b) alcohol, (c) health services utilization, (d) nutritional choices, and (e) 

lifestyle choices. A private and not-for-profit sector executive can apply the TPB to 

identify cost-effective strategies that could align their employees toward healthy habits, 

increasing employees’ productivity and lowering organizations’ health care costs.  

Other Behavior Concepts 

TRA. The TRA facilitates understanding of the relationship between attitudes, 

intentions, and behaviors (Fishbein, 1967). Direct determinants of individuals’ behavioral 

intentions are their attitudes toward performing the behavior and their subjective norms 

associated with it (Montano & Kasprzyk, 2015). Attitude derives from the individual’s 

belief about outcomes or attributes of performing the behavior (behavioral beliefs), 

weighted by evaluating those outcomes or attributes (Montano & Kasprzyk, 2015). 

Individuals’ subjective norms derive from their normative beliefs: whether influential 

referent individuals approve or disapprove of performing the behavior, weighted by their 

motivation to comply with those referents (Montano & Kasprzyk, 2015). 

The TRA is a model for predicting behavioral intentions and or behavior (Ajzen 

& Fishbein, 1977, 1980). The development and testing of the TRA predicate that the 

studied behaviors were under complete volitional control (Madden et al., 1992). 

Behavioral intentions, the immediate antecedents to behavior, are a function of salient 
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information or beliefs about the likelihood that performing a particular behavior will lead 

to a specific outcome (Ajzen & Fishbein, 1977, 1980). As Ajzen and Fishbein (1977) 

alleged, the beliefs antecedent to the behavioral intention separate into two conceptually 

recognized sets: behavioral and normative. 

Behavioral beliefs influence an individual’s attitude toward performing a 

behavior. In contrast, normative beliefs influence the individual’s subjective norm about 

performing the behavior. Ajzen and Fishbein (1977) specified three boundary conditions 

or assumptions that can affect the magnitude of the relationship between intentions and 

behavior: (a) the degree to which the measure of intention and the behavioral criterion 

correspond concerning their levels of specificity, (b) the stability of intentions between 

the time of measurement and performance of the behavior, and (c) the degree to which 

carrying out the intention is under the volitional control of the individual. 

The TPB (TRB) is an extension of the TRA, providing a broader explanation of 

an individual's behavior when the degree of carrying specific intentions is not under the 

volitional control of an individual (Madden et al., 1992). When the assumption of 

volitional control is violated, the TPB provides a superior explanation for predicting the 

target behavior. The TPB explains more variations of intentional behaviors than the TRA 

regardless of the level of control (Madden et al., 1992) within the performance of the 

behavior.  

Integrated Behavioral Model (IBM). The IBM extends Fishbein and Ajzen’s 

TRA, planned behavior theory, and social cognitive theory integration (D’Urzo et al., 
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2019). The IBM has been used to study various health behaviors in adults. The IBM 

indicates that those behavioral intentions are the strongest predictor of human behavior, 

barring any environmental barriers (including the social and physical environment) or 

deficiencies in skills and abilities toward engaging in a specified behavior (Branscum & 

Lora, 2017). Behavioral intentions significantly impact behavioral attitudes, perceived 

norms, and perceived behavioral control. 

As proposed by Fishbein, the IBM provides for the integration of various 

behavioral change theories and is a useful framework for understanding the complexity of 

integrating patient centeredness (Archer et al., 2017). The model indicates that a person’s 

intentions to perform or not perform a specific behavior are the most important 

determinant of that action. The intention is a function of three determinants: attitudes, 

social influence, and perceived behavioral control. The model further recognizes that 

background factors can directly or indirectly influence behavior. Finally, the IBM 

considers that there are situations where one cannot act upon one’s intentions, where the 

person needs the necessary skills and abilities to perform the behavior, and whether 

environmental constraints may impede behavior (Archer et al., 2017). 

Strategies for Wellness Program and Health Care Cost Reduction—Incentives 

The rising cost of health care is one of the most prevalent and concerning issues 

facing the United States (Camarillo, 2021). The United States spends far more per capita 

on health care than other wealthy country, and such expenditures are increasing at an 

unsustainable rate (Crowley et al., 2020). The data provided by extensive research and 
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analysis indicated that in 2018, nearly 18% of the nation's gross domestic product, $3.6 

trillion, was directed to health care, segregated as follows: Hospital services accounted 

for 33% of spending, physician and clinical services for 20%, prescription drugs for 9%, 

and other professional services for 3% (Crowley et al., 2020). The higher cost of health 

care presented in 2018 positioned the United States as one of the countries with the most 

expensive health care globally. The pricing of health care goods and services is 

substantially higher in the United States than in other developed nations (Crowley et al., 

2020). 

To control the rising cost of health care and provide an alternative for individuals’ 

well-being, the U.S. Department of Health and Human Services (HHS) published on June 

3, 2013 the Final Rule, Incentives for Nondiscriminatory Wellness Programs in Group 

Health Plans (the 2013 Final Rule). The Rule put forth the criteria that a wellness 

program must satisfy for a group health plan or group health insurance issuer to qualify 

for an exception to the prohibition on discrimination based on health status and 

participate in the individual market for insurance coverage (Federal Register, 2013). In 

2018, U.S. health care costs totaled $3.6 trillion, translating to $11 for every man, 

woman, and child, a 4.6% increase over 2017 expenditures, with about half paid by 

employers or patients (Goetzel, 2020). Of that total, about 90% were patients with 

chronic physical and mental health conditions. Many of these health challenges could be 

prevented or better managed with the following lifestyle changes: (a) quit smoking, (b) 

have healthy diets, (c) get regular exercise, (d) avoid excessive alcohol consumption, (e) 
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receive recommended screenings, (f) get enough sleep, and (g) make healthy behavioral 

choices at work and in the community (Goetzel, 2020). For example, a study by 

Gingerich et al. (2018) on the relationship between sleep and productivity using data 

from almost 600,000 employees and 66 employers of several industries showed that 

having 7 to 8 hours of sleep correlated with the highest productivity and a reduction in 

medical hazard, which costs employers between $2,000 and $3,000 per year. 

Song and Baicker (2019) found that workplace wellness programs have become 

increasingly popular as employers have aimed to lower health care costs and improve 

employee health and productivity. Many employers seek to address the rising costs 

through their initiatives, establishing WWPs (Camarillo, 2021). In 2018, 82% of large 

firms and 53% of small employers in the United States offered a wellness program, 

amounting to an $8 billion industry (Song & Baicker, 2019). The growth in wellness 

programs funded by public investment, such as those provided through the Affordable 

Care Act, provided funds for developing workplace wellness programs (Song & Baicker, 

2019). Evidence shows that workplace health programs have the potential to promote 

healthy behaviors. 

Goetzel (2020) and Roemer et al. (2019) found that the proper implementation of 

workplace health promotion (WHP) programs results in reduction, enhancement, and 

improvement in health care utilization and costs. For example, in a worksite program 

study adapted from the Chronic Disease Self-Management Program (CDSMP), Live 

Health, Work Healthy (LHWH), Wilson et al. (2021) validated, in a 12-month 
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randomized control trial (RCT), that both LHWH and usual care had a positive impact on 

employee health behaviors and self-management of chronic conditions. For example, the 

study findings aligned with those from the National Study of CDSMP, which included 

participants from 22 non worksite organizations across 17 states and documented 

significant improvements in general health status, fatigue, pain, medication compliance, 

communication, and unhealthy mental and physical days at 6 and 12 months post baseline 

(Wilson et al., 2021). 

Workplace wellness programs, in most cases, focus on modifiable risk factors of 

the disease, such as nutrition, physical activity, and smoking cessation (Song & Baicker, 

2019). An educational wellness program had the core idea of integrating evidence-based 

knowledge on improving working conditions and health in daily leadership practice, 

including health and work engagements, sustainable development, prevention, and 

decreased risk factors at work (Eriksson & Dellve, 2020). Educational wellness programs 

without incentives include health risk assessment, free blood pressure, or on-site exercise 

classes. Other wellness programs may offer financial incentives, such as a reduction in 

employees' share of the premium for health care coverage, reductions in the co-pays, 

cost-sharing, or payments of cash or cash equivalents (Stan, 2018). Either educational or 

financially driven wellness programs provide an alternative initiative to improve the 

health of the employees and community. 

WWPs provide employees with avenues to set and achieve healthy lifestyle goals 

and outcomes. They vary widely in design and application, from online only programs 
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offered through health insurance to multi-component programs offering many activities 

such as nutrition workshops and group events (Camarillo, 2021). The 2010 Affordable 

Care Act (ACA) encourages firms to adopt wellness programs that deduct up to 30% of 

the total cost of health insurance coverage, and 18 states currently include some form of 

wellness incentives as a part of their Medicaid program (R. Saunders et al., 2019). Smith 

et al. (2018) showed that offering employee disease self-management interventions can 

substantially benefit employees and employers. These interventions could vary from 

company to company, including (a) health risk assessment, which assesses lifestyle 

health habits, (b) biometric screening, which provides clinical measures of health, and (c) 

wellness activities, which promote a healthy lifestyle by encouraging specific behaviors 

such as smoking cessation, stress management, or fitness (Jones et al., 2021). 

Companies have tried various strategies to encourage employee participation in 

wellness programs, with different success levels depending on the desired behavior and 

how the incentive programs are designed (Szrek et al., 2019). For example, one of the 

most notable levels of success is the financial incentive of 50% for tobacco cessation, 

which helped increase the popularity of wellness programs among individuals in the 

organizations (Jones et al., 2021). Financial incentives are one of the most important 

strategies for improving wellness programs' participation and increasing preventive 

health visits (Perrault et al., 2020). In addition, financial incentives, such as tobacco 

cessation, increase productivity. Gubler et al. (2017) found that sick and healthy 

individuals who improved their health increased productivity by about 10%, with surveys 
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indicating sources in improved diet and exercise. A successful tool that is being 

implemented as part of the strategies to encourage participation in a wellness program is 

a completion of a survey as a simple behavior compared to quitting smoking or sustaining 

weight loss, which are complex behaviors and harder for incentive programs to change 

and address (Jenkins et al., 2019). 

Incentives to encourage behavior change are offered widely within employee 

wellness programs but not for employees’ incentives. Such preferences could have 

important implications for differing responses to incentives for participating in healthy 

behaviors (Jenkins et al., 2019). Using financial incentives or payments to encourage 

desired behavior is a technique that has a foundation in behavioral economics. The basic 

argument is that they increase the value of the desired behavior, making it more attractive 

to individuals than the competing behavior (Szrek et al., 2019). In the context of wellness 

programs, incentives are often only partially effective (Mattke et al., 2013), resulting in a 

problem: employers pay a substantial amount for wellness programs in terms of program 

costs and incentives to encourage enrollment. They anticipate potential benefits to 

employees and the organization, but they cannot take advantage of these benefits without 

enrolling employees (Szrek et al., 2019). As a motivation to participate in these wellness 

programs, Jenkins et al. (2019) noticed that organizations offer financial incentives via 

different incentive payment modes, including gift cards and money in employees’ 

paychecks. 
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The wellness incentive programs vary, depending on the needs of the employer 

and employees. These wellness programs could include health promotion and prevention 

activities, such as health screenings, smoking cessation programs, healthy food options, 

cooking classes, paid gym memberships, or paid time to exercise (Fink et al., 2020). The 

success of incentive programs depends on other factors related to the type of behavior 

and how the incentive programs are designed (Szrek et al., 2019). Many factors 

characterize an incentive program and include the size of the financial incentive, the type 

of incentive, the frame of the incentive, communication of the incentive, and whether 

awareness and understating are achieved (Szrek et al., 2019). 

Wellness Program and Impact on the Organizations 

Wellness programs as a strategy to reduce health care costs are being 

implemented broadly within organizations. In the United States, between four to five 

larger employees offered wellness programs to their employees, with a minimum of one 

program during 2018 (Cheon et al., 2020). The ACA has established workplace wellness 

programs among the national public health strategies to reduce chronic disease in the 

U.S. The Centers for Disease Control and Prevention and the WHO have published 

guidelines for implementing wellness programs in the workplace (Cheon et al., 2020, 

p.31). The data and research indicate an increase in wellness initiatives among 

employers, providing evidence of comprehensive initiatives that can improve employee 

health and positively impact business outcomes. The impact of the wellness program in 

the organizations could vary depending on the program's complexity. One of the typical 
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structures of encounters is the integration of wellness screening and intervention. These 

two processes merge to fit the health necessities of the individual. Also, some 

organizations only integrate into their well-being program intervention process, which 

could vary depending on the health diseases, for example, diabetes, heart diseases, 

pulmonary diseases, and cancer. Investigations and research indicate that 72% of 

employers characterized their wellness program as a combination of risk screening and 

intervention (Mattke et al., 2013). Some of the programs established by the organizations 

could include employee assistance programs (EAP), occupational health services (OHS), 

on-site clinics, and absenteeism management. Survey results of 2017 Workplace health in 

America (Linnan et al., 2019) indicated that at least 40% of employers have an employee 

assistance program, and 24% report having OHS. In addition to it being in the 

organization's best interest to improve the well-being of their employees, there are other 

reasons and benefits for offering these programs. The results of the integration of the 

applications in the organizations indicate that there is an improvement in employee 

health, there are reductions in health care costs, there is an increase in productivity, and a 

decrease in absenteeism, which in the bottom line are quantifiable in the estimation of 

return on investment.  

Health and well-being in organization programs are critical elements as part of the 

package of benefits provided by an organization to retain and attract new employees. 

Also, it is one of the essential measurements to identify if the organization is an excellent 

place to work. Despite the recently increasing attention, empirical studies on 
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organizational support toward employee subjective well-being at work are still lacking 

(Joo & Lee, 2017). Plenty of information on health and well-being related to work 

satisfaction and engagement of employees exists (Jones et al., 2021; Ott-Holland et al., 

2019; Smith et al., 2018). However, clarity is lacking in identifying health and well-being 

components and how they correlate with the organization. 

Well-being is a concept that is a portion of an individual’s lifestyle, including 

life/non-work satisfaction, enjoyment, work, job-related satisfaction, and general health. 

Well-being is essential to organizational life and human resources management (Di 

Fabio, 2017). In scenarios where COVID-19 hit our health and economic system hard, 

our health and economic system globally, the well-being of the individuals is at risk 

(Nicola et al., 2020). To develop sustainable and well-being organizations, the leaders of 

the United Nations in 2015 proposed 17 sustainable development goals as follows: (a) 

good health and well-being; (b) quality education; (c) gender equality; (d) clean water 

and sanitation; (e ) affordable and clean energy; (f) decent work and economic growth; 

(g) industry, (h) innovation, and infrastructure growth; (i) reduction in inequality; (j) 

sustainable cities and communities; (k) responsible consumption and production; (l) 

climate action; (m) life below water; (n) life on land; (o) peace, (p) justice, and (q) strong 

institutions. These development goals align with the concept of well-being by 

highlighting and prioritizing the importance of progress without excluding the promotion 

of individual, family, and community development. Well-being is considered an element 

of organizational life and human resources management (Di Fabio, 2017). These goals 
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emphasized the importance of opportunities for progress and promoting individuals, 

families, communities, and organizations to ensure sustainable development and global 

growth (Di Fabio, 2017). As researchers had indicated, well-being is “a state of complete 

physical, mental, spiritual, and social well-being and not merely the absence of disease or 

infirmity” (Di Fabio, 2017, para 1). 

In the search to identify global similarities of well-being, the perspective of well-

being among scholars should is for consideration. Crisp (2017) identified well-being as a 

prudential value because it refers to a particular property or state of something good for 

someone or something. Well-being presents challenges when examining well-being at 

work (Kowalski & Loretto, 2017). The Chartered Institute of Personnel and Development 

defined well-being at work as ‘creating an environment to promote a state of contentment 

that allows an employee to flourish and achieve their full potential for the benefit of 

themselves and their organization’ (CIPD, 2007). The most commonly referred to types 

of well-being are physical, psychological, and social (e.g., Grant et al., 2007). Employee 

well-being is a state of individuals’ mental, physical, and general health and interactions 

with colleagues, teammates, and supervisors (Danna & Griffin, 1999). However, some 

researchers described health as a sub-component of well-being that engages or integrates 

the individual, mental, and psychological indicators. On the other hand, some researchers 

described health as a sub-component of well-being that engages or integrates the 

individual, mental, and psychological indicators. 
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Workplace wellness programs are intended to improve well-being, contain 

medical costs, and increase productivity (Jones et al., 2021). Lowensteyn et al. (2018) 

and Castaneda et al. (2018) identified employee health as a sub-division of employee 

well-being, providing evidence that psychological outcomes such as lack of distress, 

anxiety, and emotional exhaustion are present, there could be an impact on the employee 

well-being. For example, everyday lifestyle choices shape our perceptions, attitude, and 

behavior that affect health and performance (Qaisar et al., 2018). Also, personal problems 

stemming from lack of wellness may infiltrate organizations in the form of absenteeism, 

presenteeism, lack of interest, job dissatisfaction, and increased health care costs (Qaisar 

et al., 2018). Therefore, corporate wellness programs impact employee wellness and 

productivity (Gubler et al., 2017). Organizations are shifting toward the need to develop a 

balanced life and holistic wellness to improve employees' well-being. Implementing 

corporate wellness programs and health policies are long-term strategies that benefit the 

employee's well-being by incrementing productivity, translating to a major economic 

impact on the organization (Gubler et al., 2017). 

As part of the wellness program, the organization identifies the needs for the 

health and well-being of its employees. Health, as defined by the WHO (2018), is 

characterized “by the state of complete physical, mental and social wellbeing and not 

simply the absence of a contagious disease or illness” (Sartorius, 2006, p. 662). By 

adopting this definition, it is possible to define wellness programs as a group of activities 

that support the employees by providing and sustaining the well-being and behaviors of 
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their employees. Wellness is the process of consciously and deliberately making choices 

for healthy living (Qaisar et al., 2018). Studies demonstrated that poor fitness and a 

stressful work environment contribute to chronic illness and performance issues 

(Harrington, 2017). WWPs yield positive results for employers and employees (Payne et 

al., 2018; Torres & Zhang, 2021). The positive outcomes are employees adopting 

healthier behaviors, reducing rates of chronic disease, controlling employers’ health care 

spending, and minimizing absenteeism. Reducing health risks improves the quality of 

life, personal effectiveness, and efficiency while simultaneously producing a positive 

result that benefits the organization (Foy et al., 2019). Wellness programs could vary 

from organization to organization depending on the program's complexity, but some 

common characteristics of developing the plan are the combination of wellness screening 

and interventions. Organizations that perform wellness screening as part of employee 

wellness programs often seek to reduce health risk factors. Responses to the identified 

risk factors are individualized programs and interventions to improve, reduce, and 

prevent the identified health issues affecting employees. 

The development and success of wellness programs depend on stable structures 

and pillars based on the organizations' shared values. Torres and Zhang (2021) identified  

vital components that contribute to the success of wellness programs. These six pillars are 

multi-level leadership, alignment, scope, relevance and quality, accessibility, partnership, 

and communications (Torres & Zhang, 2021). Payne et al. (2018) identified that 

employers should not simply introduce random interventions, expect health outcomes, or 
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reduce costs. Instead, they should strive to build a culture of health (COH) and develop 

an environment that places value on and is conducive to employee health and well-being 

(Payne et al., 2018). As mentioned in the first pillar, the integration of multi-level 

leadership is part of the program's success and a COH. Leadership, their actions, and 

support through the organization will influence the bottom-level employee, creating an 

environment of sharing, wellness, and trust for example, multi-level leadership as C-

suites and top managers. 

One of the necessary components strategies to promote the wellness program for 

success overall is organizational support of the program through direct leadership buy-in, 

program champion, comprehensive organizational commitment, alignment of the 

worksite wellness program to organizational goals, values, and missions, and integration 

into organizational operations (Camarillo, 2021). Programs must meet the organization's 

unique needs and be flexible for individual participants as additional components of 

success (Camarillo, 2021). Also, as a final component, there is evidence that indicates 

that programs which seek both behavioral (worker) and structural (worksite) changes are 

more likely to see success (Camarillo, 2021; Quirk et al., 2018). These components may 

elevate the value of the wellness program in the organization, building a COH, 

prioritizing the employee's well-being, and ensuring resources that support a holistic 

environment of health for the employee (Payne et al., 2018). 

Approximately half of the U. S. population is living with a chronic disease that 

could be prevented or abated by lifestyle changes, which is a behavior problem of great 
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social significance (Normand & Bober, 2020). As defined by the WHO (1948, p.1), 

health is the state where an individual maintains a complete physical, mental and social 

well-being and is not merely an absence of a medically diagnosed disease. According to 

the 2016 National Survey on Drug Use and Health, more than 50 million people smoke 

cigarettes, roughly 65 million people binge drink, over 16 million engage in regular 

heavy alcohol consumption, and almost 29 million use illicit drugs (Substance Abuse and 

Mental Health Services Administration, 2017). 

There are changes needed in individual behavior in order to improve health. Few 

people with chronic health conditions adhere to prescribed medical regimens, including 

lifestyle behavior-change recommendations (Normand & Bober, 2020). An estimated 

92% of adults in the United States do not access the recommended preventive health care 

services identified as most likely to improve health (Borsky et al., 2018). Approximately 

15% of the U.S. population does not see a physician in a calendar year (National Center 

for Health Statistics, 2016). According to one estimate, almost 65% of U.S. adults do not 

receive regular dental care, and only about half of U.S. children do receive dental care 

(Nasseh & Vujicic, 2017).  

Organizations implemented health coaching or wellness coaching as a tool to 

design and deliver lifestyle changes to subside chronic disease. Health insurance plans in 

the U.S. use health coaching, workplace wellness programs, primary care clinics, and 

community health centers to promote health behavior change (McQueen et al., 2020). It 
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is a relatively new field within behavioral health, covering a range of activities that 

individually promote health and wellness (Normand & Bober, 2020). 

Health coaching combines health education with psychosocial support and 

behavior modification techniques to meet patient determined goals, often involving 

lifestyle behaviors such as diet, exercise, smoking cessation, and stress management (Hill 

et al., 2015; Wolever et al., 2013). Studies of coaching interventions have shown positive 

effects on behaviors, including physical activity, nutrition, and weight loss (Hill et al., 

2015), as well as improved medication adherence and health outcomes among those with 

chronic diseases (Wolever et al., 2013). As part of the strategies of wellness programs 

and interventions, health coaching provides both the psychological and education to 

achieve the desired results and impact the organization as a whole entity.  

The Centers for Disease Control and Prevention (CDC, 2017) identified four 

specific health behaviors that can contribute to a longer, (a) healthier life, (b)avoiding 

excessive alcohol use, (c) tobacco, improving nutrition, and (d) engaging in physical 

activity. Studies suggest that workplace norms influence employee health behaviors, as 

does stress (Hoert et al., 2018). Highly stressed employees report having the most health 

problems and little confidence or support for health behaviors. Health coaching used by 

health insurance plans, workplace wellness programs, primary care clinics, and 

community health centers in the U.S. promotes health behavior change (McQueen et al., 

2020). Health coaching combines health education with psychosocial support and 

behavior modification techniques to meet patient-determined goals, for example, lifestyle 
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behaviors such as smoking cessation. Studies of coaching interventions have shown 

positive effects on behaviors (McQueen et al., 2020), including physical activity, 

nutrition, and weight loss (Hill et al., 2015; Olsen & Nesbitt, 2010), as well as improved 

medication adherence and health outcomes among those with chronic diseases (Vale et 

al., 2003; Wolever et al., 2013). 

It is easy to find employees who do not participate in wellness programs. Current 

researchers have suggested that participation rates in WWPs tend to be below the 

expected participation rate. Generally, the healthiest and least stressed employees have 

greater participation rates than the most stressed employees—the latter report the greatest 

health risks (Hoert et al., 2018). One of the emerging areas in research of wellness 

programs in the organization is the support of leadership as a tool to align employees 

toward healthy habits. Leadership support is an important factor influencing health 

promotion and WWPs (Hoert et al., 2018). 

Organizational leaders are the face of the organization and strategically align 

employees toward the organization's goals. Also, organizational leaders empower 

employees and set the tone of the internal and external culture, that could include healthy 

habits, in other words, wellness. A multitude of reasons influences why employees 

choose not to participate in WWPs (Perrault et al., 2020). The lack of engagement in 

WWPs creates a gap between leaders and organizations that buy a COH. For this gap to 

be closed, an element is needed, passionate, persistent, and persuasive leadership. 

Possible factors that influence employee engagement toward worksite wellness programs 
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could include (a) employee perceptions of the value of employee wellness programs, (b) 

the employer’s role in employee wellness and employee’s responsibility for their 

wellness, (c) the commitment of the CEO, senior leaders, and company leaders to 

employee wellness, (d) the contribution of the work environment to employees wellness, 

(e) employer offered resources for maintaining wellness, (f) support for achieving 

wellness goals and (g) incentives for participation (Fink et al., 2020). For the organization 

to build a COH, leaders, such as senior managers, should support their employees by 

providing sustainable wellness programs and separate resources to fund these programs. 

Wellness Programs and Employee Engagement and Satisfaction  

Health care costs among organizations have risen dramatically during the last 

decades. In 2018, U.S. health care costs totaled $3.6 trillion, translating to $11,172 for 

every man, woman, and child, a 4.6% increase over 2017 expenditures, with about half 

paid by employers or patients (Goetzel, 2020). Of that total, about 90% were patients 

with chronic physical and mental health conditions. Many of these conditions are 

preventable or manageable if people quit smoking, have healthy diets, exercise regularly, 

avoid excessive alcohol consumption, receive recommended screenings, get enough 

sleep, and make healthy behavioral choices at work and in the community (Goetzel, 

2020). To improve employees’ health and well-being, employers engage in behaviors 

promoting well-being in the organizations, such as employer-sponsored wellness 

programs. 
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Most U.S. employers offer wellness programs for employees (Mattke et al., 

2013), and research on the organizational outcomes of these programs demonstrated 

some positive effects. For example, meta-analytic research indicates that medical costs 

fall by $3.27 while absenteeism costs fall by $2.73 for every dollar spent on a wellness 

program (Ott-Holland et al., 2019). However, studies that have looked more specifically 

at different types of workplace health promotions show that medical cost reduction is 

affected more directly by disease management programs for those with chronic illness 

than by lifestyle programs (Mattke et al., 2013). 

Organizations increasingly use employer-sponsored wellness programs, yet their 

purported positive outcomes for employers continue to be debatable (McCleary et al., 

2017). Employers use several strategies to increase employee engagement in wellness 

programs, including offering discounts on health insurance premiums in exchange for 

employee participation (Fink et al., 2020). For example, findings from Koruda indicates 

that incentive programs for employees make low-income individuals, racial minorities, 

and individual vulnerable to health care shifting. 

Income is not essential for employee perceptions of the value of the employer-

offered wellness incentive program, the employee’s responsibility for their wellness, the 

commitment of the CEO, senior leaders, and company leaders to employee wellness, the 

contribution of the work environment to employee wellness, employer offered resources 

for maintaining wellness, support for achieving wellness goals, or incentives for 

participation (Fink et al., 2020). Income is not important for whether employees feel like 
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they have to participate in or disclose personal health information in the program. 

Instead, income is a matter of how the employees perceive the engagement role of the 

leaders as conductors in promoting health and well-being during the organization. 

The research and information related to the outcomes of the organization's 

wellness programs are still thin. When implementing wellness programs, some 

organizations consider the holistic approach to well-being, encompassing financial, 

mental, and physical health (Ott-Holland et al., 2019). For example, in response to the 

“epidemic burnout” in medicine, wellness initiatives at the Institution of Cumming 

School of Medicine are increasingly focusing on early prevention and intervention 

through engagement, advocacy, and scholarship. Wellness depends on a core principle of 

embracing individual differences and vulnerability, which reflects the Nussbaum (2001) 

human capabilities approach, based on the principle that “the freedom to achieve 

wellbeing is of primary moral importance. Freedom to achieve wellbeing is dependent on 

people’s capabilities, that is, their real opportunities to do and be what they have reason 

to value” (Kassam & Ellaway, 2020, p. 9). 

Wellness program participation is the extent to which employees behaviorally 

engage in a voluntary health program (Ott-Holland et al., 2019). For example, Cumming 

School of Medicine leaders attend the opportunity and competence to orient and integrate 

wellness activities, which is central to the Wellness Innovation Scholarship for Health 

Professions Education and Health Sciences (WISHES) approach. WISHES is taking a 

holistic approach that focuses on areas of wellness, such as mental, physical, 
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occupational, social, and intellectual domains for individual learners and teachers; health 

professions education/training programs; and the intersection of the higher education 

system and the health care system (Kassam & Ellaway, 2020). 

Employees play a critical role in accomplishing organizational goals and 

objectives, which work at least eight hours, or, for example, in the health industry, more 

than 10 hours. Ferdian et al. (2021) recognized that employees play a crucial role in 

determining the organization's success in achieving its goals, specifically in this current 

environment characterized by intense competition. Further evidence relating to the 

importance of the level of engagement towards the achievement of company goals is 

increased job performance (Peng & Tseng, 2018), reduced turnover intention and burnout 

(Saks, 2019), and increased positive well-being and health perception (Bailey et al., 

2017). Human resources practice (HRP) significantly influences employee engagement 

(Ajibola et al., 2019; Alola & Alafeshat, 2020). Policy and practice of human resource 

function in training and development, rewards management, and fair treatment can 

become sources of employee satisfaction, well-being, comfort, and motivation (Ferdian et 

al., 2021). 

Employees' physical and psychological well-being are affected mainly by the 

work environment in which they work (Alex & Golhar, 2020). As an integral part of the 

holistic approach, human resources practices play the primary role in the engagement 

process of the employee as well as employee retention and satisfaction in the 

organization. Strategic human resource management (SHRM) research has established 
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how HR practices shape employee attitudes and behaviors and serve as a means for 

developing a more motivated, engaged, and productive workforce (Ott-Holland et al., 

2019). Ambrosius (2018) categorized HR practices as transactional or discretionary, with 

required and regulated transactional practices, e.g., worker’s compensation, and 

discretionary practices as nonobligatory and as investments in employees’ training and 

development. They suggested that only discretionary practices will substantially affect 

employee attitudes and behaviors. Wellness programs are discretionary HR practices and 

should affect employee attitudes and behaviors (Ott-Holland et al., 2019). 

Human resources practices should have the desire to have a positive effect on 

employees’ attitudes and behaviors. If individuals interpreted an HR practice as due to 

positive motives on management rather than for control reasons, the practice could lead 

to more positive employee work attitudes and outcomes. This process suggests that 

employees believe the value of wellness programs is beneficial to them, and sincere 

organizational support will influence employees' subsequent willingness to engage in the 

program (Ott-Holland et al., 2019). 

Employee well-being at work is the overall experience and functioning of the 

employee measured by job satisfaction, organizational commitment, and motivation 

(Mahajan, 2020). Many theorists have suggested that well-being has multiple domains 

and is thus a multifaceted construct (Diener et al., 2018; Forgeard et al., 2011). Diener et 

al. (2018) suggested six domains, and VanderWeele (2017) identified 10 items associated 

with flourishing, which are: (a) Oxford Happiness Inventory, (b) Subjective Happiness 
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Scale, (c) Approaches to Happiness Scale, (d) Authentic Happiness Inventory, (e ) 

Satisfaction with Life Scale, (f) PANAS (Positive and Negative Affect Schedule), (g) 

Affect Balance Scale (ABS), (h) Psychological Wellbeing Scales, (i) Psychological 

Wellbeing Scale, (j) Warwick-Edinburgh Mental Wellbeing Scale (SWEMWBS) and (k) 

Friedman Wellbeing Scale.  

The companies with the most successful employee well-being program have 

integrated it into their work culture (Mahajan, 2020). Promoting employee well-being is 

not limited to decreasing medical costs but also increasing financial success, reducing 

employee turnover, fostering creativity, better customer service, and being recognized as 

an employer of choice to attract the best talent. For example, the workplace wellness 

market is worth 43 billion to the Global Wellness Institute. However, out of a global 

workforce of more than three billion, only nine percent have access to workplace 

wellness programs at their jobs. 

Yeung and Johnston (2016) defined wellness at work as the right to work in a 

healthy, motivating, and edifying manner. Everyone, workers, managers, and business 

owners, should endeavor to work in a way that improves their wellness and the well-

being of others. The Global Risk Report 2019, published by the World Economic Forum, 

technological and societal change links rapid transformations in the workplace; what 

happens at work can affect emotional and psychological well-being. 
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The Economic Impact of a Wellness Program on Health Care Cost 

Workplace wellness programs have been implemented in the United States. There 

is further research needed on wellness programs’ impact on health care costs about (a) 

systematic reviews suggest that more exhaustive design evaluations have reliability 

towards the effectiveness of workplace wellness programs, (b) in order to validate 

studies, there is a need to increase the analytical approach in various methodologies with 

different sample sizes, and (c) the effectiveness of strategies based on monetary 

incentives structure and the outcomes in the participation rates or financial impact, which 

rarely consider the impact depending in the design of the programs (Cheon et al., 2020). 

While designing programs, organization leaders should consider the topics like target 

goals, intensity, and possible impact in recruiting employees, having a mindset of 

optimizing cost and effectiveness (Cheon et al., 2020). 

Gallups and West Health (2019) indicated that Americans borrowed $88 billion 

(all dollar amounts in U.S. dollars) in 2018 to pay for needed health care. The survey also 

provided the following: (a) 26% of Americans deferred treatment, (b) 15 million went 

without medications for serious health conditions, (c) 23% cut back household spending, 

(d) 41% avoided emergency care, and (e) 45% say they are concerned or extremely 

concerned that a major health event in their household could lead to bankruptcy. When 

asked about the reason for rising health care costs, 47% cited insurance company profits 

as the chief culprit, with 21% blaming better care and 16% higher prices. 
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A recent RCT of one employer’s program found that workers at worksites 

exposed to wellness programs reported an 8.3% higher rate of regular exercise and a 

13.6% higher rate of weight management behaviors, but the study failed to produce cost 

savings for the employer over 18 months (Goetzel, 2020). Researchers have found that 

certain health risks have a stronger relationship with health care costs than others, 

namely, high blood glucose, high blood pressure, tobacco use, high stress, and physical 

inactivity. Quantitative studies on high-risk factors to health care costs estimated changes 

in expenditures by tracking individuals’ costs over an average of 3 years following risk 

measurement. However, they did not address the short-term impacts of having certain 

health risks, specifically, the relationship between health risks and health care costs in 

just one year following risk measurement (Goetzel, 2020). 

The burden of premiums and deductibles on workers has increased sharply in 

recent years (Himmelstein et al., 2019). In 2017, employees’ share of premiums averaged 

6.9% of median income, up from 5.1% in 2008. During that same period, the average 

single-person deductible for employer-sponsored coverage increased to 4.8% of 

employees’ median income, up from 2.7%. For example, a new study finds that people 

with diabetes whose employer forced them into health plans with a high deductible (more 

than $1,000) delayed getting care for macrovascular complications of diabetes like 

angina, transient ischemic attacks, and lower limb ulcers. High-deductible coverage also 

causes delays in care for women with breast cancer (Himmelstein et al., 2019). 
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Leaders of the organizations have implemented wellness programs to promise 

reduce health care costs and sometimes coerce their workers into participating 

(Himmelstein et al., 2019). Employees with modifiable health risks (i.e., high blood 

glucose, obesity, stress, depression, and physical inactivity) are significantly more costly 

than those at lower risk (Goetzel, 2020). Workplace wellness programs reduce health care 

costs, increase productivity, and provide a positive return on investment. These expected 

outcomes promise that the wellness program will help improve the health of those 

employees that participate in one of the programs. 

Financial metrics for evaluating the total health care cost for the WWP include 

direct and indirect cost savings and return on investment (ROI). Direct cost is the actual 

amount spent on health care for covered individuals; indirect costs encompass a loss of 

productivity from employee absenteeism or disability. ROI is a financial metric used to 

calculate the amount of money gained or lost relative to the amount invested, which is 

considered the most relevant metric to determine the economic impact of a WWP 

(Astrella, 2017).  

The ROI produced by implementing a wellness program in the organizations 

indicates that the program that provides the savings is the disease management (DM) 

programs, like diabetes and heart disease. For example, the wellness program of Pepsi 

Co. generated a positive ROI of $1.46 per every dollar invested (Kent et al., 2018). The 

data for this analysis indicated that the savings were attributable to the DM program and 

not lifestyle management (LM). Besides Pepsi Co.’s wellness programs, data from 
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additional organizations suggested that the employer saves more than a dollar spent. The 

results came from Pepsi Co’s wellness programs. Citibank Health Management Program 

estimated saving $4.50 in medical expenditures per dollar spent (Mozaffarian et al., 

2018). Citibank Health Management Program demonstrated that the wellness program is 

beneficial to the employee's health, and by creating savings in the health insurance, 

creating a positive ROI for the organization. 

Employers are interested in supporting healthy, high-performing, fully employed 

workforces and mitigating temporary or permanent work disability. They face two 

interconnected challenges: (1) high rates of work-related injuries and fatalities persist, 

which contribute to the economic burden of work-related injury in society, and (2) second 

chronic health conditions in the workforce are increasing (Jinnett et al., 2017). 

Measurement must be at the employee level and in time sequence to assess the impact of 

personal health, job safety, and job demands. This sequence will facilitate an 

understanding of the relationship between the role that plays the personal health, job 

safety, job demands (work task difficulty), and the impact on productivity (Jinnett et al., 

2017). In the Jinnett et al. (2017) study, two major measurement components were 

productivity and employer health. Employees' absenteeism due to injury and other health 

reasons is the easiest major component of productivity. However, presenteeism, when 

employees come to work but perform at a lower level, often accounts for more loss of 

productivity than absenteeism (Jinnett et al., 2017). 
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Employers have historically relied on analysis of the association between sick 

days and health care claims data. However, these analyses fail to consider the full range 

of physical and mental health conditions associated with decreased productivity levels 

(Jinnett et al., 2017). An employer’s ability is limited when determining chronic illness 

resulting from underdiagnosis, undertreatment, and underreporting (Jinnett et al., 2017). 

Analysis that includes additional information, such as self-reported health risks and 

health conditions, presents a very different picture of what drives health costs and lost 

productivity. Such analysis suggested that the emphasis shifted from treatment to 

prevention through WHP and health protection policies and programs (Jinnett et al., 

2017). 

The Helsinki Statement on Health in All Policies (Ståhl, 2018) has considered the 

health implications of policy decisions across all sectors and levels of government. 

Creating and sustaining intersectoral partnerships is a core element of implementing a 

HiAP approach to health promotion (Corbin et al., 2018). Intersectoral partnerships 

include engaging partners from other sectors, identifying opportunities for collaboration, 

negotiating agendas, mediating different interests, and promoting synergy (WHO, 2014). 

The HiAP Framework for Country Action (WHO, 2014) acknowledges that the requisite 

knowledge and skills for facilitating effective partnerships across sectors need 

development. Partnerships are collaborative working relationships where partners can 

achieve more by working together than they can on their own (Corbin et al., 2018). 

Effective partnerships produce synergy when complementary skills, resources, 
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perspectives, and shared expertise lead to more effective solutions (Corbin et al., 2018). It 

is crucial that implementing a cross-sectoral partnership approach builds on the existing 

processes that are effective. 

In 2010, the WHO proposed a model of a healthy workplace continual 

improvement process. Large companies such as Google, Microsoft, and Accenture seem 

to recognize the potential benefits of workplace initiatives to promote health, happiness, 

and productivity and run large-scale employee WHP activities (Emerson et al., 2020). 

Workplace health initiatives can reduce absenteeism and medical costs (Emerson et al., 

2020). These initiatives include promoting healthy eating, encouraging active lifestyles, 

and awareness of mental health issues. For example, The Irish Heart foundation promotes 

several workplace health initiatives. Its "Healthy Eating Awards" encourage workplaces 

to offer nutritious food options, and its "Active@work" program supports and motivates 

employees to get more active (Emerson et al., 2020). 

Health initiatives can benefit individuals and companies (Emerson et al., 2020). 

An increase in employee activity can positively affect an individual's mental well-being 

and physical health. For example, a "Steps Challenge" is a popular corporate health 

initiative that benefits individuals. Many employees work in a naturally sedentary setting. 

As many office workers do, sitting for long periods negatively affects one's health.  

The Health Enhancement Research Organization (HERO) vision is that all 

workplaces will positively influence employees, families, and communities (Terry, 

2020). To align the organization's culture toward healthy habits, the leaders of the 
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organizations should identify time dimensions, strategies, and funds to implement health 

promotion programs. For those health promotion programs to succeed, the organizations' 

leaders will need to identify if their employers are willing to participate and engage in 

these activities. A workplace health and wellness initiative does not guarantee employee 

participation or improved overall health of an organization's workforce (Emerson et al., 

2020). 

Quelch and Boudreau (2016) examined the interface of social and business trends 

and argued that four pillars are needed if the business is to accrue the advantages of 

leading with a COH. These four pillars, as identified by Quelch and Boudreau (2016), 

are:  

1. Consumer health: How organizations affect the safety, integrity, and 

healthfulness of the products and services to their customers and end 

consumers. 

2. Employee health: How organizations affect the health of their employees 

(e.g., provision of employer-sponsored health insurance, workplace practices, 

and wellness programs). 

3. Community health: How organizations affect the health of the communities in 

which they operate and do business. 

4. Environmental Health: How organizations’ environmental policies (or lack 

thereof) affect individual and population health. 
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Regarding the employee health pillar, Terry (2020), as part of the Workplace 

Health in America Survey in 2018, mentioned that 12% of companies took a 

comprehensive approach to employee health promotion which was up from 6.9% 

sponsoring comprehensive approaches in 2004, demonstrating the spread of WHP 

movement during the last decades. More businesses are owning up to the effects of WHP 

culture on employee health rather than merely blaming high health care costs on 

employee lifestyle choices (Terry, 2020). 

Transition 

Health care costs have skyrocketed and will account for 20% (one-fifth) of the 

U.S.  gross domestic product by 2024, or $4.8 trillion (Soldano, 2016). Section I 

explained my business problem executives in the private and not-for-profit sectors have 

limited knowledge to identify cost-effective implementation strategies to align their 

employees with healthy habits for increasing productivity and lowering organizations’ 

health care costs.  

The TPB is a tool that facilitates understanding employees’ engagement toward 

healthy behaviors to increase productivity and reduce health care costs. Section 2 

included (a) the purpose statement, (b) the role of the researcher, (c) the study 

participants, (d) the research method and design, (e) the population and sampling, (f) the 

data collection method, and (g) reliability and validity.  
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Section 2: The Project 

Purpose Statement 

The purpose of this qualitative multiple-case study was to identify cost-effective 

strategies that executives and leaders in the private and not-for-profit sector implemented 

to encourage their employees to adopt healthy habits for increasing employees’ 

productivity and lowering organizations’ health care costs. The general population 

consisted of leaders, executives, and managers from six private and not-for-profit health 

care organizations within the health care industry in the southern region of the United 

States. Private and not-for-profit health care organizations are those individuals and 

organizations not owned or directly controlled by the government. These leaders had 

successfully implemented strategies to increase employees’ productivity and reduce 

health care costs. The sample for the  study was from the list of 100 healthy companies in 

2019, 2020, and 2021 provided by Healthiest Employers (2019, 2020) and the 2019, 

2020, and 2021 Fortune 500 one hundred best companies to work (Fortune, 2019, 2020, 

2021). 

The selection of these organizations was based on the following criteria. The 

organizations needed to (a) have an active workplace wellness program, (b) have 

successfully integrated their employees into the program, (c) have implemented the 

program for at least 5 years, (d) have collected segregated data that provide statistics 

about the impact of the wellness program on the health of their employees, and (e) have 

collected separated data that provide statistics of the economic effect on health care costs. 
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This study has implications for positive social change, in that it identifies opportunities to 

develop a workplace where employees engage in healthy habits that could benefit 

themselves, their colleagues, and their families and may enhance a culture of well-being 

within their surroundings and society. 

Role of the Researcher 

I identify myself as the researcher of this multiple-case study, with a role as the 

primary instrument for data collection. The purpose of the researcher in qualitative 

research is to acquire in-depth explanations, meanings, and understanding of the feelings 

and thoughts of the participants (Carminati, 2018). The aim of the study was to examine 

the participants' experiences and perceptions through the collection of events pertinent to 

the context of the study. In qualitative research, the researcher can bring together multiple 

perspectives, including contradictory viewpoints, deeply probing participants' feelings 

and thoughts while expanding the development of understanding and experiences of the 

participants toward the study (Flemming et al., 2019). The role of the researcher in the 

data collection process is to verify and provide details on a study, including (a) 

conducting surveys and interviews, (b) selecting the sample size and research 

participants, and (c) determining population transferability (Vasileiou et al., 2018). The 

success of the researcher’s role depends not only on gaining physical access to 

participants, but also on building rapport and demonstrating sensitivity to gain cognitive 

access to their data (R. Saunders et al., 2019). Qualitative research involves gaining 

access to people’s feelings, thoughts, and natural environment, which may provide more 
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insightful data for future qualitative research (Clark & Vealé, 2018). The researcher 

develops questions, conducts field research, interacts with participants, and collects, 

analyzes, and disseminates data (Yin, 2018). 

In a previous capacity as an internal auditor for a health insurance company and 

government institution, I was able to review, assess, and provide recommendations in the 

process and policies of the organization regarding rules and regulations approved by 

official federal organizations and the local government. In addition, I formulated 

recommendations for possible new policies and control regarding the health insurance 

organization's operation, finance, and governance process. Regarding the position, job 

responsibility, and capacity as an Auditor II for the government sector, I was limited to 

gaining insight into the foundations, process, and rollout of a new integrated process of 

managed care for the Medicaid sector, which provides health care insurance for the low-

income population.  

The purpose of this qualitative multiple-case study was to identify cost-effective 

strategies that executives in the private sector implement to encourage employees to 

adopt healthy habits to increase employee productivity and lower organizations’ health 

care costs. My experience provided knowledge in conducting the study and the specific 

subject that I desired to research. However, I had no direct relation with the organizations 

or executives targeted as part of the population and sample selection. As a component of 

my research responsibility in a qualitative study, I was reflexive before and after the 

research process. When being reflexive, researchers should not simply ignore or avoid 
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their own biases (as this would likely be impossible). Reflexivity requires researchers to 

articulate their position and avoid subjectiveness (worldview, perspectives, biases). 

Readers can better understand the filters through which questions asked were part of the 

data collection and analysis. Even though the probability of bias during the interview 

question and research process was low, my experience could have developed a personal 

bias. 

A researcher must maintain ethical practices throughout a study. The National 

Commission for the Protection of Human Subjects of Biomedical and Behavioral 

Research (1979) created the Belmont Report, which includes principles and guidelines 

for ethically conducting studies with human subjects. The three basics principles that I, as 

a researcher, adhered to were (a) respect for persons, (b) beneficence, and (c) justice—I 

applying these general principles and considerations toward informed consent, 

risk/benefit assessment, and the selection of research participants during the research 

process. To ensure respect for and the consent of the participants, the participation of 

each interviewee was voluntary. If for any reason, during the interview process or 

collection of data, the participant decided that they no longer wanted to be involved in the 

research, they were free to retire from the research. 

I sought to ensure that there were no limitations on the participants ' behavior by 

providing an adequate environment and climate to elaborate on and articulate their 

thoughts related to the research subject. The principle of beneficence was applied and 

extended by treating the participant ethically, respecting their decision, and protecting 
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their well-being. As an obligation, I did not harm participants and sought to maximize 

possible benefits to them, and measures were in place to prevent discomfort, possible 

stress, or any adverse reaction. The basis of the selection of participants was knowledge 

and contribution to the wellness programs of the organization that preserve the justice 

principle. Beyond this obligation as a researcher, I was trained and certified for 

Protecting Human Research Participants (PHP) by the National Institutes of Health (NIH) 

and the U.S. Department of HHS. 

The research design provides the landscape of a study for which a researcher 

answers a research question (Tobi & Kampen, 2018). A research design contains the 

conceptual framework, which comprises the research objectives, theory or theories that 

are central in the project, the research questions and the sources of the data collection, 

detailed the method of data collection and analysis, and ascertained of any possible 

ethical issue encountered during the study process (Tobi & Kampen, 2018). I collected 

data for this study using an interview protocol (see Appendix B) aligned with the 

conceptual framework and research problem. The in-depth interview protocol (see 

Appendix B) included relevant issues related to cost-effective strategies that encourage 

employees to adopt healthy habits, increase productivity, reduce absenteeism, and lower 

health care costs. I ensured the reliability and validity of the data collected, the credibility 

of the participants, and the prevention of any principal ethical violation. I organized and 

processed the collected data using NVivo qualitative data analysis software. I used the 
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data collection process to recruit and interview six leaders or executives from the private 

and not-for-profit sectors until I reached data saturation. 

Participants 

The purpose of this qualitative multiple-case study was to identify cost-effective 

strategies that executives and leaders in the private and not-for-profit sectors 

implemented to align their employees with healthy habits for increasing employee 

productivity and lowering organizational health care costs. Therefore, the criteria for 

selecting participants indicated that they needed to be executives and managers within the 

health care setting. The sample consisted of six private and not-for-profit health care 

organizational leaders, including executives and managers, from the southern region of 

the United States, representing organizations on the list of 100 healthy employees 

provided by Healthiest Employees LLC and Fortune 100 during the years 2019, 2020 and 

2021.  Organizational leaders with comprehensive knowledge of the research subject 

were requested to provide their perspectives through an interview process. I sent letters 

with the study's intent to obtain organizational leaders’ perspectives based on the 

selection criteria and sampling strategy. 

I applied the purposive sampling strategy in the study. Purposive sampling is one 

way to achieve a manageable amount of data (Ames et al., 2019) and is extensively used 

in case studies to identify and select ample information related to a research topic 

(Palinkas et al., 2019). I obtained written permission from the selected participants before 

conducting open-ended interviews. 
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The following inclusion criteria facilitated the eligibility and selection of 

participants for the study. The organizations needed to have (a) an active workplace 

wellness program, (b) successfully integrated their employees into the program, (c) 

implemented the program for at least 5 years, (d) collected segregated data that provide 

statistics about the impact of the wellness program in the health of their employees, and 

(e) collected separated data that provide statistics on the economic effect on health care 

costs. 

The following criteria facilitated the selection of the participants from the chosen 

organizations: (a) be a leader or executive of the organization in the area of human 

resources, wellness programs, and development programs; (b) have access to the Internet; 

and (c) have the consent of the participants by signing, filing, and acknowledging the 

consent to participate form (Appendix A) inserted as part of the data collection process. 

After verifying that the prospective participants were suitable for the interview based on 

the inclusionary criteria, I took the following steps to ensure a successful data collection 

process: (a) explained the purpose of the study, (b) explained the purpose of the 

interview, (c) worked with the participants to build rapport, (d) verified whether there 

was any conflict of interest, (e) verified their conflicts with the schedule, and (f) clarified 

with the participant any shift of perspective within the organization that might influence 

the answer. The purpose of the interview questions was to identify strategies 

implemented in these organizations by the leaders or executives to align employees 
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toward healthy habits, reduce health care costs, and improve the organization's 

employees' health.  

The semistructured interview was used to obtain information on the leaders' 

strategies to encourage employees to adopt healthy habits to increase productivity and 

lower health care costs. Developing an interview guide composed mainly of open-ended 

questions is of paramount importance in conducting in-depth semistructured interviews. 

Unlike multiple-choice questions or single-answer questions (e.g., “yes”-or-“no” 

questions), open-ended questions must be answered in a few sentences, usually entailing 

detailed information (Das et al., 2021). As a component of a qualitative study in the case 

study, transferability is the researcher's ability to transfer the context of the study to a 

different setting, which was an indirect goal of this study. 

A copy of the consent form (see Appendix A) was provided to each participant to 

obtain informed consent to participate in the study. The form was provided  via email. 

Once informed consent was received, I explained to participants that the information 

collected was confidential and I would not disclose the participants’ identities. In 

addition, it was explained to the participants that, per Walden University guidelines, the 

data collected would be secured and conserved for 5 years to protect the participants' 

rights. The participants were able to request a copy of the approved study. 

Research Method and Design  

Research methods have strengths and weaknesses; certain concepts are more 

suitable for a research study than others (Abutabenjeh & Jaradat, 2018). The researcher is 
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responsible for selecting the most appropriate research methodology and the design for 

the studied phenomenon. The chosen method and design should be commensurate on the 

nature of the datasets or the problem-solving skills of the practitioner who will be using 

the results of the study (Abutabenjeh & Jaradat, 2018). Researchers, as noted by 

Abutabenjeh and Jaradat (2018), may select quantitative, qualitative, or mixed methods. I 

explored the methodologies most suitable for the study and applications within the health 

care industry. 

Research Method 

The methodology for a study may be quantitative, qualitative, or mixed (M. N. K. 

Saunders et al., 2019). The appropriate methodology for the study was a qualitative 

method based on the inductive approach. Qualitative data are rich, in-depth, and full of 

meaning (M. N. K. Saunders et al., 2019). Qualitative research is an iterative process 

improving the scientific community’s understanding when the studies of various 

empirical materials, provide new significant distinguish results getting closer to the 

research study (Aspers & Corte, 2019). Qualitative research incorporates recording, 

interpreting, and analyzing nonnumeric data with the purpose of uncovering feelings and 

meanings of human experiences and behaviors in depth (Renjith et al., 2021). The intent 

and outcomes of qualitative research in health care made this method suitable for the  

study and understanding patterns of wellness programs based on the TPB (Renjith et al., 

2021). 
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In contrast, quantitative research is a deductive approach in which the researcher 

extensively reviews the scientific literature and derives interpretations by considering 

broader theories and populations from the characteristics of samples, looking to answer 

when, what, and where questions concerning a phenomenon (Renjith et al., 2021). Unlike 

qualitative research, that relies on data via inquiry, quantitative research primarily 

involves analyzing the study’s phenomenon (Frey, 2018). In a qualitative study, the 

researcher has a broader perspective on the study’s phenomenon by adopting two 

positions, that of an informant and a researcher. In presenting the results, the researcher 

combines an active informant and researcher's voice and provides more exhaustive data–

theory connections (Gioia, 2021). In addition, qualitative data provide confidence and 

credibility that any creative insight is grounded in the participant's experience. The 

inability of a quantitative method to obtain in-depth insight into participants' 

perspectives, as is possible with a qualitative method, made the quantitative methodology 

unsuitable for the research phenomenon. With mixed methods, the researcher applies 

both quantitative and qualitative data collection techniques, analysis procedures, and 

approaches for addressing complex research questions (M. N. K. Saunders et al., 2019). 

A mixed-method study creates inevitable confusion when analyzing which of the 

two methods, quantitative or qualitative, applies when identifying the perspectives of 

individuals in the organizations. Mixed-methods evaluations often require timely 

collection and analysis of data, that can be quantitative (numbers) or qualitative (words), 

to provide information on the intervention itself or the strategy used to successfully 
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implement the intervention (Palinkas et al., 2019). The complexity of combining two 

methodologies, quantitative and qualitative, in addition to the time confusion and higher 

expenses associated with mixed-method approaches, made this methodology unsuitable 

for the research phenomenon. The design of this study centered on semistructured 

interviews to collect data on successful strategies from the leaders of the organizations to 

identify common themes, that did not include the collection of aggregated numeric data, 

making a quantitative or a mixed-method not suitable. 

The aim of this study was to identify successful strategies that could help reduce 

health care costs and improve the employees' health within the organizations. 

Quantitative, qualitative, and mixed methodologies exhibit diverse approaches in how a 

researcher should tackle their research question. As a result, I pursued my research 

question using a qualitative method, that provided the interviewer's experience, 

perspectives, and understanding. The quantitative and mixed methods were not suitable 

approaches for the study to collect data based on the participant experience perspective. 

Research Design 

The research strategies that address the business problem in a qualitative study are 

documentary research, case study, action research, and narrative research. The 

documentary research method refers to analyzing documents containing information such 

as policies, historical archives, and texts about the phenomenon studied (Fonseca & 

Segatto, 2021). The researcher applies a documentary research method in investigating 

and categorizing natural sources, most commonly written documents, which may be 
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published or unpublished, intended to review key points of information required to 

conduct detailed analysis of the research subject (Kurniawan et al., 2021). Using only 

secondary sources for the study makes this strategy inadequate for this qualitative study. 

Yin (2018) described a case study as a process of in-depth inquiry into a phenomenon or 

issue in a real-life setting. Renjith et al. (2021) noted that case studies are best suited for 

understanding case(s), thus reducing the unit of analysis into the study of an event, 

program, activity, or illness. The capacity for providing insight into the study 

phenomenon using primary and secondary data identifies the case study strategy suitable 

for the study. 

Action research is a participatory, democratic process concerned with developing 

practical knowledge to pursue useful human purposes, grounded in a participatory 

worldview in which its belief is emerging at this historical moment. It is a tool whose 

implementation ought to be promoted in the business/management field. It seeks to bring 

together action and reflection, theory, and practice, enhancing relevant, rigorous 

empirical studies and serving as a framework reference in research and practice, pursuing 

active collaboration between the researcher and participants (Erro-Garcés, & Alfaro-

Tanco, 2020). The action research strategy commences within a specific context and with 

a research question but may change because the work occurs in several stages (R. 

Saunders et al., 2019). The possibility of a change in the research question through the 

study made action research inadequate for applying the business research question. 

Narrative research seeks to understand serial connections and the sequencing of personal 
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life events as told by participants to aid analysis and enrich understanding (R. Saunders et 

al., 2019). Because of the time-consuming, in-depth investigations, narrative research is 

associated with a small and purposive sample. Intensive, small investigations made this 

strategy inappropriate for addressing my study's focus.  

I chose the case study design, instead of the action research, documentary 

research, and narrative research, because of the capacity of the researcher to in-depth 

inquiry into a topic or phenomenon within its real-life setting, as mentioned by Yin 

(2018), without compromising the integrity, confidence, and credibility of the study. For 

example, in action research, the researcher takes an active voice by acting as a participant 

to create change within the organization, introducing personal bias (Lim et al., 2018). In 

narrative research, the researcher connects the data and presents its point of view of the 

study phenomenon after an intense, in-depth inquiry into participants, that could lead to 

insight information band. The capacity for providing insights into the study phenomenon 

using primary and secondary data supports the case study design for this study. 

In addition, I used a multiple-case study design, that allows for replicating similar 

positive outcomes in more than one case. The multiple-case study provides the 

opportunity to reproduce the study's data from a sample until data saturation, which 

provides a more compelling and robust study (Yin, 2018). When researchers have the 

choice and resources, multiple-case study designs are preferable to single-case designs 

because of the vulnerability of putting “all the eggs in one basket” (Yin, 2018, p. x). The 

multiple-case study allowed the researcher to evaluate more than two cases, broadening 
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the information and data related to the phenomenon. Literal and theoretical replication 

are two approaches to establishing replication logic, which provides external validation to 

the findings (Yin, 2018). The theoretical replication is a tool of analytical techniques for 

the case study. The theoretical replications examine cases where the theory provides 

different but predictable results and update the assumptions as they evolve since the 

initial studies (Ebneyamini & Sadeghi Moghadam, 2018). The theoretical replications 

provide the opportunity to take advantage of the improve the study design. 

As part of the requirements of a qualitative study, the researcher needs to reach 

data saturation, the common standard for quality research (Johnson et al., 2020). A 

qualitative study focuses on the participants' various perspectives, which involves broadly 

stated questions about human experiences and realities, studied through the sustained 

contact with the individual in their natural environments and the produce of rich, 

descriptive data that help the understanding of individual’s experiences (Renjith et al., 

2021). Data saturation is probably the most common terminology when sufficient data is 

acquired and no new information is emerging (Johnson et al., 2020). Data adequacy is 

when no new information is available for data collection during a research study 

(Partridge et al., 2018). I obtained data saturation once the interviewers did not provide 

new ideas about the subject researched. 

Population and Sampling 

The researcher obtained a purposeful sampling of six executives, leaders, and 

managers within the health care industry in the southern region of the United States. 
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Selecting this sample from the list of 100 healthy companies in 2019, 2020, and 2021, 

provided by Healthiest Employers, LLC and Fortune 100, represented the full cases in a 

meaningful and justified way (R. Saunders et al., 2019). These executives implemented 

strategies to increase employee productivity and reduce health care costs. The selected 

organizations met the following criteria: (a) located in the southern region of the United 

States, which included the following states: Alabama, Arkansas, Delaware, the District of 

Colombia, Florida, Georgia, Kentucky, Louisiana, Maryland, Mississippi, North 

Carolina, Oklahoma, South Carolina, Tennessee, Texas, Virginia and West Virginia (b) 

have an active workplace wellness program, (c) have successfully integrated employees 

in the program, (d) the program has at least 5 years of implementation, (e) has collected 

segregated data that provides statistics about the impact of the wellness program in the 

health of their employees and (f) has collected segregated data that provides statistics of 

the economic effect on the health care cost. 

Purposive sampling is an approach that better matches the aims and objectives of 

the research, thus improving the rigor and trustworthiness of the data and results 

(Campbell et al., 2020). Non-probability sampling could be by judgment or quota. In 

judgment sampling, a researcher may only want to survey those who meet specific 

criteria. Researchers, in judgment sampling, reach out to participants felt to meet the 

objectives of a study or subject of interest under investigation (Etikan & Babtope, 2019). 

Quota sampling improves the representativeness of a sample to ensure that the relevant 

characteristics are present in sufficient quantities. It is widely used in polls and 
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considered the non-probability version of stratified sampling because it often has reduced 

costs and requires less time (Etikan & Babtope, 2019). 

In general, purposive sampling engages the researcher in a series of strategic 

choices about whom, where, and how one does research. Purposive sampling could mean 

the sampling strategy correlates with the study's objective. Purposive sampling is 

virtually synonymous with qualitative research because there are many objectives that 

qualitative researchers might have. Purposive sampling strategies move away from any 

random form of sampling. As noted by Campbel et at., (2020), purposive sampling 

ensures that specific kinds of cases are included in the final sample in the research study. 

Researchers may choose the sampling technique that plays a critical role in clinical and 

other experimental studies based on the subject population and the intended use of the 

results (Etikan & Babtope, 2019). Purposive sampling could not be considered 

statistically representative of the target population; instead, the logic should depend on 

the research questions and objectives (M. N. K. Saunders et al., 2019). 

Selecting the appropriate sample in the study was imperative to reach data 

saturation. Data saturation is when the researcher determines that continuing sampling 

and data analysis does not appear to provide further theory, concept, or additional 

evidence, and redundancy is achieved (Aldiabat & Le Navenec, 2018). Renjith et al. 

(2021) noted that data saturation or the point of redundancy is the stage where the 

researcher no longer acquires new information. While quantitative research deals with 

massive amounts of data for producing statistical and numerical outcomes, qualitative 
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studies employ small samples (Alam, 2021). Qualitative research aims to gather 

information beneficial for understanding the difficulty, complexity, difference, or context 

within a phenomenon; instead of representing numbers as quantitative research, resulting 

in small sampling sizes (Alam, 2021). 

If the selection was accurate, the proposed sample of six participants was enough 

to reach data saturation. If the data saturation was not unattainable with the sample 

selected, additional participants10 were going to be recruited within the character to 

reach the data saturation requirement. A larger sample size reduces the likely error in 

generalizing to the target population (R. Saunders et al., 2019). In selecting the number of 

participants, a sample of fewer than 20 would help the researcher make and maintain a 

close relationship and thus improve the open and thoughtful sharing of information 

(Crouch & McKenzie, 2006). Subsequently, as noted by Alam (2021), the perfect sizes of 

many qualitative types of research are 15 to 20 for homogeneous interview participants. 

With homogeneous participants, a suitable sample size of 10 might be adequate for a 

qualitative study (Alam, 2021; Sandelowski, 1995). 

No guidelines are provided to the research to achieve data saturation. Instead, 

there are two concepts that the researcher should focus on, obtaining rich and thick data. 

It may be best to think of data in terms of richness and thickness because data saturation 

is approximately six participants, a subjective determination based on the convention of 

the field of study and research (Guest et al., 2020). Data saturation generally denotes 
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achieving the highest position of informational redundancy or similarity without adding 

new contributions to any beneficial information to the body of the study (Alam, 2021). 

The interview environment was critical for collecting data in this study. 

Interviews facilitate the conduct of qualitative research, for which the researcher strives 

to understand the participant's subjective perspective rather than focusing on the general 

understanding of a larger group of people (McGrath et al., 2019). Many authors have 

argued that the main goal of an investigative interview is to gain as much reliable 

information as possible (Shepherd & Griffiths, 2021; Vrij & Leal, 2020). To achieve this 

reliable information, researchers must create an atmosphere that promotes the disclosure 

of information, such as building rapport and comfortable interactions, that enable the 

respondent to provide a rich and detailed account of the experiences at the center of the 

study (McGrath et al., 2019).  

The environment in which an interview takes place affects its quality (Hoogesteyn 

et al., 2020). Studies in the health care field found that clients disclose personal 

information at a higher rate in a “soft,” intimate room (decorated with pictures, 

comfortable chairs, soft lighting) than in a “hard,” non-intimate environment (block 

walls, uncomfortable chairs, fluorescent lighting) (Chaikin et al., 1976). Another study 

indicated that room décor influences interpersonal communication, with a room 

decorated in a home-like, instead of office-like, style fostering more communication 

concerning general and intimate topics (Gifford, 1988). A home-like décor is not just 

more physically comfortable but can also be more psychologically comfortable, inducing 
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a sense of shelter associated with a home (Gifford, 1988). I conducted the interview 

virtually, as the circumstance related to COVID-19 allowed, creating a sense of a soft 

environment in the background and through the Zoom application. The application used 

to conduct these meetings was the decision and disposition of the participant. 

Interviewing in a comfortable setting, in this case virtually, allowed to build up trust, 

soften the process and gather more reliable information. 

Ethical Research 

The purpose of the Institutional Review Board (IRB) is to ensure researchers 

comply with the existing Federal Regulations, such as Guidelines on Human Research 

Protection, U.S. Federal Drug Administrative, and National Institute of Health of the 

Federal government (U.S. Food and Drug Administration, 2019). Part of the criteria that 

all universities, including Walden University, should follow is the Federal Policy for the 

Protection of Human Subjects (45 CFR 46) (U.S. Federal Registry, 2017). The IRB is 

required to review research proposals, funded or not, that are prepared by students, 

instructors, and staff (“Researchers”), which are not literature reviews and hypothetical 

research designs (U.S. Department of HHS, 1979). I am responsible that the Doctoral 

Research Study with approval number of 10-12-21-0762190 complied with the following 

IRB standards based on the regulations established by the Federal Policy, Protection of 

Human Subject 45 C.F.R. §46 (2009) and noted by Grady (2015): 

1. Risk is justified in terms of related benefits to the participants and society.  

2. Participants engage in research willingly and knowingly to the extent possible.  
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3. Research methods are appropriate to the objectives of the research.  

4. Research methods are the safest possible and are consistent with sound 

research design.  

5. Protection of all stakeholders’ privacy.  

6. Monitoring of research.  

7. Researchers share study results appropriately with stakeholders.  

8. Researchers use other researchers’ data collection tools appropriately.  

In addition to compliance with Federal Regulations, I am certified by the National 

Institute of Health as a PHP, number #2836974. 

As a researcher, I am responsible for adhering to the standards of ethics and 

confidentiality of The Belmond Report. As part of that, I provided the participants a 

consent form that will establish the following: (a) the focus of the study, (b) the benefits 

of participating in the study, (c) key information to assist the prospective participant in 

understanding the reason of the study and (e) legally authorization of the prospective 

participant. Section ⸹46.116 stated: 

Informed consent must begin with a concise and focused presentation of the key 

information that is most likely to assist a prospective subject or legally authorized 

representative in understanding the reasons why one might or might not want to 

participate in the research (King, 2019, para. 2). 

Besides that, it is a personal responsibility to include in the consent form the 

requirements established in the Federal Policy for the Protection of Human Subjects 45 
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C.F.R. §46 (2009). King (2019) noted five conditions that every researcher can denote at 

the beginning of each consent form. Those five conditions are (a) consent is voluntary, 

(b) the purpose, duration, and procedures for the participant, (c) risks for the participant, 

(d) benefits for the participant, and (e) alternative procedures instead of the interviews. 

These five factors will match the first four factors of informed consent stated in Section 

⸹46.116(b). The four principles of informed consent include (a) disclosure, (b) 

comprehension, (c) competence, and (d) voluntariness (Sim & Waterfield, 2019). 

The data generated during the interview provided insightful information on 

strategies the organization's leaders implemented and supported the research question and 

literature review provided in Section one. The ethical research guideline of informed 

consent ensured informants' autonomy and voluntary participation inherent in the 

informed consent form and these forms. Researchers usually promise the full anonymity 

of the informants (Oye et al., 2019). My participants being employees of the 

organizations could raise the doubt that the interviewers will be “squeezed” to being 

informants and loyal employees in providing insight into strategies implemented to 

increase productivity and reduce health care costs. It is my responsibility to acknowledge 

that the “squeeze” could undermine the quality of the research (Oye et al., 2019). Lack of 

ensured confidentiality can lead to distress at the moment of discussion and less honest 

information, as seen from the perspectives of researchers (Sim & Waterfield, 2019). I am 

responsible to safeguard the data collected for a minimum of 5 years in a secure place to 
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comply with Federal Regulations ⸹45 and ⸹46. If I can guarantee that the data will be 

secured, there is the possibility that I will retain the information indefinitely. 

Data Collection Instruments 

The data collection instrument for this doctoral study was a semistructured 

interview to acquire the authentic view and perspective of the participants in the study. 

Qualitative data are likely to be characterized by their richness and fullness, based on the 

opportunity to explore a subject in as real a manner as possible (M. N. K. Saunders et al., 

2019). As stated by Johnson et al. (2020), qualitative research focuses on making sense of 

a lived, observed phenomenon in a specific context and specifically selected individuals 

and not attempting to generalize from a sample to a population (Johnson et al., 2020). As 

the primary source of the data collection, I selected from various strategies most suitable 

to understand the phenomenon study (Renjith et al., 2021). The principal researcher, as 

mentioned by Johnson et al. (2020), will ensure the trustworthiness and integrity within 

the data collection and analysis process, that runs concurrently in qualitative studies, by 

including peer review, audit trail, triangulation, negative cases analysis, and computer 

software to achieve the research goal. 

Qualitative methodology refers to the in-depth broadest sense of research that 

produces descriptive data from the participants' own perspectives and observable 

behaviors that allow findings to emerge from the data rather than a predetermined 

hypothesis (Lawton et al., 2019). A qualitative methodology is more than a set of data-

gathering techniques; it is a way of approaching the empirical world. For example, 
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qualitative researchers are concerned with the meaning people attach to things in life. A 

qualitative researcher develops concepts, insights, and understanding from patterns in the 

data rather than collecting data to assess preconceived models, hypotheses, or theories. 

Renjith et al. (2021) indicated that qualitative research examines the how and why of 

decision making from various lived perspectives of the participants. 

Edwards and Holland (2020) provided broader insight into why qualitative data 

suited the selected research study. First, I took the approach, which could be abstract and 

general theoretical approaches oriented towards the type of communication with a 

modeling line or general explanations and fragmented, descriptive, and empirical 

approaches that will support the need to investigate qualitative research methods. Second 

is the need to prolong the duration of the inquiry and maintain position independence. 

Third, some of the supporting reasons for selecting a qualitative research method are: (a) 

setting the research objective, (b) treating the research objective concerning its context, 

(c) facilitating access to land and sources, (d) supporting the researcher in promoting 

critical analyzes, (e) need to prolong the duration of the investigation and to maintain 

position independence and (f) selecting the research method (Edwards & Holland, 2020). 

The inductive approach allowed the researcher to explore a topic and develop a 

theoretical explanation as the data were collected and analyzed, resulting in a data-driven 

research study (M. K. N. Saunders et al., 2019). Some techniques used to collect data for 

a qualitative research study are interviews, observations, archival documents, and 

administrative records. The mentioned data collection techniques classify the researcher 
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as primary and secondary. Primary data consists of observations and structured, 

semistructured, unstructured, or in-depth interviews. Planning is an essential aspect of all 

research and as part of a qualitative study using semistructured interviews is the 

development of a research question and guidelines to follow along the interview process 

(Johnson et al., 2020). The interview guide underpins the interview process and therefore 

influences subsequent research stages. A healthy interview guide will likely help the 

researcher interview an individual with ASD rather than focusing on practical 

components. For example, the interviewer prefers to discuss topics of interest to them 

rather than discomfort topics. 

The study included the use of semistructured, in-depth interviews. In the range of 

qualitative methods, for example, unstructured interviews, focus groups, observations, 

documentary studies, and semistructured interviews are among the most used in the 

research area (Busetto et al., 2020). The researcher has a list of themes and possibly some 

key questions to be covered, although their use may vary from interview to interview (R. 

Saunders et al., 2019). The questionnaire could facilitate the researcher to omit some 

interview questions, given a specific organizational context concerning the research topic. 

Semistructured interviews involve in-depth conversations between the researcher and 

interviewee, which purposely provides insight into the interviewee's subjective 

experiences, opinions, and motivations (Busetto et al., 2020). As a technical tool to 

collect data in qualitative research, semistructured interviews provide the most 
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advantageous and reliable data collection when the researcher aims to amplify the range 

of behavior information data (Cooper & Wickramasinghe, 2020). 

To enrich the process of credibility and trustworthiness in the study, the 

researcher employed specific strategies within each phase of the research process, such as 

member checking during the semistructured interview and triangulation in the data 

collection and analysis (Johnson et al., 2020). Triangulation is the combination of 

methods or data sources in a single study. Data triangulation encourages the researcher to 

collect information from multiple sources to corroborate the findings (Yin, 2018). In 

addition, data triangulation helps strengthen the construct validity of the case study by 

providing various measures of the same phenomenon. Secondary data in research projects 

facilitate primary data collection (R. Saunders et al., 2019). Secondary data could include 

text materials and non-text materials found online. As part of the proposed research 

study, I used documentary data such as journals, organization reports, organizational 

policies and regulations, articles, and books to validate and reconcile the information 

acquired via the interview questions supported by data from other sources, scholars, and 

researchers. 

Data Collection Technique 

The research question and phenomenon of the study is: What health promotion 

strategies do executives from the private and not-for-profit sector implement to motivate 

their employees toward healthy habits? To fulfill the objectives of this study, I collected 

data using interview method as the primary source. The primary data source was a 
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semistructured interview, and organizational documents were the secondary data source. 

The inclusion criteria for the study was to select a purposive sample of three to six 

executives who could implement concrete strategies, such as policies and financial and 

operational plans to increase employee productivity and reduce health care costs. In this 

study, I sought to acquire extensive information related to the perspective and experience 

of the executives from the organization regarding strategies implemented to align 

employees toward healthy habits that can increase employees’ productivity and lower 

organization health care costs. An email or phone call to the wellness program facilitator 

facilitated an explanation, and the collection data process continued as approved. 

Qualitative interviews exist on a continuum, ranging from free-ranging, 

exploratory discussions to highly structured interviews (Magaldi & Berler, 2020). The 

interview is one of the dominant data collection techniques in case study approaches and 

can be distinguished by the degree of structure, such as open-ended questionnaire or 

semistructured interviews (Busetto et al., 2020). A semistructured interview has two 

roles, to help develop conversational relationships about the meaning of experience and 

allow the researcher to discover, with space to follow topical trajectories as the 

conversation unfolds (Magaldi & Berler, 2020). The semistructured interview is the 

primary data collection technique for this case study, which was conducted virtually and 

consisted of open-ended questions of the selected sample. As secondary data, I used the 

documentation provided by the organization, such as organigram, wellness policies and 
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regulations, possible performance metrics, and implementations and monitoring 

processes. 

The interview protocol (Appendix B) was as follows: (a) introduce myself to the 

participant and set the stage of the interview, (b) read the introductory script or 

welcoming, (c) indicate recording of the interview to the participant for data collection, 

(c) turn on the recording (d) read and review the participant consent signed via email 

correspondence, (e) address any concern or questions that the participant could have, (e ) 

initiate the interview process and data gathering with the participants through 

predetermined questions and follow-up questions, (f) reading the closing script, (g) check 

of participant status and contact information and (h) close the interview and ascertain 

appreciation and thank the participant. These semistructured interview questions aim to 

gain insights into a person’s subjective experience, opinions, and motivations instead of 

facts or behaviors to a broader spectrum and enhance the credibility and trustworthiness 

of an analysis (Busetto et al., 2020). At the end of the interviews, I allowed room for 

open dialogue and follow-up questions. 

I used Zoom to conduct the interview virtually. As part of the adjustment due to 

the recent spread of COVID-19, the interview process needed to be virtual. Zoom 

technology platform provided the tools to record and transcripts the interview. As a 

backup plan, I applied the software Skype for recording and analysis of data collection. 

Face-to-face interviews are traditional forms of generating data in qualitative studies 

(Creswell & Poth, 2018). However, meeting participants in person is not feasible when 
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they are in different locations, unable or unwilling to travel, or research funding does not 

allow it (Solnet et al., 2020). Video conferencing may provide researchers and 

participants with a cost-effective and convenient alternative (Gray, L. et al., 2020). 

Considering the high virulence of COVID-19, difficulty in traveling across countries and 

cities, inappropriateness of gathering a crowd, as well as new findings, theories, and 

technologies, organizing virtual meetings instead of conventional ones using a virtual 

conferencing system/platform seems safe and efficient (Scarlat et al., 2020). In addition, 

holding virtual meetings could solve a series of issues of the well-established, traditional 

interviews, including time and costs consumed in traveling, the impossibility to attend 

several meetings in different places at the same time, limitations in participation due to 

space and accessibility (Scarlat et al., 2020). 

Interviewing is a useful method to collect qualitative research data about 

phenomena that cannot be directly observed (Irani, 2019). The researcher's advantages 

and disadvantages with the interview could vary depending on the context of the study. 

Traditionally, in-person interviews have been perceived as the gold standard because they 

represent a natural encounter where the interviewer communicates and builds rapport 

with participants while observing their body language and the environment (Irani, 2019). 

With the challenging conditions of COVID-19, in-person interviews were not possible. 

Instead, virtual interviews emerged as a substitute for the face-to-face interview process. 

Virtual interviews have advantages, including the flexibility to meet with the participants 

at any moment without having difficulty traveling using Zoom, which provides the 
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capability to record and transcript the interview and is more efficient in data collection. 

Possible disadvantages of a virtual interview include the limitation of seeing the 

interviewer's body language and missing possible relevant cues during the interview 

process. In addition, the inability to have physical contact with the interviewer limits the 

ability to create an agreeable environment. Among the challenges, virtual interviews are: 

(a) not suitable for all the qualitative research and participants, (b) limit physical 

proximity to provide comfort to the participant, (c) preclude observing a full range of 

body language and nonverbal communication because the participant’s image is often 

displayed from the waist up, and (d) underrepresent participants who do not have access 

to the technology (Irani, 2019). 

After completing the semistructured interview and reviewing the primary data, the 

researcher downloaded the transcript from the platform used to perform the interview. I 

reviewed the transcript and assigned corresponding codes, providing a more relevant, 

efficient, and reliable evaluation of the results. As I prepared the coding and re-read the 

interviews, I expected to gather an in-depth holistic approach to the wellness programs 

through the view of their executives and managers. In addition, I reviewed the 

documentary data provided by the leaders or executives of the organization in order to 

support the primary data collection, such as organigrams, policies and regulations, and 

reports related to wellness programs' implementation and performance. Content analysis 

is a research technique for the objective, systematic and quantitative description of the 

manifest content of communication (M. K. N. Saunders et al., 2019). 
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I conducted member checking for reliability and credibility by reviewing the 

interview records, transcripts, and code themes. In addition, I provided a follow-up 

interview for the participants to become active in interpreting data and transcript reviews. 

By the participants being active in member checking, I provided the opportunity to 

review and edit the information provided in the transcripts and data analysis and review. 

Member checking is when the researcher asks one or more participants to check the 

account's accuracy (Candela, 2019). Yin (2018) referred to member checking as the 

action of reviewing the draft case study claiming that returning the draft to participants 

can help corroborate findings and evidence and produce new evidence the participant 

may not have given during initial data collection. Yin (2018) cautioned the participants 

that the readers may have their perspectives and disagree with the conclusion and 

interpretation of the study, providing an opportunity to challenge the study’s key 

findings. Member checking involves taking the findings back to the participants and 

asking them about the report's accuracy in writing or an interview (Candela, 2019). 

Participants can opine many aspects of the study, such as whether the description is 

complete and realistic, if the themes are accurate, and if the interpretations are fair and 

representative (Candela, 2019). 

Data Organization Technique 

Due to the novel COVID-19 virus and to safeguard the participants' and my 

safety, virtual interviews instead of in-person interviews were used to collect data. To 

conduct the semistructured interview, I used Zoom to collect data and NVivo software as 
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the platform to organize data efficiently. NVivo software provides a place to organize, 

store and retrieve data so the researcher can work more efficiently, save time and 

rigorously back up findings with evidence. While retrieving the data, I downloaded the 

recording of the interviews and transcripts and used personal notes to compensate for 

possible gaps in the data collection. I prepared the virtual room and confirmed that each 

participant's tools worked properly by providing a one-hour timeframe to test the devices. 

Reviews of the transcribed interview recordings facilitated the accuracy of data and the 

gathering of information. 

I maintained the confidentiality and anonymity of each participant before and 

after the interview through a contract that included explicit language that guaranteed the 

data collection process and any ethical issues. The Doctoral Committee and IRB 

approved this document to assure the disengagement of personal/professional bias, 

ethical dilemmas, and the objective process of data collection and analysis. Upon 

completing the interview, the researcher thanked each participant via written letters, 

stating my appreciation for their commitment and volunteerism to participate in the data 

collection. The study provided beneficial insight into techniques already in place that 

could help other organizations align their employees to healthy habits, that could help 

improve productivity and decrease health insurance costs. The coding system 

implemented was based on letters and numbers ranging from Ea1 to Ea10. Capital-letter 

E represented the executives; the lower-case a represented the private sector. Coding of 

the corporate documentation (e.g., organigram, wellness policies and procedures, 
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performance metrics, and implementation processes) began with the capital-letter F 

followed by a number. According to the IRB guidelines, the information obtained from 

the data collection, files, articles, interviews, and transcripts will remain locked in a 

secure external location for five years. (Protection of Human Subjects 45 C.F.R. §46, 

2009). After those five years of storage, shredding of all information related to my 

doctoral study will occur using the facility of a shredder company or a heavy-duty 

machine (2019).  

Data Analysis 

Data analysis is a tool that researchers utilize to achieve intelligent business 

decisions based on valuable data and data analysis of the study subject (Zhang et al., 

2021). Lester et al. (2020) noted that if the researcher seeks to impact programs and 

policies through qualitative research, it may be imperative to engage the community in 

the phenomenon of study and translate the academic language to active and applied 

phraseology. The use of computer-assisted qualitative data analytics software 

(CAQDAS), as noted by Dalkin et al. (2021), has been used in the field to aid the 

methodology, analysis, and interpretation of the data. For example, software such as 

NVivo, which provides a supportive coded-based inquiry platform, gives the researcher 

the flexibility to explore, theorize, inquiry, categorize and edit complex quality data 

efficiently. Computer-assisted qualitative data analysis software retreated the data 

collection, analysis, and findings for the phenomenon. 



86 

 

The semistructured interview was the primary data collection technique for this 

case study, which was conducted virtually and consisted of open-ended questions of the 

selected sample. The data obtained from this semistructured interview were analyzed 

using thematic analysis. Braun et al. (2019) noted that a thematic analysis could be 

described asset of approaches taken by the researcher to identify patterns within the 

qualitative data. The theoretical flexibility makes this analysis suitable for the qualitative 

study as an analytical method, as noted by Lester et al. (2020), instead of a methodology. 

In addition, the theoretical flexibility facilitated the engagement of researchers from 

various disciplines and perspectives, providing a more meaningful, in-depth, and relevant 

field analysis (Lester et al., 2020). This analysis was composed of a series of phases for 

the researcher with insightful knowledge of the data to present meaningful and relevant 

results. These phases were composed as follows: (a) preparing and organizing data for 

analysis, (b) transcription of the data, (c) understanding the data, (d) memoing the data, (e 

) coding data, (f) translating the coding to categories and categories to themes and; (g) 

prepare the report.  

The data collection technique applied to the doctoral study was semistructured 

interviews with six executives or leaders of private and not-for-profit organizations. The 

interview questions were designed to obtain an in-depth understanding and insightful 

information about the study's phenomenon. After completing the interviews, the 

researcher transcribed the recordings to familiarize herself with the data. During this 

process, the researcher memoed the data, taking notes of the recording as a form of memo 
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to add a layer of understanding and more profound knowledge of the participant's 

perspectives. Lester et al. (2020) noticed that the notes serve as an invitation for further 

analysis. The notes produced during this phase will lead to the subsequent data analysis 

stage, coding. 

Deterding and Waters (2021) indicated that coding is an actual process where the 

interview data is categorized (encoded) in themes, common language, and categories that, 

once interpreted, provide meaning (decode) to the research study. The strategies 

implemented for encoding the data consisted of the primary and affective methods in the 

first coding cycle, which include statements of experiences and reflections of the 

participants that are analytically relevant. In the second encoding cycle, the pattern and 

focusing coding were implemented. In this second phase, the researcher evaluated the 

initial set of codes, identified patterns, and assigned additional codes to focus on the 

study phenomena. Lester et al. (2020) mentioned that the second coding layer was to 

connect participants' statements, perspectives, experiences, and reflections to the study's 

primary objective. The researcher developed a third coding layer recognized as a 

selective stage to connect the data to a specific concept or theoretical idea. In this stage, 

the researcher selected the data coded from the second stage, axial coding, and framed the 

data based on a conceptual theory to identify codes selectively to the focus of the study, 

the phenomenon. As mentioned by Williams and Moser (2019), the researcher seeks to 

frame the coded data to purposely and continually work toward the specific theme and, 

consequently, the possibility of theoretical creation. During this phase, the researcher 
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obtained a level of data analysis saturation to prepare and compose the possible results or 

findings of the study. 

Qualitative data analysis (QDAS) software, NVivo, supported the process of 

manual coding by composing analytical memos, capitalizing, indexing for data reduction, 

and applying analytical coding to cross-reference data to identify patterns and focus the 

data obtained to the central theme of the research study. Mattimoe et al. (2021) indicated 

that QDAS are tools that support qualitative analysis with the capacity to import, 

organize and explore data from various sources in a relatively reduced time. The 

researcher develops a systematic configuration concerning information or evidence 

provided by the participants, that leads to an ability to identify similarities and manually 

categorize them by themes. Once organized by themes, the researcher identified common 

trends in the data obtained related to the research question and how, if any, to provide an 

in-depth explanation of the phenomenon. Maher et al. (2018) argued that qualitative 

analysis software does not provide the foundations of the data analysis process. For that, 

the researcher must implement the manual coding with the support of the QDAS. 

Triangulation was the qualitative research strategy implemented to validate the 

findings and results from various sources. Substantial analysis and reviews of case study 

methods revealed that case studies with multiple sources of evidence were more reliable 

and rated higher in quality than those with a single source of information (Yin, 2018). 

Triangulation involves the employment of multiple external methods to collect data and 

the analysis of the data. Moreover, triangulation ensures the validity and optimization of 
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the study by identifying the convergence of data obtained through multiple data sources, 

methods to avoid or minimize error or bias, and the analysis process (Johnson et al., 

2020). There are various methods of triangulation: (a) multiple data sources, (b) multiple 

data analysis techniques, (c) multiple researchers, (d) multiple methodologies, and (e) 

multiple triangulation (Natow, 2020). The triangulation method for this study was 

methodological. Multiple methodology triangulation occurs when a researcher employs 

more than one type of qualitative data collection procedure within a single data collection 

to acquire a broader perspective, i.e., data via interviews, observations, and documents 

(Denzin, 2017; Ebneyamini & Sadeghi Moghadam, 2018; Natow, 2020). The concept of 

multiple methodologies triangulation may confuse the researcher since collecting data 

could be similar to the method methodology. Moon (2019) noted that triangulation 

integrates multiple research data collection, such as data charts, interviews, and 

observations. By contrast, the multiple methodologies focused on one data collection, 

supported by at least two different data sources, such as observation or validation of 

documentation. As Rashid et al. (2019) noticed, verification of the observation process of 

an interview occurs through the actions on-site and from data collected.  

The primary purpose and goal of the study was to collect data regarding strategies 

that executives and leaders from the private and not-for-profit sectors implemented to 

align their employers toward healthy habits that increased employee productivity and 

lowered organization health care costs. The focus of the study was information gathered 

from the semistructured interviews and documents provided by the corporations, such as 
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organigrams, policies and regulations, and reports regarding the implementation and 

performance of wellness programs. The documentary data collected from the interviews 

were corroborated and reconciled. The combined data provided a broader view of the 

research question by integrating the participating executives' and managers' perspectives 

and the documentary source of the corporations. 

The purpose of gathering the data through the mechanism of interview and 

document data was to provide a holistic view of the circumstance regarding the cost-

effective strategies implemented by the executives to align their employers toward 

healthy habits and the facts regarding the strategy. Triangulation is a research validation 

strategy that can occur through four different methods: 

• data triangulation or the use of different data sources that can produce at other 

times or places, or with different people; 

• investigator triangulation consisting of the use of different researchers to 

minimize subjective distortions arising from a single individual; 

• triangulation of theories, in which an event is addressed and interpreted under 

different angles or multiple theories to increase knowledge about the object 

under study; and 

• methodological triangulation, which can occur within a single method 

(intermeshed) or between distinct methods (intermeshed; Santos et al., 2020).  

Methodological triangulation is a familiar aspect, generally subdivided into 

within-method and between-method triangulation (Farquhar et al., 2020). The former 
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uses multiple techniques within a given methodology, for example, qualitative evidence 

from focus groups and archival analysis (Farquhar et al., 2020). Gathering data from the 

perspective of executives and managers and documentary data from the organizations 

enhanced the understanding of the research question. It provided an in-depth validity of 

the findings. 

I transferred each of the interviews to Word format. In addition, for each of the 

questions, an abstract was documented. Each participant received a copy of the abstract 

as a component of member checking and validated the accuracy of the information 

transcribed and recording the participant's collaboration. Each participant had the 

opportunity to edit the documents by adding or deleting information pertinent to the study 

and providing a broader view and accuracy of the findings of the theme of the study. 

Member checking covers a range of activities, including returning the interview transcript 

to participants, a member checking interview using the interview transcript data or 

interpreted data, a member checking focus group, or returning synthesized data (Candela, 

2019).  

The documentation data provided by the organization was reviewed and used as 

part of the triangulation method. The coding and labeling of the themes will begin with 

F1. As noticed by Yin (2018), the rationalization of using multiple sources of evidence in 

the research case study is to perform a case study, an in-depth study of the research topic 

in its real-world context. In particular, the novice researcher should remember that data 

triangulation can sometimes result in contradictory and inconsistent results. As 
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mentioned by Noble and Heale (2019), triangulation can enrich research by offering 

various datasets to explain the phenomenon, can refute where one dataset invalidates a 

supposition generated by another, and can assist in confirming a hypothesis. 

Reliability and Validity 

Reliability and validity are central to judgments about the quality of research in 

natural sciences and quantitative research in the social sciences (R. Saunders et al., 2019). 

The researcher uses these two strategies and tools to establish the quality of the research 

design. As noted by Forero et al. (2018), there are four dimensions or criteria to assess 

rigor and trustworthiness in qualitative research. These four criteria, (1) credibility, (2) 

transferability, (3) dependability, and (4) confirmability, are the ground base that a 

researcher will need to apply to validate my qualitative study. The strategies incorporated 

and the design created to ensure the findings' reliability (Rose & Johnson, 2020). 

As a general assessment, a research strategy is a plan that the researcher develops 

to achieve the expected goal of the research study. As defined by M. N. K. Saunders et al. 

(2019), strategic research is a methodological plan developed by the researcher to achieve 

the researcher's goal: answering the research questions. The methods selected to achieve 

the goals may vary depending on the initial assessment of the researcher. For example, 

the method, design, and data techniques may be selected based on a methodological 

analysis developed by the researcher that better suits the needs of the study phenomenon. 

Lester et al. (2020) indicated that qualitative research supports the research by generating 

a deep, nuanced understanding of the study phenomenon. The findings of the qualitative 
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study, when spread and accessible, may provide a broad range of recommendations as 

providing a detailed description of a specific problem in practice, offering possible 

insights concerning the context of the practice, or approaching subjective issues of the 

qualitative research itself (Lester et al., 2020; Doyle et al., 2020; Haven & Van Grootel, 

2019). 

While there is not a single set of the wide range of data sets that a researcher may 

apply in a qualitative study (Lester et al., 2020), it may often align with a particular 

methodology and theoretical perspective, among others (Lester et al., 2020). The research 

strategy adopted to study the phenomenon was a qualitative multi-case study applying 

semistructured interview questions for data collection. For purpose of implementation 

and with the sole purpose of producing broad descriptive and structured narrative that 

proof the understand of the data and response the research question (Lester et al., 2020), 

the following phase was followed: (a) selection of sample of three to six organization 

focusing the area of health care in the Southeast region of the United States(b) selection 

of participants by connecting with executives and leaders of the selected sample and 

sending letter or email with intent to participate in the study (c) collection of data using 

semistructured interviews via Zoom, (d) transcribing the data and sent to participants for 

review and acknowledge, (e) coding the data obtained by themes and determine if data 

saturation was acquire, (f) if data saturation was not acquire, select from participants 

(selection will be depending on the need) from backup list and redo the cycle of 

interview, transcription and coding, (g) if or after reaching data saturation, proceed to 
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document results and findings for incorporation of the proposal and (h) draft and present 

conclusion of research study. 

Reliability 

Reliability is not pertinent to a qualitative study. The concept of dependability in 

qualitative research is arguably related to reliability in quantitative research. Furthermore, 

there must be creditability to have dependability. The objective of reliability is to ensure 

that if a researcher conducts the same procedures as stated in the research study, it will 

achieve the same findings and results. In a case study, research means studying the same 

case over again, not just replicating the results of the original case study by studying 

another case (Yin, 2018). The main goal of reliability is to minimize errors and biases 

(Yin, 2018). There are four types of errors and bias: (a) participant error, (b) participant 

bias, (c) researcher error, and (d) researcher bias. Reliability refers to replication and 

consistency. If a researcher can replicate an earlier research design and achieve the same 

findings, that research would be reliable (M. N. K. Saunders et al., 2019). Rose and 

Johnson (2020) noted that reliability refers to the soundness of the research and the 

scientific process concerning the appropriate methods chosen and the ways applied 

within the research study. 

Reliability is consistency and care in applying research practices, analysis, and 

conclusions, reflected in the possibility that other researchers and participants could 

conduct the study and obtain the same findings (Ebneyamini & Sadeghi Moghadam, 

2018). Boucerredj and Debbache (2018) disclosed that dependability refers to the 
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constancy of the data obtained within similar conditions and scenarios that guarantee the 

functional behavior's quality. Renjith et al. (2021) indicated that dependability refers to 

the assumption of repeatability and replicability of the study findings and stability of the 

findings over years when another researcher concurs with the results at each stage of the 

research process. The researcher's process and descriptions are dependable if the study 

findings are replicable with similar participants in similar conditions. The research could 

achieve dependability by members checking participant interview transcriptions, which is 

a strategy for creating trustworthiness in qualitative research (Candela, 2019). The 

concept of member checking refers to the ability of the researcher to continuously 

corroborate the findings and evidence with the participants and produce new evidence 

that participants may not initially provided, being a critical process in the qualitative 

research study (Candela, 2019). The purpose of member checking is to eradicate any bias 

from the researcher, but as Candela (2019) stated, could cause harm during research 

studies looking at experiences of marginalized populations or participant who have 

experienced trauma. I will provide dependability in my study by memberchecking the 

participant to eliminate any research bias. 

Validity 

Validity is the fidelity of the findings that reflect the data from the position of the 

researcher and participants, promoting the trustworthiness of the study (Rose & Johnson, 

2020). In a valid study, the researcher proves the existence, by representing the reality of 

the findings and their accuracy, by whether the analyses depend upon the researcher 
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(Rose & Johnson, 2020). Validity refers to the pertinent and suitable measures used to 

achieve validity (rigor), the accuracy of the results, and the generalizability of the 

findings (M. N. K. Saunders et al., 2019). Validity techniques in qualitative research 

mean the pertinent use of tools that align with other aspects of the research study, such as 

processes and results of the data analysis (Rose & Johnson, 2020). 

Credibility 

Credibility refers to the truth of the data, which is a clear and precise description 

of the context, the participants' selection and characteristics, the data collection, and the 

analytical process (Nordfonn et al., 2019). Credibility is the truth value of the data and its 

interpretation, which can be obtained via the strategy of member checking (Renjith et al., 

2021). As part of the credibility process, I used member checking during data collection 

and analysis. The member checking strategy involves establishing structural 

corroboration or coherence, it does not to have to be just about checking back in 

participants for validity measures, rather it may be use as a reflective tool for those who 

may impact and improvement of the practice (Candela, 2019). I discussed with the 

participants the interview questions. Second, I engaged the participant in an open 

dialogue to refine and clarify as needed. Third, I provided space to the participant for 

their feedback and interpretation of the review process. 

Transferability 

As stated by Renjith et al. (2021), transferability is the researcher's ability and 

degree to which the qualitative results are applicability to other settings, population or 
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contexts. This ability is met in a qualitative study if the results have meaning to 

individuals not involved in the study, and readers can associate the results with their own 

experiences. To achieve transferability in the study, the researcher provided sufficient 

information on the study participant population, study demographics, analysis, data 

collection, and findings. This information may provide the roots for a reader to engage in 

the study and participate actively through the reading. As noted by Rose and Johnson 

(2020), transferability is the ability of a researcher to transfer the analysis and results to 

other contexts and participants.  

Confirmability 

As indicated by Renjith et al. (2021), confirmability is analogous to the objective 

of the study and refers to the degree of the findings could be confirmed or corroborated 

by others. Confirmability is the ability of the researcher to support the finding of the 

study with the data connecting the conclusions and interpretations (Rose & Johnson, 

2020) To confirm the study's accuracy, I supported my findings and conclusions with the 

data collection and analysis. These findings and conclusions will provide the reader with 

a summary of the similarities obtained with the data collection and analysis and the 

findings stated in the study.  

Data Saturation 

As part of the requirements of a qualitative study, the research needs to reach data 

saturation, which is the common standard for quality research (Johnson et al., 2020). 

Instead of relying on the number of participants, the qualitative study aims to ensure 
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information-richness, to see the issue and its meanings from as many angles as possible, 

which does not require a specific sample size (Busetto et al., 2020). Data saturation, as 

noted by Johnson et al., (2020), is reached once (a) the information obtained to replicate 

the study in various settings is sufficient and (b) no additional or new information is 

obtained, and (c) the coding process is no longer expanded. I focused on collecting rich 

and thick data and considering my study design to reach data saturation. I conducted 

semistructured interviews as part of the data collection and analysis to reach data 

saturation. Thus, the number of interviews or samples needed to reach data saturation in a 

qualitative study cannot be quantified because it could vary from population and research 

questions. (Johnson et al., 2020). Instead, the researchers take the maximum number of 

interviews needed to reach data saturation. 

Transition and Summary 

Section 2 restated the purpose statement, the role of the researcher, study 

participants, research methods, ethical procedures, and research design. This section 

included the population and sampling, an explanation of the data collection instruments, 

process, data organization, and data analysis for the reader to understand the techniques 

used to research the problem statement. As part of the procedures to research and validate 

the research question, Section 2 described the reliability and validity methods for this 

multiple-case study. Section 3 will include a presentation of the research findings, a 

discussion on the applications to professional practice, implications for social change, 
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recommendations for action and further study, reflections, and a summary and conclusion 

of the study. 
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Section 3: Application to Professional Practice and Implications for Change 

Introduction 

The aim of this qualitative multiple-case study was to identify cost-effective 

strategies that executives in the private and not-for profit sector implement to encourage 

their employees to adopt healthy habits to increase employees’ productivity and lower 

organizations’ health care costs. The general population consisted of leaders, executives, 

and managers from 77 private and not-for-profit health care organizations within the 

health care industry in the southern region of the United States. Private health 

organizations are those individuals and organizations not owned or directly controlled by 

the government. Not-for-profit organizations are those that do not generate profits for 

their owners and instead are used to pursue the purpose of the organization. As a criterion 

for participation, these leaders had successfully implemented wellness programs as 

strategies to increase employees’ productivity and reduce health care costs. The sample 

for the  study was drawn from the list of 100 healthy companies in 2019 and 2020 

provided by Healthiest Employers (2019, 2020) and the 2019 and 2020 Fortune 100 

(Fortune, 2019, 2020). 

The basis for selecting these organizations was the following criteria. The 

organizations needed to (a) have an active workplace wellness program, (b) have 

successfully integrated their employees into the program, (c) have implemented the 

program for at least 5 years, (d) have collected segregated data that provide statistics 

about the impact of the wellness program on the health of employees, and (e) have 
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collected separated data that provide statistics on the economic effect on health care 

costs. This study has implications for positive social change, in that it identifies 

opportunities to develop a workplace where employees engage in healthy habits that 

could benefit themselves, their colleagues, and their families and enhance a culture of 

well-being within their surroundings and society. 

Presentation of the Findings  

The overarching research question for this multiple-case study involved 

identifying cost-effective strategies that executives in the private and not-for-profit 

sectors implement to align their employees toward healthy habits for increasing employee 

productivity and lowering organizational health care costs. I used semistructured 

interviews with open-ended questions for the data collection and analysis. These 

questions were aligned to obtain in-depth inquiry, information, and data on the 

phenomenon based on the information provided by the six participants’ expertise. The 

participants’ expertise, experience, and real-time perspective provided in-depth content 

without compromising the study's integrity, confidence, and credibility. Purposive 

sampling was the strategy to obtain the data. Purposive sampling is one way to achieve a 

manageable amount of data (Ames et al., 2019) and is extensively used in case studies to 

identify and select ample information related to the research topic (Palinkas et al., 2019). 

I selected a sample of three to six participants, which was enough to reach data saturation 

based on the participants' expertise and content. The sample selected provided the data to 
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support the credibility of the analysis. To enrich the quality of communication with the 

participants, I used an interview protocol (see Appendix B). 

The multiple-case study allowed the collection of the study's data from sample to 

sample until data saturation, which provided a more compelling and robust analysis (Yin, 

2018). By selecting various organizations and applying the same techniques, such as 

semistructured interviews, I was able to reproduce data from each participant to the point 

where no further new data emerged, known as data saturation. After completing the 

semistructured interview and reviewing the primary data, I downloaded the transcript 

from the Zoom platform, that I used to perform and transcribe the interviews. I also used 

the online software Sonix as an alternative transcript resource. I reviewed the transcript 

and memoed the data to add a layer of understanding and more profound knowledge of 

the participants’ perspectives. Lester et al. (2020) noticed that notes serve as an invitation 

for further analysis. The notes produced during this phase led to the next data analysis 

stage, coding. 

Deterding and Waters (2021) indicated that coding is an actual process where the 

interview data are categorized (encoded) in themes, common language, and categories 

that, once interpreted, provide meaning (decode) to the research study. During the coding 

and themes process, I took an in-depth, holistic approach toward the wellness programs 

through the views of executives, leaders, and managers. As Williams and Moser (2019) 

mentioned, a researcher seeks the frame of the coded data to work purposely and 

continually toward the specific theme and, consequently, the possibility of theoretical 
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creation. The semistructured interview data collected from the health care leaders, 

executives, and managers were transcribed, memoed, coded, categorized into themes, and 

interpreted to provide an answer to the research question: What health promotion 

strategies do executives from the private and not-for-profit sector implement to align their 

employees toward healthy habits? To support the analysis process, the computer software 

NVivo was used to organize the data and facilitate the categorization of themes and 

patterns captured from the interview transcripts. Twenty-eight codes emerged from the 

NVivo coding exercise, and I segregated those codes into four themes. These four themes 

were (a) cost-effective strategies to motivate employees, (b) key barriers to wellness 

programs, (c) culture of wellness, and (d) leadership roles and engagement. In addition to 

the semistructured interview, I reviewed handbooks, policies relevant to employees' 

benefits within wellness, and public data supporting the participants' content. Following 

the data organization technique established in Section 2, and to protect participants’ 

identities and organizations, I identified the participants using codes Ea1 to Ea6. 
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Table 2 

 

Data Codes, Categories, and Themes 

Codes Categories Themes 

Top-down approach Approach & strategies Cost-effective strategies to motivate 

employees 

Points-based approach 

Holistic approach 

Health assessment 

Health promotion strategies 

Cost-effective strategies 

Role modeling 

 

Reducing health care costs Health care costs & premiums 

Monetary reward 

Community-based sites 

Cost savings 

Health rewards 

 

Key barriers Barriers & organizations Key barriers of wellness programs  

 

Implementation 

Performance (metrics, participation, 

success rates) 

Education 

Impact 

 

Health policy Health Culture of wellness  

Health promotions 

Wellness teams 

 

Evidence-based programs Program 

Direct programs 

Healthy habits education 

Wellness programs 

 

Leadership styles Leadership person & care Leadership roles and engagement 

Supportive environment 

Senior leadership 
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Theme 1: Cost-Effective Strategies to Motivate Employees 

The first relevant theme that emerged from the conversation with the participants 

was the importance of having cost-effective and sustainable wellness programs to align 

their employees toward healthy habits. Within the mentioned strategies, such as role-

modeling, health assessments and cost-savings, health insurance, employee health team, 

and financial incentives, it was noted that the participants had similarities in the concepts 

of these cost-effective strategies. Primary research has suggested that the TPB could 

support the behavior of employers and employees to shift toward healthy habits. As noted 

by Gibson (2004), a role model is defined as a cognitive construction based on the 

attributes of people in social roles whom individuals perceive to be similar to themselves 

to some extent and desire to increase perceived similarity by emulating those attributes. 

As stated by Ea6,  

I think role-modeling is a cost-effective strategy for a leader. I understand the 

importance of the value of wellness and health and incorporating it at work and 

home. One strategy is talking about it myself, in my health. For example, I am 

sitting on this computer for 2 hours. I am going to walk around a little bit, eat 

healthy, or talk about an activity outside the office setting. 

Leaders play significant roles as professional exemplars in employees’ work lives, and 

the extent to which employees perceive their leaders as role models may influence the 

links between work engagement and career commitment (Son & Kim, 2021).  
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Sanghavi et al. (2022) noted that in the United States, employers often take a keen 

interest in the health of their employees because most Americans receive their health 

insurance through their workplace. Workplace and workplace health promotion programs 

(WHPPs) offer an important opportunity for delivering evidence-based interventions 

(EBIs) to promote healthy behaviors and decrease chronic diseases (Harris et al., 2022). 

As stated by Ea1,  

There are a couple of things we consider within the workplace health promotion. 

One of them is looking at our health care costs regarding team members and our 

organizations. For example, is it heart disease, diabetes, or asthma? What are the 

conditions that are costing the most? And then look at evidence-based programs 

that could decrease the cost of those specific conditions or best practices and 

implement those alongside our wellness team. For chronic diseases, such as 

diagnosis of heart disease, diabetes, overweight or obesity, high triglycerides, or 

high LDL cholesterol, there is a program that employees can enroll in called 

Disease Management Program. The participant works with a health coach in this 

program toward a specific goal. Also, get involved with other programs such as a 

free personal training program in the fitness center. 

As employer health care costs continue to increase, companies are investing in workplace 

health promotion initiatives, such as health information campaigns, employer-sponsored 

physical fitness facilities, and personalized wellness coaching (Ott-Holland et al., 2019). 

However, according to Ott-Holland et al. (2019), studies have looked at different 



107 

 

workplace health promotions to show that medical cost reduction is affected more 

directly by disease management programs for chronic illness than by lifestyle programs. 

One widely mentioned solution for the sustained growth of medical spending is to 

increase the use of “wellness programs” (Jones et al., 2021), interventions designed to 

encourage preventive care and discourage unhealthy behaviors. Workplace wellness 

programs cover over 50 million U.S. workers and are intended to reduce medical 

spending, increase productivity, and improve well-being (Jones et al., 2021). As stated by 

Ea2, 

What we do is we have a wellness program that is structured around three 

components. The first component is completing an annual wellness exam. The 

second component is conducting a confidential health assessment survey, and the 

third component is completing 50 worth of what we call wellness activities. We 

offer a variety of options to complete the activities that can include preventive 

screenings and community services. As well, we have some financial pieces to 

them. We have a step program with variety of choices that the participants can 

make and each option is worth certain number of points, up to 50 points. The 

wellness program is effective in creating healthy habits for employees because 

they are incentivized. If they complete all three required components for the year, 

then they will receive a lower annual premium for their medical coverage for the 

following year.  
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Fink et al. (2020) noted that employers offer wellness programs to employees to 

improve employee and organizational outcomes. Fink et al. (2020) found that 60% of the 

sample selected participated in the wellness incentivized program because their employer 

offered them a reward; 52% said they would participate without a reward; 48% felt like 

they must participate in the year program; and 34% felt like they would have disclosed 

information about their health at or below the current reward level.  

A 2013 report indicated that more than 50% of organizations offered worksite 

wellness programs to enhance employees’ health, including nutrition education, fitness, 

and weight management practice (Sandercock & Andrade, 2018). As noted by Baid et al. 

(2021), several studies provide evidence that worksite wellness programs can be cost-

effective, meaning that they do not save money but improve health at a price that is 

considered a good value. Ea3 noted the following:  

We have cost savings on our health insurance if employees participate; we call it 

our Wellness Program. And it's an online portal, and we partner with a vendor 

who provides this online platform. And if employees engage in it, there are two 

tiers they can engage in. And the first engagement level is a health assessment and 

a tobacco attestation. And suppose they are tobacco-free, and they complete the 

health assessment. In that case, they get the first level of savings. If tobacco users 

need to complete a tobacco cessation program, they don't have to quit, but they 

have to complete it. And that is the same as being tobacco-free. And that's called 

the reasonable alternative standard, which we have to offer legally. That would be 
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a tier one. And then, if they do additional activities, they can get to tier two and 

achieve the maximum savings. And different opportunities involve preventive 

exams or activities that people can engage in to perform this higher level tier 

status to get the higher level. We just kicked it off on February 1. It's the 

beginning of the year, and we run the program through September 30, at the end 

of the program, we can get everybody set up with payrolls. As we approach the 

new year, we can apply the savings or not to the employees. 

Fink et al. (2020) showed that income is not important for the employee’s perception of 

the value of the employer-offered wellness incentive program; the employee’s 

responsibility for their wellness; the commitment of the CEO, senior leaders, and 

company leaders to employee wellness; the contribution of the work environment to 

employee wellness; employer-offered resources for maintaining wellness; support for 

achieving wellness goals; or incentives for participation. Studies have demonstrated that 

employees' perceptions of organizational leadership support for health promotion across 

organizations are associated with positive employee health behavior and outcomes (Hoert 

et al., 2018). Ea5 added the following:  

Over the years, a number of strategies have been used to improve employee 

health. Those with the greatest adoption rate and endurance have always been 

employee-led. An Employee Health Team or Employee Health Interest Group 

working to better the workplace health experience for all employees has shown 

the greatest return. This has resulted in walking trails on campus, an improved 
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menu focused on healthy foods, healthier snacks in the gift and coffee shops, 

Weight Watchers on campus, yoga classes on campus, health club discounts, and 

more. 

A 2013 report indicated that more than 50% of organizations offered worksite wellness 

programs to enhance employees' health, including nutrition education, fitness, and weight 

management practices (Sandercock & Andrade, 2018). In addition, as Höchsmann et al. 

(2022) mentioned, workplace curricula continue to emerge by offering programs directly 

to individuals to decrease the corporate burden of health care costs. Ea6 noted,  

Our tobacco-cessation program is a 4week class for the public and referred 

patients. The patient works alongside the yoga practitioner, a psychologist, and a 

certified wellness coach. We provide education about available tobacco-

cessations programs and the risks of smoking for them, families, friends, and 

communities. The program does not provide monetary rewards and is a volunteer. 

In addition, the participants learn about breathing techniques, meditation 

practices, and how to manage withdrawal symptoms of nicotine. The participants 

also work alongside a pharmacist to determine the best options for nicotine 

replacement therapy at no cost.  

Over the last 50 years, companies have spent millions of dollars incorporating employee 

wellness programs to curb rising health care costs by fostering a healthy and productive 

workforce (Ruvalcaba et al., 2022). Grénman et al. (2019) noted that wellness had 
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become a global multitrillion-dollar industry, embodying diverse sectors that help 

consumers incorporate wellness activities and lifestyles into their daily lives. Ea6 stated,  

The University of Florida sponsors our program through the Tabacco Free Florida 

Campaign, and it has an over 75% cessation rate. It was founded almost 16 years 

ago by a former smoker who wanted to create a holistic approach to tailored 

smoking patients.  

In addition, Ea3 noted the following:  

It is essential as a health care leader to have our name out there and be recognized 

as a leader in health care and wellness. For that, we have different programs, such 

as walking challenge for fifty weeks, that engage the communities statewide and 

are non-cost to participants, that started almost 27 years ago.  

Wellness programs provided by organizations to their employees are an 

investment strategy to motivate employees toward healthier lifestyles. As the primary 

human capital and the most valued asset in the organization, employers have committed 

to their employees' well-being by tackling health issues, such as chronic diseases, that 

may impact their operations. Although often used interchangeably with wellness, as 

noted by Davis (2019), well-being generally refers to the experience of health, happiness, 

and prosperity. It included having good mental health, high life satisfaction, a sense of 

meaning or purpose, and the ability to manage stress. 

Keller et al. (2022) documented that a call to action to engage U.S. adults in 

preventing and managing chronic illness has taken center stage in efforts to improve their 
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health and reduce health care utilization and costs. For example, as noted by Höchsmann 

et al. (2022), obesity continues to be a highly prevalent disease that directly affects 

health, health care costs to individuals and employers, overall psychological health, and 

quality of life. In addition, studies such as Baid et al. (2021) have shown that individuals 

with non-communicable diseases (NCDs) account for 86% of health care expenditures, 

much of which are financed through employer-provided health insurance. Employee 

wellness refers to the collection of initiatives within an organization to promote healthy 

lifestyles among employees (Ruvalcaba et al., 2022). These initiatives, alongside the 

employee's choices to develop habits, have shown that workplace wellness programs can 

be cost-effective, as noted by Baid et al. (2021), meaning they do not save money but 

improve health at a price that is considered good value of money.  

Theme 2: Key Barriers of Wellness Programs 

The key barriers to wellness programs were the second relevant theme that 

emerged from the semistructured interviews with the participants. The participants 

stressed the importance of the program's communication, time, and complexity by 

keeping it simple to understand and manage and COVID-19 impact. As Passey et al. 

(2018) noted, wellness programs are initiatives and policies directed at chronic disease 

prevention and supporting healthy behaviors for employees. In addition to promoting 

health, employees view the access to and provisions of wellness programs as a sign of 

employer commitment to health and well-being (Passey et al., 2018). Through their 

organization, access to a wellness program is provided to the employees. How it is 
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communicated is imperative for the inclusiveness of their participants. Sotto-Santiago et 

al. (2021) revealed that we could not engage in a conversation about wellness without 

asking about equity because equity and inclusion lead to health. Ea1 mentioned, 

“Hospital has over 8,500 team members, and it can be a challenge to get the information 

to all of our team members regarding what health and wellness programs offer.” 

Sears et al. (2022) demonstrated that it is essential to identify strategies to 

effectively engage all workers, including those with work-related permanent impairments 

and other disabilities, to enhance equitable access to workplace wellness programs. To 

engage their workers, Ee5 noted the following: “communication strategies are important 

since we are a much segmented workforce and campus.” Dawkins and Daum (2022) 

stated that effective communication is not just about using medical jargon but how the 

provider uses interpersonal communication skills to convey attentiveness and establish 

rapport. As Ea5 mentioned,  

Making certain that employees and students knew these were employee and 

student-led initiatives and not something dreamed up and handed down from on 

high by Administration. Being sure that the programs have real people with real 

stories that are told, real faces that coworkers recognize and work beside day in 

and day out.  

Therefore, using appropriate communication techniques promotes clear communication 

and avoids the negative health consequences of poor communication (Rayner & 

Wadhwa, 2021). Ea2 noted, 
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Communication is the most significant barrier, mainly when changing the 

program over time. We have over 6,000 teammates; we have to be sure we 

communicate effectively to understand the program and the requirements for each 

piece of it to be successful. We also have a small portion of teammates that do not 

have access to work e-mail. We acknowledge that those teammates need 

additional effort on our part to communicate with them. 

How those words are used and how others perceive the use of those words matter 

(Dawkins & Daum, 2022). The nature of communication is complicated (Rayner & 

Wadhwa, 2021), as it encompasses aspects of culture, language, and non-verbal skills. 

Communication has proven a challenge for developing ways of overall improvement. Ea6 

mentioned,  

Another barrier is language; we have non English speaking employees in our 

hospital. Ensure that the information is translatable and in the mission and the 

vision of what we are trying to do. On occasion, you may try to translate the 

words, but someone from another culture may not understand precisely what is a 

wellness program.  

Stiehl et al. (2022) noted that there is also an issue of employees perceiving the need for 

more information, which may be provided by raising awareness of the programs, which 

benefits communicators using multiple communication channels with varying messages. 

Ee2 mentioned,  
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For communication, one thing that we did was send a postcard to the home 

because one of the requirements is to complete the wellness exam. As well, we 

did early kickoff communication launches, and when we changed the program, 

we had sessions across the organization in different locations where teammates 

could ask questions and hear an overview.  

Hashim (2017) indicated that patient-provider communication should be respectful and 

inclusive and encourage equitable participation. As mentioned by Ea3, “communicating 

the message is probably the biggest barrier.” In addition, Ea5 noted, “Communication 

management is vital to the message being successful or not and keeping the statement 

positive, always focusing on the positive side of things, not the negative.” 

Health care providers should consider implicit bias associated with using 

stereotypes and intensive terminology, which may lead to poor communication, negative 

labeling, and the absence of person-first language, eroding the trust and impacting the 

patient outcome (Dawkins & Daum, 2022). As noted by Ea5, “use the carrot, not the 

stick, and offer incentives, not deterrents or punishments.” Dailey et al. (2018) mentioned 

that because wellness health promotion activities are now a common feature in the 

organizational landscape, scholars must praise and critique programs’ effectiveness and 

recognize how employees communicatively experience and make sense of wellness 

health promotions.  
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Within the last decade, more organizations have implemented workplace health 

promotion programs during work hours that are accessible to employees (Dailey et al., 

2018). As mentioned by Ea1, 

Time is one of the key barriers that cause our team members to work more than 

one job. A team member may not be at our setting for 40 hours; perhaps they 

might be somewhere else for 10 or 20 hours. 

Stiehl et al. (2022) showed that time had been described as a barrier to accessing or using 

health promotion programs of a general lack of time and the program's scheduling. Ea6 

added the following: “The most significant barrier when you come to the individual level 

is time; it takes your time and money. Those are your two resources, and it takes time to 

meet the individual where they are located.” 

Stiehl et al. (2022) also identified that hourly workers might have difficulty 

participating in wellness health programs because they lack flexibility. In addition, 

Perrault et al. (2020) acknowledge in their study that some employees may not participate 

in wellness programs because they lack time to participate or because the program is too 

much work. As Ea2 mentioned, 

The complexity of keeping the program simple enough that people understand the 

program. Our programs have different options, and we choose that intentionally to 

have a holistic approach. But, because there are many components and other 

options, it can be perceived as complex, especially in the first year of 

implementation.  
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For that, Stiehl et al. (2022) noted that organizations could work to enhance employees’ 

self-efficacy or confidence in their likelihood to participate by emphasizing how simple 

and easy it is to participate. In addition, program requirements could be simplified and 

used as support and encouragement from coworkers, which could be a valuable strategy 

to encourage participation (Stiehl et al., 2022). Ea3 added, “They were sure that the 

programs have real people with real stories that are told, real faces that coworkers 

recognize and work beside day in and day out.” 

Ford and Scheinfeld (2016) claimed that workplace wellness programs intrude 

upon employees’ privacy, often do not consider cultural and gender differences, and 

violate confidentiality and ethical boundaries between employers and employees. To 

tackle this and other potential adverse effects of the workplace wellness program, 

scholars began emphasizing the organization’s role and responsibility in employee 

wellness (Stephens & Harrison, 2017). As reported by the Surgeon General: “If health 

care providers are not well, it is hard for them to heal the people for whom they are 

caring” (Friedan, 2016, para.3).  

Harrison and Stephens (2019) noted that the whole person or holistic approach 

focuses on the organizational context rather than the individual, couple, or group context. 

As indicated by Dailey and Zhu (2017), these programs serve as bridges between 

personal health identities and organizational identities since wellness activities allow 

employees to communicate their identity to health and work simultaneously. As 

mentioned by Ea5: “Communication management is important to the message being 
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successful or not.” During the response to the novel coronavirus disease, the well-being 

of our health care professionals was imperative to surpass the virus, continuum providing 

quality care and taking care of their well-being. As mentioned by Wu et al. (2020), the 

novel coronavirus disease is posing an extraordinary challenge to the health and well-

being of persons across the globe; along with grave threats to social stability, economic 

prosperity, and human health, caring for patients places great stress on health care 

workers. For example, an infectious disease physician in Milan described his work caring 

for patients with the novel coronavirus (COVID-19):  

It is an impossible-to-understand situation, with people intubated in the hall, not 

enough ventilators, ethical decisions regarding who to intubate, shortage of masks 

and gloves, confusion, and exhaustion. Hell is probably like this. I have no time to 

understand, think, and express emotions. (Wu et al., (2020, p.1) 

Health care professionals in different clinical units work under extreme pressure, and 

working on the front line may be a significant risk factor for psychological problems 

(Buselli et al., 2020; Jiang et al., 2020; Nie et al., 2020). In their study, researchers, such 

as Buselli et al. (2020), showed that burnout and secondary traumatization were 

associated with health care workers’ depression or anxiety scores. As noted in their study 

Wu et al. (2020) identified that health care workers caring for patients with contagious, 

life-threatening illnesses, such as COVID-19, are likely to have anxiety and fear of being 

infected. As mentioned by Ea6,  
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COVID-19 was horrible for the bedside care providers. We have a day where we 

have seven bodies in bags in ICU. Our ICU nurses, particularly in our COVID 

units, suffered tremendously. It is an unknown situation, constantly changing; our 

industry is dynamic. For example, you have this employee suffering a patient; 

perhaps they have a family with COVID, and they need to go to work surrounded 

by patients with COVID, which is something they cannot escape.  

Studies from Cai et al. (2020) showed the presence of emotional stress during a corona 

outbreak among doctors, which reported that the medical fraternity was highly worried 

about passing the virus to their families and exhaustion due to extended working hours. 

As mentioned by Ea3: “Our health care workers are stretched thin and understaffed. I 

hope that what we are doing is helping them improve their wellbeing.” Wu et al. (2020) 

noted that workers feel they will be supported in a disaster and will be more resilient.  

Liu et al. (2020) showed that frontline workers are, in fact, directly responsible for 

the caring process of patients with COVID-19 and have peculiar psychological risk 

factors such as depletion of PPE, lack of specific guidelines of treatment, and feelings of 

being inadequately supported, which may contribute to mental burden. Ea6 noted: “We 

decided to bring an in-house around-the-clock counselor so that employees can sign up 

and have time with them.” 

In addition, researchers have demonstrated that the outbreak has markedly 

changed the working scenario and job demands, such as struggle and conflicting thoughts 

about balancing  professional roles and  families' duties. For example, Ea6 noted, 
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We’ve never seen a turnover as high as it has been in the last year, as far as some 

bedside positions, especially in the nursing profession. There were a lot of 

turnovers, and we hired traveler nurses, who are high dollars. We created 

incentive programs for extra shifts to compensate our onsite employees and value 

their work. We changed our pay structure entirely to retain our staff because of 

COVID. We also realigned our positions to determine who needed to be on 

campus or who could work from home. These realign created the opportunity for 

new spaces on campus transitioning to an outpatient clinic, which helps us to add 

more service lines.  

As Vecchi et al. (2022) mentioned, international marketing strategies to improve 

subjective well-being are significant, given the global scale of the current pandemic. 

Vecchi et al. (2022) noted that physical exercise effectively improves heart conditions, 

weight loss, and cognitive skills and reduces anxiety and depression. During COVID-19, 

most of the wellness programs were realigned. As mentioned by Ea2, 

During COVID, teammates had less access to get wellness exams. We adapted 

that by allowing virtual exams and giving them opportunities to earn wellness 

activity points. These wellness activity points were things people needed to do in 

groups or did not have social interactions in mind. But with COVID, we made 

enhancements strategically to give people additional opportunities to earn those 

points with social distancing in mind. For example, it wasn't as easy to get 

community service during that time, but we added a sleep diary. We also gave 
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points for completing the vaccine for COVID. And the virtual exams I mentioned; 

the pandemic created an opportunity to expand into many different areas to earn 

wellness activity points. Still, we adapted the program to keep it moving and help 

people overcome those obstacles.  

Ha et al. (2022) noted that since the COVID-19 pandemic has caused us to adjust to life 

indoors, efforts to reduce the spread of the virus have forced people to adapt to online 

exercise using Zoom, Instagram, and YouTube. Regular physical activity and good sleep 

play an essential role in preventing negative occupational and health consequences (Ha et 

al., 2022). 

Theme 3: Culture of Wellness 

The third relevant theme for this doctoral study is a culture of wellness in the 

organization. Passey et al. (2018) noted that wellness programs are initiatives and policies 

for chronic disease prevention and supporting healthy behaviors. Practitioners and 

researchers in health promotions, such as Passey et al. (2018), are interested in strategies 

to facilitate employee participation and reduce the potential barrier to wellness by 

including managers in the equation. Establishing a sustainable and comprehensive WHP 

program within the workplace (Mitchell et al., 2021) has a significant advantage over 

other health initiatives in communities or health care settings because of the extensive 

time individuals spend at the workplace. The commitment to wellness programs from all 

levels of management (senior, middle, and line) is thought to be essential for employee 
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participation because of the power to make decisions that influence their employees 

(Passey et al., (2018). As Ea2 mentioned, 

It is vital to allow employees or teammates to make the wellness program fun and 

engaging. When it feels like something you have to do to get an incentive on 

lower premiums or that emphasizing cost over teammates’ well-being is negative.  

Researchers such as Allen and Safeer (2019) noted that participation in the workplace 

wellness program varies significantly due to several factors, including social influences, 

which can impact the effectiveness of wellness efforts. Some of the factors stressed by 

Allen and Safeer (2019) in their most recent article on positive social influences on health 

and wellness practices are: (a) peer support to increase the adoption of healthy practices; 

(b) “touchpoints,” which are formal and informal social systems reinforcing healthy 

behaviors, and (c) key factors for building a positive social climate, such as leadership 

support at all levels. For example, Ee2 mentioned, 

The best approach is to provide room for leadership and others to encourage 

teammates to participate out of a sense of the organization’s culture and not  much 

about a dollar incentive of some sort. I think for it to be successful, it needs to be 

embedded in the organization's culture to be healthy, and it needs to be adopted 

by the leaders from the top down.  

According to Liu et al. (2020), culture influences how physicians practice medicine, 

engage with colleagues, measure success, and even value their contributions. Mitchell et 

al. (2021) stressed in their research that wellness champions are employees with a vested 
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interest in improving the health and well-being of their colleagues and offering support 

for a healthy lifestyle by extending the reach of their organization’s WHP. As well as a 

low-cost strategy, they often self-select themselves into the program and volunteer their 

time and energy to the role (Mitchell et al., 2021). Ea5 noted, 

Certain groups may more readily embrace fitness and wellness. For example, 

physical therapy employees or nutritionists might have a stronger predisposition 

toward healthy habits. Psychology or psychiatry students may be more inclined 

toward holistic centering and mindfulness as part of their daily wellness routine. 

These can be strong advocates in teaching and sponsoring workshops and special 

interest groups that can offer extra credit, perhaps for students and other employee 

incentives.  

In addition, Hoert et al. (2018) resulted in a seminal study investigating individual and 

organizational factors that influence employee wellness participation in worksite health 

promotion programs and found that supervisor support and control over work matters 

were significantly greater for wellness program participation. Ea1 noted, 

We tried to get senior leadership involved in some of the messaging and 

promotion around wellness related services. Perhaps if I sent an e-mail out, I 

would not have the same readiness outcome as if the CEO had sent it. Trying to 

use the senior leadership team as a support resource to push and promote some of 

the programs and services in hopes that people would be more likely to read, learn 

and participate.  
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A culture of health and wellness has come to be viewed, as researcher Melnyk et al. 

(2018) stressed, as a critical factor that influences positive outcomes for successful 

workplace health promotion, including an improvement in population health. Ea1 noted, 

"It will be challenging for team members to be healthy and well, mainly is an 

environment within the department is not healthy as it could be.” A culture of health and 

wellness surrounds individuals with an environment, policies, and cues that facilitate 

healthy choices and encompasses the values and beliefs of people in an organization 

(Melnyk et al., 2018). For example, Ea1 mentioned, 

It is essential not just to have support from senior leadership. Still, you also need 

to have that midlevel manager that supports the program because the wheels can 

be pushed from the top-down, and individuals, for lack of better words, from the 

bottom-up can be motivated to want to be healthier and well. But if a midlevel 

manager does not create the environment to support, even if coming from the top-

down, that it’s a barrier in between.  

Mioni et al. (2022) noted that well-being includes life experiences (i.e., joy, life 

satisfaction, happiness) and, in an organizational context, general work-related 

experiences (i.e., job satisfaction, retention) and specific dimensions (satisfaction with 

colleagues or salary). It is noted that individuals' experiences at work (i.e., physical, 

emotional, mental, social) directly impact a theme and have an impact outside the 

individual’s career (Mioni et al., 2022). 
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Theme 4: Leadership Roles and Engagement 

The fourth relevant theme for our Doctoral Study is the leadership roles and 

engagement among wellness in the organization. Hoert et al. (2018) mentioned that 

organizational leaders allocate the budget, define the policies, influence the organization's 

focus through their vision, mission, strategic plan, and goals, and determine the extent of 

support for wellness programming. Studies demonstrated that a shift of policies to reduce 

some of the burden of stress at work helps improve health care expenditures. Goh et al. 

(2019) indicated that recent comparatives findings suggested that if US workplaces 

shifted policies to reduce overall employee stress, more than $40 billion in health care 

expenditures could be saved annually. 

Beyond the hindering workplace contribution (e.g., productivity, creativity), as 

noted by Shuck et al. (2021), negative work experiences may inadvertently contribute to 

damaged employee health, including compounding health problems that escalate the long 

term risk of disease. In addition, Shuck et al. (2021) noted that $6.8 billion are spent on 

US workplace wellness programs each year as a potential well-funded intervention to 

mitigate connected work experiences that influence health risk and health status. The 

overarching goal of such programs is to offset the cost of health risk and disease by 

intervening and empowering willpower and choice (Jones et al., 2021; Knippen et al., 

2018). These programs may include insurance, incentives for making healthy choices, 

and programs like smoking cessation that support choice and reduce risk but rarely look 

at effective management practices, how to create supportive cultures or what sustainable 
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levels of capacity at work look and feel like (Shuck et al., 2021). Ea5 noted, “The 

executive serves as a champion for the health related programs and provides support and 

encouragement as well as some resources when there will be a clear return on investment 

to the organization that results from a particular event.” Ea1 mentioned, “There are some 

very effective programs, platforms, and services available regarding health and wellness. 

Still, we cannot consistently implement them because we do not have the money to do 

so.” In response to supporting employees' wellness, improving health behaviors among 

their employees, and reducing health insurance costs, a new leadership position has 

emerged in many large health care organizations and institutions, the chief wellness 

officer (CWO; Ripp & Shanafelt, 2020). Laker and Roulet (2021) noted that the chief 

wellness officer (CWO) is a C-suite strategic position stemming from a genuine need to 

bring more wellness into the post-pandemic workplace and help workers overcome their 

new-found stresses associated with the new normal. Ea2 noted, 

I think the best approach is to provide room for leadership and encourage 

teammates to participate out of a sense of the organization’s culture and not so 

much about dollar incentives of some sort. I think in order to be successful; it 

needs to be embedded in the culture of the organization to be healthy, and it needs 

to be adopted by the leaders from the top down.  

Williams et al. (2019) noted that leaders have the power to inspire and empower staff to 

make choices within their work and home environment to support positive lifestyle 

behaviors. In addition, Williams et al. (2019) noted that organizational culture is also a 
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key component in supporting employee efforts to sustain and enhance their health and 

well-being. Williams et al. (2019) recommended that employers measure outcomes more 

indirectly related to monetary value with factors related to a culture of workplace well-

being, such as general employee health, health-friendly work environments, access to 

health care, job performance levels, employee engagement, and job satisfaction. Ea1 

stated, 

Whether it’s you are talking about moral support attitude because that is what I 

have seen is the department in the hospital who have the most negligible turnover 

and who have the most engagement in health and wellness programs, then who in 

turn have healthier teams and lead by managers who create that supportive 

environment within their department.  

According to the TPB, human behavior is guided by three kinds of considerations: 

beliefs about the likely consequences of the behavior (behavioral beliefs), beliefs about 

the normative expectations of others (normative beliefs), and beliefs about the presence 

of factors that may facilitate or impeded performance behavior (control beliefs) (Ajzen et 

al., 2020). For example, Laker and Roulet (2021) demonstrated that employees who 

received support from their chief wellness officer (CWO) for more than 3 months 

reported more affective commitment (39% more) and work engagement (38% more) and 

less intention to turnover (reducing churn by 24%) than those who did not. In addition, 

Laker and Roulet (2021) also followed a transformational impact on collaboration, with 

over 68% of respondents agreeing that their CWO helped them physically connect with 
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their co-workers psychologically (41%), resulting in a stronger bond between them and 

92% of the participants also felt that regarding their well-being, the CWOs improved 

their work-life balance, leading to a decrease in anxiety (31%) and stress (35%). As 

mentioned by Ee3, 

It is important for leadership to understand the wellness program and ideally are 

engaged so that they can also help those who report to them that they can also 

encourage the program. It is essential to have leadership involved and engaged 

with the wellness program. 

At a team level, Shanafelt et al. (2021) shared that leadership that cultivates well-being 

and professional fulfillment requires attending to the interrelationships among team 

members to create a shared sense of alignment toward the team’s mission and goals. As 

mentioned by Fernandez and Shaw (2020), leadership ranks as the single most important 

factor in the success or failure of organizations, especially during times of crisis. 

Applications to Professional Practice 

Wellness programs in organizations are one of the most critical strategies leaders 

are using and implementing to increase productivity and reduce health care costs. As 

stressed by Kava et al. (2021), most adults in the United States are employed, amounting 

to nearly 154 million individuals who spend one-third of their day at work. These 

workers and their families contribute to the wellness of the organizations by being 

healthy and productive during their scheduled work time. These employees can also 

provide broader information to their leaders on how the wellness programs are working 



129 

 

for them and if any behavior change intervention efforts had impacted their healthy habits 

positively. Pascual et al. (2021) noted that wellness programs are diverse, but they all 

have unifying core components addressing physical, mental, and social well-being.  

As stressed by Kava et al. (2021), workplaces that support health place value on 

employees' well-being and have cultural norms, policies, and procedures that align with 

and encourage a healthy work environment. During the second quarter of 2020, our 

workforce productivity increased by 10.1% due to the transition from working in the 

office to their homes in conformity with the COVID-19 restrictions (Laker & Roulet, 

2021). The increase in productivity and shift in work environment presented new 

challenges and complexity to the already complex employee-employer relationship. Barr 

and Nathenson (2022) mentioned that this current workforce and their employers exist in 

the context of growing social and environmental problems such as climate change, civil 

unrest, economic inequality, and instability; global physical and mental health issues; and 

a worldwide pandemic has changed everything. These factors contribute to burnout, 

shifting in professions, higher turnover in the health care profession, shortage of staff, 

and limited resources as a whole in the complex health care structure. Barr and 

Nathenson (2022) noted that burnout is at an all-time high, heightened by the coronavirus 

disease 2019 (COVID-19). 

From the qualitative data obtained through the semistructured interview, leaders 

in organizations must embrace the opportunities and benefits of wellness programs and 

exemplify them to their employees. Role modeling is one of the most effective strategies 
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to attract employees to wellness programs and increase their utilization. Wiederhold et al. 

(2018) observed that interventions to address burnout should consider the broad range of 

causes, including organizational culture and personal factors, not just enhance self-care. 

In addition, leaders in the organizations develop structured, holistic wellness programs 

that include health assessments, annual wellness exams, and wellness activities that could 

support a decrease in the health care premium and better health care outcomes as the 

employees progress during the programs and increase productivity. The engagement of 

the employee and the leaders in the program also provides the most significant return and 

impact by creating new programs such as walk trails in the office and nutritionist healthy 

foods and healthier snacks that enhance the organization's well-being as a whole.  

For leaders in the organization to have successful wellness programs, they need to 

overcome challenges and barriers during the implementation of the continuous lifespan of 

the programs. The data obtained in this study suggested that critical barriers to the 

wellness programs were communication, time, the complexity of the programs, and 

COVID-19. Stiehl et al. (2022) stressed that several factors might influence participants 

in workplace health promotions, including work-related factors (e.g., job roles and 

responsibilities, staffing levels, and organizational support), environmental barriers or 

facilitators (e.g., social determinants of health) or personal preferences for certain 

workplace health promotion programs.  

In order to facilitate communication among colleagues and the organization, is 

suggested to incorporate inclusive and diverse communication management strategies.  
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For example, consider your employees that are Hispanic, and incorporate media that 

connect in their own native language. These will provide a sense of belonging and care. 

For those bluecollar employees, create a center with intranet accessibility for integration 

and a feeling of belonging in the organization and communication via bulletin boards and 

flyers in common areas for networking and connection with colleagues. Burke et al. 

(2017) suggested that managers also consider creating physical and virtual spaces (e.g., a 

wall in the office, a social networking page) where coworkers can encourage one another 

with supportive health messages or engage in workplace wellness competitions or 

activities to facilitate healthy communication among co-workers. By incorporating this 

communications center, the organization is embracing a wellness culture and connecting 

its employees with supportive colleagues, which leverages the courage and perseverance 

to continue the wellness journey.  

The data from the study stressed the lack of idle time employees had to participate 

in wellness programs. As a note in the concept of time, there is a need to clarify that some 

of the employers in the health care setting work around 60 hours; this could be 40 hours 

within the organization and perhaps 10 or 20 hours in a secondary job. Some strategies 

implemented by leaders in organizations tagging the time limitation stressed by 

employees include incorporating fitness centers within their facilities, nutrition bars, and 

floating wellness programs capturing the maximum of participants within the employees' 

schedule. Ott-Holland et al. (2019) noted that participation in wellness programs, to an 

extent, is a voluntary employee behavioral engagement.  
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In order to support participation and maximize time, leaders have developed 

policies that support wellness programs and their participation within work hours. 

Actions such as creating policies, developing inhouse fitness centers, healthy bars, vend 

machines, and floating educational programs manifest the desire of leadership to create 

and maintain a culture of wellness within the organization and in the community. Barr 

and Nathenson (2022) stressed that leaders need to shift consciousness beyond individual 

achievement and selfcare to focus on the well-being of the collective and community at 

large.  

Leaders at the organization also implemented a holistic approach to incorporate 

physical, mental, social, and spiritual well-being. The complexity of the holistic approach 

could be overwhelming to the employees and sometimes challenging to understand. For 

these, leaders had to develop strategies to simplify the complexity of the content and 

benefits of the program by creating educational programs once a week, chats, counselor, 

nutritionist, and wellness counselors that participants can reach at any moment during 

their wellness journey programs. In addition, applications and technology, such as tablets, 

phones, and wearable devices, permitted the accessibility of wellness programs 24/7, no 

matter where the participant is located. 

Torres and Zhang (2021) noted that employee wellness programs reduced health 

insurance claims at an average rate of $1,421 per year per participant. In addition to 

insurance claims, Torres and Zhang (2021) indicated that researchers discovered that 

employee wellness programs reduced sick leave by 28%, worker’s compensation claims 
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by 30%, and overall health care costs by 26%. Beyond the statistic mentioned above and 

the improvements in employee health, Peñalvo et al. (2021) suggested that workplace 

wellness programs might benefit companies through higher employee satisfaction, 

increased loyalty, improved productivity, and lower health care costs. Data obtained from 

the semistructured interviews suggested that employees that participate in wellness 

programs are more engaged with the organization by providing support to other 

employees, have less absenteeism, and are more productive. Okiakaose (2018) indicated 

that organizational culture where employees’ goals align with the organizational goal is a 

thriving culture.  

Implications for Social Change 

The worksite provides an opportunity to promote employees’ health and wellness 

because of employees' concentrated hours at work (Person et al., 2010). The study's 

principal implication for positive social change is to help reduce employees’ insurance 

costs by identifying strategies businesses can implement to assist employees in adopting 

healthier lifestyles (see CDC, 2016a). Being healthier and having self-care will benefit 

employees, their family’s quality of life, and the customers, clients, and patients they 

serve. During the past 2 years, the impact of a global pandemic that shut down the world, 

social unrest, and economic instability extrapolated mental health issues due to the long 

working hours and impacted our health care workers' stability. Knowing the impact that 

public safety policies established and guidelines by the CDC to control the spread of 

COVID, leaders in the organizations still are dealing with the side effects, such as 
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turnover, employees’ preference to work from home, and short staffing in nurses, doctors, 

and administrative levels.  

The creative buy in of leadership and a supportive wellness culture environment, 

including work and community, were some of the factors that helped leaders and workers 

from the organizations navigate the pandemic successfully. In addition, leaders from 

organizations developed, adjusted and repurposed programs to the virtual space for non-

essential workers. These efforts were made with the purpose to secure the continuation of 

services, clients, customers, patients and to comply with the CDC guidelines, states, and 

federal orders. The study’s findings show the importance of having a holistic wellness 

program that does not focus only on the monetary incentive but on the value of our 

employees and communities. 

The last 2 years tested the resilience and tolerance of our employees not only in 

the health care sector but in all industries. For the workers in the health care sector, the 

competence, endurance, and unity demonstrated to surpass the pandemic showed that 

when the science community comes together during the journey, the success stories will 

weigh out those failed attempts, shining a light based on facts and results for a better 

world. The study’s findings provided strategies that leaders from top health care 

organizations applied to maintain, adapt, promote and deliver their wellness programs 

and holistically safeguard their employees' health and work-life balance. Further 

implications of the study for a major positive change are integrating the hard data, that 
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HIPPAA laws protect, and analyzing the demographic health change of the employees 

and the surrounding communities for a better work-life balance environment. 

Recommendations for Action 

The purpose of this qualitative multiple case study was to identify cost effective 

strategies that executives in the private and not-for-profit sectors implemented to align 

their employees with healthy habits for increasing employee productivity and lowering 

organization health care costs. In our current times, leaders in the organization must 

recognize the importance and necessity of creating and maintaining wellness programs. 

In a 3-year prospective study of more than 300 employers, Schwatka et al. (2018) showed 

the potential benefits of employee wellness programs for organizations of all sizes, that if 

well implemented, can be highly beneficial for both company and the employees. Leaders 

of organizations within the health care sector struggle with short staffing due to 

exhaustion from the pandemic, which started in early 2020. The health care workers were 

exposed to one of the most challenging times, working long hours, hundreds of patients 

with a Nobel virus, following changing directions from the federal regulations, state 

policies, and protocols from their organizations. This study may provide insights to 

leaders and executives of the health care organization about successful strategies 

implemented to align employees toward healthy habits and reduce health care insurance. 

It is known that health care workers are a high stress profession, but adding the 2 

long years of COVID-19 provoked anxiety and mental illness exhilarated, creating waves 

of resignations, early retirements, shifting of positions, and short staffing in the industry. 
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Due to the COVID-19 crisis, working conditions have deteriorated, and those employees 

are more likely to experience mental health problems, such as stress, depression, and 

anxiety (Chaturvedi & Rathore, 2021). As an opportunity, leaders from the organization 

have been looking to address conditions such as stress, anxiety, diabetes, and other 

chronic conditions among employees by establishing employee wellness programs. Santa 

Barbara et al. (2022) mentioned that the World Health Organization (WHO, 2021) 

considers workplace wellness programs (WWP) important to both the physiological and 

psychological health of employees while having both financial and productivity benefits 

to employers. Some of the challenges that leaders from the organization encountered 

during the implementation and monitoring of the programs were: (a) communication, (b) 

time, (c) COVID-19, and (d) complexity of the programs. 

The first recommendation in light of the findings of the study is for leaders from 

the organizations to have an inclusive and accessible interactive platform that all 

members of the organization can reach for information and knowledge of the benefits of 

the wellness programs employees have on the organization. The platform may include 

how to register, engagement among the organizations with on-site colleagues, and virtual 

community engagement. This platform may also contain a dashboard that could be 

updated monthly or quarterly with quantitative and qualitative data. In addition, the 

platform may send reminders to the participants and employees of pending activities, 

goals, and updated communication. The platform could be accessed via laptops, tablets, 

mobile phones, or common library center in the organization for those employees who do 



137 

 

not have a direct laptop station assigned to them. For example, as Arigo et al. (2019) 

mentioned, there has been a significant amount of research on using mobile technology 

(mHealth) to help facilitate health and wellness interventions. 

As a second recommendation, it is imperative for leaders in the organization to 

develop a culture of wellness and engagement within the organization and their 

communities. During the study, it was noticed that leadership buy-in and engagement was 

a common theme among the participants. Leaders in organizations established wellness 

programs as an incentive to reduce health care costs and improve the well-being of 

employees, families, and communities. The value of implementing these wellness 

programs goes beyond the monetary impact in health care; it is the value added to their 

employees, their families, and the communities served. Leadership buy-in and 

engagement are needed for the success of these programs. The actions and influence of 

leaders from the top-down level will influence the employees' perspective toward 

participation in wellness programs. Ott-Holland et al. (2019) suggested that employee 

beliefs about the value of wellness programs as a benefit to them and sincere 

organizational support for the program will influence employees' subsequent willingness 

to engage in the program. In addition, a study from Camarillo (2021) showed that among 

twelve participants, the recognition that quantitative data measurement was important, 

those organizations with the strongest program successes had leadership that was less 

focused on claims data, at least initially, than on committing the organization to wellness 

for the benefit of the employees. 
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Recommendations for Further Research 

The study focused on the strategies executives from the private and not-for-profit 

sector implemented to align their employees toward healthy habits. The study was limited 

geographically to the southern region of the United States. The study was also limited to 

the health care industry, which was hard hit by the pandemic (COVID-19) for more than 

2 years. The pandemic created an unexpected limitation in data gathering because the 

industry short-staffed and high volume of work, that difficulted the data gathering and 

participation. Beyond the short-staffing and high volume, the participation of six 

executives and leaders from a top national health care organization may be considered 

limited. This limitation may be acknowledging the possibility of missing opportunities in 

different regions of the United States and industry. Perhaps, the possibility of expanding 

the sample and extrapolating it to other industries will create a broader spectrum in the 

validity of data.  

Reflections 

My DBA journey started in 2018 with the concept of embracing and expanding 

my knowledge, with the possibility of contributing to my organizations, communities and 

the sharing with my families and colleagues. The journey was not easy; long hours of 

researching, writing and joyfully sacrificing time with family to comply with professors' 

requirements, due date of assignments, Walden's requirements, and the Doctoral 

Committee's suggestions. The DBA journey taught me the importance of time 

management, patience and asking questions, the preciousness of learning, equipping 
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myself with techniques for better research, the humbleness of writing, and being 

criticized for better social good. As a student and professional, I was able to  grow my 

skill sets and purposely look at my surroundings through another lens, the lens of a 

scholar constantly asking the why, looking for possible solutions. The opportunities 

offered during the course of the DBA journey and the milestone completed were 

achievable thanks to my support system from Walden University, colleagues from my 

organizations, and my family.  

The research question was selected at the beginning of my DBA journey. During 

the course of the study, it was modified and shaped for the research question and the 

study that is currently presented. The most challenging section was the collection of data. 

More than 300 e-mails, calls, and mail letters were sent to possible participants among 

the organizations of the Southern Region of the United States. Seven months later, I 

completed the six interviews thanks to the participants who took their time during 

challenging times to be interviewed providing their insight, knowledge, and perspectives 

of the study phenomenon supporting students and providing social good. Forever grateful 

for all of them, the relationship build and continuing support of health care workers, 

families, and communities. 

The study revealed strategies that executives and leaders of private and not-for-

profit organizations in the health care industry implemented to align their employees 

toward healthy habits, increase productivity and reduced health care costs. To mitigate 

possible bias, the sample selected was not from any organization where I had worked or 
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currently work. I also did member checking and crafted semistructured, open-ended 

questions to provide the space and allow time for the participants to digest the question 

and answer to their best knowledge, based on experience, facts, and perspective. 

Aggregated data could not be collected, by being HIPPA-protected data, for more in deep 

study. For that, we cross-reference the data provided by the participants with public 

information that does not created conflict or violated any policy, regulation, or federal 

law. By completing this study hope to contribute to the field, sharing my findings and 

continue to research by publishing articles related to the study in a more concise manner. 

Conclusion 

This qualitative multiple-case study aims to identify cost-effective strategies that 

executives and leaders in the private and not-for-profit sectors implemented to encourage 

their employees to adopt healthy habits for increasing employees’ productivity and 

lowering organizations’ health care costs. The data was collected from six leaders and 

executives of the private and not-for-profit health care sector of the Southern Region of 

the United States. The findings of the study revealed the importance of having the buy-in 

of leadership and role models as one of the most cost-effective strategies to align 

employees toward healthy habits. The ability to have the support of leadership by 

creating policies and developing programs that support the wellness of the employees, 

families, and communities demonstrates engagement and responsibility toward a culture 

of wellness.  
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The opportunities that leaders provide by engaging in a culture of wellness benefit 

the organizations as a whole.  Based on the fact that having healthy employees, less 

absenteeism are reported, there is higher increase in productivity and, in some cases, a 

lower cost of the health care premiums. The opportunities created by leaders as they 

engage in a culture of wellness by: (a)promoting the wellness programs inside and 

outside the organization, (b) communicating the education programs, (c) participating in 

events of the community, (d)colleagues support and (e) facilitating the participation by 

incorporating inhouse fitness centers, counselors, education program within scheduled 

working hours create the space and time for the employee to participate without fear of 

being penalized. 
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Appendix A: Letter of Intent  

Dear Invitee,  

My name is Lymari Rentas Gonzalez. I am a Doctoral Student at Walden 

University, School of Management and Information System. I am kindly requesting your 

participation in my Doctoral study named: Wellness Program: Strategies for Increasing 

Employee’s Productivity and Reducing Health Care Costs. The study intends to 

successfully identify strategies that executives and leaders of the organizations 

implemented to motivate their employees toward healthy habits, impacting the 

productivity of the employees and reducing healthcare costs.  

The study consists in completing a semistructured interview question via Zoom, 

Blue jeans, or Skype with an approximate duration time of 45minutes to One-hour, which 

will be recorded for the research. In addition, once the interview transcript is prepared, 

the participant will be able to read them for validation and accuracy of information.  

Participation in this study is entirely voluntary, and you may withdraw at any 

moment. The study cannot be anonymous, but the researcher is required to protect your 

privacy, and your identity will be kept confidential within the limits of the law. The 

researcher will not use your personal information for any purposes outside of this 

research project. Also, the researcher will not include your name or anything else that 

could identify you in the study reports. If the researcher were to share this dataset with 

another researcher in the future, the researcher must remove all names and identifying 

details before sharing.  
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If you would like to participate in this study, please reply to this enclosed e-mail 

acknowledging the reading and understanding of the Consent Form as acceptance of the 

invitation to participate in the Research Study.  

 

 

Respectfully,  

 

Lymari Rentas Gonzalez, M.B.A, CICA, CCA, EA 
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Appendix B: Interview Protocol 

Participant Name:  

Organization:  

Number od Sample:  

You are invited to take part in a research study about workplace wellness 

programs and strategies for increasing employee’s productivity and reducing healthcare 

costs. The researcher is inviting participants with the following characteristics:  

• health care organizational leaders, including executives and managers,  

• located in the southern region of the United States,  

• identify in the list of 100 healthiest employees during the years 2019 and 

2020 by Healthiest Employees LLC.  

This study is being conducted by a researcher named Lymari Rentas González, 

who is a Doctorate Student at Walden University. 

Background Information: 

The purpose of the study is to identify cost-effective strategies that executives in 

the private sector implement to align their employees with healthy habits for increasing 

employee productivity and lowering organization healthcare costs. 

Procedure:  

This study involves the following steps: 

 

1. take part in a confidential, audio recorded interview (1 hour), 

2. read and review the participant consent signed via email correspondence, 

3. address any concern or questions that the participant could have, 

4. initiate the interview process and data gathering with the participants 

through predetermined questions and follow-up questions,  

5. reading the closing script,  

6. check of participant status and contact information,  
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7. close the interview and ascertain appreciation and thank the participant 

 

 

 

Announce of Recording of Interview  

Per described in the consent form, this interview will be recorded for purpose of 

data collection for the Doctoral Study described in the background information. The 

expected duration of the interview will be one hour and the recording is starting at this 

moment.  

Form of Consent and Address Concerns of Participants: 

Read the form of consent out loud submitted by participant for purpose of 

acknowledge.  

Interview Questions:  

1. What cost-effective strategies motivated the employees toward healthy 

habits? 

2. What is the role of an executive in aligning employees toward healthy 

habits?  

3. Based on experience, how does employee health influence organizational 

performance, as measured by productivity, profitability, and other metrics? What are 

some other thoughts?  

4. How was the success of these cost-effective strategies measured and 

implemented to align employees toward healthy habits?  

5. What were some of the key barriers to implementing these cost-effective 

strategies to align employees toward healthy habits?  

6. How were the key barriers associated with implementing cost-effective 

strategies to align employees toward healthy habits addressed?  

7. Is there additional information about the organization’s strategies for 

increasing employees’ productivity and reducing health care costs? 

Closing Script:  
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Mr./Ms. ____, if there is no additional questions, we are going to concluded our 

interview for purpose of collecting data for the doctoral research study related to identify 

cost-effective strategies that executives in the private sector implement to align their 

employees with healthy habits for increasing employee productivity and lowering 

organization healthcare costs.  

Please, let me validate that we have your contact information correctly, in order to 

send the transcripts of the interview for purpose of review and additional thoughts that 

will need to be added.  

Thank you for your participation and providing insightful information of your 

experience and perspective with cost-effective strategies to align their employees with 

health habits for increasing employee productivity and lowering organization healthcare 

costs. 
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