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Abstract

Keeping employees physically and psychologically healthy and thriving has
increasingly become a challenge for organizations. Because poor health is
associated with various negative consequences for the individual as well as at
organizational level, researchers have started to investigate pathways for foster-
ing, retaining, and restoring health and well-being in the work-place. Various
studies underline the important role of leaders in creating work-place conditions
that either positively or negatively influence employee health and well-being. In
this chapter, we therefore differentiate between relationship-oriented and task-
oriented leadership behaviors while providing an overview of the association
between established leadership theories and indicators of employee health.
Moreover, we focus on health-specific leadership styles, which are assumed to
have a more direct effect on followers” health than more general styles. We have
assumed that health-focused leadership skills complement general leadership
skills. Avenues for future research are discussed and practical conclusions
provided.

1 Employees’ Health as a Challenge and Corporate Goal

Employees’ physical and psychological health has recently become a prominent
topic for both organizational research and practice. There are various possible
reasons for this development. First, ample research has demonstrated that poor
health and well-being are associated with several negative outcomes on both the
company and individual level. For instance, employees with health-related
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problems have been found to be less productive, to be absent from work more often,
and to make poorer-quality decisions and fewer overall contributions to their
organizations than their healthy colleagues (Danna and Griffin 1999). In addition,
they may personally experience various physiological, psychological, and emo-
tional costs (Bourbeau et al. 1996; Cartwright and Cooper 1993).

Second, recent data from Germany indicate that sick days increased by 28 %
between 2006 and 2013. On average, persons in the German workforce miss 14.7
days per year because of poor health, generating considerable costs for both
companies and social security systems (TK Gesundheitsreport 2014). Hence,
organizations are becoming increasingly interested in exploring how to optimize
working conditions to minimize costly sick days.

Third, health statistics from many developed economies indicate that
employees’ psychological health is particularly jeopardized. The Organisation for
Economic Co-operation and Development (OECD 2014) reported that in
Switzerland mental health problems annually cost the economy 19 billion Swiss
francs, which corresponds to 3.2 % of the gross domestic product. In addition,
people with mental health problems account for almost 40 % of all new disability
benefit claims. The situation is similar in Germany, where the number of psycho-
logically induced sick days grew by a factor of 19 between 2004 and 2011, causing
the German economy to lose 6.3 billion euros annually (Betriebskrankenkasse
[BKK] 2012). While researchers debate whether an apparently more complex
working life (e.g., intensified cost pressure, fierce competition, globalization,
virtualization, and ubiquity) explains this ongoing increase, it can be concluded
that, at minimum, there is a strong interrelationship between work and psychologi-
cal health. In addition, persons with psychological illnesses are at particular risk of
being marginalized in the labor market (Baldridge et al. in press) because of the
widespread stigma associated with mental disability (Corrigan et al. 2005).

Fourth, employees’ health can be expected to become increasingly important
because of the demographic changes in most industrialized countries, which are
characterized by low birth rates, an increasing life expectancy, and the aging of the
large baby-boom generation born between 1946 and 1964 (Craig and Paganelli
2000; Truxillo and Fraccaroli 2013). To take pressure off the pension system, there
has been an increased rise in the mandatory retirement age in many countries
(Borsch-Supan 2003; Flynn 2010), accompanied by the abolishment of early
retirement programs in most firms. Because of the substantial correlation between
age and disability (Ilmarinen 1994, 2001; World Health Organization [WHO]
2011), it can be expected that many older employees will develop health constraints
during their working lives. In support of this contention, studies show that older
employees take more sick days. While persons take sick leave less frequently with
increasing age, the duration of that leave increases (Badura et al. 2014). A recent
report on workers’ health in German companies revealed that despite employees
aged over 50 years comprising less than one third of the overall workforce in 2013,
their health issues led to absenteeism corresponding to 46 % of the costs of the
missed gross value added (Badura et al. 2014). This equals a loss of productivity of
42.6 billion euros. In addition, it has become much harder to opt out of working life
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and request early retirement because of health constraints (Muller-Camen
et al. 2011). Therefore, now that organizations cannot “rejuvenate” their workforce
by routinely dismissing older employees, they have to invest in the work ability of
their personnel. Thus, health promotion has become a core component of managing
an aging workforce (Boehm et al. 2013).

Taken together, companies face at least two major challenges regarding their
employees’ health. To reach organizational goals, they have to invest in health
promotion and ensure that their fit and healthy personnel retain a high capacity for
work (i.e., they have to engage in prevention behaviors). Meanwhile, to secure the
jobs and foster employees’ recovery with existing health constraints, organizations
need to engage in activities to restore those employees’ health and well-being (i.e.,
they have to invest in intervention behaviors). Given both the importance of work
for the self-concept of most individuals (Blustein 2008) and the negative economic
implications of losing a job because of poor health, both organizations and society
as a whole should have a key interest in fostering, retaining, and restoring health in
the work-place.

As already stated, organizations seem to have recognized this challenge. Most
companies currently invest in corporate health programs and worksite health
promotion, including health education, screening, intervention programs, fitness
and nutrition programs, and stress management seminars. The positive impact of
such health promotion programs upon key financial indicators has been studied and
proven extensively (Aldana 2001; Goetzel and Ozminkowski 2008; Heaney and
Goetzel 1997; Pelletier 2001), providing further motivation for companies to
engage in such activities. Recently, however, both research and practice seem
increasingly interested in shedding light on additional organizational factors that
might contribute to employees’ long-term health and well-being. It has been
proposed that supervisors, particularly the leadership behavior they display to
their followers, are one such decisive organizational factor (Gilbreath and Benson
2004).

2 Definition of Employees’ Health and Well-Being

In the preamble to the constitution of the WHO, health is defined as “a state of
complete physical, mental and social well-being and not merely the absence of
disease or infirmity” (WHO 1946). Thus, health promotion has to go beyond
sickness prevention to also focus on positive states of health. Regarding the
relationship between leadership and health, a wide range of different outcomes
have been investigated. In accordance with the research tradition of organizational
behavior, soft health-related factors have mostly been studied. These have often
been subsumed under the umbrella terms of positive and negative employee well-
being, which conceptualizes well-being as having two distinct dimensions rather
than being a continuum with two poles (Gregersen et al. 2014). Positive health-
related outcomes of leadership include job satisfaction, perceived psychological
and physical health, safety, and positive moods. Some studies even consider that
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more distal outcomes such as job performance are health-related (e.g., Kuoppala
et al. 2008). Regarding negative health indicators, stress, strain, anxiety, exhaus-
tion, burnout, and depression have been examined (Kelloway and Barling 2010;
Kuoppala et al. 2008). However, few studies, and these are mainly in the field of
medicine and rehabilitation, have investigated relatively hard outcomes of leader-
ship, such as blood pressure (Karlin et al. 2003), cardiovascular diseases (Wager
et al. 2003), work-place injuries and accidents (Mullen and Kelloway 2009), and
sick leave and disability pensions (Kuoppala et al. 2008). Broadly speaking, the
more objective the health indicator, the fewer empirical studies have been
performed.

3 The Relationship Between Leadership and Followers’
Health and Well-Being

Research has clearly indicated that “good” leadership plays a key role in keeping
employees healthy and happy (for recent reviews, see Kelloway and Barling 2010;
Kuoppala et al. 2008). However, what constitutes “good” leadership in terms of
fostering employees’ physical and psychological health is much less clear (Eriksson
et al. 2010). Many of the existing studies on the leadership—health relationship
have investigated the potential impact of established leadership styles such as
leader—member exchange (LMX; e.g., McGee et al. 1987; Rousseau et al. 2008)
and transformational leadership (TFL; e.g., Arnold et al. 2007; Sosik and Godshalk
2000).

Another line of research has taken a more focused approach and proposed that
health-focused leadership (HFL) styles have a more direct effect on followers’
health than more general leadership styles (e.g., Gurt et al. 2011; Boehm and
Baumgirtner 2014). In this chapter, we will present and discuss both of these
approaches with the aim of providing readers with a holistic impression of the
leadership—health relationship. In so doing, we will also discuss existing gaps in
the literature and propose directions for future research.

First, however, we want to provide our definition of leadership. The subject of
leadership is possibly one of the best researched topics in organizational behavior.
Yukl (2012, p. 66) summarized the essence of leadership in organizations as
“influencing and facilitating individual and collective efforts to accomplish shared
objectives”. In general, leaders’ behavior can be classified into task-oriented (e.g.,
developing plans, determining schedules, clarifying goals, setting priorities, moni-
toring progress); relationship-oriented (e.g., supporting, developing, and
empowering employees); change-oriented (e.g., encouraging innovation,
facilitating learning, and communicating a vision); and externally oriented
activities (e.g., networking, representing, boundary spanning) (Yukl 2006, 2012).
In particular, task- and relationship-oriented behaviors seem likely to influence
employees’ health and well-being, particularly given that supervisors have power
that they can use to reward or penalize health-relevant employee behavior
(Kelloway and Barling 2010). Therefore, we will now focus on the potential health
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impact of relationship-oriented leadership (i.e., consideration behaviors, LMX, and
TFL) and task-oriented leadership behaviors (i.e., initiating structure and transac-
tional leadership [TAL]).

4 The Impact of Established Leadership Concepts
on Followers’ Health and Well-Being

4.1 Consideration and Initiating Structure

Consideration and initiating structure are two dimensions of a classical leadership
concept developed in the 1950s at Ohio State University (Fleishman 1953). The
consideration dimension is people-oriented and comprises leader behaviors that
target employees’ welfare and foster interpersonal relationships, mutual trust, and
friendship (Judge et al. 2004). Consideration-oriented leaders are perceived as
being approachable, friendly, and treating followers equally. In contrast, initiating
structure is task-oriented. Task-oriented leaders focus on accomplishing goals; they
define roles, initiate actions, and organize group activities. They let followers know
what is expected of them and request compliance with rules, standards, and
procedures (Judge et al. 2004).

Both consideration and initiating structure are reportedly associated with
indicators of health. Gregersen et al. (2014) found both consideration and initiating
structure to be positively correlated with job satisfaction and general health and
negatively with emotional exhaustion, depersonalization, and perceived strain. In a
systematic review, Skakon et al. (2010) concluded that consideration is positively
associated with the affective well-being of employees and negatively with low
stress levels among employees. In their meta-analysis, Kuoppala et al. (2008) found
weak evidence for an association between consideration and job satisfaction, very
weak evidence for a relationship between consideration and job well-being, weak
evidence for a link between consideration and job performance, and very weak
evidence for an association between consideration and sick leave. They failed to
identify any studies that investigated potential relationships with early retirement.

4.2 Transactional Leadership

Transactional leadership refers to the bargain and exchange processes that typically
occur between leaders and their followers (Burns 1978; Bass 1985). Transactional
leaders have two dominant behavioral patterns (Howell and Avolio 1993). First,
contingent reward refers to the establishment of constructive transactions or
exchanges with their followers (Bass 1991). By clarifying the behaviors they expect
from their employees and establishing rewards for meeting these demands, they
provide motivation for followers to act according to agreed-upon objectives.
Rewards may involve the leader’s recognition of work accomplished, bonuses, or
merit increases (Judge and Piccolo 2004). Second, “management by exception”
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describes behavior that includes corrective criticism, negative feedback, and nega-
tive reinforcement when employees do not meet organizational demands. These
interventions can either be executed actively, by continuously monitoring for and
reacting to potential mistakes, or passively, by intervening only when problems
arise.

Reported results of research on the health-related implications of TAL are
inconsistent. Judge and Piccolo (2004) performed a meta-analysis comparing the
effects of transformational, transactional, and laissez-faire leadership on various
leadership criteria. Compared with the other leadership styles, they found that
contingent reward leadership was the most highly correlated with employee job
satisfaction. However, there were too few studies to subject the relationship
between management by exception and job satisfaction to meta-analysis. The
passive form of management by exception was moderately negatively correlated
with group/organization performance; this was not true for the active dimension. In
a more recent meta-analysis, Skakon et al. (2010) investigated the effects of
different leadership styles on more directly health-related outcomes, such as affec-
tive well-being, employee stress, and burnout and reported inconsistent results.
While some studies found a significant relationship between TAL and employee
stress or well-being, others did not. However, in a current empirical study,
Gregersen et al. (2014) provided evidence that contingent reward behavior is
positively associated with job satisfaction (r=0.45) and general health (r=0.17)
and negatively with emotional exhaustion (r=—0.25), depersonalization
(r=—0.12), and perceived strain (r = —0.18).

4.3 Transformational Leadership

Transformational leadership has been developed as a strategy for complementing
and eventually replacing TAL (Burns 1978). TFL is often defined in terms of its
potential effects on individuals, teams, and whole organizations (Van Knippenberg
and Sitkin 2013); these include instilling pride, trust, and respect, inspiring
innovation and overcoming of the status quo, and shifting motivation from self-
interest to collective interest, including higher-order needs; it thus enables
followers to perform beyond expectations (Bass 1985; Conger and Kanungo
1987; Shamir et al. 1993). According to Bass and colleagues (Avolio and Bass
2004; Bass 1985; Bass and Riggio 2006), transformational leaders engage in four
related, yet distinct leadership behaviors that together form the TFL construct. First,
they engage in idealized influence behaviors by providing appropriate role models
and showing concern for the ethical and moral dimensions of their activities.
Second, they provide inspirational motivation by developing and communicating
a compelling vision for their sphere of influence. Third, they ensure intellectual
stimulation and foster employees’ thinking, thereby facilitating challenges to the
status quo. Finally, they show individualized consideration by providing coaching
and developmental activities for each of their followers. Hundreds of studies,
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including various meta-analyses (De Rue et al. 2011; Judge and Piccolo 2004;
Lowe et al. 1996), have provided evidence that there is a positive relationship
between TFL and various desirable outcome criteria at all levels of analysis.

As to effects on health, Gregersen et al. (2014) summarized the existing liter-
ature as showing a positive relationship between TFL and psychological affective
well-being, job satisfaction, and other indicators of well-being and a negative
relationship with burnout, stress, and strain. However, they also identified some
studies that did not find support a negative relationship between TFL and negative
well-being (i.e., stress and burnout). In their own empirical study, the authors
confirmed the overall tendency described above and provided support for positive
relationships between TFL and job satisfaction and general health, as well as
negative relationships between TFL and emotional exhaustion, depersonalization,
and perceived strain. This is in accordance with the findings of Judge and Piccolo’s
(2004) meta-analysis, which found that TFL is positively associated with followers’
job satisfaction. Furthermore, in their overview of 12 published papers, Skakon
et al. (2010) concluded that TFL is positively associated with job satisfaction and
affective well-being and negatively with stress and burnout. However, Kuoppala
et al. (2008) found only very weak evidence for relationships between TFL and job
satisfaction and TFL and job well-being. These authors were unable to find any
published studies regarding job performance, sick leave, and early retirement,
which underlines the lack of studies investigating relationships between leadership
behavior and more objective health-related outcome variables.

4.4 Leader—Member Exchange

Leader—member exchange (Graen 1976; Graen and Uhl-Bien 1995) is potentially
the most well-known approach to operationalizing and assessing the quality of
relationships between supervisors and their followers. LMX theory proposes that
leaders develop different levels of exchange relationships with their followers
(Sparrowe and Liden 1997), ranging from close, trusting, and reciprocal high-
quality relationships to more exchange-based and formalized low-quality
relationships (Gerstner and Day 1997; Graen and Uhl-Bien 1995; Wayne
et al. 1997). Ample empirical research, including three meta-analyses, has
demonstrated the positive effects of being in a high-quality relationship with
one’s supervisor (Dulebohn et al. 2012; Gerstner and Day 1997; Ilies et al. 2007).
These positive effects include more job-related information, increased interaction,
greater personal concern, and greater job direction, as well as more feedback,
support, training, and developmental opportunities from supervisors (Dunegan
et al. 1992, 2002; Gerstner and Day 1997).

LMX is reportedly a powerful resource regarding physical and psychological
health outcomes. Studies have demonstrated that good-quality relationships are
positively associated with employee job satisfaction and well-being and negatively
with stress (Skakon et al. 2010). Gregersen et al. (2014) compared different
leadership styles with regard to the following indicators of employee health:
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consideration, initiating structure, TFL, contingent reward, and LMX, and assessed
the relationships between these indicators and job satisfaction, general health,
emotional exhaustion, depersonalization, and perceived strain. The authors
concluded that the quality of the relationship between supervisor and employee is
the best predictor for well-being, particularly for job satisfaction, and that the other
leadership constructs examined did not add substantial additional variance.

5 The Impact of Health-Focused Leadership Concepts
on Followers’ Health and Well-Being

To date, research on the leadership—health relationship has mainly investigated the
impact of rather broad leadership theories. However, there is agreement on the
usefulness of specific predictors that predict specific behaviors (Ajzen and Fishbein
1977): congruence between predictor and outcome is associated with greater
predictive validity (Schneider et al. 2011). Consequently, investigating a leader’s
explicit engagement in health-supporting behaviors may be a promising avenue for
predicting health-specific outcomes. Despite the promising potential of such a
domain-specific leadership style (Barling et al. 2002) in the field of health promo-
tion, theoretical and empirical research on this topic is “almost non-existent” (Gurt
et al. 2011, p. 111). We will now describe some new approaches in this domain.

5.1 Health-Specific Leadership

Gurt et al. (2011) introduced the construct of “health-specific leadership (HSL)” as
“the leaders’ explicit and therefore visible consideration of and engagement in
employee health.” They argued that HSL influences employees’ health via two
mechanisms: First, through a leader directly targeting promoting health; and sec-
ond, through role modeling that positively affects employees’ health-related
behaviors. Gurt et al. (2011) also included task- and relationship-related aspects
of leadership in the HSL scale. The items in this scale mainly focus on health-
promoting communication, more precisely on discussion with and information
from the supervisor concerning health-related issues. In their study, Gurt
et al. (2011) examined associations between HSL, general leadership behavior,
and employee strain (measured by irritation), including three mediating variables
(namely, climate for health, role ambiguity, and job satisfaction). They
demonstrated that HSL can be clearly differentiated from general leadership
practices and that neither HSL nor general leadership is directly associated with
irritation. General leadership was significantly related to all three mediators: better
climate for health, less role ambiguity, and greater job satisfaction. HSL showed a
significantly positive relationship with both role ambiguity and climate for health.
In turn, the mediating variables of role ambiguity and job satisfaction were signifi-
cantly associated with employee irritation.
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5.2 Health-Oriented Leadership

Franke et al. (2014) introduced the construct of health-oriented leadership (HoL),
which combines follower-directed health-promoting leadership (StaffCare) and
self-directed health-promoting leadership (SelfCare). This approach distinguishes
StaffCare as an external resource from SelfCare as an internal resource. Whereas
leaders more strongly influence the external conditions, such as the task and
working context, followers add individual motivational, cognitive, and behavioral
factors related to health. Both StaffCare and SelfCare consist of three distinct
components; namely, (1) health behavior; (2) value of health; and (3) health
awareness. Health behavior comprises actions relevant to the promotion of health.
In terms of StaffCare, health behavior refers to creating health-promoting working
conditions, reinforcing employees’ health-directed working behavior, and
informing employees about issues that are relevant to health. “Value of health”
captures the importance attached to health. In StaffCare, value of health is
associated with leaders’ concern for the health of their followers and the degree
to which they feel responsible for it. Health awareness comprises the degree to
which leaders are sensitive and attentive to and reflective about the health of
employees and the factors influencing it. The concept is summarized in the
“house of HoL” (Franke et al. 2014, p. 143), in which the SelfCare of leaders is
the foundation for StaffCare and for role modeling, which, in turn, is related to the
SelfCare of followers.

These authors found that StaffCare is associated with followers’ health and well-
being, namely with state of health, irritation, health complaints, and work-family
conflict. StaffCare explains unique variance in health outcomes beyond TFL. As
hypothesized, the relation between StaffCare and the outcome variables was
mediated by followers’ health-related attributes (SelfCare). More precisely, the
followers’ ratings of their supervisors’ StaffCare were positively related to their
SelfCare, which, in turn, was positively linked to their health.

5.3 Health-Focused Leadership

A third approach to health-related leadership behaviors stems from the work of
Boehm and Baumgirtner (2014; see also Boehm and Dwertmann 2015 as well as
Bohm and Baumgértner 2016). Drawing from various disciplines such as organi-
zational psychology, medicine, public health, and disability management, Boehm
and Baumgirtner (2014) developed a conceptual and empirical model of HFL and
postulated that prevention and intervention behaviors are significant predictors of
employees’ health. Regarding prevention behaviors, leaders should aim at
providing positive resources while avoiding harmful influences on their employees’
health such as constant work overload, overtime, and a paucity of opportunities to
recover. Based on Tuomi et al.’s findings (2001) that a non-restful work environ-
ment, work overload, and dissatisfaction with work time arrangements negatively
affect employees’ ability to work, Boehm and Baumgirtner (2014) suggested that
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preventive behaviors specifically targeted at reducing such negative factors are
likely positively associated with followers’ ability to work. Consequently,
supervisors should assign appropriate work-loads that match the personal and
organizational resources of their followers (Demerouti et al. 2001). In addition,
leaders should ensure that employees are able to achieve their goals within accept-
able work hours and without regular overtime or forgoing holidays. Finally,
supervisors should try to balance their followers’ demands over the long term,
making sure that after periods of intensive engagement there are opportunities for
employees to recover and recharge their energy levels (Bruch and Menges 2010;
Dwertmann and Kunz 2012).

Second, at the first sign that an employee is ill (including physical and mental
illness), leaders should clearly intervene, ensuring that employees understand that
their supervisors care about them and their health. Ample research has
demonstrated that early interventions are an effective tool for fostering the return-
to-work and long-term ability to work of employees who have been absent because
of sickness (e.g., Hoefsmit et al. 2012). Moreover, poor leader support correlates
positively with the duration of work disability (Janssen et al. 2003; Krause
et al. 2001). Therefore, leaders must have a key interest in recognizing employees’
health problems early and in reacting appropriately and in a timely manner. They
must clearly communicate to followers that they do not regard illness as a “sign of
weakness” and that they understand their employees’ difficulties. Further, leaders
should demonstrate that they regard employees’ health as an important resource and
that recovery has priority over short-term work goals. For followers with serious
health issues, they should try to find joint solutions to handling and improving work
conditions such as to support recovery. These solutions could include accommo-
dating the work-place to the employee’s disabilities or restructuring work tasks or
work time.

Boehm and Baumgirtner (2014) have developed and empirically tested a model
of the two dimensions of HFL. They based their scale development and model
testing on a qualitative study involving 153 employees of a German car manufac-
turer and two quantitative studies, one involving 96 members of the general
German working population and the other 1277 employees of a German public
service organization. They found that prevention and intervention behaviors are
significant predictors of employees’ physical and psychological health states and
that these, in turn, have significant relationships with both job performance and
turnover intention. In a further study with 2858 employees of a German
manufacturing company, they found a negative relationship of HFL with objec-
tively measured sick days (measured in a 6-month period following the survey)
over and above a potential effect of LMX.
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6 Theoretical Considerations: Leadership and Employees’
Health: Lessons Learnt and Ways Forward

As we have described in this chapter, there is both a growing practical need for and
scholarly interest in studying the effects of leadership on employees’ health and
well-being. In light of the findings discussed in the previous sections, various
avenues for further research seem promising.

First, from a theoretical point of view, it seems worth discussing and analyzing
these new health-focused leadership approaches in an integrated manner. More
specifically, scholars may wish to investigate how Gurt et al.’s (2011), Franke
et al.’s (2014), and Boehm and Baumgirtner’s (2014) approaches relate to each
other, what ideas they have in common, and whether they could eventually be
combined to develop clear recommendations for the most health-friendly leader-
ship behaviors. On a related aspect, both researchers and practitioners should be
keen to ascertain whether these health-focused approaches could extend or replace
existing leadership approaches. For instance, can successful leadership behavior be
composed of various elements such as goal-oriented TAL as a base, vision- and
identity-oriented TFL as a supplement, and a health-focused style as an additional
component? Wegge et al. (2014) have recently introduced an integrative model of
“five pathways between leadership behavior and employee health” in which they
differentiate between interpersonal or dyadic, team or organizational, and environ-
mental or work-system levels. Building on this model and explaining in more depth
how leadership behavior at different levels of analysis fosters or hampers health,
while simultaneously taking into account relevant moderators and mediators, seems
to be strongly indicated.

Second, from an empirical point of view, it seems important to investigate the
amount of unique variance in followers’ health and well-being that can be
explained by each of these leadership approaches. Gregersen et al.’s study
(2014), which compares several leadership approaches within one sample, is an
example of such an approach. Such a study should include both established
leadership approaches (e.g., LMX, TAL, TFL, authentic leadership, servant leader-
ship) and health-focused approaches (e.g., HSL, HoL, HFL).

Third, and this is related to the previous suggestion, scholars should strive to
investigate a variety of health-related outcome variables in such studies. In addition
to more well-being-related constructs like job satisfaction, engagement, and com-
mitment, it may be crucial to investigate more health-focused outcomes such as
work ability and perceived health. Finally, the inclusion of objective, measurable
health indicators such as blood pressure, cortisol concentration, sickness absence,
early retirement, and disability pension may be the most promising strategy.

Finally, empirically strong designs should be used to investigate the potential
benefits of health-focused leadership approaches. The statement “due to our cross-
sectional data, we unfortunately cannot show causality and call for longitudinal and
experimental future research” has unfortunately become a commonplace in organi-
zational behavior research; this limitation is particular disappointing in studies on
the leadership—health relationship. When investigating the health effects of
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leadership, researchers should try their utmost to identify effects rather than
relationships. One approach to achieving this would be to borrow from medical
research and perform randomized controlled trial designs. For example, a randomly
selected group of supervisors could be trained and the health of their followers
compared with the health of employees of untrained supervisors.

7 Practical Considerations: What Companies Should Do
to Foster Employees’ Health and Well-Being

Well-developed health-focused leadership skills complement good general leader-
ship skills and protect employees’ psychological and physical health. Leadership
development is a proven effective intervention in occupational health psychology
(Kelloway and Barling 2010). Thus, organizations should train their leaders in
health-focused leadership behaviors. For instance, they could organize staff training
workshops that inform leaders of their responsibility for and effect on their
followers’ health. Training content could be based on the job demands-resources
model (Demerouti et al. 2001). Informing leaders about both work-related demands
and resources and health-focused leadership approaches would provide them with
starting points for promoting their employees’ health. Furthermore, leaders who
successfully engage in health-focused leadership behaviors could be held up as
examples and serve as role models for others. Finally, leaders could be asked to
suggest ways of integrating health-focused leadership behaviors into their daily
routines.

To create an organization-wide climate of health-focused leadership, these
trainings should address different hierarchical levels within the organization. We
recommend starting at the top management level and cascading health-focused
leadership behaviors down the organization to all supervisors. This is in line with
the current trend toward focusing on leadership climates within firms in published
reports about leadership (e.g., Boehm et al. 2015).

Moreover, organizations would be well advised to complement trainings in
health-focused leadership with other health promotion activities (Heaney and
Goetzel 1997) with the aim of fostering a general health-promoting climate (Wilson
et al. 2004). Such activities might include health-education programs, medical
check-ups and screenings, prevention-oriented changes to the work-place, or indi-
vidual stress management programs.
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