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Chapter I: The Problem 

 

 

 

The 2004 National Worksite Health Promotion Survey (Linnan, et al., 2008) 

examined the current health promotion programming practices of worksites across the 

United States and how these current programming practices align with the Healthy 

People 2010 worksite-related goal of 75% of worksites offering a comprehensive 

worksite health promotion program. While many worksites were able to implement 

several of these components, only 7% were able to implement all five components of a 

comprehensive program.  

The International Association for Worksite Health Promotion (IAWHP), an 

American College of Sports Medicine (ACSM) affiliate society, reported from the 

Working Well survey that despite the poor economic times in the United States, 77% of 

employers offer some type of wellness programming (Buck Consultants, 2009).  The 

IAWHP released the Working Well survey in 2009 to show the different strategies 

needed for employee wellness programming and evaluation. These results were derived 

from 1,103 different organizations across 43 different countries and participants were 

senior or mid-level professionals with responsibility for corporate health or wellness 

strategy. According to this survey, the reduction of presenteeism ranked first worldwide 

for the most common strategic objective for wellness initiatives in a workplace. 

Regionally, a reduction in health care costs ranked as the top priority in the United States.  
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Companies choose to provide wellness programs for different reasons. Reasons 

listed for companies  to offer wellness programs included to decrease absenteeism and 

presenteeism, to help their employees become healthier and lessen risk factors for 

disease,  to control health care costs,  to use wellness programs as part of their 

recruitment and retention plan and because they generally care for the well-being of their 

employees (Bly, Jones & Richardson, 1986).  

Aldana, Merrill, Price, Hardy, and Hager (2004) studied the financial impact of a 

wellness program on health care costs and rates of absenteeism. While there were no 

significant differences in health care costs among the 6 years the data were collected, the 

study found that individuals who did participate in wellness programs averaged three 

fewer missed workdays. These workdays missed calculated to a cost savings of $15.60 

for every dollar spent on wellness programs. Making an impact on the health of others 

should lower health care costs; however, a study that did observe participation rates in 

wellness programs in relation to decreased health care costs reported that longer follow-

up times were needed in order to see a decrease in health care costs as a result of worksite 

wellness programs (Bly, et al., 1986). 

Besides offering wellness programs to lower health care costs, Parks and 

Steelman (2008) suggested that companies who provide wellness programs for their 

employees signify their care and support for their employees‟ well-being which in turn 

would lead the employees to be more loyal toward and productive within the company. 

Another example of the positive impact of wellness programs was reported by Rudman 

and Steinhardt (1998), showed employees within an oil company associated their 

wellness program with a favorable working conditions. The results also showed that 85% 
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of employees believed that providing wellness programs signified commitment from the 

organization.   

This concept of feeling support in the workplace is the framework for the theory 

of perceived organizational support (POS). Perceived organizational support has been 

defined as the extent to which an organization values its employees‟ contributions and 

cares about their well-being (Eisenberger, Huntington, Hutchison, & Sowa, 1986; 

Rhoades & Eisenberger, 2002). Shanock & Eisenberger (2006) studied the relationship 

between supervisors feeling support and their subordinates feeling support. The results 

showed that if supervisors felt supported then they would reciprocate similar treatment 

for their subordinates.   

Would these same results also apply to the relationship between wellness 

coordinators and the people for which they are providing programs? If so, it would reflect 

the notion that if wellness coordinators felt supported, they would be able to provide 

wellness programs for employees which in turn resembles care and support. While it is 

important to show support for employees by helping them change their behaviors for a 

healthier lifestyle, it is also important to show support to the individuals who are 

providing the programs that are to impact the health of these employees.  

The 2004 National Worksite Health Promotion Survey (Linnan et al., 2008) found 

that 65% of worksites included in the research employed at least 1 full-time or part-time 

staff person who was directly responsible for worksite wellness. Linnan et al. (2008) also 

determined that companies with a dedicated staff person were 30 times more likely to 

have a comprehensive worksite health promotion program compared to companies that 

did not have a dedicated staff person. Chapman (2004) stated that both building top 
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management support and integrating program with organizational/business goals were 

selected as the top two best practices in the field of worksite health promotion by expert 

panelists. 

Weiner, Lewis and Linnan (2009) stated that “we regard the implementation of 

comprehensive worksite health promotion programs as an organizational act and view the 

successful implementation of such programs as an organizational issue” (p. 294). The 

adoption of a health promotion program often relies on the decision of just a few 

individuals, usually senior management (Weiner, et al., 2008). The National Worksite 

Health Promotion Survey (Linnan et al., 2008) found that 37% of wellness coordinators 

reported manager support as a barrier or challenge to the success of health promotion 

programs. According to Bhanthumnavin (2003) support from a supervisor can be defined 

as “the positive work interaction between a supervisor and a subordinate. A supportive 

supervisor can provide what subordinates need in order to motivate them to work better” 

(p. 79).  

Statement of the Problem 

 

The problem of this study was to determine if wellness coordinators‟ perceived 

organizational and managerial support related to program practices. 

Purpose of the Study 

 

Program success has generally relied on the support of management (Allen, 

2006), yet there have been few attempts to measure that support as perceived from the 

individuals (i.e., wellness coordinators) who plan and implement the programs. This 

research is intended to systematically show the importance of obtaining management 
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support for wellness programming; in other words, this research is intended to show the 

differences in programming practices between those coordinators who perceive support 

from their organization and management and those who do not. While this current study 

does not address the success levels of the wellness coordinators‟ programming practices, 

it will create a stepping stone for further research regarding the importance of obtaining 

managerial support for program success. The purpose of this study was to provide 

wellness councils, wellness coordinators, and business organizations with information 

about the perception of both organizational and management support among wellness 

coordinators working in business organizations. 

Questions to be Addressed 

 

The following questions are to be addressed during the completion of the subsequent 

research: 

 

1. Do wellness coordinators perceive support for their wellness programming efforts 

from their organization?  

2. Do wellness coordinators perceive support for their wellness programming efforts 

from their management?  

3. What are the current programming practices of the wellness coordinators within 

this study? 

4. Is there a relationship between wellness programming practices of those wellness 

coordinators who perceive support for their wellness programming efforts and 

those who do not perceive support from the organization and management?   
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Delimitations  

 

 This study was delimited due to (a) data collection took place during the months 

of March and April of 2011; (b) the variables tested were perceptions of support and 

programming practices; (c) the participants chosen for this study were all worksite 

wellness coordinators either from the Wellness Council of West Virginia (WCWV), the 

Health Educator Directory (HEDIR), or colleagues who received participation requests 

from HEDIR members; (d) the survey utilized for data collection used an original set of 

demographic questions, two of the four subscales within the Leading by Example (LBE) 

instrument and Section Four of the HERO Scorecard; and (e) the data were analyzed 

using the statistical options in www.qualtrics.com and SPSS.   

Limitations  

  

The limitations of this study included (a) data collected were self-reported, (b) 

reliability and validity of instrument, (c) clarity of questionnaire, (d) difficulty collecting 

enough participants within the first sample set, and (e) the overall small sample size and 

the inability of generalizability.  

Assumptions 

 

 The assumptions made in order to complete this study included (a) participants 

responded honestly and accurately and (b) wellness coordinators perceptions of support 

can be measured by a scale which was originally validated for the use of employees 

within a worksite, and (c) the sampling techniques will generate a representative sample.  

 

http://www.qualtrics.com/
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Definition of Terms 

 

 For the purpose of this study, the following definitions were used:  

Wellness Coordinator (WC) - A member or affiliate of either the Wellness Council of 

West Virginia or the Health Educator Directory. 

Worksite wellness- Planning, implementing and evaluating health and wellness programs 

for employees within a worksite.  Throughout other research listed within this study, the 

term worksite health promotion was used interchangeably.  

Absenteeism- When employees are physically not present at work due to personal health 

issues. 

Presenteeism- When employees are at work but not fully productive due to personal 

health issues (Buck Consultants, 2009).   

Leadership- The individual(s) who hold upper management (i.e., CEO) positions at 

an organization. 

Social Desirability- The tendency of individuals to respond in a way that is deemed as 

socially acceptable. The desire to respond according to what society deems acceptable 

may cause untruthful or skewed responses.   

Significance of the Problem 

 

The significance of the problem relates to findings that a positive relationship 

between perceived support and employee job performance exists (Eisenberger, Fasolo &  

Davis-La Mastro, 1990); however, there has been little empirical data available on the 

population of wellness coordinators and their perception of support and the affect it has 

on their job performance. If these findings could be related to wellness coordinators, a 
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lack of support implies that a wellness coordinator‟s job performance (i.e., implementing 

wellness programs within a worksite) would be sub-optimal and intended program goals 

(i.e., employees participate in health promotion programs) and outcomes (i.e., employees 

experience health benefits) would be adversely impacted. Most research on worksite 

wellness has focused on the effectiveness or impact of wellness programs, while 

neglecting aspects of implementation such as the availability of support for the wellness 

coordinators in the worksite. The significance of this problem is represented in Figure 1.  
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Figure 1. A flow chart representing the significance of the problem. This figure 

represents the theoretical constructs of perceived organizational support and its pivotal 

relationship to the implementation process of wellness programming within the worksite.  

 



 

 

 

Chapter II: Review of the Literature   

 

 

 

The problem of this study was to determine if a wellness coordinator‟s perceived 

organizational and managerial support related to program practices. This literature review 

features background information for the study. The following are topic headings found 

within the review of the literature: perceived organizational and supervisor support, 

management support and business integration, organizational support in worksite 

wellness, support within the organizational environment, management beliefs regarding 

worksite wellness, measuring support for worksite wellness, the effects of support on 

employee participation in wellness programming, and collecting data through electronic 

surveys.  

Perceived Organizational & Perceived Supervisor Support 

Job Performance 

 

Eisenberger, et al. (1990) completed two studies addressing the relationship 

between employees‟ perceptions of being valued as it related to their contribution at work 

and their actual work performance. The first study surveyed employees from six different 

occupations with the Survey of Perceived Organizational Support (Eisenberger et al., 

1986). The participants were asked to rate their agreement to the questions on a 7-point 

Likert scale. The results showed a positive relationship between perceived support (their 

perceptions of being valued) and employees‟ attendance and job performance. The 



11 

 

 

 

second study proposed that if employees had a high perceived support they were more 

likely to become attached to the organization, show loyalty, and optimally perform. 

Hourly employees (n= 422) and managerial employees (n= 109) were given an open-

ended instrument that measured innovation. An example question stated “any suggestions 

you have for ways management can be kept better informed of your ideas for small or 

large changes that will improve productivity in our [company name].” Their responses 

were evaluated based on the degree to which a concrete and specific plan of action for the 

organization was provided. The results showed a positive correlation between perceived 

support and the amount of constructive responses provided by the employees.  

Rhoades and Eisenberger (2002) reviewed research studies concerning 

employees‟ perceptions of support from their respective organizations.  Rhodes and 

Eisenberger (2002) retrieved relevant literature by a computer search. Specifically, 

PsycINFO and Disseration Abstracts International databases were used to find the 

following key terms: perceived organizational support, organizational support, or 

perceived support within the titles of abstracts. Then, a second computer search of Web 

of Science was carried out that referenced either of the two major source articles of POS. 

Lastly, unpublished manuscripts supplied by researchers were assembled and reference 

lists of all research reports were analyzed. The meta-analysis of over 70 studies revealed 

three major categories of beneficial treatment provided to employees (i.e., fairness, 

supervisor support, and organizational rewards and favorable job conditions) that 

positively related to POS. In turn, POS was related to positive outcomes of employees 

(commitment to the organization, increased performance, and reduced withdrawal 

behaviors).   
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Shanock and Eisenberger (2006) investigated the possibility that if supervisors 

perceive organizational support (POS) they would then treat their subordinates 

supportively, which would result in positive consequences for the subordinate such as an 

increase in perceived supervisor support (PSS) and performance. In addition, the authors 

also proposed that subordinates who have higher PSS will also have a higher POS. In this 

study the participants, 248 electronic store employees, were surveyed voluntarily for the 

subordinate sample. Seventy-one supervisors completed the instrument for the supervisor 

sample. The instrument used, the Survey of Perceived Organizational Support 

(Eisenberger, et al., 1986), was comprised of the same six questions for both the 

subordinates and supervisors; however, it was modified for the employees so that the 

words work organization were replaced with supervisor. Supervisor‟s POS had a great 

impact on the perceptions and performance of their subordinates. The findings suggested 

that subordinate‟s perception of support originated from supervisors feeling supported 

from the organization. However, the research also noted that the subordinates who were 

simply good performers were treated well by their supervisor which could cause a higher 

PSS.  

Stuenkel, Nguyen, and Cohen (2007) discussed whether perceptions of work 

environment differed between nurses with varying years of experience and length of time 

on a particular unit. Stuenkel, et al., (2007) completed a descriptive, exploratory study by 

administering a 90-item true-false questionnaire that measured employee‟s perceptions of 

their current work setting; furthermore, this questionnaire consisted of the subscales of 

involvement, coworker cohesion, and supervisor support. The convenient sample (n=169) 

consisted of registered nurses (RNs) employed at a large community acute care hospital 
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in California. The respondents were grouped into RNs with fewer than 21 years of work 

experiences and RNs with 21 years or more of work experience. There were no 

statistically significant differences between these two groups among the subscales; 

however, findings suggested that both new nurses and seasoned nurses had similar 

perceptions of work environment. Stuenkel et al. (2007) suggested that “additional 

supervisor support is warranted and desired by RNs with 4 to 5 years in their current 

position” (p. 340).  

Management Support and Business Integration: Worksite Wellness Best Practices 

 

Chapman (2004) surveyed the top best practices opinions from the top experts in 

the field of worksite health promotion. Chapman (2004) defined best practices as 

“generally replicable activities that contribute in a scientifically-proven manner to the 

ability to meet or exceed customer expectations in the context of worksite health efforts” 

(p. 1).  To obtain a list of best practices, Chapman conducted a formal polling of experts, 

both within academia and practitioner fields. Chapman‟s reasoning for selecting both 

academics and practitioners was to address the notion that “academic experts are more 

likely than practitioner experts to have read the applicable scientific literature, while the 

practitioner experts are more likely to have their opinions shaped by practical experiences 

in the real world setting” (2004, p. 3).  Both academic and practitioner experts (n= 24) 

were sent a list of best practices program strategies in the following four areas:(a) 

program management activities, (b) behavior change activities, (c) recruitment and 

participation activities, and (d) ongoing communication activities. The 24 total experts 

were asked to add additional strategies to the list of best practices already formed by the 
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authors.  The top two program management strategies best practices selected by both the 

academic and practitioner experts were (a) building top management support, and (b) 

integrating program with organizational/business goals. 

Organizational and Supervisor Support for Worksite Wellness  

  

Several researchers (White, 1993; Crump, Earp, Kozma & Hertz-Piccioto, 1996; 

Allen, 2006; Weiner, Lewis & Linnan, 2009) found that availability of support plays a 

key role in the implementation process and effectiveness of health promotion 

programming. Organizational and supervisor support has been studied as it relates to job 

performance (Rhoades, L., & Eisenberger, R.,2002); however, the research available was 

limited in regards to the population of wellness coordinators. The topics presented below 

provided the available applicable literature on support for worksite wellness.  

Support within the Organizational Environment 

  

DeJoy and Wilson (2003) reported on the factors of environments within 

organizations that foster support for worksite health promotion. DeJoy and Wilson (2003) 

suggested that “organizational health promotion emphasizes the dynamic interplay of 

individual and organizational factors and how this interaction affects the optimal use of 

the people resources of the organization” (p. 337).  In order to “sell” an environment that 

fosters organizational health promotion, DeJoy and Wilson (2003) suggested that the 

interdependence of two audiences (i.e., health promotion practitioners and business 

leaders) must be recognized and coordinated to produce an impact on the health of 

employees.  
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Similar to the research regarding environmental factors completed by DeJoy and 

Wilson (2003), Weiner, et al. (2009) investigated literature that suggested barriers for 

effective implementation of worksite health promotion programs. The theoretical 

constructs of the theory of implementation was used for this study. The implementation 

theory “predicts or explains the implementation success. It explains how or why 

implementation activities (e.g. planning, training and resource allocation) generate 

observed or desired program use (e.g. employee participation in program activities)” 

(Weiner, et al., 2009, p. 293). The Working Well Trial served as the framework worksite 

while considering the theory of implementation on the effectiveness of worksite wellness. 

Weiner et al. (2009) discussed how the organizational perspective on implementation was 

affected by an organization‟s readiness to change (i.e., the extent to which targeted 

employees are ready to commit to make changes in policies in order to make an 

innovation occur), implementation policies and practices (i.e., the plans and practices that 

an organization puts into use in order to show support for an innovation to take place), 

implementation climate (i.e., the perception of support that the targeted employees hold 

in relation to innovation usage), implementation effectiveness (i.e., the perception of 

quality and appropriateness of innovation) and innovation-values fit (i.e., the perception 

of how well the innovation will align with the targeted employees‟ values).  

Management Beliefs Regarding Worksite Wellness 

 

White (1993) examined the possibility that those organizations that offered health 

promotion programs had different managerial styles than those organizations who had not 

offered health promotion programs. The author hypothesized that those organizations 
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currently implementing or planning to implement health promotion programs (HPP) had 

more democratic style while those organizations that did not have nor planned to have 

HPP had more authoritative styles. The participants included managers within 52 

organizations in a Southern California County. A scale called “The Organizational 

Management Style” was specifically developed for this study and was administered via 

telephone interviews. The scale dealt with perceptions‟ employees had of the 

management style as a whole. The scale consisted of 10 bi-polar pairs of terms (i.e., two 

opposite terms that served as responses to the ten questions) that indicated democratic or 

authoritative management styles. There were several steps to the methods of this study. 

First, each organization was telephoned to locate the appropriate person „in charge of 

employee health care.‟ Second, a letter was sent to that individual explaining the purpose 

of the study and the steps to follow. Third, the person in charge of the organization was 

interviewed on the phone. The author‟s hypothesis was supported by the findings in the 

interviews; furthermore, it was suggested that an important relationship existed between 

managerial style and prevalence of health promotion programs in the worksite.  

Similar to the work of White, Allen (2006) compiled and gave suggestions for the 

following five categories that span across a leadership support continuum: active 

opposition, quiet opposition, neutral, quiet supporter, and wellness champion. Active 

opposition leaders spoke out against health promotion efforts. Allen suggested listening 

to this type of leader.  Those in the quiet opposition category communicated their 

opposition non-verbally by not showing up for events or only completing the minimum 

required of them. Allen (2006) suggested listening and watching for subtle opposition 

and providing information on benefits of health promotion. Neutral leaders did not have 
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an opinion in regards to health promotion programs. Providing statistics or case studies 

was suggested for helping neutral leaders support efforts. Quiet supporters understood the 

value of increasing the health of employees and supported efforts but lacked the 

gumption to campaign for the programs. Showing quiet supporters how they could get 

involved was a suggestion. Wellness champions were described as leaders who supported 

the efforts for health promotion. Allen (2006) suggested recognizing and acknowledging 

their support in order to keep them involved. Allen suggested that understanding where a 

leader falls on the continuum identified potential barriers for implementation of effective 

health promotion programs.  

Linnan, Weiner, Graham and Emmons (2007) investigated the difference in 

beliefs among managers regarding health promotion programs and how these beliefs 

could predict the success or failure of implementation. The authors surveyed 1047 

managers who worked within companies employing 180 to 1500 individuals and within 

50 miles of Providence, Rhode Island. A 19-item questionnaire was sent to the eligible 

managers and included questions about perceived importance regarding workplace health 

promotion programs, experience with such programs, beliefs and barriers to offering such 

programs, perceived efficacy of health promotion strategies and beliefs about employer 

responsibility for helping employees make healthy lifestyle decisions. Of the results 

found most significant, 75% of managers believed that it was highly important to have 

worksite health promotion programs, 41% believed that it was the employers 

responsibility to encourage their employees to live healthy lifestyles, and managers who 

had worked within worksites who had HPP were significantly less likely to believe in the 
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efficacy of health information when promoting health to employees than those managers 

without experience in HPP.  

Measuring Support for Worksite Wellness 

 

Golaszewski, Barr, and Pronk (2003) developed an interview-based tool that was 

designed to measure the existing environment of an organization that supports employee 

heart health. The assessment tool was named “Heart Check”, and it measured (a) 

structural variables (i.e., health insurance), (b) generic program variables (i.e., existence 

of wellness committee),  and (c) heart-health-related content variables (i.e., smoking 

bans, educational services, etc.). A high score would signify a high level of 

organizational support for employee‟s cardiovascular health.  

The “Heart Check” was utilized during two different phases within two different 

initiatives. During the first phase in 1995, the New York State Department of Health 

developed a training seminar series. The training seminar series used a management 

training approach in order to gain organizational support for employee health; in addition, 

the seminar topics consisted of generation of the support from senior management and 

institutional resource identification. The use of “Heart Check” and manager interviews 

within 20 companies were utilized for data collection. The companies who received the 

training seminars had increases of “Heart Check” scores which reflected improvements in 

development of a wellness committee, identification of program objectives and the 

attainment of management support.  

Similarly, Della, DeJoy, Goetzel, Ozminkowski, and Wilson (2008) studied the 

development, validity, and reliability of an assessment tool that would assess the level of 
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organizational support and management engagement of health promotion programs. The 

authors specifically investigated the environment or climate that fosters health promotion 

in a workplace. The authors used the Leading by Example (LBE) questionnaire as a 

foundation for the final instrument they created. The final questionnaire contained a 15-

item instrument that used a 5-point Likert scale. Two different administrations of the 

questionnaire took place in 2005 and 2006 to three groups of employees (leadership, 

health services staff, and employee advisory committee) of the same 12 worksites. The 

resulting work showed that this questionnaire was a reliable assessment for indicating 

management support and engagement in health promotion.   

Jung, et al., (2010) evaluated ways to introduce an economical and time-saving 

instrument for determining the health promotion capacity of companies. The 

psychometric quality of the Worksite Health Promotion Capacity Instrument (WHPCI) 

was evaluated by conducting 500 phone interviews with randomly selected managing 

directors of three different sized companies (small, medium-sized, and large). The 

instrument consisted of two dimensions or subscales of health promotion willingness and 

health promotion management. The health promotion willingness dimension “measures 

the willingness of a company to implement worksite health promotion on a permanent 

basis” (Jung, et al., pg. 3-4) while the health promotion management scale “encompasses 

the extent to which worksite health promotion is systematically conceived, controlled and 

organized in the form of a management process or a health promotion program” (Jung, et 

al., pg. 3-4). Both scales were found to be rated high for internal consistency. Each scale 

was measured on an 11-point scale ranging from do not agree at all to agree completely. 

Results revealed that managers‟ willingness to actively engage in worksite health 
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promotion was moderate. Additionally, results suggested that two-thirds of companies do 

not currently implement worksite health promotion, and one-half were not willing to 

implement within the next three years or they were no longer willing to maintain a 

current program.  

Support Affects Employee Participation in Wellness Programming 

 

While a lack of management support may have effects on the implementation 

process of health promotion programs, a lack of support may also affect employee 

participation in these programs. Crump, Earp, Kozma, and Hertz-Piccioto (1996) 

compiled qualitative and quantitative data in ten federal agencies to determine if 

organizational context (i.e., social, managerial and operational environment) and the 

implementation process had an effect on participation in worksite health promotion 

programs. Individual interviews, focus groups, and questionnaires were administered to 

3,388 employees. The authors hypothesized that limited support from managers 

decreased program participation. One section of the survey that investigated the level of 

management support was given both to the managers and the employees. Participants 

were to rate two different statements regarding health promotion programs using a 5-

point scale. Management support was found to be inconsistent among different 

employees in relation to participation rates; however, a higher rate of participation was 

found in health-related activities among white males and in upper level positions within 

the agencies if management support was provided. 
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Collecting Data through Electronic Surveys  

 

Cobanoglu, Warde, and Moreo (2001) compared the response speed, response 

rate, and costs between collecting data through mail, fax, and web-based survey methods 

when distributing surveys to hospitality professors from the Council on Hotel, Restaurant, 

and Institutional Education. Their findings supported and even suggested using a mixture 

of different data collection methodology; furthermore, the authors chose to use this 

method because they were unsure if all individuals with the population being tested had 

access to technologies (Cobanoglu, et al., 2001, p. 442). When comparing the three 

methods, it was found that mail had high coverage, fax and web-based had the fastest rate 

of speed, web-based had high incidents of sending to wrong addresses, mail methods had 

high levels of labor included, web-based had high levels of expertise needed, and mail 

methods were the most expensive (Cobanoglu, et al., 2001).  The fastest method for 

response rate for the study was fax followed by web surveys; however, the authors 

concluded that this could have been due to people not reading their email for several days 

(Cobanoglu, et al. , 2001, p. 447). Cobanoglu and collegues (2001) recommended the use 

of email/web-based surveys when surveying educators for the following three reasons: 

“first, email/web methodology yields a higher response rate more rapidly and at less cost 

than mail methodology; second, the majority of educators do have access to email and the 

web in the United States; finally, since email/web surveys code the data automatically, 

eliminating the hand coding, they save the researcher time and resources” (p. 451). 

Over the past decade, more people obtained access to the Internet. The U.S. 

Department of Commerce (2009) found that in 2007, 62% of all U.S. households had 

access to the Internet; furthermore, it was found that 71% of Americans had access to the 
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Internet outside of the home. Additionally, 83% of those within ages of 35-44 and 80% of 

those within the ages of 45-54 had access to the Internet outside of the home. 

Alessi and Martin (2010) discuss the benefits, pitfalls, and lessons learned when 

using internet-based surveys to collect data. Alessi and Martin (2010) used 

SurveyMonkey for their research and stated that this type of program quickly offers a 

condensed summary of the data for the researcher to view in several different formats 

such as Excel or SPSS. They chose to test the success rate of recruitment from a 

convenience sample and a random sample; however, they found that both groups did not 

produce significantly different results. These results suggested that the Internet could 

potentially be beneficial when completing research on sensitive topics allowing the 

participants to remain anonymous (Alessi & Martin, 2010).  

Alessi and Martin (2010) suggested incorporating a lottery or drawing system to 

provide an incentive as part of completing the online survey. At the end of the survey, 

providing a separate hyperlink would allow the participant to provide their email for a 

drawing; in addition, this in no way would link the individual‟s responses with the email 

provided (Alessi & Martin, 2010). Lastly, the authors described the difference between 

enabling the use of cookies and disabling the use of cookies for the online survey. 

Enabling cookies allowed the participant to return to the survey at a later time if they did 

not complete it because it tracks personal information of the participant, while disabling 

cookies does not track personal information of the participant and allows the individual to 

remain completely anonymous.  
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Summary 

 

 The review of the literature provided background on the problem of this study. 

Rhoades and Eisenberger (2002) suggested that a number of different types of managers 

have been surveyed about organizational and managerial support; however, little or no 

empirical evidence was found that related to a wellness coordinator‟s perceived support 

of their managers and the effects on their job performance or ability to implement 

wellness programming. There was a gap within research related to determining perceived 

organizational support, mainly managerial support, in worksite health promotion. As 

Chapman (2004) suggested, both management support and business integration are 

considered the top two best practices in worksite wellness. This study was an attempt to 

bridge the gap in research in relation to best practices (i.e., management support) as it 

relates to current wellness programming efforts.  

 

 

 

 

 

 

 

 

 



 

 

 

Chapter III: Methods 

 

 

 

Introduction 

 

The problem addressed by this study was to determine if wellness coordinators‟ 

perceived organizational and managerial support related to program practices. This 

chapter outlines the methodology used to examine this problem and was subdivided in 

the following sections: (a) Design of the Study, (b) Arrangements for Conducting the 

Study, and (c) Procedures.  

 

Design of the Study 

 

A non-experimental, cross sectional survey was the design of this study.  

Specifically, this quantitative study consisted of a web-based electronic survey 

(Appendix A) made available through the website www.qualtrics.com. This design 

allowed for ease of administration from a distance, a rapid turnaround, and participant 

entry coding. The study protocol was submitted through the Institutional Review Board 

and determined to be exempt from a formal review. The corresponding communication is 

available in Appendix B.   

 

 

http://www.qualtrics.com/
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Arrangements for Conducting the Study 

 

Prior to conducting the study, several groups were contacted. The first was the 

Wellness Council of West Virginia (WCWV). The director of the WCWV was contacted 

to receive approval to use the members of the council as participants for the study. A 

permission letter to conduct the research can be found in Appendix C. The director 

consented to emailing the link for the electronic questionnaire to the WCWV membership 

roster.  A low response rate from this group prompted additional arrangements to invite 

participation from individuals involved with the Health Education Directory (HEDIR) list 

serve.    

Procedures 

 

Participants 

 

The participants in this study (n=30) were recruited from three separate samples. 

The first group respondents (n=16) volunteered based on email communication sent to all 

(N=125) members of the West Virginia Wellness Council. Each member of the WCWV 

was first emailed a request (See Appendix D) for their participation in the study. The 

same request was sent a second time within a two week period (See Appendix E).  

The second group of respondents (n=7) volunteered based on a posting to all 

members the Health Educator Directory (HEDIR) list serve (N=2000+) and 7 

volunteered. The third group of respondents (n=7) included a snowball sample from the 

HEDIR listserv who met the inclusion criteria of self-identifying as a wellness 

coordinator working within a company or organization. Each member of the HEDIR was 

emailed a request for their participation in the study (See Appendix F).  
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Instrumentation 

 

The data collection instrumentation consisted of  the following three components 

within the electronic questionnaire: (a) an original set of demographic questions, (b) two 

of the four subscales within the Leading by Example (LBE) Scale (Della, et al., 2008) 

(See Appendix G), and (c) Section Four of the HERO Scorecard (HERO and Mercer, 

2009) (See Appendix H).  Section four of the HERO Scorecard was used to assess the 

current programming practices of the wellness coordinators in this study; furthermore, 

respondents were to select among multiple choice answers and frequencies were reported. 

Two subscales within in the LBE scale were used to assess perceived support.  

Respondents were to rate on a 5-point Likert scale with a neutral midpoint (1= “strongly 

disagree” to 5= strongly agree”) to the statements within each factor scale:  

 Subscale 1: “Business alignment with health promotion objectives” 

 Subscale 4: “Leadership support for health promotion” 

Subscale 1 or “Business Alignment with Health Promotion Objectives” has a 

Cronbach‟s α of .82, which would infer that the items within the subscale as a whole can 

depict an overall picture (Della, et al., 2008). Each statement was analyzed for the mean 

and median, then a total mean and median was reported upon those measurements. All 

statements within Subscale 1 were used to determine the level of organizational support 

available for the worksite program, and it included the following three statements:  

 The health promotion programs are aligned with the organization's 

strategic goals. 

 My organization's goals and plans advocate for the improvement of 

employee health. 
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 Organizational objectives for health improvement at my organization are 

set annually. 

Subscale 4 or “Leadership support for health promotion” has a Cronbach‟s α of 

.77, which would infer that the items within the subscale as a whole can depict an overall 

picture (Della, et al., 2008). Each statement was analyzed for the mean and median, then 

a total mean and median was reported upon those measurements. All statements within 

Subscale 4 were used to determine the level of managerial support available for wellness 

programming efforts and it included the following four statements:  

 My organization's leadership is committed to health promotion as an 

important investment in human capital. 

 My organization's leadership is taking direct steps to positively impact 

employee health. 

 My organization provides its leadership training on the importance of 

employee health. 

 My organization's leaders view the level of employee health and well-

being as an important indicator of the organization‟s success. 

Leading by Example Scale 

Validity  

 

Originally, the LBE questionnaire was used and developed by the Partnership for 

Prevention and the WorkCare group as part of a related project (Della, et al., 2008). This 

first version of the 19-item questionnaire was reviewed in 2004 for content validity by a 

team of researchers that included doctoral level specialists in health promotion, public 
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health, applied psychology, statistics, economics, and communications. In 2005, Della et 

al. adapted the terminology within the instrument into a version more suitable for their 

research. Items were added and removed from the original questionnaire while 

confirming validity and reliability of the revised edition. Della et al. confirmed that the 

questionnaire successfully determined management commitment and engagement to 

health promotion programs.  

The first revision of the questionnaire contained 15 items and was given to 135 

employees at 12 sites in the year 2005. In 2006, a second sample was collected from the 

12 participating sites. The questionnaire‟s content, construct and discriminant validity 

was analyzed using confirmatory factor structure (CFA). The authors of the LBE 

originally validated the instrument by distributing it to employees of a worksite which 

included site leadership, health services staff, and members of cross discipline teams; 

however, the authors suggested with their discussion to obtain data from a variety of 

audiences within an organization. Thus, the instrument has been administered to the 

sample of wellness coordinators within this study.  

Reliability 

 

 Reliability was estimated by a single-test procedure and internal consistency of 

subscales within the questionnaire. Cronbach‟s α (1951), for internal consistency, and 

exploratory factor analysis (EFA) (for item correlations among the four subscales) were 

assessed.  Cronbach‟s α was .82, signifying high internal consistency. Also, the EFA 

supported a 4 factor structure.  
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The final revision of the questionnaire contained a four-factor or subscale model 

that consisted of 13 items. The subscales or factors are referred to as: 

 Factor 1: Business alignment with health promotion objectives,  

 Factor 2: Awareness of link between health and worker productivity, 

 Factor 3: Worksite support for health promotion, and 

 Factor 4: Leadership support for health promotion. 

HERO Scorecard 

 

 The authors of the HERO Scorecard did not publish validity or reliability test 

procedures in peer reviewed literature; however, content validity was assessed by an 

expert panel of practitioners. A consensus process was performed to determine the most 

appropriate content for the instrument.  

Data Collection 

 

Data were collected via www.qualtrics.com which included an original set of 

demographic questions, two subscales within the Leading by Example questionnaire, and 

Section Four of the HERO Scorecard. Each participant was sent a link to the electronic 

survey and asked to rate on a 5-point Likert scale with a neutral midpoint (1= “strongly 

disagree” to 5= strongly agree”) their response to the 13 questions of the LBE 

questionnaire.  The participants were then asked demographic questions as well as 

questions regarding program practices via the HERO Scorecard. The data collection took 

place during the months of March and April 2011.  

 

http://www.qualtrics.com/
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Data Analysis 

 

 The data generated from this study were subjected to both univariate and bivariate 

analyses. The response provided on a 5-point Likert scale to the questions from the LBE 

scale were reported as means, in order to calculate correlations, and as medians, in order 

to see the middle number of a set of given responses. Each statement was analyzed for 

the mean and median, then a total mean and median was reported upon those 

measurements. The scores on the LBE and the HERO Scorecard were compared for 

association. The alpha level was set for all tests of significance at p < .05. Data analysis 

was completed by use of Qualtrics and SPSS.  

  



 

 

 

Chapter IV: Results 

 

Introduction 

 

The problem of this study was to determine if wellness coordinators‟ perceived 

managerial and organizational support related to program practices. This chapter 

describes the participants of the study, highlights univariate and bivariate survey results, 

presents findings specific to each research question, and provides a summary of the 

results.  

Participants  

 

Set forth at the beginning of this study, the following inclusion criteria was used 

when requesting participants: (a) Participant must be a member of the Wellness Council 

of West Virginia (WCWV), and (b) participants were providing wellness programming 

within a worksite or organization. The potential participants were sent requests for 

participation via email which included the following web address that contained the 

electronic questionnaire: http://miller.qualtrics.com/SE/?SID=SV_1QU56ENSVelirha. A 

copy of the electronic questionnaire can be found in Appendix A. The director of the 

WCWV sent two emails requesting participation to the membership roster (N=125) on 

March 4 (See Appendix D) and March 24, 2011 (See Appendix E). Upon receiving a low 

response rate of 13% (n= 16), additional opportunities for recruiting participants were 

employed. After creating an account with the Health Educator Directory (HEDIR), an 

https://webmail.bsu.edu/owa/redir.aspx?C=fd97ca3678244276a2b9c4d44d53d11e&URL=http%3a%2f%2fmiller.qualtrics.com%2fSE%2f%3fSID%3dSV_1QU56ENSVelirha
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interactive email discussion group comprised of a directory of over 2,000 health 

educators, a request was sent to the HEDIR membership inviting them to participate. An 

email was sent through the HEDIR listserv on April 20, 2011 (See Appendix F). A total 

of seven HEDIR members who self-identified as wellness coordinators working within 

an organization volunteered to participate in this study. Additionally, a total of seven 

participants completed the survey after receiving an email forward from a HEDIR 

member who had received the original request of participation.  

When requesting participation from the WCWV members, the question “Are you 

a member of the West Virginia Wellness Council?” was used to identify respondents as 

members of the council. A total of 16 participants from the WCWV completed the 

questionnaire.  Two of the surveys contained missing data; however, preliminary analysis 

of the responses showed similarities between these surveys and the remaining group so 

these surveys were retained in the data analysis group.  

Once the members of HEDIR were employed as additional potential participants, 

the question addressing membership in the WCWV was removed and the following 

questions were added: 

 Do you currently provide wellness programming for an organization? 

 Are you a vendor of wellness programming? 

 How did you receive the request to participate in this research? 

These questions were added to ensure the following inclusion criteria for data 

analysis: (a) participants were providing wellness programming within a worksite, (b) 

participants were not employed only as vendors providing wellness programming, and (c) 

participants were either a member or affiliate of the HEDIR. Seventeen participants from 
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this group started the questionnaire.  Three response sets were excluded for not meeting 

the stated criteria, leaving a total of 14 participants from that sample set that were 

included in the data analysis.  

Table 1 describes the frequencies of both the WCWV and HEDIR members; 

however, from this point forward, the total respondents within this study sample (N=30) 

will be treated as a single set.  

 

Table 1 

Number of respondents within each survey group (N=30) 

 

Group  N 

WCWV 16 

HEDIR 7 

Colleague forwarded request 7 

 

 The characteristics of the respondents can be found in Table 2. This table 

highlights characteristics such as size of company, years of employment at company, 

employment status, percentage of time spent practicing wellness programming and 

several demographic variables.  
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Table 2 

Characteristics of Respondents 

 

 

Characteristic  
Frequency (%) 

 
Gender (n= 27) 

 

Male 5 (19%) 

Female 22 (81%) 

 
Age Range  (n= 28) 

 

22 to 34 3 (11%) 

35 to 44 11 (39%) 

45 to 54 8 (29%) 

55 to 64 6 (21%) 

 
Employees at organization (n=28) 

 

<50 
50-99 

100-249 
250-749 

>750 
 

4 (14%) 
1 (4%) 

4 (14%) 
4 (14%) 

15 (54%) 
 

Years working at current organization (n=27)  

         1 year or less 
2 years 
3 years 
4 years 

5 or more years 
 

 
1 (4%) 

3 (11%) 
4 (15%) 
3 (11%) 

16 (59%) 
 

 
Employment status (n= 27) 

 

Part-time employee 
Full-time employee 

4 (15%) 
23 (85%) 

 
Percentage of time actively involved in wellness 

programming (n= 28) 
Less than half of  time 
More than half of time 

 

 

 
13 (46%) 
15 (54%) 



35 

 

 

 

Table 2 

Characteristics of Respondents 

 

 

Characteristic  
Frequency (%) 

 
Years spent in position as a wellness coordinator 

(n=27) 

1 year or less 
2 years 
3 years 
4 years 

5 or more years 
 

 

 

 

5 (19%) 

4 (15%) 

5 (19%) 

5 (19%) 

8 (30%) 

 
Perception of wellness programming efforts to 

be successful (n=28) 
Yes 
No 

 

 

 

 
25 (89%) 
3 (11%) 

 

 

Table 2 showed characteristics such as 54% of respondents work within an organization 

with >750 employees, 59% of respondents have been working at their current 

organization for 5 or more years, 85% of respondents hold full time employments status, 

and 54% of respondents spend more than half of their time fulfilling wellness 

programming responsibilities.  

Results 

 

 A total of 30 wellness coordinators returned the survey information included in 

the analysis reported here. The results will be presented by first providing general 

descriptive statistics from the responses provided by the participants and then providing 

information specific to addressing the following research questions:  
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1. Do wellness coordinators perceive support for their wellness programming efforts 

from their organization? 

2. Do wellness coordinators perceive support for their wellness programming efforts 

from their management?  

3. What are the current programming practices of the wellness coordinators within 

this study? 

4. Is there a relationship between wellness programming practices of those wellness 

coordinators who perceive support for their wellness programming efforts and 

those who do not perceive support from the organization and management 

 

Descriptive Statistics 

Leading by Example: Perceptions of Support 

 

 Table 3 and 4 show the frequencies of responses provided by the participants 

related to their current perceptions of support from their organization and management. 

Perceptions of organizational support were derived from the subscale “Business 

Alignment with Health Promotion Objectives” (Table 3) while perceptions of managerial 

support were derived from the subscale “Leadership Support for Health Promotion” 

(Table 4).  Responses ranged from strongly disagree (1) to strongly agree (5).  Total 

number of respondents, mean, median and standard deviation are provided.  
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Table 3 

Perceptions of Organizational Leadership: Frequencies of Responses from LBE 

Subscale, Business Alignment with Health Promotion Objectives 
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Question      

n Mean Median 

 

SD 

          

Programs 

aligned with 

organization 

strategic 

goals. 

0 0 8 14 8 30 4.00 4 .74 

          

Organization 

goals/plans 

advocate for 

improvement 

of emp. 

health. 

 

0 1 3 17 9 30 4.13 4 .73 

          

Objectives 

for health 

improvement 

at my 

organization 

are set 

annually. 

 

2 6 7 8 7 30 3.40 3.5 1.25 

 

Table 3 provides the frequencies and averages for responses to the subscale “Business 

Alignment with Health Promotion Objectives,” which provides the current perceptions of 

organizational support. The statement “My organization's goals and plans advocate for 

the improvement of employee health” received the highest average score of 4.13 and a 
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median of 4.  Participants were less likely to agree (mean=3.40, median=3.5) that the 

organizational objectives for health improvement at their organization were set annually. 

 

Table 4 

Perceptions of Managerial Leadership:  Frequencies of Responses from LBE 

Subscale, Leadership Support for Health Promotion 
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Question      

n Mean Median SD 

          

Org. 

leadership is 

taking direct 

steps to 

impact 

employee 

health. 

 

0 3 1 13 13 30 4.20 4 .92 

Org. 

leadership is 

committed to 

health 

promotion as 

an important 

investment in 

human 

capital 

0 2 2 12 12 28 4.21 4 .88 
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Table 4 

Perceptions of Managerial Leadership:  Frequencies of Responses from LBE 

Subscale, Leadership Support for Health Promotion 
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Question      

n Mean Median SD 

Org. 

leadership 

view emp. 

health and 

well-being as 

an indicator 

of the 

organization‟

s success. 

 

1 4 10 9 6 30 3.50 3.5 1.07 

Org provides 

its leadership 

training on 

the 

importance 

of employee 

health. 

3 13 6 4 4 30 2.77 2 1.22 

          

 

Table 4 provides responses to the subscale “Leadership Support for Health Promotion,” 

which is being used to depict the current perceptions of managerial support. The 

statement “My organization's leadership is committed to health promotion as an 

important investment in human capital” received highest score (mean=4.21, median=4) 

while the statement “My organization provides its leadership training on the importance 

of employee health” received the lowest score (mean=2.77, median=2).  
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HERO Scorecard: Program Practices 

 

A total of 22 questions from the HERO Scorecard were utilized within this study.  

The structure of the questions included skip logic based on the responses given; therefore, 

the eleven questions reported in this section represent the questions that all respondents 

answered regardless of the skip patterns. Table 5 shows the frequencies of responses to 

those eleven questions. The total number of respondents and percentages are provided.  

Table 5 

Questions from the HERO Scorecard: Program Practices  

 

Question:  Response: 

Yes No 

Does your organization 

offer a health risk 

questionnaire (HRQ)? 

These are also called health 

risk assessments (HRA) or 

health assessments (HA). 

(n=30) 

 

23 (77%) 7 (23%) 

Does your organization 

offer on-site (or near-site) 

preventive health 

screenings, or conduct 

special campaigns to 

promote screenings (beyond 

providing coverage for 

screenings through a health 

plan)? Check all that 

apply.* 

 

23 (77%) 
(Provide onsite screenings) 

 
20 (67%) 

(Conduct awareness 

campaigns) 

3 (10%) 

Is a feedback process in 

place for referrals and 

follow-up for those 

individuals whose results 

are out of the normal range? 

(n=27) 

 

16 (59%) 11 (41%) 
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Table 5 

Questions from the HERO Scorecard: Program Practices  

 

Question:  Response: 

Yes No 

Does your organization 

provide population-based 

health education 

(proactively distributed 

information and resources 

for defined populations)? 

(n=30) 

 

17 (57%) 13 (43%) 

Does your organization 

offer any targeted lifestyle 

management/ behavior 

modification programs? 

These programs may 

provide telephonic health 

coaching, seminars, web-

based classes, or other 

forms of intervention. 

(n=30) 

 

24 (80%) 6 (20%) 

Does your organization 

offer consumer medical 

decision support programs? 

(n=30) 

 

6 (20%) 24 (80%) 

Does your organization 

offer any programs to assist 

employees and family 

members in managing 

specific chronic diseases or 

conditions? (n=30) 

19 (63%) 11 (37%) 

Does the program(s) 

include science-based 

behavioral change 

principles, such as readiness 

to change, commitment 

building, goal-setting, 

support/accountability 

system, recordkeeping, etc.? 

(n=18) 

 

12 (67%) 6 (33%) 
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Table 5 

Questions from the HERO Scorecard: Program Practices  

 

Question:  Response: 

Yes No 

Does your organization 

offer electronic Personal 

Health Records (PHR) to 

employees? (n=28) 

 

6 (21%) 22 (79%) 

Does your organization 

offer an Employee 

Assistance Program (EAP)? 

(n=29) 

 

24 (83%) 5 (17%) 

Does your organization 

offer any non-executive 

employees the use of a 

worksite or near-site 

medical clinic? (n=29) 

10 (34%) 19 (66%) 

 

Note. *This question allowed participants to check responses that only applied to them; 

therefore, this is why the response percentage does not add up to 100%.  

 

Table 5 provided the frequencies and percentages of responses related to program 

practices. The most common program offered was employee assistance programs (83%), 

followed by targeted lifestyle management/ behavior modification programs (80%), and 

preventative on site health screenings (77%). Of the programs not offered by this sample, 

consumer medical decision support programs (80%) and electronic Personal Health 

Records (79%) are not typically offered as often.  
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Research Questions Addressed 

 

The research questions addressed the problem of this study by investigating 

perceived levels of organizational and managerial support and how levels of support 

affected program practices.  

Question 1: Do wellness coordinators perceive support for their wellness 

programming efforts from their organization? 

 

The responses from the subscale “Business Alignment with Health Promotion 

Objectives” (Table 3) were used to address the availability of organizational support. 

Scores were reported on a 5-point Likert scale with a neutral midpoint (1= “strongly 

disagree” to 5= strongly agree”). As mentioned in the methodology, Subscale 1 or 

“Business Alignment with Health Promotion Objectives” has a Cronbach‟s α of .82, 

which would infer that the items within the subscale as a whole can depict an overall 

picture (Della, et al., 2008). Thus, the score for organizational support (mean= 3.84, 

median=4) included 3 questions which suggested that on average respondents were either 

neutral or agreed that they perceived support from their organization. 

Question 2: Do wellness coordinators perceive support for their wellness 

programming efforts from their management? 

 

The responses from the subscale “Leadership Support for Health Promotion” 

(Table 4) were used to address the availability of managerial support. Scores were 

reported on a 5-point Likert scale with a neutral midpoint (1= “strongly disagree” to 5= 

strongly agree”). As mentioned in the methodology, Subscale 4 or “Leadership support 
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for health promotion” has a Cronbach‟s α of .77, which would infer that the items within 

the subscale as a whole can depict an overall picture (Della, et al., 2008). Thus, the score 

for the measurement of managerial support (mean= 3.67, median=3.75) included 4 

questions which suggested that the respondents were either neutral or agreed that they 

perceived support from their management.  

Question 3 Addressed: What are the current programming practices of the 

wellness coordinators within this study? 

Table 6 shows the percentage of responses related to each programming practice.  

Table 6 
Questions from the HERO Scorecard: Program Practices  
Respondents who offered the following programming practices 
 
Programming Practices 
 

Frequency  

Employee Assistance Program (EAP) 83% 
 
Targeted lifestyle management/ behavior 

modification programs 
 

 
80% 
 

 
Health Risk Assessments (HRA) or Health 

Assessments (HA) 
 

77% 

On-site (or near-site) preventive health screenings 

or conduct special campaigns to promote 

screenings 

77% 
(Provide onsite screenings) 
67% 
(Conduct awareness campaigns) 

 
Program(s) include science-based behavioral 

change principles 
 

 
67% 

 
Programs to assist employees and family 

members in managing specific chronic diseases or 

conditions 
 

 
63% 

Referrals and follow-up for those individuals 

whose results are out of the normal range 
 

59% 
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Table 6 
Questions from the HERO Scorecard: Program Practices  
Respondents who offered the following programming practices 
 
Programming Practices 
 

Frequency  

Population-based health education 
 

57% 

Offer any non-executive employees the use of a 

worksite or near-site medical clinic 
34% 

 
Electronic Personal Health Records (PHR) 
 

 
21% 

Consumer medical decision support programs 
 

20% 

 

Table 6 addressed research question 3 by illustrating the current programming efforts of 

the participants within this study.  For more descriptive information regarding the 

programming practices of the study sample, refer to Table 5.The most common programs 

offered were employee assistance programs (83%), followed by targeted lifestyle 

management/ behavior modification programs (80%), and preventative on site health 

screenings (77%). 

Question 4: Is there a relationship between wellness programming practices 

of those wellness coordinators who perceive support for their wellness 

programming efforts and those who do not perceive support from the 

organization and management?   

 

The responses regarding support (Table 3 & 4) and program practices (Table 5 & 

6) were used to address Research Question 4. A Pearson correlation coefficient was 

computed to assess the relationship between the program practices variables and the 

perceptions of support variables. The small sample size prevented separating the 
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responses into wellness coordinators who felt supported and those who did not feel 

supported for any additional analysis. 

 A positive correlation (r = .37, p < .05) was identified between offering programs 

to manage chronic diseases and alignment with the organization‟s strategic goals.  As 

such, increases in aligning organization goals with health practices correlated with 

increases in the offering of chronic disease management programs.   

The remaining correlations were in a negative direction. While not anticipated, 

negative correlations were found among the following: 

 A negative correlation of (r= -.44, p< .05) was identified between offering 

consumer medical decision support programs and leadership taking direct 

steps to positively impact employee health. This suggests that as the 

perception of leadership taking steps to positively impact employee health 

went up the likelihood that companies offered consumer medication 

decision support programs went down.  

 A negative correlation of (r=-.42, p<.05) was identified between offering 

non-executive employees the use of a worksite or near-site medical clinic 

and leadership taking direct steps to positively impact employee health. 

This suggests that as the perception of leadership taking steps to 

positively impact employee health went up the likelihood that companies 

offered non-executive employees the use of a worksite or near-site 

medical clinic went down. 

 A negative correlation of (r = -.40, p < .05) was identified between the 

setup of a feedback process or follow-up for those individuals whose 
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results are out of the normal range and leadership training on the 

importance of employee health. This suggests that as the perception of 

leadership training on the importance of employee health went up the 

likelihood that companies offered  a feedback process or follow-up for 

those individuals whose results are out of the normal range went down.  

 A negative correlation of (r= -.37, p< .05) was identified between offering 

consumer medical decision support programs and organization's goals 

and plans advocate for the improvement of employee health. This 

suggests that as perceptions that organization's goals and plans advocate 

for the improvement of employee health the likelihood that companies 

offered consumer medical decision support programs went down. 

 A negative correlation of (r= -.37, p< .05) was identified between offering 

consumer medical decision support programs and leadership training on 

the importance of employee health. This suggests that with increasing 

perceptions that companies offered leadership training on the importance 

of employee health the likelihood decreased that companies offered 

consumer medical decision support programs. 

 A negative correlation of (r=-.37, p<.05) was identified between offering 

programs to assist employees and family members in managing specific 

chronic diseases or conditions and health promotion programs are aligned 

with the organization's strategic goals. This suggests that with increasing 

perceptions that companies offered programs to assist employees and 

family members in managing specific chronic diseases or conditions the 
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likelihood decreased that companies had health promotion programs 

aligned with the organization's strategic goals. 

As such, increases in the program practices mentioned in the above bulleted 

statements correlated with decreases in the variety of support offered within the above 

bulleted statements.  For a full table of correlations reported, please see Appendix I.  



 

 

 

Chapter V: Discussion 

 

Introduction  

 

Research suggests that a worksite serves as an appropriate platform for 

implementing wellness programming (Della, et al., 2008). The 2004 National Worksite 

Health Promotion Survey (Linnan, et al., 2008) findings suggested that companies have 

worked to implement aspects of a comprehensive worksite wellness program. Companies 

have implemented wellness programming within their worksite for a variety of reasons 

such as to reduce presenteeism and absenteeism, to help their employees become 

healthier by lessening risk factors for disease, to control health care costs, and to use it as 

part of their recruitment and retention plan (Bly, et al., 1986). 

The 2004 National Worksite Health Promotion Survey (Linnan, et al 2008) also 

found that 65% of companies hire at least one full-time employee to organize and 

implement wellness. Without the support of the organization and senior management, 

how would individuals responsible for wellness programming successfully implement an 

effective program? The theoretical constructs of perceived organizational support (POS) 

and perceived supervisor support (PSS) described the idea that if individuals feel 

supported and valued at their current job for their effort then commitment to the 

organization, increased performance, and reduced withdrawal behaviors served as 

positive outcomes for both the employee and employer. These theoretical ideas served as 
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the foundation for this study. The purpose of this study was to determine if wellness 

coordinators‟ perceived organizational and managerial support related to program 

practices. This research was intended to systematically show the importance of obtaining 

organization and management support for wellness programming; in other words, this 

research was intended to show a relationship in programming practices between those 

coordinators who perceive support from their organization and management and those 

who do not. 

Limitations 

   

The limitations of this study included (a) data collected were self-reported, (b) 

reliability and validity of instrument, (c) clarity of questionnaire, (d) difficulty collecting 

enough participants within the first sample set, and (e) the overall small sample size and 

the inability of generalizability. The data may have caused ambiguity due to these 

limitations. First, since responses were self-reported, participants could have felt 

uncomfortable providing responses to questions about their respective management for 

fear that their responses would be seen by their management; furthermore, this fear could 

have caused untruthful responses or missing data.  

Second, due to the reliability and validity of the instrument and the clarity of the 

questionnaire, perhaps the respondents felt as though the questions within the 

questionnaire were ambiguous. A respondent may have perceived support from their 

immediate supervisor but may not have perceived support from their upper management; 

the term “leadership” within the questionnaire may have caused confusion. A respondent 

may feel as though their immediate supervisor fulfills their need for support but the 
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presence or absence of support they perceive from their upper management may or may 

not affect their ability to effectively implement wellness programming. Additionally, the 

language or terminology used within the survey may have been interpreted differently by 

various professionals. For example, human resource managers are often requested to 

serve as wellness coordinators within a company. Since the role of a wellness coordinator 

has been added to their position, some individuals may feel unfamiliar with wellness 

programming terminology and thus misunderstand the meaning behind the survey 

questions.  

Third, due to the small sample size and lack of randomization has made the 

results unable to generalize across similar populations. Additionally, the small sample 

size prevented the researcher from answering the research questions in full due to the 

inability to separate the sample into adequate sized groups of those who felt support and 

those who did not feel support from their organization and management. 

Discussion 

Perception of Support 

Responses related to both research questions “Do wellness coordinators perceive 

support for their wellness programming efforts from their organization?” (mean=3.84, 

median=4 ) and “Do wellness coordinators perceive support for their wellness 

programming efforts from their management?” (mean=3.67, median=3.75) revealed 

perceptions of organizational support as “neutral” or “agreed” on a 5-point Likert scale.  

 If rated perceptions of available support are consistent with the actual availability 

of both organizational and managerial support provided, then the results within this 

current study suggested that the wellness coordinators may only be receiving a moderate 



52 

 

 

 

level of support from their organization and management. As literature suggests, 

perceptions of support can have effects on performance levels (Rhoades, L., & 

Eisenberger, R., 2002). Linnan, Weiner, Graham and Emmons (2007) found that 75% of 

managers believed that it was highly important to have worksite health promotion 

programs but that only 41% believed that it was the employers responsibility to 

encourage their employees to live healthy lifestyles.  These statistics suggest a disconnect 

between management believing the importance of wellness and understanding their 

important role as a wellness advocate in the workplace; furthermore, it is seen that 

obtaining management support is indeed a best practice for a successful program in 

worksite wellness (Chapman, 2004).  Perhaps the wellness coordinators within this study 

also sense this disconnect within their management and thus it results in moderate levels 

of percieved support. Additionally, as discussed within the limitations, the sense of social 

desirability that the wellness coordinators may have felt could have specifically caused 

untruthful answers like rating responses as “neutral” in order not to disclose how they 

may truly felt. This could also be a reason why only moderate levels of support were 

reported.  

Program Practices 

 

Responses from the question “What are the current programming practices of the 

wellness coordinators within this study?” showed that at least half of the respondents are 

engaging in the following program practices: 

 Health Risk Assessments (HRA) or Health Assessments (HA) 
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 On-site (or near-site) preventive health screenings or conduct special 

campaigns to promote screenings 

 Referrals and follow-up for those individuals whose results are out of the 

normal range 

 Population-based health education 

 Targeted lifestyle management/ behavior modification programs 

 Programs to assist employees and family members in managing specific 

chronic diseases or conditions 

 Program(s) include science-based behavioral change principles 

 Employee Assistance Program (EAP) 

The results of the current study were also congruent with findings of other 

research.  Linnan et al. (2008) conducted 1553 phone interviews with varied sizes of 

worksites who offer wellness programming to determine which of the worksites were 

currently offering comprehensive programs according to guidelines set forth by Healthy 

People 2010. Similarly, Linnan et al. reported that of the most popular wellness programs 

offered were employee assistance programs (44.7%), blood pressure screenings (36.4%), 

cholesterol screenings (29.4%), diabetes screenings (27.4%), and several disease 

management and educational programs. In addition, according to Chapman (2006) within 

a WELCOA article, the following are recommended for inclusion in a worksite wellness 

program: weight management, medical self-care, consumer health education, cholesterol 

reduction, nutritional interventions, selected biometrics tests, and hypertension 

management. Thus, the programming practices within this study are consistent with 

practices within worksite wellness.  
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Relationship between Program Practices and Perceived Support 

 

The research question “Is there a relationship between wellness programming 

practices of those wellness coordinators who perceive support for their wellness 

programming efforts and those who do not perceive support from the organization and 

management?” could not be specifically addressed due to the small sample size; however, 

correlations were still tested among the sample set as whole.  

Perceived organizational support (POS) has been defined as the extent to which 

an organization values its employees‟ contributions and cares about their well-being 

(Eisenberger, Huntington, Hutchison, & Sowa, 1986; Rhoades & Eisenberger, 2002). The 

analysis of the variables produced unexpected results. Based on the theoretical constructs 

of perceived organizational support (POS), a positive correlation was expected between 

perceptions of support and job performance (i.e. programming practices) (Rhoades, L., & 

Eisenberger, R. 2002).  The results of this study generally showed a negative relationship 

between the two variables of available support and programming practices. The negative 

relationship suggested that as perceptions of support were rated higher on the 5-point 

Likert scale, wellness programming efforts were practiced less often; in other words, as 

one variable went up, the other variable went down.  

While the results within this study generally reported negative correlations, one 

finding which did have a positive correlation could serve as an interesting discussion. A 

positive correlation (r=.37, p<.05) between offering programs for chronic diseases and an 

organization‟s strategic goals advocating for employee health was found within the 

results. Interestingly, fifty-four percent of wellness coordinators within this study work 

within organizations with more than 750 employees. According to Toossi (2007), in 2006 
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70% of people aged 50 to 64 were still within the workforce. Of those employees within 

the organizations of this study, it could be inferred that many are within the age range to 

be susceptible to acquiring a chronic disease; thus, it would be important for an 

organization to set or plan strategic goals that advocate for employee health. According to 

the National Center for Chronic Disease Prevention and Health Promotion (2010), 

chronic diseases are “among the most common, costly, and preventable of all health 

problems in the U.S.”  

The negative relationship between the variables does not disprove the positive 

correlations that other research studies suggest will occur; however, the current study 

merely serves as interesting findings. Rhoades & Eisenberger (2002) found that 

personality traits as well as demographic characteristics may serve as explications of the 

perceived organizational support theory. For example, depending how the employee, the 

wellness coordinator, attributes successes and failures may strengthen or inhibit the 

development of favorable relationships within the organization as a whole or with 

specific members of management, thus affecting POS.  

As listed within the assumptions of this study, it was proposed that the Leading by 

Example (LBE) scale would test well with the study population of this study; however, 

the authors of the LBE originally validated the instrument by distributing it to employees 

of a worksite which included site leadership, health services staff, and members of cross 

discipline teams. The negative correlations reported here, which were unexpected, could 

be explained by the fact that the LBE instrument was not originally validated for the use 

of wellness coordinators specifically.  
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Recommendations for Future Research 

 

A study completed by Stuenkel, D., Nguyen, S., & Cohen, J. (2007) may serve as 

an interesting basis for additional research on this population. As stated within the 

literature review of this study, Stuenkel, D., Nguyen, S., & Cohen, J. (2007) found a 

statistically significant difference among nurses‟ perceptions of supervisor support based 

on number of years in current position. The results suggested that both new nurses and 

seasoned nurses had similar perceptions of work environment but that those who fell 

between the spectrums desired more levels support within their environment. Nineteen 

percent of the respondents within this study have been employed at their current 

organization for one year or less while 30% of the respondents within this study have 

been employed 5 years or more; furthermore, if this particular study is repeated, it might 

be interesting to see the relationship between the length of time a wellness coordinator 

has been employed and their current perceptions of support from their organization and 

management.  

Additionally, a study completed by Shanock and Eisenberger (2006) could serve 

as an interesting addition to this current study. Shanock and Eisenberger (2006) 

investigated the possibility that if supervisors perceive organizational support (POS) they 

will then treat their subordinates supportively, which would result in positive 

consequences for the subordinate such as an increase in perceived supervisor support 

(PSS) and performance. It would be an interesting causal-comparative study to assess the 

wellness coordinators‟ management current levels of POS to further understand the 

relationship between perceptions of support for the wellness coordinators and the POS of 

their supervisors. Since Shanock and Eisenberger (2006) suggested that subordinates 
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perceptions of support originated from supervisors feeling support from the organization, 

it would be interesting to see if those findings held true with the population of this study, 

too.   

Several changes to this current study should be employed in order to see 

improvements. First, it would be important for future research on this population to focus 

on obtaining a larger number of participants in order to separate the sample into two 

different subgroups and in order to generalize the results across different populations. 

Perhaps, it would have been beneficial to provide an incentive to those who had 

completed the questionnaire and it is suggested to employ an incentive plan if this study 

were to be repeated. Additionally, it would be suggested to receive “buy in” or support 

from those individuals managing the wellness coordinators in order to mandate the 

completion of the questionnaire.  

Second, it would be suggested to ask the participants within this population how 

much contact they have with the varied levels of management within their organization. It 

would be interesting to see the relationship between the amount of contact the wellness 

coordinator has with each level of management and the perceived support among the 

different levels of management. 

 Third, it would be suggested to use the questionnaire within this study with an 

employee population, since the LBE scale was originally validated with this specific 

population. It would be interesting to see if the unexpected results of negative 

correlations would occur among employees of an organization. If a negative correlation 

were to occur with an employee organization, it would be suggested for the validity of the 

instrument to be reevaluated. Also, it is suggested to use an instrument that has been 
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validated to test perceptions of wellness coordinators in order to see if the unexpected 

results of negative correlations between the tested variables would occur again; therefore, 

a better sampling technique could be used in order to produce expected results among the 

tested variables.  

 Lastly, it is recommended that researchers within the field of worksite wellness 

continue to develop a consistent definition of a wellness coordinator and the specific 

duties that a wellness coordinator would be responsible for within a worksite. As 

previously mentioned, Chapman (2004) suggested both management support and 

business integration are considered the top two best practices in worksite wellness. The 

results and discussion of the current study could potentially serve as an attempt to bridge 

the gap in research related to best practices (i.e., management support) for wellness 

programming efforts if the available research were more solidified and consistent.  
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- 1 - Generated on IRBNet

  

 

Institutional Review Board
  
DATE: January 12, 2011
  
TO: Meredith Velez

 
FROM: Ball State University IRB
  
RE: IRB protocol # 208912-1
TITLE: Thesis: Wellness Coordinators' Perceived Managerial Support in Relation to

Program Practices
SUBMISSION TYPE: New Project
  
ACTION: DETERMINATION OF EXEMPT STATUS
DECISION DATE: January 12, 2011
  

The Institutional Review Board reviewed your protocol on January 12, 2011 and has determined the
procedures you have proposed are appropriate for exemption under the federal regulations. As such,
there will be no further review of your protocol, and you are cleared to proceed with the procedures
outlined in your protocol. As an exempt study, there is no requirement for continuing review. Your protocol
will remain on file with the IRB as a matter of record.

While your project does not require continuing review, it is the responsibility of the P.I. (and, if applicable,
faculty supervisor) to inform the IRB if the procedures presented in this protocol are to be modified or if
problems related to human research participants arise in connection with this project. Any procedural
modifications must be evaluated by the IRB before being implemented, as some modifications
may change the review status of this project. Please contact please contact Jennifer Weaver Cotton at
(765) 212-9011 or jmweavercott@bsu.edu if you are unsure whether your proposed modification requires
review or have any questions. Proposed modifications should be addressed in writing and submitted
electronically to the IRB (http://www.bsu.edu/irb) for review. Please reference the above IRB protocol
number in any communication to the IRB regarding this project.

Reminder: Even though your study is exempt from the relevant federal regulations of the Common Rule
(45 CFR 46, subpart A), you and your research team are not exempt from ethical research practices and
should therefore employ all protections for your participants and their data which are appropriate to your
project.
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Appendix G 

  



Revised Leading by Example Scale 

          Please indicate the extent to which you Disagree or Agree with the following statements.  
          (Check one alternative per row)  
            Strongly 

Disagree 

Disagree Neither 

Agree or 

Disagree 

Agree Strongly 

Agree 
 

  [Organization name]’s leadership is committed to 
health promotion as an important investment in 
human capital 

 
    

 

 [Organization name]’s leadership is taking direct 
steps to positively impact employee health     

 
    

 

 [Organization name]’s health promotion programs 
are aligned with its strategic goals     

 
    

 

 [Organization name] leadership shares information 
with employees about the effect of employee 
health on overall organizational success     

 
    

 

 All levels of management at [Organization name] 
are educated regarding the link between employee 
health and productivity and cost management     

 
    

 

 Employees at all levels are educated about the 
true cost of health care and its effects on 
organizational success     

 
    

 

 [Organization name]’s goals and plans advocate 
for the improvement of employee health  

 
    

 

 Organizational objectives for health improvement 
at [organization name] are set annually 

 
    

 

 All levels of employees are educated about the 
impact a healthy workforce can have on 
productivity and cost management 

 
    

 

 [Organization name] offers programs and services 
that help me practice good health behavior     

 
    

 

 [Organization name] offers a work environment 
that promotes employee health     

 
    

 

 My work group provides support for participation in 
health promotion programs     

 
    

 

 [Organization name] provides its leadership 
training on the importance of employee health     

 
    

 

 [Organization name]’s health benefits and 
insurance programs support prevention and health 
promotion  

 
    

 

 [Organization name] offers incentives for 
employees to stay healthy, reduce their high risk 
behavior, and/or practice healthy lifestyles     

 
    

 

 [Organization name]’s leaders view the level of 
employee health and well-being as an important 
indicator of the university’s success     

 
    

 

          

Overall, [Organization name] promotes a culture of health and well-being  
 Strongly Agree 

 Agree 

 Neither agree nor disagree 

 Disagree 

 Strongly Disagree 



Factor Structure of the LBE Scale 

 

Factor 1: Business alignment with health promotion objectives: 

 [Organization name]’s health promotion programs are aligned with our strategic goals 

 [Organization name]’s goals and plans advocate for the improvement of employee health 

 Organizational objectives for health improvement at [organization name] are set annually 

 

Factor 2: Awareness of the link between health and worker productivity: 

 Employees at all levels are educated about the true cost of health care and its effects on 

organizational success 

 All levels of management at [organization name] are educated regarding the link between 

employee health and productivity and cost management 

 **All levels of employees are educated about the impact a healthy workforce can have on 

productivity and cost management 

 **[Organization name] leadership shares information with employees about the effect of 

employee health on overall organizational success 

 

Factor 3: Worksite support for health promotion: 

 [Organization name] offers incentives for employees to stay healthy, reduce their high risk 

behavior, and/or practice healthy lifestyles      

 [Organization name]’s health benefits and insurance programs support prevention and 

health promotion  

 My work group provides support for participation in health promotion programs     

 [Organization name] offers a work environment that promotes employee health     

 **  [Organization name] offers programs and services that help me practice good health 

behavior     

 
Factor 4: Leadership support for health promotion: 

 [Organization name] provides its leadership training on the importance of employee health   

 Organization name]’s leaders view the level of employee health and well-being as an 

important indicator of the university’s success      

 Organization name]’s leadership is committed to health promotion as an important 

investment in human capita 

 **  [Organization name]’s leadership is taking direct steps to positively impact employee 

health     
 

 

** indicates a new item added to this version (not part of the original validation analyses printed 

in AJHP 2009). 
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