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Abstract:



Organizations should support leaders in promoting their employees’ health in every possible way to achieve a sustainable workplace. A good way to support leaders could include getting feedback about their health-promoting behavior from their employees. The present study introduces an instrument (Health-Promoting Leadership Conditions; HPLC) that enables the provision of feedback about the leaders’ efforts to create health-promoting working conditions in seven key aspects: health awareness, workload, control, reward, community, fairness and value-fit. The instrument was used in employee surveys and in an online study, obtaining a sample of 430 participants. The results showed that all seven key aspects of health-promoting leadership can be assigned to a main factor of health-promoting leadership. In addition, the HPLC shows high construct validity with dimensions of stress, resources and burnout (Recovery-Stress- Questionnaire for Work [RESTQ-Work] and Maslach Burnout Inventory General Survey [MBI-GS]). The results indicate that the HPLC can be used as a basis on which to assess health-promoting leadership behavior with a focus on changing working conditions. By getting feedback about their leadership behavior from their employees, leaders can identify their potential and fields for improvement for supporting their employees’ health and developing a sustainable workplace.
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1. Introduction


Sustainability at the workplace encompasses not only sustainability in terms of the ecological or socio-economic working environment but also encompasses the improvement of well-being for all employees [1]. Sustainability at the workplace should go beyond social and environmental responsibility and should include all management processes that aim at creating long-term well-being [2]. To develop a sustainable workplace, leaders are needed that engage in leadership behavior aimed at supporting the health of their employees in the long term [1]. A healthy workplace that is sustainable can be best achieved by changing organizational factors, such as critical working conditions [3]. Leaders are able to manage and rearrange critical working conditions at the workplace with their behavior [4].



The management of the organization should support the leaders’ efforts in promoting health at the workplace in every possible way. A possible approach to support leaders in creating a sustainable workplace could involve feedback-tools that allow leaders to monitor their leadership behavior and improve their behavior if necessary. By getting feedback on their leadership behavior from their employees, leaders can find out about their leadership potential and address fields for improvement [5]. Feedback-tools in leadership have a long tradition when it comes to more “traditional” leadership tasks such as management or interpersonal behavior [6] but can be used to monitor efforts in health-promoting behavior as well.



Leadership in health promotion typically focuses on the leader as the responsible factor which (a) directly influences the health of the employee or (b) changes the work environment which has an effect on the health of all people. This understanding puts a heavy burden on the shoulders of leaders. This has to be addressed in view of modern Workplace Health Promotion (WHP). WHP should address the right questions to achieve health by obtaining a healthy work environment in the organization according to the Luxembourg declaration [7]. As leaders have a significant influence on the workplace and their employees this is “one of the most important workplace relationships with implications for individual well-being” [8], p. 262.



Specific concepts that explain the mechanisms of leadership and health are few and differ substantially (e.g., [9,10,11,12]). Although all of these authors give different explanations about the mechanisms of leadership and health, all of them highlighted the importance to develop an integrated perspective, where the individual and the organizational aspects are considered. On the individual level, the leader as a person can influence health at the workplace by focusing on changing the employees’ health behavior. On the organizational level, working conditions that are related to health can be identified.



A concept of health-promoting leadership that especially considers the organization’s working conditions is introduced in this paper. This concept focuses on identifying specific components in leadership behavior that are able to positively influence the working conditions of employees [13]. This approach of health-promoting leadership specifically highlights the working conditions at the workplace and the leaders’ behavior in changing working conditions in a health-supportive and sustainable way. Supporting a healthy working environment by focusing on the management of working conditions is an essential part in WHP [14] but is still underemphasized in leadership research [15].



In the present paper, we refer to key aspects that can be understood as the leaders’ engagement to create a health-promoting workplace. The aim is to get an understanding about the concept of health-promoting leadership by investigating different facets of leadership behavior that are related to managing working conditions which support the employees’ health. Identifying these leadership behaviors can support leaders in their role of health promoters. Further, we want to investigate if these facets of health-promoting leadership are related to better health at the workplace. An instrument that is able to assess these facets of health-promoting leadership behavior has been developed and is presented in this paper. Most instruments in the field of positive leadership focus on the leader as a person and specialize in identifying the specific leadership style of the leader. The instrument presented in this paper focuses on identifying the effort of leaders to manage the health-promoting working conditions from the view of the employees. In a next step, the feedback given from the employees about the leaders’ effort in health-promoting behavior can enhance the leaders’ ambition to improve working conditions to support a sustainable workplace.



1.1. Leadership and Health


Leadership behaviors can influence individual factors (employees’ health behavior) and organizational factors (working conditions) which are both needed in the sense of obtaining a healthy workplace [12]. This view is also shared by Wegge, Shemla and Haslam [16] who concluded that the relationship between leadership and employee health is not restricted to the personal interaction between leader and employee. They identified four other pathways that can explain the complex relationship between leadership and employee health: system-focused action (e.g., leaders promote healthy work designs), moderating action (e.g., leaders alleviate the impact of stressors at the workplace), climate control (e.g., leaders cultivate a shared perception of health in the team), and modelling (e.g., the leader acts as a role model for health and exemplifies particular health behavior). Especially the system-focused pathway could be a sustainable way to improve health, as it involves the whole organizational environment in contributing to a healthy workplace. By addressing both individual and organizational components, leadership development is not restricted to single individuals. It involves the whole organization and emphasizes the organizational structures in which leaders and employees work [9,10,17].



Most studies in the field of leadership and employee health focus on the direct interaction (person-focused action) between leader and employee [11,18]. The promotion of healthy working conditions (system-focused action) with the support of leadership has been little studied over the years, but is increasingly becoming a central focus of more recent research. Leaders can build policies, practices and procedures to create a safe psychosocial working climate to protect employee psychological health and safety [19]. These procedures can include managing and changing working conditions to obtain a health-promoting workplace, which is also a much more sustainable approach to change employee health in the current view of WHP [14,20] and in the view of psychosocial risk assessment [21]. In psychosocial risk assessment, a safe and health-promoting workplace can be obtained by reducing working conditions that have a potential harmful effect on the employees [22]. However, the management of risks at the workplace should not only focus on the reduction of negative conditions, but also on the enhancement of conditions with desirable outcomes on performance and improvements [23].



Health-promoting leadership can be seen as a leadership behavior that is in line with concepts of WHP and risk assessment. Conceptualizations of health-promoting leadership should include the approaches within these concepts, where the creation of a healthy workplace with improved working conditions is included. In this view, health-promoting leadership means that leaders should create health-supporting working conditions and thus indirectly influence employee health.




1.2. Key Aspects of Health-Promoting Leadership


Health-promoting leadership should aim to create a health-promoting workplace for employees by changing the working conditions in their organizational area of influence. Leaders have an impact on these working conditions and consequently can reduce stress and enhance resources for the employees. Therefore, specific working conditions have to be identified that have an effect on employee health and can be changed with leadership.



A helpful framework to identify risk factors at the workplace that can lead to negative health-related outcomes (e.g., burnout) is the concept of the areas of worklife [24,25], where six factors are defined: workload, control, rewards, community, fairness, and values. Leaders who can change these six areas are able to influence employee health positively [4]. The six areas and the possible actions of leaders within these six areas are described briefly in the next paragraphs.



Increased workload is known to have a consistent relationship with burnout [25,26]. High workload leads to negative health-related consequences when recovery is insufficient. This imbalance of workload and recovery can lead to exhaustion and increased risk for burnout [27]. For leaders, it is possible to influence the balance of workload and recovery by designing the work structures or procedures.



Control possibilities at the workplace are important and have beneficial outcomes on health [28,29,30]. Control possibilities at work often depend on characteristics of the job (e.g., hierarchical position, tasks); nevertheless, it is possible to give employees their necessary control opportunities.



Insufficient reward increases the risk of burnout [18,25,31]. Therefore, reward is seen as an important part of the positive relationship between leader and employee. Leaders can create a working environment where the achieved work is appreciated and effort does not go unnoticed, thus recognizing all contributions.



Community describes the quality of social interactions—Halbesleben [32] demonstrated that positive social interactions at work reduce exhaustion. On the other hand, negative social interactions at work increase the risk of health impairments [33]. Therefore, enhancing a supportive working community and cooperative team climate should be crucial tasks for health-promoting leadership.



Fairness in rewards, procedures and treatments are aspects in the working environment that leaders can influence significantly [34,35]. The feeling of being treated in an unfair way can cause emotional exhaustion and cynicism, which again are risk factors for burnout [26]. Although sense of fairness might differ from person to person, there are some aspects that should serve as a basis for a fair working climate (e.g., distributing the organizational resources fairly or giving the same career possibilities for everyone).



A mismatch in the area of values refers to the discrepancy between the work that has to be accomplished and the personal values, and can represent a considerable risk factor for burnout [26]. Thus, experiencing a high congruence of organizational and personal values is essential for a positive working life [36]. Leaders can enhance value congruence by trying to match the employees’ daily activities and career interests with the company’s objectives. Leaders (and organizations) should always have a look on the congruence of the employees’ values with the company’s objectives.



By changing these six working conditions, leaders indirectly influence employee health by creating working conditions that can be experienced as health-promoting. This can be seen as a preventive approach to secure healthy workplaces (this approach is also more in the sense of the strategy of the European Union on healthy workplaces).



Another aspect that is more directly connected to employee health is the aspect of health awareness. Health awareness means to be aware of the basics of health at the workplace and its importance for employee well-being. Franke and Felfe [37] argued that leaders, who are looking after their own health, are more disposed to look after the health of their employees. Gurt et al. [11] also noted that leadership tasks should involve higher health awareness, like showing more responsibility for employee health, communicating about health-related topics or setting agendas for WHP. Especially in the field of WHP, leaders are able to positively influence employee health by supporting health promotion programs and policies [38]. In comparison to the other six areas, this approach of health-promoting leadership has a stronger emphasis on enhancing health at the workplace by directly focusing at the health of employees. Therefore, we see this individual-related approach as an important supplement to the other—more working condition-related—areas in our definition of health-promoting leadership.




1.3. Development of an Instrument to Measure Health-Promoting Leadership


To analyze health-promoting leadership and its underlying key aspects (health awareness, workload, control, reward, community, fairness, and value-fit), a questionnaire (Health-Promoting Leadership Conditions, HPLC) was developed. The questionnaire was created for two kinds of assessment—an assessment done from the employee’s point of view (external assessment) and from the leader’s point of view (self-assessment). The self-assessment version can be used to give comprehensive feedback to leaders by demonstrating their potential in health-promoting leadership. The external assessment done by employees is important for analyzing whether the working conditions of the employee are designed in a health-promoting way. These two versions only differ in terms of the introductory sentence: “As a leader I take care that ….” for the self-assessment, and “My leader takes care that …” for the external assessment.



For the HPLC, new items were created to measure health-promoting leadership. The construction of the development bases upon the six areas of worklife [25] and the concept of health awareness (see also [11,37]). For some items, the questionnaire for the areas of worklife (areas of worklife scale (AWS) [39]) was used as a basis. Using the example of the dimension reward, the item in the AWS (“My work is appreciated”) was formulated in the external assessment version of the HPLC to “My leader takes care that… work is appreciated.” Here, mainly the stem of the item has been changed so that these items represent active leadership behaviors that can be assessed by employees.



Other items were newly created. For example, one item for the dimension control “… all have the necessary scope to do their work” was newly developed. The items for workload were formulated in a positive direction to represent the health-influencing aspect of moderate workload, e.g., “there is enough time left for the work to be done.” For the dimension health awareness, new items were written for the HPLC. All items are shown in Table 1.



Table 1. Items, item shortcuts and internal consistencies of the HPLC.







	
Item Shortcuts

	
Items My Leader Takes Care, that…

	
Item Total Correlation






	
HA_1

	
… the health of all employees is promoted.

	
0.89




	
HA_2

	
… all employees are motivated to take care of their health.

	
0.81




	
HA_3

	
… the health of the employees is highly valued.

	
0.86




	
WL_1

	
… there is enough time left for the work to be done.

	
0.77




	
WL_2

	
… work under high pressure is not carried out over a longer period of time.

	
0.80




	
WL_3

	
… work does not significantly affect private life.

	
0.69




	
CT_1

	
… the resources and scope for personal development at work can be influenced.

	
0.72




	
CT_2

	
… at work autonomous and independent action can be taken.

	
0.63




	
CT_3

	
… all have the necessary scope to do their work.

	
0.79




	
RE_1

	
… work is appreciated.

	
0.81




	
RE_2

	
… efforts do not go unnoticed.

	
0.76




	
RE_3

	
… all contributions are being acknowledged.

	
0.83




	
CM_1

	
… work colleagues support each other.

	
0.81




	
CM_2

	
… there is a good cooperation between all work colleagues.

	
0.85




	
CM_3

	
… work colleagues talk openly to each other.

	
0.80




	
FA_1

	
… all resources are fairly distributed.

	
0.76




	
FA_2

	
… all employees are treated in a fair manner.

	
0.74




	
FA_3

	
… one’s career depends on competencies and not on the connections someone has.

	
0.72




	
VA_1

	
… the employees share the company’s values.

	
0.75




	
VA_2

	
… the employees’ daily activities correspond with the company’s objectives.

	
0.70




	
VA_3

	
… personal career interests are in line with the objectives of the company.

	
0.70








Note: Answer scale 0 ‘never’ 1 ‘seldom’ 2 ‘sometimes’ 3 ‘often’ 4 ‘more often’ 5 ‘very often’ 6 ‘always’.








All items were created in a manner that they could serve for both self- and external assessment without changing the wording. Only the instruction sentence shows the difference between both versions. The questionnaire consists of 21 items (three items per dimension). A frequency scale ranging from never (0) to always (6) was used to measure the frequency of health-promoting behavior.



Both versions measure the frequency of health-promoting behavior. In the external assessment done by the employees, the employees can rate “how often” they experience health-promoting leadership behavior from their leaders. This observation of health-promoting behavior is done on an individual-level but can provide insight into the organization’s culture [40].



One aim of the present study is to investigate if the seven dimensions are able to measure health-promoting leadership conditions and if the questionnaire fulfills scientific criteria for psychological assessments. In the present paper, the external assessment version is analyzed; the psychometric properties of the self-assessment version have been published by Jiménez et al. [4].



First, we expect that all seven dimensions can be assigned to a main factor:

Hypothesis 1.

All seven dimensions of health-promoting leadership can be assigned to a main factor.







As the dimension health awareness overlaps with Franke and Felfe’s [37] model, positive correlations between health awareness in the HPLC and their construct of health awareness are expected. For the other six HPLC-dimensions positive correlations with the HoL in the sense of convergent validity are expected.

Hypothesis 2.

The dimension health awareness is positively associated with all dimensions of Franke and Felfe’s [37] questionnaire about health-oriented leadership (HoL).








1.4. Health-Influencing Conditions in Organizations


It is important to define what aspects of health can be influenced by the organization and its leaders and what aspects cannot be supported by the organization in the view of WHP. A holistic perspective is needed, where health is understood on a physical, mental and emotional/social level [41,42]. Additionally, health has to be seen on an organizational level by focusing on the organization as a system [31,43]. The World Health Organization (WHO) [44] provided a definition of health in occupational settings: “A healthy workplace is one in which workers and managers collaborate to use a continual improvement process to protect and promote the health, safety and well-being of all workers and the sustainability of the workplace” (p. 6). The WHO [44] specifically state that next to health and safety concern, the organization of work and the personal resources should be considered in the development of healthy workplaces. It has to be noted that health at the workplace does not only refer to the actual physical health of the employees (e.g., physical illness or diseases), but also to the psychological or emotional aspects [45]. In WHP, health indicators at the workplace range from the employees’ physical or mental health to work-related variables, such as stress caused by organizational conditions [46].



Healthy workplaces are also discussed in psychosocial risk assessment [21]. In psychosocial risk assessment, working conditions with negative effects on employee health are considered a psychosocial risk that have to be managed properly to increase a safe and healthy workplace [22]. Negative health effects in psychosocial risk assessment are usually operationalized by short-term or long-term strain outcomes, such as stress sensations or burnout [47].



The terms ‘health at the workplace’ and ‘well-being at the workplace’ are often used interchangeably but should be differentiated [31]. Well-being at the workplace encompasses all positive job-related experiences such as job satisfaction or job attachment [45]. The experience of low stress or a low burnout-risk also falls into the category of a positive job-related experience [31]. Health at the workplace, as it is stated in the concepts of WHP and psychosocial risk assessment, therefore can be seen as a more specific subdomain of well-being at the workplace. The viewpoint of building a healthy workplace by managing working conditions is in line with the definition of a sustainable workplace. According to Di Fabio [1], sustainable workplaces foster employee health in the sense of primary prevention, which means preventing health impairment before it can start. Sustainability means building workplaces that support the strengths and resources of employees [1], which in the short-term lowers stress and burnout and on the long-term enhances motivation and job performance, increasing the organization’s competitiveness [48].



In prevention, especially the resources of the working environment play an important role as health influencing conditions [1]. This focus on resources can be found in the job demands-resources model [28] or in the model of recovery-stress balance [27,49]. Both models highlight the importance of job characteristics and their effects on employee health.



The job demands-resources model indicates that job demands and resources have an effect on employee health. Job demands are characterized by job aspects that require sustained physical or psychological effort (e.g., high work pressure, physical or emotional demands). Job resources are aspects that enable achieving work goals, decrease demands and stimulate personal growth (e.g., social support, autonomy, feedback). Job demands consume the employee’s resources, therefore this approach aims to reduce job demands and promote job resources to enhance employee health which is directly in line with the ideas of WHP [7,44].



The model of recovery-stress-balance [27,49] highlights the importance of recovery processes at work that aim to restore replenished resources. The balance between stress and resources gets worse if prolonged stressful situations occur together with repeated shortened recovery and a depletion of resources. This in turn can lead to higher stress and/or symptoms of burnout (e.g., exhaustion) especially if important working conditions are considered [25]. Regulating the recovery-stress-balance by replenishing resources can cancel this self-reinforcing process and restore health [49,50].



Focusing on health-influencing conditions it becomes clear that one major aspect of health-promoting leadership has to be promoting health by reducing stress and increasing resources. Employees with the abilities to adapt to the demands of work life are able to stay healthy. With health-promoting leadership, leaders can positively change working conditions and therefore indirectly influence the balance between stress and resources with their behavior.



Therefore, we expect high correlations between the dimensions of the HPLC and the experience of stress, burnout and resources at the workplace (criterion validity).

Hypothesis 3a.

All dimensions of health-promoting leadership are negatively associated with stress-related working aspects and burnout.





Hypothesis 3b.

All dimensions of health-promoting leadership are positively associated with resources-related working aspects.









2. Materials and Methods


2.1. Sample and Procedure


Employee surveys were conducted in two Austrian organizations —paper-pencil surveys with questionnaires around health-promoting leadership were distributed to all employees. Additionally, the survey was available on an online-portal where interested employees filled-in an online version of these questionnaires. The link to the online-survey was advertised in the newsletter from the local chamber of commerce and was open to all interested persons in Austria. With this method, the data of 430 employees without a leadership position were collected. The first employee survey was conducted in an organization in the commerce sector. The data of 195 employees (45.3%) were obtained in this first employee survey. The second employee survey was conducted in an organization with focus on teaching and education. This sample consisted of 166 employees (38.6%). The remaining data of 69 employees (16%) were obtained from the online sample and came from various organizations and industrial sectors. All employees worked in Austrian companies. As the data was collected with two employee surveys, confidentiality of data must be considered. Therefore, it is not possible to make detailed specifications about our sample except for gender (women: 64%; men: 36%) and age (82% of the participants were 45 years or younger).



The approval of the ethical commission for this study was obtained as part of a comprehensive study about leadership and health-related outcomes.




2.2. Measures


2.2.1. Health-Promoting Leadership Conditions (HPLC)


The HPLC measures the seven dimensions of health-promoting leadership: health awareness, workload, control, reward, community, fairness and value-fit. Every dimension has three items which makes 21 items in total, answer scale ranges from 0 = ”never” till 6 = “always.” The questionnaire can be used as a self-assessment version for leaders and as an external assessment version for employees. In the present study, only the external assessment version was used. All items are listed in Table 1. The assignment of the items to the seven dimensions is shown in Table 2.



Table 2. Means (M), standard deviations (SD), and internal consistencies (α) of the dimensions of the HPLC.







	
Dimension

	
Item Shortcuts

	
M

	
SD

	
α






	
Health awareness

	
HA_1, HA_2, HA_3

	
2.45

	
1.72

	
0.93




	
Workload

	
WL_1, WL_2, WL_3

	
2.83

	
1.54

	
0.87




	
Control

	
CT_1, CT_2, CT_3

	
3.51

	
1.43

	
0.84




	
Reward

	
RE_1, RE_2, RE_3

	
3.05

	
1.61

	
0.90




	
Community

	
CM_1, CM_2, CM_3

	
3.46

	
1.63

	
0.91




	
Fairness

	
FA_1, FA_2, FA_3

	
3.17

	
1.58

	
0.86




	
Value-fit

	
VA_1, VA_2, VA_3

	
3.10

	
1.46

	
0.85








Note: Answer scale 0 ‘never’ 1 ‘seldom’ 2 ‘sometimes’ 3 ‘often’ 4 ‘more often’ 5 ‘very often’ 6 ‘always’.









2.2.2. Health-Oriented Leadership (HoL)


Health-oriented leadership was assessed with the questionnaire HoL by Franke and Felfe [37]. In this study, the external assessment version was used where employees rate the behavior of their supervisors. The questionnaire measures three different scales: awareness, values, and behavior. The 21 items can be answered on a 5-point-likert-scale that ranges from 1 = “I absolutely not agree” to 5 = “I totally agree.” The HoL was only used in the online survey and not in the paper-pencil survey. Therefore, the sample for the HoL is smaller than for the other questionnaires.




2.2.3. Maslach Burnout Inventory—General Survey German (MBI-GS-D)


The MBI-GS [51] (German version MBI-GS-D by [52] measures burnout with three dimensions: emotional exhaustion, cynicism and personal accomplishment. The 16 items are answered on a 7-point-likert scale ranging from 0 = “never” to 6 = “every day.” The MBI-GS-D was only used in one of the two paper-pencil surveys and in the online survey. Therefore, the sample for the MBI-GS-D is smaller than for the other questionnaires.




2.2.4. Recovery-Stress-Questionnaire for Work (RESTQ-Work)


The RESTQ-Work addresses different aspects of stress and resources in the past seven days/nights. The short version of the Recovery-Stress-Questionnaire for Work (RESTQ-Work/27 [53] was used. The 27 items can be categorized in six different dimensions: social emotional stress, overall recovery, loss of meaning/burnout, leisure/breaks, psychosocial resources, and work-related resources. The answer scale ranges from 0 = ”never” to 6 = ”always.”





2.3. Analysis


In order to test the structure of the HPLC, a Structural Equation Modeling (SEM) with maximum likelihood estimation was conducted using the Analysis of Moment Structures program (AMOS) Version 21. As the chi-square analysis is very sensitive to sample size and most likely will show a significant result when analyzing 430 cases, it is common to interpret the fit indices instead. Following fit indices were taken into account: Adjusted Goodness of Fit Index (AGFI), Goodness of Fit Index (GFI), Comparative Fit Index (CFI), and Root Mean Square Error of Approximation (RMSEA). The AGFI and GFI should be greater than 0.85 and 0.90, respectively [54]. The CFI should be greater than 0.95 [55] and the RMSEA should be 0.06 or lower to indicate a good model fit [56].





3. Results


3.1. Item Analysis


Means and standard deviations for all dimensions of the HPLC are shown in Table 2. The internal consistency assessed by Cronbach’s Alpha ranges from 0.84 to 0.93 (Table 2). Item discriminations all range above 0.40 (0.63 to 0.89) fulfilling the minimum criteria of psychological assessments.



Intercorrelations between the dimensions of the HPLC are very high, ranging from 0.69 to 0.86 (Table 3). The highest correlation coefficients within the seven dimensions can be found when correlating community and fairness (0.87) and value-fit and fairness (0.86).



Table 3. Correlations between the dimensions of the HPLC, HoL, RESTQ-Work and MBI-GS-D.







	
Dimension

	
HPLC: Health Awareness

	
HPLC: Workload

	
HPLC: Control

	
HPLC: Reward

	
HPLC: Community

	
HPLC: Fairness

	
HPLC: Value-Fit

	
HoL: Awareness

	
HoL: Values

	
HoL: Behavior

	
restq-W: Social Emotional Stress

	
RESTQ-W: Overall Recovery

	
RESTQ-W: Loss of Meaning/Burnout

	
RESTQ-W: Leisure/Breaks

	
RESTQ-W: Psycho- Social Resources

	
RESTQ-W: Work- Related Resources

	
MBI-GS-D: Emotional Exhaustion

	
MBI-GS-D: Personal Accomp- Lishment






	
HPLC: health awareness

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	




	
HPLC: workload

	
0.76 **

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	




	
HPLC: control

	
0.70 **

	
0.74 **

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	




	
HPLC: reward

	
0.77 **

	
0.75 **

	
0.84 **

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	




	
HPLC: community

	
0.69 **

	
0.72 **

	
0.73 **

	
0.77 **

	

	

	

	

	

	

	

	

	

	

	

	

	

	




	
HPLC: fairness

	
0.78 **

	
0.80 **

	
0.82 **

	
0.87 **

	
0.78 **

	

	

	

	

	

	

	

	

	

	

	

	

	




	
HPLC: value-fit

	
0.76 **

	
0.71 **

	
0.81 **

	
0.82 **

	
0.76 **

	
0.86 **

	

	

	

	

	

	

	

	

	

	

	

	




	
HoL: awareness

	
0.65 **

	
0.63 **

	
0.51 **

	
0.65 **

	
0.63 **

	
0.68 **

	
0.68 **

	

	

	

	

	

	

	

	

	

	

	




	
HoL: values

	
0.76 **

	
0.61 **

	
0.57 **

	
0.61 **

	
0.49 **

	
0.69 **

	
0.58 **

	
0.65 **

	

	

	

	

	

	

	

	

	

	




	
HoL: behavior

	
0.84 **

	
0.70 **

	
0.54 **

	
0.61 **

	
0.52 **

	
0.64 **

	
0.58 **

	
0.67 **

	
0.78 **

	

	

	

	

	

	

	

	

	




	
RESTQ-W: social emotional stress

	
−0.23 **

	
−0.31 **

	
−0.35 **

	
−0.31 **

	
−0.23 **

	
−0.36 **

	
−0.29 **

	
−0.13

	
−0.09

	
−0.12

	

	

	

	

	

	

	

	




	
RESTQ-W: overall recovery

	
0.25 **

	
0.34 **

	
0.33 **

	
0.28 **

	
0.20 **

	
0.31 **

	
0.26 **

	
0.40 *

	
0.48 **

	
0.35 *

	
−0.56 **

	

	

	

	

	

	

	




	
RESTQ-W: loss of meaning/burnout

	
−0.35 **

	
−0.48 **

	
−0.47 **

	
−0.44 **

	
−0.36 **

	
−0.48 **

	
−0.42 **

	
−0.48 **

	
−0.28

	
−0.34 *

	
0.74 **

	
−0.49 **

	

	

	

	

	

	




	
RESTQ-W: leisure/breaks

	
0.30 **

	
0.41 **

	
0.38 **

	
0.31 **

	
0.21 **

	
0.31 **

	
0.25 **

	
0.59 **

	
0.54 **

	
0.56 **

	
−0.47 **

	
0.63 **

	
−0.49 **

	

	

	

	

	




	
RESTQ-W: psychosocial resources

	
0.33 **

	
0.31 **

	
0.35 **

	
0.36 **

	
0.50 **

	
0.36 **

	
0.34 **

	
0.43 **

	
0.28

	
0.28

	
−0.09

	
0.26 **

	
−0.17 **

	
0.29 **

	

	

	

	




	
RESTQ-W: work-related resources

	
0.47 **

	
0.44 **

	
0.66 **

	
0.58 **

	
0.44 **

	
0.57 **

	
0.54 **

	
0.52 **

	
0.47 **

	
0.47 **

	
−0.33 **

	
0.46 **

	
−0.42 **

	
0.41 **

	
0.39 **

	

	

	




	
MBI-GS-D: emotional exhaustion

	
−0.25 **

	
−0.37 **

	
−0.31 **

	
−0.32 **

	
−0.32 **

	
−0.36 **

	
−0.29 **

	
−0.29

	
−0.30

	
−0.20

	
0.55 **

	
−0.42 **

	
0.66 **

	
−0.53 **

	
−0.18 *

	
−0.29 **

	

	




	
MBI-GS-D: cynicism

	
−0.40 **

	
−0.41 **

	
−0.53 **

	
−0.57 **

	
−0.51 **

	
−0.58 **

	
−0.52 **

	
−0.40 *

	
−0.39 *

	
−0.23

	
0.48 **

	
−0.36 **

	
0.70 **

	
−0.32 **

	
−0.27 **

	
−0.55 **

	
0.58 **

	




	
MBI-GS-D: personal accomplishment

	
0.23 **

	
0.22 **

	
0.37 **

	
0.30 **

	
0.25 **

	
0.31 **

	
0.34 **

	
0.24

	
0.32

	
0.18

	
−0.30 **

	
0.44 **

	
−0.36 **

	
0.30 **

	
0.25 **

	
0.58 **

	
−0.18 **

	
−0.42 **








Note: HPLC: N = 430, HoL: N = 64, RESTQ-Work: N = 400, MBI-GS-D: N = 211; correlations important for convergent validity are printed in bold; * correlation significant (p < 0.05); ** correlation significant (p < 0.01).









3.2. Structural Equation Modeling (SEM)


To analyze if the seven dimensions of health-promoting leadership can be assigned to a higher order factor, the higher-order factor model was compared to different models.



Unidimensional model. First, a unidimensional (one-factor) model was tested. This model provided a marginal fit to the data (χ2(184) = 959.000, p < 0.001). The fit indices are depicted in Table 4.



Table 4. Dimensions, means, standard deviations, internal consistencies, item total correlations and example items of the HPLC.







	
Model

	
χ2

	
df

	
p

	
AGFI

	
GFI

	
CFI

	
RMSEA

	
T

	
T2






	
unidimensional model

	
959.000

	
184

	
<0.001

	
0.780

	
0.825

	
0.906

	
0.099

	

	




	
first-order model (uncorrelated)

	
3213.897

	
184

	
<0.001

	
0.322

	
0.460

	
0.634

	
0.196

	

	




	
first-order model (correlated)

	
426.059

	
163

	
<0.001

	
0.873

	
0.910

	
0.968

	
0.061

	

	




	
seven-factor with higher order factor model

	
482.880

	
177

	
<0.001

	
0.869

	
0.899

	
0.963

	
0.063

	
0.882

	
0.979








Note: χ2… Chi-Square; df… degrees of freedom; T… target coefficient (represents the ratio of the chi-square of the first-order model to the chi-square of the higher order model); T2… target coefficient 2 (represents the ratio of the difference between the chi-square of the uncorrelated first-order model and the first-order model to the difference between the chi-square of the uncorrelated first-order model and the higher order model).








First order model (uncorrelated). The next model consisted of seven first-order factors which were uncorrelated. This model showed a bad fit (χ2(184) = 3213.897, p < 0.001) with all fit indices below their respective thresholds (Table 4).



First order model (correlated). Next, we tested a model with seven correlated first-order factors. This model showed a very good fit (χ2(163) = 426.059, p < 0.001) with good fit indices (Table 4). It seems that this multidimensional model provides a better description of the relationships between all items than the unidimensional model or the uncorrelated first order model.



Seven-factor higher order model. Finally, we tested the seven-factor higher order model, where all seven dimensions of health-promoting leadership are combined to one higher order factor. This model showed a very good fit to the data (χ2(177) = 482.880, p < 0.001; Table 4). All regression coefficients are significant (p < 0.001) and range between 0.67 and 0.94 (Figure 1).


Figure 1. Regression coefficients for the HPLC model (N = 430; all regression coefficient significant with p < 0.001).
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To compare the fit of the seven-factor higher order model with the first order model, the target coefficient (T) by Marsh [57] and Marsh and Hocevar [58] was calculated. The target coefficient represents the ratio of the chi-square of a first order model to the chi-square of the seven-factor higher order model. A target coefficient close to 1 indicates that the higher order model can effectively explain the correlation between the first-order factors [58]. In the present analysis, the target coefficient is 0.88, indicating that the higher order factor of health-promoting leadership accounts for a large proportion of the covariation among the first-order factors. A conceptually similar indicator (“target coefficient 2,” T2) also indicates the goodness of fit for a higher order model. In contrast to T, the zero-point is defined by the fit of the first-order model with uncorrelated factors. In our case, T2 is also very high (0.98).




3.3. Validity Analysis


Analyzing convergent validity, the dimensions of the HoL were correlated with the dimensions of the HPLC. The results show high coefficients (0.49–0.84), having the highest correlations between health awareness (HPLC) and behavior (HoL) (0.84) as well as values (HoL) (0.76). All correlation coefficients for convergent validity are in Table 3 and printed in bold.



In the sense of criterion validity, the relation between health-promoting leadership and stress (RESTQ-Work) and burnout (MBI-GS-D) were analyzed. Regarding stress, the correlation between the dimensions of HPLC and RESTQ-Work show expected results, having moderate negative coefficients with social emotional stress (−0.23 to −0.36) and high negative coefficients with loss of meaning/burnout (−0.35 to −0.48). For the MBI-GS-D, the highest negative correlations can be found with cynicism (−0.40 to −0.58).



For the resources-related dimensions of the RESTQ-Work, highest coefficients can be found when correlating control (HPLC) and work-related resources (RESTQ-Work) (0.66), as well as community (HPLC) and psychosocial resources (RESTQ-Work) (0.50). All results are shown in Table 3.





4. Discussion


The aim of the present study was to identify key aspects of health-promoting leadership that are able to influence employee health positively. We especially focus on leadership behavior that aims to changing the working conditions to indirectly support the employees’ health. An instrument with 21 items (HPLC) has been constructed that measures seven dimensions of health-promoting leadership: health awareness, workload, control, reward, community, fairness, and value-fit. The Cronbach’s Alpha for all seven dimensions can be regarded as high, the item discriminations are within the accepted thresholds.



We hypothesized that all seven dimensions of health-promoting leadership can be assigned to a main factor. The tested model shows an acceptable fit by having the CFI and RMSEA succeeding the acceptable thresholds. In addition, the target coefficients T and T2 [57] support the presence of a higher order factor of health-promoting leadership. Intercorrelations between the seven dimensions show high coefficients. The highest intercorrelations result by correlating reward and fairness as well as community and fairness. Looking at the items of the dimensions, reward is specified with items like “(…) efforts do not go unnoticed” or “(…) all contributions are being acknowledged.” So basically, reward means acknowledging dedication and performance of employees in financial and non-financial ways. Fairness implies being treated fairly regarding decisions and procedures and that everything should be shared correctly. In the HPLC, fairness is characterized with items like “(…) all resources are fairly distributed.” Community is the overall quality of social interaction at work, characterized with items like “(…) work colleagues support each other.” The definition and items of all three dimensions are clearly different. Nevertheless, it could be argued that insufficient reward or negative social interactions might lead to a feeling of unfair treatment. Another explanation would be that a leader that ensures a fair working environment also gives the right reward and takes care of a positive working community.



Although the dimensions can be assigned to a main factor of health-promoting leadership, distinguishing the dimensions has significant practical implications: With seven dimensions, leaders and organizations are able to get a more detailed feedback about health-promoting leadership conditions, which can be used to create specific interventions, which is important in the process of WHP. Of course, the high correlation between fairness and community as well as fairness and reward should be examined in further studies.



As the dimension health awareness in the construct health-promoting leadership is similar to the ideas of Franke and Felfe [37] we expected high positive correlations between health awareness of the HPLC and the dimensions of Franke and Felfe’s [37] questionnaire HoL (Hypothesis 2). All dimensions of the HoL show high positive correlations with health awareness, having the highest coefficients between health awareness (HPLC) and behavior (HoL) and values (HoL). Besides these high correlations, high positive coefficients between the HoL and all other dimensions of the HPLC could be found. This means in the sense of convergent validity that both questionnaires depict attributes of health-promoting leadership. Beside this similarity, both questionnaires have important differences. The HoL highlights the individual aspect by identifying attitudes and behavior of the leader. The HPLC focuses on the indirect approach towards employee health by changing working conditions to support a health-promoting workplace. This conceptual difference is apparent when looking at the correlations between control or community and the scales of the HoL. These correlations are much lower than the correlations between health awareness and the scales of the HoL. Therefore, we conclude that the aspect of control opportunities and creating a community between colleagues is more apparent in the HPLC.



The third research question was the relation between health-promoting leadership and the experience of stress, burnout and resources at the workplace. Focusing on our concept of employee health, one major aspect of health-promoting leadership has to be promoting employee health by reducing stress and increasing resources. Therefore, we expected high correlations between all dimensions of the HPLC and the experience of stress and resources at the workplace.



To analyze the relation between health-promoting leadership and experience of stress, the HPLC was correlated with the stress-related dimensions of the RESTQ-Work and the scales of the MBI-GS-D. As expected, the correlations are highly negative, especially with loss of meaning/burnout (RESTQ-Work) and cynicism (MBI-GS-D). This supports the assumption that health-promoting leadership strategies are negatively related to employee stress and burnout. This result is in line with the concept of the areas of worklife, where a mismatch in the six areas workload, control, reward, community, fairness, and values is seen as a major risk factor for burnout [25]. However, causal interpretations must be done with high caution as correlations and cross-sectional data does not allow interpreting results causally.



Analyzing the relationships between health-promoting leadership and resources at the workplace, the HPLC was correlated with the resources-related dimensions of the RESTQ-Work. The results show that the work-related resources dimension is highly positively correlated with control, and psychosocial resources shows a high positive relation with community—which can be stated as an argument for a high criterion validity of the HPLC. Furthermore, the leisure/breaks dimension has the highest correlation coefficient with workload, which is also an expected outcome in the sense of convergent validity.



The results show that leaders can support in developing a health-promoting workplace with their leadership behavior. It should be noted, that leadership behavior is not the only aspect to support a health-promoting workplace, although it is a very important one. Leaders can be promoters of a healthy workplace and forward their health-promoting influence in a top-down process to lower levels of management and their subordinates [19]. However, the organizational culture influences the leadership behavior by its guidelines, practices and values [59]. Therefore, leaders can only act when the organizational culture allows them to. On the other hand, leaders affect the organizational culture with their personal values and behavior [60]. In an optimal way, a health-promoting leadership culture is established when all persons in the organization work together to obtain a healthy workplace. In addition, this would be the best way for achieving a sustainable health-promoting workplace that includes the positive long-term effects on motivation and performance.



This study was a cross-sectional study with the data collected at one measurement point. Although it seems plausible that leadership strategies have an effect on health and well-being of employees, a causal interpretation only can be done with longitudinal data.



A broader view of leadership also should include the complex aspects of organizations and their members especially as the leader-member interaction influences each other in feedback loops [15,61]. An interesting side aspect of this more systemic or cybernetic view of the leader in the context of the whole organizational culture can be seen in the possible outcome of a “resilient organization” when safety at the workplace is in the focus [61,62,63,64]. Especially here the organization must be seen as the source of the possible leadership culture, as stated by Leveson, “Leadership creates culture which drives behavior,” [65] (p. 177). Therefore, the approach of modifying working conditions with leadership is only possible in the frame of the corresponding culture of the organization.



To obtain a sample that is big enough to analyze our research question with SEM, three samples were combined: two employee surveys and one online study, all conducted at the same time. A problem that might occur when merging different samples is obtaining an inconsistent data set. By analyzing the demographic data of all three samples, we can see that gender and age of the participants are similarly distributed in all three data sets. Therefore, it seems that combining the samples into one data set is legitimate.



In addition, a matching of leaders and their employees was not possible in this study. Further studies are planned and will take a look if both leaders and employees agree on the measure of the seven health-promoting leadership dimensions. A matching of employees and their direct supervisors is also favored when investigating the possible transfer or spill-over effect. Then the assumption if the health status of supervisors affects the well-being of employees could be proved.




5. Conclusions


The present study introduces a questionnaire (Health-Promoting Leadership Conditions, HPLC) that measures seven dimensions of health-promoting leadership: health awareness, workload, control, reward, community, fairness and value-fit. The questionnaire offers the possibility to learn more about the working conditions of the organization that can be changed by the leaders’ behavior. The indicated behavior assessed by the questionnaire can give a feedback to show the potentials of leaders but also, and more important, can suggest fields of improvement and needs for action for the organization. Therefore, the results of the questionnaire will not only help employees, but also the whole organization to improve their leadership culture by identifying critical aspects of organizational workplace conditions. This is a more preventive approach to employee health and supports creating a sustainable workplace. Assessing health-promoting leadership by using the self-assessment of leaders and the external assessment of employees in one organization and aggregating both scores could provide a first insight into the organizational climate and even the whole organizational culture. The assessment of health-promoting leadership could be implemented in the organization diagnostics phase of a WHP process. By identifying these organizational risk factors, prevention and intervention methods to maintain and increase the health of employees can be developed in an efficient way and focuses to the goals of reaching a sustainable workplace.
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