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Abstract

Purpose – The authors used a case study approach to explore employees’ perceptions of one institution’s
culture of health. The authors then applied a needs-centered training model to create and test the effectiveness
of a workplace wellness training program to improve the culture of health.
Design/methodology/approach – For study 1, the authors recruited 736 faculty and staff froman institution of
higher education to complete an online culture of health survey measuring their perceived leadership support, peer
support and institutional resources. In study 2, participants (n 5 60) in follow-up focus groups described their
experiences related to the culture of health at the institution. For study 3, university employees (n5 44) participated
in the training intervention and reported on post-test outcomes measuring the training’s effectiveness.
Findings –High levels of employee stress and lack of supervisor and coworker supportwere identified as significant
issues in the needs assessment process. Therefore, the authors developed a needs-centered training intervention that
focused on supportive and confirming supervisor and peer communication. Results suggest employees perceive the
training to be effective, are ready to change their behaviors and are knowledgeable about the training content.
Originality/value – This study provides evidence regarding needs-based trainings focused on co-worker
communication and how these trainingsmay incrementally improve the culture of health within organizations.
Accordingly, the authors offer best practices, including the value of focusing on employee needs, advocating for
employees, building community through trainings and enacting change through the training process.
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Paper type Case study

I feel the [workplace wellness] program is a good concept but not enough buy-in by members of my
immediate team . . .The sessions are treated more as niceties than health/wellness necessities by my
immediate team . . .

Stress is the most significant factor . . . contributing to my inability to get to the gym and to lose
weight. I believe that for most people that is due to having too much work to do . . .

These quotes from university employees surveyed for the current study provide a snapshot
into the occupational stress experienced by faculty and staff at one institution of higher
education. Although university employees reported feeling distress prior to the outbreak of
COVID-19 (Meeks et al., 2021), the disruption to college campuses across the globe due to the
pandemic heightened these experiences. For instance, Course Hero reported that over half of
their sample of 570 higher education faculty indicated feeling stressed, frustrated and
emotionally burnt out and approximately 40% were contemplating leaving their positions
(Renfrow, 2020). The data for college and university staff members parallels that of faculty
(Irandoost et al., 2021; Kaiser et al., 2021). Thus, administrators should have a renewed focus
on helping their employees manage their wellness.
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One way to prevent or alleviate burnout may be through promoting a culture of health on
campus (Gabriel andAguinis, 2022). The Centers for Disease Control (2013) conceptualize culture
of health as “a working environment in which employee health and safety are valued, supported,
and promoted through worksite health and well-being programs, policies, benefits, and
environmental supports.” Despite recommendations to create a culture of health, little is known
about how to improve the culture of health, especially in university settings. Consequently, the
purpose of this study is to use a case study approach to explore employees’ perceptions of one
institution’s culture of health to create an employee workplace wellness training intervention
aimed at improving the culture of health. Using Beebe et al.’s (2021) needs-centered training
model, this study applies case studydata to the development of a training intervention focused on
communication between supervisors and employees and among peers.

Needs-centered training model
The primary purpose of a successful training program is to create an intervention that
responds to trainees’ needs by developing their skills. Investing time to assess and adapt to
unique trainee needs can positively change organizations by avoiding costly mistakes and
retaining employees (Lucier, 2008). Beebe et al.’s (2021) Needs-Centered Training Model
(NCTM) focuses on the trainees’ needs at every step of the training process and served as the
framework for this study.

The first step of the NCTM, analyze the trainee needs, centers the model. The remaining
eight steps are anchored in what is discovered during this needs assessment. Beebe (2007)
argues that everything presented during a training should directly correlate with what
trainees need to successfully do their jobs. Once the needs are determined, the trainer can
analyze the training task (step two), or steps required to perform the skills that address
trainee needs. Step three is developing training objectives, or what the trainees should be able
to accomplish during the training (Beebe et al., 2021).

The trainer now begins plans, organizes and creates the training intervention. Thus, the
fourth step is to organize training content by drafting the information trainees need to know
to understand the skills being taught. Once the content is organized, the trainer can shift focus
to the trainingmethods ormeans bywhich the informationwill be delivered and the exercises
or activities used to practice the skills (step five). Step six is selecting training resources that
are most appropriate for both the material and the trainees.

The final three steps focus on planning, delivery and assessing the training program (Beebe
et al., 2021). Step seven centers on the plans for how the trainer accomplishes the training
objectives. Step eight is delivering or presenting the trainingwhile attending to the needs of the
trainees throughout the delivery and adapting in real time when necessary. The final step is
assessing the effectiveness of the training and whether the trainees accomplished the training
objectives (Beebe et al., 2021). The assessment allows the trainer to make adjustments before
delivering it again. Due to the model’s flexibility to various training topics and its emphasis on
employee needs, this model framed the culture of health analysis presented in this study.

Workplace wellness programs
A primary way that organizations, including colleges and universities, have tried to
contribute to their culture of health is throughworkplacewellness programs (WWPs).WWPs
are conceptualized as “programs and policies [that] can reduce health risks and improve the
quality of life for American workers” (Centers for Disease Control and Prevention, 2017;
para. 1). WWPs typically provide employees with the opportunity to evaluate their current
state of wellness, as well as resources and programming to improve it (Soler et al., 2010). From
the employee perspective, benefits of participating inWWPs include health behavior change
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(Song and Baicker, 2019) and increased perceived psychological well-being and connection
with others in the organization (Dailey et al., 2018). Employers benefit fromWWPs by way of
decreasing health care spending costs and limiting employee absenteeism (Chapman, 2012).

Although WWPs benefit organizations and employees alike (Goetzel et al., 2014), employees
report contradictory feelings about these programs. For instance, even if employees feel their
organization values their wellness, they often report the primary goal ofWWPs is savingmoney
(Dailey et al., 2018). Additionally, employees may experience a tension between the desire to
participate inWWPsas an escape from their occupational stress and the experience of guilt, often
as a result of negative reactions from supervisors and coworkers for their perceived lack of
productivity during wellness leave (Dailey et al., 2018). These tensions reveal several challenges
associated with successfully implementing WWPs, thereby impacting the culture of health.
Indeed, manyWWPs fail as a result of the programs not being integrated into the culture of the
organization (Goetzel et al., 2014). Consequently, in this study,weadopt a case studymethodology
to examine employee perceptions of the culture of health at one university and to develop a
training program focused on incremental changes to the culture of healthwithin the organization.

Culture of health
Safeer and Allen (2019) discuss six dimensions that impact an organization’s culture of health:
leadership support, touch points, peer support, climate/morale, shared values and norms. These
components are vital in facilitating prosocial outcomes, particularly when it comes to relational
connections. For instance, employees aremore likely toperceive their organization tobe supportive
of their health when they report receiving leadership and peer support and when they are more
engaged in WWPs (Payne et al., 2018). The value of these connections is further underscored by
research suggesting that perceived coworker social influence impacts faculty and staff health
behaviors via co-workers’ supportive interactions (Burke et al., 2017). These interactions reflect and
sustain an organization’s culture of health; however, less is known about how to effectively and
incrementally improve an organization’s culture of health. Thus,wenow turn to the organizational
context in which we explored employees’ perceptions of their university’s culture of health and
developed and implemented the corresponding training intervention.

Case study organization
The setting for the case study was a large, southern university in the US that employs
approximately 7,000 faculty and staff members. The WWP at this institution is a human
resources (HR) initiative with a leadership team comprised of faculty from health and human
performance, physical therapy, communication studies and nutrition, as well as staff and
studentswho serve aswellness instructors andwork in campus recreation. The authors of the
study all serve on the leadership team for theWWP. The goal is to enhance the scholarly and
practical understanding of employees’ perceptions of the institutional culture of health and to
subsequently improve the culture of health by increasing employee awareness of the WWP,
clarifying employee knowledge of the wellness policy and health benefits and identifying and
alleviating barriers to employee participation in the WWP.

Study one
The goal of study one was to explore employee perceptions of the culture of health through a
large-scale, cross-sectional, mixedmethods survey. After obtaining IRB approval, we worked
with Redbrick Health, a technology company whose mission is to evaluate and enhance
organizations’WWPs, to recruit and collect the data for study one betweenApril 20, 2018 and
May 4, 2018. The primary research question of interest in the study was:
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RQ1. What are faculty and staff perceptions of the culture of health at the case study
institution?

Method
Participants. A convenience sample of 736, or approximately 10% of all employees at the
institution, participated in the study. Of these participants, 64% identified as employees,
31.3% identified as supervisors and 4.7%did not indicate their job status. Themajority of the
participants (69.70%) identified as women, while 25.54% identified as men (4.76% did not
respond). For supervisors, their ages ranged from 21–75 years old (M5 46.04, SD5 12.66),
and for employees, their ages ranged from 18–77 years old (M 5 43.97, SD 5 12.70).
Employees and supervisors were incentivized to participate in the study by being entered
into a drawing for a chance to win one of 20 gift cards valued at $50 each.

Measures. The survey items were developed by Redbrick Health, in consultation with the
WWP leadership team, for the purpose of having an external entity evaluate the culture of health
at the case study organization. In addition to completing the measures of interest (e.g. perceptions
of leadership support, perceptions of peer support, health norms, touch points or awareness of
structural and social resources, perceived health, culture of stress), participants were asked
whether they would be interested in participating in a focus group to discuss the culture of health
at this institution. Interested participants were contacted after the conclusion of the survey to sign
up for one of seven focus group sessions, discussed in Study Two. Please see Table 1 for the
descriptive statistics and reliability estimates for the key variables of interest in Study One.

Results
To explore the research question in study one, we conducted descriptive statistics for each
component of the culture of healthmeasured (e.g. leadership support, peer support, touch points,
norms) as well as employees’ perceived health outcomes (e.g. physical and mental well-being)
and culture of stress. There was moderate agreement among participants in the sample that
organizational leaders were supportive of the culture of health (see Figure 1). The results also
suggested that coworker support varied depending on the health behavior in question; peer
supportwas lower for encouraging a healthydiet and exercise regimen in comparison to general
feelings of support and specific encouragement to stop smoking (see Figure 2). Additionally,
employees did not perceive eatinghealthy (34.05%agreement) and exercising regularly (32.03%
agreement) to be normative behaviors among their coworkers.

Moreover, employee awareness of the health and wellness touch points through the
university varied depending on the resource or program. Participants seemed to be especially
aware of physical activity class offerings and information sessions provided by the WWP.
However, faculty and staff were unaware of online programing developed by the WWP and
both extrinsic and intrinsic incentives associated with participating in the WWP (see Figure 3).
Finally, although approximately 73% of the sample indicated they perceived their overall
physical health to be “good” or “excellent,” a concerning proportion of the sample (e.g. 82.4%)
indicated that their stress had “some” or a large effect on their physical health during the past
year. Moreover, only 33% of the participants agreed that their supervisor prioritized managing
employee stress and approximately half of the participants agreed that their coworkers “often
seem stressed at work” (See Figure 4).

Limitations and conclusions
One of the primary limitations to study one was that we did not collect data about employee
perceptions of the climate/morale or shared values dimensions of the culture of health.
Additionally, the results of study one indicated several areas of concern related to the culture
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of health that needed further study by gaining a deeper understanding of why employees
responded in the way they did. For instance, although employees, on average, reported
moderate levels of leadership and coworker support, the high levels of employee stress and a
lack of supervisor support in managing employee stress led representatives from Redbrick
Health as well as the WWP leadership team to conclude this was a primary area of needed
improvement. Because we wanted to further explore employee experiences related to stress
and supervisor/coworker support, we conducted focus groups allowing to elaborate on
employee perspectives on the culture of health in Study Two.

Study two
Study two consisted of hosting focus groups with full-time employees that explored the
aforementioned areas of concern. In particular, we explored the distrust that employees had

Variable with sample items M SD Reliability

Leadership Support – 6 items 4.40 1.25 α 5 0.89
Item 1: My employer has a vision for supporting employee health
Item 2: My employer does a good job of helping employees see the purpose of
health and wellness programs and efforts
Item 3: Employee health and well-being is an important part of where I work
Item 4: A value here is that employee health is connected to the organization’s
success
Item 5: Senior leaders are good role models for practicing a healthy lifestyle
Item 6: Senior leaders put enough resources into supporting employee health
Peer Support – 5 items 4.30 1.30 α 5 0.86
Item 1: My coworkers about each other’s health and well-being
Item 2: My coworkers encourage each other to take care of their health
Item 3: My coworkers encourage each other to exercise regularly
Item 4: My coworkers encourage each other to eat a healthy diet
Item 5: My coworkers encourage each other not to smoke
Health Norms – 2 items 3.38 1.91 r 5 0.68**
Item 1: As coworkers, we eat healthy
Item 2: As coworkers, we exercise regularly
Touch Points – 8 items 1.97 0.44 α 5 0.72
Item 1: Awareness of health screening
Item 2: Awareness of coaching services
Item 3: Awareness of online programs
Item 4: Awareness of information sessions
Item 5: Awareness of physical activity classes
Item 6: Awareness of other programs
Item 7: Awareness of participation incentive
Item 8: Awareness of outcome-based incentive
Perceived Health – 2 items 2.99 0.75 r 5 �0.27**
Item 1: Overall physical health
Item 2: How much stress impacts physical health
Culture of Stress – 2 items 4.10 1.52 r 5 �0.26**
Item 1: My employer places a high priority on helping employees manage
stress
Item 2: My coworkers often seem stressed at work

Note(s): Leadership support, peer support, health norms, and culture of stress were measured on a 7-point,
Likert-type scale (1 5 Very Strongly Disagree, 7 5 Very Strongly Agree). Touch points was measured on a
3-point, Likert-type scale (15 No Awareness, 35 Very Aware). Perceived health was measured on a 4-point,
Likert-type scale (1 5 None, 4 5 A Lot)
Source(s): Author’s own work

Table 1.
Descriptive statistics

for measures in study 1
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with administration related to the culture of health, the perceived causes of the stress levels
discovered in study one and their understanding of health policies and benefits. Focus groups
were used to collect data to encourage participants to build upon each other’s responses
(Burns, 2015; Krueger and Casey, 2000). Focus groups also create an environment where
participants feel comfortable self-disclosing and allow for in-depth exploration through open
conversation (Burns, 2015; Krueger and Casey, 2000). We aimed to create a safe environment
for employees to openly provide feedback and discuss the university’s culture of health and
inform the needs-based culture of health training intervention without fear of backlash.

Figure 1.
Percent of agreement
and strong agreement
for leadership
support scale

Figure 2.
Percent of agreement
and strong agreement
for coworker
support scale
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Method
Participants. In June and July of 2018, 60 employees participated in one of seven focus
groups. Fourteen participants identified as male, and 46 participants identified as female.
Most participants (n 5 56) were university staff – not faculty – representing various
departments on campus (e.g. academic affairs, student affairs, facilities management,

Figure 3.
Percent of employees
indicating awareness
of WWP resources

Figure 4.
Percent of agreement
and strong agreement
of physical and mental

well-being
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human resources, business/finance, IT support, research/grant coordinators, vice
president office support, marketing and communication). The employees’ positions
ranged from entry level to vice presidents. The other four participants were faculty, three
of whom were tenured and one non-tenure track instructor.

Procedures. Participants who indicated that they were interested in participating in a
focus group at the end of Study One were emailed and asked to sign up for a date and time
using an online calendar tool. The focus groups consisted of 6–8 participants andwere hosted
by two interviewers and one note taker in a conference room. The focus groups lasted
approximately one hour, and employees were provided lunch for their participation. The
focus groups were audio recorded and transcribed producing 162 single spaced pages of text.
The participants were asked a series of questions related to their perceptions of the culture of
health, barriers related to health and wellness, their understanding of health policies and
benefits, workplace conversations related to health and health benefits, questions related to
specific findings from study one (e.g. stress, distrust, supervisor and peer support), the ideal
culture of health, advice for administration and suggestions for training content.

Data analysis
Data analysis occurred in seven stages using a constant comparativemethod (Glaser andStrauss,
1967; Strauss, 1987). The first stage consisted of the second and third authors, individually
reading the transcripts in their entirety to ensure a comprehensive understanding of the data.
During stage two, the researchers reread the transcriptswhile listening to the audio files to ensure
accuracy. Each interviewer thenused open coding looking for repetitive, potential data categories.
During stage four the interviewers individually reread the data to determine if any additional
categories emerged. The interviewers then compared their codes from the open coding process
and used axial selective coding (Strauss, 1987) to combine related codes and themes while also
creating definitions for each code/theme. During stage six, the interviewers created a code book
and hired and trained two research assistants to finalize the coding process. Finally, the research
assistantsmet to compare their individual coding, discuss any discrepancies that emerged and to
ensure intercoder reliability.

Results
Data from the focus groups yielded six themes. The themes were communicative in nature
and helped the researchers develop the content for the training intervention. The themes
included (1) leadership support, (2) promoting overall wellness, (3) equity, (4) guilt, (5)
skepticism and mistrust and (6) desire for community.

Leadership support.Most participants noted a need for a top-down approach to facilitate a
positive environment through leading by example. This means that employees wanted to see
leadership participating in health and wellness activities but also encouraging their employees
to take full advantage of their health benefits without fear of judgement or hesitation. When
asked what leadership could do to shift the culture of health, one participant said:

I have had two different bosses and one was much more supportive than the other. My first boss
wouldn’t approvemywellness time and gaveme a tonmore work right before I wanted to take it. My
second boss encouraged us all to take the wellness time and said we needed the break. She wasmuch
more positive and we were all happier than the folks at my first job. She also would get mad at us if
we were checking emails on vacation or when we were sick.

Participants in all seven focus groups had various examples of good and bad leadership
support.

Promoting overall wellness. During the focus groups we discovered that very few
participants knew about the wellness benefits and programs. Ideally, this information would
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be disseminated to employees when they are hired and reinforced by their supervisors, yet
participants spoke about how the benefits and programs could be promoted more effectively,
aswell as the need for promoting other forms ofwellness besides physical and nutritional. For
instance, one participant noted,

I know emails go out but more needs to be done at meetings and beginning of the year events. I also
have a hard time finding stuff on the website. Maybe it could be organized better and in one spot. If
supervisors don’t promote this stuff it needs to come from somewhere. And promote more than just
the exercise classes.

The participants in all the focus groups provided many suggestions of both formal and
informal promotional opportunities and how the training intervention could serve as a
promotional opportunity for the WWP.

Equity. This theme represented the discrepancies in opportunities and differing
viewpoints among supervisors related to the application of health policies and benefits.
Many participants talked about how employees in certain departments are encouraged to
take wellness time while others are told they are not allowed to use this benefit. One
participant described how her boss refused to approve wellness, vacation and sick leave time
during certain parts of the year,

my boss sends us blackout dates for the year for when we are not allowed to take vacation or be sick
or even take our wellness time. She says if the airlines can blackout holidays for frequent flyermiles I
can for student registration and orientation.

Alternatively, other employees talked about supportive supervisors who often invited
employees on a walk or to take their wellness time together. Thus, we observed major
inconsistencies and inequities among the departments that were highly dependent on
supervisors’ interpretations of the wellness policies and benefits.

Guilt. In every focus group guilt emerged as amajor factor for why people did not use their
wellness time, sick leave and vacation days. Guilt was defined as the sense of judgement the
participants perceived from supervisors or co-workers for focusing on wellness. One
participant described the guilt she felt when she had her baby and was on maternity leave,

I was so nervous about having my baby and felt so guilty for not being there to do the work. My co-
workers complained openly before the baby was born about how much work they would have to do
when I was gone. I was emailing between contractions and kept working the entire leave. I basically
just worked from home for my maternity leave.

Other participants also spoke about co-workers rolling their eyes or saying comments under
their breath when they would use their wellness benefits. One participant described his
experience every time he came back from taking vacation or sick time, “every time I come
back, I wait for the same two co\-workers to tell me how stressed they were while I was gone
and how I owe them.” This theme was the most prominent theme in all the focus groups.

Skepticism and mistrust. Participants in all seven focus groups were also skeptical that
university administrators actually cared about their employees’ health and felt these
administrators did not trust the employees to use the wellness benefits appropriately. As one
employee described, her supervisor’s distrust of her led him to “ask me to tell him my exact
jogging route so he could check from time to time if I was really jogging or just hiding and not
doing my work.” Participants also experienced mistrust of their supervisors based on these
types of remarks. For instance, one participant described overhearing her supervisor on the
phone, “I heard her say, ‘stress, who isn’t stressed? Sounds like a personal problem and they
all just need to grow a set’ so yeah, that doesn’t make you feel great or trust anyone.” The
distrust between employees and supervisors/administrators was the second most prevalent
theme from the focus groups.
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Desire for community. When asked about changes they would like to see related to the
culture of health, every focus group talked about ideas related to wanting to have a sense of
community surrounding wellness. They described wanting to experience more supportive
communication and encouragement. One participant described the walking group she and
her coworkers created, “we started a walking group and I love the comradery . . . We are
happier and really, more productive.” Another employee, who attended exercise classes
provided by the university, said, “I find it really motivating to see the same people each week
and getting excited for the progress we are making. I was terrible at first and my girls cheer
me on, kickboxing can suck. It’s nice to feel supported.” The participants described what
communication could also look like to help build community. One participant described how
he wished his supervisor spoke to them, “she is so clinical. Even asking how my day is or
providing me some resources when I am struggling would make me feel more a part of a
community. I barely know who I work with.” This theme played a major role in determining
communicative components of the training program.

Conclusions
An overarching pattern emerged from study two that suggested employees at the case study
institution were overworked and overstressed. Additionally, employee participation in the
WWP, as well as the use of other HR benefits (e.g. maternity leave, sick leave, vacation days),
seemed to be negatively affected by coworker and supervisor messages related to employees’
absences and their effect on the office. Thus, after analyzing the data from studies one and
two, the research team began working with human resources and the WWP leadership team
to plan a university culture of health training intervention to address the aforementioned
issues. Before creating the training, the research team completed a member check to ensure
the themes resonated with other employees and were representative of their experiences. The
research team presented the findings to a group of 41 student affairs employees at their
annual symposium and asked for feedback. The themes were supported by all members, and
these employees provided suggestions for the training after hearing about the results from
the two studies.

Study three
The findings from studies one and two were integrated into a training intervention aimed at
incrementally changing the culture of health at the university in which the case study
occurred. The initial plan was to create and deliver an in-person training that would be taken
over by the HR team through a train-the-trainer process. The research team started building
the four-hour, in-person training in fall 2019 to pilot the training in January 2020. The in-
person training was piloted with 22 housing and residential services employees. At the end of
the training, participants provided feedback about the material, activities, and assessments.
This feedback was integrated into the final training plans for in-person trainings that were
scheduled to begin in March 2020. However, due to the COVID-19 pandemic, all in-person
trainings were canceled, and the research team reassessed the culture of health training
program in Summer (2020).

The research team, in conjunction with members of the HR and the WWP leadership
teams, administered a second, mixed-method online survey to employees asking about how
the pandemic impacted their perception of the culture of health at the university. These data
were collected late Summer 2020 and were analyzed in Fall (2020) to determine how the
training content should be adapted to account for the effects of the pandemic. At this time, the
research team, the WWP leadership team and HR decided to move the training to a virtual,
hybrid format that consisted of asynchronous pre-work through modules on the university’s
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learning management system and synchronous discussion and experiential application
activities hosted via video conferencing technology. Though the training objectives did not
change as a result of the most recent employee perception survey, the activities, delivery
methods and examples used in the training were adjusted to meet the needs that emerged
during the pandemic.

The data collected from the follow up survey showed that the results from studies one
and two were intensified because of the pandemic, and there was a stronger focus in the
data related to a lack of support from coworkers and supervisors and employee wellness.
The adapted online hybrid culture of health training was released in January 2021. The
research team facilitated the first four training intervention sessions to enable the HR team
to observe and learn to continue offering the training sessions. HR took over the training in
Fall (2021).

Training intervention
In response to the data collected through the various stages of research, the final online
culture of health training focuses on three learning objectives: (1) demonstrate five forms of
supportive communication to encourage co-worker wellness, (2) identify and correct
disconfirming messages and behaviors and (3) confirm coworker and employee behaviors
surrounding health and wellness. The training is designed to be completed in three hours:
1.5 h for the asynchronous pre-work modules and 1.5 h for the synchronous portion hosted
via video conference (or eventually on campus).

Asynchronous pre-work modules. The asynchronous training is made up of four modules
thatwere built and completed via the institution’s learningmanagement system and designed to
prime the participants for the synchronous portion of the training. The four modules were
devoted to clarifying the wellness policy for employees and supervisors, learning the types of
supportive communication and the importance of each, identifying and avoiding the use of
disconfirming messages in response to employee and coworker wellness leave and developing
goals related to improvement. Eachmodule consisted of short content videos created by three of
the authors, discussion boards, case studies with questions, a role play videowith questions and
testimonials from past trainees and health and wellness program participants. Participants’
responses from the asynchronous components of the training guide the discussions and
activities during the synchronous portion.

Synchronous portion of training. The synchronous portion of the training currently takes
place via video conference. During this portion, the trainers lead the participants through
skill-based activities. All training materials, examples and hypothetical scenarios were
crafted based on examples described in the focus groups in study two and the final employee
perception survey from summer 2020. This synchronous component provides participants
the opportunity to practice the communication skills described in the online modules and
receive real time feedback from the trainers.

The synchronous training starts with introductions and talking through the examples
provided by participants in the discussion boards from the online modules. After
introductions, the first module focuses on supportive communication and practicing
identifying and delivering supportive messages. The trainees work in groups to develop an
email response to hypothetical questions and requests from a co-worker. Module two
provides opportunities for participants to identify and correct disconfirming messages
through a series of case studies, while the final module encourages participants to set goals
related to their health and wellness and their use of supportive and confirming
communication at work. While debriefing the exercises, the trainers encourage and correct
participants and have them articulate how they will use the skills and knowledge in their
work-lives moving forward.
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Initial assessment of culture of health training intervention
Training participants. Forty-four employees (2 faculty; 42 staff) have participated in one of
the four training sessions facilitated in the spring and summer of 2021. Eighteen of these
training participants worked in university administration, while 16 identified as working in
academic affairs and 9 identified as working in student affairs.

Post-training assessments. Readiness to change their supportive communication and
disconfirming behaviors related to employee and coworker wellness was measured with five,
Likert-type items, and response options were measured on a scale of 15 Strongly Disagree to
7 5 Strongly Agree. Sample items included, “I am trying to be more supportive and use
messages that encourage my coworkers/employees to use wellness time,” “I have just
recently changed the way I show my coworkers/employees support by using messages that
encourage and congratulate employees for using wellness time,” and “I am actually changing
the way I communicate support and use encouraging messages with my coworkers/
employees regarding their wellness.” The reliability estimate for the scale was deemed
acceptable (α 5 0.82).

Knowledge of social support types was measured with one multiple-choice item asking
participants to identify the five forms of support covered in the training. Knowledge of the
wellness policy was measured with five multiple-choice items asking participants to identify
the correct amount of wellness leave per week, the approved wellness activities, and to
appropriately apply the wellness policy to various scenarios (developed from participant
responses in studies one and two). Responses were coded with a 1 if the answer was correct
and a 0 if the answer was incorrect. The reliability estimate for the knowledge of the wellness
policy met disciplinary standards (α 5 0.75).

Training effectiveness wasmeasured with six, semantic-differential items, and response
options were measured on a scale of 1 5 Strongly Disagree to 7 5 Strongly Agree. Sample
items included, “the content of this training was . . .” and “the behaviors recommended in
this training were . . .” “bad-good,” “helpful-unhelpful,” and “unrealistic-realistic.”
Unfortunately, the reliability estimate for this measure suggests low internal consistency
(α 5 0.29). Upon further investigation, the authors discovered that numerous items were
removed from the analysis due to zero variance among the participant responses, leading to
low internal consistency. Thus, we opted to report on the individual responses of each item
as opposed to the scale as a whole in the following discussion of the preliminary assessment
results.

Preliminary assessment results. We have currently facilitated four training sessions in
which participants took part in the asynchronous and synchronous components of the
culture of health training. Based on preliminary assessment results, the employees
indicated that they are ready to change their supportive communication and
disconfirming behaviors as a means of altering the culture of health at their institution
(M 5 5.93, SD 5 0.68). Additionally, the participants also reported finding the training
content and behaviors to be highly realistic, good and helpful (see Figure 5). Finally,
participants were above average on their knowledge of the wellness policy (M 5 3.65,
SD 5 0.70), and approximately 79% of the participants correctly answered the item
identifying the types of support.

Discussion
The goal of the current studywas to explore employee perceptions of one institution’s culture of
health in order to develop a needs-centered training intervention. Results based on an initial,
large-scale quantitative survey demonstrated that employee perceptions varied in terms of how
they perceived leadership support, peer support and touch points (e.g. institutional resources)
as contributors to a culture of health at the case study site. A follow-up qualitative focus group
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studywas conducted to further understand employees’varied experienceswith the university’s
WWPand the overall culture of health. Based on the findings of both studies, we developed and
evaluated a training intervention focused on incremental changes to the culture of health via
employee and supervisor skills training in supportive communication and (dis)confirming
communication as well as knowledge of the wellness policy. Preliminary assessment results of
the training intervention suggest that employees and supervisors perceive the training to be
effective, that they are ready to enact changes in their communicative behaviors, and that they
gained knowledge about the wellness policy.

Taken together, this project provides support for the NCTM (Beebe et al., 2021). We assert
that prioritizing the understanding of employees’ perceptions and experiences changed the
nature of the training intervention we developed. For instance, prior to collecting data in
studies one and two, the WWP leadership team assumed the primary problem related to
employee awareness of and participation in the WWP on campus was the lack of knowledge
regarding the wellness policy and benefits available to them. Thus, the original intent was to
develop a training program focused solely on these components of the WWP.

Although this assumption proved to be partially true after surveying and talking with
employees in focus groups, we also learned that a lack of supportive communication and the
receipt of disconfirming messages from coworkers and supervisors discouraged employees
from participating in the WWP. Previous studies focused on WWPs have reported similar
results related to barriers and facilitators that exist to prevent and encourage employee
participation in these programs (Dickson-Swift et al., 2014; Hunter et al., 2018; Leininger et al.,
2015). Our findings add a novel contribution to the scholarly conversation on WWPs by
developing a training intervention to alter the organizational culture of health that ultimately
leads to these barriers in the first place. This process is supported by additional extant
research that the benefits of WWPs are limited if the organizational culture does not
internalize the wellness values (Goetzel et al., 2014). Consequently, we leveraged the
knowledge gained from studies one and two to develop a training intervention aimed at
incrementally changing the culture of health at the institution in the case study. This
approach allowed us to be flexible during an uncertain and turbulent time and to address the
changing needs of the employees during the novel coronavirus pandemic in real time. Given
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that organizational change occurs incrementally through everyday conversations (McClellan,
2021) and that adaptive organizational cultures have better longevity and sustainability
(Costanza et al., 2016), the training intervention developed as part of this study is currently
still being facilitated, and the university is continuing to learn about its effectiveness in
facilitating this change in the culture of health that was driven by its employees’ perspectives.

Limitations and future directions
The results of the current study provide evidence of the importance of integrating various
longitudinal methods for assessing and enhancing employees’ perceptions of the culture of
health at an institution of higher education. However, these findings should be considered
with the following limitations inmind. First, the demographic makeup of the samples from all
three studies is homogenous in nature, and as a result, restricts the generalizability of the
findings. Additionally, sample size in the third study limits the statistical power such that we
were unable to analyze the data using more advanced analysis procedures. Consequently,
future researchers should consider ways to incentivize participation in these research efforts
to both diversify the study sample and to gathermore data points to enhance explanatory and
predictive power of the analyses. Given that participants in study three only completed post-
test measures of the training’s effectiveness, future research should implement a pretest-
posttest design to gain a better understanding of how the training program increased
employees’ perceptions and changed employees’ behaviors; this will provide additional
validity of the claims of the training program’s effectiveness. Finally, we relied exclusively on
self-report data in the current study; future scholars should consider adding more objective
measures that may be indicators of the change in employees’ behaviors related to the culture
of health via attendance markers at WWP events, for instance.

Although the current study enacted a case study approach to the investigation of this
university’s culture of health, the findings are likely applicable to other organizations. For
instance, leaders from organizations within varying industries might consider adopting such
a comprehensive approach to the NCTM to assess the culture of health within their
organization. Industries that have been facing challenging landscapes in terms of employee
wellness (e.g. education, healthcare, restaurant/hospitality) in the wake of the COVID-19
pandemic may be particularly interested in both conducting an immersive needs assessment
of their organization’s current culture of health as well as developing trainings to help
improve that culture. Additionally, based on the results of the current study, we identified
several best practices that other universities and organizations could consider when trying to
implement changes to their culture of health.

Best practices
The research team has organized these training best practices around four themes: (1) focus
on employee needs, (2) use training to advocate for employees, (3) build community through
training and (4) use training to change the environment.

Focus on employee needs. The needs of employees cannot be assumed and must guide
every step of the training process. The experience the research team had with this study
demonstrates the impact the needs-centered model can have on organizational change. The
WWP made assumptions about employee needs that were not accurate and realized the
disconnect after collecting data from study one and two, which served as a comprehensive
needs assessment for the culture of health training intervention. Simply assessing the
employees’ needs resulted inmany staffmembers articulating they finally felt heard andwere
hopeful for change. Additionally, the data collected in the needs assessment served as real
examples as we developed the training content. When decision makers are aware of
employees’ needs, they can better tailor their plans, communication and programs and
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mitigate some mistrust. However, it is important to note that simply assessing needs is not
enough, action must be taken.

Leverage training to advocate for employees. The needs assessment revealed many
underlying concerns and trust issues employees had with supervisors within the
organization. At the macro-level, the research team was able to use the results to advocate
for changes that would improve the culture of health for faculty and staff alike. Having
empirical evidence and providing a clear plan on how to positively impact the culture of
health was persuasive to administrators. At the micro level, the skills taught in the training
prepared and empowered employees to advocate for themselves and co-workers in regard to
health andwellness policies and benefits. Providing needs-based instructional intervention is
a form of employee advocacy that is often forgotten (Thelen, 2021).

Build community through training. The most rewarding part of this study was the
cultivation of community focused on health and wellness. Employees who participated in
study two and in the training connected with others who were interested in wellness and
found support among their peers across campus. The training also provided suggestions for
how the participants could build community using the skills they learned in the training.
Trainings can serve as meeting point for like-minded people and also as a tool to teach skills
associated with improving community-building (Black, 2005).

Use training to change organizational culture. Changing organizational culture and
environment takes time and requires communication skills. Cultures and environments are
built, maintained and changed through communicative acts (McClellan, 2021). Trainings can
serve as a catalyst for organizational change because they use the needs of the employees
who are working in that environment as the guiding principles of change. Trainings also
serve as a safe environment to develop skills. Many employees may not be as skilled at
communication as others and working on improving their abilities requires vulnerability.
When training is part of the organization’s culture, a safe and productive learning
environment is created and embraced, which opens the door for both organizational and
professional development.

Conclusion
Guided by the needs-centeredmodel of training (Beebe et al., 2021), the current study provides
formative research findings related to employees’ perceptions related to the culture of health
at one institution of higher education. The findings from the current study informed the
development of a training intervention focused on supportive and disconfirming
communication with the aim of incrementally improving the culture of health at the case
study site. Given the importance of the culture of health to the success ofWWPs (Goetzel et al.,
2014), future scholars and practitioners should continue to center employees’ needs as a
means of understanding what specific factors might contribute to a culture of health.
Additionally, future researchers should continue to investigate the effectiveness of training
interventions in incrementally improving the culture of health for employees.

References

Beebe, S.A. (2007), “Raising the question #6: what do communication trainers do?”, Communication
Education, Vol. 56 No. 2, pp. 249-254, doi: 10.1080/03634520601145266.

Beebe, S.A., Mottet, T.P. and Roach, K.D. (2021), Training and Development: Enhancing Talent for the
21st Century, Kendall Hunt Publishing, Dubuque, IA.

Black, L.W. (2005), “Building connection while thinking together: by-products of employee training in
dialogue”, Western Journal of Communication, Vol. 69 No. 3, pp. 273-292, doi: 10.1080/
10570310500202421.

Employee
culture of

health
perceptions

https://doi.org/10.1080/03634520601145266
https://doi.org/10.1080/10570310500202421
https://doi.org/10.1080/10570310500202421


Burke, T.J., Dailey, S.L. and Zhu, Y. (2017), “Let’s work out: communication in workplace wellness
programs”, International Journal of Workplace Health Management, Vol. 10 No. 2, pp. 101-115,
doi: 10.1108/IJWHM-07-2016-0055.

Burns, M.E. (2015), “Recruiting prospective students with stories: how personal stories influence the
process of choosing a university”, Communication Quarterly, Vol. 63 No. 1, pp. 99-118, doi: 10.
1080/01463373.2014.965838.

Centers for Disease Control (2013), “Workplace health promotion glossary of terms”, CDC Works 24/7,
available at: https://www.chcoc.gov/sites/default/files/Creating-a-Culture-of-Health.pdf

Centers for Disease Control and Prevention (2017), “Workplace health promotion”, available at: http://
www.cdc.gov/workplacehealthpromotion/

Chapman, L.S. (2012), “Meta-evaluation of worksite health promotion economic return studies: 2012
update”, American Journal of Health Promotion, Vol. 26 No. 4, pp. 1-12, available at: https://
journals.sagepub.com/doi/pdf/10.4278/ajhp.26.4.tahpcasa_token50dAHXrbX3YAAAA:KACD_
1iv7zK4VHpfCu8cgBR4SkCP01y1cuj9DFEhvBL0nJQt_vIUqOqBpQel4KVq2cZ8ivZlHZ

Costanza, D., Blacksmith, N., Coats, M., Severt, J. and DeConstanza, A. (2016), “The effect of adaptive
organizational culture on long-term survival”, Journal of Business and Psychology, Vol. 31 No. 3,
pp. 361-381, doi: 10.1007/s10869-015-9420-y.

Dailey, S.L., Burke, T.J. and Carberry, E.G. (2018), “For better or for work: dual discourses in a
workplace wellness program”, Management Communication Quarterly, Vol. 32 No. 4,
pp. 612-626, doi: 10.1177/0893318917746018.

Dickson-Swift, V., Fox, C., Marshall, K., Welch, N. and Willis, J. (2014), “What really improves employee
health and wellbeing: findings from regional Australian workplaces”, International Journal of
Workplace Health Management, Vol. 7 No. 3, pp. 138-155, doi: 10.1108/IJWHM-10-2012-0026.

Gabriel, K.P. and Aguinis, H. (2022), “How to prevent and combat employee burnout and create
healthier workplaces during crises and beyond”, Business Horizons, Vol. 65 No. 2, pp. 183-192,
doi: 10.1016/j.bushor.2021.02.037.

Glaser, B. and Strauss, A. (1967), The Discovery of Grounded Theory: Strategies of Qualitative
Research, Wiedenfeld and Nicholson, New York.

Goetzel, R.Z., Henke, R.M., Tabrizi, M., Pelletier, K.R., Loeppke, R., Ballard, D.W., Grossmeier, J.,
Anderson, D.R., Kelly, R.K., McCalister, S., Serxner, C., Selecky, L.G., Shallenberger, J.F., Fries, C.B.,
Fikry, I.K., Crighton, A., Wald, P., Exum, E., Shurney, D. and Metz, R.D. (2014), “Do workplace
health promotion (wellness) programs work?”, Journal of Occupational and Environmental
Medicine, Vol. 56 No. 9, pp. 927-934, available at: https://www.jstor.org/stable/10.2307/48500477

Hunter, J.R., Gordon, B.A., Bird, S.R. and Benson, A.C. (2018), “Perceived barriers and facilitators to
workplace exercise participation”, International Journal of Workplace Health Management,
Vol. 11 No. 5, pp. 349-363, doi: 10.1108/IJWHM-04-2018-0055.

Irandoost, S.F., Lebni, J.Y., Soofizad, G., Chaboksavar, F., Khalili, S., Mehedi, N. and Solhi, M. (2021), “The
prevalence of burnout and its relationship with capital types among university staff in Tehran,
Iran: a cross-sectional study”, Heliyon, Vol. 7 No. e06055, pp. 1-6, doi: 10.1016/j.heliyon.2021.e06055.

Kaiser, S., Richardsen, A.M. and Martinussen, M. (2021), “Burnout and engagement at the
northernmost university in the world”, SAGE Open, Vol. 11 No. 3, pp. 1-10, doi: 10.1177/
21582440211031552.

Krueger, R.A. and Casey, M.A. (2000), Focus Groups: A Practical Guide for Applied Research, Sage,
Thousand Oaks, CA.

Leininger, L.J., Adams, K.J. and DeBeliso, M. (2015), “Differences in health promotion program
participation, barriers and physical activity among faculty, staff and administration at a
university worksite”, International Journal of Workplace Health Management, Vol. 8 No. 4,
pp. 246-255, doi: 10.1108/IJWHM-10-2014-0045.

Lucier, K.H. (2008), “A consultative training program: collateral effects of a needs assessment”,
Communication Education, Vol. 57 No. 4, pp. 482-489, doi: 10.1080/03634520802094305.

IJWHM

https://doi.org/10.1108/IJWHM-07-2016-0055
https://doi.org/10.1080/01463373.2014.965838
https://doi.org/10.1080/01463373.2014.965838
https://www.chcoc.gov/sites/default/files/Creating-a-Culture-of-Health.pdf
http://www.cdc.gov/workplacehealthpromotion/
http://www.cdc.gov/workplacehealthpromotion/
https://journals.sagepub.com/doi/pdf/
https://journals.sagepub.com/doi/pdf/
https://doi.org/10.4278/ajhp.26.4.tahpcasa_token=0dAHXrbX3YAAAA:KACD_1iv7zK4VHpfCu8cgBR4SkCP01y1cuj9DFEhvBL0nJQt_vIUqOqBpQel4KVq2cZ8ivZlHZ
https://doi.org/10.4278/ajhp.26.4.tahpcasa_token=0dAHXrbX3YAAAA:KACD_1iv7zK4VHpfCu8cgBR4SkCP01y1cuj9DFEhvBL0nJQt_vIUqOqBpQel4KVq2cZ8ivZlHZ
https://doi.org/10.4278/ajhp.26.4.tahpcasa_token=0dAHXrbX3YAAAA:KACD_1iv7zK4VHpfCu8cgBR4SkCP01y1cuj9DFEhvBL0nJQt_vIUqOqBpQel4KVq2cZ8ivZlHZ
https://doi.org/10.1007/s10869-015-9420-y
https://doi.org/10.1177/0893318917746018
https://doi.org/10.1108/IJWHM-10-2012-0026
https://doi.org/10.1016/j.bushor.2021.02.037
https://www.jstor.org/stable/10.2307/48500477
https://doi.org/10.1108/IJWHM-04-2018-0055
https://doi.org/10.1016/j.heliyon.2021.e06055
https://doi.org/10.1177/21582440211031552
https://doi.org/10.1177/21582440211031552
https://doi.org/10.1108/IJWHM-10-2014-0045
https://doi.org/10.1080/03634520802094305


McClellan, J.G. (2021), “Organizational culture, discipline, and the politics of self: transformation
through responsive conversation”, International Journal of Business Communication, Vol. 58
No. 2, pp. 152-168, doi: 10.1177/2329488420927775.

Meeks, K., Peak, A.S. and Dreihaus, A. (2021), “Depression, anxiety, and stress among students,
faculty, and staff”, Journal of American College Health, Vol. 71 No. 2, pp. 1-7, doi: 10.1080/
07448481.2021.1891913.

Payne, J., Cluff, L., Lang, J., Matson-Koffman, D. and Morgan-Lopez, A. (2018), “Elements of a workplace
culture of health, perceived organizational support for health, and lifestyle risk”, American Journal
of Health Promotion, Vol. 32 No. 7, pp. 1555-1567, doi: 10.1177/0890117118758235.

Renfrow, J. (2020), “Faculty burnout: virtual teaching is taking its toll as COVID rages on”, Fierce
Education, available at: https://www.fierceeducation.com/administration/faculty-burnout-
virtual-teaching-taking-its-toll-as-covid-rages

Safeer, R. and Allen, J. (2019), “Defining a culture of health in the workplace”, Journal of Occupational
and Environmental Medicine, Vol. 61 No. 11, pp. 863-867, doi: 10.1097/JOM.0000000000001684.

Soler, R.E., Leeks, K.D., Razi, S., Hopkins, D.P., Griffith, M., Aten, A., Chattopadhyay, S.K., Smith, S.C.,
Habarta, N., Goetzel, R.Z., Pronk, N.P., Richling, D.E., Bauer, D.R., Buchanan, L.R., Florence, C.S.,
Koonin, L., MacLean, D., Rosenthal, A., Koffman, D.M., Grizzel, J.V., Walker, A.M. and Task
Force on Community Preventive Services (2010), “A systematic review of selected interventions
for worksite health promotion: the assessment of health risks with feedback”, American Journal
of Preventive Medicine, Vol. 38 No. 2, pp. S237-S262, doi: 10.1016/j.amepre.2009.10.030.

Song, Z. and Baicker, K. (2019), “Effect of a workplace wellness program on employee health and
economic outcomes: a randomized clinical trial”, Journal of the American Medical Association,
Vol. 321 No. 15, pp. 1491-1501, doi: 10.1001/jama.2019.3307.

Strauss, A.L. (1987), Qualitative Analysis for Social Scientists, Cambridge University Press, New York.

Thelen, P.D. (2021), “Employee advocates: unlocking their power through internal communication”,
in Men, L.R. and Tkalac Ver�ci�c, A. (Eds), Current Trends and Issues in Internal
Communication: New Perspectives in Organizational Communication, Palgrave Macmillan,
Cham, pp. 75-92, doi: 10.1007/978-3-030-78213-9_5.

Corresponding author
Kristen L. Farris can be contacted at: klfarris@txstate.edu

For instructions on how to order reprints of this article, please visit our website:
www.emeraldgrouppublishing.com/licensing/reprints.htm
Or contact us for further details: permissions@emeraldinsight.com

Employee
culture of

health
perceptions

https://doi.org/10.1177/2329488420927775
https://doi.org/10.1080/07448481.2021.1891913
https://doi.org/10.1080/07448481.2021.1891913
https://doi.org/10.1177/0890117118758235
https://www.fierceeducation.com/administration/faculty-burnout-virtual-teaching-taking-its-toll-as-covid-rages
https://www.fierceeducation.com/administration/faculty-burnout-virtual-teaching-taking-its-toll-as-covid-rages
https://doi.org/10.1097/JOM.0000000000001684
https://doi.org/10.1016/j.amepre.2009.10.030
https://doi.org/10.1001/jama.2019.3307
https://doi.org/10.1007/978-3-030-78213-9_5
mailto:klfarris@txstate.edu

	Employee culture of health perceptions and the development of a training intervention
	Needs-centered training model
	Workplace wellness programs
	Culture of health
	Case study organization
	Study one
	Method
	Participants
	Measures

	Results
	Limitations and conclusions

	Study two
	Method
	Participants
	Procedures

	Data analysis
	Results
	Leadership support
	Promoting overall wellness
	Equity
	Guilt
	Skepticism and mistrust
	Desire for community

	Conclusions

	Study three
	Training intervention
	Asynchronous pre-work modules
	Synchronous portion of training

	Initial assessment of culture of health training intervention
	Training participants
	Post-training assessments
	Preliminary assessment results


	Discussion
	Limitations and future directions
	Best practices
	Focus on employee needs
	Leverage training to advocate for employees
	Build community through training
	Use training to change organizational culture


	Conclusion
	References


