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Introduction 

Background and Significance

Non- communicable diseases (NCDs), rather than infectious 
agents, have become the primary source of illness among 
Americans. While these diseases have not been infectious or 
transmittable, they have been considered chronic and preventable. 
Diabetes, cardiovascular disease, cancer, and chronic lung disease 
have emerged as the most common NCDs [1] (World Health 
Organization [WHO], 2017). NCDs have been directly related to 
increased mortality rates of 88% in the United States (US) and 70% 
across the globe [2] (WHO, 2014). The macro and microeconomic 
impact associated with NCDs has been substantial. Macroeconomic 
issues have included increased health care expenditures and 
lost labor and productivity for businesses and employers. 
Microeconomic issues have included increased personal costs 
associated with disease treatment, work-related absenteeism, 
and lost personal independence [3] (WHO, 2009). Risk factors 
for developing NCDs have included a sedentary lifestyle, obesity, 
stress, as well as alcohol and tobacco use. The American way of  

 
life has changed substantially since the 1950s, when more than  
50% of the workforce was employed in physically demanding jobs 
(Centers for Disease Control and Prevention [4] [CDC], 2016b). 
Today, less than 20% of workers are in positions requiring physical 
labor. Technological advances have shifted labor from physically 
demanding jobs to service-oriented jobs requiring minimal 
strenuous activity.  Occupations necessitating minimal physical 
activity have been classified as sedentary. Over the last half-century, 
there has been an 83% increase in sedentary work environments 
(American Heart Association [5] [AHA], 2015b). Both sedentary 
jobs and lifestyles have contributed to the development of NCDs.           

  Modern technological conveniences have resulted in decreased 
physical job requirements, altered eating habits, and increased 
sedentary leisure time. Improved access to public and private 
transportation has reduced the amount of time people spend 
walking to everyday activities, contributing to decreased daily 
movement [5] (AHA, 2015b). The 1970s heralded a shift in eating 
patterns. Readily available food options, in the form of processed 
and fast food, have replaced home-cooked, home-grown meal 
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preparation. Additionally, food consumption volume has doubled, 
and overall levels of nourishment have decreased. This flip-flop in 
nutrition has resulted in obesity, vitamin and mineral deficiencies, 
and immune system dysfunction [6]. While activity and nutrition 
have decreased, the average American is suffering from an increase 
in stress. Job stress has contributed to missed days at work and 
could lead to other unhealthy behaviors, including increased 
substance abuse, decreased physical activity, and unhealthy eating 
trends (Center for Disease Control and Prevention [7] [CDC], 
2016a). For decades, Americans have been educated on the poor 
health outcomes associated with tobacco and alcohol consumption. 
Multiple forms of tobacco use have been linked to cardiovascular 
disease and different types of cancer. Heavy alcohol intake, classified 
as more than eight drinks a week for females and ten for males, has 
been linked with cardiovascular disease, liver impairment, high-
risk sexual behaviors, accidents, and if consumed during pregnancy, 
can cause fetal harm [7] (CDC, 2016a). These changes have affected 
the population across all socioeconomic levels. Unfortunately, 
these evolutionary alterations have not improved physical and 
mental health, but have contributed to decreased physical activity, 
increased stress, poor nutrition, and continued alcohol and tobacco 
use [8] (AHA, 2015a). The burden of chronic disease has inspired 
the nation to examine innovative health improvement strategies. 
One solution has been the incorporation of worksite health 
promotion programs. These programs have been encouraged to 
offer onsite health-related activities to promote physical activity, 
proper nutrition, relaxation techniques, and tobacco and alcohol 
cessation for employees [9].

Sedentary work environments have unintentionally become 
poor health behavior breeding grounds. Less than ideal working 
conditions characterized by low activity levels, limited nutritional 
choices, and increased stress have contributed to poor health 
choices. Unfortunately, the university setting has been one such 
environment, defined by desk jobs, vending machines, and 
high-stress deadlines [10]. Nursing education jobs have long 
been considered sedentary, associated with mostly deskbound 
clerical tasks such as computer use, grading papers, and course 
development. As health promoters, an integral part of the nurse’s 
role has been to recognize negative health habits and develop 
programs to improve the health of individuals and society [11] 
(American Association of Colleges of Nursing [AACN], 2006).          

Purpose and Significance

This project aimed to evaluate the effect of a worksite wellness 
program on faculty health behaviors at a satellite university 
campus. This study intended to determine if a workplace wellness 
program could improve health behaviors. Additionally, the project 
provided data to illuminate how employers could offset adverse 
health outcomes by implementing workplace health programs. This 
project helped university employees establish a worksite wellness 
program with the intent of increasing participants’ overall health. 
The project included evidence-based interventions and provided 

health and productivity research directed at satellite university 
faculty, which was generalizable to other similar professions. A 
needs assessment was conducted to determine the facility baseline 
wellness status using the CDC Health Scorecard (HSC). Each section 
of the HSC tool gave the facility a score based on the presence or 
absence of specific health activities. Categories with a low numerical 
rating identified areas of need. The results were as follows: tobacco 
control 11/19, nutrition 1/21, physical activity 6/24, weight 
management 0/12, stress management 10/14, depression 7/18, 
elevated blood pressure 2/10, cholesterol 0/15, diabetes 2/15, 
signs and symptoms and response plans for heart attacks, strokes, 
and occupational safety 22/22, and vaccine-preventable disease 
6/18. According to the CDC HSC results, the lowest scores were 
in nutrition, physical activity, weight management, hypertension, 
hyperlipidemia, and diabetes. The employee wellness needs 
assessment focused on these areas and determined the best 
worksite wellness intervention for the project.

Method and Design
Ethical Considerations

Expedited approval for this quality improvement project was 
obtained from the Institutional Review Board at Northwestern 
State University of Louisiana and Southeastern Louisiana University 
prior to initiation. Approval was based on the probability of no 
greater than minimal risk to the participants.

Participants and Setting

Convenience sampling was used for participant recruitment 
by campus email. The naturalistic study setting was the university 
satellite campus. The campus was comprised of classrooms, offices, 
and a library. Classrooms were rectangular with desks and chairs 
and short carpet. The campus outside was flat, even pavement 
conducive for an activity intervention. The intervention and data 
collection settings varied from individual and small groups to 
indoor and outdoor campus areas.

Intervention

Phase one of the study was the administration of the Alliance for 
a Healthier Generation EWIS to assess current wellness behaviors in 
employees and identify areas of need [12] (Alliance for a Healthier 
Generation, 2015). The EWIS survey was chosen because it was 
specifically designed to determine the needs and wants of employees 
in a school setting [13] (Alliance for a Healthier Generation, 2016). 
The survey examined healthy activities, including various types of 
exercise, health screening interest, weight and stress management, 
and nutritional education. Survey specifics have been discussed 
under the outcomes measured section. The results of the study 
were calculated and used to formulate a relevant intervention. 
The results of the EWIS revealed that employees were interested 
the most in dietary and nutritional education, followed by physical 
activity and stress management. This information was used to 

http://dx.doi.org/10.32474/LOJNHC.2021.03.000159


Citation: Kelly Crawford. A Worksite Health Promotion Project in The University SettingA Doctor of Nursing Practice Project. LOJ Nur 
Heal Car 3(2)- 2021. LOJNHC.MS.ID.000159. DOI: 10.32474/LOJNHC.2021.03.000159

                                                                                                                                                      Volume 3 - Issue 2 Copyrights @ Kelly Crawford.LOJ Nur Heal Car.

312

develop a 10-week wellness intervention that focused on nutrition 
and physical activity. The purpose of phase two was to deliver the 
wellness intervention to a group of 20 participants. Identification 
of one set day and time was impossible due to faculty schedule 
variations. Creating an intervention that offered participants 
flexibility was a project goal. Therefore, after researching various 
web-based tools, the DNP student created a centralized project 
content delivery area, where invited participants could access 
information on their own time. The university’s Microsoft Office 
365 account was used to create a group site, upload content, and 
interact with study participants.

Each week participants had various videos and educational 
content they were asked to review. The educational content focused 
on Life’s Simple 7 and healthy eating videos from the Physicians 
Committee for Responsible Medicine (PCRM). Life’s Simple 7 
detailed seven steps that were associated with improved health. 
The seven steps were: managing blood pressure, controlling 
cholesterol, reducing blood sugar, getting physically active, eating 
healthier, losing weight, and smoking cessation [14] (AHA, 2017c). 
PCRM was comprised of healthy eating videos that encouraged a 
diet high in fruits and vegetables to improve overall heart and 
health status. In addition to the weekly educational information, 
participants were asked to walk half a mile twice weekly. Although 
participants were not required to submit proof of weekly walking at 
the end of the study, they were asked to identify if they completed 
this part of the project. Indoor and outdoor walking routes were 
mapped and provided for subjects. Subjects were expected to have 
the physical ability to complete the one-half-mile distance during 
the project timeframe. The AHA MLC was used, both pre and post 
intervention, to assess intervention effectiveness. The AHA MLC tool 
was developed specifically to evaluate WWP, making it appropriate 
for this project.

Outcome Measures and Instruments

All study participants completed the EWIS and MLC assessment 
tools. The EWIS was an anonymous two-part survey administered 
through Survey Monkey. The EWIS measured individual healthy 
activities and health behavior interests. The first part included 
16 questions regarding healthy activities. The healthy activity list 
was comprised of the following: fitness plan development, exercise 
classes, dancing, team sports, walking, bicycling, yoga, etc., and also 
health screening, weight and stress management, and nutritional 
education. Participants indicated their level of interest by choosing 
one of the following: “very interested,” “might be interested,” or 
“not interested.”

The subsequent 12 questions evaluated participant interest 
in the following categories: health promotion programs, healthy 
snack options, and preferred physical activity types and times. 
These 12 questions were scored with a four to one Likert scale: 
“4=very likely,” “3=somewhat likely,” “2=not very likely,” and “1=not 
likely at all” [15] (Healthier Generation, 2016). The EWIS tool 
was offered as a free assessment from the Alliance for a Healthier 
Generation, which was founded by the American Heart Association 

and the Clinton Association [16] (American Heart Association, 
2017a). The results of the EWIS were used to determine participant 
interest and develop a tailored wellness intervention. Although the 
validity and reliability of the EWIS survey were not available, the 
EWIS survey was supported by the AHA and used by the Wellness 
Council of America, The California Department of Public Health, and 
The United States Department of Agriculture as a recommended 
wellness assessment tool [17] (Healthier Generation, 2013). The 
MLC was an innovative science-based tool created by the AHA 
specifically for WWP. The MLC assessment tool evaluated seven 
behaviors associated with good health, also known as Life’s Simple 
7. The key outcome measured by the MLC was an overall heart score, 
also known as an overall heart health score. The heart score was a 
valid and reliable measurement [18] (American Heart Association, 
2017c). The original research study by [19] reported the Heart 
Score demonstrated good discrimination (Harrell’s c-index, 0.72; 
95% confidence interval [CI], 0.71, 0.74 [females]; 0.77; 05% CI, 
0.76, 0.79 [males]), fit, and calibrated.

Gathering the following information generated the overall 
score: smoking status, nutrition, activity, weight, blood pressure, 
cholesterol, and blood glucose. MLC obtained information such as 
age, height, weight, gender, and ethnicity, as well as seven additional 
questions, which included three questions on blood components 
such as cholesterol and blood glucose and four questions on daily 
activities such as fruit and vegetable intake and activity levels that 
impact health. The information was entered into the MLC online 
tool, and an individual heart score along with an action plan was 
generated. One feature of the MLC tool was that participants could 
access it multiple times, enabling them to track improvements over 
time.

Data Analysis
Demographic data were collected on the AHA MLC but not the 

EWIS. The demographic data and characteristics obtained, provided 
in Table 1, included gender, age, race, pregnant/breastfeeding 
status, smoking status, diabetes status, and BMI. Of the 20 study 
participants, 10% (n=2) were male and 90% (n=18) female and the 
age ranges in years were as followed 15% (n=3) were 25-34, 30% 
(n=6) were 35-44, 20% (n=4) were 45-54, 30% (n=6) were 55-64, 
and 5% (n=1) was 65-74. The study participants were Caucasian 
80% (n=16) followed by African Americans 15% (n=3), and 
Hispanic 5% (n=1). None of the study participants reported being 
pregnant or breastfeeding. Ninety percent (n=19) of participants 
denied having diabetes; 10% (n=2) were self-reported diabetics. 
Regarding smoking status, 80% (n=16) identified as “never been 
a smoker,” and the remaining 20% (n=4) reportedly quit over 
12-months ago. Finally, the sample study participants’ BMI was 
as follows: 30% (n=6) were 18.5- 24.9 normal, 25% (n=5) were 
25.0-29.9 overweight, 10% (n=2) were 30.0-34.9 obese, and 35% 
(n=7) were classified as extremely obese. In summary, the majority 
of participants were female, age 35-44 or 55-64 years, Caucasian, 
never smoked, without diabetes, and classified as extremely obese.
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Table 1: My Life Check® Demographic Characteristics.

Characteristic Frequency Percent

Gender

Male 2 10%

Female 18 90%

Age in years 

25 - 34 3 15%

35 - 44 6 30%

45 - 54 4 20%

55 - 64 6 30%

65 – 74 1 5%

 Race

Black or African American 3 15%

Hispanic 1 5%

White or Caucasian 16 80%

Pregnant/Breastfeeding

No 20 100%

Smoking Status 

Never been a smoker 16 80%

Quit > 12 months ago 4 20%

Diabetes 

Yes 2 10%

No 18 90%

Body Mass Index

18.5 - 24.9 normal 6 30%

25.0 - 29.9 overweight 5 25%

30.0 - 34.9 obese 2 10%

> 35 extreme obesity 7 35%

American Heart Association My Life Check®

The AHA MLC online tool was used to calculate each participant’s 
overall heart score. The AHA MLC heart score was computed using 
participant demographics, underlying cardiovascular disease 
presence, blood pressure, glucose, total cholesterol, exercise, and 
dietary habits. All 20 participants completed the pre-intervention 
AHA MLC. The result of the pre-intervention AHA MLC has been 
reported in Table 2. The mean systolic blood pressure (SBP) was 
124 mmHg, and the mean diastolic blood pressure (DBP) was 77 
mmHg. The mean total cholesterol was 189 mg/dL, with the highest 
at 245 mg/dL and the lowest at 145 mg/dL. The mean glucose was 
111 mg/dL, with the highest glucose recorded being 213 mg/dL, 
and the lowest was 74 mg/dL. Dietary habits were assessed in 
regard to sugary beverages, fish servings, fruits, vegetables, and 
grain consumption. The average number of sugary beverages 
consumed in a week was 4.1. The average number of fish serving 
was 1.25 per week. The average number of daily servings of fruits, 
vegetables, and whole grains was 0.925, 2.15, and 1.93, respectively. 
The preliminary data used to calculate the heart score also reported 

participant exercise activity as 73.25 minutes a week of moderate 
exercise and 15.00 minutes a week of vigorous exercise. This data, 
along with the demographic characteristics, were used to calculate 
participants’ heart scores. The mean pre-intervention heart score 
was 6.0, with the highest heart score being 9.3 and the lowest at 3.6 
on a 0-to-10-point scale, with 10 representing the lowest risk for 
cardiovascular disease.

The AHA MLC online assessment tool was used to calculate 
each participant’s pre and post-intervention heart score. All 20 
participants completed the post-intervention AHA MLC. The 
result of the post-intervention AHA MLC was reported in Table 2. 
The mean SBP was 128 mmHg, and the mean DBP was 78 mmHg. 
The mean total cholesterol was 186 mg/dL, with the highest total 
cholesterol at 264 mg/dL and the lowest at 135 mg/dL. The mean 
glucose was 97 mg/dL, with the highest glucose recorded being 
158 mg/dL, and the lowest was 68 mg/dL. Dietary habits were 
re-assessed regarding sugary beverages, fish servings, fruits, 
vegetables, and grain consumption. The average number of sugary 
beverages consumed in a week was 1.95. The average number 
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of fish servings was 1.15 per week. The average number of daily 
servings of fruits, vegetables, and whole grains was 1.32, 1.92, and 
2.15. The final data used to calculate the heart score also reported 
participant exercise activity as 119 minutes a week of moderate 

exercise and 24.50 minutes a week of vigorous exercise. The mean 
post-intervention heart score was 6.31, with the highest heart score 
being 9.3 and the lowest at 3.6 on a 0-to-10-point scale, with 10 
representing the lowest risk for cardiovascular disease.

Table 2: Pre and Post Intervention My Life Check® Data.

 Variable  Mean SD Minimum Maximum

Systolic blood 

pressure mmHg

Pre-intervention 124 14.45 106 152

Post-intervention 128 14.07 106 152

Diastolic blood 

pressure mmHg

Pre-intervention 77 6.79 64 90

Post-intervention 78 5.58 70 90

Total cholesterol mg/dL

Pre-intervention 189 30.24 145 245

Post-intervention 186 37.06 135 264

Glucose mg/dL

Pre-intervention 111 30.87 74 213

Post-intervention 97 17.91 68 158

Weekly servings of

sugary beverages

Pre-intervention 4.10 6.61 0 21

Post-intervention 1.95 2.79 0 9

Weekly servings of

fish

Pre-intervention 1.25 1.02 0 3

Post-intervention 1.15 0.74 0 2

Daily cups of 

vegetables

Pre-intervention 2.15 2.18 0 10

Post-intervention 1.92 1.17 0 5

Daily cups of fruit

Pre-intervention 0.93 0.65 0 3

Post-intervention 1.32 0.81 0 3

Daily servings of 

whole grains

Pre-intervention 1.93 1.22 0.5 4

Post-intervention 2.15 1.04 0 4

Weekly minutes of 

moderate exercise

Pre-intervention 73.25 81.57 0 250

Post-intervention 119.00 91.97 0 250
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Weekly minutes of 

vigorous exercise

Pre-intervention 15.00 27.96 0 90

Post-intervention 24.50 59.24 0 250

Overall heart score

Pre-intervention 6.04 1.66 3.6 9.3

Post-intervention 6.31 1.57 3.6 9.3

Findings
When comparing the pre and post-AHA MLC Mean (M) data 

(n=20), improvements were noted in several areas. In regard 
to nutritional intake Means: the weekly sugary beverage intake 
decreased from 4.1 to 1.95 servings, and the daily fruit serving 
intake increased from 1.93 to 2.15. Increases were seen in the 
Mean scores of both average weekly minutes of exercise from 73 
to 119 and vigorous weekly minutes of exercise from 15 to 245. 
The average glucose and cholesterol decreased from 111mg/dL to 
97 mg/dL, and 189mg/dL to 186 mg/dL, respectively. Finally, the 
Mean heart score increased from 6.0 pre-intervention to 6.3 post 
intervention. The project intervention was delivered in a flexible 
format where participants could access information at their leisure. 
This non-traditional design forced participants to be self-directed. 
Therefore, the post-intervention data also collected a response 
from each participant to assess study compliance, presented in 
Table 3. Compliance was defined as completing 80% of both the 
weekly intervention information sessions and the weekly walking. 

Of the 20 participants, 75% (n=15) reported study compliance, 5% 
(n=1) reported non-compliance, and 20% (n=4) did not answer the 
question. 

A paired t-test was used to compare the heart scores for 
participants’ pre and post-workplace wellness intervention for both 
the entire group (n=20) and separately for the group who reported 
study compliance (n=15); see Table 4. There was not a significant 
difference between the pre-intervention heart scores (M=6.04, 
SD=1.66) and post-intervention heart scores (M=6.31, SD=1.57); t 
(19) =1.47, p=0.159) for the total group; t (14) =2.14, p=0.051 for 
the compliant group. The Shapiro-Wilk test of normality (n=20) was 
performed and showed a significance of p=0.018 (α 0.05) which 
indicated data did not follow a normal distribution. Consequently, 
the Wilcoxon signed-rank test was used for comparison. However, 
the Wilcoxon signed-rank test (n=20) also showed no statistical 
significance (W=14; p=0.227). Tables 4, 5, and 6 have been provided 
with the statistical data information.

Table 3: Self-Reported Intervention Compliance.

Compliance

(Completing 80% of intervention)
Study compliance frequency Percent

Yes 15 20%

No 1 5%

Did not answer 4 75%

Table 4: Statistical Analysis of Heart Scores.

Heart score variable Sample size Mean SD Min. Max. t-statistic p-value M = 0

Change (post - pre) in heart score for 
total group 20 0.28 0.84 -1.4 2.1 1.47 0.159

Change in heart score for self-report-
ing compliant group 15 0.46 0.83 -0.8 2.1 2.14 0.051

(Note. SD=Standard Deviation; Min=Minimum; Max=Maximum)

Table 5: Shapiro-Wilk Tests.

Shapiro-Wilk p-value  

Change (post - pre) in heart

score for total group

0.018

Change in heart score for self-

reporting compliant group

0.038
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Table 6: Wilcoxon Signed-Rank.

Wilcoxon Signed rank statistic
Wilcoxon Signed-Rank

p-value

Change (post - pre) in heart score for total group 14.0 0.227

Change in heart score for self-reporting compliant group 17.5 0.082

For several decades non-communicable diseases (NCDs) were 
responsible for the majority of deaths and disabilities worldwide 
[7] (CDC, 2016a). The impact of NCDs in the United States matched 
this disturbing trend. One of the most shocking features of common 
NCDs was the fact they have been considered preventable. Each 
year the NCD related death toll has continued to rise, which 
has made the issue a public health priority. Despite advances in 
NCD prevention, the number of people affected has continued to 
rise. The two main reasons for this increase were attributed to 
decreased activity and poor nutrition. Technological growth has 
altered the occupational environment, changing the way people 
work, leading to less daily physical movement. Compounding this 
activity issue has been the proliferation of processed and fast 
food consumption. These two major shifts in modern society have 
contributed to an increase in cardiovascular disease, the number 
one NCD associated with increased morbidity and mortality [7] 
(CDC, 2016a). The growing realization that declining employee 
health has become a global health concern has sparked employers 
to utilize the workplace as a wellness intervention site. Higher 
education settings, especially those focused on health education 
like nursing, have had a unique opportunity to foster collaboration 
between disciplines and departments to promote workplace 
wellness programs. Furthermore, higher education settings where 
faculty jobs are considered sedentary have provided an optimal 
setting for this project. 

The main result of this DNP project, which consisted primarily 
of nutrition and activity interventions, was a mean heart score 
increase from 6.0 to 6.3 on a 0-to-10 point scale. The American 
Heart Association (AHA) My Life Check® (MLC) online total heart 
score tool evaluated intervention success. The AHA MLC was a 
recommended tool to evaluate overall health in the workplace 
[9]. In addition, key findings included improvements in total 
cholesterol, weekly sugary beverage intake, daily fruit, and grain 
intake, and weekly moderate and vigorous exercise. Improvements 
in inactivity and nutrition were consistent with the previous 
studies from [20,21]. There were no participants who dropped 
out of the study. The final data collection tool added a question 
on program compliance. Compliance was described as subjects 
completing 80% of weekly information sessions and the twice-
weekly one-half mile walks. According to the final data collection 
tool, 75% of participants self-reported project compliance. 
Among the 20 program participants, the majority were Caucasian 
(80%) and female (90%). Furthermore, 70% of participants were 
classified either as overweight, obese, or extremely obese, showing 
that wellness programs aimed at improving weight loss through 

nutrition and activity were relevant for this population. Although 
the purpose of this study was not aimed at weight loss per se, healthy 
eating and nutrition are known contributors to a healthy weight. 
The five participants who did not self-report study compliance 
were all classified as extremely obese. A second statistical analysis 
was completed on the compliant participants. Interestingly, the 
AHA MLC score was still not statistically significant even after the 
non-compliant group was removed from the analysis (p=0.051).

 Consistent with previous research, the study found that 
workplace wellness can positively impact employee health 
behaviors [21,22,23]. This DNP project’s contribution to the 
literature was an example of a workplace wellness program 
delivered in a non-traditional style to sedentary university faculty 
employees. However, the best type of WWP in this setting will still 
need additional investigation and planning. The project provided 
information on the effects of a workplace wellness program on 
faculty health behaviors. This was important because as health 
educators, nursing faculty should have opportunities and resources 
to promote personal health. This project also depicted faculty health 
characteristics like weight, body mass index, physical activity levels, 
and basic eating habits. Although the final heart score change was 
not statistically significant, several areas of improvement were 
seen in various participant health behaviors, including increased 
weekly activity and daily fruit consumption. These results were 
consistent with the previous WWP studies by [20,21]. Moreover, 
this project provided detailed employee interest information for 
facility future wellness adventures. Employers might be inspired to 
invest in workplace wellness programs if they view the investment 
as beneficial. As stated previously by [22], successful WWP needs 
leadership involvement, including policies that promote a culture of 
health. The sustainability plan of establishing a workplace wellness 
committee, including a human resource person, could improve 
long-term wellness opportunities for the university. Workplace 
wellness programs have been linked to positive outcomes, but the 
question then becomes which program is the best fit for various 
facilities. This question should be best answered individually by 
organizations. Similar to the study by [24,25,26], the internet-
based WWP approach was doable by most participants. Embracing 
innovative approaches to wellness that encourage employee input 
may have improved the chances of successful wellness program 
implementation and sustainability. 

Strengths and Limitations
Several limitations were related to the sample. First, a sample 

of 20 participants is considered small (Faber & Fonseca, 2014). 
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Secondly, the project participants were from a satellite university 
campus concentrated in a Southern region, with the majority of 
participants being Caucasian and female. Therefore, the study 
group may not be reflective of the larger population and may limit 
generalizability. Another limitation of the project was the time of 
year that it was implemented. This project took place during the 
fall and ended the week after the Thanksgiving holiday. Participants 
may have found it challenging to maintain healthy eating habits 
during a holiday known for eating in abundance. The main strength 
of the project as it provided the needs assessment and employee 
interest of a specific facility. This site-specific comprehensive 
exploration could be used to develop current and future university 
health practices. Additionally, the recommendation of developing a 
wellness committee could improve the future health of employees. 

Future studies should target more generalizable samples from 
various regions of the United States. Research focusing on WWP 
intervention time length, specific program measurement tools, 
and various seasonal influences would also be beneficial. Finally, 
specific studies evaluating types of wellness programs yielding 
effective for university faculty will also be needed. 

Discussion and Conclusion
The findings of this study suggested that workplace wellness 

programs can positively impact faculty health behaviors. Seventy-
five percent of the study participants acknowledged that a once-
weekly time commitment to wellness activities was both acceptable 
and sustainable. While the total participants’ group findings were 
not statistically significant, the author notes that the small sample 
size and further lack of compliance by some subjects may have 
impacted the outcomes. A larger sample would have yielded a 
more reliable result. Workplace wellness programs benefit both 
employees and employers by improving worker health. More 
research needs to be conducted to determine if workplace wellness 
programs could be used to halt the progression of NCDs in an 
increasingly sedentary world.
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