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Maintenance of health of large groups of people in modern times 

Health is increasingly seen as a resource for optimal human functioning 1, for active 

participation in society 2, and for sustainable employability 3. With this, health represents an 

important human value for individuals and for society as a whole. However, the 

maintenance of health of large groups of people is not automatically a given, especially in 

times of ageing populations 4. In addition, modern society is accompanied by an increase of 

‘welfare’ diseases, such as non-communicable diseases (NCDs) 5, 6, and psychosocial health 

problems like work-stress 7 and depression 5. 

Under the influence of modern society, more and more people are struggling to live healthy, 

resulting in physical or mental health problems. The most prominent NCDs, i.e. 

cardiovascular diseases, cancer, chronic respiratory diseases and diabetes, share risk factors 

related to lifestyle 8.  Physical inactivity, tobacco use, harmful use of alcohol and unhealthy 

diets are the main lifestyle risks for these NCDs. It is disturbing to know that the prevalence 

of these lifestyle risks still remain high worldwide and are increasing in the majority of 

countries 9. For example, around 40% of people worldwide is not participating in sufficient 

physical activity to benefit their health 8. This has far-reaching consequences. Based on a 

comprehensive search of literature from 1980 onwards, including over 100 studies assessing 

the relationship between physical inactivity and health outcomes, it is estimated that 

physical inactivity globally accounts for 21.5% of ischaemic health disease, 11% of ischaemic 

stroke, 14% of diabetes, 16% of colon cancer and 10% of breast cancer 10. The influence of 

dietary habits on health are also worth mentioning. An increase in fruit and vegetable 

consumption up to the theoretical-minimum-risk distribution is expected to reduce the 

worldwide burden of ischaemic health disease by 31%, of ischaemic stroke and stomach 

cancer by 19% each, and oesophageal cancer by about 20% 11. The detrimental physical 

health effects caused by a society related unhealthy lifestyle is increasingly apparent in 

society 12. More and more people are overweight or obese, and associated diseases like 

Diabetes type II are becoming more common 13, 14. In the Netherlands, for example, in 2012 

an average of 48.3% of Dutch adults aged 19 years and older were overweight 15, 16. 

Modern society also influences the mental health of people. Besides poverty and insecurity, 

work-stress is a major psychosocial risk factor for mental ill health 5, 7, 17. Psychosocial risks at 

the workplace have been identified as significant emerging risk in contemporary times 18. 



Psychosocial risks go hand in hand with stress and mental health problems 5, for which a 

consistent relation with heart diseases, depression and musculoskeletal disorders has been 

demonstrated 17. Viewed positively, good mental health enables people to realise their 

potential, to cope with normal stresses of life, to work productively and to contribute to 

their communities 8, 17. Mental health and well-being represents an important economic 

value 19. Its preservation is therefore becoming increasingly important. However, nowadays 

poor mental health affects one in four people at some time in life 5. Moreover, there is 

increasingly evidence that risk factors for mental ill health also affect people’s physical 

health. Long working hours, sleeping problems and lack of relaxation20, 21 for example are 

important factors that affect both mental and physical health. Also, several health risk 

factors seem to cluster. Co-occurrence between sleep problems and obesity for example 

have been demonstrated22.  

The collective increase of unhealthy lifestyles not only negatively influences health, it also 

has extensive financial implications. Recent calculations have shown that in the Netherlands 

in 2010, €2.8 billion was spent on health care associated with diseases caused by smoking, € 

1.6 billion was spent on diseases due to overweight, and € 1.3 billion was spent on diseases 

due to physical inactivity 23. In an absolute sense, these are large amounts of money which 

are, at least partially, avoidable. Viewed relatively, smoking, overweight and physical 

inactivity involve almost 8% of all health care costs 23. In the short term, a healthy lifestyle at 

a collective level is expected to lower health care costs 23, although costs may rise in the long 

term due to longer life expectancy. It is, however, important to realise that the (financial) 

benefits of health and healthy lifestyle stretch far beyond the health care domain. Ill health, 

for example, is a risk factor in productivity loss and absenteeism 24, with related costs which 

are often much higher compared to the direct health care costs 25, 26.  

To sum up: under the influence of modern society, there is a collective increase of unhealthy 

lifestyles, which threatens physical and mental health, human well-being and functioning at 

both an individual and collective (organisational, societal) level. Both from a human and 

from a financial perspective it is important to find ways in which large groups of people 

collectively can live healthily, despite the demands of modern life. People’s collective 

efficacy in accomplishing a health promotion social change process is suggested to play a key 

role in the above mentioned health needs 27. Also, inducing self-regulatory processes is 



important in maintaining health behaviour in demanding circumstances 28. This thesis started 

from the perspective of the increase of a society-related collective unhealthy lifestyle. A 

social change process that fosters self-regulation in health was expected to be useful to 

reverse this tendency. The overall aim was to contribute to the knowledge of how to 

maintain or promote the health of large groups of people, even in high demanding and 

rapidly changing modern times. 

Theoretical positioning: a ‘whole population’ and system approach within 

organisations 

By focusing on the maintenance and promotion of health of large groups of people, this 

study can best be placed in the tradition of a ‘whole population approach’. A ‘whole 

population approach’ attempts to shift the distribution of health towards better health in a 

whole population 29. By contrast, a ‘high risk’ approach seeks to identify and protect 

susceptible individuals. In addition, this study follows a systems approach in the work 

setting, as compared to an individual approach 30, 31. The setting approach has roots in the 

WHO strategy Health for All and the Ottawa Charter  32 in which it was stated that ‘health is 

created and lived by people within the settings of their everyday life; where they learn, 

work, play, and love’. The present study embraces the three key elements of the setting 

approach31. First, it includes an ecological view on health promotion, in which health is 

understood to be determined by a complex interplay between environmental, organisational 

and personal factors, largely determined outside of health care services. Second, it reflects a 

system perspective, in which settings, such as the work setting or school setting, are seen as 

dynamic, complex and adaptive systems characterised by interconnectedness and 

interdependencies between different elements. Third, it has a development and change 

focus within the whole setting, which means that people and their environments both need 

to develop or change in order to achieve the desired health outcomes.  

This thesis focuses on the work setting. Work settings give access to large groups of people 

and enable multilevel interventions required to address the multifactorial essence of health 

33. Moreover, organisational change theories to induce change processes are available 34-36 

and recommended to be used in health promotion 37. With this, the work setting is perhaps 

one of the most important health promotion settings. 



Focus of the study 

The remainder of this general introduction elaborates on organisational health 

interventions. Also, the way the required health-promotion social change processes within 

organisations are understood in this study are described. Lastly, the relevance of self-

regulation in maintaining a healthy lifestyle in contemporary societal demands is described. 

Challenges of organisational health interventions 

Health in organisations is addressed from different perspectives. First, often encouraged by 

Occupational Health and Safety (OHS) legislation, most organisations have an OHS policy. In 

OHS, the focus traditionally was on the protection of workers, but increasingly has shifted 

towards creating conditions by which people can maintain or enhance their health. In this, 

special attention to social work conditions, work climate and culture exists and seems 

justified 38, 39. Nowadays, also the positive value of work as such for employees’ health is 

acknowledged 40. A second perspective on work and health is Workplace Health Promotion 

(WHP). WHP is primarily originated in public health, and aims at promoting a healthy lifestyle 

among employees as well as promoting circumstances that enhance health 41. Third, from an 

organisation developmental perspective, a healthy workforce is increasingly seen as a 

resource for organisational performance1. Health and well-being therefore are increasingly 

incorporated in (personal) leadership programmes and team development programmes. 

As a result, health in organisations nowadays includes many topics. It covers both individual 

and organisational approaches and interventions, and includes several policies involving 

various stakeholders, such as managers, employees, policy makers, human resource 

departments, insurance companies and (occupational) health experts. Consequently, health 

promotion within companies is now understood as a complex innovation 42. In order to cover 

all perspectives, more comprehensive health management approaches, combining 

organisational and employee needs, have been recommended 43-45. To date, however, such a 

comprehensive approach still remains difficult, and health is still often addressed 

fragmentally within organisations. 

Whereas individual interventions in the work setting particularly focus on the health needs 

of (groups of) individual workers, organisational interventions address the organisational 

features themselves. Organisational interventions for example address organisational 



features like leadership style, organisational culture, job redesign 46.  By addressing 

organisational features, organisational health interventions may influence relatively large 

groups of employees. In this thesis, it is presumed that especially organisational 

interventions can meet the requirements which enable a change process needed to improve 

self-regulation in health. Organisational interventions, however, face a number of 

substantial challenges 46, 47, for which further knowledge is required. Difficulties of 

organisational interventions include, among others, the complex interplay between work 

and health, and implementation problems in a continuously changing environment 48. There 

is a need for knowledge on how to develop organisational health interventions more 

effectively. For this, it is important to notice that organisations are not primarily health-

promoting contexts. The main point of interest of an organisation is their business; the 

functioning and existence of the organisation as a whole. Health promoters should have a 

good understanding of the organisation as entity. A thorough search for the parallel health 

and business interests is needed to develop and implement organisational health 

interventions effectively 49, 50. To date, knowledge on how to promote health and business 

benefits simultaneously is scarce.  

Figure 1 presents the model on the relevance of organisational health interventions used in 

this thesis. Organisational health interventions primarily target health-promoting 

organisational features. These organisational features are expected to promote employees’ 

health, which may in turn improve employees’ performance and productivity. Also, these 

organisational features are expected to contribute to organisational development and 

performance of the organisation as a whole. Organisational health interventions may 

therefore serve a parallel health and business interest. From the perspective of parallel 

interests, in the literature there is currently particular attention on a construct called social 

capital51. Organisational social capital is a cultural dimension and comprises collaboration, 

justice and trust 51. Organisational social capital is presumed to be an important topic for 

organisational health interventions. 



 

Figure 1: Organisational health interventions and the suggested ways to contribute to health and 

business benefits 

This thesis uses an organisational view on health promotion. It aims at contributing to 

knowledge on how to develop effective organisational health intervention. It adds to the 

existing knowledge in work-health science by specifically focusing on the parallel health and 

business interests. 

Health-promotion social change processes in organisations 

Based on organisational knowledge, in this thesis a collective social change process is 

primarily seen as a collective learning process. Collective learning theories, such as Theory U 

52, are seen as a relevant theoretical foundation. Theory U52 describes the way groups of 

people collectively learn to shape a new future. The principles of Theory U suggest ways to 

help people to break through unproductive or unhealthy patterns, behaviours and decisions. 

The cornerstone of this kind of collective learning process is that (groups of) people 

collectively identify (persistent) patterns, learn to reflect on their ‘selves’ and their values, 

and learn to act according to their most important values. Similarities in these essentials of 

learning collectively are found in theories on organisational culture 36 and on organisational 

learning 53-55 processes. Nowadays, the described social or cultural change processes are also 

seen as a transition 56, a process from one state to another. Transitions will only take place if 

they ‘really make sense’ 56. In order to induce a sustainable social change process, it is 



important to get a more profound understanding of what stakeholders really find important, 

both from their respective parts as well as from the larger whole of the system 57. Based on 

these learning theories and perspective on transitions, inducing a health promotion social 

change process requires a profound awareness of the value that people attach to health. 

The people involved should discuss and make explicit how they value health, including their 

underlying assumptions. A broad value orientation on health is therefore expected to be a 

key element to induce a health promotion social change process. 

By combining health science and organisational change theories, this thesis was aimed at 

providing insights in how to induce a health promotion social change process within 

organisations. As organisational health interventions may achieve a large group of 

individuals, the overall aim was to  contribute to knowledge on how to maintain or promote 

the health among large groups of people in contemporary times.  

Self-regulation 

Self-management 58 and self-regulation 28, 59, 60 have become major issues in the attempts to 

maintain and promote the health of large groups of people at lower costs. Self-regulation 

refers to people as active agents, and is seen as ‘a vital aspect of human adaptation to life’ 28. 

Addressing self-regulation adds the dimension of how to change individual behaviour, rather 

than focusing on aspects on what factors should be changed to improve health 61. Whereas 

in traditional health programmes, patients are often still the receiving actor, while experts 

are the providing actor 62, self-regulating human beings are seen as active players, rather 

than spectators of an environment28. 

Self-regulation in health requires ownership among all relevant stakeholders. In 

organisations, this includes both the individual level (the employees) and the corporate level 

(the organisation). Self-regulation in health within organisations is therefore expected to 

require a change process in which all relevant stakeholders are involved and jointly deploy 

the change process. 

At the individual level, self-regulation includes both self-management towards health and 

health behaviour, and a more generic view on self-regulation, i.e. referring to the self-

regulatory capacity to effectively organise one’s life in a demanding and changing 

environment. The first perspective is particularly originated in disease treatment, and refers 



to the extent to which individuals are able to maintain a specific or prescribed health 

behaviour needed for their specific health status, with only a limited interference of a health 

expert like a doctor or a nurse 58. Likewise, a new definition of health is proposed: ‘the ability 

to adapt and to self-manage, in the face of social, physical, and emotional challenges’ 63. 

Closely related to self-management is the concept of self-control towards intended healthy 

lifestyles 64, in which goal setting and goal striving are key elements 65. Self-monitoring, 

adoption of goals and self-motivating incentives are three generic sub-functions of this kind 

of self-regulation 27. Individuals are encouraged to set and attain personal health-related 

goals. The individual’s motives, supported by social and cognitive conditions and facilities, 

are used to take the next step in personal health promotion. 

The more generic view on self-regulation is seen as a foundation for healthy growth and 

development, with a direct influence on health. People who can use this kind of self-

regulation have power over themselves. They act in accordance to their values and interests. 

Being in balance in this way is ascribed a direct health promoting effect 66. In addition, self-

regulated people are able to perform and maintain healthy lifestyle behaviours from within, 

which in turn may positively influence health 67. Self-determination theory 66 is an often-used 

theory in this perspective. Self-determination is presumed to positively influence health and 

health behaviour 68 and vitality 69. In the organisational setting, the importance of a 

supportive social work environment in predicting self-determination among employees has 

been demonstrated 71. 

At the organisational level, self-regulation primarily requires to embed health within the 

organisation’s culture, policy, practices and habits. Organisational health interventions 

therefore should particularly search for ways how to embed health within the organisation 

47. By aiming to induce a health-promoting social change process in organisations, this thesis 

addresses self-regulation in health both from the perspective of employees as from the 

perspective of the organisation as a whole. 

Aims and objectives 

Aims 

Coming forth from the idea that inducing a social change process that fosters self-regulation 

in health within organisations makes sense from both a societal and business perspective, 



and the observation that that there are still many improvements possible in organisational 

health interventions, the aims of the study were:  

1. To contribute to the knowledge of how to induce a change process that fosters self-

regulation in health in organisations, 

2. To contribute to more effective workplace health promotion (WHP), 

3. To contribute to knowledge on how to develop, apply and evaluate an organisational 

health intervention aimed at promoting social capital and self-regulation in health in 

organisations. 

The societal relevance of this study is found in the contribution to knowledge of how to 

promote the health of large groups of individuals through a setting other than the health 

care sector. This is expected to improve population health, well-being and vitality, and may 

reduce health care costs. 

The business relevance is more effective organisational health promotion by which parallel 

(health and business) interests will be improved simultaneously. 

The objectives were: 

1. To examine the parallel health and business interest of organisational health 

promotion, and to provide insight in how this parallel interest can be served 

simultaneously, 

2. To provide an insight into the variety of ways by which health can be meaningfully 

embedded within companies, 

3. To investigate how to develop an organisational health intervention, to apply such an 

intervention and to examine its effectiveness on social capital and self-regulation in 

health. 

Outline 

Following this general introduction, this thesis is divided into three parts. 

Part 1: Examining the parallel health and business interest of organisational health 

interventions 



Part one describes three studies in which the parallel health and business interest is 

examined by associating employees’ health and performance. Chapter 2 describes a study in 

which vitality at work was associated with lifestyle, self-determination, organisational 

culture and with employees’ performance. Chapter 3 describes the association between 

social capital and employees’ health and performance. Chapter 4 describes employees’ 

motivational regulatory styles towards health and their associations with a healthy lifestyle 

and a healthy work style. In addition, these studies provide insights in what organisational 

features may be relevant to serve a parallel health and business interest.  

Part 2: Embedding health within companies 

Part two describes three different ways by which health can be embedded within 

organisations. Chapter 5 describes a value case for integrative health management in 

companies. The study introduces the concept of value cases, describes a value case 

methodology and a case study in which this value case methodology is applied. Chapter 6 is 

about incorporating health indicators in management control. Key Performance Indicators 

(KPIs) for health management in companies are identified. These KPIs, as well as the way 

these indicators are used in front runners companies on health management in the 

Netherlands, are described. In Chapter 7, core values that are underlying health, safety and 

well-being in organisations were identified from the literature. 

Part 3: Developing, applying and evaluating an organisation-specific intervention  

Part three addresses the way an organisational health intervention can be developed. Also, 

the development, application and evaluation of an organisational health intervention is 

described. Chapter 8 describes a Delphi procedure, in which organisation-specific factors for 

developing health interventions in companies are identified. To adjust to common health 

practice, the identified factors are embedded into a practical methodology (called 

‘Organisational Mapping’). Chapter 9 describes the development and evaluation of an 

organisational health intervention aimed at promoting social capital and self-regulation 

within a Dutch dairy company. An organisation-specific application of the Intervention 

Mapping procedure 37 resulted in an organisational Large-Scale-Intervention 56 in the 

company. The study describes its effectiveness on bonding social capital, openness and 



autonomous regulation towards health, lifestyle, perceived health and sustainable 

employability. 

The final chapter, Chapter 10, summarises the main findings of the thesis and discusses the 

implications for future research and future organisational health interventions.  
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