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Abstract 

 

This research examines the role of management controls on the selection and implementation 

of health promotion programs (HPPs) in the university sector. HPPs, which include any set of 

activities implemented to improve employee health (Potvin & Goldberg, 2012), have been 

shown to improve employee productivity and performance and thus to provide beneficial 

organisational outcomes (Grossmeier et al., 2016). However, research investigating the 

benefits of HPP implementation within different workplaces and contexts has produced mixed 

results (Caloyeras, Liu, Exum, Broderick, & Mattke, 2014; Liu et al., 2013). The mixed results 

reported in the literature are attributable to several factors such as the complexity of HPPs and 

the diverse agendas and contexts for their implementation (Bilodeau & Potvin, 2016). These 

implementation challenges have prompted calls for future research on HPPs to be based on 

proven implementation experiences and an understanding of the implementation context 

(Dooris, Wills, & Newton, 2014). 

 

Several challenges are associated with implementing suitable HPPs for different managerial 

contexts. Prior management control studies have shown that organisations influence employee 

health using specific management controls such as health statements that provide measures of 

a workforce’s health (Almqvist, Backlund, Sjoblom, & Rimmel, 2007). Further research is 

required to examine how a broader range of management controls and systems influence the 

ways that HPPs are implemented within organisations (Larsson, Åkerlind, & Sandmark, 2016). 

Therefore, the research question examined in this study is: what is the role of management 

controls in the selection and implementation of HPPs? 

 

To address the research question, the first of two research objectives investigates the type of 

HPPs implemented in the university sector. A broad understanding of the institutional context 

in which HPPs are implemented is developed: which health issues and health risk factors are 

being targeted, which activities appear to be prioritised and managed, and which are not being 

used by a sample of Australian universities. Following this investigation, the second research 

objective examines the managerial contexts for HPP implementation. In particular, this 

objective is to examine the influence of management controls on the selection and 

implementation of HPPs. A broad range of management controls used by universities in the 

process of implementing HPPs is examined. 
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The research is undertaken in two phases. The first phase includes a content analysis of publicly 

available website documentation from eight Australian universities. This phase provides an 

understanding of the types of HPPs being implemented by sampled universities to promote 

employee health. The second phase is a case study conducted to explore the role of management 

controls in one Australian university’s attempts to select and implement HPPs. This phase 

identifies how a single Australian university gains control of HPP implementation by satisfying 

the interests of diverse stakeholders. 

 

Actor-network theory (ANT) is drawn upon to interpret how management controls influence 

HPP implementation. ANT provides an analytical lens for examining how HPPs are 

strategically implemented to suit diverse interests and objectives for promoting health, such as 

senior management and academic employee concerns. The four moments of translation (e.g. 

problematisation, interessement, enrolment and mobilisation) developed by Callon (1986) are 

used as an analytical device to make sense of the complex roles that management controls 

perform in implementing HPPs and to report on their benefits. 

 

Findings from the research show that Australian universities target a diverse range of health 

issues and health risk factors that are known to be a risk to employee health. The most 

prominent health issues targeted are cancer, cardiovascular disease, diabetes and mental health. 

The most prominent health risk factors found include alcohol and substance abuse, 

discrimination and harassment, and social determinants. Various health-promoting activities, 

such as clinics and centres, courses and training, and extrinsic motivation, are used to provide 

employees with access to services for managing illnesses and improving health. Management 

controls were used to mobilise a network of people and mechanisms, such as expert opinions, 

surveys, tracking tools, and participation measures, to capture relations between universities, 

employees and their health. 

 

This research concludes that Australian universities aim to improve employee health through 

HPPs that are selected based on their ability to be effectively promoted as opposed to their 

providing desired health outcomes. No single best-practice approach to implementation 

appears to exist. Rather, these findings show that HPPs emerge in relation to managerial 

contexts such as the mix of administrative, cultural, planning, measurement, and rewards and 

compensation controls used by universities. The health issues and health risk factors targeted, 
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along with the courses of action taken by sampled universities to address these concerns, are 

influenced by the measures available to monitor implementation outcomes. 
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Chapter 1 – Introduction 

 

1 

 

Chapter 1 Introduction 

 

1.1 Introduction 

 

The World Health Organization (WHO) has helped develop the scope for health 

promotion (Breslow, 1999; Lin & Fawkes, 2007; Perry & Jessor, 1985; World Health 

Organization, 1986), defining it as “the process of enabling people to exert control over, 

and to improve their health” (Nutbeam, 2001, p. 190). This broad definition recognises 

that health emerges within the settings where people spend their time. Health promotion 

has since been linked with various programs that empower individuals to maintain or 

improve their physical, mental and social health (Bunton & Macdonald, 2002; Downie, 

Tannahill, & Tannahill, 1996; Holmqvist & Maravelias, 2011; MacDonald, 1998). 

 

Health promotion programs (HPPs) are designed to help identify and address health and 

lifestyle issues. In this thesis, HPPs refer to any set of practices that aims to improve 

health and productivity, whether focused on the employee or the workplace (Goetzel & 

Ozminkowski, 2008, p. 305; Potvin & Goldberg, 2012, p. 348). Over the years, HPPs 

such as disease management programs that offer preventative health screenings, or mental 

health programs that build resilience through counselling and support services, have 

increased in importance within workplaces. Well-documented linkages between 

employee health and productivity have recognised the business value of a healthy 

workforce (Grossman, 1972). Research has shown that investing in HPPs promoting the 

personal development and optimal functioning of employees improves productivity and 

performance (Baicker, Cutler, & Song, 2010; Goetzel & Ozminkowski, 2008; Grossmeier 

et al., 2016). However, a need for research regarding the management and control of HPPs 

within workplaces exits (Dooris et al., 2014). Therefore, this study examines the role of 

management controls in the selection and implementation of HPPs. 

 

The principle aim of this research is to understand the different types of HPPs being 

implemented by a selection of Australian universities and what role management controls 

play in their implementation. Specifically, this research will investigate the types of health 

issues and health risk factors targeted, the activities implemented, and the management 

controls used to support HPP implementation. The following sections provide an 
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overview of the research including the justifications for selecting the university sector, 

the motivation, the objectives, the theoretical framework, and the research design. 

 

1.2 Justification for selecting the university sector 

 

The investigation of HPPs is examined in the context of the university sector. This sector 

was selected because the knowledge held and shared by university employees provides a 

major source of commercial value and competitive edge (Secundo, Dumay, Schiuma, & 

Passiante, 2016). The sector is a major employer within the community. It is information 

intensive: universities obtain prestige, recognition, and a competitive advantage when 

their academic employees excel in research and teaching. Universities continue to 

promote equal participation in employment and to equitably manage the age, diversity, 

and gender balance of their workforce (Devos, 2008). There is an expectation that 

universities will provide leadership and innovation to advance important social issues 

whilst also improving economic criteria (Egan, 2014). However, it is noted that 

universities have lagged behind industry in the provision of HPPs (Hanson, 2013). 

 

Universities are challenged to continually evolve their curriculums and delivery methods, 

and to provide solutions to address global concerns (global warming, aging population, 

and rising health care costs), at a time when economic austerity and financial setbacks are 

becoming the norm (Broadbent & Laughlin, 2005). The heightened social expectations 

that are placed upon universities, coupled with the potential business benefits, should 

theoretically increase the incentives to improve employee health. However, obstacles to 

the implementation of HPPs persist (Dooris & Doherty, 2010a). Health is not the only 

issue of concern competing for access to scarce resources. Research in the university 

sector has demonstrated the importance of allocating resources to many social issues of 

concern such as environmental sustainability (Sharp, 2002), teaching and research quality 

(Macintosh & Quattrone, 2010), water conservation (Egan, 2014), and many other 

economic and social issues (Godemann, Bebbington, Herzig, & Moon, 2014). 

 

Godemann et al. (2014) believed that universities were unusual organisations, due to their 

transparency and reflexivity. These authors suggested that universities, which provide 

settings to explore opportunities for improving living standards, were also empirically 

important places for understanding the impact and implementation of these new ways of 
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living. Yet, in regard to health promotion, “[u]niversities are a relatively ‘new’ setting 

where both programmes and theorization are still being developed” (Dooris et al., 2014, 

p. 8). For this reason, universities provide good opportunities to explore the associations 

that emerge in these localised contexts and that influence the implementation of HPPs 

(Dooris et al., 2014). 

 

The effects of both collegial and managerial styles of governance in universities have 

been critiqued by several researchers (Godemann et al., 2014; Parker, 2002; Winefield, 

Boyd, Saebel, & Pignata, 2008). In the past, norms of collegiality were designed to give 

employees a voice and to reflect their centrality in the operation of universities. However, 

collegial styles of governance have created problematic features “such as slow decision-

making and prevarication, unclear lines of responsibility and accountability, resistance to 

change, protection of established power groupings, resourcing inequities and limited 

uptake of new strategic opportunities” (Parker, 2002, p. 609). Arguably, these problems 

have largely arisen because key planning and decision-making functions are allocated to 

a diverse range of fragmented academic committees (Godemann et al., 2014). Regarding 

weaknesses observed with the administration of Australian universities, Parker (2002) 

noted a shift towards managerial styles of governance. 

 

“Decision-making has become driven more by senior executive command, strategic 

initiatives have been imposed upon faculties and divisions, and […] revenue inflows have 

been diverted to strategies, subunits and projects directly controlled by the senior 

executive” (p. 609). 

 

1.3 Why examine HPPs in the context of Australian universities? 

 

Due to the differences among universities operating in various countries, international 

research findings are difficult to generalise to Australian settings. The context (economic, 

legal, and social) for implementing HPPs and using management controls to reduce 

uncertainties about their value is different for Australian universities from that in other 

countries (Battle-Kirk, Barry, Taub, & Lysoby, 2009). For instance, the Australian 

healthcare system is comprehensive, which limits the breadth of benefits Australian 

organisations can attribute to HPPs, in comparison to organisations in other countries, 

such as Canada (Glouberman & Millar, 2003; Hancock, 1994), the Nordic countries 

(Denmark, Iceland, Finland, Norway and Sweden) (Torp, Eklund, & Thorpenberg, 2011), 
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the USA (Clark & McLeroy, 1998), and the UK (Glouberman & Millar, 2003). Therefore, 

it is important to understand how Australian universities implement HPPs and use 

management controls to reduce uncertainties about their value. 

 

Researching HPPs in the Australian university context offers opportunities to explore an 

area previously ignored in the literature. Although international studies demonstrate the 

benefits of HPPs (Pronk, 2013, 2014), there is a shortage of research identifying the HPPs 

implemented in Australian settings (Jancey, Barnett, Smith, Binns, & Howat, 2016). 

Employee health is an emerging issue for Australian universities. New management 

practices in Australia’s higher-education sector, which focus on university performance 

(Martin-Sardesai, Irvine, Tooley, & Guthrie, 2017), have coincided with rising student–

teacher ratios (Klopper & Power, 2014; Marginson, 2007) and increased workplace stress 

amongst Australian university employees (Gillespie, Walsh, Winefield, Dua, & Stough, 

2001; Winefield et al., 2008; Winefield et al., 2003). Research has shown significant 

increases in stress and decreases in wellbeing amongst employees in the Australian 

university sector, due in part to these adverse changes to working conditions (Pignata & 

Winefield, 2015). 

 

Australian universities, which are mainly public sector organisations, are accountable to 

a wide range of stakeholders (Brignall & Modell, 2000). Employees are powerful internal 

stakeholders with significant influence on internal processes. Universities rely on their 

employees to provide significant value-adding activities. An intellectual and innovative 

workforce improves a university’s ranking and presents an image of high performance to 

students, future employees, and funding agencies. Australian universities, which rely on 

governments for funding (Nelson, 2002), also encounter bureaucratic demands from 

governments that often create increased funding pressures and resource constraints. As 

resource-limited workplaces, universities often use management controls to legitimise 

operations and to demonstrate accountability with external stakeholders (Moll, Burns, & 

Major, 2006). 

 

Many public institutions have been subjected to reform that has an increased priority on 

revenue generation and cost cutting measures. Australian universities have been prone to 

funding cuts and scrutiny over their spending, despite being recognised as offering 

valuable public services (Godemann et al., 2014; Winefield et al., 2008). Although profit 

has always been one of many ambitions for universities, the rise of managerialism has 
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foregrounded the importance of economic criteria (Godemann et al., 2014). These 

changes to the governance structures and funding levels of universities have thwarted 

efforts to address social issues (Egan, 2014). Senior management must choose between 

various opportunities to improve the performance of universities, given the limited 

funding available (Godemann et al., 2014). 

 

Attempts to alleviate the impact of budget cutbacks and to avoid structural and reporting 

changes have increased the performance expectations placed upon university employees 

(Godemann et al., 2014; Parker, 2002; Winefield et al., 2008). The issuance of grants as 

a significant source of revenue has commercialised the research process. This puts 

pressure on academic employees to increase the number and rank of their research 

publication output (Parker, 2002). Compounding these issues is the expectation that 

employees increasingly improve their performance despite these declining resources 

(Winefield et al., 2003). For example, a disproportionate rise in the ratio of students to 

teachers has coincided with significant funding cuts and emerging economic rationales 

being enforced upon Australian universities (Hall & Hooper, 2008; Pignata & Winefield, 

2015; Winefield et al., 2008). 

 

1.4 Motivation 

 

There are two main motivations for this research. Firstly, an understanding of the types 

of HPPs that matter to organisations is needed. Prior studies successfully demonstrate that 

investing in employee health reduces business-related costs (Aldana, Merrill, Price, 

Hardy, & Hager, 2005; Baicker et al., 2010; Goetzel & Ozminkowski, 2008; Scuffham, 

Vecchio, & Whiteford, 2014). These studies redefine the relevance of health for 

organisations by going beyond traditional compliance-orientated motivations, such as the 

costs of having absent employees and compensating for their care and illness (van 

Scheppingen, Baken, Zwetsloot, Bos, & Berkers, 2012). Targeting a range of health 

issues and health risk factors can be a rewarding investment that improves absenteeism, 

creativity, presenteeism, and other performance-related factors (Loeppke et al., 2007; van 

Scheppingen et al., 2012). However, organisations vary in their ability and desire to 

implement HPPs (Potvin & Goldberg, 2012).  
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Benefits from having a healthy and happy workforce have been reported in relation to 

organisational productivity and performance (Grawitch, Gottschalk, & Munz, 2006; Parry 

& Sherman, 2015). However, study results are mixed. Comprehensive reviews of the 

average savings for American employers have reported returns of $3.48 (Aldana, 2001) 

and $3.37 (Baicker et al., 2010) for every dollar spent on HPPs. Company-specific studies 

have reported mixed results. The American multinational pharmaceutical company 

Johnson and Johnson reported savings of $2.71 for every dollar spent on HPPs (Berry, 

Mirabito, & Baun, 2010), while global drink manufacturer PepsiCo reported savings of 

$1.46 (Caloyeras et al., 2014). 

 

Inconclusive findings about links between HPPs and desirable outcomes highlight the 

importance of understanding the types of HPPs that are suitable for different 

implementation circumstances. There is considerable variation in the types of programs 

being implemented in practice. Desirable health and business outcomes from 

implementing HPPs can depend on participant, program, and organisational 

characteristics (Gruen et al., 2008). This variability, which relates to the challenge of 

addressing diverse interests in promoting health, continues to adversely affect reports of 

program success in practice and research (Mukhopadhyay & Wendel, 2013). A group of 

studies on PepsiCo’s reported savings from implemented HPPs (Caloyeras et al., 2014; 

Liu et al., 2013) failed to observe significant changes in employee related costs. 

Subsequently, Liu et al. (2013) suggested that future research to “identify program design 

or implementation features that are key to program success will be extremely 

informative” (p. 157). Therefore, this research investigates the types of HPPs 

implemented, by examining health issues and health risk factors targeted by sampled 

universities, along with the activities used to target desirable health and business 

outcomes. 

 

The second motivation for this research is to understand the role of management controls 

in HPP implementation. There is as yet very little research in the management control 

literature on HPP implementation (Holmgren Caicedo, Mårtensson, & Roslender, 2010; 

Roslender, Marks, & Stevenson, 2015). Prior research at the intersection of HPPs and 

management control has drawn on specific management controls (e.g. balanced 

scorecard, costs of quality, levers of control) to show how organisations use various 

devices to implement HPPs (Almqvist et al., 2007; Bäckström, Eriksson, & Lagrosen, 

2012; Köper, Möller, & Zwetsloot, 2009; Liersch et al., 2012; Zwetsloot, van 
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Scheppingen, Dijkman, Heinrich, & den Besten, 2010). This work has underlined the 

importance of systematic implementation approaches, whereby technically accurate 

HPPs are implemented into supportive contexts (Jolley, 2014; Potvin & Goldberg, 2012). 

The emphasis of such arguments in support of HPPs is based on assumptions that an 

understanding of how to manage and control different components of HPPs can lead to the 

implementation of effective programs within organisations. Well-conceived programs will 

improve health in ways that provide favourable results for organisations (Goetzel & 

Ozminkowski, 2008). 

 

However, the complexity of HPPs and the characteristics of different contexts complicate 

their implementation (Bilodeau & Potvin, 2016). Research suggests that integrating HPPs 

within organisational structures and cultures provides a solution to this complexity 

(Pronk, 2013; Williams et al., 2015; Williams et al., 2016). Important implementation 

competencies include leadership commitment and program-centric indicators that guide 

design, direct resource allocation, and ensure that appropriate data and measures are 

available for evaluation (Lang et al., 2017). This research aims to extend these ideas by 

identifying not only the types of HPPs implemented but also the management controls 

which influence their implementation. According to Larsson et al. (2016), future research 

examining how HPPs are incorporated into management control systems (MCSs) is 

needed. To address this gap found in the literature, this research examines how 

organisations combine a broad range of management controls within a package to 

implement HPPs. 

 

This research is the first known study to examine the implementation processes for HPPs 

alongside the theories of the use of management controls within a package. This 

perspective is relevant, given the need to understand how organisations 1) value employee 

health (Holmgren Caicedo et al., 2010; Lang et al., 2017) and 2) account for employee 

health using new and existing management controls (Roslender et al., 2015). Providing a 

greater understanding of the combination of management controls within a package, and 

of how these combinations inform business strategies, will also be informative (Bedford 

& Malmi, 2015; Grabner & Moers, 2013; Malmi & Brown, 2008). 
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1.5 Research objectives 

 

The types of HPPs commonly implemented in workplaces are extensive (Goetzel, 

Jacobson, Aldana, Vardell, & Yee, 1998; Goetzel, Roemer, Liss-Levinson, & Samoly, 

2008; Linnan et al., 2008) and the task of managing processes for improving employee 

health is problematic. Quantifying the financial benefits of having employees participate 

in HPPs to improve their health is also a complex task (Pronk, 2014). Therefore, this 

research attempts to provide an understanding of how universities manage HPP 

implementation. The aim is to offer insights into the HPPs implemented by Australian 

universities and into their links to management controls. Given that links between 

employee health and productivity are likely accounted for using a combination of 

management controls, the research question is: what is the role of management controls 

in the selection and implementation of HPPs? 

 

Investigating two research objectives (see Table 1.1) provides the basis for answering the 

research question. Research objectives, as opposed to research questions, were used to 

highlight the exploratory nature of the research. The research objectives explored in this 

study, which emerged following a review of health promotion and management control 

literatures, were refined following iterations between data collection and analysis.  

 

Table 1.1: Overview of research objectives 

 

Number Research Objectives 

1 Investigate the types of HPPs in the university sector 

2 Examine the influence of management controls on the selection and implementation of HPPs 

 

Health promotion literature refers to the importance of implementing HPPs that target 

diverse health issues and health risk factors (Blaxter, 2010). A wide range of individual 

and social factors, including physical inactivity or social determinants such as workload 

pressures, are known to be a risk to a person’s health (Dahlgren & Whitehead, 1992; 

Marmot, 2005; Marmot & Wilkinson, 1999; Solar & Irwin, 2007). Organisations have 

been encouraged to incorporate activities that target specific health outcomes such as 

using walking groups and yoga classes to improve physical activity (Caloyeras et al., 

2014). However, the extent to which universities implement activities to target different 

health issues and risks requires further exploration (Dooris et al., 2014). 
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Health promotion literature has revealed the value of providing a comprehensive range 

of health-promotion activities. Various types of activities have been shown to reduce 

illness and improve employee health in workplaces (O'Donnell, 2017). Variability in the 

type of activities offered to improve the health of university employees also exists 

(Hanson, 2013). A reason for this variation is the difficulty of balancing the diverse 

economic, legal and social agendas which play a role in decisions about which activities 

to implement and which health issues to target (Grawitch et al., 2006). The exact influence 

of these diverse agendas on implementation decisions is unclear. In fact, researchers have 

queried whether organisations are primarily motivated by economic objectives to improve 

productivity through health (Dooris et al., 2014; Parry & Sherman, 2015). It is clear that 

an understanding of appropriate activities to implement, and of how to manage their 

desirability for both the workforce and the workplace, is needed (Nielsen et al., 2017). 

Therefore, the first research objective aims to develop an understanding of different types 

of HPPs and their implementation within the university sector. 

 

Following the review of HPPs in the university sector, a management control perspective 

on program implementation is explored. Best-practice approaches have identified many 

processes that influence the implementation of HPPs, with the intention of guiding their 

implementation in the workplace and improving the likelihood of their success. These 

studies have identified program components (see Goetzel et al., 2007; Quintiliani, 

Sattelmair, & Sorensen, 2007) or functional processes (see Berry et al., 2010; Pronk, 

2014; Pronk & Kottke, 2009; Weiner, Lewis, & Linnan, 2009) to incorporate that affect 

how programs are implemented. However, in addition to viewing the implementation of 

“best practice” HPPs as a precondition to health, the contexts that make health outcomes 

both desirable and achievable must also be explored (Bilodeau & Potvin, 2016). Dooris 

et al. (2014) suggested that “healthy structures (e.g. a strategic plan and management 

commitment) are a pre-condition for healthy processes (e.g. effective communication and 

participatory decision making) and that both are pre-conditions for healthy outputs and 

outcomes and are therefore determinants of health” (p. 13). These findings suggest that 

the whole system, including HPPs, management controls, and desired outcomes, play a 

role in implementation. 

 

Given that HPPs aim to address diverse interests around improving health and business 

outcomes, it is important to develop a greater understanding of the managerial contexts 
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for program implementation. Organisations use different combinations of management 

controls to account for diverse agendas (Malmi & Brown, 2008). Research examining the 

motivations for using various combinations has shown how organisations combine 

controls to solve specific control problems (Grabner & Moers, 2013). Different 

combinations of controls might be used to manage activities operating under hierarchical 

structures and stable conditions, in comparison to complex and dynamic operating 

conditions. For example, a formal management control structure which employs various 

mechanistic controls (e.g. budgets and operating procedures) may function effectively in 

dynamic operating conditions when combined with informal controls (e.g. cultural 

controls and norms) (Bedford & Malmi, 2015). Given that HPPs are implemented into 

contexts with diverse management control requirements, the second research objective 

will examine the influence of management controls on the selection and implementation 

of HPPs. 

 

1.6 Theoretical perspective 

 

To address the two research objectives, a theory is needed to explore how management 

controls might influence HPP selection and implementation. Given the diverse economic, 

legal and social interests involved in managing HPPs, Actor-network theory (ANT) is 

considered appropriate because it considers how human and non-human actors converge 

around specific agendas. As a methodology, ANT provides a useful lens to analyse how 

people with diverse agendas form alliances with systems and structures to advance their 

interests (Lukka & Vinnari, 2014). Therefore, ANT is useful for exploring how a diverse 

range of management controls are combined in ways that convince universities and 

employees that HPPs are worthwhile and will provide satisfactory outcomes. 

 

ANT provides this research with a methodology for analysing research findings. The 

theory also provides the basis for contributing to knowledge. Following Latour (1987), 

the objective is to understand from outside, the inner workings of HPPs, and then to 

explain “to the outsider how it all works” (p. 15). Consequently, the following steps are 

taken to provide an explanation of the managerial contexts for implementing HPPs in 

Australian universities: 
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• Health promotion and management control theories provide the basis for 

examining different types of HPPs and understanding their implementation. 

• A systematic literature review provides a platform to explore how management 

controls inform implementation processes for HPPs (e.g. who the key actors are 

in the network). 

• A content analysis of eight Australian universities reviews the institutional context 

for implementing HPPs and the mix of management controls used for their 

implementation. 

• A case study of a single university in the early stages of implementing HPPs is 

analysed and interpreted using the four moments of translation specified by Callon 

(1986). 

 

The four moments of translation defined by Callon (1986) are problematisation, 

interessement, enrolment, and mobilisation. In the case study phase, problematisation is 

used to analyse how diverse actors work together to link HPPs with desirable health and 

business outcomes. Interessement is used to analyse how management controls encourage 

actors to support collective goals of promoting health. Enrolment is used to analyse how 

management controls convince actors to align with HPPs implemented by the university. 

Mobilisation is used to analyse how HPP implementation progresses as management 

controls mobilise different health-promoting agendas. 

 

1.7 Research Design 

 

A multi-dimensional research design employing two qualitative phases is undertaken 

(Brewer & Hunter, 2006; Teddlie & Tashakkori, 2006). The first research phase uses a 

qualitative content analysis (Krippendorff, 2004) to investigate HPPs and the associated 

management controls currently being used by Australian universities. This content 

analysis is based on analysing publicly available website information contained within 

advertisements, manuals, minutes of meetings, policies and procedures from a 

representative sample of eight Australian universities. Data collected from website 

documentation is followed up with validation interviews from health, safety and 

wellbeing department employees within the university sector. This data is transcribed and 

analysed using NVivo qualitative data analysis software (NVivo). 
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The content analysis addresses both research objectives examined in this study. Firstly, 

to investigate the types of HPPs in the university sector, documentation related to the 

health issues and the health risk factors targeted by sampled universities are analysed. 

Different types of HPPs received scores if the website documents of universities 

referenced strategies for addressing employee health-related concerns. The types of HPPs 

in use are analysed by investigating activities used by universities to raise awareness and 

to support employee health objectives such as health risk assessments and policies. 

Summarising HPPs using three dimensions—health issues, health risk factors and 

activities—provides a useful way to consider the types of HPPs implemented in 

universities. Comprehensive HPPs were expected to target a relevant range of health 

issues and health risk factors utilising an increased number of activities. 

 

Secondly, content analysis findings are also used to examine the influence of management 

controls in selecting and implementing HPPs (e.g. research objective two). The aim is to 

examine the management control context through which different objectives and courses 

of action for HPPs are communicated, as opposed to the effects of different management 

controls on HPPs. According to Kerlinger (1964, p. 544), content analysis may be "used 

to determine the relative influences or frequency of various communication phenomenon: 

propaganda, trends, styles, changes in content, readability" (cited in Jones & Shoemaker, 

1994, p. 142). In this research, relevant information displayed on website pages and 

downloadable documents found within university audit guidelines, annual reports, 

budgets, operational planning documents and strategic planning documents are included 

for analysis. For each web item that documents strategies for improving employee health, 

the references indicating the management controls used in the implementation of HPPs 

are used for evaluation. This analysis provides a platform to further explore how 

management controls are combined to implement HPPs within university settings. 

 

A qualitative case study exploring the role of management controls in one Australian 

university’s implementation of HPPs follows the content analysis phase. The case study 

specifically addresses research objective two. To examine the influence of management 

controls on the selection and implementation of HPPs, the case study explores how the 

health, safety and wellbeing department uses management controls to implement 

programs. Attention is given to better understanding what and how the department uses 

management controls to align HPPs with the goals of various stakeholders such as the 

university and their employees. The case study collects documentation, interviews, and 
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observations from an Australian university in the process of implementing programs. 

NVivo is used to store and analyse this data.  

 

1.8 Thesis structure 

 

The following chapter, titled “Health promotion literature”, reviews different definitions 

of health before considering how the legal and social responsibilities for health motivate 

workplaces to implement HPPs. Two important considerations for implementing HPPs 

are outlined: which health issues and health risk factors to target, how program activities 

might be tailored to suit diverse agendas. Chapter 2 concludes by reviewing the literature 

outlining the different requirements for linking health, HPPs, and diverse agendas. The 

chapter is useful as it provides insights into HPP implementation processes that will help 

with analysing the extent and nature of their implementation within university contexts. 

 

Chapter 3 reviews relevant management control frameworks that may provide insights 

into managing implementation processes for HPPs. The chapter begins by reviewing 

classifications that outline different ways to design and use management controls (e.g. 

formal and informal, and output and behaviour controls). A framework for studying how 

management controls and control systems combine within a package of five distinct 

groups is introduced: administrative, cultural, planning, cybernetic, and rewards and 

compensation (Malmi & Brown, 2008). Chapter 3 concludes by introducing research 

themes that inform the selection of management control mechanisms used to investigate 

managerial contexts for HPP implementation. 

 

In Chapter 4, the process of theorising the implementation of HPPs through an ANT lens 

is outlined. ANT concepts of translation (Callon, 1986) are used to reveal processes for 

implementing HPPs and to examine the types of HPPs that are likely to arise and require 

management. 

 

Chapter 5 provides an overview of the research paradigm, methodology, and data analysis 

techniques. Following the justification of the research paradigm, the chapter reviews the 

literature covering the two empirical phases of research: content analysis and case study. 

The relevant literature on the design of content analysis and case study approaches is 

outlined, along with the data collection methods that can be used to help improve the 
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research rigor. The chapter concludes with a discussion of the research methodology 

limitations. 

 

Chapter 6 presents results from the content analysis addressing both research objectives 

of this study. This investigation begins by identifying the relations between different 

types of HPPs and 1) the broad range of health issues that universities are interested in 

promoting, and 2) the health risk factors that have impact on these issues. This broad-

brush investigation of HPPs is followed by an examination of the activities employed to 

improve employee health and to target problematic health issues and health risk factors. 

Here, emphasis is on both the activities employed by universities to implement programs 

and the diverse actors that influence this process. Finally, a review of the management 

controls used by sampled universities, in the context of implementing programs, will 

examine how diverse motivations for implementing HPPs are considered.  

 

Chapter 7 reports on the case study and its findings. Following the content analysis, an 

in-depth case study centred on one Australian university is conducted, using archival 

documentation, interviews, and observations as the data collection methods. The analysis 

will illustrate how HPP implementation at the case university is undertaken in a way that 

satisfies the interests of diverse stakeholders such as the executive group, the suppliers, 

and the employees. The four moments of translation outlined by Callon (1986)—

problematisation, interessement, enrolment and mobilisation—are used to analyse the 

data. This lens provides an account of HPPs from the perspective of the health, safety and 

wellbeing department that is driving their implementation. 

 

Research conclusions are discussed in Chapter 8. The main research findings and 

contributions are presented in relation to the research question and the two objectives 

examined. The chapter concludes with a review of the research limitations and a summary 

of opportunities for future research. In response to the research question (what is the role 

of management controls in the selection and implementation of HPPs?), the study 

concludes that management controls should ensure that the selection and implementation 

of HPPs is based on a shared understanding of how employee health is defined and 

valued. 
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1.9 Summary 

 

Chapter 1 has introduced the motivations and objectives for this research. The study aims 

to offer insights into the HPPs implemented by Australian universities and their links to 

management controls. The first research phase used to investigate this aim is a content 

analysis undertaken on website information from eight Australian universities with 

formalised structures and systems in place for managing HPPs. The objectives for this 

content analysis are to examine the extent and nature of HPPs and the potential role of 

management controls in their implementation. The second phase is a case study of a single 

university in the early stage of implementing HPPs and in the process of developing 

structures and systems to manage HPPs. The objective for this case study is to identify 

gaps in HPP implementation. The next chapter reviews the background literature that 

outlines how workplaces implement HPPs. 
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Chapter 2 Health promotion literature  

 

2.1 Introduction 

 

Chapter 2 provides an overview of the health promotion literature relating to the 

implementation of workplace health promotion programs (HPPs). The two main aims of this 

chapter are 1) to establish the context for implementing workplace HPPs and 2) to inform the 

empirical investigation into the internal workings of these programs within the university 

sector. These aims provide the basis for Chapter 3, which explains how management controls 

might be useful for helping employees to behave in ways that benefit themselves and the 

organisation. 

 

Chapter 2 is structured as follows. Section 2.2 reviews relevant literature that helps define what 

health is; Section 2.3 looks at responsibilities for improving employee health; Section 2.5 

synthesises literature on HPP implementation to develop a conceptual framework for analysing 

program implementation in workplaces; Section 2.6 reviews the issues of linking program 

implementation with diverse objectives before the Chapter is summarised in Section 2.7. 

 

2.2 Health and health promotion 

 

Health comprises many definitions: there is no generally accepted encompassing definition 

(Larson, 1999; Tones & Green, 2004). Since the early religious conceptualisations that framed 

health as the reward for obeying orders, an abundance of definitions have been proposed 

(Akerlind & Schunder, 2007). These definitions have conceptualised good health by tracing a 

person’s movement towards either illness or health, or a combination of both (Perry & Jessor, 

1985). How health is defined influences the health issues and health risk factors targeted and 

thus the approach used to implement and research HPPs. Subsequently, Section 2.2 presents a 

review of possible ways to define and measure health. 
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2.2.1 Reactive view of health as the absence of illness 

 

A reactive view of health presents illness as an entity separate from health, thus allowing health 

to be framed according to the presence or absence of illness (Boorse, 1977; Macik-Frey, Quick, 

& Nelson, 2007; Seligman & Csikszentmihalyi, 2000). From this perspective, health has 

typically been defined as the absence of illnesses such as anxiety, cancer, depression and other 

medical impairments (Burkert, Raml, Beier, & Freidl, 2015). The dominant focus is on aspects 

of health that can be objectively measured and treated with medicine. Thus, illness is 

considered to be a dysfunctional part of the body that can be controlled when pathogenic causes 

of the illness are found and treated (Tones & Green, 2004). 

 

Health is characterised by efforts to identify and remove undesirable states of being that impact 

on a person’s health (Harter, Schmidt, & Keyes, 2003). This reactive approach adopts a 

technical focus: treatments are based on measures of health status and the presence of health 

risks, as these are considered to be indicators of a person’s health (Pender, Murdaugh, & 

Parsons, 2011). For example, this line of research has addressed health issues through disease 

management programs that target specific health issues (Goetzel, Ozminkowski, Villagra, & 

Duffy, 2005; Henke et al., 2013; Jutkowitz, Nyman, Michaud, Abraham, & Dowd, 2015) or 

through mental health programs that target incidences of burnout (Watts & Robertson, 2011), 

and stress (Gillespie et al., 2001; Winefield & Jarrett, 2001). Viewing health as the absence of 

illness has appeal for HPP implementation, as outcomes can be quantified: when focused on 

the absence of illness, health might be measured using cardiovascular assessments of heart rate 

and blood pressure (Danna & Griffin, 1999). 

 

2.2.2 Proactive view of health as wellbeing 

 

The treatment of health issues remains important in addressing unwanted illnesses that cannot 

be rationally explained (Minkler, 1999; Thrift, 2004). However, reactive approaches to health 

promotion have overlooked many social factors that, although often subjective, nonetheless 

affect health (see Tones & Green, 2004, pp. 22-23). Therefore, efforts to treat illness are 

supplemented with proactive views that prioritise the promotion of health (Holmqvist & 

Maravelias, 2011; Meyer & Maltin, 2010). The belief is that the absence of illness does not 

always indicate the presence of optimal states of health. Therefore, health can also be defined 

as a state of wellbeing that is associated with, but not directly attributable to, the absence of 
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illness (Blaxter, 2010). This definition not only emphasises health outcomes but also considers 

the situations through which these outcomes arise such as workplace stress (Hanson, 2007). 

 

A proactive view links health to a person’s cognitive abilities and emotional fulfilment, rather 

than these being viewed as the absence of illness. These broadened perspectives have led to the 

development of HPPs that consider the impact of adverse environmental conditions on health, 

not simply on an individual’s health-related decisions. For example, mental health programs 

have addressed illnesses such as stress by accounting for employee satisfaction, commitment 

and joy at work and in their jobs (Day & Randell, 2014), as opposed to the strain and burden 

attributed to workplace absences (Watts & Robertson, 2011).  

 

However, proactive views of health have been criticised for lacking objectively measured 

criteria when compared with research that focuses on the absence of illness (Lawn et al., 2008). 

A person who contributes to society can be in good health despite experiencing illness (e.g. a 

person of moral character is healthier than a criminal but who decides what moral is?). Hence, 

these perspectives rely on social experiences and lay knowledge of individuals and society to 

promote health (Blaxter, 2003; Tones & Green, 2004). For example, Seligman (2008) 

summarises proactive views of health using subjective measures such as self-control, 

optimism, and satisfaction. The use of subjective measures has implications for the study of 

HPPs in this research: it suggests that Australian universities may lack an objective basis from 

which to define and measure program implementation. 

 

2.2.3 Holistic view of health as the absence of illness through the pursuit of health and 

wellbeing 

 

The World Health Organization (WHO) defines health as “a state of complete physical, mental 

and social well-being and not merely the absence of disease or infirmity” (Burton, 2010, p. 15; 

Huber et al., 2011, p. 1). The WHO’s frequently cited definition (Antonovsky, 1996; Danna & 

Griffin, 1999; Downie et al., 1996; Eriksson & Lindström, 2008; Green, Tones, Cross, & 

Woodall, 2015; World Health Organization, 1986) is focused on the physical, mental and social 

health of people, and the absence of illness is one of their many ambitions (Grad, 2002). This 

definition is important for this research, as it shifts the focus beyond the employee and 

recognises health as a complex social process (e.g. a process rather than an outcome definition). 
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Holistic and comprehensive health strategies have been affirmed and developed with the 

WHO’s broader definition of health. Similar to Downie et al. (1996, p. 24), Green et al. (2015, 

p. 7) provided a model that conceptualised health in holistic ways. Their model illustrated how 

negative aspects of illness and positive aspects of health are collectively influenced by a 

person’s physical, mental and social contexts. Thus, a person’s health not only relates to their 

health status and function but also becomes further refined in relation to their social contexts. 

Illness and health are recognised as having “multiple and interactive causes” (Blaxter, 2003, p. 

4; 2010, p. 15). As Blaxter (2010) suggested, these causes are, at any given time, contingent 

on behavioural factors, on cultural norms, and on economic objectives. 

 

Despite being widely accepted, the WHO’s definition of health has been criticised for being 

idealistic. Huber et al. (2011), who argued that a complete state of health is not possible, given 

that people’s circumstances and contexts are complex, defined “health as the ability to adapt 

and to self manage” (p. 3). Similarly, regarding healthy workplaces, Burton (2010) suggested 

supplementing the WHO’s definition with a process-oriented perspective, recognising that 

employee health and workplace health are linked. As this research studies HPP implementation 

from the perspective of Australian universities, health (defined as an employee’s physical and 

mental state, along with their function) is considered in the context of productivity and 

performance objectives. 

 

In using a holistic, comprehensive definition, this research intends to analyse how workplaces 

define and manage health through HPPs. Any definition of health is assumed to depend on the 

reciprocal relationship between individuals, their social contexts and, from a health promotion 

perspective, their ability to influence these relations. Torp and Vinje (2014) suggested that 

health and safety personnel were more equipped to promote health in comparison to health 

professionals. Rather than primarily targeting medical impairments, health and safety 

personnel also emphasised systemic issues such as work design and risks. This implies that 

those in positions of power within workplaces possess the greatest epistemic capabilities to 

contribute to an understanding of what health is and how it should be managed (Spencer, 2015). 

Further reference to the idea that health is not just an individual concern, but should also be 

valued and upheld by society, is covered in the next section. 
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2.3 Workplace obligations for implementing health promotion programs 

 

The willingness to implement and integrate HPPs within existing business systems and 

structures, which varies among Australian workplaces, has been identified as a gap for further 

research (Joss, Dupré-Husser, Cooklin, & Oldenburg, 2017). Some workplaces are becoming 

more comprehensive in their efforts to improve employee health (Pelletier, 2005), while others 

limit their responsibilities to the bare minimum required by law. Section 2.3.1 discusses the 

relevant legislation regarding the requirements for health and safety within Australian 

workplaces. Literature on the social responsibility for HPPs and their relationship with 

employee health is then reviewed in Section 2.3.2. 

 

2.3.1 Legal requirement 

 

Different perceptions regarding the responsibilities for health influence the willingness of 

organisations to implement HPPs that support and enable healthy behaviours and 

environments. Despite calls to broaden their social and moral responsibilities (Roberts, 2009), 

workplaces have primarily focused on their legal responsibilities. Accordingly, many 

organisations have established compliance-based health protection programs that focus on 

changing individual behaviours towards health. The agenda for management has been to reduce 

the costs of illness to their companies (Grawitch et al., 2006) rather than to improve the 

opportunities to benefit from a healthy and productive workforce (Holmgren Caicedo et al., 

2010; Parry & Sherman, 2012; Shain & Kramer, 2004). 

 

Also known as health protection programs, occupational health and safety initiatives are 

primarily concerned with treating and preventing illnesses that occur in the workplace (Goetzel, 

Ozminkowski, Bowen, & Tabrizi, 2008; Pronk, 2013; Sorensen et al., 2013). These programs 

are governed by legislation that consigns employers with responsibilities to maintain employee 

health by providing safe workplaces (Gaukroger & Kenney, 2003). Many organisations have 

adopted these programs to help legitimise their operations with institutional standards and to 

mitigate potential compliance costs if the minimum requirements for health and safety are 

breached. Organisations, traditionally motivated by regulatory compliance for matters 

concerning employee health, have designed interventions to prevent work-related illnesses 

from occurring (Degroot & Kiker, 2003; Pronk, 2013; van Scheppingen et al., 2012). These 
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actions have helped to ensure that employees are not adversely affected as a result of 

performing their duties (Sorensen et al., 2013; van Scheppingen et al., 2012). However, the 

benefits of optimising the health and happiness of employees have often been overlooked 

(Holmgren Caicedo et al., 2010). 

 

At the minimum, employers must comply with legislative requirements. These requirements 

have traditionally aimed to improve employee health by offering paid and unpaid leave, 

promoting safety in workplace activities, and assisting with disabilities and rehabilitation. A 

typical range of activities offered under the rubric of health protection includes worker’s 

compensation and return-to-work programs (Hlobil et al., 2007; Krause, Frank, Dasinger, 

Sullivan, & Sinclair, 2001), employee assistance programs (Murphy, 1995), physical (Lingard, 

2002) and mental health first aid (Kitchener & Jorm, 2004, 2006), diversity, bullying and 

harassment policies and programs (Barling, Rogers, & Kelloway, 2001), training in relation to 

ergonomics and office safety (Pronk, Katz, Lowry, & Payfer, 2012; Robertson, Ciriello, & 

Garabet, 2013), and safety on campus (e.g., appropriate security and lighting for employees 

working late) (Fletcher & Bryden, 2009; Jennings, Gover, & Pudrzynska, 2007). However, 

these occupational health and safety services have been considered to be too narrow to 

accommodate modern workplace health risks (Holmqvist & Maravelias, 2011). 

 

To ensure a harmonious approach to managing workplace health and safety issues in Australia, 

the Work Health and Safety Act (Cth) 2011 introduced a consultation-focused approach to 

health and safety management. This Act imposed a range of duties and obligations on any 

person conducting a business or undertaking in Australia. These duties intended to improve the 

culture and management practices of workplaces by imposing rules around the governance, 

identification, and processing of workplace health and safety risks. Under this legislation, it is 

now a legal requirement that Australian employers provide employees with a meaningful voice 

on health and safety issues (Lyons, 2016). The views of employees in relation to health and 

safety matters must be taken into account and employees provided with opportunities to 

contribute to decision-making processes. For example, where reasonably practicable, 

employers must establish committees with employee representation and provide employees 

with opportunities to elect members to represent them on health and safety issues.  

 

In addition to the legal obligations placed on Australian workplaces to govern and manage 

health and safety risks, workplaces also have legal obligations to create safe working conditions 
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that prevent specific health issues. The legislation outlined in Table 2.1 highlights key 

compliance requirements relating to employee health issues in Australian workplaces. From 

this table, it is evident that legislation in Australia primarily aims to support working families 

and to prevent discrimination and inequality in workplaces. Amendments to Australian 

legislation now require employers to assist employees with physical and mental disabilities. 

Australian organisations are also legally required to eliminate, isolate or minimise risks that 

contribute to the mental illness of employees (Harpur, French, & Bales, 2012). Workplaces 

must manage mental health in the same way as any other occupational hazard must be managed. 

 

Table 2.1: Legislation related to employee health issues for organisations operating within 

Australia 

 

Legislation Employee health issues and risks 

Affirmative Action (Equal Opportunity for 

Women in the Workplace) Act 1986 

Discrimination (social inclusion) 

Age Discrimination Act 2004 Discrimination (social inclusion) 

Building Code of Australia Health orientated facilities (Food security, transport, 

working conditions) 

Carer Recognition Act 2010 Carer support, family violence, parental support, 

pregnancy and childbirth work-life balance (Early life, 

social support, working conditions) 

Disability Discrimination Act 1992, Disability 

Standards Education 2005  

Disabilities, mental health (social inclusion, social 

support, stress) 

Fair Work Act 2009 Parental support, pregnancy and childbirth, work-life 

balance (Early life, social support, working conditions) 

Human Rights and Equal Opportunity 

Commission Act 1986 

Discrimination (social gradient, social inclusion) 

Racial Discrimination Act 1975 Discrimination (social gradient, social inclusion) 

Sex Discrimination Act 1984, Sex 

Discrimination Amendment Bill 2000 

Carer support, parental support, pregnancy and childbirth 

(Early life, social gradient, social support, working 

conditions) 

Sex Discrimination Amendment (Sexual 

Orientation, Gender Identity and Intersex 

Status) Act 2013, Workplace Gender Equality 

Act 2012 

Discrimination, sexual health (social inclusion) 

Work health and safety Act (Cth) 2011 Physical and Psychological health (e.g. stress and 

bullying) 

Source: adapted from Australasian Legal Information Institute (2016) 

 

For an exhaustive list of all legislation relevant to employee health protection and promotion 

requirements, refer to the federal employment legislation in Australia regarding workplace 

rights and obligations (e.g. Australasian Legal Information Institute, 2016; Australian Workers 

Union, 2016; Fair Work Commission, 2016; Fair Work Ombudsman, 2016b; Workplaceinfo, 

2016). Organisations must also comply with legislation mandated across the different 

Australian states, where applicable. 
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2.3.2 Social responsibility 

 

The social responsibility for supporting and enabling healthy behaviours and lifestyles is 

expanding. A noticeable shift towards HPPs (Lin & Fawkes, 2007; World Health Organization, 

1986) has been evident for some time in the expanding list of settings that incorporate health 

promotion concepts (World Health Organization, 1997). Various researchers have considered 

the basis for promoting health within cities (de Leeuw, 2009; Tsouros, 1995), prisons 

(Gatherer, Moller, & Hayton, 2005), hospitals (Groene & Jorgensen, 2005), sports clubs 

(Kokko, Green, & Kannas, 2014), schools, (Colquhoun, Goltz, & Sheehan, 1997; Laurence, 

Peterken, & Burns, 2007; St Leger, 1998, 2000), universities (Cawood, Dooris, & Powell, 

2010; Doherty & Dooris, 2006; Dooris, 2001, 2002; Dooris & Doherty, 2010a, 2010b; Toyne 

& Ali-Khan, 1998; Tsouros, Dowding, Thompson, & Dooris, 1998; Xiangyang et al., 2003), 

and workplaces (Chu et al., 2000; Chu, Driscoll, & Dwyer, 1997; Goetzel et al., 2014; Goetzel 

& Ozminkowski, 2008; Hymel et al., 2011; Zwetsloot et al., 2010). The importance of 

promoting health within neighbourhoods, families and other community spaces has also been 

debated (Dooris, 2004, 2009). 

 

As economies evolve, organisations are identifying new ways of working and potential areas 

for creating value. The modern work environment is no longer dominated by manual labour 

and industrialised processes (Johanson, Mårtensson, & Skoog, 2001a; Roslender, 1996). 

During this industrialised era, hazards were primarily related to a person’s physical exposure 

to certain substances and environmental conditions (Siegrist, 2002). However, in the modern 

era of information and sustainability, mental and social aspects of work life are demanding 

more from employees (McIntosh & Sarker, 2011). There is a growing awareness that these 

issues, which tend to get overlooked, are creating significant costs through increased 

absenteeism, compensation claims, medical expenses, and reduced productivity (Siegrist, 

2002). Several studies have demonstrated that these potential costs may be ignored when 

decisions are orientated around traditional compliance-based programs that focus on changing 

employee behaviours while at work (Loeppke et al., 2007; Mulvey & Kelly, 2002; van 

Scheppingen et al., 2012). Wider social influences on health are neglected when the aim is 

primarily to modify employee behaviour at work (Chu et al., 2000; Holmgren Caicedo & 

Mårtensson, 2010b). 
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Workplaces are slowly progressing beyond the traditional compliance-orientated focus on 

health by integrating HPPs into their health and safety practices. However, there are several 

potential opportunities and challenges associated with widening the responsibility for 

promoting health in the workplace (Sauter, 2013). With mandatory initiatives, the 

responsibility for the health and safety of employees primarily rests with the employer (Section 

2.3.1). The primary concern is to address risks within the workplace that can adversely impact 

on employee health. Rather than viewing health as a resource necessary for daily functions and 

workplace productivity as is the case with HPPs (Holmgren Caicedo & Mårtensson, 2010b; 

Holmqvist & Maravelias, 2011; Zwetsloot et al., 2010), mandatory programs emphasise the 

importance of minimising absence and preventing physically unsafe working environments 

(Grawitch et al., 2006). Despite the differences between mandatory health and safety programs 

and voluntary HPPs, these practices collectively reinforce and strengthen the goals of 

protecting employee health. 

 

HPPs emphasise the value of redistributing the responsibilities for health among a wider range 

of stakeholders (e.g., cities, workplaces, families, and employees). These programs can provide 

benefits to employees, employers and the wider community. The advantages to employees who 

participate in HPPs typically include improvements in health status, job engagement, 

satisfaction and security, compensation, energy levels, morale, work performance and 

productivity. For organisations, the benefits can include reduced absenteeism, presenteeism, 

workers-compensation costs, and improved profitability (Akerlind & Schunder, 2007; Danna 

& Griffin, 1999; Loeppke et al., 2007; O'Donnell, 2002b; Parry & Sherman, 2015; Sherman & 

Lynch, 2014; van Scheppingen et al., 2012; Winefield et al., 2008). 

 

This expectation of mutually beneficial outcomes provides the motivation for offering HPPs. 

The intent is to reduce health risks and establish good health among the workforce so that 

employees and organisations benefit (Lagrosen, Bäckström, & Wiklund, 2012). With this goal 

in mind, resources are employed and programs undertaken to address a wide range of health 

issues and to promote supportive environments and healthy living opportunities (St Leger, 

Kolbe, Lee, McCall, & Young, 2007; St Leger & Nutbeam, 2000). Information is gathered 

from employees and occupational health and safety programs and used to facilitate activities 

that maintain and improve the lifestyle and functioning of employees (Henning, Warren, 

Robertson, Faghri, & Cherniack, 2009; Pronk, 2013). 
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However, it has been found that linking HPPs with desired health and business outcomes is not 

straightforward (Sargent, Banwell, Strazdins, & Dixon, 2016; Zwetsloot et al., 2010). Programs 

emerge within dynamic, complex systems (Young, Borland, & Coghill, 2010). Therefore, in 

addition to providing appropriate program components, these must also align with local needs 

and objectives (Goetzel et al., 2007; Jolley, 2014; Potvin & Goldberg, 2012; Weiss, 1997). For 

organisations, it appears that the aim is primarily to shift people away from illness towards 

health so that their contribution to the organisation increases. Therefore, seeking ways to 

support employees and to implement HPPs without compromising organisational objectives 

(e.g., to shareholders) is an important motivation (Loeppke et al., 2009). Similarly, employees 

appear to be more willing to contribute when their personal ambitions and commitments are 

not burdened by the organisation (Zwetsloot, van Scheppingen, Bos, Dijkman, & Starren, 

2013). Yet the interests of local actors are not always compatible or easily aligned. 

 

2.4 Implementing health promotion programs that target relevant health 

concerns 

 

The importance of a selection of programs has been demonstrated in the health promotion 

literature. Definitions of specific types of HPPs developed through a literature review are 

detailed in Appendix A.1. This review examines a comprehensive range of programs including 

addiction-related; disease management; diversity and inclusion; ergonomics; mental health; 

nutrition; physical activity; stress management; and weight management programs. Though not 

an exhaustive list of HPPs, it represents programs commonly implemented in workplaces to 

promote the health of employees. Several researchers exclude the likes of disease management 

and employee assistance programs from health promotion. This is because these programs 

focus on employees with pre-existing health problems (Baicker et al., 2010; Liu et al., 2013) 

as opposed to focusing on altering risk behaviours prior to the onset of illness. For analytical 

purposes, this research aims to include a broad range of HPPs. The objective in identifying a 

diverse range of HPPs has been to help understand managerial influences on HPP selection and 

implementation decisions. For example, are universities interested in making employees 

healthy or in being seen to offer programs through which employees make themselves 

healthier? 
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Arguably, any set of actions that aim to improve workplace productivity and employee health, 

whether focused on the individual or on the environment, can be classified under HPPs 

(Goetzel & Ozminkowski, 2008; Potvin & Goldberg, 2012). This broad perspective, which 

considers how various programs, policies and environmental supports are implemented to 

concurrently address multiple health problems and risks, fits with the research objectives 

examined in this study. Rather than testing the effects of specific programs on health and 

business outcomes, this study is interested in how various programs are taken up and managed 

in university workplaces. 

 

Research on health concerns (e.g. health issues and health risk factors) specific to Australian 

universities has primarily emphasised the importance of reducing the effect of work on health. 

This research has shown significant increases in stress and decreases in wellbeing amongst 

employees in the Australian university sector because of adverse changes to working 

conditions (Gillespie et al., 2001; Pignata & Winefield, 2015; Watts & Robertson, 2011; 

Winefield et al., 2008; Winefield et al., 2003; Winefield & Jarrett, 2001). Winefield and Jarrett 

(2001) explored the levels and potential causes of stress amongst university employees. Their 

research focused on job demands and on the employees’ ability to meet these demands. 

Presumably, jobs will not be stressful when the sources of stress, such as low control or 

autonomy over both work tasks and intense workloads, are appropriately managed. Similarly, 

Watts and Robertson (2011) focused on the absence of stressful situations that might lead to 

burnout in university employees. The objective of their research was to identify variables that 

predict or explain burnout so that employees could improve their health by removing these 

variables. Issues such as dissatisfaction with workplace demands (or lack thereof), and 

exhaustion through overload and job stress, were primarily addressed in their study. 

 

Despite comprehensive studies carried out on the health effects of workplaces, comparatively 

less research has focused on how to implement HPPs that target relevant health concerns, 

particularly in Australian (Jancey et al., 2016) and university settings (Dooris et al., 2014). This 

has prompted calls for future research on HPPs to be based on proven implementation 

experiences and on an understanding of the implementation context (Dooris et al., 2014). 

Universities will benefit from knowing what is or should be targeted (e.g. desirable objectives), 

along with understanding how relevant health concerns can be targeted (e.g. successful 

implementation processes). A greater understanding of how HPPs are taken up and connected 

with employee and organisational needs is required (Parry & Sherman, 2015; Quintiliani, 
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Poulsen, & Sorensen, 2010; Zoller, 2004). For example, employees must participate and 

employers must invest in desirable outcomes (Greenhalgh & Russell, 2009). Exactly how HPPs 

are implemented to target relevant health concerns in Australian settings is less certain (Jancey 

et al., 2016) and finding this out is an important objective of this study (e.g. research objective 

one). 

 

2.5 Conceptual framework for analysing health promotion program 

implementation 

 

A conceptual framework used in this research for analytical purposes is outlined in Figure 2.1. 

This framework, which synthesises the diverse literature on HPPs, identifies three interrelated 

areas of interest used to analyse how HPPs are being implemented within universities: health 

issues, health risk factors and activities. This literature highlights the importance of 

implementing workplace HPPs that identify appropriate health issues, that target health risk 

factors and that lead to improvements in these issues by using diverse activities for this purpose. 

Each of the three areas of interest will now be discussed to explain how the first research 

objective will be addressed. 

 

Figure 2.1: Conceptual framework for this research, showing first objective examined 

 

 
 

 

 

 

 

 

 

Section 2.5.1:  

Health issues 

Research objective one: Investigate the types of HPPs in the university sector 

Section 2.5.3:  

Activities 

-Health issues and illnesses -Awareness and behaviour change 

-Supportive environments 

 

Section 2.5.2:  

Health risk factors 

-Medical causes 
-Social aspects 
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2.5.1 Health issues 

 

A person’s lifestyle choices and behaviours can create several health issues, such as cancer and 

cardiovascular disease, that lead to illness or death (Lerner, Rodday, Cohen, & Rogers, 2013; 

Mattke, Seid, & Ma, 2007). Evidence of improvements in many health issues resulting from 

implemented programs is found in health promotion literature (see Goetzel et al., 2005, p. 2). 

The challenge is for workplaces to contribute to population health by assuming responsibility 

for health issues and enhancing a person’s life experiences (Day & Randell, 2014). 

 

Table 2.2 provides an alphabetical listing of several leading health issues that can cause illness 

or death (Australian Government, 2016; Burton, Pransky, Conti, Chen, & Edington, 2004; 

Coughlin, Pope, & Leedle, 2006; Fielding, 1984; Goetzel et al., 2004; Goetzel et al., 2007; 

Harris & Fries, 2002; Juneau, Jones, McQueen, & Potvin, 2011; Lerner et al., 2013; Mattke et 

al., 2007). In the table, for each health issue listed, a range of illnesses that fall within these 

groups is provided. The table illustrates the wide range of health issues that require or can 

benefit from improved management and control. This list is comparable to the Australian 

Government’s national health priority areas, except for the inclusion of lung and kidney 

function and oral health (Australian Institute of Health and Welfare, 2016a). 

  

Table 2.2: Common health issues targeted by health promotion programs 

 

Health issues Ranges of illnesses 

Cancer Breast, colorectal, leukaemia, liver, lung, prostrate, skin, stomach, and others 

Cardiovascular disease Heart disease, stroke, 

Diabetes Type 1, type 2 

Lung and kidney function Kidney disease, cystic fibrosis, pulmonary fibrosis, tuberculosis  

Mental health Anxiety, bipolar, depression, dementia, hypertension (e.g., high blood pressure 

and stress, substance use disorders, schizophrenia)  

Musculoskeletal conditions Carpel tunnel, epicondylitis, tendinitis  

Oral health Dental decay, gingivitis 

Respiratory conditions Asthma, bronchitis, cold, pneumonia 
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As discussed in Section 2.2.2, good health can be traced to multiple causes and these causes 

are seen as interactive (Blaxter, 2003). Harris and Fries (2002), who identified multiple links 

between health issues and various health risk factors, suggested that a familiarity with these 

linkages is important for designing and implementing programs. In their opinion, HPPs are 

more likely to be successful if employee health issues are well understood, and risks to poor 

health are addressed according to local implementation contexts (Nutbeam & Bauman, 2006). 

Subsequently, researchers repeatedly call for studies that consider the content and structure of 

HPPs within workplaces of various sizes and industries (Baicker et al., 2010; Liu et al., 2013). 

These gaps have motivated research objective one in this study, which explores the degree to 

which universities target a wide range of health issues such as different types of cancers, heart 

disease, and strokes. 

 

2.5.2 Health risk factors 

 

Health risk factors are behaviours or characteristics that increase a person’s likelihood of 

suffering from illness or injury. In the past, the understanding of health risk factors that could 

cause illness have typically evolved through technological developments in the medical field 

(Tones & Green, 2004). Medical models of health adopt a technical focus that primarily aims 

to identify and treat illnesses. These treatments are based on measures of health status and the 

presence of health risks, as these are considered indicators of a person’s health (Pender et al., 

2011).  

 

However, Lalonde (1974) emphasised the need to promote healthy lifestyles, behaviours and 

social contexts. His work has helped raise questions about the influence of different health risk 

factors on a person’s health as well as the possibility and challenges involved in changing these. 

Since then, several researchers have identified a wide range of health risk factors that people 

need to be able to control1 in order to improve their health status. Dahlgren and Whitehead 

(1992) made a point of incorporating the influence of social aspects of health alongside medical 

conditions, listing several health risk factors that people have limited control over. These 

                                                 
1 The term “control” is used here to describe the desire to provide individuals with opportunities to control 

circumstances and events that might have an impact on their lives. The basis for this conceptualisation is the 

realisation of potential structural limitations on control that constrain an individual’s freedom to choose healthy 

behaviours and lifestyles, such as their socioeconomic status. This view in health promotion presents a positive 

depiction of control. It connotes an idea of people being in control (e.g. a sense of order over prevailing health 

problems). This is opposite to a negative view, which implies being controlled or manipulated (Flamholtz, 1996). 
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included agriculture and food production, education, work environment, living and working 

conditions, unemployment, water and sanitation, healthcare services and housing. Researchers 

continue to develop and expand the list of such health risk factors which can influence health 

outcomes (Marmot, 2005; Marmot & Wilkinson, 1999; Solar & Irwin, 2007).  

 

Table 2.3 provides an alphabetical listing of several factors which can trigger illness or are a 

risk to health, that workplaces can target (Australian Institute of Health and Welfare, 2016a, 

2016b; Burton, Chen, Conti, Schultz, & Edington, 2006; Cancelliere, Cassidy, Ammendolia, 

& Côté, 2011; Edington, 2009; Fielding, 1984; Goetzel, Ozminkowski, Bruno, et al., 2002; 

Lerner et al., 2001; Musich, Napier, & Edington, 2001; Seligman, 2008; Serxner, Gold, 

Anderson, & Williams, 2001; Tones & Green, 2004). In the table, for each health risk factor 

listed, a description of examples given in the health promotion literature is provided. From 

Table 2.3, it is evident that there is a wide range of health risk factors that can be treated or 

prevented to maintain and improve health. This list is comparable to the Australian 

Government’s priority behaviours and risk factors list, which includes alcohol, biomedical 

factors, domestic violence, food and nutrition, illicit use of drugs, overweight and obesity, 

physical activity, smoking, and social determinants (Australian Institute of Health and Welfare, 

2016b). 

 

Table 2.3: Health risk factors in the workplace 

 

Health risk factors Examples  

Alcohol and substance abuse Excessive consumption of alcohol, illicit use of drugs, and inappropriate 

use of other substances such as inhalants 

Biomedical factors Age, gender, ethnicity, family history, blood pressure, cholesterol, 

existing medical problems 

Discrimination and harassment Age, disabilities, gender, ethnicity, sexual orientation 

Domestic violence Verbal and physical abuse 

Food and nutrition Intake and avoidance of selected foods (e.g. eating habits and catering) 

Overweight and obesity Body-mass index 

Physical activity Walking, running, swimming, stair use, walking meetings 

Smoking Primary and secondary tobacco inhalation 

Social determinants Caring responsibilities, financial health, job satisfaction, life satisfaction, 

perceptions of health, safety-belt use, sexual health, social support, 

spirituality, stress, unemployment, work environment 

 

In relation to healthy workplaces, reductions in productivity and performance have been 

associated with health risk factors attributable to both the individual (Mitchell, Ozminkowski, 

& Serxner, 2013) and their social contexts (Watts & Robertson, 2011). Mitchell et al. (2013) 

found that productivity increased when employees participated in programs implemented to 
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reduce several health risk factors such as excessive alcohol consumption, stress, and tobacco 

consumption. Murphy (2002) listed several work factors that influence stress. These factors, 

which can be specific to an individual or outside their control, include workload, work pace, 

worker control and physical comfort. In addition to considering the work environment to be a 

risk to the physical and mental health of employees, Day and Randell (2014) recognised the 

potential for work to positively impact on health (e.g. Section 2.2 discussed reactive and 

proactive views of health). Those authors found that, in addition to financial rewards, 

employment can provide people with stability, a sense of purpose and belonging, social 

relationships and social support. Therefore, this research will consider how Australian 

universities implement HPPs that target a range of individual and social health risk factors. 

 

2.5.3 Activities 

 

The types of health-promotion activities implemented in practice are not standardised from one 

organisation to another (Larsson et al., 2016). Rather, an extensive range of activities can be 

used to improve employee health (Pronk & Kottke, 2009). Therefore, it is important to develop 

an understanding of how different activities are selected and implemented within the HPPs of 

different organisations. A gap exists regarding research examining program implementation in 

different contexts (Sorensen et al., 2013). 

 

This research aims to provide direction for an increased understanding of HPP implementation 

within Australian universities. Research objective one intends to review health-promoting 

activities implemented by a sample of Australian universities with the hope of refining future 

research and practices within these settings. To assist in addressing this objective, Section 

2.5.3.1 begins by reviewing different types of activities that have been used to implement HPPs 

within university settings. Section 2.5.3.2 concludes this review of health-promotion activities 

by considering the basis for activity selection. The scope for implementing these programs 

within workplaces is continually changing, becoming more comprehensive (Sorensen et al., 

2016). Given that resource and funding barriers are prevalent within university settings 

(Hanson, 2013), it is important that employees and employers reach consensus about which 

activities are important and worthwhile implementing. 
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2.5.3.1 Type of activities used to implement health promotion programs in the 

university sector 

 

Table 2.4 analyses several studies that have detailed health-promoting activities used by 

universities. To be included within this analysis, the studies had to be published in peer 

reviewed journals; to document a range of HPPs implemented within the university sector; and 

to list several activities used to target specific individual and organisational initiatives that can 

improve employee health. Based on these criteria, Table 2.4 contains examples of 13 studies 

that provide a useful starting point for exploring the type of activities used within HPPs 

implemented by universities (e.g. research objective one). For example, nine of the 13 studies 

employed health risk assessments, and advocated for planning programs and directing 

participants towards relevant lifestyle and behaviour decisions (Anderson, Serxner, & Terry, 

2017). 

 

2.5.3.1.1 Types of activities used in university sector 

 

In examining Australian universities, this research will group sets of activities used to 

implement HPPs according to whether activities function at an individual or an organisational 

level (O'Donnell, 2002c, 2017). The health-promotion activities revealed within the studies 

reported in Table 2.4 are summarised in Column three. These studies showed that universities 

implement a diverse range of activities that function at various levels: brochures; clinics and 

centres; coaching; counselling; courses; culture; employee ownership and involvement; 

extrinsic motivation; flyers; guides; health risk assessments; mentoring; physical 

environments; policies; posters; structure; toolkits; and training. 

 

Firstly, an important focus of universities was on building awareness of health issues and health 

risk factors, developing employee skills, and improving their behaviours and lifestyle choices. 

HPPs that incorporated activities at this level of function (e.g. individual awareness) included 

various activities such as coaching, counselling, educational resources, flyers, health expos, 

newsletters, and posters (Dooris, Cawood, Doherty, & Powell, 2010; Dooris & Doherty, 2010a; 

Nyman, Abraham, Jeffery, & Barleen, 2012). Opportunities for understanding the health 

profile of employees were developed through measures such as blood pressure screening, 

cancer screening, cholesterol checks, counselling, and various other health risk assessments 

(Byrne et al., 2011). 
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Secondly, in addition to enhancing awareness about healthy lifestyles and behaviours, 

universities developed initiatives that extended beyond the individual. The importance of 

supportive physical and social environments to HPP implementation within university settings 

was also apparent from studies reviewed. HPPs have incorporated activities that created the 

conditions for mental, physical and social health to emerge by encouraging social inclusion 

and social support. Typical activities implemented by universities to facilitate supportive 

physical and social environments might include providing healthy foods in cafeterias and 

vending machines, providing fitness facilities, and using signage to promote stair use 

(Xiangyang et al., 2003). 

 

2.5.3.1.2 Health promotion programs implemented in university sector 

 

The studies included in Table 2.4 were designed exclusively to evaluate HPPs as they related 

to the entire university being investigated. This “whole university approach” (Dooris et al., 

2010, p. 1) focuses on managing healthy changes to all systems within a specific setting. Based 

on this selection criterion, a summary of the HPPs outlined in each study is shown in Column 

four. Several of these studies refer to a centralised program such as the “Go for gold initiative” 

(Byrne et al., 2011), within which diverse interventions and activities are employed to address 

various lifestyle choices and behaviours that impact on health. Conversely, excluded from the 

table were several studies, identified in the health promotion literature, that have reported on 

programs targeting only one type of intervention, such as nutrition or walking (Freedman & 

Rubinstein, 2010; Haines et al., 2007; Leininger & Adams, 2017; Leininger, Harris, Tracz, & 

Marshall, 2013). 

 

Table 2.4: Summary of types of activities used to implement health promotion programs 

 

Author Country; 

setting 

Most disclosed 

activities 

HPPs studied 

Byrne et al. 

(2011) 

United States 

of America; 

Case study of 

a single 

university 

Brochures, clinics 

and centres, courses, 

culture, coaching, 

extrinsic motivation, 

health risk 

assessments, physical 

environments, self-

help tools, training 

The “Go for the gold” initiative aimed to empower 

Vanderbilt University employees to improve 

lifestyle factors that contribute to poor health. The 

agenda was to support employee health and 

improve their productivity by offering a series of 

HPPs including, occupational health interventions, 

work-life balance and employee assistance 

programs, and the child and family centre. The 

primary health risks targeted were addictions 
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(smoking), nutrition, physical activity (overweight 

and obesity) and stress. 

Carter, Kelly, 

Alexander, and 

Holmes (2011) 

United States 

of America; 

Case study of 

a single 

university 

Coaching, 

counselling, flyers, 

health risk 

assessments, structure 

The University of Alabama provided health 

screening, health advice and assistance, and 

preventative health measures to their employees 

through the “WellBama” program. In addition to 

using internal resources, a collaborative 

partnership-based approach was used to ensure that 

a comprehensive range of services were offered 

Doherty, Cawood, 

and Dooris (2011) 

Denmark, 

England and 

Portugal; 

Case study of 

three 

universities 

Brochures, flyers, 

guides, physical 

environment, posters, 

structure, training 

The study analysed a framework for improving 

healthy food within universities. A “healthy 

universities” approach that applied a whole-system 

approach was detailed and analysed using case 

study material from the University of Central 

Lancashire; University of Aveiro; and Aalborg 

University. Various activities were implemented by 

the universities including: cooking demonstrations; 

evaluation of university health profile integration 

of healthy food options in menus and catering; 

training with chefs and catering staff; and 

establishing work groups to oversee changes. 

Dooris (2001, 

2002) 

United 

Kingdom; 

Case study of 

a single 

university 

Brochures, employee 

ownership and 

involvement, guides, 

physical 

environment, policy, 

structure 

The “Health promoting universities” initiative is a 

formal health promotion project undertaken by the 

University of Central Lancashire. The aim is to 

transform organisational processes and structures 

according to health-promotion objectives. Various 

activities offered through this initiative included: 

building designs that maximise light and encourage 

social interaction; and providing handbooks on 

health. 

Dooris and 

Doherty (2010b) 

United 

Kingdom; 

Survey of 64 

universities 

Clinics and centres, 

culture, employee 

ownership and 

involvement, guides, 

health risk 

assessments, physical 

environments, policy, 

structure, training 

The study used surveys to explore healthy 

university activities being undertaking within 

universities across England. The findings revealed 

that sampled universities implemented several 

activities to improve health including: improving 

access to healthy foods and training staff in dealing 

with mental health issues. 

Hanson (2013) United States 

of America; 

Survey of 432 

American 

colleges 

classified as 

Division 3 

institutions 

Brochures, clinics 

and centres, 

counselling, 

employee ownership 

and involvement, 

guides, health risk 

assessments, structure 

The survey examined the extent to which different 

health issues were targeted through a selection of 

universities in the United States of America. 

Sampled universities were found to provide 

employees with health screening and educational 

resources, along with supportive environment and 

access to university facilities.  

Hill-Mey, Merrill, 

Kumpfer, Reel, 

and Hyatt-Neville 

(2013) 

United States 

of America; 

Case study of 

single 

university 

Clinics and centres, 

coaching, extrinsic 

motivation, health 

risk assessments 

The “WellU” initiative was established by the 

University of Utah to increase the awareness 

employees have of their health conditions and 

behaviours. Various incentives were offered for 

employees to participate in program activities 

along with the ability to provide feedback for 

improvement 

Knight et al. 

(1994) 

United 

Kingdom; 

Case study of 

single 

university 

Health risk 

assessments 

The “Live for life program” was first developed at 

Johnson and Johnson health management, 

Incorporated. Duke University formed a 

partnership with this organisation to provide 

comprehensive health and wellbeing initiatives for 

their employees. Several activities were 

implemented to provide employees with access to 
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health screening services, lifestyle improvement 

opportunities, health education and resources, 

fitness programs and other activities that address 

health needs. 

Knight and La 

Placa (2013) 

United 

Kingdom; 

Case study of 

single 

university 

Brochures and 

guides, courses and 

training, culture, 

employee ownership 

and involvement 

The University of Greenwich “Healthy 

Universities” pilot initiative aimed to promote 

staff, student and community health. The program 

developed several activities with plans established 

to expand these initiatives in the future.  

Nyman et al. 

(2012); Nyman, 

Barleen, and 

Abraham (2010); 

Nyman, Barleen, 

and Dowd (2009) 

United States 

of America; 

Case study of 

single 

university 

Coaching, extrinsic 

motivation, guides, 

health risk 

assessment, 

mentoring  

A series of studies were performed to examine the 

HPPs implemented by the University of Minnesota. 

The program offered various initiatives including 

consultations with nurses, dedicated health 

coaching and financial incentives for completing 

activities. 

Reger, Williams, 

Kolar, Smith, and 

Douglas (2002) 

United States 

of America: 

Case study of 

single 

university 

Culture, employee 

ownership and 

involvement, health 

risk assessment, 

physical 

environment, policy, 

structure  

The action research study documents 

implementation processes for HPPs established at 

West Virginia University. Once steering committee 

and wellness advisory committee were established 

the university implemented health risk screening 

activities, personalised health plans, healthy food 

options, and other activities to improve employee 

health. 

Sirakamon, 

Chontawan, 

Akkadechanun, 

and Turale (2013) 

Thailand; 

Interviews 

with 

participants 

from single 

university 

Clinics and centres, 

culture, flyers, 

physical 

environment, posters 

The study collected data about the health-

promotion activities undertaking at two health-

promoting faculties within Chiang Mai University. 

The faculties promoted health through activities 

such as fitness centres, healthy food options, and 

bonding and caring exercises (e.g. associated with 

Buddhist views of life) that enhance social 

relationships.  

Xiangyang et al. 

(2003) 

China; 

Interviews 

with 

participants 

from six 

universities 

Brochures, clinics 

and centres, 

coaching, 

counselling, courses, 

health risk 

assessments, policy, 

physical 

environment, 

structure, training 

The Health Promoting Universities initiative was 

implemented in association with Government 

departments and covered six universities in 

Beijing. The objectives were to improve physical 

and social environments within these universities. 

The creation of health-promoting activities 

included information to assist with first aid, dealing 

with pressure, and supportive environments such as 

smoking bans and healthy food options.  

 

2.5.3.2 The influence of managerial contexts on the types of activities incorporated 

within health promotion programs 

 

Health promotion literature suggests that workplaces should address a broad range of interests 

by implementing activities that offer a holistic, comprehensive and integrated approach to 

health promotion (Dooris et al., 2014; Williams et al., 2015; Williams et al., 2016). This 

comprehensive approach is considered necessary for establishing a solid business case that 

encourages employees to get involved and that convinces organisations to invest in improving 

health (Sherman & Lynch, 2014). While targeting both medical and social aspects is vital for 

improving health outcomes (Antonovsky, 1996), integrating activities within existing systems 
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and structures is a complex undertaking (Burton, 2010). Despite these complexities, such as 

managing available time and budgets (Banwell, Sargent, Dixon, & Strazdins, 2017; Sargent et 

al., 2016), little attention has been given, in relation to health, to the interactivity between 

social, employee-related objectives and the technical concerns of organisations (Bilodeau & 

Potvin, 2016). 

 

The idea that health promotion involves activities and processes that empower people to control 

their health is commonly acknowledged (Kickbush, 1994; Nutbeam, 1998; Potvin & Goldberg, 

2012; Rootman, Goodstadt, Potvin, & Springett, 2001). However, researchers note a reliance 

on senior management to strengthen the rhetoric for promoting health and to provide access to 

resources (Akerlind, Schunder, & Frick, 2007; Pronk, 2014). Delegating decisions about the 

value of health-promotion activities and how these should be managed creates a risk to an 

employee’s power base for activities that gaze into their private lives (Holmgren Caicedo et 

al., 2010). What remains unclear in health promotion literature is how organisations implement 

appropriate types of activities and manage the desirability of these to both employees and 

workplaces (Nielsen et al., 2017). 

 

The literature review has revealed limited consistency in determining the different activities 

that are to be included or excluded within HPPs (Lerner et al., 2013). According to O'Donnell 

(2017), awareness and behaviour strategies have a low impact on health outcomes; supportive 

environments have the most significant impact. These high-impact strategies, which establish 

supportive environments that are conducive to health, are costlier to implement but maximise 

the potential for improved health outcomes. 

 

The preference shown for supportive environments in health promotion literature has given 

rise to perspectives that encompass a broad range of theories such as behaviour change and 

organisational theories (Dooris et al., 2014; Goetzel et al., 2014). The onus is on employees to 

change their lifestyle choices and on senior management to create resources and environments 

that are conducive to health. Kahn et al. (2002) reviewed the effectiveness of HPPs that aimed 

to improve the physical activity of employees. In using a similar framework to O'Donnell 

(2002c), Kahn et al. (2002) looked at efforts to raise awareness, improve lifestyle choices and 

create environments that promote health. The findings of their study into physical activity 

demonstrated that the adequacy and availability of resources significantly influenced the 

activities used to implement programs. The lack of understanding about how to select and 
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implement financially viable health-promotion activities leads to questions about what 

motivates organisations to implement different types of programs and components (Parry & 

Sherman, 2017).  

 

2.6 Selecting appropriate HPP types and managing their implementation 

 

Organisations have been encouraged to define health in relation to productivity, and to target 

the health risk factors that influence the productive capacity of their employees (Loeppke et 

al., 2008). However, although it is argued that improved health is good for both employees and 

organisations (Anderson, Harrison, Cooper, & Jané-Llopis, 2011; Black, 2008), implementing 

activities that balance these interests is difficult. People experience different circumstances and 

motivations for promoting health. Demands can range from discourses of profitability to 

broadened responsibilities for private matters. Balancing these demands requires a shift in the 

respective interests of stakeholders, from focusing on operational efficiencies to developing a 

culture that collectively rewards health and productivity (Akerlind et al., 2007; Aldana et al., 

2012; Banwell et al., 2017). 

 

Several best-practice approaches to implementation have been identified in health promotion 

literature (see Appendix A.2 for a detailed description). These approaches have identified many 

conditions that influence HPP outcomes. Such conditions typically include processes that 

develop management support; integrate programs into existing operations and structures; 

allocate appropriate resources and employees; facilitate participation in the programs and their 

design; communicate the benefits and outcomes of programs to key people; and rigorously 

evaluate program outcomes (Goetzel et al., 2007; Lang et al., 2017; Serxner, Gold, Meraz, & 

Gray, 2009). The goals are to guide the implementation of HPPs in the workplace and to 

improve the likelihood of their success. Aldana et al. (2012) identified the need to develop 

healthy workplace cultures that include supportive leadership, favourable workplace 

environments and policies that promote health. In reviewing literature and surveys on the 

culture of organisations implementing HPPs, they identified several factors that support healthy 

workplace cultures such as norms, shared values, peer support and work climate. In their 

opinion, future research should examine how health and business outcomes are influenced by 

a workplaces’ culture and operating environment (e.g. research objective two examines the 

influence of management controls in HPP implementation). 
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Health promotion researchers have developed an understanding of HPPs from the perspective 

of employee health (O'Donnell, 2017). Information needed by management to make 

appropriate implementation decisions appears to be unavailable. Lerner et al. (2013) reviewed 

the literature on the implementation of several different types of HPPs to determine which 

programs provided the greatest return on investment. Despite several studies reporting 

favourable cost–benefit ratios, an absence of standardised evaluation criteria overshadowed 

their findings. Of the 44 studies included in their review, 10 demonstrated the importance of a 

broad selection of programs but did not provide information that would help standardise 

implementation methods and performance metrics used during implementation. 

 

The findings of Lerner et al. (2013) confirm suggestions that the process of implementing 

activities that benefit different stakeholder interests is often overlooked in implementation 

theories of HPPs (Bisset & Potvin, 2007). Transitioning towards best practice HPPs is 

problematic. Prevailing workplace structures and systems must be positioned to break free from 

the bureaucratic inertia of established performance objectives (Simons, 1995). Murphy (2003) 

claimed that health-promoting activities tended to be problem driven and were supported by 

the aim of reducing costs rather than maximising potential and competitive edge. Like Sargent 

et al. (2016), Banwell et al. (2017) argued that the business case for HPPs became problematic 

when health-promoting activities involved employee time commitments and created significant 

costs to workplaces. These tensions between the different objectives of employees and 

management influenced the selection and implementation of health-promotion activities. 

Consequently, research objective two in this research is motivated to understand the influence 

of different managerial contexts on the types of HPPs selected. 

 

Although the health promotion literature succinctly documents the scope and characteristics of 

effective programs, little guidance on the processes involved in persuading people and 

organisations to value health is provided (Lang et al., 2017). Several interdependent factors 

influence the perceived worth of HPPs (Parry & Sherman, 2015; Pronk & Kottke, 2009). 

Zwetsloot et al. (2010) provided examples of different types of information used to 

communicate the value of HPPs to various stakeholders within an organisation. In their case 

study of four Netherland organisations with advanced processes for managing employee health, 

they highlighted the importance of having information available to: identify health risk factors; 

monitor job satisfaction; keep managers informed about sickness; monitor and evaluate 
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productivity and financial performance; and monitor aspects relating to recruitment. According 

to Zwetsloot et al. (2010), more data was becoming available and was being used to 

operationalise HPPs, which prompted “questions about performance indicators, management 

information and management control” (p. 156). 

 

Similarly, Parry and Sherman (2015) questioned whether organisations evaluated HPPs based 

on their ability to improve business performance rather than improving employee health. 

However, exactly what motivated implementation decisions was unclear. Motivating 

investment into employee health by developing different ways of calculating profitability has 

proven to be naïve (Johanson & Backlund, 2006). Accounting calculations such as return on 

investment have been attributed to narrow conceptualisations of the healthy-worker–healthy-

business proposition. 

 

The causes of poor performance are complex, even when consideration is given to the relevance 

of accounting-based measures (Johnson, 1991). Identifying appropriate initiatives and 

managing their impact on performance is a common challenge facing organisational decision 

makers. Understanding which types of activities to implement and how to link these with 

valuable opportunities will help workplaces develop the necessary resources to foster a healthy 

culture. Organisations that can identify appropriate health-promotion activities and can 

maximise valuable outputs from their implementation will create the best outcomes for 

stakeholders. Nevertheless, with so many potential opportunities for organisations to pursue, 

variations in the types and implementation of HPPs are expected (Pronk, 2014). 

 

HPPs risk being overlooked if their worth, both socially and economically, is not effectively 

communicated (Parry & Sherman, 2015; van Scheppingen et al., 2012). Despite the difficulties 

of quantifying the benefits to employees and organisations from implementing HPPs, the 

influence that management controls have in their implementation needs to be considered. 

Healthy employees will not be useful to organisations if there is no evidence showing 

improvements in productivity and performance (Akerlind et al., 2007; Parry & Sherman, 2017). 

Understanding how these links are formalised and how they influence the types and 

implementation of HPPs is an important objective of this research. As this linking of health 

and business outcomes through HPPs requires that organisations manage competing interests 

(Quintiliani et al., 2010; Sherman & Lynch, 2014), traditional hierarchical forms of 
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management and control may not be suited to best-practice approaches for implementing HPPs 

(Dooris & Doherty, 2010a). 

 

2.7 Summary 

 

Chapter 2 has reviewed the health promotion literature pertinent to this study. Discussion on 

the dimensions of good health is followed by discussion of the changing responsibilities for 

promoting health within workplaces and Australian contexts. This literature highlighted that 

the work environment, which has long been considered a risk to the physical safety of 

employees, is increasingly being recognised for its potential to have a positive impact on health. 

In addition to financial rewards, employment can provide people with stability, a sense of 

purpose and belonging, social relationships and social support. 

 

From this foundation, a conceptual framework has been developed for addressing research 

objective one, which investigates the types of HPPs in use within universities. Common health 

issues targeted by HPPs include: cancer; cardiovascular disease; diabetes; lung and kidney 

function; mental health; musculoskeletal conditions; oral health; and respiratory conditions. 

Health risk factors that could be addressed through HPPs were also considered; these included 

alcohol and substance abuse; biomedical factors; discrimination and harassment; domestic 

violence; food and nutrition; overweight and obesity; physical activity; smoking; and social 

determinants. A systematic approach that includes a wide range of activities is also considered 

necessary to achieve the objectives of improving employee health, both inside and outside the 

workplace. Therefore, effectively implemented HPPs should take a systematic approach and 

become integrated into the structure and culture of workplaces. 

 

Chapter 2 also identified gaps in the literature, particularly in relation to the internal workings 

of HPPs. Health promotion literature has documented various implementation strategies on the 

basis that good health occurs when people 1) are given information to make appropriate 

lifestyle choices; and 2) participate in supportive environments. Therefore, by providing 

activities that address factors such as appropriate work design, facilities, workloads and 

environmental changes, workplaces can create the conditions for physical, mental and social 

health. However, connecting the objectives of HPPs with the many goals that organisations set 

out to achieve is difficult and subject to negotiation and change. This study addresses these 
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gaps by providing a greater understanding of the managerial contexts that redirect information 

and resources towards health-promotion objectives. Decisions to implement HPPs are expected 

to be both enabled and constrained by many economic, legal and social factors. 

 

Advancing health-related research through collaboration among various disciplines is widely 

supported (Rees & Monrouxe, 2010; Shutler-Jones, 2011). Yet management accounting 

research in the health promotion field is not prolific (Holmgren Caicedo et al., 2010). This gap 

in the literature provides motivation for the second research objective of this study. The next 

chapter examines the management control literature to address the objective of examining the 

influence of management controls on the selection and implementation of HPPs. 
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Chapter 3 Management control literature 

 

3.1 Introduction 

 

Chapter 3 provides an overview of the management control literature concerned with analysing 

the influence of management controls on organisational objectives and activities. The main aim 

here is to establish, from this overview, a conceptual framework for analysing how universities 

combine different management controls and systems within a package to select and implement 

health promotion programs (HPPs). 

 

Figure 3.1: Structure of Chapter 3 

 

 
 

The structure of Chapter 3 is outlined in Figure 3.1. The chapter begins by reviewing different 

approaches for researching management controls which focus on analysing their classification 

and use within management control systems (MCSs). Well-known management control 

classifications identified by Langfield-Smith (1997, p. 208) reviewed in Section 3.2, include 

formal and informal controls (Anthony, Dearden, & Bedford, 1989); output and behaviour 

controls (Ouchi, 1977; Ouchi & Maguire, 1975); market, bureaucracy and clan controls (Ouchi, 

Section 3.2: Design of management controls 

Management control literature 

 

Section 3.4: Package of controls 

Section 3.5: Conceptual framework for analysing the influence of management controls on HPPs 

 

-Formal and informal 

-Output and behaviour 

-Market, bureaucracy and clan 

-Administration and social 

-Action, results and personnel 

-Administrative, cultural, planning, 

cybernetic, and rewards and compensation  

 

Section 3.3: Use of management controls 

-Mechanistic and organic 
-Belief, boundary, diagnostic and interactive 
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1979); administrative and social controls (Hopwood, 1976); and action, results and personnel 

controls (Emmanuel, Otley, & Merchant, 1990). Following her review of more recent literature 

(from 1990s to 2005), Langfield-Smith (2007, p. 754) identified additional classifications of 

MCSs which accounted for the different ways that organisations use management controls. 

Section 3.3 reviews these classifications, which allow researchers to conceptualise 

management control use, including bureaucratic (e.g. mechanistic) and organic controls 

(Chenhall, 2003), as well as belief, boundary, diagnostic and interactive controls (Simons, 

1995). 

 

Several researchers have combined the different classifications of management control design 

and use within a control package to provide a broader basis for analysing an organisation’s 

control environment (Bedford & Malmi, 2015; Malmi & Brown, 2008). The typology 

identified by Malmi and Brown (2008), reviewed in Section 3.4, identified five groups of 

controls that often exist within organisations: administrative; cultural; planning; cybernetic 

(e.g. measurement); and rewards and compensation. Using this typology, Section 3.5 identifies 

a conceptual framework that is developed to examine the influence of the five groups of 

controls on HPPs (e.g. research objective two). Analysing management controls based on their 

combination within a package of controls provides this research with the ability to investigate 

the potential influence management controls have on HPPs. Chapter 3 concludes with a 

summary in Section 3.6 which highlights relevant gaps in management control literature. 

 

3.2 Design of management controls 

 

Many traditional views on management control stem from the research of Anthony (1965) on 

process-based classifications of management control (Merchant & Otley, 2007). Anthony 

(1965) suggested three interrelated components of planning and control. These are strategic 

planning, management control and operational control. Firstly, strategic planning requires that 

organisations decide on goals and set the strategies necessary for their achievement (Kloot, 

1997). Secondly, the management control function within organisations is focused on assuring 

that strategies are implemented. Management controls are used to implement plans that support 

organisational strategies, and to ensure that tasks are performed according to these plans 

(Langfield-Smith, Thorne, & Hilton, 2012). Finally, operational control is focused on assuring 

that organisational activities are undertaken efficiently and effectively. 
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With his specific classification of the management control function, Anthony (1965) intended 

to establish a universal system of management control (Otley & Berry, 1980). The goal was 

firstly to focus attention on the desirable behaviours and measurement of outcomes necessary 

for accomplishing organisational objectives (e.g., task performance). Secondly, he aimed to 

broaden the scope of information used for decision-making purposes (e.g., strategy 

formulation). These goals have been partially achieved. In addition to providing information 

on costs, management accounting began to be used to link these different boundaries of control 

by providing information to management for planning and control purposes (Langfield-Smith, 

Thorne, Smith, & Hilton, 2015, p. 24). Subsequently, organisations have become more 

intentional about directing variables such as employee behaviours, resources, and processes 

towards a given outcome (Merchant & Otley, 2007). 

 

In drawing boundaries around strategy, management, and operations, the influential work of 

Anthony (1965) recognised “a hierarchy of planning and control in which strategic planning, 

management control and operational control are separated” (Kloot, 1997, p. 50). Each level 

represented a different aspect of control. However, the management control processes framed 

by Anthony (1965) have been criticised by several researchers for being too narrow (Langfield-

Smith, 1997; Otley, 1994; Otley & Berry, 1980). The emphasis on selecting appropriate 

controls that fit with the environment is not always appropriate. Thus, management controls 

might also be persuasive technologies that help to define social issues such as health, and render 

these issues calculable and visible (Broadbent, 1998; Gray, Dillard, & Spence, 2009). For 

example, HPP implementation may be associated with subjective values and attached to two 

or more acceptable alternatives such as choosing between health and wealth (Macintosh & 

Quattrone, 2010).  

 

The strategic idea supporting the implementation of HPPs is that improving employee health 

is valuable to organisations. However, the focus in this research is on the design and use of 

management controls relating to the implementation of HPPs. HPPs also rely on new 

conceptualisations of value and bottom-up processes such as engaging in partnerships with 

employees and other organisations to help benchmark and provide feedback on the 

implementation of HPPs (Dooris & Doherty, 2010b). Therefore, this research will investigate 

the experiences of managerial employees driving and supporting program implementation. 

Clearly articulating the role management controls perform in HPP implementation processes 
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will limit ad hoc and misguided implementations. For this purpose, the definitions used in this 

study are based on research by Malmi and Brown (2008) which suggested that:  

 

• management controls include the devices and systems used by managers to align 

employee behaviours with organisational objectives and to pursue actions that enable 

their achievement; 

• MCSs include the set of management controls that managers use to direct employee 

behaviour; 

• a package of controls includes the complete set of controls and control systems in place 

within an organisation. 

 

These definitions of the parameters of management control provide this research with a clear 

analytical focus. Rather than examining how universities use specific controls to implement 

HPPs, the goal is to examine the complete package of controls that influence HPP 

implementation processes. Therefore, an understanding of the literature that has classified the 

management controls configured within MCSs is sought. Several researchers have referred to 

the ideal mix of control mechanisms designed by management to assist in achieving their 

objectives and those of the organisation (Hopwood, 1976; Merchant & Van der Stede, 2007; 

Ouchi, 1977, 1979, 1980; Ouchi & Maguire, 1975). These classifications provide insights into 

how management controls might influence the selection and implementation of HPPs (see 

Sections 3.2.1 to 3.2.5). 

 

3.2.1 Formal and informal controls 

 

Management accounting literature has consistently classified controls as either formal or 

informal (Bisbe & Otley, 2004; Chenhall, 2003; Collier, 2005). Formal controls typically 

incorporate behaviour or output controls and are of a feedback nature. These controls provide 

feedback on objectives and financial measures, and incorporate functions that specify, monitor 

and evaluate organisational activities. The functions for obtaining control might include profit, 

sales and quality measurements; direct supervision; and formal rules, operating procedures and 

policies (Ahrens & Chapman, 2004; Alvesson & Kärreman, 2004; Langfield-Smith, 1997). In 

contrast, informal controls focus not only on the behaviour and output of people but also on 

their mental capacity and social relationships (Alvesson & Kärreman, 2004). 
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Decisions about whether to include informal controls in corresponding definitions and analysis 

of MCSs appear divided (Alvesson & Kärreman, 2004; Burns & Scapens, 2000; Pitkänen & 

Lukka, 2011; Tuomela, 2005). The definition of MCSs proposed by Simons (1990, 1995), 

which excluded informal controls, has been used in several empirical research projects (e.g. 

Arjaliès & Mundy, 2013; Ceulemans, Van Caillie, Molderez, & Van Liedekerke, 2014; Davila, 

Foster, & Oyon, 2009; Davila, 2005) and has been used to a lesser extent to study how 

organisations manage HPPs (Almqvist et al., 2007). In contrast, others have criticised the 

narrow conceptualisations of management control (Bisbe & Otley, 2004; Collier, 2005; 

Machin, 1983) as proposed by Simons (1995). Management controls defined as formal, 

information-based routines are primarily assumed to be written and documented. This visibility 

makes them suitable to research using archival data. However, informal controls are also 

important, as these control types influence the outcomes of formal controls (Langfield-Smith, 

1997). 

 

The distinction between formal and informal controls is important to consider in designing the 

research approach to use for this study. The analytical boundaries used by Simons (1995) to 

define management controls and systems—in particular, his focus on formal information based 

controls—are useful for content analysis research performed on archival data. Focusing on 

information-based controls restricts attention to documented forms of control, such as training 

programs, performance appraisals, and policies. Alternative research methods such as case 

studies or interviews can be used to include a broader range of formal and informal controls. 

However, Berry, Coad, Harris, Otley, and Stringer (2009) pointed out that using specific 

research methods will provide a broad review of management controls only if the study is 

designed for this purpose. As this study of HPPs implemented by Australian universities aims 

to observe a broad range of formal and informal controls, several classifications for control 

must be reviewed and considered for analysis. 

 

3.2.2 Output and behaviour controls 

 

In addition to classifying management controls based on their formality, controls have been 

classified based on their role in managing the production process (Merchant, 1985). Here, 

production process has been defined as the inputs, processes, and outputs that must be managed 

using controls. The assumption by Ouchi and Maguire (1975) was that management’s 
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preference for selecting either output or behaviour controls was contingent on the availability 

of information about the production process. For example, in analysing a survey of 197 

department stores, Ouchi and Maguire (1975) focused on the conditions governing the use of 

output and behaviour controls by management. They concluded that management’s use of 

controls was responsive to circumstances specific to the operating environment. When the 

results of a process could be accurately understood and measured, management experimented 

with output controls. Conversely, when a desired behaviour that was required to effectively 

perform a task could be observed, behaviour controls were recommended. 

 

Process-orientated classifications of control have tasked management with designing devices 

to help manage the output and behaviour of employees so that organisations can work towards 

implementing productive systems (Macintosh & Quattrone, 2010). However, Ouchi (1977) had 

recognised that appropriate behaviours and available output measures were not always 

available, which led to the introduction of ritualised control. The term “ritual” has been 

replaced by “clan control” (Ouchi, 1979, 1980) and “input control” (Snell, 1992). Studies 

building on these findings have offered useful ideas about management controls, based on their 

fit with the structure of organisations and the task environment (Eisenhardt, 1985; 

Govindarajan & Fisher, 1990; Ouchi, 1977; Snell, 1992). 

 

The inclusion of additional controls within process-orientated frameworks has implications for 

this research. Specifically, evidence of cause–effect relationships that link health and business 

outcomes to programs (e.g. productions process) is not easily identifiable (Parry & Sherman, 

2015; Pronk & Kottke, 2009). Therefore, a framework that broadly classifies management 

controls is expected to be useful for analysing HPP implementation. 

 

3.2.3 Market, bureaucracy and clan controls 

 

Building upon prior studies (Ouchi, 1977; Ouchi & Maguire, 1975), Ouchi (1979, 1980) 

identified three types of control systems—market, bureaucratic and clan control systems—that 

could be used to ensure that employees pursued organisational goals. This framework 

attempted to link the design of MCSs with an organisation’s task environment by introducing 

a transaction cost economics approach to management control selection (Speklé, 2001b). Coase 

(1937), Ouchi (1980), Spicer and Ballew (1983), Robins (1987), Baiman (1990), Milgrom and 

Roberts (1994) and Domberger (1998) provided various definitions of transaction costs (cited 
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in Lamminmaki, 2008, p. 169). The general consensus is that these costs arise from difficulties 

in equitably valuing goods and services. Accordingly, transaction costs might include the costs 

of negotiating, safeguarding and evaluating contracts or governmental mechanisms that are 

used to steer behaviours and to prevent opportunistic behaviour (Chua & Mahama, 2007). 

 

Ouchi (1979, 1980) aimed to identify how the controls evolved according to the costs of 

aligning oft-competing interests—incongruent goals and performance ambiguity. A market 

situation exists when a fair and reasonable exchange can be measured and rewarded. Here, 

managers rely on performance-based contracts over formal and informal controls. With 

bureaucracies, relationships are mediated by legitimate authorities prompting managers to rely 

on formal controls such as rules and regulations. Finally, if congruent goals exist, managers 

can rely on a form of clan control and can mediate transactions between interdependent 

individuals using informal controls such as shared values and beliefs (Ouchi, 1980). 

 

That framework implied that the basis for selecting management controls should be enacting 

the most efficient means for cooperation between individuals unlikely to reach complete 

agreement (Ouchi, 1980). Recognising that conditions for pure market, bureaucratic, or clan 

control were rare, Ouchi (1979, 1980) was simply suggesting that some may be preferred over 

others in certain situations. That is, the transaction situation could be matched to an appropriate 

form of control to ensure that individuals efficiently engage in cooperative action (Håkansson 

& Lind, 2007).  

 

The idea of selecting management controls to overcome difficulties with aligning diverse 

agendas has implications for this research. The implementation of HPPs is influenced by efforts 

to engage others and to persuade them that improving employee health is an important strategy 

(Hawe, King, Noort, Jordens, & Lloyd, 2000; Quintiliani et al., 2010; Sorensen et al., 2013). 

Improving the dialogue between organisations and their interested participants and partners 

(e.g. through meetings, surveys, and responses to feedback) allows stakeholders’ concerns 

about their relationship with HPPs to be identified and effectively managed (Friedman & Miles, 

2006). Although not obligated to address these concerns, an organisation’s capacity to 

implement HPPs improves when both internal and external stakeholders’ concerns are taken 

seriously (Dooris, 2004; Dooris & Doherty, 2010b; Goetzel & Ozminkowski, 2008; 

Gugglberger, 2011; Potvin, 2007). However, it is not clear how key stakeholders are engaged 

in the planning, decision making, and goal setting functions relating to HPPs (Sorensen et al., 
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2013). Therefore, this research will analyse how universities strengthen links between HPPs 

and desirable outcomes using management controls that communicate the importance of health. 

 

Distinctions between the design elements in the framework by Ouchi (1979) have been useful 

for analytical purposes (Pfister, 2009). The framework has helped develop an understanding of 

how activities are measured, the quality of these measures, the advantages and disadvantages 

of the different types of controls (e.g. in relation to the degree of control provided by each 

device), and the feasibility of these different controls (e.g. the suitability of controls in stable 

or unpredictable situations) (Merchant & Otley, 2007). The introduction of culture (clan 

control) represented a significant contribution to the management control literature (Hopwood, 

1976; Ouchi, 1979; Snell, 1992). Ouchi (1979) recognised that the use of formal, systems-

based approaches to control was contingent on knowing which behaviours were desirable and 

on having the ability to measure outcomes (Merchant & Otley, 2007, p. 788). Clan controls 

introduced the importance of collective agreement between the objectives of the people and the 

organisations. Many MCSs now encompass alternative organisational devices for clan control, 

such as culture, in addition to the more common systems-based controls (Simons, 1995). 

 

This analytical frame successfully shifted the focus from outputs (Ouchi & Maguire, 1975) to 

channelling employee behaviours and beliefs. While overlaps between ideal control types were 

acknowledged, Ouchi (1979, 1980) recommended studying them separately. However, the 

emphasis on distinctions between control types ignored their potential connections. 

Conceptualising economic views (market and bureaucratic controls) as the opposite of clan (or 

culture) control ignored the importance of culture to the package of controls and their 

interrelationships (Speklé, 2001a). 

 

Long, Sitkin, Cardinal, and Burton (2015) challenged the idea that management’s reliance on 

single controls was the most efficient structure. Based on findings from an experimental study 

simulating a single organisation’s control environment, these authors criticised control theories 

supported by an agency perspective that is focused on reducing exposure to relational risks 

(Ouchi, 1979). Developing input, process and output controls that motivate employees, while 

reducing relational risks such as shirking, monitoring and opportunism, ignores the importance 

of facilitating effective information transfers between managers and employees. 
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Inauen, Osterloh, Frey, and Homberg (2015) challenged idealistic control types in their 

exploratory survey of internal rule violations and sexual abuse cases within Catholic religious 

orders. These religious institutions attached great significance to the way control mechanisms 

were implemented. Improved governance and leadership were expected when monitoring 

procedures were combined with clan controls that strengthened community values. The ability 

to govern adherence to rules and standardised procedures (e.g. context), along with the 

characteristics of information available, influenced the type of controls used by religious 

orders. Inauen et al. (2015) concluded that the contexts within which management controls are 

used must be considered when selecting between different management control types.  

 

This research will examine how a variety of different management controls are used to 

overcome challenges inherent to the implementation of HPPs within Australian universities. 

Holmgren Caicedo et al. (2010) found that employees were uncomfortable providing 

organisations with information about their health. This finding suggests that, when 

implementing HPPs, universities should create an environment in which management and 

employees appreciate the value of participating in, and contributing to, program outcomes:  that 

is, monitoring procedures for HPPs and expected to be combined with clan controls that 

reinforce the pursuit of mutually beneficial health outcomes. 

 

3.2.4 Administrative and social controls 

 

The framework introduced by Hopwood (1976), which referred to administrative controls and 

social controls, also introduced the idea that management accounting needed to be studied as 

both an organisational and a social phenomenon. His conceptualisation of the term 

“administrative control” incorporated the two forms of control commonly referred to as 

outcome and behaviour. However, Hopwood (1976) criticised the reliance on monetary 

measures which dominated early management control research. Traditional technical 

approaches to management control were concerned with designing mechanisms through which 

objective measures could be used to govern action; these technical approaches emphasised 

budgeting, measurement, reporting and analysis (Anthony, 1965). What the approaches 

ignored was an understanding of the role management controls performed in communicating 

and impacting on desired objectives and tasks. Accordingly, Hopwood (1976) was intent on 

expanding the boundaries of accounting-based studies from primarily emphasising individual 
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behaviours to including departments, organisations, society and the environment (Chapman, 

Cooper, & Miller, 2009).  

 

This proposed typology of control outlined a basis for researching both the organisational (e.g. 

behavioural) and social implications of accounting. This proposal was developed from the 

recognition that a broadened focus was needed when studying accounting in action. Studies of 

accounting practices in action have since produced many valuable research insights (Boedker 

& Chua, 2013). These studies, which have answered calls to research the social context of 

accounting (Hopwood, 1976, 1983), have highlighted the “potential reach and roles of 

accounting practices” (Ahrens & Chapman, 2007, p. 3). The findings have demonstrated the 

various uses for management controls: accidental (Vosselman, 2014), adjudicating (Miller & 

Power, 2013), mediating (Flachère, 2014; Miller & Power, 2013; Quattrone & Hopper, 2005), 

mobilising (Mouritsen, Hansen, & Hansen, 2009), organising (Busco & Quattrone, 2015; 

Miller & Power, 2013), self-regulating and orchestrating (Mouritsen & Thrane, 2006). 

 

The management control literature appears to provide an appropriate framework to explain the 

influence of management controls on the selection and implementation of HPPs. This is 

because management controls have an active role in defining and shaping an organisation’s 

objectives and activities. Therefore, whether such active roles of accounting influence HPP 

implementation processes is an important consideration for this research. Chua and Mahama 

(2007) claimed that dichotomised views of management control—as tools that exercise either 

social or technical control—were misleading. The formalisation of management controls and 

systems, along with their use, are not solely determined by transactional (Ouchi, 1977) or 

contextual functions (Simons, 1995), but are enacted to serve multiple purposes (Vlaar, Van 

Den Bosch, & Volberda, 2007). 

 

3.2.5 Action, results and personnel controls 

 

The “object of control” framework, which was specified by Merchant (1985) and further 

refined by Emmanuel et al. (1990), Merchant (1998) and Merchant and Van der Stede (2007), 

reflected on the importance of effectively managing and controlling various relationships 

within an organisation. The framework categorised controls in a way similar to the market, 

bureaucratic and clan controls introduced by Ouchi (1979). However, Merchant (1985) 

suggested that all controls exhibit behavioural mechanisms. Accordingly, the different types of 
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controls were relabelled using more precise terminology—action, results2 and personnel 

controls (Merchant & Otley, 2007). Organisations obtain control through these three types of 

control systems. Actions that should be undertaken within the organisation are prescribed, the 

results of actions are measured, and the personal interests of employees are aligned with 

organisational objectives using personnel controls. Like Ouchi (1979), Merchant (1985, 1998) 

also viewed personnel control from an input perspective and included various mechanisms 

based on recruiting appropriate employees and establishing cohesive teams. The idea of 

motivating employees and teams to share in the values and goals of the organisation, and 

developing peer support and dependencies around these objectives has enabled organisations 

to establish social forms of control (Weiss, 1986). 

 

Table 3.1 classifies various management controls according to their object of control: action, 

results, and personnel. The left column of the table identifies various devices used to control 

specific actions which are designed to manage (behavioural), to motivate (accountability) and 

to correct (review) employee behaviour. These devices attempt to limit undesirable activities, 

define acceptable behaviour, track, reward and direct behaviour through reviews and formal 

planning systems. The column in the centre of the table lists mechanisms for controlling results. 

Here, organisations design mechanisms to hold employees accountable for performance. This 

process involves the use of controls to define desired objectives, to measure performance 

against these dimensions, and to punish or discourage deviances. The right column of the table 

shows how organisations can use mechanisms such as training, hiring policies, and team based 

initiatives to ensure that personnel behave appropriately (Merchant, 1982). 

 

 

 

 

 

 

 

 

 

 

                                                 
2 Results control, similar to bureaucratic control, is a form of output control. 
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Table 3.1: Classification of management controls using the “objects of control” framework 

 

Object of control   

Specific actions Results Personnel 

   

Behavioural constraint: Results accountability: Upgrade capabilities: 

-Physical (e.g. locks, security guards) -Standards -Selection 

-Administrative -Budgets -Training 

(e.g. separation of duties) -Management by objective -Assignment 

   

Action accountability:  Improve communication: 

-Work rules  -Clarify expectations 

- Policies and procedures  -Provide information for 

- Codes of conduct   coordination 

   

Pre-action review:  Encourage peer control: 

-Direct supervision  -Work groups 

-Approval limits  -Shared goals 

-Budget reviews   

   

Source: Merchant (1982, p. 45) 

 

The different classifications in Table 3.1 suggest that a broad range of management controls 

can be implemented in various combinations within organisations. However, the feasibility of 

different controls and systems is circumstantial. Preferences for selecting different control 

mechanisms overlap in practice. Davila (2005) surveyed 95 small, technology-orientated 

organisations to identify the types of MCSs implemented. Survey results were sent to 15 

professors specialising in management control, who were asked to classify the list into the 

object of control framework. The subsequent mapping of controls into the framework was 

found to be subjective. 

 

This study by Davila (2005) was limited to the emergence of control systems designed to 

manage human resources. Findings revealed that size, age, venture capital and senior 

management influence the emergence of formal management controls. The authors suggested 

extending their study by exploring the role of controls in the formulation and implementation 

of strategy, along with the processes for identifying and adopting appropriate controls. The 

theory of management control proposed by Davila (2005) implied that, as organisations grow, 

their “structure becomes a key variable to explain the emergence of new management control 

systems” (Davila, 2005, p. 244). However, knowledge of the emergence of management 

controls is lacking, particularly regarding how organisations identify the need to develop 

management controls; whether external influences such as customers and partners influence 
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control selection; and how organisations acquire knowledge to design and implement controls 

(e.g. board of directors or trial and error). 

 

An important addition was made by Merchant and Van der Stede (2007), who introduced the 

idea that culture influences management controls just as cultural controls can be used to 

establish social agreement. Recognising that organisations have become flatter and leaner, 

work tasks more complicated, and employees more educated (Berry et al., 2009), Merchant 

and Van der Stede (2007) suggested that cultural controls were also an important function for 

obtaining control (e.g. in addition to the common functions of personnel, actions, and results 

controls). Here, cultural controls are similar to personnel controls but obtain control through 

mutual-monitoring—through codes of conduct, group-based rewards and physical and social 

arrangements—as opposed to self-monitoring (Malmi & Brown, 2008; Merchant & Van der 

Stede, 2007). 

 

These prior studies using the “objects of control” framework suggest that prevailing systems 

of control within organisations, such as structure and culture, might distinguish how HPPs are 

implemented. However, nuanced views of implementing HPPs within different local contexts 

scarcely consider the management control environment (Zwetsloot et al., 2010). According to 

Zwetsloot et al. (2010), senior management are ill-informed about the role that management 

controls perform in integrating HPPs with the culture, structures, and capabilities of their 

workplaces. This leads to questions about which different types of management controls are 

reconciled with implementation requirements for HPPs, and how. This research aims to address 

these questions by identifying how HPP implementation progresses according to the influence 

that management controls have on diverse agendas and on implementation contexts. The 

different classifications of controls reviewed in Section 3.2 suggest that a broad range of 

management controls can be employed for this purpose.  

 

3.3 Use of management controls 

 

Theories about the different uses for management controls typically distinguish between 

formal, mechanistic styles of use and informal organic styles. Section 3.3 will present two such 

classifications of management control use: mechanistic and organic use of controls, and the use 

of belief, boundary, diagnostic and interactive controls. These classifications of management 
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control have been useful in accounting for the different ways that management controls are 

used, rather than finding which controls exist within organisations (Langfield-Smith, 2007). 

  

3.3.1 Mechanistic and organic controls 

 

A distinction has been made in management control literature between mechanistic and organic 

structures. This distinction has helped to simplify how organisations combine suitable controls 

for their specific requirements (Burns & Stalker, 1961; Chenhall, 2003; Fisher, 1995; Ouchi, 

1977, 1979; Perrow, 1970; Tessier & Otley, 2012). Burns and Stalker (1961) stressed that 

certain types of controls suit specific environmental situations. In their opinion, “administrative 

wisdom is the awareness that there is no one optimum type of management system” (p. 48). 

Their research found that mechanistic types of control (e.g. cybernetic approaches) were 

commonly associated with efforts to deliver efficiency in stable and predictable conditions. 

Conversely, organic controls were characterised by informal processes and decentralised 

functions. Arguably, these types of controls suit changing environments. Their flexibility 

enables them to adapt to situations characterised by uncertainty and to succeed by facilitating 

open communication through the strengthening of lateral relations (Van der Meer-Kooistra & 

Scapens, 2008). 

 

To summarise debates on the nature of management controls, Chenhall (2003) classified 

controls as either more mechanistic or more organic, depending on their relationship to MCSs. 

He found that mechanistic controls rely on rules and operating procedures that are standardised, 

whereas organic controls have typically required different control cultures to those employed 

by traditional, conservative organisations. Arguably, the latter have often been associated with 

innovative, entrepreneurial organisations, as “organic systems are more flexible, responsive, 

involve fewer rules and standardised procedures and tend to be richer in data” (Chenhall, 2003, 

p. 131). 

 

Chenhall, Hall, and Smith (2010) more recently combined this taxonomy with the “levers of 

control” framework (Simons, 1995). Following a case study of an Australian Social Welfare 

Agency’s introduction of financial controls, they concluded that mechanistic controls were 

diagnostic, focusing on assigning and monitoring people’s roles and tasks. In contrast, they 

concluded that organic controls were more inclusive, involving people in planning processes 

and sharing with them the success of tasks. However, the case organisation did not involve 
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people in planning and enacting the financial controls because financial logic and welfare ideals 

embodied different agendas. 

 

To explore the concept of different control agendas further, Chenhall, Hall, and Smith (2013) 

examined how an international organisation developed a performance measure to consistently 

report on volunteer work performed across multiple countries. A tension existed between the 

desire for standardised measures of success (e.g. mechanistic control) whilst recognising the 

uniqueness of each country’s objectives (e.g. organic controls). Struggles between different 

evaluative criteria were found to either engage people in productive debates or result in the 

domination of viewpoints. While the selection of either mechanistic or organic controls is 

important, this finding implies that the type of discussion and debate that surrounds this 

selection process is equally important. Chenhall et al. (2013) suggested that “it is unclear how 

organizational actors negotiate the development of performance indicators and what types of 

responses and arguments prove (un)successful in these encounters” (p. 284). Therefore, this 

research will consider how a broad range of management controls influence what and how 

decisions about HPP selection and implementation transpire within Australian universities. 

 

Like Burns and Stalker (1961), who concluded that neither mechanistic nor organic controls 

would be “superior under all circumstances to the other” (p. 125), Malmi and Brown (2008) 

also found that the selection of different control mechanisms was ambiguous. In their opinion, 

these configurations have shown that the structure and culture of an organisation can influence 

the different types of control devices used, along with their properties (discussed in Section 

3.2.5). This ambiguity represents an often-overlooked challenge to implementing HPPs—

program implementation is an ongoing process that is confined by the need to be cohesive with 

the governance structures and culture present within the operating context, whilst also 

satisfying the interests of employees and management. Such analytical distinctions, between 

different management controls and political dimensions within organisations, remains under-

theorised in health promotion literature (Larsson et al., 2016). 

 

In regard to HPPs, Johanson and Backlund (2006) suggested that the “challenge is to find the 

appropriate balance between perfection with respect to representation and influence on action” 

(p. 160). The traditional top-down, bureaucratic business models and management controls 

prevalent within many organisations juxtapose underlying health promotion rationale 

(Maravelias, 2009). Workplaces tend to follow a mechanistic metaphor to monitor business 



Chapter 3 – Management control literature 

 

57 

 

performance and to manage risks that impact on productivity (Ahrens & Chapman, 2004). This 

raises questions about whether technologies for managing HPPs associate more closely with 

medical models of health (e.g. illness-treatment-outcome) than with enabling employees to 

control their health. 

 

Larsson et al. (2016) derived similar conclusions about the use of mechanistic management 

controls by organisations implementing HPPs. In their case study of two large Swedish 

municipalities, HPPs were primarily managed using mechanistic controls to trace working 

conditions and employee health, devise implementation plans and prioritise program measures. 

Human resource employees were involved in every stage of the implementation process and 

their use of employee surveys was central to management control. The employee survey 

formed the basis for collecting data about employee health: the information collected was used 

to plan and evaluate HPP implementation. Employees were given opportunities to provide 

feedback on surveys (e.g. organic use of controls), but this process was considered problematic, 

given the strong systematic processes employed by the municipalities. 

 

These findings by Larsson et al. (2016) suggest that management controls can play a role in 

implementation. However, these authors identified the need for further research to provide a 

greater understanding of how programs link with new and existing management controls. Prior 

research has shown how management controls can be developed to support HPPs (Almqvist et 

al., 2007; Bäckström et al., 2012; Köper et al., 2009; Liersch et al., 2012; Zwetsloot et al., 

2010), as opposed to studying what happens when programs are implemented within different 

managerial contexts. Therefore, this research will examine how Australian universities 

implement and account for HPPs using a broad range of management controls. Implementing 

HPPs within different contexts is complex and creates considerable challenges for valuing and 

managing both health and business outcomes (Lang et al., 2017). 

 

3.3.2 Belief, boundary, diagnostic and interactive control systems 

 

Several frameworks have been developed to help understand different properties and uses for 

MCSs (Adler & Borys, 1996; Berry et al., 2009; Broadbent & Laughlin, 2009; Ferreira & 

Otley, 2005, 2009; Simons, 1995). The “levers of control” framework is relevant because its 

use engages organisations in exploring innovative strategies (Davila et al., 2009) such as HPPs. 
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However, the role that the “levers of control” framework plays in informing processes for 

implementing HPPs is less obvious (Almqvist et al., 2007).  

 

Section 3.3.2.1 explores how organisations design and use levers to manage organisational 

activities and interactions. Section 3.3.2.2 reviews previous studies that have critically 

evaluated the “levers of control” framework. Finally, Section 3.3.2.3 considers how different 

management controls are used, along with their potential to influence implemented HPPs. 

 

3.3.2.1 The design and use of levers of control 

 

The “levers of control” framework has been influential and has broadened the focus from 

design to include MCS use (Langfield-Smith, 2007). The framework, which was developed by 

Simons (1995), recognised that MCSs are based on socially constructed, reflexive elements 

that are both outcomes and influencers of strategy (Berry et al., 2009). This distinction has been 

useful in clarifying how management controls vary considerably when designed and used for 

different purposes (Langfield-Smith, 1997). Research building on this line of inquiry has 

highlighted the importance of incorporating functions within MCSs that encourage learning, 

innovation, and adaptation (Merchant & Otley, 2007). 

 

The “levers of control” framework created a shift in traditional thinking by highlighting the 

value of exploring strategic uncertainties rather than eliminating them (Davila et al., 2009). 

Rather than reflect on the different “objects for control” (Merchant, 1985; Ouchi, 1980), 

Simons (1995) examined the purpose of these controls. He found that different levers were 

used by senior management to implement and attain control over strategic ideas (Davila et al., 

2009). Subsequently, the framework was developed with the presumption that organisations 

employ four distinct levers to execute their strategies: belief systems; boundary systems; 

diagnostic controls; and interactive controls. Each of these systems will now be described. 

 

Belief systems are designed to control an organisation’s core values. These types of control 

devices clearly define the “values, purpose and direction” through mission, vision and similar 

organisational statements (Simons, 1994, p. 170). The purpose for using belief systems is to 

encourage and direct innovative behaviour. Boundary systems control the risks to be avoided. 

They commit rules and limits to activities through “codes of conduct, strategic planning 

systems, and operating directives” (Simons, 1994, p. 170). These types of systems are “like 
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brakes on a car: without them, cars (or organizations) cannot operate at high speeds” (Simons, 

1995, p. 41). Diagnostic control systems are necessary to control critical performance areas. 

They “provide motivation, resources and information to ensure important organizational 

strategies and goals will be achieved” (Simons, 1994, p. 172). Accordingly, they monitor and 

reward activities and provide feedback and corrective measures for inadequate performance. 

 

Finally, interactive control systems aim to control uncertainties. Systems are established so that 

managers can focus attention on, and regularly review, important issues by regularly 

challenging and debating underlying data, assumptions, and operational plans (Simons, 1994). 

For this purpose, Simons (1995) suggested that senior management use control systems 

interactively to personally involve themselves in the decision making of subordinates and to 

direct attention towards opportunities of interest. He noted that interactive control systems have 

 

“four defining characteristics: 1) Information generated by the system is an important and 

recurring agenda addressed by the highest levels of management; 2) The interactive control 

system demands frequent and regular attention from operating managers at all levels of the 

organization; 3) Data generated by the system are interpreted and discussed in face-to-face 

meetings of superiors, subordinates, and peers; [and] 4) The system is a catalyst for continual 

challenge and debate of underlying data, assumptions, and action plans” (pp. 96-97). 

 

The distinction between the different levers made by Simons (1995) has been effective in 

facilitating an understanding of how management controls can be used in uncertain situations 

(Ahrens & Chapman, 2004). Interactive uses for control have introduced the idea of using 

systems to engage organisations “in the exploration of strategic uncertainties; thus, developing 

a concept in the control literature whose purpose is to create (rather than eliminate) the variation 

required for innovation” (Davila et al., 2009, p. 288). Further, it appears that management 

controls should not only be used to direct actions on the basis of reliable accounting information 

(e.g., diagnostic use) but should also reconcile the different interests circulating within 

organisations (Arjaliès & Mundy, 2013; Marginson, 2009). 

 

For Simons (1995), the “lever” metaphor captured the bureaucratic means by which senior 

management rationalised and evaluated performance. He determined that employees were 

passive informants who fell within the shadows of the core values and the risk preferences 

espoused by senior management. Despite contributing information for planning and decision-
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making functions, employees were forced through various means to passively adhere to the 

actions set out by management. Simons (1995) explained this by suggesting that employees 

“act as media consultants and messengers for belief systems; as facilitators for interactive 

control systems; as technical experts, gatekeepers, and emissaries for diagnostic control 

systems; and as policemen for boundary systems” (p. 158). Therefore, levers are used to restrict 

behaviours and to obtain feedback on operational activities. Their purpose is to provide the 

means to direct attention towards important activities and to ensure that best practices are 

established.  

 

3.3.2.2 Criticism of the “levers of control” framework 

 

Simons (1995) focused on the use and combination of formal management controls by senior 

management. He suggested using levers to balance the need for control and empowerment but 

ignored the work involved in constructing management controls (Ahrens & Chapman, 2004; 

Revellino & Mouritsen, 2009). The role of these levers was to link strategies with operations 

by managing tensions between predictable goals (efficiency) and creative innovations 

(flexibility). Arguably, transforming these tensions into valuable outcomes involves not only 

technical processes but also informal, political processes (Batac & Carassus, 2009). 

 

The use of management controls plays a role in maintaining or altering organisational activities. 

For Simons (1995), understanding how management attention was distributed through these 

controls was more important than identifying associations between strategies (Langfield-

Smith, 1997). However, empirical research has shown that management controls are combined 

with several alternative sources of information (Busco & Quattrone, 2015; Davila et al., 2009) 

to help senior management formulate and implement strategies and courses of action 

(Langfield-Smith et al., 2012). MCSs are emergent (Davila, 2005), as many actors participate 

in formulating and implementing strategies and actions over time (Boedker & Runnalls, 2013), 

making it difficult to determine when formalisation processes for plans and decisions begin 

and end (Batac & Carassus, 2009). 

 

Management control research has sought to develop a broader understanding of how 

management controls become inevitable components of innovations (Mouritsen et al., 2009). 

Following their case study exploring an organisation’s development of an automated toll-

payment system, Revellino and Mouritsen (2009) found that strategies were altered in the 
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process of establishing controls to manage uncertainties associated with innovations. This 

added a process perspective to frameworks specifying relations between control and innovation 

(Simons, 1987, 1990, 1995). The findings showed that, rather than being fixed or comprising 

a static set of levers that are immediately used to represent and analyse strategic ideas (Simons, 

1995), the use of management controls was circumstantial. As Revellino and Mouritsen (2009) 

have observed, “[i]t is not easy in the beginning to know whether an innovation requires an 

interactive or a diagnostic system; and it is not easy to know whether market, technology or 

resource uncertainty is more important” (p. 365). 

 

The continued attention given to senior management’s use of formal, information-based 

controls is problematic (Ferreira & Otley, 2009). Even if senior management streamline 

performance and implement rational strategies and best practices, disagreements with these 

processes are inevitable and require attention. Organisational activities are constantly being 

negotiated. Although organisational activities appear to be rational and generalised, their 

constitution is traceable to an ongoing array of formal and informal processes (Chua & 

Mahama, 2007). Subsequently, the skilful accomplishments of interested and motivated 

individuals who also use management controls must be accounted for (Ahrens & Chapman, 

2007). Like Jørgensen and Messner (2010), Stinchfield, Nelson, and Wood (2013) have 

demonstrated that people avoid financial controls in order to progress an innovation within an 

organisation. However, the potential roles of management controls in these processes have not 

been explored (Carlsson-Wall & Kraus, 2015, p. 192).  

 

MCSs are prone to coercive features, as the context for control within organisations is primarily 

characterised by issues of hierarchy and performance evaluation. Thus, accounting information 

is eventually used for control purposes (Ahrens & Chapman, 2004, p. 297). Like Ahrens and 

Chapman (2004), Jordan and Messner (2012) observed “how ‘easily’ a flexible use of 

indicators can give way to a control and evaluation focus that leaves operational managers with 

few possibilities other than to try and ‘make the numbers’” (p. 561). This tendency towards 

coercive uses of control, which highlights the potential tensions with implementing HPPs, will 

be explored by the research objectives of this study: that is, how universities extend 

management controls to HPPs without thwarting social aspirations for empowering employees 

to improve their health. 

 



Chapter 3 – Management control literature 

 

62 

 

3.3.2.3 Using management controls to implement health promotion programs 

 

The “levers of control” framework was intended to empower employees to channel their 

creativity and energy towards collective goals. Using levers, management could 

simultaneously maintain control and provide opportunities for employees 1) to identify and 

explore uncertain topics; and 2) to bring these to management attention. Subsequently, the 

formalisation of levers—the process of constructing and organising rationality—has provided 

management with the means to evaluate strategic ideas and actions and to engage in 

opportunities of interest (Simons, 1995). For example, management controls could be used 

diagnostically to measure efforts to improve employee health: that is, the number of training 

programs attended, the positive responses to surveys, the levels of absenteeism reported, and 

the ratios on working conditions all provide indicators for the effective implementation of 

HPPs. These measures could be used interactively by checking the quality of the numbers—in 

particular, their comparability with employee needs and best-practice outcomes—and by 

incorporating employee health in planning processes and strategies to signal senior 

management support (Almqvist et al., 2007; Parry & Sherman, 2012). 

 

The facilitation of dialogue around the pursuit of HPPs enables senior management to balance 

the need for control with empowerment (Adler & Borys, 1996; Ahrens & Chapman, 2004; 

Simons, 1995). The emphasis is on senior management’s ability to oversee the exploration and 

effective implementation of innovative strategies (Simons, 2000). The framework implies that 

HPP implementation will proceed according to senior management’s plans (e.g., increased 

predictability) if management controls are appropriately designed and used. Therefore, 

although a wide range of employees and managers participate in the implementation, these 

actors are considered to be informants—power resides with senior management (Boedker & 

Runnalls, 2013; Gray, 1990). 

 

The idea that senior management can add value to an organisation by collaborating with 

employees about desirable performance outcomes is interesting in the context of this study on 

HPP implementation. For Simons (1995), senior management should engage employees in 

discussions about pursuing new strategic initiatives within the confines of organisational 

beliefs and boundary systems. Here, senior management guide the search for innovative 

solutions and maintain the dialogue with subordinate managers about implemented strategies 

and their outcomes. While this collaborative process might facilitate HPP implementation, it 
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raises questions about the content of debates (e.g. performance measures used) and who is privy 

to these debates (e.g. governance structures). Arguably, traditional financial calculations and 

controls have failed to accurately frame the value of employee health and to justify program 

resources to senior management (O'Neill, McDonald, & Deegan, 2015; Roslender et al., 2015). 

Therefore, despite the prevalence of HPPs in workplaces, little is known about how and by 

which calculations or narratives these practices gain support and become representative of 

improved employee health and business performance (Roslender et al., 2015). In analysing 

how Australian universities use management controls to implement HPPs, this research will 

identify key actors involved in implementation as well as how each actors’ desired outcomes 

become subjected to debate and discussion. 

 

To explore how six case organisations managed improvements in employee health, Almqvist 

et al. (2007) analysed how each organisation used health statements3 to improve working life 

and to reduce employee illnesses. Following increased economic and social losses stemming 

from the rising costs of sickness absence, the Swedish Government intended to make the 

management control of health mandatory. Subsequently, the reporting of sick leave became a 

legal requirement for all Swedish organisations as a precursor to the introduction of health 

statements within these organisations. As the Government did not set standards for reporting 

on health, these statements were found to serve different purposes in each organisation studied. 

Variations in the use of health statements reflected differences in senior management’s use of 

lagging (e.g. diagnostic) and leading (e.g. interactive measures that promote dialogue and 

discussion) indicators. At a practical level, the case studies showed that the integration of health 

and management control is an ambiguous task dependent upon the purpose, importance and 

communication of the health objectives within organisations. 

 

Roslender and Wilson (2008) likened the ambiguous accounting requirements for health 

statements with the subjective, qualitative aspects associated with understanding customer 

value expectations. As with employee health, the concept of accounting for value from a 

customer’s perspective is at odds with traditional profit-orientated perspectives 

(Mukhopadhyay & Wendel, 2013). The challenge is to reorientate and innovate narrowly 

                                                 
3 Mouritsen and Johanson (2005, p. 144) defined health statements as instruments used to “improve working life 

and to create attention and action with respect to decreasing the costly (both at firm level and at the societal level) 

sick leave among the work force” (cited in Almqvist et al., 2007, p. 293). 
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focused accounting procedures. McManus and Guilding (2008) pointed out that renowned 

forms of control, such as the balanced scorecard,4 attach great importance to customer-

orientated performance measures; yet recognised that the strategic value of customers through 

measurement controls did not guarantee that a customer focus was translated into innovative 

accounting-based measures (McManus & Guilding, 2008). The implication of their findings 

for this study is that organisations potentially integrate HPPs within existing systems and 

structures without developing measures that are representative of employee interests. 

Therefore, it is important for this research to consider how organisations use measures to 

implement HPPs.  

 

The subjective nature of accounting has prompted calls for studies to consider how calculations 

and controls are used and made to function in new ways (Andon, Baxter, & Chua, 2015). The 

difficulties associated with measuring and controlling organisational activities using various 

financial and non-financial measures are inevitable. Unlike physics, where numbers represent 

an estimate of natural phenomena, accounting numbers represent economic and social 

phenomena (Gillies, 2004). These numbers often provide a convenient method for 

summarising qualitative events: the estimated values can depend on certain frames of reference 

or on standardised procedures and systems (Gillies, 2004). Although the representational 

objectivity of accounting numbers should not be abated, a need to support innovations by 

modernising extant accounting calculations and controls has been identified by management 

accounting researchers (Busco & Quattrone, 2015; Johnson & Kaplan, 1987; McManus & 

Guilding, 2008). 

 

Busco and Quattrone (2015) reflected on the organising aspect of accounting as opposed to the 

representational ability of its measures. From their case study findings, they concluded that the 

balanced scorecard is not a performance measurement system, as management controls balance 

different interests rather than representing a true and fair view of events (e.g. objective tools). 

Although the representations produced by the balanced scorecard were incomplete, this 

incompleteness stimulated organising work that would develop and order performance 

                                                 
4 The balanced scorecard was developed to overcome the misleading signals generated by solely relying on 

financial measures of performance. It was based on the realisation “that no single measure can provide a clear 

performance target or focus attention on the critical areas of the business. Managers want a balanced presentation 

of both financial and operational measures” (Kaplan & Norton, 1992, p. 172). In equating diagnostic controls with 

cybernetic approaches to control, Simons (1995) referred to the balanced scorecard as an example of diagnostic 

control types. 
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measures. These conclusions about the organising role of performance measures reinforce the 

importance of research that examines managerial influences on HPP implementation (e.g. 

research objective two). Arguably, as the complete value of employee health is claimed to be 

too elusive and unpredictable to fit health within formal planning and control functions 

(Mukhopadhyay & Wendel, 2013), these links need to be organised. Therefore, the role that 

management controls play in planning and evaluating HPP implementation processes is of 

interest in this study. 

 

Detailed information on useful processes for managing HPP performance are seldom found in 

the health promotion literature (Larsson et al., 2016). Parry and Sherman (2012) introduced the 

concept of care indicators as a supplement to the traditional leading and lagging indicators used 

to measure performance. This typology was designed to transition from a cost-based focus on 

outcomes to maximising the value of investments into improved employee health. The concept 

of care indicators has focused organisational attention on the implementation processes for 

health-promotion activities, such as program engagement, participation, and utilisation 

measures. Leading indicators reported health status (e.g. input measures), care indicators 

reported health-promoting activities (e.g. process measures), and lagging indicators reported 

health outcomes (e.g. output measures). It remains unclear whether these types of accounting-

based measures are appropriate in different contexts and also how they function as a system 

linking employee and business objectives. The type of work required to align different 

objectives, and to manage various relationships between desired inputs and outputs, remains 

hidden, with many management control classifications (Barter & Bebbington, 2013) and health 

promotion frameworks. 

 

Measures that link health-promoting activities with productive work outcomes are needed to 

strengthen claims about the value of HPPs (Sherman & Lynch, 2014). Management control 

literature suggests that these links depend on whether, and how, the health of others is learned 

and valued (Roslender et al., 2015). Systemic effectiveness in relation to a narrow set of 

lagging, diagnostic measures can jeopardise the long-term effectiveness of HPPs by 

overlooking alternative sources of value (Almqvist et al., 2007; Parry & Sherman, 2015). 

Rather, an understanding of the purpose (McManus & Guilding, 2008) and the power of 

management controls is needed—that is, how organisation and social behaviour are informed 

by management control (Busco & Quattrone, 2015). Arguably, making health visible to 

management (e.g. through the provision of new routines for classifying, measuring, evaluating, 
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and reporting on organisational activities) creates the means for improving the implementation 

of HPPs and for better management of employees and their health (Holmgren Caicedo & 

Mårtensson, 2010a). 

 

3.4 Package of management controls 

 

Researchers have used the typologies reviewed in Section 3.2 and Section 3.3 to analyse how 

different management controls are designed and used by organisations. These typologies have 

given researchers conceptual tools to analyse how management controls are employed to align 

activities and employee behaviours with organisational objectives (Bedford & Malmi, 2015; 

Malmi & Brown, 2008). However, in practice, organisations combine different types of 

management controls and systems to suit various managerial tasks. To capture these complex 

arrangements, research has emphasised the need to study how multiple controls are combined 

within a package (Bedford & Malmi, 2015). An area that remains underexplored in the 

management control literature is how different management controls and systems combine to 

solve specific control problems (Grabner & Moers, 2013). Therefore, this study extends the 

research in this field by analysing how a broad range of management controls might have an 

influence on HPPs. 

 

Section 3.4 reviews the five groups of controls that Malmi and Brown (2008) combined within 

a package to analyse an organisations’ control environment: administrative, cultural, planning, 

cybernetic, and rewards and compensation controls. Following a systematic review of 

approximately 40 years of research on management control, these authors created a typology 

which combined several individual controls within a package of controls (e.g. typologies 

introduced by Ouchi (1979, 1980) and Simons (1995) were included). The purpose of 

summarising prior research within a package was to provide a broad scope of controls from 

which researchers could analyse different control configurations and the subsequent outcomes 

produced. Therefore, this typology is useful for this research which explores managerial 

influences on HPP implementation. 
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3.4.1 Administrative, cultural, planning, cybernetic, and rewards and compensation 

 

In response to the limited theoretical and empirical research related to control packages 

(Chenhall, 2003; Dent, 1990; Otley, 1980), Malmi and Brown (2008) outlined how new 

management controls and systems combine with controls already in use. As noted, these 

authors offered a typology of management control packages based on five groups: 

administrative, cultural, planning, cybernetic, and rewards and compensation. These five 

classifications and their sub-categories are discussed in this section. 

 

Research into the different ways that organisations combine management controls has 

continued to indicate how these mechanisms are organised systematically, forming a “discrete 

number of temporally stable arrangements” (Bedford & Malmi, 2015, p. 3). This clustering of 

controls is typically driven by internal and external factors. For example, competition and 

environmental constraints limit the desirability or possibility of different control combinations. 

More research is required to better understand how organisations add value to their systems by 

linking new and existing controls and by ensuring that these fit with the prevailing managerial 

context (Grabner & Moers, 2013). 

 

3.4.1.1 Administrative controls 

 

Governance and organisational structures involve the creation of management and reporting 

structures and lines of accountability for decision-making purposes (Abernethy & Chua, 1996). 

This type of control is exercised through governance (e.g. roles, responsibilities), 

organisational structures (Otley & Berry, 1980), human resource policies (Flamholtz, 1999) 

and other similar organisational functions (Fisher, 1995). Research has shown that strong 

mechanisms of control, by way of structure and culture, reduce the need for (Hopwood, 1976), 

and make it easier to establish, other control mechanisms (Simons, 1995). Therefore, by 

focusing attention on the different functions performed (e.g. accounting and human resources) 

or resources used (e.g. people, money, and technology), management is able to coordinate the 

efforts of people to assist in achieving certain goals (Emmanuel et al., 1990).  

 

Bedford and Malmi (2015) liken administrative controls such as policies and procedures to 

boundary, behaviour, and action controls, highlighting their ability to guide behaviour when 

outcomes are uncertain. Administrative controls incorporate mechanisms such as 
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organisational charts, job descriptions, and codes of conduct that enable management to specify 

role expectations and to formulate the basis for monitoring performance. This allows 

organisations to identify and develop the skills and management potential that are necessary to 

implement HPPs (Marginson, 2002). Appropriate governance and operational structures (e.g. 

administrative controls) reinforce an organisation’s commitment and goals for implementing 

HPPs—defining health and its importance to the organisation, and communicating this 

information to management and employees (Murphy, 2003). 

 

3.4.1.2 Cultural controls 

 

Cultural controls include value-based controls, symbols and clan controls (Malmi & Brown, 

2008). The concept of value-based controls was described by Simons (1995) as belief systems 

that are formally communicated through statements of value and purpose (see Section 3.3.2.1). 

According to Malmi and Brown (2008), value-based controls function on three levels: 

recruiting individuals with aligned values; socialising individuals so that their values align with 

the organistion; and forcing employees to behave according to explicated values, “even if they 

do not adhere to them personally” (p. 294). Symbols are the visible expressions created by 

organisations, such as building designs that facilitate collaboration and dress codes that convey 

professionalism. Finally, the concept of clan control was developed by Ouchi (1979) to include 

the shared values and rituals instituted by the clan (e.g. institutional practices). This type of 

control relies on trust, exposing individuals to socialisation processes that instill desired skills 

and values, as opposed to enforcing ideal behaviours using rules and policies. 

 

3.4.1.3 Planning 

 

Malmi and Brown (2008) distinguished between long-range planning and action planning. 

Long-range planning, which has a strategic focus, is often referred to as strategic planning. 

This type of planning incorporates an important aspect of management control: aligning 

employee behaviours with organisational objectives by formulating and implementing long-

term goals, performance expectations, and programs of action (Bedford & Malmi, 2015; Malmi 

& Brown, 2008). Ferreira and Otley (2009) suggest that strategic planning, which includes 

formulating and implementing long-term goals, expectations and programmes of action, is an 

important aspect of management control that aligns behaviours with organisational objectives 

(cited in Bedford & Malmi, 2015, p. 7). Links between HPPs and an organisation’s strategic 
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objectives and core values should be established by leaders and should be widely 

communicated (Glasgow, Lichtenstein, & Marcus, 2003; Goetzel et al., 2007; Pronk & Kottke, 

2009). This can be achieved through annual review processes and forums for updating and 

discussing strategic plans. Failing to communicate an organisation’s rationale and objectives 

for HPPs contributes to misguided and superficial implementation (Pronk & Kottke, 2009; 

Sorensen et al., 2013). 

 

Action planning (also known as operational planning) incorporates the functions for 

documenting the short-term priorities and the links to strategic plans by providing information 

on how program implementations will be executed (Malmi & Brown, 2008). Each workplace 

setting pursues unique goals and is transformed by internal and external factors such as 

organisational structure, workforce profile, customers, community, and industry (Johanson & 

Backlund, 2006). Management controls can help build a case for implementing HPPs, based 

on pursuing common goals around intended health and business outcomes (Larsson, Landstad, 

& Vinberg, 2009). 

 

3.4.1.4 Cybernetic controls 

 

Cybernetic approaches to control (also referred to as measurement controls) typically define 

management control as a process that involves the routine flow of information around systems 

for setting, measuring, comparing and correcting actions (Flamholtz, Das, & Tsui, 1985; 

Giglioni & Bedeian, 1974; Merchant & Otley, 2007; Otley & Berry, 1980). Control is 

dependent on accessing appropriate information (e.g. feedback and feed-forward loops) to 

detect and correct discrepancies between the planned and actual activities undertaken (Kloot, 

1997). However, identifying the causes of any deviations from desired objectives is not always 

easy to do, and accessing appropriate information for control is never straightforward 

(Merchant & Otley, 2007). This makes it difficult to predict the need for corrective measures 

and reduce or eliminate undesirable behaviour (Emmanuel et al., 1990; Otley & Berry, 1980).  

 

Cybernetic approaches extend the control function of management beyond simply coordinating 

practices (Fisher, 1995). Management control is the process of ensuring that activities go as 

planned and are aligned with organisational objectives. This approach has traditionally been a 

dominant model of control, particularly for hierarchical organisations such as universities. In 
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these organisations, cybernetic controls are “widely associated with delivering efficiency” 

(Ahrens & Chapman, 2004, p. 276). 

 

Malmi and Brown (2008) specified four cybernetic systems: budgets, financial measures, non-

financial measures and hybrids. Budgets are central to management control, providing many 

different functions that aid in decision making in relation to integrating processes, allocating 

resources, defining appropriate behaviours, and evaluating performance against plans. 

Although budgets are similar to and rely on financial measures, distinctions exist such as for 

calculating investment returns and value-adding functions. Non-financial measures include 

measures that are not expressed using monetary measures. Following criticisms directed 

towards the relevance of management-accounting practices (Ezzamel, Hoskin, & Macve, 1990; 

Johnson & Kaplan, 1987), a broad range of non-financial measures (e.g. quality, customers and 

employees) have been the focus of this literature (Kaplan & Norton, 1992). Finally, hybrids 

contain both financial and non-financial measures such as balanced scorecards.  

 

In summary, measurement controls establish methods to monitor, target, and evaluate 

operational structures and plans against important strategic components. Making health visible 

to management—through the provision of new routines for monitoring, measuring, and 

reporting on organisational activities—creates the means for improving the implementation of 

HPPs and for better managing employees and their health (Holmgren Caicedo & Mårtensson, 

2010a; Johanson, Mårtensson, & Skoog, 2001b). 

 

Despite broadening the conceptual basis for accounting and control (e.g. to include non-

financial measures), the risk remains that these measures, whether financial or non-financial, 

fail to link organisational activities with desired objectives (Ittner & Larcker, 2003). Indeed, 

organisations have encountered difficulties in measuring impacts (Smith, 2011) and in 

monitoring the effects of HPPs (Sorensen et al., 2013). Traditional management accounting 

information, which is based on financial measures and tools such as budgets (Emmanuel et al., 

1990; Otley, 1994), remains important for management control purposes. Financial 

information has provided organisations with objective tools to communicate and coordinate 

organisational activities, to evaluate their performance and to support operational plans 

(Langfield-Smith et al., 2015). However, management accounting information can also be 

skilfully used in processes that transform organisational calculations (Cuganesan, 2008), 

cultures (Busco & Scapens, 2011), processes (Ahrens & Chapman, 2007; Alvesson & 



Chapter 3 – Management control literature 

 

71 

 

Kärreman, 2004; Andon, Baxter, & Chua, 2007; Godemann et al., 2014), and strategies 

(Skærbæk & Tryggestad, 2010). 

 

3.4.1.5 Rewards and compensation 

 

Rewards and compensation systems motivate individuals and groups to improve their 

performance. These types of controls (Bonner & Sprinkle, 2002; Davila, 2005) are often 

associated with cybernetic controls, as rewards are granted when individual or group targets 

are met (Bedford & Malmi, 2015). However, Malmi and Brown (2008) listed these as separate 

control systems for acknowledging alternative uses such as employee retention and for 

reinforcing cultural controls. They suggest that there is a need for future research to consider 

the purpose of alternative types of rewards and compensation, as well as their links with 

existing controls. 

 

It is expected that rewards and compensation systems will be used to motivate employees by 

recognising the outcomes from, and the contributions made towards implementing HPPs. 

Organisations are trusted to implement HPPs that promote the interests of the employees being 

managed, without compromising the organisational objectives (Roslender & Stevenson, 2009). 

However, this trust may unravel if organisations implement inappropriate HPPs that target 

health risk factors (Sorensen et al., 2013) with incentives that do not provide employees with 

tangible intrinsic and extrinsic rewards (Baun, 2002; Berry et al., 2010). 

 

3.5 Conceptual framework for analysing the influence of management 

controls on health promotion program implementation 

 

This research adopts a management control framework to analyse the selection and 

implementation of HPPs. The framework is based on five groups of controls derived 

particularly from the work of Malmi and Brown (2008): administrative, cultural, planning, 

measurement (e.g. cybernetic control), and rewards and compensation (Malmi & Brown, 

2008). These groups, which are displayed in Table 3.2, provide the basis for coding incidences 

of management control and for quantifying their systematic use in implementing HPPs. 

Compatibility with existing frameworks on the design and use of management controls is either 
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maintained or extended through the controls described in Table 3.2 (Merchant & Van der Stede, 

2007; Simons, 1995). 

 

Table 3.2: Package of management controls used to analyse the influence of management 

controls on health promotion programs 

 

Group of 

controls 

Compatibility 

with literature 

Description 

Administrative   

Boundary 

systems 

Use Rules and procedures imposed by management to control workforce 

(Simons, 1995). 

Governance 

structure 

Package The creation of formal lines of accountability for decision-making 

purposes (Abernethy & Chua, 1996). 

Organisation 

structure 

Use Management and reporting structures created to align decisions with 

organisational objectives (Abernethy & Chua, 1996). 

Policies and 

procedures 

Design Rules and procedures specifying the approach for undertaking routine 

activities (Merchant & Van der Stede, 2007; Ouchi, 1977). 

Cultural   

Belief systems Use Management communication of values to the workforce (Simons, 

1995). 

Clan control Design Reliance on shared values and norms to guide activities (Ouchi, 1979). 

Socialisation Design Processes whereby employees learn to behave in socially acceptable 

ways (Alvesson & Kärreman, 2004; Ouchi, 1979). 

Symbols Package Tangible expressions used to develop a desired culture (Schein, 2004). 

Planning   

Strategic 

planning 

Use Systematic process for directing the long-term plans of an organisation 

towards desired objectives (Ferreira & Otley, 2009; Simons, 2000). 

Operational 

planning 

Use Detailed plans providing information on how to execute tasks to ensure 

that desired strategies are achieved in the immediate future (Simons, 

1995). 

Measurement   

Budgets Design Financial plans and specifications for resource allocation (Hansen, 

Otley, & Van der Stede, 2003). 

Diagnostic Use Monitoring progress against previously defined objectives and plans 

(Simons, 1995). 

Financial and 

non-financial 

measures 

Design Range of financial and non-financial measures that drive performance 

(Ittner & Larcker, 1998; Kaplan & Norton, 1992). 

Interactive Use Regular involvement of management in subordinate activities (Bisbe, 

Foguet, & Chenhall, 2005; Simons, 1995). 

Rewards and 

compensation 

  

Recognition 

rewards 

Design Internal or external system of recognition for outstanding 

accomplishments or performance (Davila, 2005). 

Compensation Use Performance-based rewards and compensation that may be subjective or 

objective (Fisher, 1995; Flamholtz et al., 1985; Simons, 1995). 

Source: adapted from Malmi and Brown (2008) 

 

The conceptual framework identified in Table 3.2 was chosen for its prevalence within the 

management control literature and its suitability for the selected research topic (Leotta & 

Ruggeri, 2017). The framework provides this research with analytical tools to capture a broad 
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range of controls used by organisations implementing HPPs and to provide specific insights 

into their collective influence on implementation. For example, it was important to select a 

framework that included administrative controls, given the repeated references to leadership 

and structures in the health promotion literature reviewed (see Appendix A.2). Selecting a 

framework that enables a broad range of controls to be analysed is important for developing 

insights into the collective impact of management controls on HPP implementation. The 

renowned control challenge—selecting an appropriate mix of control devices and systems (see 

Otley, 1980)—continues to benefit from new theoretical insights (Bedford & Malmi, 2015; 

Inauen et al., 2015). This research extends the study of management control packages by 

introducing a relatively new context: as the literature review in Chapter 3 has revealed, very 

few theoretical insights exist at the intersection of HPPs and management controls. 

 

3.6 Summary 

 

Chapter 3 has reviewed the management control literature and identified diverse ways to 

analyse how management controls are combined and used to implement HPPs. The chapter 

started with a review of how organisations design and use management controls, highlighting 

the numerous opportunities that exist for enacting controls within organisations. These controls 

can be organised into systems for coordinating the behaviours and outputs of individuals to 

achieve best practices. To explore the formalisation of management controls in the context of 

implementing HPPs, this research has used the concept of a package of controls (Malmi & 

Brown, 2008). This literature enables the study to be informed by examining how roles and 

responsibilities for improving employee health are formalised when a broad mix of 

management controls influence HPP implementation processes. The concept of a package of 

controls has been identified as being useful for distinguishing between the many controls that 

exist within organisations, rather than viewing management controls and systems as idealistic 

configurations. As different interest groups introduce various management controls, it is 

important to consider how these controls are combined within a package. Given the diverse 

interests involved in managing HPP implementation, this broad conceptualisation of a package 

of controls provides a useful basis for examining the managerial context for implementing 

programs. This study will extend this literature by examining the broad range of controls used 

to incorporate HPPs within existing organisational systems and structures. 
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Chapter 3 also identified gaps in the literature, particularly in relation to the different 

management controls used in practice. It remains unclear whether management controls are 

appropriate in different contexts and how they function within systems of control (Section 

3.2.3). This research uses the context of HPP implementation to explore how management 

controls function in relation to new areas of control (e.g. improving employee health). Whether 

management controls play an active role in influencing HPP implementation (Section 3.2.4) is 

of interest. This research is also undertaken in response to recommendations to explore how 

performance measures are negotiated and developed (Section 3.3.1). To expand findings from 

prior studies (Chenhall et al., 2013), this research considers not only how managers negotiate 

measures but also how a broad range of controls interact to affect the value of different 

organisational practices. Examining a range of management controls also provides 

opportunities to explore further insights into how controls (e.g. administrative and 

measurements controls) combine to solve specific control problems (Section 3.4), such as 

implementing HPPs to suit diverse interests.  

 

In the health promotion literature, organisations are advised to integrate HPPs into existing 

workplace structures and systems (Dooris et al., 2014; Parry & Sherman, 2015). However, as 

identified in Chapter 2, the work involved in aligning social and organisational interests during 

this integration process has not been explored. In the management control literature, Malmi 

and Brown (2008) identified a package of management controls that can be introduced by 

different interest groups to address specific control problems. However, it remains unclear how 

these controls combine and interact to suit different interests (Bedford & Malmi, 2015). 

Moreover, few studies have examined how new areas of control (e.g. employee health) are 

influenced by existing systems and structures (Leotta & Ruggeri, 2017). To assist in addressing 

this gap, Chapter 4 introduces Actor-network theory as a useful lens for examining how 

management controls influence the selection and implementation of HPPs. 
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Chapter 4 Actor-network theory 

 

4.1 Introduction 

 

Chapter 4 reviews key concepts from Actor-network theory (ANT) that this research will use 

to examine how management controls influence the selection and implementation of health 

promotion programs (HPPs). The chapter aims to provide 1) a framework for identifying key 

actors involved in implementing HPPs and 2) a useful lens for theorising how different 

management controls, which are combined and used within a package, might influence 

implementation processes for HPPs. For this purpose, the version of ANT developed by Callon 

(1986) is considered appropriate as it provides a framework to examine how the different 

interests of human and non-human actors are aligned. Further, the frame developed by Callon 

(1986) has been used consistently by health promotion (Potvin & Clavier, 2013; Young et al., 

2010) and management accounting researchers to analyse how actors mobilise their interests 

and establish control over others (Becker, Jagalla, & Skærbæk, 2014; Christensen & Skærbæk, 

2007, 2010; Cuganesan, Boedker, & Guthrie, 2007; Egan, 2014; Skærbæk & Melander, 2004). 

 

Chapter 4 is structured as follows. Section 4.2 begins by providing an overview of key ANT 

concepts such as actor networks, actors, ANT principles and translation. The conceptual 

framework introduced in Section 4.3 identifies four moments of translation—problematisation, 

interessement, enrolment and mobilisation—that are useful for exploring how human and non-

human actors identify their interests and motivate others to become aligned with similar 

concerns. This conceptualisation of translation processes can be used to explain how, in the 

case of this research, HPPs progress as employee interests are aligned with university 

objectives. Different ways that the theory has been employed in studies from health promotion 

(Section 4.4) and management control literature (Section 4.5) are identified, along with 

contributions that this study will make to this literature. Section 4.6 identifies how ANT will 

be used to explore processes through which an Australian university implemented HPPs. The 

chapter concludes by summarising ANT and its importance for this research. 
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4.2 Actor-network theory overview 

 

ANT has been extensively developed through the works of Callon (1986, 1991, 1998, 2007), 

Latour (1986, 1987, 1992, 1996a, 1999a, 2005, 2013), and Law (1992, 1994, 2008). The theory 

was originally used to explore the complex networks that produce scientific claims—in 

particular, the social construction of science (Latour & Woolgar, 1979). ANT has since been 

used to answer questions about how actors align their interests and build stable networks 

(Latour, 2005). More specifically, by tracing networks of relations, actor-network theorists 

explore how actors interact, and sometimes compete, with other actor networks in promoting 

their interests (Gibrán, Cox, & Ricardo, 2012). Analysing the processes through which 

consensus is reached is central to ANT. This ability to explore how cooperation between 

different actors is reached is informative for this study: the implementation of comprehensive 

HPPs is relatively new in Australian contexts; their outcomes rely on programs being accepted 

by both employees and employers (Joss et al., 2017). 

 

4.2.1 Actor networks 

 

A network of actors with aligned interests is called an actor network (Walsham & Sahay, 1999). 

To actor-network theorists, everything exists within networks. Actions are distributed, 

allocated, and understood through them. Therefore, it is necessary to explore how networks are 

produced to make desirable outcomes achievable (Miller, 1991; O'Connell, Ciccotosto, & De 

Lange, 2014), such as implementing HPPs to improve health and productivity. As actors 

interact, they construct meaningful associations to achieve a common objective (Chua & 

Mahama, 2007). Following actors and tracing their course of action in building these 

associations allows researchers to discover the processes used in achieving a particular 

objective (Latour, 2005). Explanations of these processes can then be used to inform future 

network-building activities and can help to understand how stable structures and societies are 

formed (Latour, 1987).  

 

The process of building and gaining acceptance for an objective occurs over time. 

Disagreement and change may continue for several years and may occur between different 

locations and interest groups (Latour, 2005). When a network is stable, actors agree on the 

roles assigned to them and do not respond unpredictably to instructions assigned by the network 
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(Alderman & Ivory, 2011). Viewed through the lens of ANT, this study will explain HPP 

implementation using network vocabularies that emphasise the interrelated nature of social and 

technical practices. To succeed, ANT suggests that HPPs must be accepted by employees, 

management and management controls. Each of these actors can influence the durability of the 

actor network formed to implement HPPs. 

 

4.2.2 Actors 

 

Since actor-network theorists are encouraged to follow actors and interpret their “world-

building activity” (Latour, 1999a, p. 21), the question of who or what these actors are is 

important. The concepts of ANT are not characteristic of typical theories of implementation 

(Nilsen, 2015). ANT shifts the focus from the actor, as either human or non-human, to the 

interactions within actor networks. The emphasis is on identifying courses of action through 

which dominant actors populate the world and on defining and motivating other actors to align 

with the network. Therefore, ANT defines actors according to their capacity to act on networks: 

the ambiguous problem of defining actors is answered empirically—actors either act or are 

made to act by others (Latour, 1996b). Mouritsen and Thrane (2006) suggested that  

 

“actors may be human as well as non-human actors—people as well as machines—managers as 

well as information systems—As, Bs, and Cs. All of these entities can move people and materials 

around, and they all—a priori, at least—can be accorded a role in making practices possible” (p. 

247). 

 

Common examples of actors include entities that link people, groups of people, and things such 

as texts, images, computers, and other technical artefacts that are involved in building stable 

relations (Callon, 1991; Iyamu & Tatnall, 2011). 

 

In focusing on who or what acts, ANT distinguishes between different types of actors in 

recognition of their capacity to act on others, such as through persuasion and enrolment. Latour 

(2005) labelled actors as intermediaries or mediators. Intermediaries make no difference to the 

process of building actor networks whereas mediators actively construct the network. These 

concepts about the role of actors remain important in this study. Specifically, this research is 

interested in identifying the different types of actors involved in implementing HPPs, and 

whether or how these actors influence implementation processes (Callon, 1986). To examine 
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HPP implementation, the concept of a primary, enrolling actor is used. Once this primary actor 

(e.g. actor responsible for implementing HPPs) has been identified, the research will trace the 

implementation processes through which this actor attempts to enrol others in HPP 

implementation plans. 

 

4.2.3 Principles of Actor-network theory 

 

Actor-network theorists are encouraged to employ three principles designed to emphasise the 

role that humans and non-humans play in structuring knowledge (Callon, 1986). Firstly, the 

principle of “agnosticism” accounts for an almost egalitarian view of humans and non-humans 

that refrains from judging how actors define their worlds—no perspective is privileged, no 

interpretation censored. The principle of agnosticism is evident in this research through its 

focus on analysing how HPP implementation processes are used to improve health and business 

outcomes rather than on the outcomes themselves. The existence of HPPs that produce 

desirable outcomes or the interests of various actors in achieving these outcomes is not 

questioned. Rather, the focus is on explaining how HPPs emerge following the work of human 

and non-human actors. 

 

Secondly, the principle of “generalised symmetry” is a consequence of the previous principle 

whereby the language used and the research approach represent humans and non-humans 

equally, in recognition that outcomes are combinations of both natural facts and social forces. 

Unlike traditional sociologies, in ANT non-humans are privileged with agency in recognition 

of their ability to “last longer than the interactions that formed them” (Callon & Latour, 1981, 

p. 283). This analytical shift makes possible the exploration of how management controls are 

assembled within networks to persuade and influence the actions of others (O'Connell et al., 

2014); that is, how management controls influence the HPP implementation processes and thus 

the ideas about employee health. Recognising that outcomes are determined by interactions 

between humans and non-humans (Latour, 1999b) enables this research to explain how, as with 

employees, management controls influence the decisions about the type and implementation of 

HPPs. 

 

Finally, the principle of “free association” necessitates the exclusion of a priori dichotomies 

related to politics, society, and technology in favour of tracing how heterogeneous actors 

construct knowledge. ANT replaces the distinctions made in other theories—such as 
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institutional theory (DiMaggio & Powell, 1983) or structuration theory (Giddens, 1984)—

between their social structures (agency and structure), entities (human and non-humans) and 

levels (macro and micro) and the concept of networks (Justesen & Mouritsen, 2011). The 

principle of free association, maintained in this research, begins by collecting and analysing 

information about HPPs communicated through the websites of sampled universities. No prior 

ideas are supported about what types of, or how, management controls influence HPPs 

implemented to improve the health of academic employees. No actor will be introduced or 

assumed to have specific roles in HPP implementation, aside from those that emerge through 

data collection processes. 

 

4.2.4 Translation and inscription 

 

The concept of translation is central to ANT studies. Translation is the process of persuading 

and enrolling actors with diverse interests to align with the interests of a primary actor (Callon, 

1986). In this process, powerful actors (in this study referred to as primary actors) attempt to 

translate the interests of other actors to align them with their own. However, these translation 

processes are complex and do not progress in a predictable manner. Rather, actors must be able 

and willing to translate their interests according to new requirements. As identified in the health 

promotion literature, raising the awareness of health risk factors will encourage employees to 

take advantage of activities that facilitate healthy behaviour and lifestyle decisions, such as 

counselling, self-help resources and seminars. Yet, even when a comprehensive range of 

program activities and support is offered, participation is not guaranteed and must be actively 

pursued by organisations (Hawe, 2015; Shain & Kramer, 2004; Whitelaw et al., 2001). An 

ANT perspective suggests that primary actors involved in implementing HPPs may be 

confronted by other actors that: 

 

• Need to be convinced to align with HPP objectives and plans; 

• Resist the roles assigned to them; and 

• Disrupt the interests of HPP implementation. 

 

Through translation processes, actors must be persuaded to accept the roles assigned to them 

by others and to enrol in building networks. Networks that win acceptance through translation 

processes quickly build in strength (Callon, 1986). To build and expand these networks, 
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primary actors often act on situations from a distance. Latour and Woolgar (1979) first used 

the term “inscription devices” to describe items, or configurations of items, that transform 

tangible objects into visual displays such as a figure or diagram that can be used by network 

participants. Through inscriptions, people transfer information to non-human actors to delegate 

tasks that alter other people’s actions. This gives the information durability, as it can outlive its 

authors and become transferable to act on others at a distance (Latour, 2005). For example, 

HPPs enable an employee’s health to be reduced to measures that can be discussed, debated 

and actioned by management, such as the number of training courses offered and attended 

(Holmgren Caicedo et al., 2010). 

 

4.3 Moments of translation 

 

Callon (1986) identified four distinct but intertwined processes for analysing how different 

interests converge to build a stable network of relations: these are problematisation, 

interessement, enrolment, and mobilisation. These moments of translation provide the means 

for interpreting how the knowledge claims, such as the benefits of improving employee health, 

spread and become accepted within workplaces. Callon (1986) used the term “dissidence” to 

acknowledge that the translation of diverse interests does not always result in agreement. Each 

of these moments of translation will now be described. 

 

4.3.1 Problematisation 

 

Problematisation is about framing the nature of problems in ways that identify and involve 

others (Alcouffe et al., 2008). The objective is to position claims about knowledge as solutions 

to the problems confronted by potential allies—to frame problems in such a way that others 

see them as their problems too. A primary actor often drives this process of gaining support for 

the solutions proposed by the network being built. Here, questions are raised regarding the 

importance of selected problems and several actors are identified and assigned their roles 

within the network. Through this process, the primary actor signals their ability to resolve 

shared problems (Barter, 2011). 

 

Callon (1986) identified two components of the problematisation process: the inter-definition 

of actors and the defining of an obligatory passage point. The inter-definition of actors involves 
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identifying actors that have a stake in the problem and outlining their interests. Actors with 

different goals may share the same problem. Therefore, to provide an acceptable solution to 

problems, Callon (1986) suggested that it is first necessary to identify each actor’s agenda and 

how these agendas are linked. This process of defining actors and their links simultaneously 

creates an obligatory passage point, which is a path or process that each actor within the 

network must accept or adapt to. For example, a challenge for health promotion practitioners 

is to present employee health as a problem for which HPPs implemented by practitioners are 

agreed to be the best way to resolve the health problems. 

 

For Callon (1986), the problem identified was whether scallops could be attached to underwater 

collection devices and farmed. This problem involved the association of scallops, fishermen 

and scientific colleagues with three researchers investigating farming practices. The scallops, 

fishermen and scientific colleagues could not achieve their objectives in isolation from each 

other and the researchers. The three researchers (e.g. primary actor) established themselves as 

an obligatory passage point whereby each actor discovered their vested interest in aligning with 

the obligations defined by the researchers. The scallops were threatened by predators, the 

fishermen’s long-term survival depended on scallop sales, and the scientific colleagues sought 

knowledge about farming practices in new contexts. 

 

In this research, it is considered important to identify how different actors use management 

controls to advance their interests in improving employee health. Skærbæk and Tryggestad 

(2010) studied the links between strategy and accounting devices and found that an emerging 

concerned group used management controls such as cash-flow scenarios to reframe the 

business strategy. These authors concluded that the rationale for the new strategy was not 

separate from the use of management controls. Rather, these mechanisms became part of the 

proposed strategic solution.  

 

4.3.2 Interessement 

 

The problematisation phase does not guarantee that actors will align with the primary actor’s 

proposed network. To build a stable network, actors must agree on the tasks and roles assigned 

to them (Alderman & Ivory, 2011). Thus, primary actors build networks by negotiating and 

influencing the interests of other actors identified during problematisation. This process, which 

is called interessement, involves the recruiting of actors and the defining of their roles in 
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relation to others in the network. For primary actors, interessement is about gaining support 

from allies, so that common goals are identified and actions are undertaken to achieve them. 

The objective is to strengthen links between actors and the obligatory passage point and to 

weaken their links with competing associations. For this purpose, interessement devices, such 

as tables and charts, are used by actors to advance the interests of the network (Callon, 1986). 

 

In studying the anchorage of scallops, Callon (1986) identified towlines and collection devices 

that were used in attempting to farm scallops.  

 

“The towline and its collectors constitute an archetype of the interessement device. The larvae 

are “extracted” from their context. They are protected from predators (starfish) which want to 

attack and exterminate them, from currents that carry them away where they perish, and from the 

fisherman’s dredge which damages them. They are (physically) disassociated from all the actors 

who threaten them” (p. 209). 

 

Different interessement devices were used to engage the fishermen and the scientific 

colleagues. The three researchers held meetings and debates with the fishermen to reach 

consensus about the possible extinction of scallops. Scientific colleagues were recruited during 

conferences and through publications. A similar argument was posed around the lack of 

knowledge about the potential extinction of scallops and the economic importance of resolving 

this issue. 

 

This idea of validating alliances using interessement devices provides this study with a 

particularly useful lens for understanding how management controls shape people’s interests 

(Justesen & Mouritsen, 2011). As health is difficult to define, ideal solutions for one set of 

actors are likely to differ from solutions for another. According to Young et al. (2010), no 

single individual or group of individuals can solve problems relating to health. Rather, it is 

important for organisations to engage internal and external support to leverage appropriate 

tools and resources and to engage people from all organisational levels. During this 

engagement process, Young et al. (2010) suggest that stakeholders are likely to acquire 

“sufficient power to stalemate solutions that can be framed as threatening their interests” (p. 

1215). Therefore, this research examines how management controls, which provide powerful 

devices for managing organisational activities and employees, are used to influence the 

selection and implementation of HPPs within Australian universities. For example, 
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performance measures might be used to strengthen the credibility of claims about the value of 

employee health, or to silence competing opinions. 

 

4.3.3 Enrolment 

 

Despite using interessement devices to engage actors, there is no guarantee that these devices 

will be successful. Therefore, an important process in building networks is persuading actors 

to engage in the roles assigned to them, with the aim of securing agreement among key 

stakeholders (Alcouffe et al., 2008). In this enrolment process, allies are identified by primary 

actors and their roles are organised through “multilateral negotiations, trials of strength, and 

tricks that accompany the interessement and enable them to succeed” (Callon, 1986, p. 211). 

These steps are used to ensure that problems are clearly articulated and that actors are enabled 

to fulfil their obligations (e.g., obligatory passage points are achievable) (Gendron & Barrett, 

2004). 

 

Figure 4.1 illustrates possible paths that actors can take during interessement and enrolment 

that will strengthen or weaken their links to the actor network. The top half of the figure 

identifies the problematisation stage whereby the identities of actors are defined. The bottom 

half indicates the process whereby primary actors associate each actor’s goals with the 

obligatory passage point. The objective is to convince actors to take on the role defined for 

them during problematisation and to align with objectives embodied within interessement 

devices. For enrolment to occur, actors must be convinced to attach themselves to the 

objectives of the network (e.g. follow the path outlined by the solid line), while alternative 

pathways (e.g. dashed lines) that can influence actors’ decisions must be weakened. 
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Figure 4.1: Interessement and enrolment process: defining actors and their collective interests 

 

 
Source: adapted from Callon (1986, p. 207) 

 

For Callon (1986), this process involved the formation of alliances to ensure that scallops 

would multiply. The scallops negotiated predators and multiplied by attaching themselves to 

collectors (e.g. interessement devices). The scientific colleagues evaluated the experiment’s 

credibility by balancing the lack of information on the research topic with the desire to expand 

knowledge in the field. Finally, the fishermen had to relinquish short-term profits for long-term 

profits. For the scallops to multiply, the problems with predators, the experiment’s credibility 

and the short-term objectives had to be resolved (e.g. the dashed lines in Figure 4.1). 

 

4.3.4 Mobilisation 

 

Mobilisation is the outcome of translation processes that fit claims about knowledge with the 

different interests circulating in a specific context. It occurs when the network is supported by 

other actor networks that were not previously engaged. Evidence and ideas reflecting the 

interests and beliefs of enrolled actors are gathered during translation processes. This 

information is used to settle controversies and to mobilise actor networks that serve the 
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collective goals of actors. Thus, effective translation processes culminate in the mobilisation 

of a course of action (Young et al., 2010), such as the use of health statements to manage 

employee health (Almqvist et al., 2007). 

 

The managerial task during the mobilisation of HPPs is to ensure that stakeholders accept the 

value of improving employee health and provide the resources to reinforce this message. This 

process can be problematic when controversies threaten the support and enrolment of actors 

(O'Connell et al., 2014). Latour (1999b) noted that the translation of two individuals’ goals 

“results in a composite goal that is different from the two original ones” (p. 179). Primary 

actors are challenged to enrol actors while maintaining the commitment of those already 

enrolled in the network (Alcouffe et al., 2008). This is a matter of communication: 

spokespeople transpire to represent the interests of enrolled allies and to influence the actions 

undertaken. 

 

Figure 4.2 shows how the interests of different actors are mediated by a spokesperson. 

Translation occurs as devices such as diagrams and charts are used by primary actors to 

empower others in the network and to communicate the progress being made towards shared 

goals. In this translation process, primary actors become spokespeople acting as mediators 

summoning a response to their message through devices that mobilise the interests of respective 

actors. 

 

Figure 4.2: Actors and their mediation 

 
Source: adapted from Callon (1986, p. 217) 
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4.3.5 Dissidence 

 

Callon (1986) also denotes situations of dissidence where the network building process fails. 

In situations of dissidence (betrayals and controversies), actors refuse to accept the roles and 

responsibilities outlined by the primary actor. In the experiment presented by Callon (1986), 

the scallops do not behave as expected and fail to multiply; the fishermen break the rules and 

pursue short-term profits. This dissidence causes the network connections to break down, 

leading Callon (1986) to suggest that mobilisation is difficult, as each actor can rebel at any 

moment. 

 

The analytical treatment of dissidence in ANT studies varies. Dissidence has been analysed as 

an element that brings into question the success of each of the four moments (Becker et al., 

2014; Skærbæk & Melander, 2004) or as an additional moment of translation (Leotta & 

Ruggeri, 2017). Studies have also overlooked situations of dissidence by focusing on the 

successful processes employed to align diverse interests with network objectives (Jeacle, 

2003). Despite variations in the way studies analyse such situations of dissidence, the 

implications of dissidence on networks have seldom been explored in the management 

accounting literature. In studying intellectual capital, Dumay and Rooney (2016), who were 

the first to empirically explore this concept of dissidence, examined an accounting controversy 

that emerged during an Australian organisation’s creation of intellectual accounting capital 

tools. They found that the strategic vision for intellectual capital within the case organisation 

would not have progressed if the actor network was closed off to dissidents. Therefore, they 

concluded that this finding contrasted with suggestions in prior ANT literature that 

controversies needed to be settled to strengthen the network building process (Callon & Law, 

2005, p. 728). In exploring how dissidents influence HPP implementation processes, this 

research aims to further examine the role that “dissidence” plays in analysing actor networks. 

 

4.4 Actor-network theory in health promotion literature 

 

ANT has increasingly been employed by health promotion researchers to understand how 

different interests for improving employee health align with the HPPs (Bisset, Daniel, & 

Potvin, 2009; Bisset & Potvin, 2007; Bisset, Potvin, & Daniel, 2013). Information on 

implementing “best practice” HPPs can be explored by studying the effects that contexts have 
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on the formation of the social and technical connections required for implementation (Bisset et 

al., 2009, p. 555). In their study on nutrition programs implemented within schools, Bisset et 

al. (2013) showed how HPPs were strategically implemented by practitioners. Rather than 

passively conforming to best practices, these practitioners actively revised implementation 

plans to suit the interests of the school and participants. In the context of this study, these 

findings confirm that the HPP implementation changes, depending on school requirements. 

However, Bisset et al. (2013) explored only one type of HPP, and emphasised operational (e.g. 

integration with curriculum and teaching requirements) rather than managerial influences on 

implementation. 

 

Health promotion researchers have identified the need for greater understanding of the 

relationship between health and managerial practices, including governance structures, strategy 

making, and policy development (Greenhalgh, Macfarlane, Barton‐Sweeney, & Woodard, 

2012; Potvin & Clavier, 2013; Young et al., 2010). The implications of different governance 

systems on policy and HPP implementation have been explored (Potvin, 2007; Potvin & 

Clavier, 2013). In documenting the implementation of a diabetes program within a school, 

Potvin (2007) considered participation from the perspectives of the implementation 

practitioners and the program participants. The main actors in control of implementing the 

diabetes program were found to be board members and program staff. Potvin (2007) 

documented the importance of negotiations that take place between legitimate spokespeople 

and representatives of diverse groups of actors, along with the different degrees of access to 

these debates. These findings highlight how a HPP becomes translated during ongoing 

negotiations with relevant actors; however, no explanations were given explaining why board 

members and program staff were able to maintain control over implementation processes. In 

providing a management control perspective on HPP implementation, this research will 

provide additional insights about how control over programs is established and maintained. 

 

ANT provides conceptual tools for exploring what happens to HPPs when implemented within 

specific contexts. The theory suggests that HPPs do not neatly follow implementation plans 

(Greenhalgh et al., 2012). Rather, ANT suggests that the HPPs implemented within workplaces 

are likely to be outcomes of discussions and debates (Potvin & Clavier, 2013). Young et al. 

(2010) used ANT to examine how different countries implemented initiatives promoting 

smoke-free environments. Specifically, the framework on translation developed by Callon 

(1986) was used to understand how prerequisites for implementing viable HPPs and producing 
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relevant smoke-free policies emerged within different contexts. Smoke-free policies within the 

USA were classified as environmental problems and were developed following legal changes 

and support from community activists and health professionals. The issue of passive smoking 

in Australia and Ireland was regulated through occupational health and safety laws, which 

meant that unions and employer groups were enrolled in the network. Subsequently, most 

workplaces in Australia and Ireland implemented smoke-free policies to avoid compliance 

risks. Workplaces such as restaurants and pubs that initially objected to the changes were 

unable to lobby against the changes and eventually shifted their interests as public perceptions 

about smoking changed. 

 

The findings by Young et al. (2010) highlighted the importance of powerful actors for 

instituting changes to health. The normalisation of smoke-free environments was a process that 

gained traction when legal and social actors were engaged in the problem (e.g. governments 

and concerned groups of actors). The readiness of actors to work towards implementing HPPs 

depended to varying extents on their ability to generate the appropriate interest and capacity 

for action. This research will extend these findings by investigating a broad range of programs 

that have diverse legal and social interests motivating their implementation decisions. For 

example, the different types of HPPs analysed in this research (e.g. addiction, diversity and 

inclusion, mental health and physical activity programs) are expected to have various 

motivations for implementation that will influence ideas about their value. 

 

4.5 Actor-network theory in management accounting literature 

 

As reviewed in Section 3.2.4, management controls have an active role in framing 

organisational practices and adapting these practices within organisations. For example, 

management controls establish connections between various incongruent elements and goals 

(Briers & Chua, 2001), force organisational practices to connect with internal and external 

actors (Mouritsen et al., 2009), and engage users in tasks such as strategy formulation, 

implementation, and developing performance measures (Busco & Quattrone, 2015). Studies 

have also shown how management controls impact on management practices (Cuganesan et 

al., 2007; Flachère, 2014), new products (Mouritsen et al., 2009), strategies (Skærbæk & 

Tryggestad, 2010) and social issues (Egan, 2014). 
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ANT has proven useful for understanding various affects that management controls have on 

the practices of managers. Flachère (2014) examined how a large French hospital’s use of 

dashboards displaying financial and quality-based information influenced medical and 

managerial activities. The findings of Flachère (2014) demonstrated that “management 

accounting tools are not necessarily useful because they help in decision-making or control” 

(p. 82). Rather, these controls are useful because they play a mediating role through structuring 

practices and enabling discussions between distant actors. Their use has justified courses of 

action and has helped to mediate the various thoughts, feelings, presuppositions, and 

uncertainties that would have otherwise made agreement on strategies difficult. The study by 

Flachère (2014) provides useful insights for this research as it confirms that the management 

controls influence diverse actors such as senior management, clinicians and operational 

employees. However, that study focused on analysing how one type of management control 

(clinic unit’s dashboard) mediated the actions of diverse actors. In contrast, this study considers 

how a range of controls can be used to align the practices of diverse actors. 

 

Cuganesan et al. (2007) conducted a case study investigating the role of management controls 

in persuading people to accept discourse about intellectual capital practices. The framework 

developed by Callon (1986) was used to explain how people were persuaded and became 

interested in ideas about the value of intellectual capital. The study found that intellectual 

capital statements (e.g. management controls) were not readily adopted in the organisation but 

emerged following ongoing discussions and debates. Specifically, an Australian Government 

department failed to implement intellectual capital ideas because the benefits of change were 

not adequately communicated to organisational actors. This failure was not due to concerns 

about the efficacy of intellectual capital reports. Rather, as Cuganesan et al. (2007) suggested, 

“there was an absence of interessement. IC [Intellectual Capital] had not been linked to the 

specific concerns of executive and practice managers, and had not materialised as a solution or 

passage point to the achievement of their interests” (p. 895). These findings were useful in 

identifying the role that management controls play in convincing senior management to support 

new ideas about organisation and management. However, Cuganesan et al. (2007) emphasised 

the role that management controls play in influencing senior management’s practices: they 

ignored the influence that management controls have on a diverse range of actors such as 

operational employee and other organisational functions. This research addresses this gap by 

examining how a broad range of management controls are used to take into account the interests 

of diverse actors such as management, employees, and HPPs (e.g. research objective two). 
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The current understanding of the role that management controls play in mediation has been 

enriched through ANT. Studies have shown that management controls interact with 

organisational activities and mediate what counts as important. In their case study of production 

development practices at three small- and medium-sized organisations, Mouritsen et al. (2009) 

focused on the effects of different accounting calculations. Innovations were found to be 

mobilised through short and long translations. Short calculations (e.g. single calculations) 

extended or reduced innovative activities by aligning their performance with strategic 

objectives. Conversely, long calculations (e.g. multiple financial and non-financial 

calculations) mediated different interests and concerns about the purpose of activities. 

Mouritsen et al. (2009) restricted their analysis to the role that measures play in relating 

innovations to organisational rather than external concerns. In examining nuances associated 

with managing HPP implementation, this research will explore how accounting measures play 

a role in relating innovations to both university and employee objectives. 

 

Skærbæk and Tryggestad (2010) examined the active role of accounting measures in strategy 

formulation rather than limiting this role to implementation (Simons, 1995). Like Mouritsen et 

al. (2009), Skærbæk and Tryggestad (2010) identified several accounting measures that were 

used to enact different strategies. Specifically, debates and discussions were stimulated by 

enacting calculations that, together with other actors, made strategies and organisational 

activities valuable (Skærbæk & Tryggestad, 2010). Their findings highlight the importance of 

not only measuring the value of organisational activities but also understanding the processes 

through which activities become valuable. In relation to this study, the findings by Skærbæk 

and Tryggestad (2010) suggest that accounting measures both record and construct the value 

of HPPs. Therefore, this study will consider how accounting measures both influence and are 

influenced by HPP implementation plans and strategies. 

 

In conducting a case study on the contested meaning given to water accountability in Australian 

universities, Egan (2014) demonstrated the importance of systems of measurement. The study 

used the framework developed by Callon (1986) to show how management controls can signal 

the importance of social issues in response to organisational objectives and the interests of 

powerful, influential actors. Devices such as water meters, spreadsheets containing water 

information, and policies persuaded others that it was important to conserve water. However, 

these devices and systemic measures were not effective on their own. To be effective, the 
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water-efficiency measures established by the administration and support units had to link with 

accountability mechanisms used to manage teaching and research performance at the 

university. This finding highlighted the breadth of measures required to advance social 

concerns. The influence of a broader range of controls such as administrative and cultural 

controls was also evident: “Rather than attaching water efficiency to finance, the limited staff 

still attached to water efficiency were now being seduced into a renewed culture of cost 

efficiency” (Egan, 2014, p. 273). However, that study focused on understanding how 

accounting measures influenced social issues. As this research will analyse a broader range of 

management controls, it will be interesting to examine whether a less prominent role for 

measurement controls exists than that found in prior studies. 

 

ANT also considers the roles that different individuals have when leading networks of humans 

and non-humans towards desired objectives. Management accounting studies have employed 

an ANT lens to illustrate how management controls result from network effects. The roles 

(Briers & Chua, 2001) and mechanisms (Christensen & Skærbæk, 2010) of experts such as 

consultants, along with other institutional variables such as cultures (Busco, Caglio, & Scapens, 

2015), have been shown to change, produce, and stabilise management controls through 

organised interactions within networks. Briers and Chua (2001) found that changes to 

management controls were made possible when diverse interests were tied together using 

inscriptions and associated strategies. Similarly, Christensen and Skærbæk (2010) found that 

consultants created the conflicts that produced and eventually stabilised management controls 

and systems. In relation to people’s responses to technologies, Becker et al. (2014) found that 

groups of employees reacted differently to accounting reforms, resulting in changes to 

implementation strategies. 

 

4.6 How Actor-network theory will be used to study health promotion 

program implementation 

 

ANT provides a useful analytical basis for exploring how Australian universities manage 

performance expectations for HPPs, based on local experiences and implementation 

conditions. The theory will be used to clarify and explain key concepts that emerge during case 

study research, such as relevant actors and their roles. Insights from Callon (1986) will help 

demonstrate how an Australian university frames ideas about employee health and translates 
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HPPs, through their association with management controls (e.g. rules, routines, policies, and 

reports). 

 

The four-step translation processes of problematisation, interessement, enrolment, and 

mobilisation (Section 4.3) provide this study with a conceptual tool for analysing how 

universities, their employees and their associated management controls respond to HPPs. 

Attention is focused on the problem of identifying aspects of employee health that are 

important to manage, along with difficulties in their justification (interessement) and 

management (enrolment and mobilisation). This concept of translation casts light on the social 

accomplishments required to implement HPPs, as opposed to considering only the features of 

best-practice implementation approaches. Once the idea of valuing employee health has been 

identified by primary actors, the expectation is for a network to be built to persuade others to 

become involved in HPP implementation. 

 

To begin following primary actors, a preliminary network sketch is developed in Figure 4.3. 

This map provides an outline of the analytical process that will be used to explore how HPPs 

and management controls collectively emerge in an Australian university. Recognising that the 

situation under investigation will be different, depending on the selected actors and their 

respective motives (Morelli & Tollestrup, 2007), the focus is narrowed down to the interactions 

between HPPs and the processes for managing program performance. Prior assumptions about 

who, or which actors, build these actor networks are not made. Rather, primary actors will be 

identified through initial empirical phases of the research. 
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Figure 4.3: Development of actor networks around improving employee health 

 

 
 

The network sketch illustrated in Figure 4.3 maps how information exchanged between primary 

and other actors involved in implementing HPPs will be traced. Each of the boxes marked by 

dashed lines in the figure represents networks of actors, indicative of the many combinations 

of people, management controls, and HPPs that can influence employee health. Of interest is 

the engagement of management controls to persuade other actors of the value of implementing 

HPPs to improve employee health. 

 

4.7 Summary 

 

Chapter 4 outlined the usefulness of ANT as a framework for identifying key actors involved 

in HPP implementation and for theorising the nuances of measuring and managing each actor’s 

objectives. ANT suggests that an actor network is built to solve problems that are shared 

between actors with diverse agendas (Callon, 1986). In this study, this relates to the process of 

negotiating and gaining important actors’ acceptance of the fact that implemented HPPs will 

improve health and business outcomes. For this purpose, ANT serves as an analytical 

framework regarding how HPPs are influenced by management controls. 
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The work undertaken by primary actors—the health, safety and wellbeing department 

responsible for implementing HPPs—will be analysed through the four moments of translation 

outlined in Section 4.3. Specifically, the four moments specified by Callon (1986) will be used 

in the case study phase to frame employee health as being inseparable from HPPs and their 

management control. Problematisation is used to help understand how health is defined through 

HPPs by taking into account a diverse range of interests. Interessement provides an 

understanding of how HPPs are implemented using a broad range of management controls to 

mediate diverse interests. Enrolment is used to identify how roles and responsibilities for 

implementing programs are accepted or rejected. Finally, mobilisation is used to identify 

whether, and how, agreement about the form of HPPs, and how they are implemented, is 

reached. 

 

In summary, ANT provides a novel approach for considering how employee health is managed 

and controlled using HPPs. Although not new to the study of HPPs or management controls, 

ANT enables this research to explore the role that management controls play during program 

implementation. The theory suggests that HPPs will result from negotiations between several 

actors with different ideas about the value of improving health and business outcomes. Through 

this theoretical perspective, the study will analyse how management controls shift workplaces 

towards different rationales for improving employee health through HPPs. 
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Chapter 5 Research design 

 

5.1 Introduction 

 

The approach for studying the implementation of health promotion programs (HPPs) 

(methodology) and the procedures and techniques used for data collection and analysis 

(methods) are detailed in this chapter. Section 5.2 begins by reviewing traditional paradigms 

used for framing research inquiries and discusses how these methodological assumptions relate 

to this research. Ethical considerations for the research project are detailed in Section 5.3, 

before an overview of the multimethod qualitative research design is provided. To achieve the 

objectives of this study and address the research question (what is the role of management 

controls in the selection and implementation of HPPs?) the project was undertaken in two 

phases: 

 

• content analysis of eight Australian universities (Section 5.4) 

• case study examining the ongoing processes involved in implementing HPPs within an 

Australian university (Section 5.5) 

 

The chapter concludes with a summary of the multimethod qualitative design used in this study 

and of the different methods that are used to help strengthen the quality of the research. 

 

5.2 Designing the methodological framework 

 

The importance of positioning this research within a research paradigm is discussed in Section 

5.2.1. Philosophical assumptions about social science and society that are common to the 

interpretive paradigm help to scope the project and to guide the formulation of the research 

question, the objectives, and the methods. The decision to use a multimethod qualitative design 

to conduct and analyse the research was influenced by the interpretive position taken in this 

project, as discussed in Section 5.2.2. 
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5.2.1 Research paradigm 

 

Decisions about the social world can be simplified by framing the research inquiry process 

within paradigms (Guba & Lincoln, 1994; Rees & Monrouxe, 2010). An awareness of 

paradigms is important because knowledge is bound within specific theories about the nature 

of the social world (Berger & Luckmann, 1967; Burrell & Morgan, 1979). Guba and Lincoln 

(1994) defined a paradigm as a basic set of beliefs that guide actions. These beliefs encompass 

ideas about ontology (the nature of reality), epistemology (the nature of knowledge) and 

methodology (the procedures that can be used to acquire knowledge about reality).  

 

The paradigm used in this research is aligned with the interpretivist approach to ANT 

advocated in the management accounting literature (Ahrens, 2008; Chua & Mahama, 2007; 

Justesen & Mouritsen, 2011; Skærbæk & Christensen, 2014). This position is similar to a 

traditional understanding of interpretivist paradigms; however, allowances are made to 

accommodate the assertion that social realities are constituted through emergent processes that 

not only occur through human cognition but also occur through non-human actors (Ahrens, 

2008). For example, employees (e.g. social actors) and management controls (e.g. technical 

actors) help to collectively construct the HPPs that provide valuable health and business 

outcomes.  

 

To identify similarities between interpretivist and ANT paradigms, Table 5.1 compares basic 

beliefs held within the interpretivist paradigm (Weber, 2004) with those identified in the ANT 

literature (Hansen, 2011). The interpretivist paradigm implies that reality does not already exist 

but is constructed in the act of interpreting social actors’ experiences. Similarly, ANT implies 

that reality is an outcome that emerges following interactions between social and technical 

actors. The assumptions held in ANT are such that this research is focused not on identifying 

health and business outcomes but on identifying processes that enable these outcomes to 

occur—the process of implementing and managing HPPs to improve health and productivity. 

Such implementation processes are organised around interactions between human and non-

human actors, through which meaning and experience become objectively real. A reality exists 

because employees actually interact with their workplace structures and systems, and do so 

irrespective of the researcher’s presence (Alvesson & Sköldberg, 2009). 
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Table 5.1: Comparison of interpretivist and ANT paradigms 

 

Item Interpretivist ANT 

Ontology Person (researcher) and reality are 

inseparable (life-world). 

The researcher both constitutes and describes 

the object (life-world). 

Epistemology Knowledge of the world is intentionally 

constituted through a person’s lived 

experiences. 

Knowledge is performed and thereby 

inconstant and labile. 

Methodology Hermeneutics and phenomenology. “Following the actor” but also recognition 

of the value of different forms of data, such 

as interviews, observations, and document 

studies. 

Source: adapted from Weber (2004, p. iv) and Hansen (2011, pp. 115, 120) 

 

As the research question in this study is focused on understanding the role that management 

controls play in the selection and implementation of HPPs, the interpretive paradigm advocated 

in ANT literature was considered appropriate. According to this perspective, reality emerges 

as humans and non-humans interact. This paradigm aligns closely with the objectives of this 

study to understand how HPPs are co-constructed through their interaction with employees and 

management controls. For this purpose, ANT is used as a lens to interpret the types of HPPs 

that emerge when employees design and use controls to manage program implementation. 

Specifically, the four moments of translation proposed by Callon (1986) are used as a 

sensitising tool to interpret how HPPs emerge in response to complex managerial influences 

(see Section 4.3). A relative reality about the management control of HPPs within Australian 

universities is expected to emerge through this subjective (e.g. interpretive) theorisation 

process. 

 

5.2.2 Justification for multimethod qualitative research design 

 

Qualitative research is commonly recognised for its capacity to provide in-depth understanding 

of complex phenomena (Creswell, 2013; Patton, 2002) such as the selection and 

implementation of HPPs. This type of research approach is useful “for research that is 

exploratory or descriptive and that stresses the importance of context, setting, and participants’ 

frames of reference” (Marshall & Rossman, 2011, p. 92). The methods used within the 

interpretive research paradigm are typically qualitative (Ahrens, 2008; Neuman, 1997) 

whereby researchers understand reality by interpreting the meanings attached to research ideas, 

and analyse how complex social realities emerge within these contexts (Burrell & Morgan, 
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1979; Hopper & Powell, 1985). Therefore, given the interpretive nature of this research project, 

a multimethod qualitative design was considered the most appropriate. 

 

Multimethod research employs two or more research methods in a single study. In contrast to 

mixed method research, the multimethod approach is not restricted to a combination of 

quantitative and qualitative methods. Rather, each method that is employed is planned and 

conducted to answer a specific question or objective in a study (Brewer & Hunter, 1989). 

According to Brewer and Hunter (2006),  

 

“some research problems might be better served by combining two different types of quantitative 

methods (e.g. a survey and an experiment), or of qualitative methods (e.g. a field study and textual 

analysis of archival documents). In short, the multimethod strategy focuses more on the particular 

problem’s demands than on some particular set or combination of methods” (p. 63). 

 

This research considered the HPPs implemented within Australian universities from the point 

of view of managerial employees and their use of management controls. A research design was 

developed to explore how various management controls were used to implement HPPs and to 

enable the value of exchanges between health and productivity to be calculated. Figure 5.1 

provides an overview of this research design, which employs two qualitative research phases: 

content analysis and case study. This multimethod qualitative approach offered opportunities 

to gain rich, in-depth understandings of implementation processes for HPPs. The qualitative 

content analysis provided insights into the context for implementing HPPs within Australian 

universities through a systematic examination of documents communicated in university 

websites. Employees from university corporate service departments (e.g. health and safety, 

human resource, and finance functions) were central nodes responsible for assessing which 

content to publish. Similarly, the case study provided rich, detailed insights into a single 

Australian university’s implementation processes for HPPs. The study began by collecting 

information produced by managerial employees responsible for program implementation and 

health-related discourse within the university.  
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Figure 5.1: Overview of multimethod design 

 

 
 

The design for both research phases followed the methodology of several ANT studies, which 

use a mixture of archival data and interviewing methods to explore the enactment of contingent 

and interdependent practices (Becker et al., 2014; Christensen & Skærbæk, 2010; Cuganesan 

et al., 2007). Figure 5.1 illustrates the content analysis design, which employed archival 

documentation and interviews to develop an understanding of the institutional context in which 

HPPs operated—what was going on, and what was working or not working. This 

documentation produced information about the characteristics of implemented programs and 

was analysed with the support of the relevant literature and the interviews with health, safety 

and wellbeing personnel. The purpose of this analysis was to understand the type of HPPs 

implemented by universities and the extent to which program implementation was formalised 

within management controls. 
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The content analysis phase addressed the first two research objectives. Firstly, documentation 

related to health issues, health risk factors and health-promotion activities was analysed to 

provide an understanding of the type of HPPs implemented by universities. Secondly, the 

formal (e.g. documented) management controls mentioned in relation to HPP implementation 

processes were analysed from relevant information displayed in publicly available managerial 

reports such as operational and strategic planning documents. A broader understanding of the 

range of HPPs and management controls was sought through validation interviews.  

 

The sequential multimethod design (Brewer & Hunter, 2006; Teddlie & Tashakkori, 2006) 

provided additional perspectives on the topic studied in the first research phase. Although data 

was not directly transferred between the two research phases, content analysis findings in phase 

one informed data collection in phase two by reporting on the contexts for implementation (e.g. 

who and what were acting). Subsequently, the second research phase was used to obtain data 

that was not accessible during the first study, such as debates and difficulties in managing and 

controlling HPP implementation. 

 

The case study analysed archival documentation, interviews and observations collected from 

an Australian university in the early stages of HPP implementation, as shown in Figure 5.1. 

The case study was designed to specifically address research objective two. To examine the 

influence of management controls on the selection and implementation of HPPs, the case study 

explored how the health, safety and wellbeing department designed and used management 

controls to implement programs. The case study was able to convey information about the work 

required to convince the university and their employees that HPPs were valuable. Information 

was used to help explain how ideas about employee health were translated into the selection 

and implementation of different HPPs, and what role the management controls performed in 

these implementation processes. 

 

5.3 Ethical considerations 

 

The information in Appendix B provides details of the administrative documents used to gain 

ethical approval for the research undertaking. Ethics approval for this research project was 

granted through the Griffith University Human Research Ethics Committee (Appendix B.1). 

This process assured the confidentiality of both the sampled universities and the participants, 
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as well as outlining the conditions of participation such as the ability for interviewees to 

withdraw from the research. 

 

The content analysis used publicly available information as the source of data. Following 

consultation with the university ethics committee, it was recommended that each university in 

the sample should be de-identified to satisfy potential copyright infringements associated with 

the representation of this information. Approval to interview health, safety and wellbeing 

personnel from Australian universities was granted and informed consent was obtained from 

each participant prior to conducting the interview (see Appendix B.5).  Quotations from 

participants interviewed during this research phase were left anonymous albeit some 

background knowledge such as employee positions remained. This same approach was used 

for contact with participants interviewed during the case study. 

 

Regarding ethics approval for the case study, initial contact was made with the secretary of 

corporate services, at the case university. This position oversees the human resource and 

accounting departments. On the advice from the secretary, the executive assistant was sent an 

initial letter (see Appendix B.2). This person forwarded the correspondence to the appropriate 

gatekeeper. The letter was accompanied with an approval letter (Appendix B.3), and the 

information sheet for the project (Appendix B.4). Following the completion of relevant 

bureaucratic procedures, the case university approved the study in the year 2015. 

 

5.4 Phase one: Content analysis 

 

Content analysis research commonly uses public documents such as newspaper articles, 

company annual reports, and website content as sources of data (Kabanoff & Holt, 1996; 

Krippendorff, 2004). According to Herring (2009), the abundance of website content, along 

with its diverse function and form, provides several research opportunities. Web-based 

communication tools are widely used to enhance the flow of information and ideas across 

universities (Padmannavar & Joshi, 2011; Williams & Jacobs, 2004). Websites are important 

reporting channels for communicating corporate responsibility and sustainability issues to 

stakeholders (Capriotti & Moreno, 2007; Ott, Wang, & Bortree, 2016). Considering that HPPs 

are corporate social-responsibility initiatives (Moussu & Ohana, 2016), universities probably 

disseminate information about these programs to the public as part of their accountability 
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activities (Gray, Kouhy, & Lavers, 1995). In studying the resources available for women that 

were communicated through university websites, Hayes-Smith and Hayes-Smith (2009) 

acknowledged that websites are increasingly being used to find information about social topics. 

Vickers (2006) used publicly available policy information contained on an Australian 

university’s website to analyse bullying prevention programs. 

 

The content analysis method has also been widely used in the management accounting 

literature (Steenkamp & Northcott, 2007). Several studies examining business reporting 

practices have used content analysis to investigate social issues such as environmental 

reporting (Gray et al., 1995; Guthrie & Abeysekera, 2006; Jose & Lee, 2007) and intellectual 

capital reporting (Beattie & Thomson, 2007; Guthrie, Petty, Yongvanich, & Ricceri, 2004; 

Steenkamp & Northcott, 2007). Content analysis has also been used to examine performance 

measures disclosed in sustainability reports (Gill, Dickinson, & Scharl, 2008; Roca & Searcy, 

2012). Ho and Ni (2005) examined performance measures disclosed by a sample of 

organisations that were using content analysis because it allowed measures to be analysed in 

relation to specific programs, activities and objectives. For a broader range of controls, 

Broadbent and Laughlin (1997) used content analysis and interview data to analyse changing 

management control environments in schools using a framework developed by Ouchi (1979, 

1980). In analysing budget documents and annual reports, Van Helden and Johnsen (2002) also 

used the framework developed by Ouchi (1979, 1980) to investigate the differences in 

performance measures developed by nine European municipalities. 

 

A content analysis method is chosen to collect and analyse data, due to its prevalence in the 

health promotion and management accounting literature and to its applicability to the 

objectives of this research. Content analysis was considered suitable for investigating a 

typology of the HPP implementation practices employed across the university sector. 

Specifically, the method is used to examine website documentation from Australian 

universities that outlines which HPPs are implemented, and how. Section 5.4 reviews the steps 

involved in designing this content analysis. The coding procedures and rules specified by Cho 

and Lee (2014), Krippendorff (2004), and Weber (1990) were drawn on to design the content 

analysis. Important components of the content analysis associated with the design, collection 

and analysis of data will now be discussed. 
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5.4.1 Design 

 

An important component in designing the content analysis is to clearly articulate the objectives 

and the sample of universities to be included in the analysis (Krippendorff, 2004). 

 

5.4.1.1 Objective 

 

The content analysis, in alignment with research objective one—investigate the types of HPPs 

in the university sector—examines the publicly available website information of the sampled 

universities to analyse the linkages between the different types of HPPs and three aspects of 

health promotion: 

 

• The health issues Australian universities are concerned with. 

• The health risk factors Australian universities are targeting. 

• The activities implemented to improve employee health. 

 

Content analysis is also useful in addressing research objective two—examine the influence of 

management controls on the selection and implementation of HPPs. This is because several 

publicly available documents mentioned the formalised management controls used by the 

sampled universities to implement HPPs. Here, the content analysis of those universities’ 

website documentation is used to provide a preliminary investigation of the management 

controls referenced in relation to HPP implementation. Information obtained through this 

analysis is also used to identify relevant research avenues prior to commencing the case study 

phase. 

 

5.4.1.2 Sample 

 

The 38 universities listed in Table 5.2 are members of the Australian Vice-Chancellors’ 

Committee, a network representing Australian universities that was established to discuss 

relevant policy matters (Australian Universities, 2015). Within this list of universities, four 

common groups currently exist that were formed to leverage off the mutual operational goals 

between universities. These groups of universities are displayed in Table 5.2, along with 
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selected demographic characteristics, including the relative size of each university based on 

employee, student and financial factors. 

 

Table 5.2: Profile of Australian universities as at 30 June 2015 

 

Group University Staff Students Revenue (000) Expenses (000) 

ATN Curtin University of Technology 3,539 50,648 909,998 848,045 

ATN Queensland University of Technology 4,836 48,479 955,854 922,127 

ATN RMIT University 3,639 60,086 1,036,540 973,371 

ATN University of South Australia 2,814 31,485 607,720 551,683 

ATN University of Technology Sydney 2,772 40,742 751,841 720,826 

GO8 Australian National University 4,126 22,465 1,112,310 1,003,696 

GO8 Monash University 7,046 70,071 1,911,482 1,782,341 

GO8 The University of Adelaide 3,699 26,895 872,694 819,693 

GO8 The University of Melbourne 7,567 58,883 2,106,986 1,961,522 

GO8 The University of New South Wales 10,044 54,025 1,671,811 1,597,008 

GO8 The University of Queensland 7,385 50,830 1,712,812 1,677,262 

GO8 The University of Sydney 6,827 58,624 2,030,293 1,872,063 

GO8 The University of Western Australia 4,216 25,133 937,391 904,957 

IRU Charles Darwin University 861 11,919 268,852 291,000 

IRU Flinders University 2,348 24,334 456,040 439,503 

IRU Griffith University 3,945 46,017 881,151 830,264 

IRU James Cook University 1,865 21,616 481,626 451,898 

IRU La Trobe University 2,623 35,718 715,348 648,186 

IRU Murdoch University 1,575 23,241 311,694 311,433 

Other Australian Catholic University 1,939 31,732 478,062 435,185 

Other Charles Sturt University 2,284 40,095 506,067 471,074 

Other Deakin University 3,584 51,841 916,065 852,088 

Other Edith Cowan University 1,665 26,937 389,556 360,659 

Other Macquarie University 2,698 40,208 794,468 767,523 

Other Swinburne University of Technology 1,808 37,141 557,056 543,162 

Other The University of Newcastle 3,069 35,416 705,056 638,523 

Other The University of Notre Dame Australia 919 11,766 175,947 156,219 

Other University of Canberra 1,013 17,020 295,942 269,499 

Other University of Tasmania 2,704 32,149 588,703 582,354 

Other University of Wollongong 2,445 31,687 567,699 528,374 

Other Victoria University 1,775 27,138 410,402 422,182 

Other Western Sydney University 2,860 44,857 731,450 688,444 

RUN Central Queensland University 1,288 20,290 357,269 343,743 

RUN Federation University 1,105 15,118 272,470 266,113 

RUN Southern Cross University 878 14,592 198,087 202,895 

RUN The University of New England 1,315 22,008 306,491 290,364 

RUN University of Southern Queensland 1,571 27,735 369,675 288,067 
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RUN University of the Sunshine Coast 944 12,525 215,774 200,618 

Total  117,591 1,301,466 28,568,682 26,913,964 

Key: ATN: Australian technology network; GO8: Group of eight; IRU: Innovative research universities; RUN: 

Regional universities network 

Source: Australian Government (2015a, 2015b); Australian Universities (2015) 

 

From Table 5.2, it is evident that the Australian university sector employs many people and 

can influence the health of employees, students and the wider community. Based on revenue, 

the education sector is the third largest exporter in Australia, and universities account for almost 

60% of the revenue in this sector (Hall & Hooper, 2008). In 2015, the Australian university 

sector consisted of approximately 1.3 million students (Australian Government, 2015b) and 

almost 118,000 employees, of which 75% were full-time. Almost half of these employees were 

academic staff (Australian Government, 2015a). Thus, there are potential opportunities for this 

sector to benefit from enhanced employee health and wellbeing. 

 

A sample of eight major universities (known as the Group of Eight) has been selected for the 

content analysis. This group was chosen because of their size, performance, and global status 

within the university sector, as shown in Table 5.2. Each chosen university is internationally 

renowned, highly resourced, and claims to support employees in improving their performance 

to enhance research quality and output. The Group of Eight universities claim to employ 

managerial processes that are highly regarded and successful (Group of Eight Australia, 2015) 

and have established systems for promoting employee health (Hare, 2015). This satisfied key 

selection criteria of selecting universities that had 1) undertaken several activities to improve 

employee health; and 2) documented formal, information-based procedures for directing 

behaviour towards these strategies. The expectation was for these workplaces to offer several 

opportunities supporting the health and performance of employees that set a benchmark for 

other universities to follow. 
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5.4.2 Data collection 

 

5.4.2.1 Archival documentation 

 

A systematic search strategy was developed to capture relevant publicly available information 

from each university’s website. A pilot of the search strategy revealed that relevant information 

related to employee health was found within advertisements, manuals, minutes of meetings, 

and policies and procedures, as well as within annual reports, strategic planning documents, 

operational planning documents, budgeting and audit guidelines. All documentation contained 

within the “health, safety and wellbeing” section of university websites was also included. 

Finally, a range of search strings were used to identify additional information based on 

synonyms of health promotion and management control constructs in combination with 

important terms such as “employee” and “staff” (e.g. “counselling AND employee” or 

“counselling AND staff”). To produce a coherent sample across the universities, external links 

that were not formalised within university documents were excluded. 

 

Through this process, which was validated by an external participant (see Section 5.4.4), 497 

relevant documents were identified, as summarised in Table 5.3. As information contained 

within website pages is dynamic and subject to change (Grana & Ling, 2014), collected 

information was preserved by storing the content within NVivo qualitative data analysis 

software (NVivo). Table 5.3 identifies the number of documents captured for each university, 

along with the code for referencing the document in the reported findings. Content was 

collected between November 2014 and July 2015 and then analysed. 

 

Table 5.3: Archival documentation collected for content analysis 

 

University Document code Number of documents (e.g. webpages and reports) 

U1 Document: U1.001-100 50 

U2 Document: U2.001-100 72 

U3 Document: U3.001-100 74 

U4 Document: U4.001-100 88 

U5 Document: U5.001-100 63 

U6 Document: U6.001-100 38 

U7 Document: U7.001-100 43 

U8 Document: U8.001-100 69 

Total  497 
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An overview of the data collection process is provided in Figure 5.2. The figure shows that 

data collection started by importing website documentation into NVivo using the “NCapture” 

tool. This tool provides a website browser extension for capturing and importing website 

content and online portable document formats (PDFs) into NVivo. Once content was imported, 

it was compared with original website documentation to verify the accuracy. Accurate 

documentation was prepared for coding; inaccurate documentation was manually saved into a 

Microsoft Word Document and updated before being imported using NVivo’s standard 

importing tool. Finally, a document-naming convention and index data structure were used to 

improve the speed of data retrieval and referencing while analysing and reporting findings. 

 

Figure 5.2: Data collection process 

 

 
 

5.4.2.2 Validation interviews 

 

The content analysis of the archival documentation was supplemented with information 

collected through formal interviews and written correspondence with key informants 

(Sandelowski, 1998), as shown in Table 5.4. The table lists informants in chronological order 

based on the first contact made. From left to right, the columns in the table list the code used 

to reference the interviewee in reported findings, the interviewee position, the duration of the 

formal interview, participation in the email interview, and the interviewee’s organisation. 

 

Import file into NVivo 

Compare the imported document 

with original 

Update document name and index 

fields 

Correct? 
Print website page into Microsoft 

Word Document and update 
No 

Yes 
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Table 5.4: Interviews and written correspondence undertaken 

 

Interviewee 

code 

Position Formal 

interview 

Email 

interview 

Organisation 

1.1 Health, safety and wellbeing director 60 minutes No University 8 (U8) 

1.2 Health, safety and wellbeing director Declined Yes University 4 (U4) 

1.3 Health, safety and wellbeing manager 90 minutes Yes Network group 

1.4 Health, safety and wellbeing manager 30 minutes Yes University 1 (U1) 

1.5 Health, safety and wellbeing director Declined No University 7 (U7) 

1.6 Health, safety and wellbeing director Declined No University 3 (U3) 

 

In order to provide a range of views on the content analysis findings, a purposive snowball 

sampling strategy was used to identify participants for validation interviews (Marshall, 1996). 

Selection was based on the interviewee’s perceived capacity to contribute to understanding the 

different types of HPPs implemented by universities. This sampling criterion resulted in four 

interviews with participants who were either employed by one of the eight sampled universities 

or belonged to an Australian network of health, safety and wellbeing practitioners. The first 

participant (interviewee 1.1), who accepted an invitation to participate in the research, was 

contacted directly based on having had experience implementing HPPs in the university sector. 

This participant had received several accolades for work undertaken to implement HPPs and 

had performed conference presentations on implementation strategies. The three remaining 

interviewees (1.2, 1.3 and 1.4) accepted an email invitation sent to a network of Australian 

university health, safety and wellbeing practitioners in which each of the eight sampled 

universities was involved. An email response from one interviewee interested in participating 

in the research detailed their qualifications and experience in the topic: “I am a Health and 

Safety Director for [University name]. My area of interest is in the use of performance reporting 

to guide decision making. I have been quite focused on methods of data capture to enhance 

reporting potential” [Interviewee 1.2]. Additional emails were directly sent to potential 

participants from two of the sampled universities, but the invitation for an interview was 

declined. 

 

Formal interviews were conducted with three interviewees, each lasting between 30 and 90 

minutes. An interview guide was developed (Appendix A.3) which identified topics but not 

specific questions (Marshall & Rossman, 2011). The flexible format, which allowed 
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conversations to flow, provided the ability to trace participant contributions to the types and 

implementation of HPPs. The topic of discussion, which was informed by the content analysis, 

varied depending on the research stage and the interviewee’s perceived contribution to the 

investigated topic. Consequently, background information was obtained (e.g. years of service; 

role), along with specific information on interests, achievements and challenges overcome 

while implementing HPPs. Interviewees were from diverse locations, prompting the use of 

telephone and video-conferencing mediums as an alternative to face-to-face interviews 

(Barbour, 2014). Permission to record and transcribe collected data was obtained from 

interviewee 1.3, while comprehensive notes were recorded for the remaining interviews. 

 

Email interviews have been suggested as a tool to explore methodological and theoretical 

themes specific to qualitative research (Bryman, 2012). This type of interview enables time for 

the informant to clearly articulate their answers to questions and allows the researcher to 

consider exploratory follow-up questions (Ratislavová & Ratislav, 2014). Burns (2010) 

suggested that “emergent media technologies such as email interviews, like other new media 

innovations, do not diminish older forms, but rather enrich the array of investigatory tools 

available for social research today” (p. 1). 

 

A “Yes” recorded in Table 5.4 under the column entitled ‘Email interview’ indicates that 

information was recurrently exchanged through online communication between the researcher 

and informant. As with formal interviews, participation in email interviews was undertaken 

once informed consent was obtained. Questions and templates for review were sent in small 

batches to ease the response burden of participants. Consequently, the time frame for these 

ongoing interviews varied. For example, contact with Interviewee 1.3 occurred between March 

2017 and December 2017 during which time interviews and email communication were 

maintained. 

 

Interviews conducted during the content analysis phase were used to validate the interpretation 

of findings (see Appendix A.4.4). Sandelowski (1998) suggested that “experts are expert 

critics, not because they provide answers, but because they ask the right questions” (pp. 470-

471). The process of collecting, analysing and sending findings to informants for feedback 

resulted in the refining of coding categories through subsequent iterations. The interviews also 

offered opportunities to explore and confirm topics discovered during content analysis. For 

example, a follow-up email asked an interviewee “to provide additional information on 
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comments about the tools being developed to evaluate the performance of health promotion 

programs” [Interviewee 1.2]. Similarly, another respondent was presented with a list of 

management controls identified in the content analysis. Following several rounds of email 

exchange discussing the contents of the list, this interviewee explained that “health promotion 

practitioners potentially misunderstand the roles of management accounting” [Interviewee 

1.3]. 

 

5.4.3 Data analysis 

 

Figure 5.3 illustrates the procedures used in this study to organise and analyse data collected 

from the content analysis: these procedures have been adapted from those proposed by Cho 

and Lee (2014). The figure identifies the coding process, which was both deductive and 

inductive, such that preliminary codes were derived from existing theoretical perspectives and 

integrated with empirical findings. Section 5.4.3 will review each of the boxes demarcated by 

dashed lines in Figure 5.3. 

 

Figure 5.3: Procedure for qualitative content analysis 

 

 

Source: adapted from Cho and Lee (2014) 

 

5.4.3.1 Unit of analysis 

 

The unit of analysis for the content analysis phase is concerned with decisions about what to 

code (Krippendorff, 2004). Weber (1990, p. 22) concluded that words can be used in content 

analysis to indicate textual units that are semantically equivalent such as synonyms, idioms and 
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nouns. Word-based approaches to content analysis are claimed to be more objective. The 

typical approach to collecting data involves computer-automated coding techniques based on 

a taxonomy of words identified in the literature. Conversely, Weber (1990) suggested that 

theme-based approaches focus on the meaning or underlying themes of the words used in the 

text. Themes represent “clusters of words with different meanings or connotations that taken 

together refer to some theme or issue” (p. 37). Arguably, using a theme-based approach to 

collect data provides a richer, more in-depth analysis of text. However, the subjectivity of 

formulating this taxonomy has been criticised (Sydserff & Weetman, 2002). 

 

The content analysis for this research was developed using a mix of both words and themes. 

Table 5.5 lists the topic categories and their corresponding unit of analysis. The table shows 

the five topic categories that formed the basis of the content analysis methodology used in this 

research along with each category’s operational definitions and unit of analysis. Coding 

procedures for health issues, health risk factors, activities and management controls recorded 

the occurrence of key words within sampled documents. Meaningful words that represented 

each category were identified and coded so that text units closely aligned with health promotion 

(Section 2.5) and management control literature (Section 3.5).  

 

Categories for HPPs conformed to health promotion literature (Appendix A.1). However, the 

unit of analysis used for HPPs is themes because universities mention a broad range of 

programs that improve employee health. Therefore, the presence of subjectivity in the analysis 

of text relating to this category is more likely, given the thematic approach used. Whereas a 

health issue such as “cancer” was explicitly stated in website documents, references to HPPs 

were broadly stated. For example, a university website page might discuss a mental health 

program such as “mental health first aid training” while another page discusses “resilience 

training”. 
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Table 5.5: Operational definition of categories and their corresponding units of analysis 

 

Category Operational definition Unit of analysis 

Health issues Information disclosed on the health issues addressed by 

university 

Word 

Health risk factors Information disclosed on the health risk factors targeted by 

university 

Word 

Activities Range of activities used by university to implement HPPs. Word 

Management controls Presence of systems that enable universities to manage and 

control HPP activities and objectives 

Word 

HPPs Set of practices used by universities to improve employee 

health and productivity 

Theme 

 

5.4.3.2 Developing the categories 

 

Data analysis occurred in three stages, as shown by the central box demarcated by dashed lines 

in Figure 5.3. Each stage will now be discussed. 

 

Deciding upon initial categories 

 

To enable a more focused analytical approach and to assist in the transparency of the coding 

process (Eisenhardt, 1989), initial categories were developed based on an extensive review of 

relevant literature. Definitions for the types of HPPs and their attributes were developed 

through the health promotion literature review (Section 2.5). Similarly, the review of 

management control literature pertinent to this research was used to develop initial coding 

themes (Section 3.5). Collectively, this information was used for coding the health issues and 

the health risk factors targeted by HPPs, the activities employed and the measures of program 

performance, as shown in Figure 5.4. 
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Figure 5.4: Content analysis coding structure 

 

 
 

Coding data into predefined categories 

 

Once data was collected, NVivo was used to code theoretically relevant data. This software 

enabled the vast amounts of information collected to be maintained and sorted into broad codes, 

making it easier to analyse themes in the text. The objective was to map out the implementation 

processes for HPPs—health issues and health risk factors targeted, activities used, and 

implementation processes managed. NVivo functionality offered the ability to search for key 

words disclosed in websites and published in records and documents (e.g. internal documents 

and performance indicators). 
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The five top-level categories in Figure 5.4 formed the basis of the content analysis and offered 

a framework for coding references to HPPs and management controls contained in website 

documentation. The sub-categories contained within the two top-level categories of “health 

issues” and “health risk factors” were closely aligned with health promotion literature 

identified in Table 2.2 and Table 2.3 (Section 2.5). Similarly, content nested within the 

“management control” category closely aligned with literature outlined in Table 3.2 (Section 

3.5).  

 

Illustrative examples of how information relating to HPPs and activities were coded are 

provided in Appendix A.4.1. While sub-categories for content coded to the “activities” and 

“HPPs” categories emerged from literature reviewed, these sub-categories were further refined 

and developed through test-coding stages. Relevant groups of words and topics that embodied 

details relating to HPPs emerged following iterations between data and theory, as analytical 

themes were applied to the content (Smith & Taffler, 2000). 

 

Redefining codes and categories 

 

Following the suggestions of Gilgun (2010) and Marshall and Rossman (2011), initial 

categories were refined as data collection and analysis progressed. Qualitative coding 

techniques (Strauss & Corbin, 1998) were used to refine coded information. Steps were 

undertaken to ensure that this analysis was iterative, moving between theory, data, and potential 

insights on research objectives. Data that was unsuitable for proposed categories was recoded, 

or the category was modified or removed, allowing new categories to be formed and existing 

categories to be refined. This iterative process helped clarify the types of HPPs and the roles 

of management controls in their implementation. Illustrative examples of the subsequent nested 

coding tree that emerged from this process are shown in Appendix A.4.2. 

 

In summary, the data analysis process used during the content analysis of website 

documentation is set out in Figure 5.5. After the content had been read and coded into the initial 

categories, NVivo reports were created; these reports were used to compare findings with those 

in the literature to check for new ideas and to explore relationships between coded categories. 

During this process of revising and amending categories, checks were performed to ensure that 

information was not coded into more than one category. The coded content and categories were 

also discussed and validated by a panel of peers (the supervisory panel for this PhD research). 
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Following the completion of this initial coding process, findings were reviewed and validated 

by multiple employees within the university sector. Content was sent to health, safety and 

wellbeing directors and managers within the sector to provide an understanding of how various 

strategies for improving health might influence HPP implementation. This validation process 

occurred during the analysis and write-up phase of the study. Through this regular contact, the 

findings were able to be understood in the terms and language of the network participants 

(Latour, 1999a). Not only did this contact help to clarify findings; it also contributed to a 

nuanced understanding of HPP implementation. 

 

Figure 5.5: Data analysis process 

 

 
 

5.4.3.3 Measurement units 

 

Measures were developed by counting the occurrence of words (e.g. units of text) that 

referenced the health issues, health risk factors, activities and management controls identified 
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during the content analysis. To provide a score representing the extent of HPPs, a ‘1’ was 

assigned when properties for a dimension such as “cancer” (health issue) or “alcohol and other 

addictions” (health risk factor) were mentioned in a university’s documentation. Conversely, a 

‘0’ was assigned when properties were not specifically mentioned. The same binary scoring 

system used to explore the extent of HPPs was replicated to investigate trends in HPP 

implementation relating to the activities and management controls employed. Appendix A.4.3 

provides an example of the measurement process used to establish the importance of categories. 

 

5.4.3.4 Correspondence analysis 

 

Correspondence analysis was used to interpret patterns in the coding of descriptive data. This 

analysis technique provides an exploratory tool for analysing two-way and multi-way tables of 

categorical data (Greenacre, 1984, 2017). Phillips (1995) provided three main reasons to justify 

using correspondence analysis in social science research: the technique enables relations 

between data variables to be visualised; it is versatile and appropriate for nominal data; and it 

enables new relationships to be discovered. In their study of mental illness, Gatrell, Popay, and 

Thomas (2004) used correspondence analysis to map the influence of survey respondents’ 

material circumstances, such as financial stability and age, on their health. Relations between 

mental illness and several material circumstances were found, with the suggestion that further 

research into the intersection of health and contextual factors was needed. In the management 

accounting literature, Suddaby, Saxton, and Gunz (2015) used correspondence analysis to show 

how large accounting organisations adopted social media reporting practices. The adoption of 

new social media was found to be intertwined within accountancy practices through a series of 

small accumulative changes. 

 

In this research, a correspondence analysis diagram was developed using Minitab Statistical 

Software to help explain variations observed in the health-promotion activities used by sampled 

universities. Correspondence analysis results provided a visual representation of the probability 

that an activity and program or group of programs were associated. Figure 5.6 demonstrates 

how associations between coded activities and HPPs were plotted in a figure. In this example, 

associations between activities (demarcated by an asterisk) and the program (demarcated by a 

diamond) would be interpreted as being weak for Activity 1, modest for Activity 2 and strong 

for Activity 3. This is because the closer two plotted points were to each other, the more likely 

it was for such combinations to be implemented. Similarly, an indication of the strength of the 
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association between variables plotted in a correspondence analysis is reflected in their distance 

from the origin (intersection of the two axes). Points plotted in different quadrants of the figure 

or that lie closer to the origin are less likely to be associated (Bock, 2011). 

 

Figure 5.6: Interpretation of correspondence analysis results 

 

 
 

5.4.3.5 Word cloud 

 

A word cloud was developed based on an NVivo analysis of the occurrence of coded nodes for 

management controls. This analytical technique provides a visual representation of word or 

phrase frequencies (McNaught & Lam, 2010). Word clouds have been used to study patterns 

in public responses to health promotion messages (Buckton, Lean, & Combet, 2015). In the 

management accounting literature, Suddaby et al. (2015) used word clouds to examine content 

reported by large accounting organisations through social media platforms. 

 

In this research, a word cloud was used to visualise the importance of performance measures 

whereby regularly occurring measures were reported in larger font sizes. To examine university 

performance measures for HPPs, content reported for each university was aggregated into a 

Microsoft Excel file. The file contained the name of the measure such as “number of training 

programs” and the frequency with which the measures was used by universities. This text file 

was then used to generate a word cloud using Microsoft Power Business Intelligence analytics 

software. 
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5.4.4 Research quality 

 

Credibility in research has commonly been assessed using criteria relating to validity and 

reliability (Yin, 2009). Validity is concerned with research authenticity: whether research 

inferences are dependable. Reliability concerns the degree to which findings can be repeated. 

Although initially associated with quantitative studies, these criteria for assessing research 

quality have consistently been applied within qualitative traditions (Morse, 1999; Silverman, 

2013). Different researchers have suggested judging criteria on the ability to replicate studies 

(Silverman, 2013); the transferability of qualitative research (Lincoln & Guba, 1985); and the 

methodological approach (Creswell, 2013). Ahrens and Chapman (2006) suggested that 

validity and reliability criteria were difficult to distinguish in qualitative studies, indicating that 

the context of the study influenced quality. 

 

Although the coding of information in categories must be objective, it is not always obvious 

when and where information should be coded to ensure that classifications are treated 

consistently. Therefore, to be effective, content analysis methods must satisfactorily manage 

several technical requirements to ensure that the categories used to classify data are “clearly 

and operationally defined” (Guthrie et al., 2004, p. 287). Although coded information should 

be quantifiable so that an appropriate analysis can be undertaken (Guthrie et al., 2004), results 

will vary depending upon how different scales of measurement have motivated interpretations 

(Abeysekera & Guthrie, 2004). 

 

For validity, this research employed a strategy of being attentive to sampling (e.g. theoretical 

sampling process), employing member checking procedures, and undertaking peer debriefing. 

To the extent possible, initial coding constructs and themes were grounded in concepts from 

health promotion and management control literatures (Section 5.4.3.2). The process for 

building the validity of coding constructs was iterative: anomalies identified in initial testing 

phases were used to further refine the coding dictionary for each content item (Weber, 1990). 

This iterative process involved an invitation to an external participant—a qualified accounting 

and human resource professional with research experience—to read through sample NVivo 

output after being trained in the categorisation process. This verification process provided an 

independent perspective on the “semantic validity” of the links made between text and 

categories (Krippendorff, 2004, p. 319). These procedures provided reassurance on the inter-

operability of coding processes and consistency of the analysis (Burla et al., 2008; Sydserff & 
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Weetman, 2002). The final validation phase involved repeated communication with health 

promotion practitioners to generate feedback on preliminary findings and to help develop valid 

construct measures (Section 5.4.2.2). 

 

Several steps were used to establish reliability. These steps helped establish an audit trail to 

ensure that an independent researcher could evaluate the research procedures used and the 

analytical decisions made (Lincoln & Guba, 1985). Key steps undertaken to ensure that the 

results and data collection processes were reliable included: 

 

• Research proposal: A proposal was presented and submitted to a research panel for 

approval. Revisions of the research proposal were subsequently presented at doctoral 

symposiums and feedback from accounting researchers was received.  

• Peer examination: The research procedures were continually communicated and 

discussed in meetings held with the PhD supervisory panel. In-depth notes from 30 

meetings of approximately 1 hour in length were taken. Each recorded meeting 

contained information on the prior meeting’s agenda and on what did (not) work, along 

with an agenda for the next meeting. Each supervisor also repeatedly reviewed and 

commented on research findings with records of this correspondence and subsequent 

documented changes retained. 

• Literature review and conceptual framework development: An in-depth review of 

relevant literature was undertaken and used as a basis for coding, as discussed in Section 

5.4.3.2. 

• Methods clearly described: The steps undertaken to perform the content analysis have 

been extensively documented in this section. 

 

Finally, all data collected from the eight university’s websites was imported into NVivo to 

assist in the coding of information (Guthrie & Abeysekera, 2006). Each document imported 

was given a code to establish a link between citations within the findings and the collected data 

(Section 5.4.2). The use of this database ensured that data was neither misrepresented nor 

carelessly recorded. Having the dataset stored in NVivo also enables future analysis to produce 

similar results based on the saved dataset. 
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5.4.5 Limitations 

 

Inherent limitations with the content analysis method exist. Specifically, this method equates 

the emphasis given to a specific subject with the related words or themes that occur within a 

piece of text. However, this frequency may not be reflective of the meaning or emphasis 

accorded to the text (Smith, 2003; Weber, 1990). As Weber (1990, p. 72) suggested, the “words 

or sentences classified in the same category for data reduction purposes may not reflect that 

category to the same extent” (cited in  Smith, 2003, p. 150). It is possible that the sampled 

universities have paid “lip service” to the idea of acting in the interests of employee health to 

appear legitimate or to market themselves to prospective employees. 

 

The documented nature of content analysis resulted in a narrow definition of control for this 

research phase. This study examined how formal information based routines and procedures 

such as operating plans (Simons, 1995) might influence HPP implementation. Publicly 

available website documentation collected from eight Australian universities provided rich 

information on the formal control systems used and their relationship with implemented HPPs. 

References to various annual reports, policies, performance evaluations, and scheduled 

meetings and minutes offered an idealistic account of the control environment for HPPs. This 

limited the domain of observables to formal published documentation and excluded other 

valuable sources of control within organisations (Curtis, Lillis, & Sweeney, 2017). Restricting 

data collection to website documentation made it impossible 1) to examine every influence of 

management controls on HPPs; and 2) to know if the formal information distributed through 

different management controls was widely understood, actively supported, and appropriately 

used. 

 

The content analysis helped narrow down the range of relevant HPPs and potential actors that 

influence their extent, nature, and management. This analysis also provided a platform to further 

explore the dynamics of HPP implementation in university settings through a case study. 

Interesting and surprising ways to theorise the implementation of HPPs were expected to be 

developed by analysing work undertaken to frame program success at the case university. The 

aim was to explore how managerial employees used management controls to transform the 

types and implementation of HPPs into successful investments. In this sense, the case study 

provided an opportunity to test the observations about the implementation of HPPs in 
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Australian universities that were created throughout the content analysis and were confirmed 

through validation interviews (e.g. research objectives one and two). 

 

5.5 Phase two: Exploratory case study 

 

Section 5.5 reviews the methods employed to conduct a case study to explore the people and 

processes that informed HPP implementation at an Australian university. The case study 

method has been used for researching the qualitative aspects of health promotion (Glasgow et 

al., 2003; Goetzel, 2011; Holmqvist, 2009; Labonte & Robertson, 1996; Lincoln, 1991, 1992; 

Poland, 1991) and management accounting (Baxter & Chua, 2003; Humphrey & Scapens, 

1996; Kaplan, 1986; Llewelyn, 2003; Lukka & Kasanen, 1995; Moll & Hoque, 2011; Otley & 

Berry, 1994; Parker, 2012; Scapens, 1990). Important components of the case study used in 

this research project are now discussed by detailing the research design, data collection 

methods, data analysis procedures and study limitations. 

 

5.5.1 Design 

 

An important component of designing the case study was to articulate the case study objectives, 

boundaries, and focus of the empirical analysis (Miles, Huberman, & Saldana, 2014). Section 

5.5.1 explains the appropriateness of the university selected for the case study, and the practical 

and theoretical considerations driving this selection. 

 

5.5.1.1 Objective 

 

The exploratory case study research was designed to address research objective two: examine 

the influence of management controls on the selection and implementation of HPPs. Prior 

research linked HPPs with improved productivity (Goetzel et al., 2007), job satisfaction, 

innovation and other factors (Sherman & Lynch, 2014; Winefield et al., 2008). However, it 

remained unclear whether (and how) program implementation was informed by management 

controls circulating within local settings (Holmgren Caicedo & Mårtensson, 2010a; Larsson et 

al., 2016). Despite claims that best practice HPPs successfully improve health and business 

outcomes, little is known about the managerial work required to generate desirable outcomes 

and what happens to implementations during this time (Nielsen et al., 2017; Zwetsloot et al., 
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2010). Showing how managerial employees linked desirable outcomes with different types of 

HPPs and their implementation was expected to reveal gaps in implementation processes (e.g. 

incompatible interests were expected to be ignored). 

 

5.5.1.2 Sample 

 

5.5.1.2.1 Case selection 

 

Through an exploratory case study design (Hansen, 2011; Yin, 2009), richer information was 

sought by outlining interesting ways that HPPs became translated in response to management 

and control processes. The case university, which was studied during the period of 2015-2018, 

was selected based on its theoretical relevance and ability to contribute to learning outcomes 

(Glaser & Strauss, 1967; Marshall & Rossman, 2011; Miles & Huberman, 1994; Yin, 2009). 

A large respected university with clear policies and procedures was prioritised given the 

analytical value of having these formalised practices in place. The chosen university promoted 

a unique culture, embracing interactions between key stakeholders and the university. 

Employees within the university were also regularly involved in university proceedings: the 

university culture actively engaged community members. This desire to have a collaborative 

environment underpinning planning and strategic processes was important because content 

analysis findings revealed that HPP implementation emerged following interactions between 

multiple participants (e.g. affiliated universities, employees and external suppliers). 

 

The selected university was in the process of gaining approval for a centralised approach to 

HPP implementation when the case study commenced. Rather than being a weakness, the fact 

that the university was in the early stages of actively promoting employee health satisfied 

ANT’s methodological prerogative to study events as they unfold (Flachère, 2014; Latour, 

1987). Selecting a university in the preliminary stages of HPP implementation was beneficial 

as it enabled employees to share their stories around issues of implementation and control as 

they unfolded. Health promotion literature repeatedly provides justification in support of 

implementing HPPs that empower rather than compel employees to improve their health 

(Aldana et al., 2005; Baicker et al., 2010; Goetzel & Ozminkowski, 2008). However, despite 

their reported desirability, implementing HPPs that seamlessly align with social and business 

orientated objectives can be problematic. In the early stages of HPP implementation, 

management accounting is often viewed as a barrier or obstacle to advancing the 
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implementation objectives. Arguably, the dominant management accounting language is 

orientated towards business objectives that oppose underlying health promotion rationales 

(Labonte & Robertson, 1996).  

 

The health, safety and wellbeing department at the case university engaged in efforts to 

implement HPPs and desired to gain support from the executive group to enhance their ongoing 

implementation. However, significant obstacles had to be overcome before these programs 

were considered worthwhile investments for the university. At the time this research was 

undertaken, this department had already taken two years to gain approval from the executive 

group to implement HPPs. This ability to trace episodes of implementation as they were 

occurring (Hansen, 2011) enabled an inductive approach by arriving to collect data before the 

HPPs were “fixed, known and unproblematic” (Preston, Cooper, & Coombs, 1992, p. 564). 

Interviews with department employees revealed challenges they had experienced when 

translating the diverse interests of actors, including legislation, institutional practices, 

executive group, operational, and academic employees. Consequently, attention shifted to 

various support networks that assisted with implementation and to health clinic employees who 

disagreed with the implementation approach at the case university. 

 

5.5.1.2.2 Participant selection 

 

The analogy of an actor-network journey best describes the process used to collect information 

about the case university’s implementation of HPPs. Data was collected by tracing how ideas 

about employee health emerged and became formalised within processes governed by the 

health, safety and wellbeing department and their affiliates. This sampling strategy was 

expected to reveal actors, their relationships, and their methods for reaching (or not) 

agreements that progress common interests for improving health: in this research, these actors 

include the management controls that influence how the case university implements HPPs. 

 

As discussed in Section 4.2.2, Latour (1999a) recommended following actors and their world-

building activities. However, time constraints meant that it was not possible to follow every 

actor (Flachère, 2014). Thus, it was important to adequately frame the research inquiry to 

manage bias in relation to the participants selected for the study. Latour (2004) expressed a 

reluctance to specify a frame, which he described as a context for locating data. In his opinion, 

“we go, we listen, we learn, we practice, we become competent, we change our views. Very 
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simple really: it’s called field work” (p. 67). However, Latour (2004) recognised that people’s 

limitations in comprehension required a bounded research approach. 

 

The research objective underlying the case study was to explore HPP implementation processes 

(see Section 5.5.1.1) by analysing the actor network formed to manage program 

implementation at the case university (e.g. unit of analysis). Consequently, the multimethod 

qualitative design helped alleviate bias issues in relation to the inclusion and exclusion of 

different participants. Content analysis findings identified a broad range of actors that could be 

researched. It became apparent that collecting appropriate contextual information would 

require separate interviews with health and safety managers, managerial employees, and 

general and academic staff. The case study offered the means to assess interactions between 

these different actors in greater detail. Suggestions from interviewees obtained throughout 

data-collection processes were used to extend this list (e.g. snowball sampling). Interview 

participants were also selected for inclusion based on their perceived contribution to 

understanding implementation processes for HPPs. For example, health clinic employees were 

responsible for implementing HPPs according to health, safety and wellbeing department 

objectives. 

 

Figure 5.7 identifies the sampling process that evolved during the case study. Dashed lines 

connecting boxes illustrate how each interview or document resulted in the suggestion of new 

participants or documents to analyse (bottom-left corner of the diagram flowing from the left 

side to the right side). Informal conversations about the value of improving employee health 

were first held with a case university employee at an industry event discussing the increasing 

importance of HPPs. The case university contact organised a meeting with key contacts from 

within the university’s health, safety and wellbeing department. In this meeting, the research 

objectives and the suitability of the case university were confirmed before obtaining ethical 

approval and resuming the case study. The case university contact also suggested contacting 

an exemplar university and consultant advising Australian universities on matters pertaining to 

HPPs. The aim in following actors was to develop knowledge about how HPPs came to be 

implemented at the university. 
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Figure 5.7: Actors followed in the implementation network that formed the case study 

university 

 

 
 

5.5.2 Data collection 

 

Drawing upon multiple data sources can improve the reliability of findings (Stake, 1995). 

Ferreira and Merchant (1992) conducted an extensive literature review on the use of case 

studies in management accounting literature. They concluded that almost all case studies 

reviewed incorporated interviews and participant observations as the primary data collection 

methods. Other methods such as reviewing documentation and surveys were also incorporated 

to a lesser extent. Interviews can be used as a solitary research method or can form part of an 

extensive research design. Johnson (2001) suggested that interviews are best used in 

combination with other research methods, such as direct observations and document reviews. 
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The case study objective and methodological perspective of ANT resulted in three inter-related 

data collection methods being used during the case study phase: collection and analysis of 

archival documentation, semi-structured interviews, and observations (Marshall & Rossman, 

2011; Patton, 2002). Table 5.6 lists these methods, along with descriptions of the documents 

and information sources available within the case study setting.  

 

Table 5.6: Data collection methods used in case study 

 

Method Data source 

Archival 

documentation 

Annual report, codes of conduct, emails, management guidelines, mission, vision and 

value statements, newsletters, operating plans and policies, organisational charts, 

reporting guidelines and templates, strategy planning and policy documents, university 

legislation 

Interviews Consultants, general and academic employees, health, safety and wellbeing employees, 

managerial employees 

Observations Campus facilities, industry events, strategy presentation, university course 

 

ANT is regarded as a tracing activity that studies the outcomes of interactions between a wider 

set of organisational relationships (Roslender, Stevenson, & Kahn, 2006). Actor-network 

theorists are tasked with exploring how these interactions are documented and communicated. 

For this study, this has meant attempting to understand how HPPs constructed knowledge about 

employee health in response to management controls. Useful information for addressing the 

research problem was gathered through archival documentation and the compilation of field 

notes detailing the implementation of HPPs within Australian universities. However, in 

addition to these observational techniques, interviews offered an important means for 

understanding the viewpoint of actors involved in driving the implementation of HPPs within 

these settings. The discussion that follows reviews how each method of data collection was 

used. 

 

5.5.2.1 Archival documentation 

 

Archival documentation used in this research was drawn from a range of published information 

and naturally occurring sources (Silverman, 2013). Table 5.7 lists the archival documentation 

formally referenced in the case study findings. From left to right, the columns in the table list 

the code for referencing the document in reported findings, the document description, and the 

department that produced the document. The documents collected for analysis included 
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employee surveys and documented feedback, along with internal research about the suppliers 

and users of HPPs. The purpose for collecting this information was to build up information on 

implementation processes for HPPs and to document their links with management controls. 

This information, which was primarily retrieved from the health, safety and wellbeing 

department, provided information on the actors involved in implementing HPPs, and on their 

respective roles. 

 

Table 5.7: Archival documentation collected for case study 

 

Document code Description Department 

2.1 Employee survey Health, safety and wellbeing 

2.2 Strategic planning document for wellbeing program Health, safety and wellbeing 

2.3 Wellbeing program summary for executive group Health, safety and wellbeing 

2.4 Website documentation Health, safety and wellbeing 

2.5 Email about strategy presentations Vice Chancellor’s Office 

2.6 Email update to workforce on progress of health 

promotion program implementation 

Vice Chancellor’s Office 

2.7 Email about employee Wellbeing Fair Health, safety and wellbeing 

2.8 Email correspondence with health clinic manager Health clinic 

2.9 Strategic planning documents for university Vice Chancellor’s Office 

2.10 Email correspondence to workforce on Health, safety 

and wellbeing awards 

Vice Chancellor’s Office 

2.11 Email advertising program launch Vice Chancellor’s Office 

2.12 Email reminder to complete survey Vice Chancellor’s Office 

2.13 Email advertising mental health and wellbeing 

services 

Vice Chancellor’s Office 

2.14 Health advertisement flyer Health clinic 

 

5.5.2.2 Interviews 

 

Table 5.8 lists the formal interviews conducted for this case study. From left to right, the 

columns in the table list the code for referencing the interviewee in reported findings, the 

interviewee position, the organisation, and the duration and number of interviews. Snowball 

sampling techniques (Marshall & Rossman, 2011) were used to identify people believed to be 

involved in implementing HPPs or impacted by their implementation. The aim was to trace the 

role of management controls and their influence on HPPs. The snowball sampling technique 

resulted in the prospect of interviewing 11 participants from the actor network forming around 

the implementation of HPPs. Three participants declined the invitation for an interview. Formal 

interviews, each lasting between 30 and 60 minutes, were subsequently conducted with eight 
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interviewees. The participants held management, academic, and general employee roles both 

within and external to the case university.5 

 

Table 5.8: Interview schedule for case study 

 

Interviewee code Position Organisation Duration Number 

2.1 Health, safety and wellbeing director Case university 60 minutes 2 

2.2 Health, safety and wellbeing manager Case university 30 minutes 1 

2.3 Health clinic manager Case university 60 minutes 1 

2.4 Health clinic director Case university 60 minutes 1 

2.5 Director of wellbeing Consultant 60 minutes 2 

2.6 Health, safety and wellbeing manager Scoping university 30 minutes 1 

2.7 General employee Case university 60 minutes 2 

2.8 Academic employee Case university 30 minutes 1 

2.9 General manager External supplier Declined 0 

2.10 Branch president Union representative Declined 0 

2.11 Health, safety and wellbeing director Recommended university Declined 0 

 

The interviews were undertaken, both in person and over the phone, at times and locations that 

were suitable to the interviewees. With their permission, the interviews were audio recorded to 

assist with transcription and analysis. Three interviewees accepted an invitation to conduct follow-

up interviews to go over specific issues or themes that emerged. Similarly, informal interviews 

were conducted throughout the duration of the case study. These interviews comprised meetings 

and conversations with actors that contributed data relevant for exploring the research objectives. 

Conversations that were irrelevant for these objectives were not considered as either formal or 

informal interviews. 

 

Interview structure and evolution 

 

Initial interviews carefully followed a pre-formatted guide (Appendix A.3). Each interview 

started with an introductory explanation of the research topic. Brief questions about the 

interviewee’s role and history with the organisation were then asked. This was followed by 

open-ended questions focused on understanding each actor’s perspectives about HPPs in the 

case university (Mason, 2002). These interviews focused on technical aspects of HPPs and 

management controls. Participants were asked for their perspective on the relevance of various 

technologies, such as employee surveys and planning processes along with their interest or 

                                                 
5 Regarding the snowball technique, it is relevant to note that the finance department was not suggested because 

of the early stage of implementation. 
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experience managing these technologies at the case university. This allowed the researcher to 

explore information on how arrangements for implementing HPPs were enacted in a university 

setting. 

 

The flexible interview structure allowed new ideas to be explored by recognising the value of 

pre-determined themes without being constrained to a format. The objective was to guide 

interview discussions and not to impose pre-rehearsed directions and themes (Mason, 2002). 

The freedom to engage with the interviewee and to explore new directions for the research 

topic was important (Roulston, 2010). As the interview phase progressed, themes that emerged 

from each interview were used to refine subsequent interview content, enabling more specific 

research topics to be explored. Conflicting perspectives between interviewees from different 

departments also emerged during the interview phase. Three specific sources of conflict 

pertained to:  

 

• the executive group’s role in HPP implementation;  

• different ideas about HPP concepts; and  

• disagreements about the role academic employees should have in implementation 

processes. 

 

The potential for variations in implementation strategies that depend on risk management and 

trust (e.g. risk-taking preferences) also emerged as a prominent research finding. 

 

5.5.2.3 Observations 

 

Table 5.9 lists observations formally referenced in the case study findings. From left to right, 

the columns in the table list the code used for referencing the observation in reported findings, 

the observation description, the context for the observation and the year the observation was 

recorded. This section will provide an explanation and an example of the observations 

conducted, based on the context in which the observations occurred: industry or university. 
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Table 5.9: Observations during case study 

 

Observation code Description Context Year 

2.1 Work health planning workshop Industry event 2015 

2.2 Health expo at multiple campus locations University event 2016 

2.3 Facilities at multiple campus locations University infrastructure 2016 – 2018 

2.4 Strategy presentation and briefing session University presentations 2016 

2.5 Priorities and interventions in public health University Bachelor’s 

degree course 

2016 

 

Industry event 

 

The first set of observations occurred in the year 2015 prior to the commencement of the case 

study, and involved taking field notes at key health promotion events and during the subsequent 

discussions with industry experts. Examples of the formalisation of these observations are 

contained within Figure 5.8. The figure is an extract of field notes recorded as marginalia on 

conference material received while attending an industry event [Observation 2.1]. These 

undertakings were helpful for scoping both the research objectives and structure of the initial 

interviews. 
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Figure 5.8: Extract from industry event 

 

 
 

University context 

 

The second set of observations collected data by documenting interesting observations about 

the university’s context. Through direct involvement in the field, a researcher is able to observe 

the realities that occur from a privileged position (Creswell, 2013; Yin, 2009). Thus, field notes 

were used to critique health promotion facilities, advertisements, and the general attitudes and 

perceptions towards health promotion observed over the duration of the case study (Creswell, 

2013).6 This involved attending “Wellbeing Fairs” conducted across multiple campus 

locations; visiting different campus locations to observe facilities such as cafeterias and fitness 

and health centres, along with signage advertising these services; and sitting in on presentations 

made to employees by senior management. 

 

 

                                                 
6 Appendix A.5 contains an observation protocol. This was developed as the research progressed. 
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5.5.2.4 Timeline for data collection 

 

Figure 5.9 displays a timeline that demonstrates how the three types of data collection methods 

were compiled in the case study. Although data collection for the case study began in the year 

2015, information that was collected pertained to events that were initiated from the year 2014 

onwards. The case organisation initially raised the idea of implementing HPPs to improve 

employee health with management in 2014. However, it was not until 2015 that momentum for 

implementing these programs within the organisation was observed. Interviews for this 

research resumed in 2016 and continued until the research completion date. The substantiation 

of documentation and observations was an inductive process informed by the interpretation 

and directions of interviewees. 

 

Figure 5.9: Timeline of the case study research 

 

 
 

5.5.3 Data analysis 

 

This section details the procedures followed to analyse the case study data. These procedures 

employed analytical processes typical of qualitative case study research (Marshall & Rossman, 

2011; Miles et al., 2014) to link data with information gathered from the content analysis, 

literature reviewed, and ANT. The systematic analytical approach used employed a hybrid mix 

of deductive and inductive methods. The objective was to enable themes to emerge whilst also 

making sense of data through an ANT lens. Analysing case study data using concepts specified 

by Callon (1986) enabled content to be organised (Section 5.5.3.1), refined (Section 5.5.3.2) 

and assembled into an actor network that explained the case university’s progression towards 

managing HPPs (Section 5.5.3.3). 
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Data collection, analysis and completion 
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5.5.3.1 Data organisation and coding 

 

Raw data was imported into NVivo qualitative data analysis software. This software enabled 

the data to be sorted into relevant codes, making it easier to identify themes in the text. The 

coding process was used to build up knowledge about the data and to assign meanings to text 

(Bazeley & Jackson, 2013). To aid in the analytical process, interviews were personally 

transcribed. These transcriptions were time stamped with the audio recording for importing 

into NVivo software. This enabled the audio and transcript files to be simultaneously scrolled 

and coded. Having this simultaneous access ensured that qualitatively important information 

was not missed and made the coding process more efficient and effective. 

 

The initial coding process for interviews was deductive according to the four moments of 

translation: problematisation; interessement; enrolment; and mobilisation (Callon, 1986). This 

process for coding case study data started with an obvious candidate for primary actor in HPP 

implementation—the health, safety and wellbeing department. Concepts from the literature and 

the content analysis findings were then used to trace implementation processes governed by 

the department. The emphasis for analysing this emergent content involved identifying key 

moments in the implementation of HPPs and finding out whether management controls had a 

role in their construction. This iterative approach required flexible techniques to 

simultaneously tease out and interpret the data until meaningful contributions to literature and 

practice were drawn. 

 

5.5.3.2 Review and refine themes 

 

The value from the case study data was derived from analysing thematic responses to the 

management control of employee health. Key actors each placed a different emphasis on 

factors, such as the importance of HPPs, who and what influences their nature, and how to 

account for their implementation and effectiveness. Following an interpretivist analysis 

approach (Hopper & Powell, 1985), the coding scheme was refined by cycling iteratively 

between empirical and theoretical constructs (Strauss & Corbin, 1998) and recoding content 

without losing the integrity of the coding structure. For example, several categories and sub-

categories were identified following a combination of deductive and inductive qualitative 
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analysis procedures.7 The roles and responsibilities of actors within the university were not lost 

in subsequent categorisation processes, as the conceptual framework formed the basis for 

deductive analysis. 

 

5.5.3.3 Report findings 

 

The reporting of case study findings is an important aspect of the research (Baxter & Chua, 

1998; Scapens, 1990). This research project narrated case study data around themes derived 

from theory and the data analysis process. This narration incorporated a rich description of the 

events that unfolded during the study and included verbatim quotes within the findings (Baxter 

& Chua, 1998). The appropriateness of diagrams in ANT studies (Chua, 2004) meant that 

findings from studying events at the case university were consistently reported using variations 

of diagrams presented in ANT literature (Callon, 1986). 

 

5.5.4 Research quality 

 

The quality of the case study research was viewed in terms of validity, reliability (Lincoln & 

Guba, 1985; Yin, 2009) and criteria specific to the epistemological perspective of ANT 

(Creswell, 2013). Regarding research validity, the study established a worthwhile topic with 

opportunities to contribute to knowledge (e.g. theoretically grounded), used diverse methods 

to explore the topic, and employed peer debriefing to verify the analytical procedures used. 

Reliability was enhanced by providing an audit trail and establishing protocols for the case 

study and methods employed. Some of the steps taken in this research to establish the reliability 

of the results included: 

 

• Following McKinnon (1988): participants in the study clearly understood the purpose  

• Following Yin (2009):  

o data collection protocols were established (see Appendix A.3 and Appendix 

A.5) 

o databases were used to manage collected data. Case content collected for 

analytical purposes was stored in NVivo while offline folders were used to 

manage the planning and collection process. 

                                                 
7 Appendix A.6 contains the coding process developed from the case study phase 
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• Following Ahrens and Chapman (2006): specific qualitative analysis strategies 

employed were used to engage theoretical constructs with their representation within 

an Australian university 

 

Theory, which was central to this research, served different purposes (Lukka & Vinnari, 2014) 

such as helping to identify knowledge gaps, providing ostensive theories of HPP 

implementation to explore, and offering a lens (ANT) from which to view the topic. In 

particular, concepts from health promotion and management control literature provided the 

structural framework to analyse the multiple sources of data. ANT provided new ways to 

conceptualise implementation processes for HPPs and their links with management control. 

 

Mouritsen, Mahama, and Chua (2010) outlined five criteria for assessing the quality of an ANT 

analysis. Table 5.10 identifies these five quality criteria, which were used to guide data 

collection and analysis processes. The table lists the rule, the criteria and the implications that 

each condition had, on the ANT analysis, performed during the case study phase of this 

research. 

 

Table 5.10: Quality criteria for ANT study 

 

Rule Criteria Case study implications 

1 Actors should be treated as if 

searching for power and identity 

which is not defined a priori. 

Actors were identified from content analysis but assumptions 

about their behaviour within the case study environment were not 

made. 

2 Actors are treated equally 

whether human or non-human. 

Management controls were actors with the capacity to either 

change or be changed by implementation processes for HPPs. 

3 Analysis starts from empirical 

observations.  

Content analysis findings identified important implementation 

factors but explanations for their importance within the case 

university were not known 

4 Actors’ interactions should be 

traced 

The case study examined ongoing implementation processes for 

HPPs by tracing the managerial contexts and personnel that 

influenced implementation. 

5 Actors are defined by their 

relationships to others 

The design and use of management controls was understood by 

analysing how the health, safety and wellbeing department 

mobilised others to implement HPPs. 

Source: developed from Mouritsen et al. (2010) 

 

5.5.5 Limitations 

 

The scope and timing of the case study was difficult to manage. While the ability to research 

phenomena within its wider social context provides exploratory appeal, broad results can be 
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difficult to obtain and can lack depth. The seniority of the research participants meant that case 

study interviews were restricted by time. Having two research phases helped to overcome 

limitations of time constraints. Content analysis findings helped refine case study boundaries 

so that a more specific and focused analysis could be performed. The content analysis also 

enabled discussions and topics to be explored in the case study using the terminology of the 

participants.  

 

Snowball techniques have been criticised for neglecting the perspectives of potential actors that 

are not involved in the social networks of the initial cohort of participants (Small, 2009). 

Combining snowball and theoretical sampling techniques helped to alleviate sampling 

concerns. ANT suggests following primary actors, as they construct actor networks and explore 

the controversies that unfold. However, primary actors tended to suggest actors with objectives 

closely aligned to their own. With theoretical sampling, participants who could move the 

analysis forward were sought by identifying potential dissenters to the health, safety and 

wellbeing department’s implementation plans. Subsequently, the passive roles and 

responsibilities for implementing HPPs assigned to health clinic employees were examined, 

due to their theoretical relevance.  

 

The interview method has several disadvantages. It can be time consuming and costly to 

administer. To aid in the data analysis process, interviews are often recorded and transcribed, 

which adds additional time and expense to the research project (Mason, 2002). In addition to 

these resourcing issues, interviews entail technical challenges. The flexible, expressive nature 

of the data collection technique creates issues regarding the confidentiality of information. The 

interviewee must also be adequately skilled and aware of potential bias (Easterby-Smith, 

Thorpe, & Jackson, 2002).  

 

A great amount of intellectual preparation and planning was undertaken prior to conducting 

semi-structured interviews for this research. In addition to providing a rich source of data, 

informal interviews were used to refine the structure of recorded interviews. Similarly, the 

content analysis and observation-based methods also complemented semi-structured 

interviews by clarifying specific areas of interest and themes to discuss during interviews. 

Common limitations associated with observational data relate to researcher bias. It is difficult 

to objectively observe without influencing the findings. The observation process to some extent 

influences the partiality of the results. Nevertheless, to perform interpretations, observations 
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must be made. Because bias is intrinsic in this process, management rather than avoidance 

should be the focus (Diesing, 1971). For this research, the management of this process included 

corroborating the results with colleagues and participants to objectify the interpretations. 

 

5.6 Summary 

 

Chapter 5 provided an overview of the research design. The philosophical assumptions for this 

research followed an interpretive approach advocated in ANT literature. This interpretive 

approach was considered suitable, given the desire to focus on identifying the processes that 

enable health and business outcomes to occur: that is, how universities in this study implement 

and manage HPPs to improve health and productivity. 

 

The multimethod qualitative research design used to collect and analyse data to address the 

research objectives of this study has been reviewed in Chapter 5. This design involved two 

research phases. In the first research phase, content analysis was performed on website 

documents collected from eight Australian universities. To investigate the types of HPPs 

implemented (research objective one), documentation including information contained within 

advertisements, manuals, minutes of meetings, and policies and procedures was stored and 

analysed using NVivo software. A systematic process for coding, scoring and reporting on the 

health issues and health risk factors addressed by sampled universities was developed, along 

with the activities used to target these health concerns. Information on the management controls 

used by sampled universities was also collected from documentation such as annual reports 

and strategy documents. This information was used to examine the influence of management 

controls on the selection and implementation of HPPs by sampled universities (research 

objective two). A broader understanding of the range of HPPs and management controls was 

sought by supplementing content analysis with formal interviews and written correspondence 

with key informants. 

 

The second research phase involved a case study of a single Australian university in the early 

stages of implementing HPPs. This study was designed to address research objective two by 

examining the management controls used by the case university and their influence on HPP 

implementation. A mix of data was collected through archival documentation, interviews and 

observations undertaken between the years 2015 and 2017. Collected data was stored and 
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analysed using NVivo. For this purpose, methodological principles from ANT were used. 

Specifically, the case study followed attempts by the health, safety and wellbeing department 

to implement a centralised HPP implementation plan that aligned the interests of diverse 

stakeholders. To analyse the role of various actors in this implementation process (e.g. 

department personnel and management controls), interviews were coded based on a conceptual 

framework derived from ANT literature (Callon, 1986). The validity and reliability of the case 

study were enhanced by providing an audit trail and by establishing protocols for the methods 

employed, such as interview and observation guidelines. 
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Chapter 6 Content analysis findings 

 

6.1 Introduction 

 

Chapter 6 presents content analysis findings from phase one in relation to the type and 

implementation of health promotion programs (HPPs). The purpose of this content analysis is 

to evaluate the programming of employee health promotion within Australian universities. A 

sample of 497 website documents were collected and analysed to reveal the extent to which 

eight Australian universities implemented HPPs along with their management control. Each 

reported reference was generated by an actor (e.g. health, safety and wellbeing department 

personnel) who attempted to express information about different programs and arrangements 

for promoting employee health. 

 

Content analysis findings are structured using the following headings that align with the 

research objectives addressed in this research: 

 

• Types of health issues and health risk factors targeted (Research objective one) 

• Types of health-promotion activities implemented (Research objective one) 

• Influence of management controls on health promotion programs (Research objective 

two) 

 

To address research objective one, Section 6.2 reflects on patterns that emerged in relation to 

the types of health issues and health risk factors targeted by university HPPs. Exploring which 

types of issues and factors make programs suitable for implementation provides an important 

starting point for appraising the range of HPPs used. Section 6.3 summarises HPPs in relation 

to two sets of activities: awareness and behaviour change or supportive environments. 

Exploring how universities implement different activities, and in which situations, provides a 

basis for investigating program content and structure. Section 6.4 addresses research objective 

two by examining interdependencies between HPP implementation processes and management 

controls. The content analysis findings highlight not a single motivation for implementing 

programs (e.g. improve productivity) but a network of motivations that require management 

attention. Section 6.5 concludes by summarising the findings from the first research phase in 



Chapter 6 – Content analysis findings 

 

140 

 

this study, which revealed patterns in the type of HPPs selected and implemented by sampled 

universities. 

 

6.2 Types of health issues and health risk factors 

 

This section reviews findings revealed using a standardised system developed in this research 

for itemising the extent of implemented HPPs in a consistent manner. References to health 

issues (Section 6.2.1) and health risk factors (Section 6.2.2) contained within university website 

documents were coded, along with their relevant linkages with content coded in relation to 

eight HPPs8 (Section 6.2.3). 

 

6.2.1 Health issues 

 

The statistics displayed in Table 6.1 summarise the combination of health issues and programs 

identified in the university website documents. The table indicates that Australian universities 

value initiatives targeting mental health, cancer, cardiovascular disease, and diabetes but place 

less significance on other health outcomes. The least common health issue mentioned in Table 

6.1 was oral health with links to one program. 

 

Table 6.1: Health issues targeted by universities through implemented HPPs 

 

Health issues Number of 

documents 

Number of programs universities used to reference health issue 

U1 U2 U3 U4 U5 U6 U7 U8 Total (%) 

Cancer 28 1 2 1 3 1 2 1 4 15 (17.05) 

Cardiovascular disease 27 0 2 1 4 0 2 0 4 13 (14.77) 

Diabetes 36 1 1 1 4 0 2 1 3 13 (14.77) 

Lung and kidney function 8 0 0 1 2 0 1 0 0 4 (4.55) 

Mental health 125 3 6 3 4 1 3 2 4 26 (29.55) 

Musculoskeletal conditions 15 1 3 0 1 1 1 0 2 9 (10.23) 

Oral health 12 0 0 0 0 1 0 0 1 2 (2.27) 

Respiratory conditions 7 0 2 0 1 0 1 0 2 6 (6.82) 

Total  6 16 7 19 4 12 4 20 88 (100) 

 

“Mental health”, the most prominent issue mentioned by sampled universities, was referenced 

in 125 of the 497 documents included in the data set. Familiar problems associated with poor 

                                                 
8 Appendix A.1 provides an overview of the literature related to each program 
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mental health, including anxiety, bipolar and depression, were referenced within university 

documents. As shown in Table 6.1, most universities consistently linked mental health to three 

or more programs while U2 linked this issue with six out of the eight programs analysed.  

 

In addition to mental health, cancer (linked to five different programs), cardiovascular disease 

(6) and diabetes (5) were consistently referenced within university documents. These four 

health issues, typically referenced by at least one university (see Table 6.1), collectively 

accounted for a significant proportion of documented references to health issues. This implies 

a high probability that universities will link HPPs to at least one of these four health issues and 

will produce website documentation to promote their association. As shown in the total column 

of Table 6.1, minimal programs were referenced to health issues by U1, U3, U5 and U7. 

Initiatives for these universities, except for U5, demonstrated higher representations for health 

issues other than “lung and kidney function”, “musculoskeletal disorders”, “oral health” or 

“respiratory conditions”. 

 

The least common health issues mentioned in Table 6.1 included oral health, with links to one 

program, and lung and kidney function, linked with two. These findings confirm that Australian 

universities target health issues unique to local contexts (Australian Government, 2016), which 

differs from findings in international studies (Goetzel et al., 2004; Harris & Fries, 2002; Juneau 

et al., 2011). In the health promotion literature reviewed, poor oral hygiene was linked to 

addiction-related (e.g. smoking), disease management, and nutrition and weight management 

programs (e.g. consumption of sugary foods and beverages) (Lamster, DePaola, Oppermann, 

Papapanou, & Wilder, 2008). Yet oral health was reported by two sampled universities and 

linked to one program only. Rather than indicating that these health issues are unimportant to 

the employee, the low number of references indicates the importance of implementation 

contexts in defining health. For example, both universities advertised the importance of oral 

health in relation to utilising health clinic services provided by the university.  

 

6.2.2 Health risk factors 

 

The following findings offer additional insights into the comprehensiveness of HPPs by 

examining their association with health risk factors specific to the Australian university sector 

(Australian Institute of Health and Welfare, 2016a). Numerous health risk factors exist and are 

continually being discovered and developed (Australian Institute of Health and Welfare, 
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2016b; Dahlgren & Whitehead, 1992; Marmot, 2005; Marmot, Friel, Bell, Houweling, & 

Taylor, 2008; Solar & Irwin, 2007). 

 

Descriptive statistics for health risk factors identified in the website documents of sampled 

universities are summarised in Table 6.2. From the table, it is evident that Australian 

universities consistently referenced alcohol and other addictions, discrimination and 

harassment, physical activity, smoking, and social determinants, but demonstrated lower 

representations of health risks such as domestic violence.  

 

Table 6.2: Health risk factors targeted by universities through implemented HPPs 

 

Health risk factors Number of 

documents 

Number of programs universities used to address health risk factor 

U1 U2 U3 U4 U5 U6 U7 U8 Total (%) 

Alcohol and other addictions 85 3 2 4 3 3 4 2 5 26 (15.95) 

Biomedical factors 26 1 1 1 3 1 1 1 2 11 (6.75) 

Discrimination and harassment 135 1 1 2 3 2 3 1 2 15 (9.20) 

Domestic violence 40 1 1 2 1 1 1 1 1 9 (5.52) 

Food and nutrition 21 1 1 1 3 1 1 1 1 10 (6.13) 

Overweight and obesity 26 2 2 1 5 2 2 3 2 19 (11.66) 

Physical activity 60 1 4 2 4 1 3 1 2 18 (11.04) 

Smoking 58 2 2 2 2 1 2 1 2 14 (8.59) 

Social determinants 96 3 6 4 6 6 5 4 7 41 (25.15) 

Total  15 20 19 30 18 22 15 24 163 (100) 

 

The alcohol and other addictions category primarily targeted alcohol and drug use (74 out of 

85 documented mentions), with 11 documents referencing gambling addiction. An obligation 

to manage these health risks was apparent from a health and safety perspective. This was best 

demonstrated in information contained within a section on managing and supporting 

employees impaired by alcohol and other drugs within U8’s website. The information provided 

to employees pointed to the university’s “general 'duty of care' obligation to ensure that, as far 

as practicable, workers are not exposed to hazards and risks that could arise from impairment 

by alcohol and/or other drugs” [Document: U8.043].  

 

A similar emphasis towards compliance was evident with “discrimination and harassment” and 

with “smoking”. HPPs promoting inclusive workplace environments consistently referenced 

Australia’s anti-discrimination legislation, which targets discrimination towards personal 
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attributes such as age, disability, race, sex, and sexual orientation (Australasian Legal 

Information Institute, 2016). 

 

Several universities linked HPPs to a diverse range of social determinants. As shown in Table 

6.2, social determinants were linked to more program types than any other health risk factor 

was. Every university linked social determinants to more than three programs, while U2 and 

U8 linked this health risk factor with six programs. The most common determinant identified 

was working conditions (in 65 out of the 96 documents referenced to social determinants), 

which included managing redundancies, unemployment, work conflicts and workloads. This 

finding was expected, with working conditions having long been considered a risk to the 

physical safety of employees (Munz, Kohler, & Greenberg, 2001; Murphy, 2002). However, 

despite shifting towards flexible workplace arrangements, the execution of these changes was 

problematic. Although the literature increasingly recognises the potential for working 

conditions to positively impact on employee functioning and fulfilment (Day & Randell, 2014), 

the sampled universities primarily focused on reducing the potential consequences of adverse 

working conditions on health. The focus appeared to be on ensuring that employees remained 

in employment. Less common situations were where social contexts could be adapted to suit 

specific employee requirements such as through career progression, improving job satisfaction 

and providing support for employees with caring responsibilities. 

 

It is possible that universities incorporated social determinants of health within HPPs to comply 

with legal and social mores but failed to recognise the benefit of disclosing them in everyday 

practice (e.g. due to the economic implications). While every university had formalised systems 

for managing each employee’s workloads, universities seldom referenced these systems in the 

context of specific HPPs. Workload management was a sub-category of social determinants 

and was referenced in relation only to mental health programs (e.g. stress) and diversity and 

inclusion programs (e.g. caring responsibilities). The variation in content coded in the 

caregiving sub-category (referenced in only 22 documents pertaining to “social determinants”) 

illustrated the potentially diverse demands and support needs of employees. An employee 

might be supporting a child, a partner, an incapacitated or disabled family member, or an 

elderly parent. The next section further explores linkages between HPPs and the health issues 

and health risk factors mentioned by universities. 
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6.2.3 Linkages between programs, health issues and health risk factors 

 

A greater understanding of variations in program content and structure is expected to improve 

implementation outcomes. Harris and Fries (2002) suggested that a familiarity with linkages 

between health issues and health risk factors is important for designing and implementing 

programs. HPPs are more likely to be successful if employee health issues are well understood, 

and if risks to poor health are addressed according to local implementation contexts (Dooris, 

2013). The findings reported in Section 6.2.3 offer additional insights by investigating the types 

of HPPs Australian universities considered suitable for targeting specific health outcomes. 

Sections 6.2.3.1 to 6.2.3.8 provide evidence to support these linkages between each of the 

programs and the health issues and health risk factors identified within the content analysed, 

as shown in Table 6.3 and Table 6.4. 

 

In Table 6.3, the HPPs perceived to be important by universities for promoting particular issues 

are documented within the context of each health issue identified. For example, addiction-

related programs were mentioned by universities in relation to promoting three health issues: 

cancer, cardiovascular disease and respiratory conditions. The five universities that linked 

addiction-related programs to cancer all did so in relation to smoking with only one university 

warning about the risks of excessive alcohol consumption. 

 

Table 6.3: Health issues targeted by HPPs across each university  

 

Health issues Number of  Number of universities with programs that reference health issue 

 Documents AR DM DI EA ER MH NW PA Total (%) 

Cancer 28 5 6 0 0 2 0 1 1 15 (17.05) 

Cardiovascular disease 27 1 4 0 0 2 1 2 3 13 (14.77) 

Diabetes 36 0 6 0 0 1 1 2 3 13 (14.77) 

Lung and kidney function 8 0 3 0 0 0 0 1 0 4 (4.55) 

Mental health 125 0 1 6 7 0 8 2 2 26 (29.55) 

Musculoskeletal conditions 15 0 1 0 0 6 0 0 2 9 (10.23) 

Oral health 12 0 2 0 0 0 0 0 0 2 (2.27) 

Respiratory conditions 7 1 3 0 0 1 0 0 1 6 (6.82) 

Total  7 26 6 7 12 10 8 12 88 (100) 

Key: AR: Addiction-related; DM: Disease management; DI: Diversity and inclusion; EA: Employee assistance; 

ER: Ergonomic; MH: Mental health; NW: Nutrition and weight management; PA: Physical activity 
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Similarly, Table 6.4 identifies the HPPs that universities perceived to be important for 

promoting each health risk factor. For example, a total of four health risk factors were identified 

as being targeted by addiction-related programs: alcohol and other addictions, overweight and 

obesity, smoking, and social determinants.  

 

Table 6.4: Health risk factors targeted by HPPs across each university  

 

Health risk factors Number of Number of universities with programs addressing health risk factor 
 

Documents AR DM DI EA ER MH NW PA Total (%) 

Alcohol and other addictions 85 8 4 0 7 0 6 1 0 26 (15.95) 

Biomedical factors 26 0 7 0 0 0 0 1 3 11 (6.75) 

Discrimination and harassment 135 0 0 8 3 0 4 0 0 15 (9.20) 

Domestic violence 40 0 0 8 1 0 0 0 0 9 (5.52) 

Food and nutrition 21 0 2 0 0 0 1 6 1 10 (6.13) 

Overweight and obesity 26 2 5 0 0 1 3 6 2 19 (11.66) 

Physical activity 60 0 4 0 0 0 2 4 8 18 (11.04) 

Smoking 58 8 4 0 1 0 1 0 0 14 (8.59) 

Social determinants 96 3 4 8 8 3 8 3 4 41 (25.15) 

Total  21 30 24 20 4 25 21 18 163 (100) 

Key: AR: Addiction-related; DM: Disease management; DI: Diversity and inclusion; EA: Employee assistance; 

ER: Ergonomic; MH: Mental health; NW: Nutrition and weight management; PA: Physical activity 

 

6.2.3.1 Addiction-related programs 

 

The World Health Organization (WHO) prioritises interventions that specifically target 

addictions. A broad range of health issues and health risk factors have been associated with 

addictions (Keleher & MacDougall, 2009; Wilkinson & Marmot, 2006). Indeed, excessive 

consumption of alcohol is a known issue for the Australian population (Webb, Shakeshaft, 

Sanson-Fisher, & Havard, 2009). However, sampled universities opted not to directly target a 

broad range of health issues and health risk factors specifically through addiction-related 

programs. 

 

Addiction-related programs were implemented by every university to target several health-

related objectives. Specifically, Table 6.3 shows that “cancer”, “cardiovascular disease”, and 

“respiratory conditions” were the only health issues identified for which participation in 

addiction-related programs offered a solution. This was consistent with the literature linking 

unhealthy addictions to several issues such as diabetes, cancer, heart conditions, mental health, 

kidney problems, and strokes (Collins & Lapsley, 2008; Gottlieb, 2002; Tones & Green, 2004).  
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As shown in Table 6.4, the four health risk factors targeted were “alcohol and other addictions”, 

“overweight and obesity”, “smoking” and “social determinants”. Every university targeted 

“alcohol and other addictions”, and “smoking”. Of the 143 documents with references to these 

two factors (85 for alcohol and other addictions and 58 for smoking), 75.50 percent were linked 

to addiction-related programs. Terms such as “smoke-free environment”, “cessation”, and 

“quit” were consistently linked to addiction-related programs. Here, universities focused on 

eliminating the impact these risky behaviours have on health by providing advice and 

supportive environments. The policies of one university stated that “a Budget Unit may provide 

reasonable financial support to an employee of the Budget Unit to assist the individual 

undertake a quit-smoking program” [Document: U2.033]. Similarly, another university’s 

policies stipulated that the “Associate Director, Wellbeing Services must ensure smoking 

cessation information and resources are available to support staff” [Document: U3.049]. 

 

However, the two remaining health risk factors identified in Table 6.4 (“overweight and 

obesity” and “social determinants”) were rarely mentioned in the context of addiction-related 

programs. Weight gain was identified as a negative consequence of smoking cessation by one 

university [Document 5.039]. The benefits of using addiction-related programs to target social 

determinants were communicated by three universities. For example, one university 

implemented counselling services to educate staff and students about the social “implications 

of alcohol on sexual health, study, driving, safety and drowning. Information is also provided 

on ways to reduce alcohol related harm and to promote responsible drinking” [Document: 

U8.043]. Another university organised “staff events around particular activities rather than 

alcohol” [Document: U5.045]. The limited references to these two health risk factors is 

possibly due to a lack of both legislative prerogative for universities and employee interest in 

behavioural changes. 

 

Organisations are advised in health promotion literature to target the health risk factors most 

likely to influence employee health and productivity (Loeppke et al., 2008). However, social 

mores, as opposed to only the medical and business significance of health concerns, appeared 

to motivate choices made by the sampled universities. Regarding addiction-related programs, 

universities concentrated more on an employee’s motivation to participate as an indicator of 

relevant health risks, unless there was legal motivation to do otherwise. This indirect 

implementation strategy for addiction-related programs indicated the importance of 
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implementing strongly supported and attended HPPs, rather than prioritising interventions that 

target specific health objectives. When asked about the apparent lack of programs targeting 

high-risk behaviours, a health, safety and wellbeing manager explained that “even when you 

do offer something, employees don't take it up. It's not something, a bit like the drinking one, 

they don't want to change their behaviours” [Interviewee 1.3]. Thus, translating the practices 

of employees and workplaces into beneficial health outcomes involves the need to comprehend 

the diverse interests of a range of stakeholders. 

 

Health promotion literature has advocated using collaborative implementation strategies when 

legislative prerogatives for targeting health risks do not exist or when employees are unwilling 

to change (Zwetsloot et al., 2013). However, universities appeared to focus on learning what 

types, and how, to implement programs for enforcing rather than empowering employees to 

change their behaviours, and how. For example, only one university advertised initiatives that 

directly targeted excessive alcohol consumption. This university launched an “alcohol 

education campaign ‘What You Can’t See’, highlighting the diseases caused by regularly 

overindulging. The campaign warns that almost one in four [State name] Australians is in 

danger of getting liver disease, cancer or stroke from long-term drinking” [Document: U8.049]. 

The university appeared to use employees’ fear of becoming ill (e.g. negative perspective on 

health) to motivate participation in programs to change alcohol habits, rather than learning how 

to support and care for unique employee situations. It is possible that universities minimise 

their responsibilities for problematic health issues by regulating employee conduct according 

to legal and social norms. 

 

The need to balance beneficial and excessive alcohol consumption represented an interesting 

challenge for universities around implementing addiction-related programs. Arguably, social 

norms within universities have reinforced the health and social benefits of moderate alcohol 

consumption without recognising an underlying problematic drinking culture in Australia. A 

health, safety and wellbeing manager referred to certain aspects of addiction-related programs 

as self-defeating programs in the context of universities. Rather than resolving perplexities 

between the social benefits of alcohol and excessive alcohol consumption, this manager 

emphasised the elimination of contradictions that opposed program objectives specified by the 

department. 
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“Take for example, the University Club, which is the licensed premises on campus. While you 

still have that type of environment, it counteracts any positive message that you, as a health and 

safety representative are trying to say, that alcohol is bad for you” [Interviewee 1.3]. 

 

The health, safety and wellbeing manager identified situations where universities enforced 

health reform through programs. “The smoke-free environment has been spectacularly 

effective, but again that's been largely driven by Government legislation saying public places 

will be smoke free, it's not something that employers did on their own back” [Interviewee 1.3]. 

The uncompromising stance towards smoking was reinforced in university policies. One 

university restricted “tobacco products or any type of smoking paraphernalia for sale, trade or 

free of charge on or in any University campus, buildings or other areas owned, controlled or 

leased by the University” [Document: U1.034]. Similarly, another university prevented 

smoking products from being sold in campus retail outlets and vending machines, and removed 

the rights of tenants to do so. The university stated that employees and representatives must 

not knowingly 

 

“accept research funding from the tobacco industry; accept gifts or enter into arrangements or 

associations with the tobacco industry; adopt an investment strategy involving tobacco 

companies; and engage tobacco companies as sponsors, or have tobacco on sale at careers, fairs, 

open days or student recruitment events” [Document: U4.052]. 

 

In summary, universities appeared to target issues that were supported by an external governing 

body. Following support from Australian Government regulation, universities have outlawed 

smoking. Conversely, universities acknowledged the effects of excessive alcohol consumption 

but did not have a strong reason to act. The idea of using addiction-related programs to 

eliminate risky drinking behaviours was problematic: in practice, universities did not appear 

willing to understand or target the different views that exist on such matters. 

 

6.2.3.2 Disease management programs 

 

The most diverse range of health issues and health risk factors were targeted through disease 

management programs. These programs aim to improve a person’s health and to reduce future 

issues associated with illness (Jutkowitz et al., 2015). Sampled universities utilised these 

programs to offer employees opportunities to prevent or reduce the effects on their lifestyles of 
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all eight health issues analysed in this research. Employees were encouraged to participate in 

these programs to help improve seven of the nine health risk factors identified—only 

“discrimination and harassment” and “domestic violence” were not mentioned, which makes 

sense given the medical orientation of disease management programs. 

 

The diverse scope for disease management programs was attributable to the medical 

examinations and consultations made available through university health clinics. The services 

offered by these clinics, which are traditionally orientated towards student learning and 

community services, were leveraged to treat and prevent several employee illnesses. One 

university advertised a comprehensive range of services offered through an onsite health clinic: 

“Cardiovascular risk assessment, Blood pressure check, Blood glucose monitoring, Diabetes 

risk assessment, [and] Weight and body mass index measurements” [Document: U1.037]. An 

advertisement of the health clinic services offered by another university warned employees 

about risks “associated with high blood pressure: smoking, having high blood cholesterol, 

being overweight, and having diabetes. The only way to find out if your blood pressure is high 

is by having it checked regularly. Staff are encouraged to see a Nurse at the [University health 

clinic] for a free blood pressure and blood glucose test” [Document: U3.023]. This university 

encouraged employees to attend health risk assessments because if a risk such as “blood 

pressure remains high, it can lead to serious problems such as heart attack, stroke, heart failure 

or kidney disease” [Document: U3.023]. 

 

6.2.3.3 Diversity and inclusion programs 

 

“Mental health” was the sole health issue associated with diversity and inclusion programs 

(Table 6.3). Universities expected management and employees to understand, communicate, 

and make reasonable adjustments to assist people experiencing mental health issues. This 

mandate for diversity and inclusion programs was supported by a legal undertone. One 

university explained that “legislation requires you to ensure your workplace does not 

discriminate against or harass workers with mental illness (either directly or indirectly)” 

[Document: U8.071]. Another university required employees to regularly review policies and 

to attend courses “in equal opportunity, discrimination and harassment issues that provide staff 

with the knowledge to perform their legal responsibilities under Australian anti-discrimination 

laws” [Document: U1.054]. 
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As shown in Table 6.4, the most prominent health risk factor targeted through diversity and 

inclusion programs was “discrimination and harassment”. The focus was to create inclusive 

workplace environments through various programs, including initiatives that support equality 

in relation to remuneration and leadership opportunities, and to generous paid leave for carers, 

cultural circumstances, and bereavement purposes. However, references to “discrimination and 

harassment” were seldom linked to alternative programs, despite their being strongly 

associated with diversity and inclusion programs. Of the 135 documents with references to 

“discrimination and harassment” (Table 6.4), 89.21 percent were linked to diversity and 

inclusion programs. This result, similar to the addiction-related programs, indicated the direct 

approach taken when legal reasons prompt universities to recognise health risks associated with 

diversity and inclusion. 

 

The two remaining health risk factors targeted through diversity and inclusion programs were 

“domestic violence” and “social determinants”. Here, the focus was to eliminate issues such as 

family violence, as well as various social risks attributable to discrimination. For example, 

every university provided employees with paid family violence leave, which was governed by 

Australian legislation (Section 2.3.1). Programs were also established to provide counselling 

and advice on workplace bullying, psychology courses, and policies for work-related social 

functions, but these initiatives were less prevalent across the sampled universities. 

 

While diversity and inclusion programs maintained narrow health-related objectives (e.g. 

targeted one health issue and three health risk factors), these programs were linked with the 

most widely advertised health issues and health risk factors. Almost every university referenced 

diversity and inclusion programs in relation to “mental health”, which had the highest 

document coverage of any health issue (Table 6.3). Similarly, every university linked diversity 

and inclusion programs with “discrimination and harassment” and “social determinants”, 

which were the most consistently documented health risk factors (Table 6.4). The legal 

relationship between these three factors should be noted: the “Disability Discrimination Act 

1992 (Cth)” and the “Fair Work Act 2009 (Cth)” protects employees from discrimination in 

relation to mental health conditions (Harpur et al., 2012). 

 

The findings also highlighted the economic and social relevance of inclusive and tolerant 

workplaces. Universities appeared motivated to position themselves as bastions of social 

values. However, the paradox with celebrating diverse interests was the difficulties in unifying 
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beliefs about social norms such as equality, sexual orientation and intolerance towards 

violence. For one university, this objective was achieved by educating employees about the 

importance of sensitive and responsive workplace environments and by monitoring employee 

compliance with these standards. A supportive workplace environment was expected to lower 

“barriers for staff members seeking help and may therefore lower the impact and costs, both 

real and intangible, of domestic violence on the individual and the organisation” [Document: 

U3.010]. Here, the onus was on the employee or manager to align their beliefs with respective 

university policies on tolerance and inclusion. Policy documentation outlined by another 

university explained how “supervisors are encouraged to identify training needs for themselves 

and their staff” [Document: U6.030]. Deviations from social norms were early indicators of 

health risks: management were expected to recognise and eliminate such occurrences. 

“Supervisors should be alert to the possibility of workplace bullying and should monitor key 

indicators such as workplace culture factors, high absenteeism and high staff turnover” 

[Document: U6.030]. 

 

6.2.3.4 Employee assistance programs 

 

Universities also provided employee assistance programs, defined as programs that eliminate 

or reduce the impact of a wide range of health issues on work productivity (Kirk & Brown, 

2003). Employees and management were encouraged to utilise these programs to help prevent 

or reduce the effects of mental health issues on lifestyles and work performance (Table 6.3). 

Through these programs, universities offered employees assistance to improve five identified 

types of health risk factors, as shown in Table 6.4: “alcohol and other addictions” (offered by 

7 universities); “discrimination and harassment” (3); “domestic violence” (1); “smoking” (1); 

and “social determinants” (8). Except for the “domestic violence” category, the health issues 

and health risk factors targeted were like those targeted through mental health programs. 

However, a notable difference between these programs was the reliance on third-party 

providers to implement and manage employee assistance programs. Various documents 

referring to employee assistance programs contained the terms “external agency” [Document: 

U1.003], “external provider” [Document: U2.006; Document: U3.011; Document: U7.011], or 

“service provider” [Document: U8.005].  

 

“Social determinants” relating to working conditions, the most commonly targeted risks, 

primarily addressed work-related stress and relationship issues such as workplace conflicts. 
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The word “stress” was mentioned in 13 documents across six universities and was preceded or 

followed by words such as “anxiety”, “conflict”, “emotional”, “frustration”, “pressure”, 

“relationships” and “work-related”. An advertisement for employee assistance programs 

offered employees support when the “thought of presenting to a ‘tough’ audience makes you 

feel queasy. You need some practical guidance on how to de-stress in preparation for your next 

presentation” [Document: U1.005]. The prominence of references to stress in relation to 

employee assistance programs was interesting: a more direct approach to managing stress was 

expected, given the prevalence of stress-related illnesses in the university sector (Gillespie et 

al., 2001; Winefield et al., 2008; Winefield et al., 2003; Winefield & Jarrett, 2001). 

 

6.2.3.5 Ergonomic programs 

 

Sampled universities primarily mentioned the importance of ergonomic programs for 

managing “musculoskeletal disorders” and improving “social determinants”. In the context of 

ergonomic programs, 14 documents referenced health issues, of which 57.14 percent contained 

information on “musculoskeletal disorders”. Similarly, three of the four documents that 

referenced ergonomic programs and health risk factors did so in relation to “social 

determinants” relating to working conditions such as job satisfaction and sedentary work tasks. 

Two universities acknowledged a broad range of risks attributed to sedentary behaviours. 

According to one university, “there is considerable evidence to suggest that prolonged sitting 

is detrimental to health, even when people exercise regularly, increasing the risk of – heart 

disease, diabetes, obesity and general weight gain, cancer and death” [Document: U4.032]. To 

promote these initiatives, the university identified several “benefits to sitting less and moving 

more, including reduced risk of chronic diseases [….] improved weight management and 

reducing the risk of developing musculoskeletal disorders” [Document: U4.032]. Another 

university acknowledged “considerable evidence suggesting that prolonged sitting increases 

your risk of cancer, cardiovascular disease and death. The amount of time spent sitting remains 

a risk, even if you engage in regular exercise” [Document: U8.055].  

 

6.2.3.6 Mental health programs 

 

Mental health programs help employees develop mental resilience (Goetzel, Ozminkowski, 

Sederer, & Mark, 2002). Through these programs, employees were given support to prevent 

health issues such as “cardiovascular disease”, “diabetes” and “mental health” from occurring 
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(Table 6.3). Initiatives were primarily identified to assist employees with managing anxiety 

(referenced in 37 documents), bipolar (six), depression (33) and other specific mental health 

issues (54) resulting from factors such as bullying, domestic violence and workplace pressure. 

Only two universities linked mental health programs to a health issue other than “mental 

health” (e.g. “cardiovascular disease” and “diabetes”). Following several trials of a depression 

program, one university proclaimed “the reduction of depressive symptoms in people aged 45 

years or more with a history of, or risks for, cardiovascular disease, compared to an attention 

placebo control” [Document: U2.058]. Similarly, another university encouraged employees to 

participate in a Tai Chi program as results showed that “depression, diabetes and obesity can 

all be improved through a gentle mind-body therapeutic program” [Document: U7.051]. 

 

Sampled universities also used mental health programs to target the impact of “alcohol and 

other addictions” (documented by six universities), “discrimination and harassment” (four), 

and “social determinants” (eight) on employee health, as shown in Table 6.4. Regarding social 

determinants, it was common for mental health programs to target work-related stress. Here, 

various therapeutic programs were used to assist employees in reducing the presence of 

stressors or in minimising their negative effects. Massage therapy, meditation and mindfulness 

programs, social groups for walking, cycling and book clubs, and yoga were examples of 

programs designed to alleviate stress. In advertising the benefits of these programs, a university 

explained that “mindfulness is an attention training practice, shown to reduce stress, unhelpful 

thoughts, and enhance focus, concentration, relationships and wellbeing” [Document: U4.087]. 

Another university offered “wellbeing activities that help you maintain your psychological 

wellbeing and encourage work-life balance” [Document: U2.023]. 

 

Mental health programs were also used by universities to target “food and nutrition”, 

“overweight and obesity”, “physical activity” and “smoking”, albeit to a lesser extent. The 

benefit of “improved diet and nutrition” [Document: U4.074] was mentioned by one university 

and “regular exercise” mentioned by two universities [Document: U2.051; Document: 

U4.074]. Conversely, mental health issues were linked with “obesity” by three universities 

[Document: U1.060; Document: U4.021; Document: U7.051], and “quitting smoking” by one 

university [Document: U4.074]. 
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6.2.3.7 Nutrition and weight management programs 

 

The health issues referenced in relation to nutrition and weight management programs were 

diversely spread amongst five illnesses, as shown in Table 6.3. The sampled universities 

seldom used nutrition and weight management programs to target specific health issues: each 

health issue, “cancer”, “cardiovascular disease”, “diabetes”, “lung and kidney function” and 

“mental health”, was mentioned by no more than two universities. 

 

The most comment health risk factors targeted (Table 6.4) were “food and nutrition” and 

“overweight and obesity”, with each being referenced by six universities; less emphasis was 

given to “physical activity” (four universities) and “social determinants” (three universities) 

categories. The nutrition and weight management programs appeared to be intending to 

improve employee dieting behaviours, participation in weight management programs, and to a 

lesser extent, university catering options. One university stated their intention to “build an 

environment where staff, students and visitors have a range of food choices and are supported 

to make informed decisions about what they eat” [Document: U5.066]. 

 

It was surprising that healthy catering options, which were mentioned by three universities, 

were the only social determinants linked with nutrition and weight management programs. This 

is surprising because it appears that the sampled universities were doing the minimum required 

of them. According to Glanz and Kristal (2002), organisations should at least be updating their 

policies to regulate food at workplace functions. However, other social conditions that are 

important to consider in relation to nutrition and weight include accessibility, availability (e.g. 

discounting healthy food options), consumer practices and culture (Lytle, 2005). 

 

6.2.3.8 Physical activity programs 

 

The pattern observed for physical activity programs replicated that of nutrition and weight 

management programs. As shown in Table 6.3, a diverse range of health issues were 

mentioned. This trend was also observed for health risk factors (Table 6.4), but most references 

concentrated on the risks of physical inactivity. Programs typically emphasised the use of 

fitness facilities and participation in activity-related programs. Flexibility and stretching 

programs countered this trend, targeting “musculoskeletal conditions” and two health risk 

factors, “biomedical factors” and “overweight and obesity”. One university advertised a 
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stretching course to combat “musculoskeletal disorders such as stiff neck, frozen shoulder, 

lower back pain, sciatic pain, and knee pain which is particularly suitable for people who suffer 

from office/computer syndrome” [Document: U2.063]. Another university encouraged 

employees to undertake 30 minutes of moderate physical activity to develop a “stronger 

musculoskeletal system, which can decrease the likelihood of developing osteoporosis and 

experiencing strains and sprains” [Document: U8.077]. The benefits of physical activity in 

reducing blood pressure and cholesterol (e.g. biomedical factors) were mentioned by three 

universities, while the benefits of weight loss were used to promote “Boxing” [Document: 

U4.088] and “Pilates initiatives” [Document: U7.049]. 

 

Despite being referenced in six programs (Table 6.4), the majority of the 19 references to 

overweight and obesity across all university programs were in relation to disease management 

(referenced by five universities) and nutrition and weight management programs (six 

universities). Very few universities linked these health issues to alternative programs such as 

participating in physical activity programs to manage weight. This could signal a preference to 

assist employees in making responsible dietary decisions rather than creating opportunities to 

participate in sporting activities. For example, providing healthy catering options might make 

more economic sense, compared with providing employees with the time and resources to 

organise and participate in their favourite sporting activities. The latter requires more trust in 

employees to self-govern their work commitments. 

 

6.3 Type of health-promotion activities implemented 

 

This section analyses how activities were used to implement HPPs. Content analysis revealed 

several different activities used by universities to target specific improvements in employee 

health. Their function and implementation in Australian university settings are of interest. 

Section 6.3.1 presents information on the types of activities referenced within university 

website pages. This data is further analysed in Section 6.3.2 to explain different motivations 

for implementing HPPs by exploring the linkages between HPPs and the type of activities 

implemented. 
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6.3.1 Health-promotion activities 

 

Universities have employed various activities to target specific health issues and health risk 

factors. Activities used to implement HPPs were grouped according to whether activities 

functioned at an individual (“awareness and behaviour change”) or organisational level 

(“supportive environments”) (O'Donnell, 2002c, 2017). Table 6.5 presents an overview of the 

activities identified in the sample. 

 

Table 6.5: Activities targeted by universities through implemented HPPs 

 
Activity Number of Number of programs at each university with reference to activity 
 

documents  U1 U2 U3 U4 U5 U6 U7 U8 Total (%) 

Awareness and behaviour 

change 

          

Brochures, flyers, guides and 

posters 

76 3 2 4 6 4 3 5 8 35 (10.77) 

Checklists, forms and toolkits 28 4 1 3 1 4 0 1 3 17 (5.23) 

Coaching, counselling and 

mentoring 

68 4 3 4 5 3 2 2 4 27 (8.31) 

Courses and training 93 3 3 2 7 3 4 4 7 33 (10.15) 

Extrinsic motivation 65 2 6 4 7 5 3 3 6 36 (11.08) 

Health-risk assessments 36 1 2 1 2 2 5 2 4 19 (5.85) 

Supportive environments           

Clinics and centres 57 4 4 3 4 3 3 5 4 30 (9.23) 

Culture 103 4 6 2 5 4 3 2 5 31 (9.54) 

Employee ownership and 

involvement 

86 3 5 4 5 5 1 2 6 31 (9.54) 

Physical environments 50 1 4 2 3 3 2 3 3 21 (6.46) 

Policy 143 4 3 5 6 3 2 4 4 31 (9.54) 

Structure 54 0 2 2 2 4 0 1 3 14 (4.31) 

Total  33 41 36 53 43 28 34 57 325 (100) 

Table 6.5 shows that a broad range of activities have been offered by the eight universities to 

encourage employees to improve their health. This is consistent with the literature, which 

suggests that the potential for organisations to benefit from HPPs will improve when a variety 

of activities are implemented throughout an organisation (Goetzel et al., 2007). 

 

Awareness and behaviour change (at an individual level) 

 

All eight universities have acknowledged “awareness and behaviour change” activities to 

varying degrees. Although Table 6.5 shows that extrinsic motivation was the most commonly 

used activity to support the implementation of HPPs, the most widely advertised activity was 
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courses and training. For example, the “extrinsic motivation” category was advertised in 65 

documents and the total number of HPPs that used this activity across each university was 36. 

Conversely, the “courses and training” category was more likely to be advertised (mentioned 

in 93 documents) but less likely to be used in a program (33). It should be noted though, that 

these two activities were commonly linked in the data set. For example, one university offered 

a “healthy breakfast” as an incentive (e.g. extrinsic motivation) for participating in a physical 

activity program [Document: U4.069]. Other universities incentivised courses by emphasising 

savings, such as U2’s offer of “eight free one hour [quit smoking] sessions” [Document: 

U2.056]. This use of extrinsic motivators, coupled with courses and training, could suggest that 

universities consider employees may not see intrinsic value in the HPPs offered. 

 

The diverse range of training topics was highlighted in a document advertising the health-

promotion activities offered by one university to their employees. In advertising activities that 

could be tailored to suit employee needs, the university promoted 

 

“wellbeing education seminars including dealing with change, emotional intelligence, family and 

relationship issues, grief and loss, healthy heart, healthy eating and reading food labels, how to 

clean green, managing stress and relaxation, cancer awareness and healthy cooking 

demonstrations” [Document: U4.087]. 

 

A broad range of activities also categorised within “brochures, guides, flyers and posters” 

included digital applications and online self-help resources, campus walking maps and signage 

to motivate taking stairs rather than elevators. Novel activities were also implemented, such as 

“expectant parent kits” [Document: U4.033]. It is possible that universities could use dialogue 

and communication with employees intending to start a family to assist with workforce 

planning, forecasting and retention strategies. 

 

The least common awareness and behaviour change activities were “checklists, toolkits and 

forms”, with 28 references in website documents, and “health risk assessments”, with 36 

references. Regarding “health risk assessments”, every university offered free or discounted 

immunisations as well as screening checks to manage various health risks such as blood 

pressure, diabetes and fitness levels. Every university made “health risk assessments” available 

to employees through their on-site health clinics, while a few universities organised health 

expos and incorporated assessments within these events. Disease management programs were 
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also implemented to administer vaccinations. However, these initiatives accounted for only a 

small percentage of the total references to disease management programs in website 

documentation. Vaccination programs, mentioned by seven universities, primarily targeted 

influenza and exposure to infectious agents while travelling or working in laboratories. These 

initiatives were strongly associated with economic and political motivations, given the costs of 

absenteeism and health and safety violations. The case study further explores the underlying 

ideals linking the objectives of health clinics and HPPs. 

 

Supportive environments (at an organisational level) 

 

Supportive environments were also recognised—in varying degrees. The most commonly used 

activities to facilitate supportive environments were “clinics and centres”, “culture”, 

“employee ownership and involvement” and “policy” (e.g. based on the total column in Table 

6.5). Existing university facilities such as chaplaincy, dental, fitness, medical, and nutrition and 

dietetic “clinics and centres” were referenced in varying degrees. 

 

Strong support for activities that facilitate a healthy university culture were observed, with 

references to these initiatives found in 103 documents. Two prominent types of activities 

emerged within the “culture” category. Firstly, a sub-category of “support networks” identified 

references to the formal systems and personnel engaged by universities to help employees 

experiencing bullying, discrimination, and other unfortunate circumstances: these references 

to “support networks” were observed in 40 documents. Secondly, 38 documents contained 

references to “team-based initiatives” and revealed diverse group activities based around 

biking, buddy fitness, mental wellbeing, phobia treatment, running, smoking support, social 

clubs, spirituality, swimming, team building, and walking. 

 

The “employee ownership and involvement” category, which indicated the extent to which 

employees were engaged in program implementation ideas, comprised 86 documents. 

Activities coded to this category primarily consisted of feedback opportunities such as survey 

responses (37 documents). In documentation communicated to their employees, one university 

explained how “the health, safety and wellbeing team invites you to provide feedback on what 

is being done and is also open to new ideas on how we can continuously improve our systems 

and service” [Document: U1.059]. Similarly, another university encouraged employees to 
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share their “ideas for health and wellbeing opportunities on [U7] Campus by emailing [Health, 

safety and wellbeing department manager]” [Document: U7.048]. 

 

A comprehensive range of policy(ies) helped facilitate supportive environments for health. 

This was consistent with literature suggesting that HPPs would fail without clearly established 

policies to guide their implementation (Pronk & Kottke, 2009). It was common for Australian 

universities with policies that were supportive of health to mention the importance of factors 

such as disability management, diversity in leadership, gender equality, training in relation to 

social mores, work satisfaction, and work-life balance issues (e.g. flexible work hours). 

 

The least commonly used activities coded to supportive environments were “physical 

environments” and “structure”. Most activities coded to “physical environments” reinforced 

each university’s mandate to provide a smoke-free campus, breast feeding facilities, access for 

people with disabilities, and ergonomically sound workplaces. The significant difference 

between the use of “clinics and centres” and “physical environments” implied that universities 

were more likely to create supportive environments when links with existing facilities were 

evident. Finally, activities coded to the “structure” category reported on the intersection 

between program objectives and administrative tasks such as mental health committees, mental 

health strategies and audits.9 

 

6.3.2 Linkages between health promotion programs and activities 

 

The previous section presented the types of activities used to implement HPPs. The variability 

observed highlights the importance of understanding how different activities are selected and 

assembled within HPPs. The literature has shown that the activities included within HPPs vary 

from one organisation to another (Ball, Timperio, & Crawford, 2006; Kahn et al., 2002; Pronk 

& Kottke, 2009; Quintiliani et al., 2007; Wilson, Griffin-Blake, & Dejoy, 2002) without 

providing localised explanations for this diversity. 

 

                                                 
9 The two activities “Policy” and “Structure” correspond to the management control elements of policies and 

procedures and administrative controls. In the context of analysing health-promotion activities, a narrow definition 

is taken whereby specific references to programs were documented rather than broadly investigating their use at 

organisational or at operational levels. 
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Information displayed in Table 6.6 is used to examine the association between the types of 

programs implemented by universities and the types of activities used. From Table 6.6, it is 

evident that activities differ depending on which HPPs are selected and implemented. For 

example, “coaching, counselling and mentoring” services were associated with programs 

related to addiction (referenced by 6 universities), disease management (1), diversity and 

inclusion (7), employee assistance (8), and mental health (5). 

 

Table 6.6: Activities targeted by HPPs across each university 

 

Activity Number of Number of universities with programs that reference activity 
 

documents AR DM DI EA Er MH NW PA Total (%) 

Awareness and behaviour 

change 

 
        

 

Brochures, flyers, guides and 

posters 

76 3 1 7 7 5 7 3 2 35 (10.77) 

Checklists, forms and toolkits 28 1 0 5 1 4 4 1 1 17 (5.23) 

Coaching, counselling and 

mentoring 

68 6 1 7 8 0 5 0 0 27 (8.31) 

Courses and training 93 2 3 7 3 4 8 4 2 33 (10.15) 

Extrinsic motivation 65 3 8 2 8 0 5 6 4 36 (11.08) 

Health risk assessments 36 0 8 0 0 3 2 4 2 19 (5.85) 

Supportive environments  
        

 

Clinics and centres 57 3 8 5 0 0 4 8 2 30 (9.23) 

Culture 103 4 0 8 2 2 4 6 5 31 (9.54) 

Employee ownership and 

involvement 

86 4 2 8 2 3 4 4 4 31 (9.54) 

Physical environments 50 8 0 6 0 5 0 2 0 21 (6.46) 

Policy 143 8 5 8 2 5 3 0 0 31 (9.54) 

Structure 54 0 1 4 0 3 4 1 1 14 (4.31) 

Total  42 37 67 33 34 50 39 23 325 (100) 

Key: AR: Addiction-related; DM: Disease management; DI: Diversity and inclusion; EA: Employee assistance; 

Er: Ergonomic; MH: Mental health; NW: Nutrition and weight management; PA: Physical activity 

 

Comparing the list of activities in Table 6.6 against each HPP resulted in variations in the 

reported data. The commentary in Section 6.3.2 draws on quotations from the analysed content 

and the interviews to explore the patterns evident in the reported data. A correspondence 

analysis was used as an exploratory technique to provide insights into the relationships between 

activities and implemented HPPs (Section 6.3.2.1). Following this analysis, the eight programs 

were grouped into three clusters which appeared to assign more importance to either leveraging 

internal and external support (for cluster one), utilising in-house services (cluster two) or 

complying with legal requirements (cluster three). 
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6.3.2.1 Correspondence analysis 

 

The correspondence analysis displayed in Figure 6.1 plots the 12 activities targeted by the HPPs 

used across each university (as shown in Table 6.6). The approach taken to perform the 

correspondence analysis used a symmetrical plot to create a visual representation of 

associations between activities and implemented HPPs (see Greenacre, 2017). According to 

Bock (2011), this approach is not limited to interpreting the distances between activity and 

program plots in the figure. Rather, associations can also be analysed by interpreting the angles 

and distances of the lines linking different plots with the origin of the figure. Sharper angles 

and longer distances in the lines indicate stronger associations (see discussion in Section 

5.4.3.4). 
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Figure 6.1: Correspondence analysis of association between activities and health promotion 

program clusters 

 
 

 

Figure 6.1 identifies distinct patterns regarding program implementation strategies adopted 

within universities. Rather than being an attribute of planning by senior management as 

suggested in the health promotion literature (O'Donnell, 2002c), various drivers (e.g. social and 

technical) within university settings appeared to influence the selection of appropriate program 

activities. Universities were less willing to assume responsibility for activities utilised within 

cluster one programs. Rather, awareness and behaviour change 

activities such as “brochures, flyers, guides and posters” and “coaching, 

counselling and mentoring” were primarily associated with these programs. These activities 

were used to encourage participation in initiatives that either were outsourced or typically were 

Key 

Activities: 

Programs: 

AR: Addiction-related; DM: Disease management; DI: Diversity and inclusion; EA: Employee assistance;  

Er: Ergonomic; MH: Mental health; NW: Nutrition and weight management; PA: Physical activity 

Cluster two Cluster three 

Cluster one 



Chapter 6 – Content analysis findings 

 

163 

 

compiled using external resources and connections. In comparison, programs contained within 

clusters two and three emphasised cooperation with internal and external stakeholders. Cluster 

two programs were assembled using activities such as “health risk assessments” and leveraging 

“clinics and centres” to promote employee health. Cluster three programs primarily focused on 

ensuring that “policy” and “physical environments” complied with legislation. 

 

6.3.2.2 Cluster One: Employee assistance and mental health programs 

 

The content of employee assistance programs was characterised by their strong association 

with outsourced activities. Of the 68 website documents that contained references to “coaching, 

counselling and mentoring” activities (Table 6.6), 48.5 percent were referenced in the context 

of outsourced employee assistance programs. The remaining 51.5 percent of references to 

counselling included a mix of internally and outsourced services relating to a diverse range of 

programs. This finding is highlighted in Table 6.6 which links “coaching, counselling and 

mentoring” to five different programs. Through their employee assistance programs, all 

sampled universities gave employees struggling with work or personal situations free access to 

counselling. These outsourced counselling services were available to employees who might be 

struggling with several health issues such as excessive use of alcohol and drugs, financial 

problems, mental health, stress and life pressures and various working conditions. 

 

The content of mental health programs was characterised by their association with “courses 

and training” activities that deal with anxiety, depression, stress, and resilience. Universities 

have extensive expertise available for specialised training to administer these programs. Thus, 

universities offered training opportunities to employees on diverse topics such as “mindfulness, 

resilience and stress management courses” [Document: U1.066], “mental health essentials, 

mental health first aid” [Document: U3.072], and training to “building a suicide-alert 

community” [Document: U4.085]. Many programs were offered free to employees, with group 

training and social clubs used to create the skills needed to foster mental health and resilience. 

Based on the nature of activities grouped around the cluster one programs, we conclude that 

their end goal is to motivate employees to utilise outsourced programs and to attend training 

courses in order to improve health and productivity. 

 

Every university delivered mental health first aid courses, which one university described as 

vital programs “for people in contact with individuals experiencing mental ill-health, or 
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concerned and caring for colleagues, friends or family members” [Document: U3.073]. The 

completion of these courses enabled employees “to identify the causes and symptoms of 

anxiety, depression, psychosis and substance use disorder; understand the link between 

drug/alcohol use and mental health problems; [and] become aware of the range of treatment 

options” [Document: U3.073]. Another university acknowledged the importance of mental 

health first-aid courses for reducing “the risk of job stress and mental health problems in the 

workplace [Document: U6.042]. This university stated that guidelines for the course 

curriculum were “intended to complement existing legislative requirements for occupational 

health and safety and the prevention and management of discrimination and harassment” 

[Document: U6.042]. This was interesting because it linked the design components within 

courses to the legal requirements as opposed to the health objectives. 

 

Few universities directly offered specific counselling or access to professional therapies (e.g. 

through clinics and centres) through their mental health programs. These were typically linked 

to employee assistance programs, indicating a desire to minimise risks by outsourcing 

activities. A health, safety and wellbeing manager implied that outsourcing reduced the risk of 

identifying appropriate program content. The “vendors are key players in health promotion 

[…] they sell programs, and when 80% of your employees participate in them, it makes them 

easier to market to other companies” [Interviewee 1.3]. The interviewee continued to suggest 

that universities are “just doing the minimum to say that we're caring and sharing without being 

overly innovative. No one is willing to put their hand up and really try to push this agenda at 

all” [Interviewee 1.3]. 

 

A balance between investing in creative programs and maximising the use of existing facilities 

was carefully negotiated to ensure that participation in programs was high. Employees were 

offered incentives, such as financial discounts and access to “24/7 support”, in order to 

participate in employee assistance programs, with most universities extending free 

consultations and counselling to family members [Document: U5.013]. Moreover, a high 

number of “brochures, guides, flyers and posters” were used to communicate the importance 

of participating in cluster one programs. This involved a calculated marketing strategy 

implemented to advertise HPPs and to encourage participation. Without high participation it is 

difficult to justify investing into HPPs, as a health, safety and wellbeing manager explained. 
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“To justify having your programs, you're going to say ‘yes, it's all due to what we're doing’. It 

comes down to spin and marketing. Where you want to attribute the causation or link the input 

with the output, that depends on which part of the organisation you're within and who is paying 

the bills” [Interviewee 1.3]. 

 

6.3.2.3 Cluster Two: Disease management, nutrition and weight management and 

physical activity programs 

 

A broad range of activities were associated with cluster two programs. This cluster of programs 

was consistent with literature that invoked questions about disciplining behaviours through 

programs (Soler et al., 2010). Do HPPs lead to changes in employee health outcomes? What 

employee behaviours or health outcomes are influenced by program activities? What activities 

will result in change and provide the best use of university resources? These questions were 

answered using programs that offered the ability to leverage existing facilities to offer support 

to employees on a diverse range of activities. Like cluster one, programs within cluster two 

showed a strong preference for using activities to motivate employees, but the emphasis was 

on utilising university facilities. 

 

University health clinics, which provide good health care and information for training students, 

were extended to provide employees with knowledge and support to improve their health. A 

strong medical orientation for references to “clinics and centres” was observed. For example, 

disease management programs were associated with “clinics and centres” and “health risk 

assessments”, relative to alternative programs. Through these clinics, “health risk assessments” 

were made available to employees to identify health risks and to plan treatments (discussed in 

Section 6.2.3.2). 

 

In addition to disease management programs, “clinics and centres” were leveraged for nutrition 

and weight management as well as physical activity programs. The availability of health 

screening assessments, exercise facilities, and nutritional advice formed the basis for targeting 

the greatest range of health outcomes. Every university provided access to gym facilities and 

discounted membership options. Conversely, three universities advertised consultations 

through nutrition and dietetics clinics. These services were “delivered by postgraduate 

Dietetics students under direct supervision of a fully qualified Accredited Practising Dietician” 

[Document: U7.050]. The health benefits of attending nutritional consultations were advertised 
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and subsidised, but without highlighting that participation would also contribute to student 

development. It was surprising that the teaching imperative of participating in these programs 

was not advertised, as universities and employees share an appreciation for teaching objectives. 

This implies that universities overlooked opportunities to equate workforce interests with 

health-promoting activities offered through university services. 

 

In their review of HPPs, Baicker, Cutler and Song (2010) confirmed that skewed participation 

from healthy employees (Harden, Peersman, Oliver, Mauthner, & Oakley, 1999; Madison, 

Volpp, & Halpern, 2011) and the evaluation of only successful initiatives produced overstated 

results (Madison et al., 2011). Similarly, an interviewee explained the difficulty of linking 

programs that target selected health issues and health risk factors with employee and business 

outcomes. The informant explained how universities “have got very good onsite exercise 

facilities, open more than 12 hours a day, and good quality equipment and supervision” 

[Interviewee 1.3]. However, initiatives failed to attract interest from at-risk participants. 

Despite world-class facilities, “only 10 percent of staff choose to become members, that is 

pretty much preaching to the converted I would say. The members are all, already committed 

to their health” [Interviewee 1.3]. 

 

Universities did not appear to be intentional about maximising the capacity of existing campus 

facilities for improving employee health. Rather than being creative and innovative, the 

activities advertised through physical activity programs were primarily traditional exercise 

initiatives such as tailored fitness classes, fitness assessments, and group-fitness activities. 

Campus exercise facilities at universities were already equipped to target these needs. The 

challenge for health, safety and wellbeing departments was to coordinate and monitor these 

activities through HPPs that provide extrinsic motivations such as discounted memberships to 

encourage their use, as confirmed in the validation interviews. 

 

In the management control literature, organic structures are characterised by decentralised 

functions that can be adapted to situations of uncertainty, and that succeed by strengthening 

lateral relations (discussed in Section 3.3.1). This type of approach, which is focused on 

learning how the workplace could enable employees to be healthier and productive, was not 

observed in university documentation. Few universities followed through with implementing 

novel interventions. Only one university advertised a “dedicated staff gym” [Document: 

U7.055]. Similarly, “outdoor exercise equipment” was placed around the campus of one 
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university, but this was an isolated situation [Document: U2.042]. Another university 

advertised a “dog walking group for dog lovers”, though creative activities with innovative 

strategies to motivate participation were limited [Document: U7.050]. The lack of evidence on 

“employee ownership and involvement” for cluster two programs invited further investigation 

into an employee’s perspective on stigmas and barriers to participation in dietetics, exercise, 

medical and mental health initiatives (e.g. motivated the case study phase of this research 

project). HPPs appeared to be driven by university interests, as opposed to employee needs. 

 

It would be interesting to know why universities did not leverage the full potential for 

promoting health through clinic services. Creating supportive environments by providing 

specialist advice through university clinics and centres was relatively uncommon. Clinics and 

centres were used to deliver programs within clusters one and three, but this did not make up a 

high proportion of the activities used by these programs. To some lesser extent, mental health 

nurses, psychologists, and therapists were available through health clinics to provide 

professional support to employees experiencing mental health issues (cluster one). Health 

advice on alcohol, tobacco and drug consumption (cluster three) was also provided through the 

health clinics of two universities. One university offered employees “nicotine replacement 

therapy in combination with cognitive-behavioural therapy” to help with smoking cessation 

[Document: U8.048]. Similarly, as part of their diversity and inclusion programs, another 

university offered “facilities and services to support numerous faiths and their traditions” 

[Document: U7.037]. 

 

6.3.2.4 Cluster Three: Addiction-related, diversity and inclusion, and ergonomic 

programs 

 

A strong association with bureaucratic activities and processes was observed for programs 

within cluster three. The emphasis was orientated towards maintaining appropriate systems and 

managing associated risks to reputation. Addiction-related, diversity and inclusion and 

ergonomic programs had strong relative associations with the “physical environments” and 

“policy” categories, as shown in Table 6.6 and Figure 6.1. Associations with “checklists, forms 

and toolkits”, and “structures” were also observed. 

 

Despite every university acknowledging the importance of reducing alcohol consumption, the 

content of addiction-related programs indicated that universities were not willing to directly 
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target this health risk (alluded to in Section 6.2.3.1). Alcohol was emphasised in the context of 

workplace events and in identifying employees who present with alcohol-related health issues. 

Addiction-related programs were primarily used to manage legal risks and to promote safe 

healthy work environments by reducing smoking amongst the workforce rather than by 

addressing other harmful habits. Aside from providing smoke-free environments and 

counselling services, the remaining activities advertised in the context of addiction-related 

programs were sporadic and inconsistent. 

 

A strong legal emphasis also succeeded diversity and inclusion programs. Universities 

repeatedly mentioned their legal requirement to support employees who present with health 

issues and not to discriminate against such conditions. Following this legal mandate, 

universities aimed to create environments that support diverse employee needs. The objective 

stated in one document was “to create an environment where all abilities are respected and 

valued; where policies, procedures, practices and facilities are accessible and meeting the needs 

of people with disabilities; and where representation and participation reflects the Australian 

population” [Document: U3.060]. Similarly, another university’s key-performance measures 

for employee diversity and inclusion stated their objective to “create an inclusive culture at 

[U2] where all staff can fulfil their potential and feel valued and respected” [Document: 

U2.020]. This university structured responsibilities for departments and employees around 

“three key target priority areas of gender, indigenous staff, and staff with a disability” 

[Document: U2.020], which was consistent with legal requirements in Australia (see Section 

2.3.1). 

 

Despite referencing a narrow range of health issues and health risk factors (Section 6.2.3.3), 

diversity and inclusion programs contained the most prolific range of activities to be used for 

their implementation. To varying degrees, universities utilised almost every activity identified 

in the sampled data in relation to these programs. Various cultural and team-based initiatives 

emphasised the importance of women, in leadership and various other initiatives, to support 

safer, equitable workplace environments. All universities implemented “policies” to promote 

equitable operations and to eliminate bullying, discrimination and violence. “Physical 

environments” were conducive to a diverse workforce and included initiatives such as breast-

feeding facilities, childcare services, disability access, and other amenities supporting informal 

carers and employees with disabilities. Finally, regularly advertised were various training 
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courses as well as information marketing the importance of a workplace free of discrimination, 

harassment, and violence. 

 

Ergonomic programs primarily targeted injury prevention. Rather than empowering employees 

to optimise their posture or to strengthen their capacity to lift heavy items, programs regulated 

these activities by offering guidance on appropriate posture and breaks or policies for manual-

handling practices. Despite advertising benefits associated with ergonomic body care, several 

conditions were placed around program implementation. A review of policies relating to 

ergonomic programs at one university showed that department expenditure on ergonomic 

furniture such as stand-up desks would be reimbursed only when accompanied with a letter 

from an employee’s medical practitioner justifying the purchase [Document: U3.027]. This 

policy could serve several purposes, such as managing implementation demands and costs, or 

mitigating risks by requiring third-party medical practitioners to diagnose and take ownership 

of ergonomic body care. 

 

The main observation for cluster three programs was the desire to manage risk and legal 

compliance. An exception was the “Ally programs”, which universities advertised to provide 

“a safe space for individuals who might be lesbian, gay, bisexual, transgender, intersex, 

straight, queer, questioning or asexual to talk openly about sexuality and gender identity 

without threat of judgement, discrimination or prejudice” [Document: U4.015]. Such diversity 

and inclusion initiatives coincided with passionate political conversations about Australia’s 

treatment of minority groups. This potentially offered universities an opportunity to 

demonstrate leadership in a social revolution. 

 

A shift in the level of commitment, from compliance orientation to the comprehensive holistic 

approaches to health promotion advertised in literature (Goetzel et al., 2007), was not the norm 

for universities. This is possibly because of the complexity involved in managing a broader 

basis for health promotion. Bisset et al. (2009) recognised the difficulties in moving “beyond 

technical or structural program components to assess how social values and interpretations 

contribute to the operations of a program” (p. 556). Indeed, findings from the content analysis 

offered limited evidence of universities transitioning from expert to democratic control over 

implementation. The following policy development procedure highlighted one university’s 

attempt to shift from bureaucratic forms of policing to incorporate a participative decision-

making culture: “Has consultation between employers and workers to establish whether 
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bullying currently exists in the workplace or whether there is potential for bullying to occur, 

been considered in the planning of the bullying preventative policy?” [Document: U8.002]. 

However, these situations were rare. 

 

This normative basis for implementation was alluded to in an interview with a health, safety 

and wellbeing department manager. The interviewee questioned whether universities “aim for 

good health measures or to be a good corporate citizen and keep out of the dismissal courts” 

[Interviewee 1.3]. The reliance on Government-initiated programs and services had the 

potential to stifle creativity. 

 

“Health and safety laws drive what is expected to be provided and require that you create an 

environment which is safe and healthy to your employee. Then, you have got your public health 

interventions, vaccination programs, and your promotional programs which come out of the 

public health arena. So, in a way there is not a lot that an employer can do over these mandated 

programs that is really going to make a huge difference” [Interviewee 1.3]. 

 

The manager continued to explain that no one university was willing to be creative without 

Government or external providers supporting this creativity. “Universities tend to copycat off 

each other. I can't see a university willing to sort of jump out and do something completely 

radically different. In this area, I don’t think that they would see that there is a conferred 

advantage for that” [Interviewee 1.3]. This problem was also linked to employee indifference, 

as the interviewee explained: “I think it's also because the employees aren’t asking for it, 

particularly through their union representation. It's really a neutral conversation […] the union 

is not pushing it” [Interviewee 1.3]. That the structures and communication channels 

administered by health, safety and wellbeing departments did not appear to enable employees 

to express their beliefs about health has motivated the case study phase of this research project. 

 

In summary, Section 6.3.2 has shown that the content and structure of HPPs were shown to 

vary for reasons such as the availability of externally (cluster one) or internally sourced 

activities (cluster two), and legal or financial support (cluster three). The correspondence 

analysis has helped to explain how the HPPs of large Australian universities were clustered 

and the activities linked to various implementation strategies. To provide a detailed explanation 

of associations identified in this analysis, Table 6.7 shows the likelihood of a university linking 

an activity with each of the three program clusters. For example, the table suggests that cluster 
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one programs were likely to include “brochures, flyers, guides and posters”, while programs 

contained within cluster’s two and three were unlikely to do so.  

 

Table 6.7: Type of activity featuring for each cluster 

 

Activity Cluster one Cluster two Cluster three 

Awareness and behaviour change    

Brochures, flyers, guides and posters Likely Unlikely Unlikely 

Checklists, forms and toolkits Unlikely Unlikely Likely 

Coaching, counselling and mentoring Likely Unlikely Unlikely 

Courses and training Likely Maybe Maybe 

Extrinsic motivation Likely Likely Unlikely 

Health risk assessments Unlikely Likely Unlikely 

Supportive environments    

Clinics and centres Unlikely Likely Unlikely 

Culture Unlikely Maybe Likely 

Employee ownership and involvement Unlikely Maybe Likely 

Physical environments Unlikely Unlikely Likely 

Policy Unlikely Unlikely Likely 

Structure Unlikely Unlikely Likely 

Key: Cluster one: Employee assistance and Mental health programs; Cluster two: Disease management, 

nutrition and weight management and physical activity programs; Cluster three: Addiction-related, diversity and 

inclusion and ergonomic programs 

 

6.4 Influence of management controls on health promotion programs 

 

The likelihood of different implementation strategies for each program was high indicating the 

importance of understanding their management and control. Standardised controls and systems 

for implementing HPPs became evident in the analysis of archival documentation within this 

formal network of eight Australian universities. Despite operating in different local contexts, 

the sampled universities developed similar systems for managing and controlling implemented 

HPPs. Although these universities operated autonomously through internally formalised 

processes and codes of practice, strategic partnerships were established to broaden the basis for 

analysing and improving their collective performance. 

 

Figure 6.2 groups the unique aspects of each university’s management control processes to a 

more generalised level. The figure identifies the broad and varied roles of management controls 

in forming and managing strategic ideas about improving employee health. The left side of the 
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figure details governance and organisational structures. The strategies, plans, and documents 

that accompanied implemented HPPs are displayed on the right. 

 

Figure 6.2: Summary of management control context for implementing HPPs at eight 

Australian universities 

 

 
 

This section is thematically organised into five sub-sections: each provides an overview of how 

HPPs were implemented using management controls contained within the package of controls 

identified by Malmi and Brown (2008). The boxes demarcated by dashed lines in Figure 6.2 

outline each group of management controls, along with an overview of the different uses for 

these controls observed during the content analysis. The findings show that the value of 

improving employee health is interconnected with different governance structures and systems 

whose strategic and operational planning systems enable HPPs to be implemented to enact this 

value. 
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6.4.1 Administrative controls 

 

Section 6.4.1 begins with a discussion on the governance (Section 6.4.1.1) and organisational 

structures (Section 6.4.1.2) observed in university website documentation and concludes by 

reviewing policies and procedures accompanying HPP implementation (Section 6.4.1.3). 

 

6.4.1.1 Governance structures 

 

University executive groups are accountable for overseeing HPPs, as shown in Figure 6.2. An 

extract from one university document confirmed that the “Vice-Chancellor and President has 

the responsibility for endorsing overarching health, safety, and wellbeing strategies and action 

plans within the university, and ensuring that plans are appropriately formulated, resourced, 

measured and monitored” [Document: U1.032]. Various management controls are used by 

executive groups to monitor and measure program implementation progress, as will be 

discussed. 

 

The strong committee structure characteristic of universities confirmed in the literature 

(Christopher, 2012) was extended to HPP implementation. Steering committees reported to the 

executive group at each university on health, safety and wellbeing matters. These committees 

were responsible for overseeing program implementation and for debating high-level strategic 

plans with subordinates. This consultative approach to formalising employee health plans was 

documented by one university: “A summary of health, safety and wellbeing is presented to the 

Vice-Chancellor and President, and Officers of the University via the quarterly due diligence 

reports which are tabled and discussed as a draft at the Steering committee” [Document: 

U1.029]. 

 

The governance structures and controls that corporate services used to formulate and 

implement health and safety strategies were extended to employee health. Every university 

identified the term “health, safety and wellbeing” in website documents, with an average of 

nine references per university occurring in relation to such areas as governance structures, 

policies, and strategy. References to this term were preceded or followed by management 
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control terms such as committees, compliance, frameworks, management systems, measures, 

mechanisms, planning, and risks.  

 

6.4.1.2 Organisational structures 

 

Findings appeared to show that priorities for HPPs were aligned with high-level agendas and 

cascaded down throughout the organisation through implementation frameworks and 

guidelines approved by the executive group. Mission and vision statements for one university’s 

mental health division stated the aim to “assist the University to achieve its strategic objectives 

by contributing to the planning, implementation and evaluation of strategies, policies and 

programs, through constant consultation with academic and professional staff” [Document: 

U3.004]. 

 

Each university established a network of sub-committees (also referred to as units and working 

groups) to manage program implementation and monitor compliance with strategies. These 

sub-committees reported to the health, safety and wellbeing department on incidents and 

concerns occurring in schools across all universities. A key concern was to eliminate university 

and employee exposure to risks associated with health, safety and wellbeing. This objective 

was evidenced in the list of services documented by one university’s mental health unit: 

“Assisting departments with identifying health and safety risks; overseeing the University's 

compliance; and advising on a range of occupational health & safety aspects, including 

psychosocial issues” [Document: U3.064]. Another university explained how diverse interests 

were represented through broad cross university membership on sub-committees “comprising 

a diverse mix of professional and academic staff, students and representatives from across the 

University and its affiliated organisations” [Document: U5.067]. 

 

The capacity for exchanging ideas about the types of HPPs and their implementation was 

entrenched within a network of sub-committees, units, working groups, and their members. 

Sub-committees were tasked with drafting and discussing university policies with employees 

and reporting the latest health promotion research and employee requests to the health, safety 

and wellbeing department. This organisational reporting structure was consistent across 

sampled universities. However, five of the eight universities partitioned the tasks for sub-

committees, creating a tree-like hierarchical structure of committees. This tree-like structure 

established specific sub-committees for different classifications such as physical, mental, or 
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environmental health. For example, a sub-committee for mental health was established and 

reported to the health, safety and wellbeing department. This committee developed strategies 

for “promoting positive mental health and responding to the needs of those with mental illness 

and mental health difficulties in the University community” [Document: U3.070]. Another 

university established a committee structure for overseeing a specific program promoting 

equity and diversity. “The University officially launched the Ally Network to support and 

empower LGBTIQ (Lesbian, Gay, Bisexual, Transgender, Intersex and Queer) staff and 

students and to help them feel welcome and safe on campus […] We also established a steering 

committee for the Ally Network” [Document: U5.018]. 

 

To embed a consultative approach, which is a legal requirement for universities (see Section 

2.3.1), representatives (referred to by different universities as health promotion advocates, 

ambassadors, and champions) from various school faculties were elected. Where elected, these 

representatives were the spokespeople for faculties and their employees, reporting on various 

health-related topics including diversity and inclusion, ergonomics, and mental health 

concerns. Employees were able to contribute their ideas to health, safety and wellbeing 

representatives, to provide feedback, and to suggest resources for implementing HPPs. One 

university suggested that the hierarchical committee structure “promotes good communication 

and ensures that matters which are unresolved at School level are referred upwards” 

[Document: U8.013]. Similarly, another university outlined how this network of advisors 

provided a “mechanism for consultation” [Document: U5.026]. Health, safety and wellbeing 

representatives were able to influence high-level agendas through their small number of 

representatives present on steering committees. 

 

Establishing health and safety committees and representatives is a legal requirement in 

Australia (see Section 2.3.1). Therefore, the use of these organisational structures by 

universities can be indicative of a compliance culture as opposed a culture that values the input 

of employees (Lyons, 2016). Indeed, despite the consultative approach and requirement to 

report strategies to the executive group, the HPPs of sampled universities were tightly 

controlled within corporate service departments. Corporate services possessed the ability to 

control discourse on employee health through their oversight of important functions and rules 

relating to HPPs. For example, departments such as finance, health and safety, human resource, 

and information services prepared operational plans and documents for managing assets, risks, 

administrative and staffing functions, and information. The reliance of HPPs on access to 
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resources controlled by these departments legitimated their credibility for managing 

implementations. For example, building infrastructure such as end-of-trip facilities impacted 

on the feasibility of programs promoting ride-to-work days. A sustainable development plan 

implemented by the facilities management department of one university contained the goal to 

“improve facilities for cyclists—cycle paths, bike fleets, collectives, bike loans, safety 

considerations, end-of-trip facilities, bike shops, and bike storage” [Document: U8.039]. 

 

Although committees worked cooperatively with employees to devise implementation plans, 

health, safety and wellbeing departments appeared to govern resources through bureaucratic 

managerial arrangements. With limited decision-making authority, the role of committees was 

restricted to providing a forum for consultation with employees and external providers. 

Managerial involvement on committees was encouraged to validate the consultative decision-

making process. One university suggested that the “inclusion of senior managers on 

committees enables decisions to be approved and actioned without the need to refer them for 

further approval” [Document: U8.013]. 

 

The strong ties between health, safety and wellbeing departments and their links with relevant 

committees appeared to legitimise their autonomy for resolving key executive concerns. The 

central role these departments had within the planning process gave them direct opportunities 

to debate strategic plans that would be implemented at operational levels. The exclusivity of 

the planning process was evident across the Australian universities sampled. Health, safety and 

wellbeing representatives repeatedly referred to operational employees from a third person 

point of view using pronouns such as “their”, “they”, and “them” [Interviewee 1.1; Interviewee 

1.2; Interviewee 1.3; Interviewee 1.4]. When asked a personal question about whether it 

seemed appropriate to have “your employer involved in private matters”, a health, safety and 

wellbeing manager responded again in third person claiming that it would “take a high level of 

trust for employees to give their employers permission to actually paddle in their private issues” 

[Interviewee 1.3]. 

 

6.4.1.3 Policies and procedures 

 

The rules and ambitions for HPPs were bound together with existing health and safety 

objectives and their associated managerial functions. Each university included frameworks for 

guiding program design, directing resource allocations, and ensuring that data and measures 
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reinforced strategies for improving employee health. For example, mentioned by every 

university were policies and procedures covering the following program topics: addiction, 

bullying and harassment, ergonomics, and immunisation. The term “policy” was repeatedly 

referenced in relation to topics such as: “alcohol and drugs” (in 13 documents), “children on 

campus” (17), “disability action” (19), “equity and diversity” (10) and “smoke-free” (15).  

 

Formalised documents such as policy and budget templates were also prepared to guide health 

policy development and to guarantee that policies were up to date and budgets inclusive of 

health-promotion objectives. In relation to regularly reviewing policies, one university stated 

the need to “collect, analyse and disseminate staff feedback on a regular basis to assist in policy 

making” [Document: U8.038]. Regarding budgets, another university encouraged management 

to “provide reasonable financial support to an employee of the Budget Unit to assist the 

individual undertake a quit-smoking program” [2.033]. 

 

Universities used policies and procedures to guide the provision of health-related services and 

the engagement of partnerships to promote health. The following excerpt illustrates how 

partnerships requested by employees operated according to the sampled university’s diversity 

and inclusion policies: “Chaplains are representatives of different faith groups in the wider 

community, who are placed in the University by their respective faith group with the approval 

of the Vice-Chancellor” [Document: U3.026]. This oversight by the Vice Chancellor ensured 

that diverse versions of faith were reconciled with a respect for diversity. “Each of the 

Chaplains is required to work within a context of respect for all religions and expressions of 

faith” [Document: U3.064]. Universities also restricted the supply of goods and services on 

campus when this supply was a risk to the health and safety of the workforce (the legal 

motivation behind such initiatives was discussed in Section 6.2.3.1). 

 

The importance of seeking consultation with external stakeholders regarding matters 

concerning health was also prioritised. Each university entered into partnerships with external 

organisations such as unions, suppliers, and community groups. An excerpt from one document 

reinforced the importance of collaborating with external partners and of encouraging “their 

contribution to decision making processes affecting the health, safety and wellbeing of all 

persons at the university” [Document: U1.032]. For another university, broad partnerships were 

encouraged “with a range of external stakeholders to present lunchbox seminars, facilitate 

activities and/or provide guidance in relation to their areas of expertise. This includes, but is 
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not limited to, representatives from those organisations with a focus on chronic disease 

intervention and management” [Document: U7.041]. 

 

However, rules for governing suppliers’ expertise in providing outsourced activities appeared 

to be limited. No allowance was made for managing partnerships with external organisations 

through documented development plans, milestones, monitoring systems, and partnership 

policies. This finding is consistent with the realisation that universities are required to minimise 

budgeted costs and risks but also to provide a comprehensive range of programs to improve 

employee health. For example, a budget that limited spending on employee health motivated a 

passionate employee to “source external funding for HPPs because their implementation was 

the right thing to do” [Interviewee 1.1]. 

 

These findings reaffirm the importance of considering how the context for implementation, and 

the personnel involved, influence the way different combinations of management control 

function (e.g. objectives inherent within administrative and measurement controls). In the 

absence of policies and procedures that govern implementation, budgetary constraints 

encouraged a health, safety and wellbeing director to search and recruit allies to expand the 

reach of HPPs and to engage the interests of a wider audience. Thus, a single management 

control such as a budget might create multiple possibilities for program implementation, 

depending on the challenge that needs to be overcome (e.g. managing costs or exploring new 

ways to improving employee performance). Limiting the budget for implementation might be 

intended to force managerial employees to prioritise certain interests over others so that specific 

performance obligations are satisfied. 

 

6.4.2 Cultural controls 

 

Cultural controls were important for the sampled universities in relation to implementing HPPs. 

Every university recognised the strategic importance of a healthy workforce through their 

mission and value statements. Health, safety and wellbeing policies documented by two 

universities referenced employees as being the universities’ “greatest asset” [Document: 

U4.038; Document: U7.058]. Similarly, the policies of another university stated the aim “to 

create and engender a University culture that values health, safety and wellbeing” [Document: 

U1.032]. Two universities also developed a common language for communicating university 

values at an institutional level. Catch-phrases were used including “harm to zero” [Document: 
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U6.029], “one-staff, one-university culture” [Document: 8.038], and “live, learn and play at 

[University Name]” [Document: 8.039]. 

 

Sampled universities also stated the importance of having senior management support HPPs. 

Four universities mentioned the need for senior management to be “role models” and to 

promote healthy behaviours [Document: U1.056; Document: U3.060; Document: U4.032; 

Document: U8.045]. When referencing specific HPPs, two universities identified that the 

program had been endorsed by the executive group. One university stated that the “University’s 

senior executive endorsed Courageous Conversations about race as one of the primary 

strategies in the new Staff Equity and Diversity Framework” [Document U3.067]. The other 

university stated that the “senior executive group endorsed the Healthy [U5] Plan, a whole-of-

university commitment to support and promote the health and wellbeing of the University 

community” [Document: U5.067]. To reinforce shared values and norms around the 

importance of the HPP, the Vice Chancellor of this university claimed that university 

employees 

 

“need to eat better, to exercise, and to watch our stress levels, but putting these principles 

into practice can be difficult. The beauty of [HPP name] is that it brings the University 

community together in developing programs to support us all. Across the University, 

programs ranging from staff yoga to community gardens are uniting us and enhancing 

our lives. [HPP name] monitors these activities and ensures their improvement and 

expansion” [Document: U5.045]. 

 

Responsibilities for creating a healthy culture were not limited to senior management but were 

extended to all university employees. There appeared to be a desire to ensure that employees 

were aware of and committed to university values regarding health and HPPs. A strategy 

document of one university identified the need to “foster health and safety leadership at all 

levels of the organisation and empower staff and students to make a contribution to improving 

the health and safety culture at [U4]” [Document: U4.055]. The desire to share the 

responsibilities for health between managerial and operational employees was also documented 

by U8. This university encouraged employees “to take proactive steps to contribute to making 

the University a mentally healthy workplace, for themselves and for others” [Document: 

U8.045]. To assist in taking proactive steps, various guidelines such as becoming familiar with 

health policies and talking openly about mental health were provided. Management employees 



Chapter 6 – Content analysis findings 

 

180 

 

were required to support additional steps, including promoting health policies, encouraging 

employees to participate in programs, and providing feedback and recognition of 

improvements in employee health [Document: U8.045]. 

 

Health, safety and wellbeing departments appeared intent on presenting health as a problem for 

which HPPs offered the best solution for the university and their employees. Participation in 

HPPs provided a proxy for this socialisation of academic employees. Three universities used 

testimonials from employees who had participated in programs to reinforce university values. 

For example, one university’s website contained feedback from participants of several 

programs including boxing, tai chi, and yoga classes. Feedback received from one employee 

provided a testimonial of their intent to “enrol in another round of sessions as I noticed an 

improvement in my sleeping, posture, core strength and general well-being after each class” 

[Document U7.057]. This advertising of programs through the website could provide a symbol 

of the university culture and programs, not only to future participants but also to future 

university employees. 

 

The recruitment of high-performing employees was important to all universities. An 

interviewee described the importance of a healthy university culture for recruiting high 

performing employees: “You want to have a brilliantly healthy working environment or 

statistics that show that you've got a healthy work environment” [Interviewee 1.3]. However, 

only two universities documented links between health and recruitment processes. One 

university aimed to ensure that employee health needs were identified and that pre-employment 

assessments were undertaken where appropriate [Document: U4.054]. Another university 

introduced “a declaration of pre-existing illness or injury for new staff to assist to meet their 

accommodation needs” [Document: U8.038]. As legislation prevents discrimination against 

employees based on health (see Section 2.3.1), this declaration appeared to be directed towards 

compliance. The university pre-screened employees for illness to create supportive 

environments and facilities, rather than discovering and facilitating the productive potential of 

recruited employees. 

 

The desire to have employees commit to university values regarding health was also evident 

from the analysis of training offered to newly recruited employees during their induction. 

Malmi and Brown (2008) acknowledged that organisations use training to enforce policies (e.g. 

in the case of administrative controls) or to enculturate employees (e.g. culture control). 
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Regarding the enculturation of university values, the sampled universities required employees 

to complete induction and online training in relation to alcohol, diversity and inclusion 

initiatives, mental health, and smoking [Document: U1.034; Document: U2.008; Document: 

U4.034; Document: U8.038]. 

 

The analysis of culture controls showed how the sampled universities encouraged employees 

to follow shared values and norms formalised by health, safety and wellbeing departments. 

Health-promotion activities, inscribed into strategic documents, transformed health into an 

object with its own identity. By this transforming of health into an objective good that could 

be compared and exchanged, HPPs ensured that employees were well-informed judicious 

participants. However, a lack of agreement amongst academic employees about healthy 

university culture remained possible within this bureaucratic approach. At the time that data 

was retrieved, only one university out of the eight had completed a culture audit. Findings from 

that culture survey (e.g. measurement control) were reported by the university: they included 

staff responses about “an unsustainable workload or feeling dispirited and not trusted or 

empowered to make decisions themselves” [Document: U7.039]. This was consistent with the 

analysis of HPP activities in Section 6.3, which revealed that health-promoting activities were 

less inclined to change implementation contexts through empowered decision making and trust.  

 

An expectation that academic employees were not always aware of what good health was or 

how it was enacted was apparent from comments made during an interview. When asked about 

the importance of empowering employees, the health, safety and wellbeing department 

manager suggested that health “is not something people intellectualise on a daily basis” 

[Interviewee 1.3]. The manager discussed a nutritional activity that the department was unable 

to enforce to support this perspective. 

 

“Certainly, through our catering contract we control what is being provided to our staff, but I can 

tell you there is a lot of resentment for that one. Because they would like to be able to go to 

Dunkin' Doughnuts, but they're not allowed to. So, the whole catering area is bit of a negative 

because people don't like being dictated to” [Interviewee 1.3]. 

 

Although academic employees might disagree on lifestyle choices imposed by universities, this 

does not indicate that the value of health is misunderstood. It is possible that management 

controls leave academic employees with indirect control over those HPPs that directly affect 
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their private lives. Thus, disagreements could reflect issues with this control rather than with 

the definition or value of health.  

 

6.4.3 Planning 

 

Health, safety and wellbeing departments were central nodes linking HPPs to university and 

employee health objectives. A primary concern was to make HPPs operable by providing a 

healthy university environment in which employees could simultaneously participate, 

improving their performance. However, as opposed to creating a culture whereby new health-

promoting ideas could emerge, health, safety and wellbeing departments appeared to focus 

attention on the difficulties of gaining acceptance of the HPP implementation plans. 

Subsequently, significant resources were invested into planning processes at strategic and 

operational levels.  

 

Health, safety and wellbeing departments at each university developed strategic plans for 

HPPs. These plans functioned to control the implementation of HPPs by formulating 

implementation objectives and strategies. One university outlined how their “award winning 

[HPP Name] focuses on four key areas to support and improve the health of staff: physical 

activity, mental health, nutrition and general health” [Document: U4.058]. Similarly, another 

university developed implementation strategies “across three key areas: healthy people, healthy 

places and healthy policies” [Document: U5.043]. This latter university developed a health, 

safety and wellbeing strategic plan  

 

“with the objective of creating a positive safety culture and ensuring a healthy and engaged 

University community. The strategic plan identifies five guiding principles, six strategic 

objectives and a range of current key focus areas” [Document: U5.031]. 

 

The five guiding principles underpinning the strategic plan were “evidence-informed and 

evidence-generating projects; collaboration; holistic view of health and wellbeing; university-

wide engagement at all levels; and a population, settings-based approach” [Document: 

U5.043]. For each principle, a set of processes and corresponding implementation objectives 

was provided. These planning processes cascaded down to the operational and program 

implementation levels. When developing and reviewing operational plans, the university 

required “academic faculties, professional service units and other larger administrative 
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portfolios to reference the University’s health, safety and wellbeing strategic plan” [Document: 

U5.031]. 

 

In addition to formulating strategic plans, each university developed comprehensive 

operational plans with references to the importance of employee health. Formal documents, 

such as funding procedures, manuals and work plans (e.g. task responsibilities and resources) 

were created to communicate strategic and operational priorities for program implementation. 

For example, seven universities incorporated plans for improving employee health within 

separate planning documents at the program level. These documents contained information on 

program objectives, development processes, and task responsibilities. Of the seven universities 

with separate planning documents for programs, two incorporated plans for separate 

classifications of health (e.g. mental health). It was interesting to note that these two 

universities had also implemented a tree-like committee structure to manage these specific 

areas of health (see discussion in Section 6.4.1.2). This indicates the complexity of operational 

plans embedded within bureaucratic structures such as faculties and organisational units, along 

with specific programs and areas of health. 

 

Though universities facilitated collaboration about the types of HPPs, planning systems 

determined who to empower, and to what extent. Seven of the eight sampled universities 

encouraged employees to communicate suggestions directly to the health, safety and wellbeing 

department. However, strategic significance was given to programs characterised by a strong 

knowledge base or depth of membership (e.g. suggestions with professional or committee 

backing were prioritised). One university controlled implementation processes by stipulating 

the “type of outreach activities [U2] can organise along with their size and timing” [Document: 

U2.055]. Similarly, seed funding arrangements offered by one university incorporated strict 

conditions that had to be satisfied before funding was granted. These conditions, which 

included “strategy alignment, sub-committee support, likely impact, and evaluation strategy” 

[Document: U5.038], forced ideas to converge on management control mechanisms governed 

by corporate service departments. 
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6.4.4 Measurement controls 

 

Section 6.4.4 includes a discussion of the content of measurement controls observed in 

university website documentation (Section 6.4.4.1) and a commentary on the ongoing 

challenges involved in developing HPP measures (Section 6.4.4.2). 

 

6.4.4.1 Content analysis findings about measurement controls 

 

Figure 6.3 highlights performance measures referenced in the content analysis that relate to 

implementing HPPs. Each measure reported in the figure was generated when a university 

expressed information about different control arrangements for promoting employee health. 

Measures that were repeated more frequently across the sampled universities are displayed in 

a larger font size when compared to other measures. For example, number of staff trained is 

the largest measure in the figure as it was referenced by every university.10 This contrasts with 

several measures preceded by the words number of which were referenced by fewer 

universities. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                 
10 Words that are italicised in this section are displayed within Figure 6.3 
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Figure 6.3: Word cloud for university performance measures 

 

 
The content displayed in Figure 6.3 is broad, in that measures have not been itemised per 

program, as this would be impractical due to the different operational measures reported. A list 

of balanced measures focused on university, HPP implementation, and employee outcomes 

was anticipated from the outset of this analysis (Kaplan & Norton, 1992). The relative size of 

words listed in Figure 6.3, such as awards and recognition, feedback, profiling, and reviews, 

illustrates the importance of measures indirectly associated with HPP implementation 

processes. However, the mandate to make employees healthier appeared to shift attention from 

health to program implementation. It was noted that measures were extensive regarding 

program content but not regarding employees. 

 

An emphasis on management, as opposed to health outcomes, was apparent. Universities 

appeared to generate an inventory of relevant employee health needs from industry-specific 

measures (e.g., benchmarking) or by surveying employees. For example, one university 

identified procedures for gathering information about employee needs and health outcomes, 

including the “Global Corporate Challenge”, and conducting a “University-wide survey” 

[Document: U5.067]. Another university stated their objective to maintain “better utilisation 
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of existing data sources (e.g. Working Life Survey, EAP [Employee assistance program], 

equity, and exit surveys)” [Document: U8.038]. The function of these measures was to 

determine employee needs and health outcomes based on workforce surveys and profiling. 

Each university managed this process by reviewing measures including employee satisfaction 

feedback, survey reviews, and workforce profiling. The most prominent measure was workforce 

profiling with seven universities referencing their use of these measures: the least was for 

survey reviews with four references. 

 

A proactive approach to implementation was apparent, with universities tracking the activity 

and output of committees, meetings, senior leaders, and operational staff. The most common 

measures for managing the business processes that support HPPs included monitoring the 

number of awards and recognition, audits conducted, policies audited and reviewed, policy 

and guideline updates, partnerships established with experts, and the tracking of website 

activity. Four universities referenced each one of these measures in their website documents. 

The following excerpt describes one university’s audit review process for mental health 

programs: “The effectiveness of mental health promotion and mental health difficulty support 

activities, assessed through an audit of policies, practices and procedures against best practice 

as defined by relevant World Health Organization documentation” [Document: U3.065]. 

Finally, although it was less common for universities to identify budgeting processes, two 

universities tracked expenditure against budgets (budget achieved) and one monitored health 

references in budgets. 

 

Each university also measured the performance of selected programs. Performance measures 

were directly associated with addiction-related, diversity and inclusion, employee assistance, 

ergonomic, and mental health programs. Universities developed measures to track the number 

of diversity initiatives, ergonomic incidences, and staff trained to build mental resilience. 

Participation in employee assistance programs and the use of on-site services were also 

consistently monitored by universities. In collaboration with a research study to promote stair 

usage, one university “used infrared people counters and manual observations to continuously 

monitor stair and lift usage” [Document: U5.045]. 

 

Nutrition and weight management and physical activity programs offered a good example of 

the tendency to evaluate implementation by analysing the demand for in-house and outsourced 

activities. A diverse range of activities were implemented for these programs, compared to 
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others (Section 6.3). However, participation and satisfaction, in relation to nutrition and 

physical activity programs, was poor (see comments made by Interviewee 1.3 noted in Section 

6.3.2.3), with one exception. One university, which followed up on participation rates and 

satisfaction, identified measures for tracking steps per workforce and weight loss per 

workforce, which were associated with outsourced activities such as “Global Step Challenge” 

and “Weight Watchers”. A program report described how “staff have lost over 270kgs through 

the Weight Watchers at Work program” [Document: U8.083]. It is interesting to note that 

programs with institutional benchmarks were the only programs that appeared to be evaluated 

on health outcomes. Universities were potentially reluctant to acknowledge the impact of HPPs 

on employee health outcomes without legitimate measures to support these claims. 

 

Universities favoured objective measures of program performance over measures that were 

responsive to individual health requirements. Measures appeared to reflect concerns from 

health, safety and wellbeing personnel about the viability and authenticity of programs, rather 

than about the outcome on an individual’s health. An exception was found with one university 

that measured proactivity in developing key-performance indicators, and in the nature of 

initiatives undertaken. The latter measure was linked with diversity initiatives and was 

interesting because the “nature” of diversity initiatives is open for discussion and debate, in 

comparison to quantitative measures (e.g. number of initiatives). The paradox with 

implementing several initiatives in support of employee diversity was the difficulties in 

unifying beliefs about social norms such as equality, sexual orientation and intolerance towards 

violence. 

 

Measurement controls help demarcate HPPs as a calculable space to deploy relations between 

university and employee needs. Whether these systems achieved consensus about university 

and employee desires for implementing HPPs was not identifiable from content analysis 

findings. Rather, this analysis has shown how diverse program measures showcased that HPPs 

can be benchmarked, budgeted, and managed by universities. The types of programs pursued, 

and their implementation, can be managed by reviewing employees’ access, demand, and 

participation in programs. Similarly, employees can be incentivised to participate in programs. 

Based on frequently identified measures, HPPs allowed employees to participate in activities 

that respond to collaboration, feedback, and population profiles by providing health 

awareness, access to training, and improved health outcomes.  
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Measures were also used to indicate the willingness of universities and employees to participate 

in programs. For example, the key performance measures of one university analysed whether 

employees “suggest options for the program [and] support appropriate programs by attending 

and providing feedback” [Document: U2.020]. Another university produced guidelines to 

complement legal obligations for preventing common mental health problems in the university. 

The guidelines were produced by following a  

 

“systematic way of assessing the consensus of a panel of experts. The actions included in the 

guidelines have been rated as important or essential by expert panels of employers, mental health 

professionals and employees with experience of mental health problems” [Document: U6.042]. 

 

The content analysis findings reviewed in Section 6.4.4.1 have shown that the sampled 

universities used proven health and safety measures and systems to demonstrate that HPPs 

were manageable. However, making the “wellness” aspects of health relevant and calculable 

appeared to be challenging when compared with traditional safety discourse. The measures 

used to account for HPPs primarily provided feedback on “promotion” by demonstrating that 

programs were legitimately implemented and supported.  

 

6.4.4.2 Interview findings about measurement controls 

 

Section 6.4.4.2 uses validation interviews for insights into the apparent lack of focus on health 

outcomes. Interview findings confirmed ongoing attempts by health, safety and wellbeing 

representatives to resolve questions about which programs to implement, and how. Rather than 

using measurement controls to explore creative ways of improving health, these representatives 

developed measures that reinforced the validity of their implementation strategies. 

 

Content analysis findings have shown that HPP implementation entails uncertainties, both in 

terms of targeting relevant employee health concerns and of selecting among various activities 

to implement. HPP outcomes may be attributable to the activities, the university’s ability to 

implement activities, the employee’s response to activities, or more likely a combination of 

these factors. A health, safety and wellbeing director explained that promoting employee health 

entails “shades of grey because the obligation is to prove that health promotion is in the 

university’s interest and [to] convince employees to care about their health” [Interviewee 1.1]. 
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This presents a paradox for universities. Despite making available a wide range of program 

activities, the extent to which employees participate in these programs is not guaranteed. 

Nevertheless, without this investment into a wide range of programs it is difficult to attract 

enough participants to provide measurable benefits to relevant stakeholders (consistent with 

findings in Section 6.3.2). Thus, selection must be based on the expected desirability of 

programs to the university and employees or on the ability to influence these desires. According 

to a health, safety and wellbeing director, whether “programs can reduce illness or improve 

health is a long bow to draw” [Interviewee 1.1].11 

 

The case for the relationship between health and productivity is not in dispute. Numerous 

reports testify to these links (Aldana et al., 2005; Baicker et al., 2010; Goetzel & Ozminkowski, 

2008; Scuffham et al., 2014). Strong business performance translates to a healthier workforce, 

as profits are reinvested back into the business. Similarly, poor health can inhibit performance 

and distract the focus of employees from important workplace processes. However, content 

analysis findings suggest that framing the links between health and productivity within 

university contexts is problematic. Regarding observations around the implementation of HPPs 

(health issues and risk factors targeted, and activities employed), health appears to be 

inseparable from the contexts in which programs operate and the perceived benefits attributable 

to promotion. This appears to result in program decisions based on expected benefits to one 

group of actors (e.g. around branding, compliance or productivity), while other benefits such 

as health outcomes remain uncertain. 

 

Difficulties with defining health (consistent with Section 6.2) caused one health, safety and 

wellbeing manager to question the health issues that universities can be expected to resolve. It 

was suggested that universities tend to consider health based on the World Health 

Organization’s definition of what health is (e.g. as it relates health to a person’s physical and 

mental state, as well as to their social context, such as the workplace). However, the manager 

argued that this definition of health failed to answer “that hard question: what is health? […] 

and how do you actually measure that health in relation to your job productivity?” [Interviewee 

1.3].  

 

                                                 
11 In continuing with this analogy, this research was interested in the social and technical arrangements used in 

engineering this bow, rather than the actual bow that was drawn (or not). 
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The difficulty of conflating improvements in the personal health of employees with business 

success complicates decisions about what to target and include in programs. Several activities 

that can influence health, such as policies and workplace structures were identified. Yet, the 

health, safety and wellbeing manager questioned whether you can “truly say that a wellness 

program that you are investing in is actually making that difference in the continuation or the 

absence of those other activities” [Interviewee 1.3]. The manager acknowledged that it was 

difficult at the outset to know what was 

 

“leading to that more productive work environment? Is it wellness programs or are they picked 

up because people are more engaged at work and want to be more involved, and are therefore 

more willing to participate in the programs?” [Interviewee 1.3].  

 

Health “also relates to the family as well if you have got someone living in a pretty shitty home 

environment” [Interviewee 1.3]. The manager questioned whether employees even want their 

“employer peddling in their personal health […] It takes a high level of trust once your 

employer is involved in those areas” [Interviewee 1.3]. This gives rise to issues of genetic, 

moral, and social components, as well as to the responsibility of workplaces and employees. 

 

A preference for prudent solutions, which focus on implementing legitimate programs that 

adhere to institutional standards (Pronk, 2013), was conveyed by this manager. In situations of 

uncertainty, appropriate outputs could be produced by following best-practice implementation 

conventions. Thus, caution and intuition can help determine the types of HPPs to select and 

implement. A program could be implemented “because everyone thinks it's a great idea, or it's 

easy to do, or it's flexible off the shelf or a new buzz thing” [Interviewee 1.3]. These comments 

were made in relation to challenges with linking employee health and university performance. 

Scientific evidence to support these links was not always readily available. Thus, the manager 

revealed that implementation can sometimes be about  

 

“finding what is easily available that we can just put our hands on our heart and say we are 

offering it, without much critical thought as to whether it is helping our staff or is the right thing” 

[Interviewee 1.3]. 

 

The strategy, for this health, safety and wellbeing department manager, was to focus attention 

on small, manageable projects and to work towards expanding their scope. The university’s 
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overarching strategy was one of differentiation and, despite senior management’s support for 

HPPs, “wellness is not in that strategy at present” [Interviewee 1.3]. Subsequently, the value 

of programs remained narrowly defined by their ability to align implementation plans with 

industry benchmarks and to deliver on proposed implementation outcomes. These outcomes 

for HPPs are “really hard to measure, especially in the university environment where you're 

not producing so many widgets per hour. It's very hard to measure outcome in such a soft 

environment” [Interviewee 1.3]. 

 

This problem of defining HPP objectives using existing measurement controls was highlighted 

in a discussion on vaccination programs. Reports on influenza vaccinations against winter 

absenteeism rates were not available. Neither was it appropriate to assume that high 

absenteeism rates over winter were associated with influenza. For example, the absent 

employee could be caring for a family member with influenza. However, privacy regulations 

prevented universities from collecting detailed information on absenteeism. Therefore, despite 

providing “what you would think would be a well-defined program; it doesn't translate through 

to the sick leave measures” [Interviewee 1.3]. 

 

However, calculating the value of HPPs was possible, according to an interviewee who was a 

health, safety and wellbeing director with an interest in performance reporting and data 

management. The director was aware that “quantification and qualification present large 

deficiencies in the approach towards health, safety and wellbeing management” [Interviewee 

1.2]. Several projects were being worked on to address these shortcomings and to “enrich data 

so that better quantification can be made” [Interviewee 1.2]. The director suggested that the 

“challenge seems to be in standardising the definitions of classifications and categories used 

both within systems and between systems” [Interviewee 1.2]. 

 

To facilitate wide and ongoing consultation with various people, groups and management 

technologies, the health, safety and wellbeing director explained that 

 

“we have continued to invest a lot of energy into our classifications and the results have been 

very fruitful. We now have an online dashboard that presents all information across our systems 

in a consistent fashion” [Interviewee 1.2]. 
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The “online dashboard” was used to progress HPP implementation within the university by 

identifying opportunities to strengthen connections between programs and stakeholder 

interests. This visual representation of the implementation network provided the university 

with the ability to learn how to account for more and more situations where HPPs address 

university and employee needs. For example, the director proceeded to explain that the 

university was “now exploring the use of tools such as machine learning algorithms to better 

target stakeholders” [Interviewee 1.2]. 

 

The development of objective measurement controls on actual health was ongoing and 

involved discussions and debates about program implementation. HPPs needed to be equipped 

with calculative agencies that engaged universities and employees in decisions about the value 

of employee health. Unless consensus on implementation decisions, such as which issues to 

target and how to define their impact was achieved, programs would remain subjective. 

According to the director, there was consensus amongst fellow health, safety and wellbeing 

representatives 

 

“to better acknowledge our vulnerabilities in this regard by drawing a light on these limitations. 

I have just left a meeting with a number of other Australian universities who also share this view” 

[Interviewee 1.2]. 

 

To be objective, measures had to account for situations that influenced whether universities 

and employees actively participate in HPPs. To encourage participation in legitimately 

implemented programs, different interests for improving employee health needed to be 

considered. Measurement controls provided a platform for organising and prioritising these 

interests that might include the need to 

 

• incorporate “existing research” [Interviewee 1.1] 

• maintain “quality standards” [Interviewee 1.2] 

• manage “compliance and reputation risks” [Interviewee 1.2] 

• follow “best-practice processes” [Interviewee 1.3] 

• attend to “employee feedback” [Interviewee 1.3] 

 

 



Chapter 6 – Content analysis findings 

 

193 

 

6.4.5 Rewards and compensation 

 

The limited range of rewards offered included individual and team incentives to implement and 

participate in HPPs. The strong support for extrinsic motivation in Section 6.3.1 appeared to 

reinforce the idea that the sampled universities used rewards to encourage employees to 

participate in programs rather than to achieve desirable health outcomes. Rewards were 

primarily used to provide employees with incentives to participate in HPPs. For example, every 

university provided free or discounted access to disease management programs and physical 

activity programs in relation to university health clinics and exercise facilities. 

 

Rewards were also used to encourage employees to contribute to the planning and design of 

program implementation. The documentation of one university encouraged management to  

 

“look for creative ways to recognise the efforts and achievements of your team. Consider both 

individual and team recognition, and remember that small, authentic means of saying thanks can 

add up to a big impact” [Document: U7.015]. 

 

Another university produced a document outlining how “a mentally healthy workplace requires 

the participation of all employees in an organisation” [Document: U8.045]. Thus, management 

at this university were encouraged to “recognise (and where appropriate reward) positive 

efforts/outcomes” [Document: U8.045].  

 

Only one example was found where a university mentioned an employee health outcome in the 

context of rewards and compensation. The Vice Chancellor’s award was presented to an 

employee for developing “a bar coding and electronic database system that reduced the manual 

handling of animal cages and therefore decreased the risk of musculoskeletal injuries” 

[Document: U4.016]. However, rather than rewarding actual health outcomes, this reward was 

issued in recognition of the possibility of improving health outcomes from the new initiative. 

 

6.5 Summary 

 

Chapter 6 has helped refine the analytical framework for this research; content analysis findings 

and interviews highlighted difficulties in making health the focal point of workplace HPPs. 

This analysis offered extensive details on the content and structure of the HPPs used within 
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Australian university contexts, particularly from a management control perspective. In 

particular, evidence was found to help answer the two research objectives examined in this 

study. In answering these objectives, content analysis findings revealed how management 

controls influence the selection and implementation of HPPs in the university sector (e.g. 

research question). Several actors imposed their objectives on implementation and contributed 

to decisions about the types of HPPs to implement. 

 

A wide range of HPPs were identified to reduce illness and improve health. Patterns were found 

regarding how Australian universities managed program implementation and appropriated 

desirable health and business outcomes. Regarding HPP implementation, health, safety and 

wellbeing personnel revealed the importance of managing university risks, since health is 

typically regulated in legal and social contexts. In the next chapter, the case study findings 

reveal how implementation processes were transformed as additional actors became embedded 

(or not) within HPPs. 

 

Patterns to implementation were observed but the content analysis did not explore the 

circumstances for coordinating and improving program implementation. What was not obvious 

with this analysis was the influence of local circumstances such as resource constraints on 

programming decisions. For example, was the implementation approach used by a university 

different from one program to the next and which elements of the operational context explain 

this difference? Consequently, the case study phase of this study builds upon the content 

analysis to examine how managerial contexts impact HPPs and their implementation. 
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Chapter 7 Case study findings 

 

7.1 Introduction 

 

Chapter 7 presents findings from a case study examining work undertaken by an Australian 

university to implement health promotion programs (HPPs). The case study specifically 

addresses research objective two: examine the influence of management controls on the 

selection and implementation of HPPs. Case study findings were obtained by following key 

actors involved in the early stages of implementing HPPs using the methodology outlined in 

Section 5.5. Evidence supporting the case study findings was obtained from archival 

documentation, interviews and observations conducted throughout the study (see Section 

5.5.2). The starting point for interviews, February 2016, was when the health, safety and 

wellbeing department was negotiating the content and structure of programs with the executive 

group. These interviews continued until the end of 2017, at which time the department had 

become a spokesperson for several actors interested in improving employee health and the 

centralised implementation plan for HPPs. 

 

Figure 7.1: Structure of Chapter 7 

 

 
 

The chapter’s structure, outlined in Figure 7.1, begins with a brief retrospective account of 

HPPs at the case university in Section 7.2. This discussion highlights the health, safety and 

wellbeing department’s plans to coordinate ad hoc programs implemented by different 

departments across the university. According to Actor-network theory (ANT), the early stage 

of HPP implementation at the university enhanced the case study findings (Section 5.5.1.2.1). 

This made it possible to trace the health, safety and wellbeing department’s attempts to gain 

support for a centralised HPP implementation plan. 
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The health, safety and wellbeing department’s attempts to establish support for their plans to 

formalise HPP implementation are analysed in Section 7.3. As Figure 7.1 shows, the conceptual 

framework of problematisation, interessement, enrolment and mobilisation developed by 

Callon (1986)12 is used to perform this analysis. These four moments of translation frame HPP 

implementation as an ongoing process comprising networks of humans and non-humans that 

gradually try to align diverse interests for improving employee health. Section 7.3 explains 

how a centralised implementation plan was enacted by aligning the interests of the health, 

safety and wellbeing department, the executive group, the HPPs, and the employees. 

Management controls were found to play an important role in helping the department succeed 

in becoming a spokesperson for these actors and identifying their roles in implementing HPPs. 

 

Analysing the implementation of HPPs as a network of human and non-human actors has 

implications for the inclusion and exclusion of different actors and their versions of health. 

Callon (1986) employed the term “dissidence” to define situations whereby actors disagree 

with the dominant position of an actor when their interests are inadequately represented. In this 

research, the concept of dissidence is used to explore the potential misrepresentation of actors’ 

interests during HPP implementation. Section 7.4 reviews unsuccessful attempts by the health 

clinic to have their ideas about HPPs included within formalised plans governed by the health, 

safety and wellbeing department. Of interest is how management controls, which were used to 

facilitate power relations, promoted the department’s ideas about health at the expense of 

others. Chapter 7 concludes with a summary of case study findings. 

 

7.2 Context 

 

The long-term strategic plan for the university that is examined in this case study has 

acknowledged the challenge of managing changing operational contexts. The ability to 

continually improve teaching and research outcomes had “clear implications for university 

budgets” [Document 2.9]. The search for a solution to this strategic dilemma of balancing 

funding requirements with employee workloads had inspired the implementation of HPPs. 

Various university departments such as “Information Services, Campus Life, Health Clinic, 

and the Student Guild” had implemented HPPs to assist students and employees in coping and 

                                                 
12 The four moments of translation are detailed in Section 4.3 
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managing challenging life situations [Document 2.3]. However, the university’s inability to 

govern these HPPs and to enforce accountability measures prompted the health, safety and 

wellbeing department to bring several management control issues to the executive group’s 

attention. 

 

The case study started when the health, safety and wellbeing department sought support from 

the executive group to restructure HPP implementation processes to improve program 

governance and accountability. Figure 7.2 broadly summarises the department’s proposed 

restructure of the HPP implementation processes. The figure implies that this structural design 

was the outcome of a simple linear process involving the extension of existing systems and 

functions to HPP implementation. However, the task of establishing appropriate management 

and control of HPPs was ongoing. This transition towards formalised processes for managing 

HPP implementation is analysed in the next section. 

 

Figure 7.2: Restructuring of health promotion program implementation 

 

 
 

7.3 Moments of translation 

 

Section 7.3 is organised around Callon’s (1986) four moments of translation: problematisation, 

interessement, enrolment and mobilisation. This theoretical framework was engaged as an 

analytical lens to provide an explanation of how HPPs become coupled with the management 

controls of an Australian university. 
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7.3.1 Problematisation 

 

In the problematisation stage of translation, the problems, solutions and list of actors found to 

play a key role in the network are defined (Callon, 1986). Following what Callon (1986) 

described as a process of inter-definition, Section 7.3.1.1 discusses different interests that 

emerged as actors involved in implementing HPPs interacted. Section 7.3.1.2 summarises this 

inter-definition process by outlining processes employed in framing the health, safety and 

wellbeing department’s implementation plans for HPPs. In particular, this section identifies 

how the department established relations that legitimated their mandate to govern HPP 

implementation. 

 

7.3.1.1 Inter-definition of actors and their interests in implementing health promotion 

programs 

 

To succeed in becoming the primary actor governing HPP implementation, the health, safety 

and wellbeing department firstly identified internal and external stakeholders that could assist 

them in achieving their objectives. When asked the question “how should employee health be 

managed and who should be involved?” the director noted the importance of senior 

management and academic employees who support and participate in programs. The other key 

roles appeared to relate to HPP implementation tasks. “Outside of key health, safety and 

wellbeing employees, […] there are several other key stakeholders, but they—I think their role 

is more about implementing the Staff Wellbeing program—they perform the tasks in the plan” 

[Interviewee 2.1]. Therefore, Section 7.3.1.1 analyses the importance of achieving the 

department’s objectives through the commitment of three actors: executive group (Section 

7.3.1.1.1), HPP implementation plan (Section 7.3.1.1.2); and employees (Section 7.3.1.1.3). 

Finally, the health, safety and wellbeing department’s objectives for implementing HPPs are 

reviewed in Section 7.3.1.1.4. 

 

7.3.1.1.1 Executive group 

 

The health, safety and wellbeing department presented the executive group with several reports 

on the strategic value of HPPs to the university. Several anticipated benefits to the university 

were identified, such as “better attendance at work”, “brand recognition”, “morale”, and 

“employee retention” [Document 2.3]. These benefits were consistent with the university 
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objectives of developing a unified brand, along with the retention and recruitment of high-

achieving employees. If the university did not comply with their regulatory requirements, costs 

such as attending to incidences and injuries risked being incurred. Similarly, an employee 

explained how poorly selected or managed programs risked “damaging the university’s 

reputation as an employer of choice” [Interviewee 2.7]. It was apparent that the department’s 

ability to report on these potential risks and costs would influence how HPPs progressed within 

the university. 

 

The health, safety and wellbeing department director noted that benefits from either 

participating in or supplying various activities designed to improve health were uncertain. The 

director, who had 15 years of managerial experience developing and implementing health and 

safety projects, explained that the “sell was always about whether it’s worthwhile 

implementing programs” [Interviewee 2.1]. Similarly, the department manager explained that 

the executive group was “concerned about additional accountabilities the university would 

assume if the university was to take on board wellbeing tasks” [Interviewee 2.2]. A key concern 

was “whether programs that failed to achieve optimum results would negatively reflect on the 

university” [Interviewee 2.2]. If HPPs were formalised within university structures and 

systems, this would potentially pose operational, legitimacy, and reputational risks, potentially 

exposing the university to unexpected costs. 

 

7.3.1.1.2 Health promotion program implementation plan 

 

In presenting the case university’s renewed strategy to employees, their Vice Chancellor 

addressed disunity between various campus locations and university functions. The key focus 

of a new positioning campaign was to coordinate communication across the university around 

a unified theme and branding position [Observation 2.4]. This strategic objective to unify 

university functions provided motivation for a centralised approach to HPP implementation 

and legitimised the health, safety and wellbeing department’s dominance of this approach. 

 

The implementation plan advocated by the health, safety and wellbeing department could be 

classified as a framing exercise undertaken to gain control of HPPs implemented throughout 

the university. Legacy implementation methods were inadequately regulated and “failed to 

effectively leverage university facilities and identify relevant health issues to improve” 

[Interviewee 2.1]. The proposal to the executive group stated that “staff wellbeing is an area 
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which is currently ad hoc and disjointed, with limited strategies aimed directly at [case 

university] employees” [Document 2.3]. The department intended to establish a centralised 

plan that aligned implemented HPPs with the university’s strategic objectives. The initial focus 

would be “on staff wellbeing and ensuring that limited resources for wellbeing are pooled and 

a more measured approach to implementation is developed” [Interviewee 2.1]. This implied 

that measurement controls were an espoused actor. 

 

The health, safety and wellbeing department advised the executive group that “a central, 

coordinated staff wellbeing program at [case university] would be a significant benefit to the 

university” [Document 2.3]. Well-managed HPPs could be linked to broader strategic concerns 

such as retaining and recruiting high-achieving employees at a time when demand for 

university services outpaced earnings. Moreover, the proposed centralised approach to program 

implementation allowed the department to establish connections that legitimised the 

university’s demands and their ability to manage previously ad hoc implementation processes. 

The department professed to be best positioned to “support elements and groups that are 

already in the process of developing their own wellbeing programs” [Document 2.3]. 

 

HPPs that addressed a common concern for actors—the importance of health—needed to be 

selected and implemented. The problem was convincing actors that the health, safety and 

wellbeing department’s implementation plan for HPPs provided the best platform for 

improving health. Convincing stakeholders with diverse agendas to cohere to HPPs approved 

by the corporate centre was a difficult task. The department director experienced difficulties 

convincing wellbeing ambassadors such as department managers. “This level of management 

is stuck in the middle and the work involved in shifting towards holistic health falls upon them. 

Therefore, it is a struggle to get their endorsement” [Interviewee 2.1]. 

 

7.3.1.1.3 Employees 

 

The premise for investing into HPPs was that healthy employees would improve their personal 

wellbeing and that of the workforce. The health, safety and wellbeing department director 

emphasised that “employees that are happy in themselves, with their colleagues, and in their 

work, will be more engaged and productive” [Interviewee 2.1]. The expectation of the health, 

safety and wellbeing department was for employees who participated in programs to benefit 

from “building resilience”, “connecting with others”, “eating well”, “increased movement”, 
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and “personal development” [Document 2.3]. The desire to align employee behaviours and 

university systems with pre-determined strategies for improving employee health was 

apparent. In response to the question, “why is improving employee health an important strategy 

for the university?”, the director explained how “employees show up with issues. It is our duty 

not to make these worse but also to assist people in improving themselves and becoming 

happier not just in the workplace but in all facets of their lives” [Interviewee 2.1]. 

 

Despite the potential for employees and the university to benefit from HPPs, the ambiguous 

problem of defining and accepting responsibility for health meant that employee participation 

was not guaranteed. An employee expressed an interest in participating in HPPs “that have our 

interests at heart but do not threaten our right to privacy” [Interviewee 2.7]. Another employee, 

who found performance expectations to be unrealistic, expressed concerns about the ability for 

programs to “change the culture of the university to one that is life enhancing” [Interviewee 

2.8].  

 

Similarly, a health, safety and wellbeing department manager interviewed during the content 

analysis identified difficulties associated with privacy regulations which prevented the 

university from collecting information about employee health concerns. As detailed in Section 

6.4.4.2, the manager suggested that it was difficult to target absenteeism using HPPs because 

sick leave measures did not include relevant information about the absence [Interviewee 1.3]. 

 

7.3.1.1.4 Health, safety and wellbeing department 

 

The health, safety and wellbeing department also communicated their objectives for program 

implementation. The basis for implementing HPPs was conveyed in a scoping report issued to 

the executive group. The report stated that the World Health Organization advised to invest in 

healthy workplace initiatives because it is “1) the right thing to do: business ethics; 2) the smart 

thing to do: business case; and 3) the legal thing to do: the law” [Document 2.3]. Responding 

to the question, “why is it important to have resources available to promote health within the 

university?” the director reiterated the World Health Organization’s views: “it just makes 

sense. It is the right thing to do” [Interviewee 2.1]. The impression given was that HPPs would 

succeed if enough interest and belief in the need to improve employee health was created by 

the department. 
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The business case for HPPs was expected to be an inevitable outcome if the university 

honoured its ethical and legal responsibility to promote health. Greater investments such as 

increased financial resources from the executive group were expected to follow HPPs that 

enhanced the university’s reputation as a healthy and safe workplace. The health, safety and 

wellbeing department manager described how “the impact of these programs on finances was 

presented in the initial proposal to implement wellbeing programs, but our major drive was to 

adopt these because of moral and legal obligations to protect the health of the workforce” 

[Interviewee 2.2].  

 

Despite rhetoric about ethical, economic and legal responsibilities for promoting health, the 

business case (e.g. economic) appeared to be an unavoidable end goal of HPP implementation. 

While employees and management were united by their desire to improve health outcomes, 

financial concerns appeared to overshadow the executive group’s commitment. Although a 

summary of HPPs presented to the executive group listed ethical, economic, and legal reasons 

for implementation, the first paragraph in this report advised that “employers save an average 

of $5.81 for every dollar invested in wellbeing” [Document 2.3]. Yet the health, safety and 

wellbeing department director suggested that it “is difficult for universities to evaluate their 

objectives for implementing wellbeing programs as the measures for a good investment are not 

clear” [Interviewee 2.1]. Universities sampled during the content analysis phase of this research 

also appeared to find it difficult to measure the business case for implementing HPPs (see 

Section 6.4.4.2). 

 

For the health, safety and wellbeing department, the university’s financial concerns meant that 

clearly articulating and aligning program content with employee health was not the sole basis 

for implementation. To sustain investments in HPPs, the business case for improving health 

would eventually need to materialise. The director expected this progression to occur following 

the implementation of well-defined and structured programs. “If we can implement wellbeing 

programs that improve the level of happiness of the workforce it will flow into all areas of 

operation” [Interviewee 2.1]. The director explained that “the finance will follow this move 

towards more holistic measures of health. At present, this means taking money out of the 

existing budget and putting it towards wellbeing programs but fortunately there’s a generous 

budget available” [Interviewee 2.1]. This finding was interesting as it highlighted the intention 

to fit HPPs within existing measures of performance rather than exploring new ways to justify 

the business case for improving employee health. 
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Motivating HPP implementation based on the three perspectives outlined by the World Health 

Organization raises questions about who decides what the right, smart and legal thing to do is? 

The problematisation outlined in this research has highlighted the different ideas actors had 

about the content and value of HPPs. However, a common concern for each actor was to ensure 

that suitable HPPs were selected and implemented. The health, safety and wellbeing 

department professed its ability to coordinate diverse agendas around this common concern by: 

 

• managing implementation costs, risks and related business outcomes (e.g. Section 

7.3.1.1.1); 

• establishing collaborative systems and processes for implementing programs and 

engaging expert advice and suppliers to administer health-promotion activities (e.g. 

Section 7.3.1.1.2); and 

• improving employee health (e.g. Section 7.3.1.1.3) 

 

7.3.1.2 Framing the health, safety and wellbeing department’s implementation plans for 

health promotion programs 

 

Figure 7.3 summarises the problematisation described in Section 7.3.1.1. Each main actor 

identified by the health, safety and wellbeing department is listed in the top of the figure and 

their agendas are described across the bottom. In the case of HPPs, the agenda of each actor is 

linked (e.g. the solid line) by the desire to know whether HPPs provide desirable outcomes. 

This, the executive group would like to know, to ensure that the university’s reputation would 

improve, along with employee productivity and retention. The success of a centralised HPP 

implementation plan depends on the ability to implement well-defined programs, and convince 

stakeholders to endorse these plans. Finally, employees want to know whether participation in 

HPPs will improve their health and performance. 

 

Despite having a different agenda, each actor converges around the same problem, as shown 

in Figure 7.3—Do HPPs provide desirable outcomes? Here, the health, safety and wellbeing 

department’s ability to establish an alliance between actors is dependent on achieving two key 

outcomes. Firstly, the department, as the primary actor, must demonstrate that it is in the other 

actors’ interests to attach themselves to the obligations outlined by the department (e.g. the 
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solid lines in Figure 7.3). Secondly, the willingness for other actors to take possible risks and 

align with the collective interests of the network must be managed and controlled. The dashed 

lines in the figure highlight the difficulties of getting each actor to form an alliance to solve 

this problem. The executive group members are concerned about the difficulties with managing 

costs and risks. The centralised implementation plan must gain administrative endorsement and 

become widely supported. Finally, employees are concerned about privacy and the added 

expectations around performance. 

 

Figure 7.3: Obligatory passage point providing actors with opportunity to achieve goals with 

minimal problems 

 

 
Source: developed based on discussion in Section 4.3 
 

Section 7.3.1 has explained how a new problematisation at the university was defined, 

positioning the health, safety and wellbeing department as an obligatory passage point for 
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aligning with a centralised implementation plan. The department’s use of management controls 

to create alliances to support HPP implementation is discussed in the next section. 

 

7.3.2 Interessement 

 

According to Callon (1986), in the interessement stage the health, safety and wellbeing 

department attempts to align the interests of actors defined during the problematisation stage. 

This research project was interested in examining the different management controls used to 

encourage each actor to support the collective goals of promoting health. Thus, Section 7.3.2 

features a thematically organised discussion of each group of management controls listed in 

Figure 7.4. 

 

Figure 7.4: Section structure 

 

 
 

7.3.2.1 Executive group support 

 

Four important themes emerged when examining the implementation processes employed by 

the health, safety and wellbeing department to gain executive group support. The department’s 

response to executive group concerns demonstrated how HPPs can:  

 

• be aligned with administrative controls such as structures and policies (Section 

7.3.2.1.1); 

• be indoctrinated through the executive group’s modelling of health (Section 7.3.2.1.2); 

• conform with plans approved by the executive group (Section 7.3.2.1.3); and 

• fit with existing measurement controls (Section 7.3.2.1.4). 
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7.3.2.1.1 Administrative controls 

 

The case university’s “Wellbeing Plan”, developed by the health, safety and wellbeing 

department, was endorsed by the executive group in February 2016. This was followed with 

the official launch of the HPPs in April 2016. However, the process for gaining executive group 

support to formalise the HPPs at the case university took 18 months and involved a significant 

investment from department employees. The department manager, who had nine years’ 

experience working within managerial roles for the university, was assigned to oversee the 

proposal process. This manager mentioned that they “would have resigned if it had not gone 

through given the work put into the proposal (laughs)” [Interviewee 2.2]. During this time, the 

manager visited another university “deemed to be comparable with [case university] and which 

was in the process of offering programs of the proposed type” [Interviewee 2.2].  

 

The health, safety and wellbeing department held discussions with another university (referred 

to in this case study as the scoping university) to scope HPP implementation. The manager 

consulted with this scoping university to determine where “responsibility for the program sits 

within their organisational structures and how programs were coordinated” [Interviewee 2.2]. 

Questions were asked by the manager about the coordination and responsibilities for program 

implementation within existing organisational structures: the answer was to centralise these 

processes within the department. It was interesting that the department initially held discussions 

with other universities about appropriate governance and organisational structures for HPPs, 

rather than consulting with employees. This was consistent with content analysis findings 

which revealed that “inquiries from other organisations” were used as a performance measure 

(see Figure 6.3). 

 

Following feedback from comparable universities, the health, safety and wellbeing department 

proposed a tightly controlled implementation approach that followed best practice within the 

sector. The intention was for implemented programs to be tightly associated with governance 

structures administered by the department, in consultation with the executive group. Content 

analysis findings in Section 6.4.1 identified a similar concern with monitoring high-level 

agendas. Thus, a centralised system, which combined managerial and collegial decision 

making, was frequently used within the university sector to implement HPPs and to report 

information back to senior management. 
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The department’s experience implementing systems for governing health and safety 

legitimised their ability to manage the HPP implementation and the associated risks to the 

university. Traditional health and safety systems and interventions were extended to include 

wellbeing in their scope. The health, safety and wellbeing department director “renamed the 

department [from health and safety] to ‘health, safety and wellbeing’ to reflect the department’s 

added focus on wellbeing programs” [Interviewee 2.1]. The manager at the case university 

explained how HPPs “naturally went to the health, safety and wellbeing team” [Interviewee 

2.2]. Prior to including “wellbeing” within health and safety objectives, the department was 

already managing initiatives such as “vaccination” and “ergonomic interventions” [Document 

2.4]. This was consistent with the literature, which expressed that HPPs are an extension of 

existing health and safety functions (Linnan et al., 2008; Pronk, 2014; Sorensen et al., 2016). 

 

7.3.2.1.2 Cultural controls 

 

A summary report on the HPP implementation plan identified the importance of having “senior 

leadership participate in programs” [Document 2.2]. The health, safety and wellbeing director 

explained how executive group support was needed to get the workforce on board with health 

promotion ideals. This was  

 

“not initially about financial support but having the executive group endorse efforts to improve 

employee health. Having their support at events and wanting to include health and wellbeing 

within key university documents and communications signalled the importance of making 

healthy choices” [Interviewee 2.1].  

 

The importance of employee health was communicated from the highest levels of organisation. 

Email correspondence with employees repeatedly identified that HPPs were endorsed by senior 

executives [Document 2.11; Document 2.13]. The words and actions of executives also 

demonstrated a commitment to employee health through induction processes, strategic 

milestones, symbols, and behavioural modelling. For example, university documents reiterated 

branding slogans such as “individually and together we all contribute” and “our staff are our 

most important asset” [Document 2.9].  
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7.3.2.1.3 Planning 

 

The case university’s strategy for implementing program activities was to start with small, 

manageable projects and work towards expanding their scope. The health, safety and wellbeing 

department manager explained how the executive group initially approved a “safe, scaled up 

approach to implementation” [Interviewee 2.2]. A report outlining implementation strategies 

for HPPs identified the initial plan to “continue with existing wellbeing initiatives” and to 

implement programs that provide “quick wins” [Document: 2.2]. The report stated that “once 

the Staff Wellbeing Program is well established, the plan is to expand the programs” 

[Document: 2.2]. A prudent HPP implementation approach (e.g. implementing legitimate 

programs that adhere to institutional standards, as discussed by Pronk, 2013) was also relayed 

during content analysis interviews; this prudent approach seemed to provide a successful 

strategy for universities in the early stages of implementation, as discussed in Section 6.4.4.2. 

 

To ensure that selected activities satisfied executive group concerns, the health, safety and 

wellbeing department prepared formalised plans outlining how HPP implementation would be 

managed and controlled. In developing implementation plans, the executive group was given 

strategic information outlining each proposed activity along with the objectives and targets for 

HPP activities, required resources, and mode of delivery such as “written material” and 

“partnerships” [Document 2.3]. This approach to strategic and operational planning was 

consistent with content analysis findings. As outlined in Section 6.4.3, seven universities 

incorporated plans for improving employee health, with information on the objectives, 

development processes, and task responsibilities for different HPPs. 

 

 

7.3.2.1.4 Measurement controls 

 

The executive group initially expected HPPs to be appropriated from within the health, safety 

and wellbeing department’s existing budget, as opposed to separating expenditure on employee 

health (see Section 7.3.1.1.4). Consequently, the contents of the budget and the potential cost 

savings from implementing HPPs were not negotiated prior to implementation. Rather, the 

department manager explained that a broad range of foreseeable “outcomes were specified and 

discussed prior to implementation to justify expenditure on wellbeing programs” [Interviewee 
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2.2]. The executive group was given an outline of several expected outcomes from HPP 

implementation, as identified in Document 2.3: 

 

• “Reduction in workers’ compensation costs”; 

• “Improved employee productivity and performance”; and 

• “Improved employee engagement and reduced turnover”. 

 

However, the health, safety, and wellbeing department director questioned whether economic 

links between health and productivity were able to be quantified. There was  

 

“a lot of talk about the return on investment for health promotion based on the transaction 

function. However, you never get a return on investment, at least one that is easily quantifiable 

because you cannot prove that the statistics on employee health are attributable to a specific 

health risk factor” [Interviewee 2.1]. 

 

Despite being doubtful about these links, the director explained that “we play the game and 

develop these measures and links” [Interviewee 2.1]. The director’s comments about playing 

“the game” highlight the dilemma of having to provide objective measures for HPP 

implementation, despite the complexity of this task. For example, content analysis interviews 

identified in Section 6.4.4.2 revealed that universities use measurement controls to primarily 

account for HPP implementation processes. Although measures were developed to account for 

several implementation outcomes, it was questionable whether these measures objectively 

accounted for the diverse interests being represented. For example, measures that represent 

compliance, the quality and reputation requirements of implementation; the best-practice 

processes; the employee feedback; and the existing research were likely to be 

incommensurable. 

 

In summary, this review of executive group support has shown that program implementation 

required collaboration between and within universities to tightly define and control HPPs 

according to existing university structures and systems. This was interesting, as it appeared to 

place the university, not the employee, at the centre of HPP implementation. 
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7.3.2.2 Support for centralised health promotion program 

 

The health, safety and wellbeing department’s position as an obligatory passage point for 

selecting and implementing HPPs depended on gaining support for a centralised 

implementation plan. The findings show that the department maintained regular 

communication with operational employees to ensure that implemented HPPs were supported 

by suitable university administrative, cultural, planning, measurement, and reward and 

compensation controls. 

 

7.3.2.2.1 Administrative controls 

 

Figure 7.5 reviews the administrative controls used by the health, safety and wellbeing 

department to manage the centralised HPP implementation plan. Section 7.3.2.2.1 discusses 

the various structures listed in Figure 7.5, such as the roles of the wellbeing champion, the 

committee and the coordinator. The purpose of this review is to identify how administrative 

controls were used to legitimise the department’s implementation plans. 

 

Figure 7.5: Administrative control context for implementation at the case university 

 

 
Source: adapted from Document 2.2 
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tightly coupled HPPs with structures and functions governed by corporate services, as shown 

in Figure 7.5. A range of administrative controls were enacted to record, analyse and 
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disseminate information throughout the university. Relevant information was reported to a 

“wellbeing champion” for HPPs—a role that was occupied by the Vice President of corporate 

services. The wellbeing champion oversaw plans for implementing HPPs and facilitated 

communication at the strategic level [Document 2.2]. 

 

A “wellbeing committee” was established to report to the wellbeing champion on 

implementation progress and to provide updates on the outcomes of meetings held (see Figure 

7.5). This committee, which was scheduled to meet at least twice a year to review the strategic 

direction for HPPs, comprised “key people with strategic oversight for the wellbeing program” 

[Document 2.2]. Table 7.1 lists the members of the wellbeing committee by reporting their 

position and department within the case university. As shown in Table 7.1, nine members 

served on the wellbeing committee, six of whom were employed within corporate services 

(Office of human resource management is a division of corporate services). The three members 

unaffiliated with corporate services included the Deputy Vice Chancellor of engagement, 

discipline head of nutrition and dietetics, and a student guild representative. 

 

Table 7.1: Wellbeing Committee Structure  

 

Position Department 

Director Campus Life Corporate Services 

Director Student Services  Corporate Services 

Deputy Vice Chancellor Engagement Engagement 

Discipline Head Nutrition and Dietetics Health 

Associate Director Strategic Services HR Office of Human Resources Management 

Health, Safety and Rehabilitation Adviser Office of Human Resources Management 

Senior Manager Health, Safety and Wellbeing Office of Human Resources Management 

Wellbeing Coordinator Office of Human Resources Management 

Student Guild Representative Student body 

Source: Document 2.2 

 

Despite claiming to facilitate a collegial structure, the content and contributors to committee 

meetings were tightly controlled in accordance with health, safety and wellbeing department 

agendas. The wellbeing committee included no representatives for academic or general 

employees (see Table 7.1). Representatives from key university departments involved in HPP 

implementation, such as health clinics and fitness centres, were also omitted. The wellbeing 

committee structure appeared to reinforce the case university’s desire to select HPPs with 

implementation outcomes that could be measured and managed. This was consistent with the 
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content analysis findings in Section 6.4.4, which suggested that “promotion” was more 

important than “health” when it comes to HPP implementation. 

 

The emphasis on “promotion” is further evidenced by the selection of the Director of Student 

Services and a Student Guild Representative on the committee. Rather than selecting 

committee members with experience in health-related fields, the health, safety and wellbeing 

department opted for members with experience in program implementation and management. 

Despite an initial focus “on the establishment of a wellbeing program for staff” [Document 

2.3], the department justified the importance of partnering with student services to the 

executive group. 

 

“Where staff wellbeing initiatives can be easily partnered with student wellbeing initiatives, this 

will be considered. This will allow sharing of both people and financial resources. As an example, 

the wellbeing team will work with Student Services to acknowledge Mental Health Week in 

October” [Document 2.2]. 

 

The health, safety and wellbeing department were interested in taking control of HPPs. 

Although HPPs were being successfully implemented within other university department’s 

(e.g. student guild), to be considered legitimate these programs would eventually need to align 

with the department’s implementation strategies. “There is currently significant activity in the 

area of student wellbeing at [case university] but a central coordinated program is preferred” 

[Document 2.2]. 

 

Various roles and responsibilities for program implementation, when formalised, helped set the 

context and culture for communicating health promotion strategies. A dedicated wellbeing 

coordinator was consigned with the “overall responsibility for the program and is a person from 

within the health, safety and wellbeing team” [Document 2.2]. Wellbeing working groups (sub-

committees) were also established to oversee significant implementation projects such as 

wellbeing expos [Observation 2.2]. These working groups 

 

“comprised representatives from different business groups with an aim to: share responsibility 

for planning, implementation and evaluation of the wellbeing program; support the Wellbeing 

Coordinator; and gain long term commitment and involvement throughout the groups” 

[Document 2.2]. 
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Similarly, ambassadors were chosen from various groups or elements within the university to 

keep “colleagues informed of wellbeing initiatives and activities and assist with the 

development and implementation of initiatives” [Document 2.2]. The health, safety and 

wellbeing department director confirmed that communication with employees was channelled 

through the centralised network of “working groups used to provide decision makers [e.g. 

experts] with information to determine appropriate aspects of health to promote” [Interviewee 

2.1].  

 

The case university implemented activities using extensive services available through 

outsourced and in-house providers. Existing activities offered by the case university to promote 

good health were continued, including “free staff flu vaccinations, an employee assistance 

program, on-site fitness facilities, and the Global Corporate Challenge” [Document 2.6]. A 

report to the executive group stated that the health, safety and wellbeing department “will 

partner with internal and external agencies where possible and this may include [Private health 

funds, University health clinics, employee assistance providers, and various Government 

agencies]” [Document 2.3]. This implementation strategy was consistent with the content 

analysis findings in Section 6.3.2, which showed that the sampled universities implemented 

comprehensive programs by utilising a diverse range of suppliers. 

 

7.3.2.2.2 Cultural controls 

 

The health, safety and wellbeing department acknowledged the importance of creating shared 

values and norms to reinforce the importance of promoting employee health. In addition to 

having executive group support (Section 7.3.2.1.2), the department identified the need to 

develop environments that support employee health decisions. Short- and long-term objectives 

to improve the university’s physical and social environments were identified to help enforce a 

healthy university culture. In the short term, the department focused on providing 

“opportunities for improving healthy food choices in food outlets on campus” [Document 2.2]. 

As outlined in Document 2.2, various initiatives were being undertaken to improve food 

choices, such as “a food audit of food outlets on Campus”, “healthy cookbook for staff”, and 

“healthier food options in staff meetings”. Over the long term, the department planned to obtain 

“greater involvement in building planning to recommend the inclusion of showers and change 

facilities in all new and refurbished buildings” [Document 2.2]. Content analysis findings in 
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Section 6.4.2 also showed how the sampled universities used catch-phrases such as “one staff, 

one culture” to reinforce a commitment to promoting employee health. 

 

7.3.2.2.3 Planning 

 

The health, safety and wellbeing department’s functional strategy for improving employee 

health was to use “the launch in the year 2016 to determine what was viable, and then the next 

step moving into 2017 was to develop an effective structure for programs” [Interviewee 2.1]. 

Subsequently, the department organised HPPs around four prominent health categories: 

lifestyles, minds, communities and places. The justification for this implementation plan was 

explained in a report to the executive group, which highlighted the department’s desire to align 

with institutionalised practices. 

 

“Based on the World Health Organization Healthy Workplace Framework and significant 

research in the area of employee wellbeing, the Staff Wellbeing Program at [case university] will 

offer a range of activities and services for staff focusing on 4 key areas: Healthy Lifestyles, 

Healthy Minds, Healthy Communities and Healthy Places” [Document 2.3]. 

 

Table 7.2 identifies a range of activities included in the case university’s implementation plans. 

For analytical purposes, groups of activities for each HPP listed on the left side of Table 7.2 

are matched with the corresponding analytical categories used throughout this study: awareness 

and behaviour change and supportive environments.13 Similarities are found between the 

categories used by the case university and the groupings used in this study. For example, 

“Healthy Lifestyles” and “Healthy Minds” emphasise the need to ensure that individuals make 

healthy choices. “Healthy Communities” and “Healthy Places” indicate the importance of 

having environments that support the healthy choices made by employees. 

 

 

 

 

 

                                                 
13 Section 2.5.3 contains a summary of categories and sub-categories for different types of health-promotion 

activities analysed in this study. During data collection, the activities listed in Table 7.2 were in the process of 

being implemented (e.g. planning stage). These programs were eventually formalised within the university’s 

website and listed under each of the four categories. 
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Table 7.2: HPPs and activities included in implementation plan 

 

Program Example activities from 

documentation 

Awareness and behaviour 

change 

Supportive 

environments 

Addiction-

related 

Assess smoking behaviour, 

educate and support employees 

by providing quit smoking 

posters and packs 

Brochures, guides, flyers and 

posters; Coaching, counselling 

and mentoring; Courses and 

training; Health risk 

assessments 

Clinics and centres 

Employee 

assistance 

Promote employee assistance 

programs and encourage use of 

coaching services 

Brochures, guides, flyers and 

posters; Coaching, counselling 

and mentoring; Extrinsic 

motivation 

Culture 

Ergonomics Back and posture screening, 

reviewing workstation design, 

and new equipment policies  

Brochures, guides, flyers and 

posters; Courses and training; 

Health risk assessments 

Clinics and centres; 

Culture; Policy; Physical 

environments 

Mental health Mental health courses, 

resilience and mindfulness 

training 

Brochures, guides, flyers and 

posters; Courses and training; 

Coaching, counselling and 

mentoring 

Employee ownership 

and involvement 

Nutrition and 

weight 

management 

Cooking demonstrations, 

healthy catering, recipes and 

guides 

Brochures, guides, flyers and 

posters; Courses and training; 

Health risk assessments, 

Clinics and centres; 

Culture; Policy; Physical 

environments 

Physical 

activity 

Fitness assessment and 

tailored classes, signage to 

motivate taking stairs as 

opposed to elevators, stair and 

end of trip facilities audit, 

walking groups, and yoga 

classes. 

Brochures, guides, flyers and 

posters; Extrinsic motivation; 

Health risk assessments,  

Clinics and centres, 

Culture, Employee 

ownership and 

involvement, Structure 

Source: developed from Document 2.2 

 

Comparison of the HPPs and the activities listed in Table 7.2, with content analysis findings in 

Section 6.3.1, highlights some notable omissions, as shown below. 

 

• The documentation did not reference any initiatives relating to disease management or 

diversity and inclusion programs. The university website contained extensive 

information on diversity and inclusion initiatives, including references to “bullying, 

first people’s employment, staff with disabilities, and LGBTIQ [Lesbian, Gay, 

Bisexual, Transgender, Intersex and Queer] inclusion” [Document 2.4]. However, these 

diversity initiatives were not specifically included in the HPP implementation plans. 

This could suggest that these programs were institutionalised practices within the 

university sector and did not require immediate approval. It is possible that the case 

university will expand the HPP plan to include these established initiatives at a later 

stage. For example, five of the eight universities sampled in the content analysis 
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managed specific programs using a hierarchical tree-like committee structure in which 

diversity and inclusion featured prominently (see Section 6.4.1.2). 

• None of the eight universities sampled in the content analysis referenced “health risk 

assessments” for addiction-related programs. However, “health risk assessments” were 

mentioned in the context of the case university’s addiction-related programs to “assess 

smoking behaviour of a cross-section of university employees” [Document 2.2]. In a 

survey administered by the case university [Document 2.1], “feedback was gathered 

from employees to explore their interest in further health promotion programs and 

annual health assessments was one of the most popular programs” [Document 2.2].  

• Survey respondents from the case university “used the word ‘free’ when referring to 

initiatives they would like to see” [Document 2.2]. Although the case university offered 

incentives to participate, additional opportunities to provide employees with “extrinsic 

motivation” to participate in programs were apparent. For example, at least half of the 

eight sampled universities mentioned “extrinsic motivation” in relation to mental health 

and nutrition and weight management (Table 6.6), but this activity was not linked to 

these programs by the case university. This could be attributed to budget restrictions 

experienced during the early stage of implementation.  

• “Clinics and centres” were identified by the case university for their role in performing 

“back and posture screenings” for ergonomic programs. Although content analysis 

findings identified these types of screening activities, sampled universities utilised the 

services of external suppliers and wellbeing expos to perform these tasks (Section 

6.2.3.5). 

• “Policy” was mentioned for nutrition and weight management programs regarding the 

creation of “a healthy catering policy to encourage healthy food choices” [Document 

2.2]. No such policies were identified by universities sampled during the content 

analysis phase. 

 

7.3.2.2.4 Measurement controls 

 

It is relevant to note that no suggestions to interview the finance department were made, despite 

the importance of strong governance and planning processes. Management accounting 

professionals from the case university were not directly involved in conceptualising measures 

for governing and implementing HPPs. The health, safety and wellbeing department director 
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provided a cynical response to a question about accounting for HPPs: “what is accounting 

again?” [Interviewee 2.1]. Rather, expectations embedded within existing management 

controls, such as budgets, obligated the department to legitimately account for HPPs. Here, 

management controls acted as heuristic devices put in place to serve the interests of governing 

bodies. This implied that the function of management control was more important to HPP 

implementation than the position of the professional using the controls. However, the ability 

and skills needed to appropriately administer management controls to implement HPPs were 

not considered by the case university. 

 

The wellbeing committee was responsible for developing objective measures to address the 

executive group and employee concerns. Several methods for evaluating programs were 

presented to the committee. Table 7.3 lists these measures, outlined by the case university, 

along with corresponding measures from the content analysis findings reported in Figure 6.3. 

As shown in Table 7.3, only one of the five broadly defined measurement criteria provided by 

the health, safety and wellbeing department emphasised health outcomes (measures contained 

within group number five). This observation has been repeatedly identified in this research. 

Universities appear to focus on measuring the implementation tasks and structures used to 

make health outcomes desirable for participants, as evidenced by the content analysis findings 

in Section 6.4.2. 

 

Table 7.3: Comparison of measures documented in case study and content analysis 

 

Case study findings (Document 2.2) Content analysis findings (Figure 6.3) 

1. If a program has been implemented as 

planned 

Budget achieved, number of senior leaders who action plans, 

number of audits conducted, partnerships established 

2. Opportunities for program 

improvement 

Access to training and services, demand for training and services, 

number of audits conducted, number of awards and recognition, 

number of committee meetings, number of events run, number of 

incidences investigated, number of women in leadership 

3. Volume of participants Number of initiatives undertaken, number of participants, number 

of staff trained 

4. Changes in employee health and 

wellbeing knowledge and attitudes 

Raised awareness, employee satisfaction feedback, illness as a 

leading indicator, reduced incidences and complaints, website 

activity 

5. Health outcomes of a program as they 

relate to: sick leave; absenteeism rates; 

and percentage of employees who smoke, 

exercise and have healthy eating habits 

Turnover data, workforce profiling, survey review 
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7.3.2.2.5 Rewards and compensation 

 

Operational employees were given incentives to contribute to program implementation and to 

strengthen their commitment to systems and structures developed by the health, safety and 

wellbeing department. Employees were asked to provide “nominations for the Health, Safety 

and Wellbeing Recognition Awards” [Document 2.10]. These awards recognised “people 

across the University who have shown initiative or made some other significant contribution 

to making [case university] a safer and healthier place to work, over and above what would be 

considered a normal part of their role” [Document 2.10]. For example, the university 

recognised the outstanding achievements of local health, safety and wellbeing champions, 

along with the participation of schools in program activities. 

 

7.3.2.3 Employee support 

 

Section 7.3.2.3 reviews implementation processes employed by the health, safety and 

wellbeing department to support employees in maintaining and improving their health. 

Employees expressed concerns, during problematisation (see Figure 7.3), about the impact of 

HPPs on privacy and performance expectations. Therefore, to obtain consent for HPPs 

governed by the department, employees were 

 

• given opportunities to contribute to program planning (Section 7.3.2.3.1); 

• expected to give and receive information to help with measuring health outcomes 

(Section 7.3.2.3.2);  

• rewarded for participating in HPPs (Section 7.3.2.3.3). 

 

7.3.2.3.1 Planning 

 

To coordinate programs across the entire university, the health, safety and wellbeing 

department collected information for standardising employee health and for prescribing 

activities to include in programs. For example, an “all-staff needs assessment was conducted 

to determine staff priorities for the program” [Document 2.2]. In this need’s assessment, the 

department “asked staff what they wanted to see from a Wellbeing Program” [Document 2.2]. 

Employees were asked for feedback relating to two questions [Document 2.2]: 
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• “What do you think [case university] is already doing well in relation to staff 

wellbeing?” 

• “What would you like to see included as part of [case university’s] Staff Wellbeing 

Program?” 

 

In accounting for the workforce’s health profile, numerous ideas about improving employee 

health emerged which caused the health, safety and wellbeing department to take into account 

certain situations and to ignore others. As the director explained, the starting point for selecting 

health-promoting activities was to identify important health concerns to target, based on the 

aggregated results of health risk surveys and health assessments. 

 

“Although a decision was made to target the top five health risks that employees identified, this 

does not mean that other activities will not be undertaken in the future. These were just based on 

important health concerns that employees wished to be informed and so they became prioritised 

initially” [Interviewee 2.1]. 

 

The director’s comments about satisfying employee wishes were interesting as this implies that 

the employee survey provides a good indicator of the programs that will be selected and 

implemented by the university. This was surprising, given that the content analysis findings in 

Section 6.4.2 suggested that most academic employees did not intellectualise health and thus 

did not know what types of programs were desirable. 

 

Information displayed in Table 7.4 was retrieved from an email distributed by the Vice 

Chancellor’s office notifying all employees about progress towards implementing the 

requested activities [Document 2.6]. The table compares the top- five activities that employees 

requested and that the university implemented, with the “awareness and behaviour change” and 

“supportive environments” categories used throughout this research. From Table 7.4, it is 

evident that universities attempted to implement activities requested by employees. However, 

subtle differences existed between employee requests and what the university was able to offer. 

For example, employees primarily requested activities associated with supportive 

environments (four out of five requested activities). In responding to these requests, the 

university implemented awareness and behaviour change activities (four out of six 

implemented activities). 
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Table 7.4: Comparison of requested versus implemented activities 

 

Activities 

 

Awareness and 

behaviour 

Supportive 

environments 

What activities employees requested 1 4 

1. Health promotion workshops (e.g. stress management, 

nutrition, exercise) 

Courses and training  

2. Greater availability of exercise groups, including yoga, 

pilates and walking groups 

 Culture (e.g. team-

based initiatives) 

3. Greater access to healthy food in food outlets and vending 

machines 

 Physical 

environments 

4. Facilities to support physical activities such as showers and 

lockers 

 Physical 

environments 

5. Flexible time arrangements to participate in exercise before 

work, during lunch or after work 

 Employee ownership 

and involvement 

   

What activities the university could implement 4 2 

1. Psychological wellbeing seminars for staff Courses and training  

2 (a). Staff yoga is now available on [case university] 

campuses. 

 Culture (e.g. team-

based initiatives) 

2 (b). Walking maps for each campus showing distance of 

walking paths 

Brochures, guides, 

flyers and posters 

 

2 (c). The Heart Foundation walking program—we have joined 

this great “free” program so please register your interest 

Extrinsic motivation  

3. Partnership between dietetics/nutrition students, the 

wellbeing team and food outlets on campus to ensure staff and 

students have access to nutritious food on each campus 

 Physical 

environments 

4. Fitness Passport membership—allows you and your family 

to access many gyms for one low weekly fee 

Extrinsic motivation  

5. No action taken by university   

Source: adapted from Document 2.6 

 

A summary of each numbered item displayed in Table 7.4 is presented below. Whereas ease 

of access to participate in programs summarises the basis for employee requests, the review of 

implemented programs shows that the university’s ability to implement requested activities 

was conditional upon five main factors. 

 

1. Requests associated with “courses and training” were implemented by the health, safety 

and wellbeing department. This finding is consistent with content analysis findings in 

Section 6.3.1, which identified that “courses and training” was the most likely activity 

to be advertised in the website documents of sampled universities. 

2. Requests associated with the “culture” category (e.g. team-based initiatives) were 

implemented by the department. It was interesting to note that employee requests for 

access to exercise groups were also resolved through the provision of “walking maps” 
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and a free outsourced “walking program”. The importance of implementing activities 

to facilitate a “culture” of health was also reinforced through content analysis findings. 

As reported in Section 6.3.1, the sampled universities mentioned “team-based 

initiatives” such as biking, buddy fitness, mental wellbeing, phobia treatment, running, 

smoking support, social clubs, spirituality, swimming, team building, and walking, 

within 38 documents. 

3. In contrast to case study findings, steps taken to provide healthy food and food outlets 

on campus were less common in content analysis observations. Section 6.2.3.1 

identified one university that prevented smoking products from being sold in vending 

machines. 

4. Although shower and locker facilities were not refurbished to accommodate health-

promotion objectives, building planning was included in the department’s long-term 

objectives (see Section 7.3.2.2.2). 

5. A deficit was evident in the support offered to employees to assist with participating in 

HPPs. Informal discussions with a range of academic employees at the case university 

indicated that time and facilities were significant deterrents to participation, as indicated 

by the requests for “flexible time arrangements” listed in Table 7.4. Arguably, it is not 

surprising that “the majority of staff expressed an interest in participating in health and 

wellbeing initiatives during work hours” [Document 2.2]. However, the health, safety 

and wellbeing department noted that these requests “may need to be explored further to 

determine what staff consider to be flexible work arrangements” [Document 2.2]. This 

comment was interesting when considering the influence of compliance requirements 

on university decisions. For example, legislation in Australia permits certain employees 

such as carers to request flexible work arrangements and the employer must have 

reasonable grounds to refuse such requests (e.g. Carer Recognition Act (Cth) 2010; Fair 

Work Act (Cth) 2009, s. 65).  

 

7.3.2.3.2 Measurement controls 

 

The health, safety and wellbeing department director explained how “three different 

mechanisms of evaluation were collated and analysed: an employee survey, focus groups, and 

information collected from the Wellbeing Fairs conducted at each campus” [Interviewee 2.1]. 

Information gained from these data collection mechanisms was supplemented with data 
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retrieved from Workcover records;14 human resource management systems; profile survey data 

collected from the global corporate challenge; and data from employee assistance programs 

[Document 2.3]. 

 

The case university used the employee survey and focus groups as leading indicators. These 

measures provided the health, safety and wellbeing department with an inventory of employee 

health needs to assist with program planning and implementation [Document 2.1; Document 

2.12]. A reliance on industry-specific measures (e.g., benchmarking) or surveying employees 

to retrieve self-reported health outcomes was also evident in the content analysis findings. As 

reported in Section 6.4.4.1, measurement controls mentioned in relation to gaining employee 

support primarily involved leading indicators unless third-party solutions were offered.  

 

In terms of providing lagging indicators on employee health outcomes, partnerships with 

specialist program providers were used to implement activities and to provide employees with 

measured outcomes. A wellbeing consultant with decades of experience, occupying health 

promotion lecturing, course convening, and advisory roles to Australian universities, 

acknowledged the importance of utilising specialist health promotion services. Suppliers of 

these services have an interest in assisting “the university in making programs more effective 

and efficient as this will reflect upon their own service” [Interviewee 2.5]. The interessement 

to the employee was gaining access to high-quality health services for self-improvement 

purposes. Through program activities supplied by third-party providers, the health, safety and 

wellbeing department offered willing participants a plethora of devices, including step-tracking 

technologies such as a “pulse pedometer” [Document 2.4]. The university and their suppliers 

were interested in using data captured from these devices to improve the feasibility and 

outcomes of future programs. Therefore, in addition to providing awareness and supportive 

activities for employees, implemented HPPs also functioned as decision-making tools for the 

university. 

 

The case university collected information from program activities such as the Global Corporate 

Challenge and the Wellbeing Fair. The Global Corporate Challenge, which encourages 

employees worldwide to undertake more than 10,000 steps per day over a four-month period 

                                                 
14 Workcover is a Government organisation that provides insurance to cover work-related injury expenses and to 

assist workers to return to work 
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(Scherrer, Sheridan, Sibson, Ryan, & Henley, 2010), collected information on “key health 

topics such as exercise, nutrition, and mental wellbeing” [Document 2.2]. A survey, 

administered on commencement and conclusion of the challenge, provided a report on changes 

in employee health status to the university. The report provided information on the health status 

and behaviours of each employee, as referenced in Document 2.2: 

 

• “Alcohol, water and vegetable consumption”; 

• “Cholesterol levels”; 

• “Heart health”; 

• “Level of happiness, stress and depression risks”; and 

• “Sleep and fatigue”. 

 

Employees attending the Wellbeing Fair were also invited to participate in a lifestyle 

questionnaire administered by an outsourced healthcare service provider (a total of 154 

employees participated out of every employee who attended wellbeing fairs). Participants were 

given an action plan to address prominent health risk factors and, where necessary, referred to 

a professional health practitioner for targeted treatment [Document 2.2]. The university was 

given a de-identified summary report from the outsourced service provider; this report was 

generated by analysing survey results on the health profile of employees participating in the 

assessments. Documentation encouraging employees to participate in the lifestyle 

questionnaire were distributed to employees, but this correspondence did not forewarn about 

the research component associated with participation [Document 2.7].  

 

In a summary of the wellbeing program, the department identified several findings of concern 

related to this report, as referenced in Document 2.2: 

 

• “85% of employees are at risk for diet-related chronic disease” 

• “only 35% of employees met the Australian guidelines recommendation of 150-300 

minutes of moderate to vigorous activity per week” 

• “20% were assessed as at risk for depression” 

• “Almost half (48%) of employees have disturbed sleep” 

• “Almost half of [case university] employees have increased levels of body fat 
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• “19% of sampled employees were referred to their general practitioner for further 

assessment due to their smoking status, blood pressure, blood glucose, blood 

cholesterol, depression, anxiety and stress results” 

 

Data collected and analysed from various sources entered employees into a calculus about how 

participation in HPPs could be translated into healthy lifestyle choices that lead to desirable 

outcomes. Information was learnt about each employee’s personal health through various 

measurement controls. This information was translated into HPP activities, which enabled 

health and productivity to be calculated. Thus, measurement controls not only helped govern 

the resources required for promotion, but also gradually refined the definition of health 

encompassed within HPPs. 

 

A voluntary sample of 1,044 respondents was obtained from the employee survey which, 

according to the health, safety and wellbeing department, was “an overwhelming response from 

staff” [Document 2.2]. The survey response rate was 23 percent of the case university’s 

workforce and comprised 74 percent female respondents compared to 58 percent of females in 

the workforce. This implied that a representative sample of employee health did not eventuate. 

When comparing responses to the survey administered by the department with externally 

administered surveys, it was apparent that respondents overestimated their health status. 

Employees who completed the needs assessment survey reported undertaking enough exercise 

with “over three quarters of staff achieving sufficient physical activity for health” [Document 

2.2]. The lifestyle questionnaire reported that “35% of employees met physical activity 

requirements” [Document 2.7]. Conversely, the Global Corporate Challenge survey identified 

that “83% of participants were not meeting their recommended benchmark for physical 

activity” [Document 2.2]. Different survey instruments produced diverse employee responses 

of 75%, 35% and 17% (e.g. 100 less 83 equals 17), which were not investigated or 

acknowledged in the reports. 

 

Interestingly, statistics to confidently support the generalisability of survey results were not 

provided in the reported findings. The department did not appear to pilot test the survey, 

measure validity and reliability, or utilise statistical methods for identifying which survey 

content to include. Assistance from academic employees to manage difficulties with survey 

administration was also not sought. Rather, the survey instrument was developed and analysed 

by a provisional psychologist. 
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“The health, safety and wellbeing team are currently exploring opportunities for internal student 

placements to assist with health, safety and wellbeing initiatives. The Wellbeing Program has 

already benefited from the placement of a provisional psychologist within health and safety. The 

psychologist was responsible for the development and analysis of the wellbeing needs 

assessment” [Document 2.2]. 

 

The limited resources available for program implementation in university budgets also 

compelled the “Wellbeing Coordinator to have discussions with Dietetics and Nutrition about 

the possibility of involving students in the Wellbeing Program implementation” [Document 

2.2]. A similar situation was also identified in an interview with the scoping university’s health, 

safety and wellbeing department manager. Here, students were approached to help improve the 

employee survey.  

 

“We are in discussions with academics in health promotion to see if it could be a project for PhD 

students because we’d love to have that data to accurately say, okay, where can we focus our 

attention? What are the staff calling out for? […] down to the level of detail where we can identify 

over in health, for example, that they don’t walk a lot” [Interviewee 2.6]. 

 

It is interesting that students and trainees, as opposed to experts, were being employed to 

implement programs to improve employee health. University strategy documents suggest that 

employees are the “greatest asset”; yet due to budget restrictions, the employee survey, which 

is an important measurement tool used for planning and evaluating HPPs, was designed by 

students and trainees. This is interesting as it highlighted that measures are powerful actors 

with cultural values of their own. Despite rhetoric about the importance of employees to the 

university, proof that health and business outcomes could be linked was required before the 

budget would be changed. 

 

7.3.2.3.3 Rewards and compensation 

 

To encourage participation in HPPs, employees were offered extrinsic motivations including 

discounted or free initiatives. For example, gym memberships were discounted, and employee 

assistance programs were extended to family members. The wellbeing implementation plan 

reported results from feedback provided by 308 respondents at the Wellbeing Fairs conducted 
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across the case university’s campus locations. This feedback indicated that the “cost of 

wellbeing initiatives appears to be important with 21 respondents using the word “free” when 

referring to initiatives they would like to see” [Document 2.2]. The importance of discounted 

programs was also acknowledged, with “12 respondents asking for reduced cost or cheaper 

programs” [Document 2.2]. 

 

In summary, Section 7.3.2 has reviewed the package of management controls used in relation 

to the health, safety and wellbeing department’s plans to formalise implementation processes 

for HPPs. This review has shown how various management controls were used: 

 

• to provide the executive group with reassurance that the university would be protected 

from unexpected costs and risks derived from HPP implementation; 

• to provide employee and university representatives (e.g. wellbeing committee members 

and ambassadors) with opportunities to discuss and debate the type and implementation 

of HPPs included in the health, safety and wellbeing department’s implementation plan; 

• to provide employees with reassurance that HPPs administered by the health, safety and 

wellbeing department can provide beneficial health outcomes and that these are indeed 

necessary. 

 

7.3.3 Enrolment 

 

Section 7.3.3 summarises how management controls helped to enrol actors in the health, safety 

and wellbeing department’s plans to implement HPPs. For enrolment to occur, the department 

had to ensure that interessement processes resulted in: 

 

• the executive group being convinced that HPPs will improve the university’s reputation 

as well as employee productivity and retention (Section 7.3.3.1); 

• the development of HPP implementation plans that employees and the university were 

willing to endorse (Section 7.3.3.2); and 

• employees being convinced that participation in HPPs was beneficial (Section 7.3.3.3). 
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7.3.3.1 Executive group support 

 

Despite being convinced by the health, safety and wellbeing department that implementation 

plans could provide valuable university outcomes, the executive group’s support was 

conditional on being able to closely supervise plans and outcomes. To police the health, safety 

and wellbeing department’s coherence to implementation plans, the executive group monitored 

the information reported through administrative controls. Although responsibility for managing 

HPPs was shared between multiple actors, executive group discretion was maintained by 

filtering ideas through a network of committees managed by the department (see Section 

7.3.2.1.1). The department director explained how the executive group wished to be “kept up 

to date on the progress of wellbeing programs and were given summarising information on 

costs and meeting outcomes” [Interviewee 2.1]. 

 

The desire to increase the operational budget for implementing HPPs remained an important 

objective of the health, safety and wellbeing department. This goal justified the tight 

association between plans for HPP implementation and the department’s use of measurement 

controls. Health, safety and wellbeing department personnel were obliged to verify that 

programs could be controlled according to a centralised implementation plan and that the 

budget was a legitimate control device. The Vice Chancellor sent all employees an email to 

confirm that the “wellbeing team is working hard to bring your ideas to fruition so please be 

patient as they work on an action plan” [Document 2.5]. While this email reiterated the 

executive group’s support for HPPs, employees were not informed about the financial concerns 

which overshadowed the health, safety and wellbeing department’s analysis of employee needs 

(see Section 7.3.1.1.1). The time taken to bring ideas to fruition indicated the work involved in 

determining which ideas would succeed and align with the executive group’s mandate for HPP 

implementation.  

 

The executive group’s financial emphasis highlighted the fragmented functionality of 

management controls. An 18-month approval process to formalise HPPs within the university 

(Section 7.3.2.1.1) was contradictory, given that the strategy listed employees as the most 

important university asset (Section 7.3.2.1.2). For this purpose, it could be said that the budget 

influenced the types of programs selected and the impending implementation plans, whilst also 

conveying information on program implementation to the executive group. The interessement 



Chapter 7 – Case study findings 

 

228 

 

implied that budget increases would occur when the executive group was satisfied that HPPs 

could be effectively governed and could transform health into a valuable object. 

 

7.3.3.2 Health promotion program plan developed and endorsed 

 

Just because the department had formal approval from the executive group to establish a 

centralised HPP, broad acceptance of this plan was not guaranteed. The department needed to 

gain support from committee members, ambassadors, and management controls. Governance 

and organisational structures facilitated communication at a strategic level and ensured that 

ideas about improving health were debated and discussed. However, HPPs were initially linked 

with institutional practices, with the expectation that various committees and wellbeing 

ambassadors would support these plans (see Section 7.3.2.2.3). 

 

Decisions about the types of health-promotion activities to implement at the case university 

were made by the health, safety and wellbeing department in consultation with the executive 

group and expert consensus. The director mentioned that those “under the wellbeing committee 

were the ‘doers’ of health promotion and would be given appropriate resources to perform their 

duties” [Interviewee 2.1]. The director’s choice of the word’s “doers” and “duties” was 

interesting. Here, the department assumed the responsibility of developing the capabilities of a 

team of ambassadors across the university. However, rather than exploring strategies to engage 

these employees, the department expected to enforce implementation plans by using 

management controls (e.g. governance structures) to implement “best practice” HPPs. 

 

The interessement for wellbeing ambassadors to support implementation plans was the 

potential to be involved in modifying best-practice programs to suit university requirements 

and in utilising the subsequent resources available. Health promotion ambassadors in “each 

school could access resources to support employees” [Interviewee 2.1], while departments such 

as the fitness centre and health clinic could “benefit from increased recognition and utilisation 

of their services” [Interviewee 2.3]. However, for some employees (e.g. ambassadors), this 

changed their role from being involved in planning HPP implementation to making 

contributions to the progress of implementation plans devised by the department. 

 

The health, safety and wellbeing department director’s regulation of a centralised approach to 

HPP implementation involved several negotiations with “school committees to help prioritise 
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wellbeing as an agenda item” [Interviewee 2.1]. School deans and department managers were 

expected to take ownership of this holistic perspective of health and to seek support from 

health, safety and wellbeing representatives when needed. The director stated that “if staff are 

not reviewing wellbeing like they are other plans then it will be a pointless plan to have, because 

having these plans and agendas is a step towards holding people accountable for the health of 

employees” [Interviewee 2.1]. However, school deans and managers were not always willing 

to be held accountable to the HPP implementation plan governed by the health, safety and 

wellbeing department. For this reason, the director referred to specific program measures such 

as reduced absences as “soft measures” [Interviewee 2.1]. The reference to “soft measures” did 

not indicate that unimportant outcomes were being measured but highlighted the department’s 

orientation towards implementation objectives. The department initially intended to ensure that 

alliances with implementation strategies and plans were maintained. The director explained 

that “it is more important to assess whether a school or department has its own engagement 

measures, such as flexible hours and supportive policies” [Interviewee 2.1]. This emphasis on 

aligning actions with the plans of a corporate centre appeared to link measures to 

implementation processes rather than to generate new knowledge about health. 

 

External suppliers accepted the health, safety and wellbeing department’s role in devising 

centralised implementation plans without question, due to the synergies between each actor’s 

objectives. However, the department inadvertently designated a subordinate role to managerial 

employees with access to valuable knowledge about health. The subordinated role assigned to 

the health clinic led to questions about the department’s claim of being best positioned to select 

and implement relevant HPPs to improve health and business outcomes.15 However, the 

objections of the clinic failed to derail the implementation of HPPs anchored in the 

department’s centralised implementation plan. The devaluation of the health clinic’s legitimacy 

in solving health problems created resentment that resulted in the director’s resignation to 

return to teaching and the permanent resignation of the manager. When asked to conduct a 

follow-up interview prior to resigning, the manager responded by saying “I don't know how 

subjective I can be at the moment as it's still pretty raw” [Document 2.8]. 

 

                                                 
15 Divergent perspectives on health promotion between the health, safety and wellbeing department and the 

health clinic are discussed in detail in Section 7.4 
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7.3.3.3 Employee support 

 

Most academic employees appeared to be forced to accept conclusions about the value of a 

centralised HPP plan and to act on the results of program implementation. Employee surveys 

established the propensity of employees to participate in HPPs and justified their type and use. 

Subsequent participation in programs enabled the university to further take into account the 

needs of the workforce. Employees who completed surveys and participated in HPPs were 

inadvertently committing to improving their health and that of their peers. The health, safety 

and wellbeing department director explained that “after providing solutions to address 

identified health concerns, such as yoga classes, the uptake was poor” [Interviewee 2.1]. The 

director continued to explain how “the priority became about communication and developing 

measures to hold employees accountable for their participation in programs which they had 

requested” [Interviewee 2.1]. This finding was interesting as it highlighted the university’s 

emphasis on using measurement controls to normalise health within the university, as opposed 

to learning about health issues that influence employee productivity. 

 

Not every employee was willing to participate in HPPs. Neither did the case university appear 

to examine why employees with health issues or susceptible to health risks refused to 

participate. An employee expressed a lack of trust towards the health, safety and wellbeing 

department rather than refuting the merits of health promotion. Although the department sought 

to determine how motivated the employee was towards compliance, the employee wanted the 

university to understand what motivated her. After enduring a stressful work situation, the 

employee “was told about the programs offered by the [health, safety and wellbeing] 

department” [Interviewee 2.7]. However, there was a reluctance to participate in the 

university’s “employee assistance programs when [case university] is just trying to protect their 

own interests” [Interviewee 2.7]. The employee was adamant that the department’s allegiance 

was to the university and was tasked with protecting the university from the severity of 

sanctions. The “stress is work related, everything at home is good. But, the bullying that has 

gone on has affected my confidence for a while. So, how is a [case university] sponsored 

program going to help; being listened to and valued would be nice” [Interviewee 2.7]. 
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7.3.4 Mobilisation 

 

During the mobilisation stage, the primary actor represents or speaks on behalf of other actors 

(Callon, 1986). Figure 7.6 shows how different actors were mobilised in the actor network 

constructed by the health, safety and wellbeing department. The figure summarises important 

interessement devices the department used to help communicate and reinforce the interests of 

the executive group, the HPP plan, and the employees, in relation to improving health. 

Although implementation remained in progress at the completion of this research, evidence 

supporting the department’s mobilisation of a centralised HPP is presented in this section. The 

enrolment of each actor’s interests establishes an actor network that allows employees and the 

university to select and implement HPPs with the intent of providing desirable health and 

business outcomes (e.g. the network provides opportunities to address the problem: Do HPPs 

provide desirable outcomes?). 

 

Figure 7.6: Influence of health, safety and wellbeing department as solution to ad hoc 

program implementation 

 

 
Source: developed based on discussion in Section 4.3.4 
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The health, safety and wellbeing department spoke on behalf of the three actors enrolled in the 

problem of linking HPPs with desirable outcomes: the executive group, the HPP 

implementation plan, and the employees. Given the limited research on the configuration of 

management controls (Bedford & Malmi, 2015; Malmi & Brown, 2008), it was interesting to 

note that the management controls used by the department served different purposes depending 

on the agenda of each actor.  

 

The executive group appeared satisfied that the interests of the university would be sufficiently 

represented using management controls. Specifically, the executive group were reliant on 

closely scrutinising implementation plans through tightly controlled governance structures, 

aligning programs with industry standards, and using budgets to assist with managing ongoing 

implementation decisions. Effectively, these management controls were authorised by the 

executive group to represent the university’s interest in implementing HPPs that would 

improve the organisation’s reputation and performance. 

 

Management controls also provided the health, safety and wellbeing department with a 

platform to transform HPP implementation plans into a normal part of university operations 

and infrastructure. To mobilise these plans, the department used management controls to hold 

managers responsible for their implementation. Having developed strategic and operational 

objectives, the department established measures and rewards to convince other actors to 

perform implementation plans. This delegation of responsibility reinforced the tightly 

controlled hierarchical structure being constructed to enforce HPP implementation at the case 

university. Health, safety and wellbeing department personnel were custodians of 

implementation, schools were responsible for implementing HPPs according to plan, and ideal 

employees would become willing participants in this process. 

 

Finally, the health of the case university’s workforce was transformed into surveys, measures 

of program participation and the receipt of incentives. A healthy university employee was one 

who freely divulged information despite privacy risks and who participated in HPPs 

implemented by the health, safety and wellbeing department. Subsequently, performance 

measures enacted HPPs as calculative spaces that constituted university risk and performance, 

and that transformed the calculative practices and behaviour of employees. Here, the emphasis 

was on monitoring implementation processes rather than health outcomes. The next section 



Chapter 7 – Case study findings 

 

233 

 

identifies situations in which the department’s approach to HPP implementation marginalised 

different ideas about health and ignored potentially valuable links with health outcomes. 

 

7.4 Dissidence 

 

In addition to building actor networks through the four moments of translation, Callon (1986) 

demonstrates that the network’s durability depends on the continued support of human and 

non-human actors. By engaging in processes that translate different interests and beliefs, it is 

possible that actors will have their ideas marginalised or will refuse to participate in the 

translation process, which results in dissidence. Section 7.4 considers issues that prevented the 

health clinic from enrolling in the network and engaging with the health, safety and wellbeing 

department’s implementation plan. The influence of management controls on the health clinic’s 

attempts to introduce HPPs that did not align with department strategies and plans is examined. 

This discussion further identifies that management controls influenced how health was defined 

and valued within the university. 

 

Health clinic personnel were not initially identified as important actors (Section 7.3.1.1), 

leading to the exclusion of their ideas about health promotion. The health, safety and wellbeing 

department’s lack of consultation with the health clinic was interesting. Health clinic 

employees specialised in the delivery of health and teaching services to the university and 

community. For example, the health clinic director had extensive experience as a lecturer in 

physiotherapy, with publications in diverse fields of research including biological, clinical, 

medical, and sports sciences, public health, and nutrition. In addition to the leadership role with 

the clinic, the director was also a “chairman of the National Advisory Council for the Australian 

Physiotherapy Association and was overseeing the National Reconciliation Action Plan16 as 

part of this role” [Interviewee 2.4]. However, health-related experience and an objective to 

improve the quality and accessibility of clinical services appeared undervalued in the context 

of implementing HPPs. 

 

 

                                                 
16 The Reconciliation Action Plan aims to provide better access to health services and rehabilitation for Australia’s 

indigenous communities. The aim is to have Australian physiotherapy practices accept responsibility to ensure all 

Australians participate equally and equitably in health. 
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7.4.1 Administrative controls 

 

The health clinic director challenged how the wellbeing committee and working parties were 

staffed (Section 7.3.2.2.1). The director believed that a wellbeing steering committee made up 

of the end users of HPPs would provide creative ways to manage conflicts of interest between 

the university and the workforce. Diverse academic membership on committees was expected 

to help ensure that not only employees’ personal health, but also a range of operational issues 

that impact on health, were vetted. In the director’s opinion, “there needs to be a multifaceted—

I’m cringing that I’m going to say this—committee or working party, which should not have 

any members from human resources, unions, or any member of senior academic. It is tasked 

with coming up with a definition that the university will adopt—what is health—that is 

informed by the staff members and the users” [Interviewee 2.4]. 

 

Health clinic employees queried whether the university succumbed to pressure to standardise 

not only health but also the programs implemented. According to the director, HPPs were 

managed by imposing “rules, policies and procedures that come from people in the higher 

echelons who operate under industrialised views and ideas” [Interviewee 2.4]. Similarly, the 

health clinic manager suggested that “the policy is like the police. It dictates how we advertise 

and market our services. The advertising material has to look [case university-ish] which 

requires various formatting changes, such as fonts, spacing, and layout” [Interviewee 2.3]. The 

inability to mobilise resources relating to HPPs proposed by the health clinic appeared to 

frustrate the manger. 

 

“[Case university’s] policies for advertising often fail to capture our targeted audience and 

communicate our services appropriately. We sent one advertisement for approval and the proof 

returned was unrecognisable. This was demoralising when we invested so much time and 

enthusiasm in work that was eventually overridden” [Interviewee 2.3].  

 

Figure 7.7 shows a flyer that the health clinic emailed to university employees without approval 

from the health, safety and wellbeing department. In justifying the distribution of this flyer, the 

manager explained that a unified value proposition for employee health did not result from 

enforcing employees to convert to university ideals. “Totally get the idea of branding. 

However, at times we send out our marketing material without following these guidelines. If 

we did not do this, the message we are trying to convey would lose its integrity” [Interviewee 
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2.3]. It was interesting to note that a manager with considerable knowledge about health felt 

the need to defy organisational policies to communicate a message about health to employees. 

This highlights limitations with the university’s attempts to create a collegial environment for 

promoting health (e.g. through committee structures).  

 

Figure 7.7: Example flier distributed in defiance by health clinic  

 

 
Source: documentation accessed from Health clinic manager [Document 2.14] 

 

The HPPs implemented at the case university responded to a market more influenced by 

administrative controls than by empowered employees. Although employees were recognised 

as important actors, interessement strategies emphasised that relevant activities and incentives 

were needed to improve participation. The expectation was that, if HPPs were appropriately 

designed and marketed to them, employees would believe in the health, safety and wellbeing 

department’s version of health. As the health clinic manager argued, university branding 

requirements committed the clinic to an ostensibly sterile and unimaginative version of health: 

“How do we get our message across when all we can do is put out another poster that is no 

different to any other [case university] message?” [Interviewee 2.3]. The manager hoped to 

shift perceptions about their health service amongst university employees in order to 

incorporate both diagnostic and agnostic roles. 
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“We do not want to be health police and dictate to employees what they can and cannot do: Do 

not eat chocolate! Do not skip on exercise! We do not see ourselves as simply dieticians; we are 

passionate about facilitating people to make better lifestyle choices” [Interviewee 2.3].  

 

Further evidence of health being problematised in relation to managing reputation risks (e.g. 

branding) was provided. The health clinic manager alluded to the importance of providing local 

health-related information to employees relocating from international destinations. “These 

groups of people are unlikely to understand how to source healthy snacks and interpret 

nutritional information on food purchased in a new country” [Interviewee 2.3]. However, the 

health, safety and wellbeing department were very cautious about implementing activities 

marketed to international employees. This was a contentious issue. The health clinic manager 

explained that the department was reluctant “to advertise health clinic services to international 

employees, because they did not want to send out a message that taking up a staff role with 

[case university] in Australia has the potential to create complications with their health” 

[Interviewee 2.3]. 

 

7.4.2 Cultural controls 

 

The health clinic director further explained the shortfall in the health, safety and wellbeing 

department’s implementation approach by referencing food options available at the university. 

The director suggested that programs failed to create consumers who were mindful of health. 

Demand for unhealthy food options continued despite employee requests for “fresh fruit and 

vegetables supplied at work [and] greater access to healthy food initiatives in food outlets and 

vending machines” [Document 2.2]. This paradox did not surprise the director because 

employees were reliant on the university’s provision of appropriate cafeteria facilities to 

develop healthy eating habits. 

 

Figure 7.8 displays an advertisement of cafeteria facilities. Food options listed in the figure 

primarily include burgers, pizzas, fried foods, cakes, and grilled sandwiches (nine out of fifteen 

advertisements). The unhealthy options provided by cafeterias were acknowledged by the 

health clinic director: “go down through the food hall, you walk down there and try to find a 

place where you can buy cheap salads, there’s only one place. There are burgers on one side, 
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deep fried Chinese on the other, there’s a pub, there’s a taco bar” [Interviewee 2.4]17. The 

employee will “look at these options and ask: where can I go and get something healthy? There 

isn’t anywhere. Where can I have a nice environment to sit and eat my lunch? There isn’t 

anywhere” [Interviewee 2.4]. 

 

Figure 7.8: Example food court advertising 

 

 
Source: documentation accessed February 2018 from Case university website 

 

The health, safety and wellbeing department framed health as an asset embodied within people 

and their contexts, which implementation and participation in HPPs could maintain or improve. 

The department was intent on convincing the executive group of their competencies in 

establishing and managing asymmetrical relationships with outsourced service providers and 

with passive health consumers. Consequently, the list of actors with potential interests in HPP 

implementation plans was underspecified. For example, the university’s response to requested 

nutrition activities was bound by existing contracts and supplier arrangements. Therefore, 

although unhealthy food options dominated cafeteria facilities for the duration of this study 

(Figure 7.8), changes were made to catering menus and other awareness and behaviour change 

                                                 
17 Field observations undertaken at multiple campuses reinforced comments about the lack of food options made 

by the director of the health clinic [Observation 2.3]. 
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activities were implemented in the interim (see point number three in Table 7.4, Section 

7.3.2.3.1). 

 

The health clinic director argued that “there has got to be a balance between individual and 

corporate ownership of health, but the university model is very much oriented towards 

corporate health promotion” [Interviewee 2.4]. Empowering employees to take ownership of 

health decisions would influence the calculations of others, in this example the food suppliers. 

The director argued for program implementation to be based on a unified definition of health. 

The definition needs to be “informed by the staff members and program users. If you think, 

I’m going to sell burgers and pies and they will be popular because staff love them, but you put 

them on the shelf and they don’t sell because no one wants them, you don’t keep selling them, 

do you” [Interviewee 2.4]. The director’s comments suggest that more conscientious health 

decisions would be made if employees were aware of their epistemic responsibility.  

 

7.4.3 Planning 

 

The mix of management controls required to implement HPPs, according to the health, safety 

and wellbeing department’s vision, was obscured from the health clinic. The department had 

worked closely with the executive group over an extended period (e.g. planning processes 

occurred over an 18-month period) to develop an appropriate implementation plan. These 

discussions between the department and key executives focused on adapting implementation 

plans and employee ideas to suit university objectives. Conversely, the health clinic director 

acknowledged the clinic’s inability “to develop calculations and plans in ways that were 

suitably linked to university objectives” [Interviewee 2.4]. 

 

The preference for centralised implementation plans that balance top-down and bottom-up 

perspectives is not contested by these findings. Studies advocate the importance of 

collaborative structures that report important information to a corporate centre (Simons, 1995). 

Having a broad network of experts and practitioners who take responsibility for specific aspects 

of implementation is pertinent to program success. However, case study findings revealed 

difficulties when dialogue and interactive decision making were not commonplace. Although 

the collegial tradition of formalised committees was expanded to include health promotion, 

control remained centralised within the executive group and their delegates. The health clinic 

manager suggested that “the university has not grown together. The various departments, 
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schools, and operational divisions function in isolation” [Interviewee 2.3]. Thus, dialogue 

about employee health and HPPs was not a naturally occurring function of the system. Rather, 

collaboration was regulated by the health, safety and wellbeing department, with the intention 

of establishing precise roles and responsibilities for implementation. 

 

Health clinic employees were adamant that the task of bounding HPPs to the centralised 

implementation plan limited the scope for creativity. The director accused the health, safety 

and wellbeing department of programming HPPs in relation to a relatively narrow range of 

managerial outcomes rather than to health outcomes. “If you come out with something 

innovative and it goes wrong, you’re liable and that fear of litigation is a big thing” [Interviewee 

2.4]. The department’s concern for accuracy and reliability projected definitions of health that 

were incommensurable with health clinic beliefs, as the director explained: “When I came up 

with ideas at the University level with the clinic, people didn’t want to introduce them because 

they were fearful of litigation and also fearful of a lack of funding” [Interviewee 2.4]. 

 

The health clinic director questioned the homogenising effect of the university’s functional 

strategy for implementing HPPs.  

 

“This is what annoyed me with the approach taken by [case university]. We start by identifying 

stressed employees, and say, you’re stressed and taking time off work because you can’t cope. 

Righto, we will provide you with some coping mechanisms” [Interviewee 2.4].  

 

The director questioned the evidence to support this approach.  

 

“There is no proof that listening to a seminar improves health. Because this is what you see with 

the workforce, they go to a seminar every year, do online safety training, do health training, but 

I see health and safety rules being broken all the time. I see numerous seminars attended on 

health, diabetes, and stress but why do we still have several associated health issues at the 

university?” [Interviewee 2.4]. 

 

Content analysis findings also repeatedly found universities emphasising management as 

opposed to health outcomes (Sections 6.4.4 and 6.4.5). 
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7.4.4 Measurement controls 

 

The health clinic consulted with employees to devise an implementation plan for HPPs. As the 

director explained, the clinic conducted “a number of focus group interviews with staff 

members, saying yeah I’d like this idea to be implemented” [Interviewee 2.4]. The proposed 

project was also endorsed by executive group employees. According to the director, the clinic 

“had the deans, everyone higher up, the people that were going to make a decision, a budget 

allocation, buying into the idea. They thought it was a great idea. Let’s promote it! Let’s do it!” 

[Interviewee 2.4]. However, the plan failed to interest the health, safety and wellbeing 

department. “The next level down, which is the operational side of things, the accounting and 

human resource departments; they were the ones that stopped the initiative” [Interviewee 2.4]. 

 

Although the health, safety and wellbeing department appeared to reject the health clinic’s 

proposal, the problem was related not only to administrative controls but also to a measurement 

issue. The health clinic wanted to pursue program implementation through a different 

functional strategy from that of the health, safety and wellbeing department. The health clinic 

director explained how the department viewed health promotion as their “role, we’re in charge 

of this, we’re in charge of the staff member” [Interviewee 2.4]. This made it “difficult selling 

ideas about interventions because you’ve got to provide evidence to the health and safety team 

that they’re going to work” [Interviewee 2.4]. The health clinic proposed implementation plans 

but was unable to mobilise solutions to operational concerns, as the director’s contemplation 

of the problem suggested. “So, it was almost like the dream was created, it was sold, but once 

it became an operational issue, it stopped. It was either too hard, non-traditional or had too 

much risk” [Interviewee 2.4]. As identified in Section 7.3.3.1, measurement controls (e.g. 

relating to finance and risk) play a decisive role in decision making for HPPs, as does senior 

management. 

 

The executive group required the health, safety and wellbeing department to employ 

management controls that reported a true and fair view of implementation activities and 

outcomes. The ability to compile facts and figures to benchmark healthy employees and to 

govern managerial tasks legitimised the department’s ability to implement programs. The 

power to overcome the health clinic’s objections highlighted the importance of the thorough 

process undertaken by the department to compile interessement devices that aligned with 
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executive group interests. Subsequently, the health clinic was required to support the 

department’s plans.  

 

The university’s narrow operational focus was questioned by the health clinic director, who 

doubted whether “governing bodies like the executive group should have any role in 

strategising because I think that again, it’s pacifying health—thou shalt do this to have good 

health” [Interviewee 2.4]. Employees did not have working knowledge of the different 

measures that influenced health-related decision making. The health, safety and wellbeing 

department’s vision for HPPs was to work with what Simons (1995) described as “passive” 

employees, compliant with university values, rather than enabling employees to create their 

own ideas. This type of management required the employee to trust in the intentions of the 

department and their knowledge, belief and ideas about healthy and productive lifestyles. The 

department director explained how “education around the supervision of academic employees 

that is carried out in addition to usual performance management procedures is a priority. It’s 

about communicating in a more pastoral and less conflicting way” [Interviewee 2.1]. 

Conversely, the health clinic director argued that the department provided “the support role, 

we need to get the staff involved [...] And they [department] just didn’t want to do it. The thing 

was how are we going to pay for it […] They don’t like that financial risk” [Interviewee 2.4]. 

 

7.4.5 Rewards and compensation 

 

The health clinic’s proposal contrasted with the health, safety and wellbeing department’s 

approach, whereby an employee’s participation in HPPs was a basis for learning about health. 

Rather than actively attempting to learn or appreciate why programs mobilised certain groups 

of employees and not others, the department shifted their attention to incentivising and policing 

participation. Even if responses from surveys administered at Wellbeing Fairs—requesting free 

or discounted initiatives—were skewed towards healthy participants, these responses would 

provide a basis for coercing at-risk employees to develop healthy choices. Conversely, the 

health clinic director envisaged a reward system that generated incentives based on 

contributions to improving personal or university health. The director gave an example of how 

information technology students and academics could contribute to health promotion. “So, why 

don’t the university—they’ve got plenty of brains available—design an App to make walking 

meetings more practical” [Interviewee 2.4]. The director explained how meetings could easily 
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be held while walking around the campus if software applications were designed by the 

university to help record, inscribe, and report meeting outcomes. 

 

7.5 Summary 

 

In studying a single Australian university in the early stages of implementing HPPs, Chapter 7 

found evidence to support the active role of management controls in program selection and 

implementation (e.g. addressing research objective two). The study was conducted from the 

perspective of protagonist actors—the health, safety and wellbeing department and their 

immediate allies. Various university departments were implementing HPPs, but these 

implemented programs were ad hoc, causing the department to push for their alignment with 

the university’s strategic objectives. This desire to unify university functions marked the 

beginning of several trials of strength over the approach to HPP implementation, through which 

the department came to dominate. Here, management controls played an important role in 

communicating and legitimising the department’s implementation plans. Several management 

controls such as budgets, surveys and performance measures helped to align diverse university 

and employee interests with the department’s plans to govern HPP implementation. 

 

A collegial environment, facilitated through management controls, enabled the department to 

align diverse interests with unified plans for implementing HPPs. Various mechanisms were 

utilised to enrol knowledge from both inside and outside the department’s traditional 

managerial scope. This information enabled the department to devise shared values and beliefs 

about how employees should behave at work and in private settings. However, the extent of 

employee involvement in HPP implementation was tightly controlled by the department 

through a network of committees, working groups, and ambassadors. Ideas about local health 

needs were framed by interpreting information from an assemblage of actors including 

inventories of health issues, activities, participants, expert knowledge, and the university’s 

interest in program utility. Throughout the process of devising and negotiating implementation 

plans, perspectives were ignored from actors who resisted the centralised plan for HPPs and 

who proposed their own version of health promotion.  

 

Case study findings highlighted the importance of using management controls to provide 

concerned groups with the ability to express their interests. The health clinic had access to 
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employees experienced in providing health services and support. Yet the university failed to 

maximise the potential value of drawing on this experience in the context of HPP 

implementation. The health clinic devised plans to implement HPPs that improved the 

utilisation of clinic services but these plans failed to gain the acceptance of key stakeholders. 

The health clinic failed to communicate their ideas about health promotion using appropriate 

management controls such as plans and measures for managing compliance and financial risks. 

The health clinic was given a subordinated role which required them to support the plans 

governed by the health, safety and wellbeing department and to provide services as requested. 

These findings about the challenge of managing HPPs provide a reminder about the need to 

understand how a broad range of management controls will influence implementation 

outcomes. Specifically, employees must not only be educated and consulted about the 

importance of participating in HPPs, but must also be educated about the managerial processes 

that influence their selection and implementation. 

 

The theoretical ability of management controls did not appear to be fully utilised during HPP 

implementation. Specifically, the ease with which activities could be objectively measured and 

justified (e.g. through expert consensus or third-party suppliers) appeared to influence selection 

decisions for HPPs. Measures were seldom used to identify activities that provide the catalyst 

for discovering new health-promoting opportunities. Consistent with the content analysis 

findings, the university’s ability to measure and manage “promotion” rather than “health” 

outcomes provided more of an indication about the type of HPP that would be selected. To 

maintain control over a centralised implementation plan, the health, safety and wellbeing 

department was compelled to develop appropriate controls in response to program risks and 

finances. Therefore, selecting those HPPs that could improve employee health and productivity 

was not the department’s sole concern. Rather, HPPs primarily emerged in response to 

concerns about finance, laws, morals, and other political factors.  
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Chapter 8 Conclusions 

 

8.1 Introduction 

 

This concluding chapter discusses the findings, research contributions and limitations, and 

makes recommendations for future research. The study has examined the types of health 

promotion programs (HPPs) in Australian universities and the influence that management 

controls have on their selection and implementation. The research question this study examines 

is: what is the role of management controls in the selection and implementation of HPPs? The 

study has used a multimethod qualitative research design to provide evidence of the HPPs 

implemented by Australian universities in the context of broader management control 

objectives. 

 

This multimethod qualitative research design was in two parts. Firstly, a content analysis phase 

examined archival documentation and interviews to reach conclusions about the type and 

implementation of HPPs. This content analysis collected and analysed 497 website documents 

to comprehensively detail the HPPs used by eight Australian universities and to explain how 

these were influenced by management controls. The analysis of the universities selected for 

this study—eight universities recognised for their highly regarded managerial processes and 

support of employees—revealed that “promotion” is more important than “health” when it 

comes to HPP implementation. Secondly, the case study phase collected data through archival 

documentation, interviews and observations to examine how management controls influenced 

the way that HPPs were implemented within a single Australian university. The case study 

outlined how different interests and beliefs about employee health became translated, resulting 

in changes to HPPs to suit diverse employee, university and institutional concerns. The case 

university’s health, safety and wellbeing department were able to progress a centralised HPP 

implementation approach to improve employee productivity and happiness when risks and 

rewards could be adequately calculated. 

 

Chapter 8 begins by presenting conclusions about each research objective in Section 8.2. These 

conclusions were made by contrasting the literature reviewed with the research findings to 

identify where this study advanced knowledge on HPPs and management control. Section 8.3 
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reviews the contributions of this study and Section 8.4 presents its limitations. Finally, the 

chapter concludes by discussing opportunities for further research in Section 8.5. 

 

8.2 Discussion of findings 

 

8.2.1 Research objective one: Investigate the types of HPPs in the university sector 

 

Content analysis findings were used to address research objective one which investigated the 

types of HPPs in the university sector. This question was addressed by investigating the health 

issues and health risk factors targeted by the university HPPs (Section 8.2.1.1), and the health-

promotion activities implemented (Section 8.2.1.2). 

 

8.2.1.1 Health issues and health risk factors  

 

Consistent with the health promotion literature (Blaxter, 2010), the extent to which universities 

defined health issues and targeted these through HPPs varied (Section 6.2.1). Regarding the 

health issues targeted, greater attention was given to promoting “mental health”, “cancer”, 

“cardiovascular disease” and “diabetes”. The sampled universities were less inclined to 

promote “musculoskeletal conditions”, “respiratory conditions” and “lung and kidney 

function”, while “oral health” was rarely promoted. These findings confirmed that the sampled 

universities targeted the health issues declared important by the Australian Government’s 

Department of Health (Australian Government, 2016).  

 

Data collected during the content analysis phase, which reported on the health risk factors 

targeted by Australian universities, also revealed several patterns to the HPP implementation 

(Section 6.2.2). Information contained within website documentation indicated the importance 

of protecting employees from “discrimination and harassment” over other health risk factors. 

The sampled universities also documented a strong commitment to restricting adverse 

behavioural choices relating to “alcohol and other addictions”, “physical activity”, “smoking” 

and “social determinants”.  

 

Literature reviewing the social importance of HPPs (Loeppke et al., 2007; van Scheppingen et 

al., 2012) documented several business reasons, such as improved productivity and reduced 
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absenteeism, that justify HPP implementation. However, as identified in Section 6.4.4.2, an 

emphasis on compliance was evident within the Australian universities sampled: terms such as 

“duty of care” and “obligation” were often referenced in connection to the health risk factors 

targeted. From an Actor-network theory (ANT) perspective, this finding is unsurprising, given 

the influence of legislation on business decisions (e.g. legislation is a bigger actor than social 

and business motivations). However, in a similar way to findings by McManus and Guilding 

(2008) and by Busco and Quattrone (2015), this finding implies that universities must learn to 

capture both the economic and the social value of HPPs through management controls. 

 

Content analysis was also used to compare how different types of health issues and health risk 

factors were targeted through eight different HPPs (Section 6.2.3). In support of Potvin and 

Goldberg (2012), it has been found that each university appeared to legitimise the health 

concerns targeted by balancing the scientific evidence of the program effectiveness with its 

social desirability. For example, despite excessive alcohol consumption being a known issue 

for the Australian population (Australian Institute of Health and Welfare, 2016b), an indirect 

implementation strategy towards alcohol and substance abuse was identified in this research 

(see Section 6.2.3.1). This strategy was not an indication that addiction-related programs 

targeted less important health concerns for universities and their employees. Rather, an 

overarching concern with managing not only health (e.g. scientific evidence) but also 

compliance and reputational risks (e.g. social desirability) appeared to dominate university 

implementation practices. 

 

Variations in health issues and health risk factors targeted through university HPPs support the 

views of Bisset et al. (2009) and Andrews, Chen, and Myers (2014) that health emerges in 

relation to local contexts. For example, a comprehensive range of health issues and health risk 

factors were targeted when the sampled universities could rely on legitimate internal and 

external suppliers to implement and manage programs. However, only two universities 

referenced oral health, despite the ability for universities to utilise health clinic services to 

target these health issues (Section 6.2.1). Despite being important to employees (Lamster et al., 

2008), oral health is not a prominent health promotion objective in Australian settings 

(Australian Government, 2016). An opportunity to provide employees with resources to 

improve their health was overlooked by six of the eight sampled universities. This finding is 

important for organisations implementing HPPs. Consistent with Young et al. (2010), it 
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highlights the importance of accounting for a diverse network of interests that could contribute 

to planning and resourcing decisions relating to HPP implementation. 

 

8.2.1.2 Health-promotion activities implemented 

 

Research objective one also investigated the types of HPPs by analysing health-promoting 

activities utilised by Australian universities (Section 6.3.1). All eight universities referenced 

activities that facilitated individual awareness and behavioural changes and that implemented 

activities to establish supportive environments, to varying degrees. The most common 

awareness and behaviour change activities were “extrinsic motivation”, “courses and training”, 

and “brochures, guides and flyers”. It was interesting to note that the “extrinsic motivation” 

and “courses and training” categories were commonly linked suggesting that universities 

considered that employees are unlikely to appreciate the intrinsic value of HPPs. 

 

The sampled universities consistently encouraged supportive environments for health through 

activities that leveraged “clinics and centres” and encouraged a healthy university “culture”. 

Also common was the facilitation of “employee ownership and involvement” in 

implementation and the presentation of clearly articulated program “policy(ies)”. It was less 

common for universities to implement activities that created healthy “physical environments” 

or aligned program “structure” to health-promoting objectives. The prominence of “clinics and 

centres” over “physical environments” implied that universities were willing to create 

supportive environments when links with existing facilities were evident. Similarly, 

universities appeared to prioritise activities established to facilitate a supportive “culture” (e.g. 

support networks and team-based initiatives) when links with legal requirements or existing 

facilities were evident (Section 6.3.2.4). 

 

This research has also provided evidence of the types of HPPs implemented by examining how 

each university incorporated activities within different HPPs (Section 6.3.2). Through a 

correspondence analysis (Greenacre, 1984, 2017), different sets of activities were found to be 

associated with three specific clusters of HPPs. Cluster one contained employee assistance and 

mental health programs. These programs reflected the importance of leveraging internal and 

external support to implement HPPs in accordance with institutional expectations. Cluster two 

contained disease management, nutrition and weight management, as well as physical activity 

programs. The use of these programs was linked to the availability of university services such 
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as health clinics and fitness centres. Finally, cluster three contained addiction-related, diversity 

and inclusion, and ergonomic programs: the content of these programs within cluster three were 

influenced by legislative requirements. 

 

The findings in this research extend the work of Larsson et al. (2016) who concluded that 

studies on HPPs need to be broadened to include the work environment and organisational 

factors. This research project has shown how decisions to incorporate activities within HPPs 

were influenced by managerial contexts such as the importance of institutional practices, the 

existing services, and compliance. For example, programs within cluster’s one and two 

included “extrinsic motivation” to incentivise participation in programs. Conversely, cluster 

three programs were less likely to use “extrinsic motivation” because these programs 

incorporated activities that could be legally enforced, such as smoke-free campuses. Similarly, 

cluster two programs used in-house services such as “clinics and centres”, whereas cluster three 

programs enforced organisations to make changes to “physical environment(s)” and 

“policy(ies)”. 

 

Case study findings reported in Section 7.3.2 also showed that the activities included within 

the HPPs varied for reasons such as the availability of external suppliers, in-house service 

providers, and financial support. Improving health was one of many motivations that 

influenced decisions about which types of activities to implement. The executive group also 

harboured economic concerns regarding the implementation outcomes (e.g., maximising 

economic efficiency and participation) and had political concerns about compliance risks and 

costs. Given the executive group’s prominence, these concerns became important components 

of HPP implementation decisions. Subsequently, institutional offerings for nutrition, weight 

management (weight watchers), and walking programs (e.g. global step challenge) were well-

established within the university, due to the support accessible through public health programs. 

Moreover, data collected from employee participation in these activities helped guide the 

selection and the perceived value of subsequent activities implemented by universities. Thus, 

decisions about the type of activities to include in HPPs were more likely to be influenced by 

anticipated costs or participation rates than by the impact of activities on health outcomes. 

These findings do not denounce the importance of selecting an optimal mix of activities and 

well-defined objectives for implementing HPPs that improve health. However, in addition to 

theorising HPP variety according to “the experiences of the people and organizations being 

served” (O'Donnell, 2017, p. 87), this research identified how activities were selected and 
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implemented to suit managerial circumstances (e.g. a process rather than an outcome 

perspective). 

 

The documents that record the types of HPPs implemented demonstrated a keen focus on those 

activities that have strict legislative or legitimacy prerogatives. Thus, it is concluded that an 

increased awareness of the systems and structures that govern HPP implementation, along with 

their potential to bias ideas about health, is needed. This conclusion extends prior research by 

Sargent et al. (2016) and Banwell et al. (2017), whose studies found that the cost of 

implementing health-promotion activities that appeal to diverse employees makes program 

investments difficult to justify. In addition to such cost concerns, the case university’s health, 

safety and wellbeing department justified investments into HPPs by proving that risks would 

be managed and programs aligned with institutionalised practices. 

 

8.2.2 Research objective two: Examine the influence of management controls on the 

selection and implementation of HPPs 

 

The second research objective was concerned with examining the potential influence 

management controls have on HPPs. This objective was addressed using findings from a 

content analysis of eight Australian universities’ website documents (Section 8.2.2.1) and a 

case study of a single Australian university in the early stage of HPP implementation (Section 

8.2.2.2). 

 

8.2.2.1 Content analysis findings 

 

Larsson et al. (2016) called for research that examines how the different management controls 

and systems of organisations might influence HPP implementation. Accordingly, this research 

has provided evidence of the management controls used by Australian universities to 

implement HPPs. Content analysis findings identified a broad range of management controls 

documented in relation to HPP implementation (Section 6.4). Section 8.2.2.1 provides 

conclusions relating to the influence of the administrative, cultural, planning, measurement, 

and reward and compensation controls of eight Australian universities on HPP implementation. 

 

Administrative controls established to support HPP implementation increasingly engaged 

academic employees in the strategic objectives and direction of a corporate centre (Section 
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6.4.1). Various governance and organisational structures such as wellbeing committees, 

dedicated wellbeing employees, and sub-committees (also referred to as working groups) 

appeared to influence how HPPs were implemented and managed. Policies and procedures 

were used by the sampled universities to guide HPP implementation and to manage the 

engagement of partnerships to promote health. Academic employees’ input was channelled 

through these established groups of committees and through members with access to industry 

and university expertise. This tightly controlled network of expert practitioners limited the 

opportunities available for employees to contribute ideas around selecting appropriate 

implementation strategies. Thus, it is concluded that varying degrees of accountability for 

tasks, coupled with carefully managed consultative opportunities, have alienated academics 

from processes that defined their health. This conclusion is consistent with the literature, 

signifying a growing divide between academic and managerial employees (Narayan, Northcott, 

& Parker, 2017), as different economic and political interests increasingly inhibit academic 

autonomy over implementation tasks. 

 

The review of culture-based controls in Section 6.4.2 offered evidence of attempts by 

universities to align employee behaviours and beliefs with managerial and institutional ideas 

about improving health. Consistent with Malmi and Brown (2008), the diverse range of culture 

controls used consisted of belief systems, clan controls, value-based controls and symbols. 

Sampled universities appeared interested in ensuring that employees understood and were 

committed to a healthy university culture. Responsible employees were expected to provide 

information about their health and to choose to participate in relevant activities to maintain 

good health. For this purpose, HPPs provided employees with opportunities to make calculated 

decisions about their health. The concept of a healthy university culture indicated that these 

decisions should align with valuable university prerogatives. However, the potential for 

gaining commitment to shared values and norms outlined by the health, safety and wellbeing 

department also appeared to be problematic. Although academic employees might agree on the 

inherent value of HPPs, the potential for employees to resent their inability to offer their own 

unique ideas for promoting health was apparent. 

 

The review of planning systems in Section 6.4.3 identified the central role of health, safety and 

wellbeing departments in devising plans to improve employee health. Various strategic and 

operational planning documents such as funding procedures, manuals and work plans were 

developed to align HPP implementation strategies with university objectives. This was 
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consistent with health promotion literature advising to align HPPs with organisational 

objectives (Goetzel et al., 2007; O'Donnell, 2002a; Parry & Sherman, 2015; Sherman & Lynch, 

2014). Formal planning documents were cascaded down to operational levels following a 

collaborative process that was tightly controlled by health, safety and wellbeing departments. 

Although employees were consulted about HPP selection and implementation, dialogue 

occurred under regimented circumstances. For example, operational plans were developed by 

departments to specify the extent, timing and objectives that had to be satisfied for HPP ideas 

to be credible and to receive funding. Thus, opportunities to explore new ideas about health 

were limited to specialised expertise and to opinions that aligned with health, safety and 

wellbeing department objectives. 

 

The measurement controls displayed in Figure 6.3 (see Section 6.4.4) indicated that research 

should focus on the role that accounting for the performance of HPPs plays in implementation. 

Key findings from the figure revealed the importance given to promotion. Measures such as 

demand for training courses, number of participants attending initiatives, use of forms and 

systems to address specific health problems, and favourable responses to surveys underscored 

the emphasis on universities’ ability to implement programs and employees’ willingness to 

participate. These measures reduced uncertainty in relation to HPPs by providing opportunities 

to control the implementation processes. However, the development of measures to directly 

monitor improvements in health outcomes was seldom mentioned in the content analysed. 

Content analysis findings in Section 6.4.4.1 revealed that only those programs with institutional 

benchmarks, such as the Global Step Challenge and Weight Watchers, appeared to include 

evaluation measures based on health outcomes. 

 

Validation interviews were used to provide insights into the sampled universities’ apparent 

failure to document measures specific to health outcomes. Health, safety and wellbeing 

department personnel recognised the importance of maximising valuable health and business 

outcomes from the implemented HPPs. However, department personnel explained how diverse 

stakeholder interests (e.g. economic, legal and social obligations) made it difficult to know 

which health issues to target, and how to develop measures to link these issues with health and 

business outcomes. When asked about accounting for the performance of HPPs, participants in 

this study acknowledged that it is a “long bow to draw” [Interviewee 1.1]. One participant 

questioned how “you actually measure that health in relation to your job productivity” 

[Interviewee 1.3]. With health being “really hard to measure” [Interviewee 1.3], the solution 
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was either to “acknowledge our vulnerabilities in this regard by drawing a light on these 

limitations” [Interviewee 1.2] or to “put our hands on our heart” [Interviewee 1.3].  

 

Interview findings showed that program effectiveness was an important management control 

objective. The challenge of linking health and business outcomes resulted in an emphasis on 

implementation outcomes, without giving “critical thought as to whether it is helping our staff 

or is the right thing” [Interviewee 1.3]. A department director from another university explained 

how standardised classifications for HPPs were developed to more accurately measure how 

programs connected with stakeholder interests. Health, safety and wellbeing department 

personnel appeared to strengthen links between HPPs and university objectives by using 

several measures to monitor implementation outcomes.  

 

The measurement issue for the sampled universities appeared to be more concerned with 

managing the structures and systems through which HPPs were implemented and evaluated 

than with managing the health outcomes. This finding supports prior research by Carlsson-

Wall and Kraus (2015) that management controls provide important assistance in gaining 

support and resources but not in exploring knowledge. Thus, it is concluded that universities 

prioritising health should invest in measurement controls that actively engage employees in 

processes that contribute new ideas about program selection and implementation. For example, 

the use of subjective diagnostic controls such as the number of participants in “novel” programs 

could be used to expand ideas about the value of improving health. While this type of measure 

evaluates program participation, the measure may also generate debate and discussion about 

what a “novel” program incorporates. 

 

The sampled universities also offered a range of rewards and incentives (Section 6.4.5). These 

rewards were primarily used to encourage widespread participation in HPPs. Universities also 

used rewards to encourage employees to contribute to HPP planning and implementation 

processes, albeit to a lesser extent. The types of rewards used by the sampled universities 

followed the views expressed in the health promotion literature (Baicker et al., 2010; Madison 

et al., 2011) that employees with high health risk factors are unlikely to appreciate the intrinsic 

value of participating in HPPs. 

 

In summary, analysing archival documentation relating to HPP implementation strategies 

provided evidence of the management controls that the sampled universities used to manage 
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program selection and implementation. It is concluded that health, safety and wellbeing 

departments use diverse management controls such as governance structures, shared values, 

strategic plans, measures, and incentives which influence decisions about program selection 

and implementation. This conclusion supports prior research by Miller and Power (2013), who 

suggested that “entity choices are closely bound up with regimes for adjudicating performance” 

(p. 585). Management controls were used to ensure that implemented HPPs aligned universities 

and employees to the same calculative logic. For example, an employee’s health was reduced 

to measures that could be discussed, debated and actioned by senior management, such as the 

number of training courses offered and attended. The sampled universities sought innovative 

solutions to objectify health based on what could adequately be accounted for. 

 

8.2.2.2 Case study findings 

 

The analytical framework of problematisation, interessement, enrolment and mobilisation 

developed by Callon (1986) was used to interpret how an Australian university selected and 

implemented HPPs. Specifically, this framework was used to examine how the case 

university’s health, safety and wellbeing department aligned diverse agendas for HPPs to a 

centralised implementation plan. In analysing implementation processes as an actor network, 

this case study provided further evidence that management controls have an important role in 

HPP implementation. The study revealed that the mix of management controls used to 

implement HPPs influences how health is defined and valued. 

 

To reinforce their control over HPPs, the health, safety and wellbeing department sought to 

align the different interests of the university and academic employees (Section 7.3.1). The 

department identified three key actors (executive group, HPP implementation plan, and 

employees) and sought to define their interests in achieving desirable outcomes from HPPs. 

The executive group was interested in managing risks and costs, along with improving 

employee productivity. Employees were interested in improving their health, job satisfaction 

and performance. In proposing a centralised implementation plan for HPPs, the department 

professed to be best positioned to satisfy these diverse interests. The process of reaching 

consensus about the value of a centralised HPP implementation plan suggests that no single 

best-practice approach to implementation exists that organisations can adopt. Rather, HPPs 

respond to diverse interests, with several actors having defining roles in influencing how these 

programs are formalised. Furthermore, the department’s ability to use management controls to 
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manage relations between diverse stakeholders was important for gaining support and 

participation in HPP objectives. For example, the centralised implementation plan proposed by 

the department involved generating an inventory of relevant employee health needs from 

industry-specific measures (e.g., lagging indicators used for benchmarking) and from 

employee surveys (e.g. leading indicators). This information was then used to determine the 

most appropriate types of HPPs and to tailor activities to suit both employee and university 

needs. 

 

The review of interessement devices (Section 7.3.2) helped to identify how the health, safety 

and wellbeing department used management controls to align university systems and employee 

behaviours with HPP implementation plans. The central role of the department in this 

implementation process was mentioned during interviews as being a natural progression from 

health and safety to health, safety and wellbeing (see Section 7.3.2.1.1). This centralised 

approach to implementation was consistent with the literature suggesting that organisations 

integrate health promotion within existing health and safety functions to progress interventions 

(Sorensen et al., 2013; Sorensen et al., 2016; Williams et al., 2016). 

 

Interestingly, different sets of management controls were combined to satisfy executive group 

concerns and to ensure that implementation plans were supported by operational and academic 

employees. Rather than selecting management controls to suit an organisation’s task 

environment (Section 3.2.2 and Section 3.2.3) or environmental situation (Section 3.3), 

management controls were shown to be combined based on different agendas that the 

department aimed to manage (e.g. satisfy executive group, HPP plan, and employees). This 

finding extends studies that have explained the variety of management controls used in 

practice, based on the operating conditions and contexts for implementation (Bedford & 

Malmi, 2015; Inauen et al., 2015). 

 

In this research, four of the five analysed management controls were used to gain executive 

group support: administrative, cultural, planning, and measurement controls (Section 7.3.2.1). 

The administrative controls mediated knowledge about health by filtering ideas through a 

diverse network of participants. Cultural controls used senior leadership’s involvement in 

program activities to obtain commitment to HPP plans through the socialisation of employees. 

Planning and measurement controls were used to take university and employee needs into 

account and to reach consensus on the value of health. For example, budgets acted as 
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interessement devices by promising to allocate increased resources to legitimately 

implemented programs. The exclusion of rewards and compensation controls was unsurprising, 

given that the executive group were responsible for administering rather than accepting 

rewards. 

 

The most comprehensive range of controls used to gain support for the centralised 

implementation plan included administrative, cultural, planning, measurement, and rewards 

and compensation controls (Section 7.3.2.2). In this context, administrative and cultural 

controls used to govern implementation processes emphasised integration and participation in 

a unified plan. The interessement was being involved in modifying plans to suit specific 

university and employee requirements. Finally, measurement, planning, and reward and 

compensation controls were used to engage employees in the development of implementation 

plans and to encourage program participation (Section 7.3.2.3).  

 

These findings about the management controls used to gain support for HPP implementation 

plans were similar to those of Aldana et al. (2012) and Larsson et al. (2016). That research 

found that organisations employ systematic approaches to implement HPPs. However, those 

authors argued that organisations have overlooked cultural and workplace factors by managing 

implementation processes that emphasise individual health-related outcomes. Although 

Larsson et al. (2016) found that HPP implementation was rarely followed up with outcome 

evaluations at an organisational-level, this research showed that the measures of program 

outcomes subtly emphasised the “business case”. In this research, legal and ethical motivations 

to improve employee health were used to justify plans to implement HPPs; program selection 

and implementation ultimately depended on whether costs and risks could be managed using 

established management controls and systems. 

 

Tightly controlled processes enabled the health, safety and wellbeing department to impose a 

centralised implementation plan. For this purpose, the roles of both top-down bureaucratic 

controls and bottom-up organic communication processes were important for implementing 

plans devised by the department. Suggestions by Simons (1995), that organisations can add 

value by using management controls to increase collaboration between management and 

employees, appeared to work effectively. However, despite the department’s attempts to attend 

to the interests of the executive group, HPPs, and employees, widespread enrolment in the 
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implementation plan was not achieved (Section 7.3.3). Specifically, operational employees 

failed to accept the roles and responsibilities assigned to them through the actor network.  

 

The situation for the case university was consistent with that of Cuganesan et al. (2007), who 

found that the benefits of new organisational ideas were not adequately communicated. In 

adding to these findings, this research identified contrasting objectives to which management 

controls must attend. Management controls were used to gain acceptance for ideas about the 

value of improving employee health but opportunities to discuss and debate the implementation 

approach for HPPs were limited. The formalisation of an implementation plan for HPPs 

emphasised the strategic objectives of the university when accounting for diverse interests. For 

example, rather than learning how to implement programs requested by employees, the budget 

obligated the department to be accountable for financial results and to prove that programs 

could be successfully accounted for. 

 

HPPs failed to mobilise employees with different interests to the health, safety and wellbeing 

department (Section 7.3.4). In vying to achieve university objectives through a tightly 

controlled implementation plan, the department neglected the interests of several individuals 

and employee groups not included in strategic discussions about HPP implementation. Actors 

with strong connections to program structures and relevant health ideas had the greatest 

influence on how selected activities and plans were translated. For example, unless academic 

employees served on relevant committees, their input into the functioning of administrative 

tasks appeared limited. Here, Simons’ (1995) ideas about control appeared to be ineffective. 

Rather than facilitating dialogue in the pursuit of new HPP ideas and interests, several 

employees failed to participate in programs provided for them, and management from the 

health clinic resigned. Thus, agreement about the types of HPPs and how they should be 

implemented was not reached. 

 

Health clinic employees were given a subordinated role in HPP implementation, despite their 

knowledge of health. Subsequently, these employees questioned whether management were 

more concerned with the accuracy and reliability of implemented activities than with employee 

health (Section 7.4). According to health clinic personnel, the health, safety and wellbeing 

department’s use of administrative, cultural, planning, measurement, and reward and 

compensation controls limited the ability for new ideas about health to emerge. 
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The health clinic director challenged how committees were staffed and suggested that 

disagreements between the university and the academic workforce over HPP implementation 

were not adequately managed (see Section 7.4.1). Governance and organisational structures 

failed to facilitate a definition of health that was informed by the end users of HPPs. Similarly, 

the director believed that managing health using policies and procedures that come from the 

top was erroneous. The health clinic manager referred to HPP policies as being “like the police” 

and acknowledged their influence on the types of programs selected and implemented 

[Interviewee 2.3]. 

 

Regarding cultural controls, an emphasis on compliance, institutional practices and reputation 

appeared to influence shared values and norms regarding health promotion. Health clinic 

personnel criticised the apparent reluctance to take risks and to be creative in learning employee 

health needs and in developing a shared definition of health. HPP success at the case university 

was dependant on maintaining belief in the health, safety and wellbeing department’s ability 

to understand what the academic workforce should do to remain healthy.  

 

Like culture, planning and measurement controls were tightly controlled by the health, safety 

and wellbeing department. Health clinic personnel were unable to defend their ideas about 

health, due to a limited understanding of managerial criteria for implementation. The director 

believed that the clinic was unable to “develop calculations and plans in ways that were suitably 

linked to university objectives” [Interviewee 2.4]. This finding supports prior research by Parry 

and Sherman (2015), who found that the senior management of organisations start with 

business performance and then determine how HPPs improve business performance. However, 

health clinic personnel argued that accommodating employee health needs requires conscious 

efforts to change the extant structures and social norms that management continue to govern. 

The theoretical implication is that universities must not only consider how to integrate HPPs 

with performance measures defined by senior management but must also consider how these 

measures influence the integrity of HPPs. If the orientation of HPPs is empowering employees 

to control health, then management controls used to implement programs should be evaluated 

on their importance to both employees and managerial decision makers. 

 

As with the content analysis findings in Section 6.4.5, the case university’s health, safety and 

wellbeing department used rewards to incentivise HPP participation. However, not every 

employee chose to participate in HPPs or believed in their intent. Yet the case university did 
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not appear to examine why employees with health issues or susceptible to health risks refused 

to participate. For example, an academic employee appeared to appreciate the intrinsic value 

of HPPs but distrusted the health, safety and wellbeing department’s motivations for 

implementing programs (see Section 7.3.1.1.3). 

 

The conclusions about research objective two (examine the influence of management controls 

on the selection and implementation of HPPs) support the view that management controls play 

an active role and influence HPP implementation processes, as discussed in Section 3.2.3. 

Specifically, this study extends prior research by Busco and Quattrone (2015) who suggested 

that performance measures do not represent a true and fair view of events but balance different 

interests. These findings were extended in this study which has identified the importance of 

being transparent about whose interests are being represented through measurement controls. 

 

8.3 Contributions 

 

To address the research question— “what is the role of management controls in the selection 

and implementation of HPPs?”—this research investigated the types of HPPs (research 

objective one) and examined the influence of management controls on program selection and 

implementation (research objective two). Bringing these two objectives together revealed 

several gaps and areas for improvement in HPP implementation processes. In doing so, this 

study makes significant methodological and theoretical contributions and has identified 

practical implications relating to HPP implementation. Each of these contributions and 

implications will now be discussed. 

 

8.3.1 Methodological contributions 

 

Steenkamp and Northcott (2007) acknowledged that content analysis as a research method was 

inherently subjective and not a simple counting exercise. In addressing challenges with this 

method, this research has shown how to extract data from website pages by clarifying several 

decisions associated with preparing and organising data including the unit of analysis; the 

process for developing categories; the systems of enunciation; and the issues of reliability. 

Specifically, this research offers a reliable method for studying HPP implementation based on 

a comprehensive review of health promotion and management control literature. The 
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framework for coding health issues, health risk factors, activities, and management controls 

identified in Section 5.4.3.2 provides a useful tool to measure which, and how, health concerns 

are being targeted by organisations. The strength of this content analysis is the ability to clearly 

summarise diverse data and provide insights into the different health-promoting objectives 

communicated by universities. Thus, in designing this research to explore the HPPs 

implemented within Australian universities, this study has contributed to the practice of 

research. The study’s qualitative methodology based on content analysis has provided 

researchers with a coding framework to investigate how managerial factors relating to HPPs 

might influence their selection and implementation. 

 

8.3.2 Theoretical contributions  

 

This research adds to knowledge about the usefulness of ANT (Callon, 1986) as an analytical 

tool for explaining how management controls are aligned with broader organisational and 

social concerns. In analysing implementation processes as an actor network consisting of 

human and non-human actors (Callon, 1986), this research found that HPPs emerged as 

different sets of objectives, activities and personnel interacted. Through this process of aligning 

different interests around HPP implementation plans, this research showed that measurement 

controls drive implementation more than other groups of controls do. As identified in Section 

7.3.4, measures such as budgets, industry benchmarks, and an employee survey were used to 

align the interests of key actors defined by the health, safety and wellbeing department (e.g. 

executive group, HPP implementation plan, and employees). The theoretical contribution of 

this research is in identifying the connection between the actor network formed to implement 

HPPs and the measures used during HPP implementation.  

 

The health, safety and wellbeing department at the case university appeared intent on 

implementing programs with outcomes that were measurable. Despite employing a 

collaborative approach, measures appeared to be focused on creating legitimate knowledge 

about how to implement programs in accordance with university objectives. An emphasis on 

program selection and acceptance, as opposed to whom or what was controlling these 

decisions, was evident. These findings support prior research by Bisset et al. (2013), who 

argued that the aim of health, safety and wellbeing departments should be to engage “actors 

from the implementation setting with the goals of the intervention” (p. 16). However, health 

promotion literature has emphasised senior management’s role in managing implementation 
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outcomes. Spencer (2015) suggested that those in positions of power within workplaces (e.g. 

the health, safety and wellbeing department) possess the greatest epistemic capabilities to 

define health and how it should be managed. This research, examining HPPs implemented by 

Australian universities, has shown that senior management were powerful, not only because of 

their positions but also because of their strong connections with several management controls 

(e.g. not only administrative controls but also planning and measurement controls). The 

theoretical implication is that appropriate management-control design and use involves the 

continual revision of selected controls to suit diverse interests, rather than only senior 

management. 

 

Health promotion literature has highlighted the importance of integrating HPPs within existing 

business systems and structures (Pronk, 2013; Williams et al., 2015; Williams et al., 2016). 

This study has highlighted the potential for a broad range of management controls to influence 

health promotion rationales. The mix of management controls used to implement HPPs 

influenced who and what defined health, and how health could be subjected to calculation (e.g. 

desired outcomes). This theoretical contribution adds to prior ANT studies which have shown 

how accounting calculations link innovations to organisational objectives (Egan, 2014; 

Mouritsen et al., 2009; Skærbæk & Tryggestad, 2010). Similarly, this research has identified a 

broad range of management controls that were used to link HPPs to university objectives. 

However, attempts to embody the different interests of employees within these measures was 

not evident in the case study findings. For example, discourse expressed in strategy documents 

about employees being a university’s “greatest asset” (see Section 6.4.2 and Section 7.3.2.1.2) 

was not translated into measures that represented health objectives (Section 7.3.3.1). This 

finding suggests the need to develop management controls that function as a system that links 

health and business outcomes. Rather than criticising traditional accounting measures for being 

at odds with underlying health promotion rationales (Mukhopadhyay & Wendel, 2013), we 

must also consider the influence of a broader mix of management controls on HPP 

implementation processes. 

 

Chenhall et al. (2013) suggested that an understanding of “how organizational actors negotiate 

the development of performance indicators […] could prove a fruitful area for future research” 

(p. 284). However, they were concerned about the mobilisation of measures by managers and 

practitioners. Through an ANT lens, which broadens the definition of actors to include non-

humans, this research on HPPs has identified that measurement controls influence other 
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management controls, and vice versa. For example, budget restrictions were placed on HPPs 

in the early stages of implementation, which forced the health, safety and wellbeing department 

to employ student representatives to design the employee survey (Section 7.3.2.3.2). The 

primary role of the budget was to enable the executive group and the department to monitor 

program implementation against plans. However, the budget influenced organisational 

structures (e.g. staffing decisions), cultural controls (e.g. beliefs about the value of employees) 

and operational plans (e.g. types of health concerns targeted, and activities used). Rather than 

learning how to implement programs requested by employees, the budget obligated the 

department to be accountable for financial results and to prove that program risks could be 

successfully accounted for. 

 

Finally, it was interesting to note that very little research on the role of dissidence in building 

actor networks exists, as discussed in Section 4.3.5. From an analytical perspective, exploring 

the viewpoints of dissidents provided this research with a richer explanation of the actor 

network being developed. Gaps in implementation processes for HPPs and how these can be 

improved became evident in opening the analysis to include health clinic and employee 

perspectives (e.g. dissidents). Therefore, this research contributes to the ANT literature by 

proposing that different stages of dissidence exist, and require articulation and analysis. In 

explaining how actor networks are built, it is not only important to trace how primary actors 

enrol others in the network but also to trace how actors are enrolled through dissidence. For 

example, the health, safety and wellbeing department appeared to use measurement controls to 

ensure that employees participated in HPPs (see Section 7.3.3.3) when conversations with the 

health clinic implied that cultural controls were needed (see Section 7.4.5). 

 

The health, safety and wellbeing department’s (e.g. primary actor) implementation plan for 

HPPs progressed, despite dissidents who refused to remain involved. The durability of the 

network being built by the department to implement HPPs was not surprising, given the intense 

planning process (18-month approval process) and subsequent approval from powerful actors 

(e.g. senior management and institutional actors). However, the exclusion of dissidents 

appeared to result in potentially valuable ideas about health being overlooked. 
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8.3.3 Practical implications 

 

From a practical perspective, this research provides several contributions regarding how HPPs 

can be selected and implemented to improve health and productivity. As discussed in Section 

2.4, despite significant opportunities to promote health within the university sector (Hanson, 

2013), effectively implementing HPPs is challenging (Dooris et al., 2014). The importance of 

targeting a wide range of health issues and health risk factors when implementing HPPs was 

confirmed in Section 6.2. Evidence of the comprehensive range of activities used by sampled 

universities to target these health concerns was also provided. These findings also answer calls 

from Jancey et al. (2016) to provide evidence detailing how Australian organisations 

implement HPPs that use a combination of activities to target individual behaviours and 

organisational structures. To ensure that appropriate activities are available and selected to 

target these health concerns, this research advises practitioners to establish and manage several 

connections across an extensive network of stakeholders.  

 

The content analysis findings in Section 6.3.2 highlighted the importance of collaborating with 

internal and external service providers to maximise the resources available for implementation. 

For the sampled universities, this collaboration included the implementation of programs that 

leveraged university expertise in providing training resources, gym facilities, and onsite health 

clinics. Similarly, the case university’s ability to establish strategic alliances to implement 

activities provided an answer to the initial restrictions imposed through budgets governed by 

the executive group (see Section 7.3.1.1.4). Therefore, practitioners must be strategic and 

search for cost-effective solutions which demonstrate that programs are worthwhile 

investments, particularly during the early stages of implementation. 

 

While generalised definitions of health are useful for establishing health policies and for 

assisting with behavioural changes (see Section 2.2), this research showed that specific and 

measurable definitions must also be developed for operational purposes. The practical 

contribution of this research is the identification of several controls that managers can utilise 

to implement HPPs, along with insights into their influence on desirable outcomes. For 

example, to implement well-defined HPPs, it is important for practitioners to establish 

appropriate governance and organisational structures to manage implementation strategies and 

plans. This finding was evident in the analysis of universities sampled during both the content 

analysis (see Section 6.4.1) and case study phases (see Section 7.3.2.2.1). However, the 
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administrative controls used by the case university did not appear to create a definition that was 

informed by HPP participants. The health clinic director challenged how committees were 

staffed. As identified in Section 7.4.1, the director’s dilemma stemmed from the observation 

that health is synonymous with employees but not defined entirely by them (e.g. do programs 

give us health or does health give us programs?). Therefore, practitioners should ensure that 

decisions about staffing and committee agendas (e.g. administrative structures), where 

possible, are open for discussion and debate. 

 

Prior research has primarily focused on specific management controls (e.g. balanced scorecard, 

costs of quality, levers of control) and their importance to managing employee health (Almqvist 

et al., 2007; Bäckström et al., 2012; Köper et al., 2009; Liersch et al., 2012; Zwetsloot et al., 

2010). These studies have proven useful in highlighting how to manage HPPs, as opposed to 

studying the managerial contexts for implementation. Findings from this research provide 

evidence of the need to invest in management controls that create desirable contexts for 

achieving the multiple objectives inherent in HPP implementation. This finding has two key 

implications for senior management. Firstly, several strategic motivations to implement HPPs 

existed within sampled universities; secondly, these motivations were not always people-

centred (e.g. based on health outcomes) but involved a network of relations that required 

management. 

 

This research argues for increased emphasis on practitioner–academic partnerships in the 

university sector. The practical implication is that the knowledge and skills of academic 

employees at the case university did not appear to be effectively utilised to design and 

implement program strategies. This research argues that practitioners would benefit from 

consultation with discipline experts and that academics could leverage knowledge for teaching 

and research opportunities, such as improving topics to include in health promotion courses 

that are relevant to industry. This underutilisation of resources was evident by the lack of 

academic involvement in designing the employee health survey (Section 7.3.3.3). Performance 

measures that report on the involvement of academic employees in the design and analysis of 

survey information would likely result in improved implementation outcomes in practice. 

 

It is concluded that a greater working knowledge of the relationships between HPPs and 

management controls is needed and must cascade down to operational and academic 

employees. Health clinic personnel (whose ideas about HPPs were overlooked) stressed the 
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need to make the operations through which programs are managed visible to employees. In 

response to the popularity of unhealthy food options (Section 7.4.2), the case university’s 

health clinic director emphasised the need to increase employees’ awareness of their epistemic 

responsibilities. That is, health outcomes would improve when the university provided 

academic employees with relevant health-related information and activities, but would also 

improve by making the work and actors involved in implementing HPPs more visible to 

employees. 

 

8.4 Limitations 

 

Several limitations should be considered when interpreting the results of this research. The 

content analysis required several interpretations by the researcher. Nevertheless, initial coding 

categories were derived following a systematic literature review and ongoing interaction with 

a team of researchers (e.g. supervisory panel) and participants in the field (e.g. validation 

interviews). Regarding the content analysis, it is also spurious to assert that the frequency of 

documented references to programs is a fair representation of their importance (Smith, 2003; 

Weber, 1990) to the university in improving health. Focusing on publicly available sources has 

also narrowed data collection to the formalised management controls and systems disclosed 

through university websites. However, senior management and other implementation 

stakeholders would have access to various communication channels for transmitting 

information, such as electronic mail, video conferencing, social media platforms, and face-to-

face communication.  

 

The case study design helped mitigate the relative bias towards formalised controls inherent in 

the content analysis research phase. However, a longitudinal case study method may have been 

more appropriate for gaining insights into the ongoing implementation processes for HPPs at 

the case university. The study was limited to the health, safety and wellbeing department, the 

health clinic personnel and the academic employees. Participants from other university 

departments such as “Information Services” “Campus Life” and “Student Guild” would also 

have provided useful perspectives on HPP implementation at the case university [Document 

2.3]. Health clinic participants provided jaded opinions about HPP implementation processes 

at the case university, possibly due to their role as health professionals. The health clinic 

manager at the case university resigned from the role and declined a follow-up interview after 
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submitting their resignation because “it's still pretty raw” [Document 2.8]. Nevertheless, these 

controversial opinions, which helped to illuminate the role of management controls in forming 

an actor network to implement HPPs, were suited to the exploratory nature of the study.  

 

8.5 Further research 

 

It is hoped that this study inspires more research into a relatively new field at the intersection 

of HPPs and management control. This field is underexplored and requires further research to 

continue expanding the implementation theories for HPPs. The topic is complex, and this 

research has offered useful insights on important research issues and methods for their study. 

 

This research explored HPP implementation in the university sector by investigating which 

health issues and health risk factors universities target and the types of activities used. Rather 

than producing statistically generalised results, the research has developed a typology for 

considering new ways of implementing comprehensive HPPs. This typology provided a 

methodology for studying what and how HPPs are implemented within Australian universities. 

Further research could expand this theoretical typology, along with the content analysis 

methodology documented in this study. Different categories and sub-categories could be 

introduced to reflect new contexts and concerns, such as specific areas of cancer including 

breast, skin, and prostate cancer. Although these sub-categories were coded based on content 

analysed in this research, the typology does not provide classifications for this level of detail. 

The sample was also drawn from one country’s (Australia) university sector. Expanding the 

sample to allow generalisations to other settings and replicating the findings in other industries 

would help employees and employers benefit from improved implementation of HPPs. 

 

Detailed information about the range of management controls (Malmi & Brown, 2008) and 

their relevance to program implementation was developed during this research. The findings 

confirmed that much can be learned about HPPs by examining the management controls used 

to monitor their implementation. The research indicated that HPPs would be selected and 

implemented when measures were designed and used to link programs with university 

objectives such as managing risks and costs. An important step for future research is to follow 

the management controls used to implement HPPs in more detail. It would be useful to explore 

how specific management controls and HPPs evolve over time—with particular focus on the 
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different objectives and functions of programs. For example, what performance measures do 

organisations create to implement specific programs, and how? Do existing controls, such as 

an organisation’s administrative controls and culture, influence the measures used to account 

for employee health through implemented HPPs? 

 

8.6 Summary 

 

These findings have confirmed that the integration of HPPs within Australian university 

contexts requires an ongoing investment into management controls. This research has shown 

how the typology developed by Malmi and Brown (2008) provides useful insights into the 

types of controls that universities are likely to use when implementing HPPs. A diverse range 

of management controls (e.g. governance and organisational structures, policies and 

procedures, shared values and norms, strategic and operational plans, various implementation 

measures, and participation incentives) were developed to justify investments into HPPs. 

However, despite their successful development of controls to manage implementation, 

universities can improve how these controls are used. Specifically, selection decisions for HPPs 

appeared to be influenced by the ease with which HPP outcomes could be objectively 

measured. In university contexts, barriers to implementation prevail, such as the need to prove 

that programs will be effectively implemented and evaluated (e.g. the budget as a leading and 

lagging indicator). This has resulted in an emphasis on implementation fidelity because health 

outcomes entailed subjective measures. The theoretical ability of controls, as tools not only to 

organise but also to create knowledge, appeared to be under-utilised; thus, significant 

opportunities to improve the role of management controls in implementation exist. 

 

ANT provides a useful lens for examining the role of management controls in HPP selection 

and implementation. In this research, ANT helped to identify key actors involved in 

implementing HPPs, including the management controls used to organise diverse agendas 

around a centralised HPP implementation plan. Here, the dominant role of the health, safety 

and wellbeing department highlighted their experience in driving university objectives rather 

than overcoming the difficulties of defining and valuing health. The controls used to implement 

HPPs marginalised various actors’ (e.g. health clinic and employees) ideas about health. Thus, 

implementing HPPs that improve health and business outcomes in meaningful ways is not 

inevitable when management controls are used. Rather, findings showed that management 
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controls should be used to create an implementation context for HPPs in which employees are 

connected, share information, and want to belong. HPPs will be misguided, ad hoc, and miss 

their objectives of improving both health and business outcomes if universities fail to actively 

engage employees in processes that define and value health. 

 

The processes universities in this study used to select and implement HPPs appeared to favour 

programs most suited to managing the underlying compliance and legitimacy reasons for 

implementation. The requirement to implement well-defined and executed programs was 

primarily driven by measurement controls aimed at achieving university objectives. 

Consequently, this research found that universities did not define health based on an 

employee’s physical, mental and social well-being (Burton, 2010, p. 15; Huber et al., 2011, p. 

1). Rather, universities in this study appeared to consider academic employees to be healthy 

when their lifestyle choices and behaviours could be governed, normalised and measured. 

 

Employees who accepted the value of participating in a centralised HPP implementation plan 

were rewarded with incentives to improve their health. Therefore, this research provides a 

simple answer to the question: what is the role of management controls in the selection and 

implementation of HPPs? The role of management controls is to select and implement HPPs 

based on shared understandings of how employee health should be defined and valued. In the 

process of defining and valuing health, it is important to ensure that diverse actors are given 

opportunities to share their problems and to be involved in devising solutions. Ideally, 

management controls will enable universities to continually explore the task of learning how 

to create shared values that support employee health through the implementation of well-

defined HPPs. 
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Appendix A Research Overview 

 

Appendix A.1 Health promotion programs in the workplace 

 

Appendix A.1.1 Addiction-related programs 

 

The World Health Organization prioritises interventions that target addictions (Keleher & 

MacDougall, 2009; Wilkinson & Marmot, 2006). Addictions contribute to a number of health 

issues such as diabetes, cancer, heart conditions, kidney problems and strokes (Collins & 

Lapsley, 2008; Gottlieb, 2002). In addition to personal health issues, addictive behaviours 

contribute to several mortalities involving traffic accidents, violence and suicide (Room, 

Babor, & Rehm, 2005; Wilkinson & Marmot, 2006). The cost of these addiction related health 

behaviours to people, workplaces and society is significant (Collins & Lapsley, 2008; Manning, 

Smith, & Mazerolle, 2013; Roche, Pidd, & Kostadinov, 2015). 

 

A wide range of health problems and costs are associated with alcohol, gambling, tobacco and 

other dependencies. The attendance, morale, performance and relationships of employees are 

affected by addictions. Shahandeh (1985) listed several specific areas where alcohol and drug 

misuse can affect the productivity of employees, including poor workmanship and decision 

making, impaired judgement leading to accidents, missed deadlines, reduced output, morale, 

and friction with co-workers. In addition to lost productivity, which reportedly exceeded $6 

billion in Australia in 2010 (Manning et al., 2013), these health problems can impact on the 

colleagues of employees with substance dependencies (Dale & Livingston, 2010). Employees 

with addictions and substance dependencies not only experience increased absence (Bywood, 

Pidd, & Roche, 2006; Collins & Lapsley, 1991; Marmot, North, Feeney, & Head, 1993; 

Normand, Salyards, & Mahoney, 1990) and reduced performance (Cercarelli, Allsop, Evans, 

& Velander, 2012; Frone, 2008), but also negatively affect the safety (Guppy & Marsden, 2003; 

Miller, Zaloshnja, & Spicer, 2007), performance and stress levels of their colleagues (Dale & 

Livingston, 2010; Shahandeh, 1985). A duty of care requires employers to protect the safety of 

their employees and to limit negative aspects of working conditions that may incite substance 

misuse. The duty of care to maintain healthy and safe workplaces in Australia incorporates 

issues pertaining to addictive behaviours (Blaze-Temple, Howat, Barney, Saunders, & Saxon, 

1989; Holland, Pyman, & Teicher, 2005). 
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It is not only the lifestyle choices of employees but also their working conditions and other 

social situations that influence alcohol, tobacco and other substance misuse (Cercarelli et al., 

2012; Roman & Blum, 2002; Shahandeh, 1985; Willemsen, de Vries, van Breukelen, & 

Genders, 1998). Variations in the addictive behaviours of people can result from different 

cultures, affluence, family and class structures, and demographics (Ahern, Galea, Hubbard, 

Midanik, & Syme, 2008; Room et al., 2005). This is evident in the proportion of drinkers within 

certain industries and occupational groups (Guppy & Marsden, 2003; Shahandeh, 1985). 

Several studies confirm an increased risk of drinking issues is evident amongst mining 

(particularly for those with adverse rosters) (Carrington & McIntosh, 2013; Holland et al., 

2005; Shahandeh, 1985), transport (Roche, Pidd, Bywood, & Freeman, 2008; Spicer & Miller, 

2005), construction workers (Bang & Kim, 2001; Gerber & Yacoubian Jr, 2001; Roche et al., 

2008) and professional athletes (Walker, 2003). Shahandeh (1985) listed a number of physical 

and social working conditions that can affect alcohol and drug misuse. Some of these include 

high temperatures, long working hours, high levels of pollution and toxicity, discrimination, 

lack of job security, low pay, hazardous work, poor leadership, governance and 

communication, high pressure roles and unequal promotion opportunities. 

 

The comprehensiveness of addiction-related programs depends on the needs of employees and 

the workplace (Gottlieb, 2002). The different types of programs offered typically include 

behaviour-related activities that prepare people to manage and quit their addictions and that 

provide training and social support to assist people coping with necessary lifestyle changes 

(Gottlieb, 2002; Webb et al., 2009). Workplaces institute cessation programs and provide 

education, policies and training interventions, and social support to their employees (Guppy & 

Marsden, 2003). Willemsen et al. (1998) examined a smoking cessation program with activities 

that ranged from cost effective self-help resources to comprehensive educational campaigns 

consisting of courses and training materials. Their findings suggested that low-cost programs 

are effective. However, the success of these programs depends on the employee’s 

characteristics and their degree of addiction. Comprehensive educational campaigns ensure 

that the health status of high-risk employees is maintained or improved. 
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Appendix A.1.2 Disease management programs 

 

Disease management programs aim to improve a person’s health problems and to reduce future 

issues associated with illness (Jutkowitz et al., 2015). To be effective, disease management 

programs typically rely on targeting several illnesses (Jutkowitz et al., 2015). Everyone is 

susceptible to illness (Day & Randell, 2014; Minkler, 1999) despite the fact that people can 

make lifestyle choices that limit their susceptibility to certain health risks (Richmond, Wodak, 

Bourne, & Heather, 1998). Thus, workplaces are encouraged to provide a wide range of 

interventions that address the risks of illness and employee health needs. A study by Linnan et 

al. (2008) reported that the most commonly targeted illness by workplaces in the US was 

cardiovascular disease with 26.1% of respondents addressing this through their disease 

management programs. This was followed by diabetes (25%), hypertension (22.9%), cancer 

(22.5%), depression (20.5%), back pain (20.1%), asthma (19.1%), high-risk pregnancy 

(18.6%), obesity (16.4%) and chronic obstructive pulmonary disease (15.6%). 

 

The primary focus in supporting people with preventable health problems is to change their 

risk behaviours. Programs provide screening and health risk assessments (e.g., blood pressure 

monitors), education services and regular communication with relevant persons (e.g., patients, 

doctors and health service providers). By providing quality health services, education and 

support to people with illnesses, improved health and lower medical-related costs are expected 

(Coughlin et al., 2006). Indeed, organisations have attributed various benefits to these 

programs, including reductions in absences, workplace accidents, worker-compensation claims 

and productivity losses (Lerner et al., 2013). However, the results of these treatments have not 

always been effective (Goetzel et al., 2005). 

 

Appendix A.1.3 Diversity and inclusion programs 

 

Australian organisations are required by law to maintain a healthy and safe workplace. 

Considering this duty of care, diversity and inclusion initiatives have typically been addressed 

through occupational health and safety initiatives and compliance with legal requirements 

(Kennedy, 2005; Timo, Fulop, & Ruthjersen, 2004). Regarding diversity, the focus is 

commonly on workplace issues such as discrimination and harassment, with the aim of 

establishing organisational policies that prevent this kind of adverse behaviour from occurring. 

Providing an inclusive culture is at the core of such initiatives (Diamante, Natale, & London, 
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2006). In terms of violence, the focus is typically on eliminating bullying in the workplace, and 

on family violence. These issues affect the health of employees and impact on their functioning 

within organisations. For instance, victims of violence are susceptible to increased 

absenteeism, presenteeism and turnover costs, while perpetrators may also present additional 

risks associated with adverse behaviours such as theft (Murray & Powell, 2007; Timo et al., 

2004).  

 

Violent, aggressive and abusive behaviour results in considerable costs for employers (Arias 

& Corso, 2005; Perrone, 1999). A report on the enforcement of occupational health and safety 

in Australia and the resulting costs of related issues on employers estimated the cost of violence 

to exceed $6 billion (Productivity Commission, 2010; Schindeler, 2013). Perrone (1999, p. 12) 

provided an extensive list of violence-related issues that affect Australian workplaces. These 

issues, which range from physical assault and murder to passive aggression, include reductions 

in morale, work quality and productivity, and increases in absenteeism, employee turnover and 

workers-compensation claims.  

 

However, managing violent, aggressive and abusive behaviour is not straightforward. The 

formal mechanisms used by organisations (e.g., hierarchical reporting structures) to manage 

employee behaviours are not guaranteed to identify and resolve all undesirable behavioural 

issues. For example, traditional systems for controlling behaviours are not designed to address 

manipulations and false accusations. False and vexatious claims of bullying, where in fact the 

bully is in fact the one accusing others of bullying, seem to be increasing in the workplace 

(Chan-Mok, Caponecchia, & Winder, 2014). This is particularly apparent in situations of 

economic hardship, or where employees aim to improve their bargaining power or mitigate 

issues with their performance (Sheehan, Griffiths, Klein, & Martin, 2011). Therefore, in 

addition to identifying and resolving undesirable behaviours, organisations must also develop 

informal mechanisms and be pre-emptive of these issues. The organisation of appropriate 

behaviours in the workplace results from a wide range of activities including, but not limited 

to, developing an open and supportive culture and social values, improving policies, raising 

awareness and providing training (Vickers, 2006). 

 

Managing the direct impact of violent behaviour that occurs in the workplace is not the only 

concern for organisations. Violence is also an indicator of wider issues pertaining to a person’s 

work or family situation. Adverse behaviours such as violence may be an expression of 
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animosity towards job design, job satisfaction, economic conditions, leadership and 

management styles, organisational changes and culture, social relationships, stress, power 

struggles, rewards and unmanageable workloads (Einarsen, 1999; Salin et al., 2011; Timo et 

al., 2004). For example, the transition towards team structures and expanding networks have 

provided opportunities for aggressive interpersonal behaviour (Sheehan et al., 2011). 

Therefore, it is important for organisations to consult employees on issues relating to structures, 

work design and organising tasks, so that employees are given some degree of control and 

autonomy over their work. This follows the health promotion goal of enabling people to have 

control over their health. 

 

The productivity and performance of employees is also linked with violence experienced in 

their personal family situations. When employees are experiencing violence in their family 

situations, their health, safety and productivity in the workplace are affected (Murray & Powell, 

2007). This trend is increasing as more women, who are often the victims of family violence, 

enter the workforce. An extensive survey (over 8,000 women) conducted by Arias and Corso 

(2005) reported an average of 7.2 days of lost productivity because of violence experienced in 

family situations. 

 

The structures and cultures of workplaces are slowly accommodating these contemporary 

changes and are beginning to recognise the strengthening correlations between work and family 

situations (Swanberg, Logan, & Macke, 2005). Incidentally, employers are providing 

supportive policies, flexibility and additional leave, education material, and training initiatives 

to assist employees affected by issues such as discrimination and family violence. In contrast 

with other counties such as the USA (Heymann, Rho, Schmitt, & Earle, 2010; Richards, 1999; 

Skinner & Pocock, 2013), a significant portion of leave offered to Australian employees is 

mandated by law (Berg, Kossek, Baird, & Block, 2013). Traditionally, this leave provides 

employees with entitlements for paid time off to holiday, to celebrate public events such as 

Christmas, and to recover from illness (Fair Work Ombudsman, 2016a). However, 

organisations are increasingly offering additional leave to employees as a means of attracting 

and retaining productive employees. Some of these initiatives include community or 

emergency leave (e.g., jury service, natural disasters, leave for extracurricular activities such 

as sporting events and donating blood) (Burgess & Connell, 2006), cultural and personal 

development leave (e.g., personal training, religious observances) (Barrett & Mutabazi, 1998; 

Berg et al., 2013), family violence leave (de Jonge, 2015; McClelland, 2012), and welfare 
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management leave (Berg et al., 2013). These initiatives are being voluntarily offered by 

workplaces and in partnerships with various organisations such as unions and external service 

providers (Murray & Powell, 2007). 

 

Appendix A.1.4 Employee assistance programs 

 

Employee assistance programs focus on eliminating or reducing the impact of a wide range of 

health problems on work productivity (Kirk & Brown, 2003). The mission is to reduce illness 

and improve employee health so that both employee and employer benefit (Roman & Blum, 

1988). Several researchers consider these programs synonymous with HPPs (Murphy, 1995; 

Roman & Blum, 1988), as their aim is to shift people towards better health. However, 

Sonnenstuhl (1988) argued that employee assistance programs and HPPs are distinct. In his 

view, the former includes education and counselling interventions while the latter relies on 

voluntary programs that educate, screen and intervene in lifestyle behaviours and 

environmental conditions. Despite arguing that these programs are distinct, Sonnenstuhl (1988) 

suggested that a comprehensive solution for improving health and productivity in the 

workplace requires the use of both practices (Azaroff, Champagne, Nobrega, Shetty, & 

Punnett, 2010; Kirk & Brown, 2003). 

 

Workplaces have been using employee assistance programs to improve the health and work 

performance of their employees for decades. These programs were originally developed to 

assist people with addiction-related problems. This focus has since expanded to include a broad 

range of employee concerns, such as caring responsibilities, conflict resolution, family and 

marital problems, financial and legal issues, grief issues, interpersonal relationships, stress, and 

trauma incidents. To support employees18 who are experiencing any of these problems, a broad 

range of services can be accessed, including education, counselling, coaching, mentoring, 

health screening and risk assessments, and financial and legal services (Kirk & Brown, 2003; 

Maiden & Levitt, 2002; Sonnenstuhl, 1988).  

 

Employee assistance programs incorporate “secondary” (Roman & Blum, 1988) and “tertiary” 

interventions (Day & Randell, 2014). Their focus is on people with pre-existing problems and 

                                                 
18 Several organisations also make the services offered through employee-assistance programs available to 

employee family members (Maiden & Levitt, 2002; McDonald & Dooley, 1990).  
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on providing interventions to treat and manage matters concerning these illnesses (Day & 

Randell, 2014; Goetzel & Ozminkowski, 2008; Roman & Blum, 1988). Programs provide a 

confidential set of reactive tools that are used to assist employees and employers with managing 

the potential affects that health problems have on work-related performance (Roman & Blum, 

1988). These programs are distinct from the more conventional HPPs that provide “primary” 

responses to health. These latter programs, which are voluntary, are based on the use of 

proactive information and tools that rely on attracting appropriate participation (Roman & 

Blum, 1988).  

 

The goal of employee assistance programs is to reduce the impact of health problems on work 

performance. The emphasis is not only on supporting employees who are at risk of illness; such 

programs also provide additional value to employers. These programs protect organisations 

against legislative costs due to discrimination and health and safety issues (Vickers, 2006). 

Consultation services also help employers in dealing with work performance issues that 

concern an employee’s health problems. Counsellors typically have skills in the area of 

psychology, so their advice is limited to individual issues as opposed to organisational issues 

related to workplace systems (Kirk & Brown, 2003). If improvements in attendance, 

performance, or the conduct of employees does not eventuate, remedial action can be taken in 

consultation with the employee assistance program counsellor (Maiden & Levitt, 2002). This 

provides employers with support on employment-related matters that are not the result of 

workplace deficiencies such as training or equipment. 

 

Appendix A.1.5 Ergonomics programs 

 

Ergonomic programs primarily aim to provide employees with appropriate working conditions 

and roles that are suitable for their physical and mental abilities (Bernard & Putz-Anderson, 

1997). An important goal is to reduce and eliminate injuries relating to stress, bad posture, 

repetitive tasks and sedentary behaviour (Galinsky, Swanson, Sauter, Hurrell, & Schleifer, 

2000). Given the prevalence of back injuries in workplaces (Bell & Burnett, 2009; Feyer et al., 

2000), ergonomic programs have typically addressed lower back care. However, health 

problems such as musculoskeletal complaints, eye strain and stress have also been addressed 

(Aarås, Horgen, Bjørset, Ro, & Thoresen, 1998; Aarås, Horgen, Bjørset, Ro, & Walsøe, 2001; 

Galinsky et al., 2000). For instance, it is a requirement by law in Australia (see comments in 

Section 2.3.1 on the Work Health and Safety Act (Cth) 2011) that hazards are identified, and 
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that workplace risks are minimised or eliminated. The progress towards these goals must also 

be evaluated and reported by organisations. 

 

Appendix A.1.6 Mental health programs 

 

There is a business case for improving the mental health of employees while at work and in 

their personal lives. This is based on the premise that mental health and organisational 

effectiveness are correlated (Goetzel, Ozminkowski, Sederer, et al., 2002; Loeppke et al., 

2007). Many health risks lead to poor mental health and illnesses. The resulting impact of these 

risks on work outcomes is significant (Shann, Martin, & Chester, 2014; Slade et al., 2007). 

Health problems associated with these risks have adverse effects on employee absence, morale, 

performance, turnover and workplace relationships (Kovess-Masféty, Rios-Seidel, & Sevilla-

Dedieu, 2007; McDonald, 2013). Several studies have linked reductions in employee 

productivity with various risks including discrimination (e.g., social inequalities) (Deitch et al., 

2003; Hamilton, Alagna, King, & Lloyd, 1987; Irwin, 2002; Kunze, Böhm, & Bruch, 2011), 

personality traits (Cubis, 2009), stress, substance misuse, suicidal tendencies, violence, 

(Greenberg, Finkelstein, & Berndt, 1995; Lerner & Henke, 2008), wage levels, workloads, and 

other workplace issues (Holden, Scuffham, Hilton, Vecchio, & Whiteford, 2010). The results 

of these studies confirm that employees who are unable to manage or cope with situations in 

their personal lives and at work may experience health problems that impose considerable costs 

on their employers (Burton, Chen, Conti, Pransky, & Edington, 2004; Conti & Burton, 1994).  

 

Mental health programs aim to provide information and support to employees experiencing 

mental health problems. These programs have the potential to reduce the impact of illnesses 

such as anxiety, bipolar disorders, depression, eating disorders, schizophrenia, and many other 

mental illnesses. For example, to improve the health literacy and support offered within the 

workplace a mental health first aid training course has been developed and is commonly 

adopted in Australia. These programs aim to equip employees with the skills to identify peers 

with mental health problems and to appropriately assist and support fellow employees who 

may be experiencing symptoms or going through crises (Kitchener & Jorm, 2004, 2006). 

Research evaluating the effects of these programs reported that employees trained in mental 

health first aid were better equipped to identify and support colleagues who are struggling with 

difficult life situations (Kitchener & Jorm, 2006). 
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Mental health promotion incorporates more than targeting the absence of illnesses (Knapp, 

McDaid, & Parsonage, 2011; Westerhof & Keyes, 2010). Mental health is associated with 

being free from illness and relates to the optimal functioning and fulfilment of people—their 

quality of life (Goetzel, Ozminkowski, Sederer, et al., 2002). Research by Keyes (2005) on the 

mental health of US adults examined the relationship between mental health and illness. The 

data demonstrated that emotional, social and psychological states of wellbeing must all be 

present for people to flourish. 

 

Therefore, it is important to consider broad aspects that influence a person’s mental health and 

illness (Westerhof & Keyes, 2010). Increasing employee resilience and protecting them from 

situations that diminish their mental health is valuable for organisations (Goetzel, 

Ozminkowski, Sederer, et al., 2002; Langlieb & Kahn, 2005). This requires interventions that 

strengthen people’s ability to cope with adverse life events by enhancing their self-esteem, 

coping mechanisms and social support (Keleher & Armstrong, 2005). Cubis (2009) attributed 

the mental health reported by teachers in the Australian education sector to their personality 

and ability to cope, the behaviour of their students and the characteristics of their work 

environment. 

 

The environmental conditions and organisational context at work can contribute to poor mental 

health and illness. Work-related concerns, such as job autonomy, satisfaction and workplace 

relationships are determinants of mental health and are equally deserving of attention. An 

extensive survey (over 7,000 responses) was conducted by Dunnagan, Peterson, and Haynes 

(2001) into the effectiveness of mental health programs. The programs that primarily focused 

on individual health problems were found to be ineffective. Shiell, Hawe, and Gold (2008) also 

suggested that employees will be better equipped to control their own health when 

organisations appreciate better links between the resources invested, the measurable benefits, 

and the value-adding outcomes. 

 

Several studies have illustrated this link by demonstrating that illnesses such as stress influence 

health and productivity (LaMontagne, Keegel, & Vallance, 2007; Macik-Frey et al., 2007; 

Winefield et al., 2008). A study by Burton, Chen, et al. (2004) explored how employees balance 

the pressures of work and family caregiving responsibilities. The findings indicated that 

employees with caregiving responsibilities often experience increases in absence and 

reductions in their performance while at work. In light of this, the activities and processes used 
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to reduce illness and promote health (detailed in Section 2.5.3) must align employee and 

organisational needs (Hanson, 2007; Loeppke et al., 2007). 

 

Appendix A.1.7 Nutrition programs 

 

Several benefits are linked with a healthy diet and good nutrition. The risks of developing 

diabetes, dental issues, cancer, depression, high blood pressure and cholesterol, heart disease, 

strokes and the chances of being overweight and obese increase when poor food choices are 

made (Glanz & Kristal, 2002). Nutrition programs aim to improve the food choices of 

employees by targeting increases in fibre intake and fruit and vegetable consumption, along 

with reductions in fat and sugar intake (Anderson et al., 2009). These programs typically 

provide consultations with dietitians (e.g., to assist with dietary modifications), counselling, 

health risk assessments and recipe advice to help employees set and achieve their nutritional 

goals (Glanz & Kristal, 2002; Linnan et al., 2008). The emphasis is on improving the attitudes, 

behaviours and knowledge of employees in ways that encourage healthy eating habits (Glanz 

& Kristal, 2002). 

 

The nutritional goals and dietary intake of employees are also influenced by environmental 

conditions at the workplace (Anderson et al., 2009; Lytle, 2005; McLeroy, Bibeau, Steckler, & 

Glanz, 1988). Workplace structures and processes create barriers to healthy eating and play an 

important role in shaping the nutrition of employees. Typical barriers include poor access to 

healthy food and lack of supportive policies or incentives. These barriers can be addressed by 

reviewing the dietary services, information and benefits offered by the workplace. Supportive 

programs can ensure that employees have access to healthy cafeterias with nutritional 

information displayed on all food, vending machines with healthy food options, strict catering 

policies for functions and menu designs, and discounted prices for healthy food options (Glanz 

& Kristal, 2002). 

 

Nutrition programs provide opportunities for employees to gain valuable information and 

support that will improve their health and functioning while at work and in their personal lives 

(Glanz & Kristal, 2002). Poor nutrition influences an employee’s ability to work productively, 

contributing to issues such as stress and exhaustion (Jensen, 2011; Katcher, Ferdowsian, 

Hoover, Cohen, & Barnard, 2010). The cost of investing in these modifications to facilities and 

other equipment can be significant and difficult for organisations with inadequate resources 
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(Anderson et al., 2009; Glanz & Kristal, 2002). Glanz and Kristal (2002) suggested that 

organisations can at least consider updating their policies to regulate the food that is consumed 

at workplace functions (e.g., specifying catering guidelines for workplace events) and to ensure 

that nutritional information is displayed on food labels. 

 

Appendix A.1.8 Physical activity programs 

 

The health problems resulting from physical inactivity are well-documented (US Department 

of Health and Human Services, 1996, 2010; Weiler et al., 2010; Wilson et al., 2002). 

Cardiovascular diseases (Archer & Blair, 2011; Gebhardt & Crump, 1990), cancer (Holick et 

al., 2008; Holmes, Chen, Feskanich, Kroenke, & Colditz, 2005; Warburton, Nicol, & Bredin, 

2006) and obesity-related problems such as diabetes (Fogelholm, 2010; Vogel et al., 2009; 

Weiler et al., 2010) are commonly attributed to physical inactivity (Wilson et al., 2002). An 

Australian survey found that more than half of the adult population remained physically 

inactive (Armstrong, Bauman, & Davies, 2000) despite several studies reinforcing the benefits 

of regular physical activity (Blair, Cheng, & Holder, 2001; Dishman, Oldenburg, O’Neal, & 

Shephard, 1998; Gebhardt & Crump, 1990; Haskell et al., 2007). The survey defined adults as 

people between the age of 18 and 75. The appropriate level of physical activity is assumed to 

be 30 minutes per day for at least 150 minutes per week (Bauman et al., 2003). 

 

Several benefits are linked with physical activity programs. As well as improvements in 

medical indicators such as blood pressure, heart rate and weight, improving physical activity 

is credited with reductions in a person’s levels of stress (Gebhardt & Crump, 1990; Hooper & 

Veneziano, 1995; Proper, Staal, Hildebrandt, Van der Beek, & Van Mechelen, 2002). 

Organisations benefit from these interventions as employees with improved physical activity 

are less likely to be absent from work or involved in workplace accidents (Hurwitz, 

Morgenstern, & Chiao, 2005; Mooney, Kron, Rummerfield, & Holmes, 1995; Peate, Bates, 

Lunda, Francis, & Bellamy, 2007). Physically active employees are also more likely to be 

productive with increased stamina and an improved ability to cope with stress (Conn, Hafdahl, 

Cooper, Brown, & Lusk, 2009; Proper et al., 2002; Watson & Gauthier, 2003). A study by 

Wattles and Harris (2003) found that employees with higher levels of fitness, strength and 

flexibility—factors commonly associated with physical activity—perceived themselves to be 

more productive, satisfied with their jobs and less likely to be absent from work. Thus, physical 
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activity programs are increasingly being used by organisations to improve employee health and 

productivity (Gebhardt & Crump, 1990).  

 

Several options are available for people to address physical inactivity. Wilson et al. (2002) 

listed a range of basic activities that can improve a person’s level of physical activity (p. 257), 

and several initiatives that can be used to promote physical activity in the workplace (p. 263). 

Firstly, it is then necessary for people to work towards becoming and remaining physically 

active by incorporating aerobic, flexibility and strength exercises into their daily routines. 

However, these lifestyle changes may not be straightforward or desirable transitions for many 

employees. Secondly, workplaces can support employees who are working towards improving 

their physical activity. According to Wilson et al. (2002, p. 250) the best way for programs to 

support employees is through a stage-based approach such as the “Transtheoretical model” 

(Prochaska & DiClemente, 1983; Prochaska, DiClemente, & Norcross, 1992; Prochaska & 

Velicer, 1997). This model, which recognises that behaviour change occurs in qualitatively 

distinct stages, postulates five stages for supporting health behaviour change: 

precontemplation—not intending to change; contemplation—considering but not yet 

committed to change; preparation—intending to change in the immediate future; action—

engaging in change; and maintenance—sustaining change. In recognising these stages, 

workplaces can provide a range of activities, from health risk appraisals that motivate change 

to fitness facilities that support the planning and maintenance of these changes (Wilson et al., 

2002). 

 

Although the literature suggests supporting employees through the decision making, planning 

and management of physically active lifestyle changes, the effective application of these 

programs in the workplace can depend on the needs, resources and support available (e.g., from 

leadership and employees who participate) (Kahn et al., 2002). Organisations with numerous 

employees typically provide on-site exercise facilities and other financial incentives to 

participate in programs. Employees participating in programs are offered professional 

assessments of their desired level of activity and fitness. Specific exercise programs can then 

be tailored to suit their needs (Wilson et al., 2002). Watson and Gauthier (2003) followed one 

organisation’s novel idea to improve the levels of physical activity among their workforce. The 

organisation set up a points system and offered employees rewards and financial incentives for 

participating in physical activity. The programs were advertised through workplace media and 

participation was free. Their study illustrated that strong results, which can be obtained, provide 
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mutual benefits when physical activity programs have the resources and support of 

management and employees. 

 

For organisations with fewer resources, basic interventions are used to counter the effects of 

sedentary lifestyles. These workplaces, which typically include smaller organisations, can 

provide education on the types of activities and their benefits, fitness breaks, encourage 

employees to take the stairs rather than using elevators, participate in walking groups, and cycle 

to work. (Dishman, DeJoy, Wilson, & Vandenberg, 2009; Kahn et al., 2002; Linnan et al., 

2008; Murphy, 2002; Wilson et al., 2002). Workplaces also use generalised interventions, 

which are coordinated through community partnerships, to promote physical activity. The 

“10,000 step challenge” is an example of a community-based program that is commonly 

applied in workplaces (Brown, Eakin, Mummery, & Trost, 2003; Lindberg, 2000; Mummery, 

Schofield, Hinchliffe, Joyner, & Brown, 2006; Van Acker et al., 2012). 

 

Appendix A.1.9 Stress management programs 

 

There is a growing appreciation for the value of reducing or eliminating the impact of stress on 

employees (Murphy, 2002). Arguably, organisations have previously either misunderstood the 

risks associated with stress or believed that individuals and not organisations were accountable 

for managing stress (Daniels, 1996). However, these views are slowly changing and stress 

management programs are more commonly being implemented within organisations (Nigam, 

Murphy, & Swanson, 2003). 

 

Employees who are experiencing a significant amount of stress are subject to greater health 

risks than those who are not. These risks, which can affect an employee’s physical (Azaroff et 

al., 2010; McCraty, Atkinson, & Tomasino, 2003; Murphy, 2002; Wiesner, Windle, & 

Freeman, 2005) and mental health (McCraty et al., 2003; Murphy, 2002), also affect their 

performance while at work (Cropanzano, Rupp, & Byrne, 2003). Research shows that, as a 

result of employee stress, workplaces experience increased health-related costs associated with 

absenteeism (Adams & Cowen, 2004; Munz et al., 2001; Willert, Thulstrup, & Bonde, 2011), 

presenteeism (Bazarko, Cate, Azocar, & Kreitzer, 2013) and performance (Wolever et al., 

2012). Subsequently, workplaces are turning to stress management programs to alleviate these 

issues. 
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Stress management programs aim to empower employees to maintain their health through 

difficult situations. This goal is pursued by providing employees with training and support, and 

by developing their coping skills (Murphy, 2002). These initiatives are designed to help 

employees manage their response to both personal and work-related sources of stress. A 

person’s emotional health is influenced by individual and non-work factors such as personality, 

coping skills, family situation and financial concerns (Murphy, 2002). 

 

Various therapeutic programs are used to provide a positive working environment and to reduce 

the stress levels of employees. Massage therapy, meditation and mindfulness programs, social 

groups for walking, cycling and book clubs, and yoga are examples of programs designed to 

alleviate stress (Grossman, Niemann, Schmidt, & Walach, 2004; Wolever et al., 2012). 

Increasing the awareness and use of self-management tools, such as relaxation exercises, time 

management and social interactions, helps employees reduce muscle tension, and encourages 

clarity and calmness (Munz et al., 2001; Murphy, 2002). For example, research has 

demonstrated that mindfulness-based stress reduction programs, which use non-religious and 

non-esoteric techniques to increase a person’s awareness of mental processes, successfully 

create the conditions for physical, mental and social health. These programs improve people’s 

self-efficacy and control and enhance their ability to cope with stress and other illnesses 

(Grossman et al., 2004). 

 

Appendix A.1.10 Weight management programs 

 

As a large portion of Australian employees are overweight (Sassi, Devaux, Cecchini, & 

Rusticelli, 2009), organisations are increasingly recognising the value of weight management 

programs (Leslie, Lean, Baillie, & Hankey, 2002). Being overweight increases a person’s risk 

of suffering from hypertension, diabetes, cardiovascular disease, strokes, respiratory problems 

and various cancers (Kaplan, Brinkman-Kaplan, & Framer, 2002; Morgan et al., 2011; US 

Department of Health and Human Services, 2010). Overweight employees are more often 

absent due to illness and have lower work-related capacities and performance compared with 

employees who are of healthy weight (Morgan et al., 2011). Research on weight management 

programs has consistently shown that short-term weight loss is possible, although long-term 

gains are more difficult to establish (Benedict & Arterburn, 2008; Hennrikus & Jeffery, 1996). 
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The primary goal of weight management programs is to encourage and assist employees in 

achieving a healthy weight. Techniques for managing weight include walking groups, tailored 

exercise programs, and access to fitness facilities (Hennrikus & Jeffery, 1996). In addition, 

specific information on weight is necessary and can be provided through seminars, counselling, 

interventions like “Weight watchers”, and the provision of information and equipment such as 

pedometers to assist with managing weight (Morgan et al., 2011; O'Donnell, 2002c). These 

objectives overlap with physical activity and nutrition programs that are also intent on helping 

employees to keep fit and improve their diets. Therefore, it is important that these different 

programs are integrated and effectively coordinated.  
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Appendix A.2 Best-practice approach to HPP implementation 

 

Table A.1: Best-practice approach to HPP implementation 

 

Implementation 

process 

Description 

Aligned objectives Link program and organisational objectives (Goetzel et al., 2007; O'Donnell, 

2002a; Parry & Sherman, 2015; Sherman & Lynch, 2014)  

Integrate HPPs with existing systems and coordinate activities (Linnan et al., 2008; 

Pronk, 2014; Pronk & Kottke, 2009) 

Ambassadors (health 

champions) 

Allocate appropriate employees to oversee the program (Pronk & Kottke, 2009; 

Sorensen et al., 2013)  

Data management Use appropriate tools and techniques (Pronk & Kottke, 2009; Sorensen et al., 2013)  

Confidentiality of information secured (Pronk & Kottke, 2009) 

Employee needs Create safe working environments and health-promoting facilities (Pronk & 

Kottke, 2009; Quintiliani et al., 2007) 

Obtain employee input when developing goals and making decisions (bottom-up 

action) (Goetzel et al., 2007; Pronk & Kottke, 2009)  

Tailor programs to workplace and employee requirements (Pronk & Kottke, 2009) 

Empowerment Develop clear and consistent principles to guide behaviours and direct resources 

(Potvin & Goldberg, 2012) 

Feedback Provide opportunities for feedback on workplace health issues (Akerlind et al., 

2007; Reavley et al., 2010) 

Key-performance 

indicators 

Link performance metrics and job descriptions (Sorensen et al., 2013) 

Develop program accountabilities and enable incremental changes (Pronk & 

Kottke, 2009) 

Measurement and 

monitoring 

Measure program results and focus on appropriate program and organisational 

objectives (Pronk & Kottke, 2009). Corrective action (Smith, 2011) 

 

Participation incentives Strategies and incentives to increase participation (Goetzel et al., 2007; Hill-Mey 

et al., 2013; O'Donnell, 2002a; Pronk & Kottke, 2009) 

Increase health profile (e.g., Curriculum, media) (Toyne & Ali-Khan, 1998) 

Effective communication (Goetzel et al., 2007; O'Donnell, 2002a; Pronk & Kottke, 

2009) 

Partnerships Coordinate internal and external health-promotion activities (Pronk, 2014; Pronk 

& Kottke, 2009; Sorensen et al., 2013)  

Resource allocation Allocate sufficient budget and time (Pronk & Kottke, 2009) 

Communicate health promotion message both extensively and strategically to 

appropriate employees (Goetzel et al., 2007; Pronk & Kottke, 2009; Quintiliani et 

al., 2010) 

Senior leadership 

support 

Management planning and roles (Tsouros, Dowding, & Dooris, 1998) 

Obtain top-down management support (Goetzel et al., 2007; Pronk & Kottke, 2009; 

Sorensen et al., 2013) 

Strategic commitment Organisational fit (values and beliefs) (Weiner et al., 2009) 

Implementation effectiveness (consistency, quality and appropriateness of new 

practice) (Weiner et al., 2009) 
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Appendix A.3 Exploratory interview guide 
 

Time  

Date  

Location  

Interviewer  

Interviewee  

 

Interview scope: 

 

• Discuss the semi-structured interview format and the subsequent approach 

• Confirm that the consent form has been received and acknowledge acceptance for the 

interview to be recorded  

• Reiterate the purpose for the interview 

 

Opening statement: I want to find out about the programs to improve employee health used 

in your organisation and the efforts to control and account for these practices. What are you 

doing? What is working well? What is not working? 

 

Company and respondent background information 

 

1. How long have you worked: 

a. At the university? 

b. In your current role? 

 

2. Briefly describe your current role? 

Probe: How did you get involved with HPPs? 

Prompt: Is it working – why or why not? 

 

Research specific information 

 

3. Please tell me about some health-promotion initiatives implemented in your 

organisation that you consider to be particularly important? 

Probe: What is it that interests you about these programs? Why have they become 

important issues? 
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4. What we are hearing from the research is mixed messages about the value of 

improving employee health; why do you think improving employee health is 

important for your organisation? 

Probe: Identify proposition about improving employee health: Nobel thing to do, 

improve productivity, etc. 

Prompt: Who decides what improved health is? 

 

5. How does your organisation decide what improved health is? 

Probe: If, or how, you have strengthened links between health and business outcomes 

 

6. How and what aspects of employee health should be managed?  

Probe: Why does this need to be done? How? Who and what needs to be involved in 

this process? 

Prompt: Clinic availability, tracking health issues/risks, reports and policies. 

 

7. How do university structures and systems affect health promotion? 

Probe: Policies, formatting of flyers, controlling health message? 

 

8. Can you think of any problems you have had to overcome with measuring the 

performance of HPPs? 

Probe: What was the problem? How was the problem overcome? Was the resolution 

complicated? 

 

9. What key processes do you consider the future possibilities for HPPs to be dependent 

upon?  

Probe: Future directions and possibilities for defining employee health 

 

In closing, is there anything else that you would like to discuss that has not already 

been covered? 

 

Interview conclusion: 

 

• Thank participant for taking the time, and provide assurance that records will be kept 

confidential 
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• Mention that we would appreciate their feedback on the questions (relevance and 

clarity) at the end of the interview 

• Seek potential for future interviews 
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Appendix A.4 Content analysis coding process 

 

Appendix A.4.1 Qualitative coding process (example relates to recording activities) 

 

The qualitative coding process used to categorise activities involved various interpretations of 

the context in which content was reported. This was evidenced by the synergies between 

activities coded to ergonomic and physical activity programs. Employees at one university 

were advised to “locate facilities to encourage incidental movement e.g. waste disposal units, 

centralised printers and other facilities away from the workstations” [Document: U4.032]. The 

paragraph containing this text was coded to “ergonomic programs”. This was because the 

context for references to these programs, which aimed to reduce sitting and increase movement, 

was managing health risks associated with sedentary behaviour in office-based work. This was 

an important objective for ergonomic programs (Galinsky et al., 2000). 

 

Each text unit was coded within categories such that none were contained within more than 

one category. These categories were refined and modified, or new ones developed inductively, 

as data collection and analysis progressed. This inductive process was evident with the 

emergence of “clinics and centres”, in addition to the “physical environments” category 

commonly identified in health promotion literature. Every university used “clinics and centres” 

to engage employees in physical exercise. The documentation for one university advertised “an 

on-campus gym, a wide range of activities, facilities and special interest groups” [Document: 

U2.061]. In a separate document, this university advertised “recently installed new outdoor 

Exersite equipment for those who prefer a DIY approach to exercise” [Document: U2.042]. 

The latter content was coded to “physical environments” to distinguish activities that leveraged 

existing facilities from those that invested in purpose-built infrastructure. This distinction 

highlights how health clinics and fitness centres, which were used to train medical and sports 

students, have been repurposed to include employee needs. 

 

Appendix A.4.2 Example of coding tree 

 

The coding scheme resulted in several nested categories being formed. The extract of data 

coding in Figure A.1 provides an example of inductively derived categories that formed around 

health issues, health risk factors, activities, and management controls. This nesting process is 
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illustrated using examples from categories relating to “Mental health”, “Alcohol and other 

addictions”, “Clinics and centres” and “Diagnostic controls”.  

 

Figure A.1: Extract of data coding tree  

 

Illustrative example of health issues 

 

/Mental health/Anxiety 

/Mental health/ Bipolar  

/Mental health/ Depression 

/Mental health/Stress 

 

Illustrative example of health risk factors 

 

/Alcohol and other addictions/Alcohol 

/Alcohol and other addictions/Gambling 

/Alcohol and other addictions/Smoking 

/Alcohol and other addictions/Substance abuse 

 

Illustrative example of activities 

 

/Clinics and centres/Chaplaincy 

/Clinics and centres/Fitness 

/Clinics and centres/Health 

 

Illustrative example of management controls 

 

/Diagnostic controls/Key performance indicators 

/Diagnostic controls/Management reports 

/Diagnostic controls/Monitor results 

/Diagnostic controls/Risk reporting 

 

Appendix A.4.3 Measurement process (example relates to categorising health issues) 

 

Content relating to HPPs formed top-level codes for analytical purposes. Broadening the 

content recorded for HPPs—to capture references to programs as opposed to only recording 

key words (e.g. “cancer”, and “heart disease”)—provided the means to cross-tabulate data and 

run queries where coding intersected. For example, queries were used to contextualise 
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information on the health issues, health risk factors and activities referenced in relation to each 

specific HPP. Table A.2 provides an extract of a table created using an NVivo query to report 

on the links between health issues and HPPs. The table demonstrates how coded content was 

organised and linked based on three categories: university, program and health issue. 

 

Table A.2: Query reporting intersection of health issues and health promotion programs 

 

University Program Health issue 

U2 Disease management Cancer 

U8 Nutrition and weight management Cancer 

U8 Nutrition and weight management Cardiovascular disease 

U8 Nutrition and weight management Diabetes 

 

In this example, health screening services were offered by one university through a “Well 

women’s and Pap Smear Clinic available free of charge” [Document: U2.013]. This content 

was coded to “Disease management” and “Cancer”, as the services for the clinic were 

advertised “to prevent the development of cervical cancer” [Document: U2.013]. Another 

university offered healthy eating suggestions and catering guidelines to employees, which were 

coded to Nutritional and weight management programs. This information intersected with 

“Cardiovascular disease”, “Diabetes”, and “Cancer”, as these health issues were specifically 

mentioned in content advertising programs. The university stated that “healthy eating benefits 

almost every aspect of your health, such as helping to maintain a healthy weight, boosting 

energy, improving digestion, and protecting against diseases such as heart disease, type 2 

diabetes and some cancers” [Document: U8.065]. 

 

Table A.3 illustrates how coded content for this example on health issues was enumerated for 

reporting purposes. The table shows that “Cancer” was targeted by two universities while 

“Cardiovascular disease” and “Diabetes” were targeted by one. Similarly, “Cancer” was linked 

to two programs—Disease management programs by U2 and Nutrition and weight 

management programs by U8. 

 

Table A.3: Illustrative enumeration process for coded content 

 

Health issue University Program 

Cancer 2 2 

Cardiovascular disease 1 1 

Diabetes 1 1 
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Appendix A.4.4 Validation interviews 

 

The extract in Figure A.2 relates to feedback received on content coded for research objective 

one (investigate the types of HPPs in the university sector). Corroboration was sought on the 

content and categorisation of activities for each HPP. The interviewee questioned the exclusion 

of “immunisation activities” (referred to by some universities as vaccinations) in the reported 

results. Information relating to “immunisation activities” was identified in the draft analysis of 

university website content presented to the interviewee and coded to the “screening and risk 

assessments” category (Figure A.2). However, it became apparent through email exchanges 

that this categorisation process was ambiguous. Subsequently, references to immunisation 

activities were recoded to “clinics and centres” and a new category called “health risk 

assessments” was added. This change distinguished between the services provided by clinics 

and the role these services fulfilled (e.g. assessing and preventing health risks). 

 

Figure A.2: Feedback on content coded for research objective one 
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Appendix A.5 Observation protocol 
 

Time  

Date  

Location  

 

Observations: 

 

1. What physical contributions are made to health promotion within the environment? 

2. Does the environment cater for disabilities? 

3. What facilities and infrastructure are in place to promote health? 

4. How are the programs advertised and promoted? 

5. What is the reputation of HPPs within and outside the organisation? 

6. What are the attitudes towards HPPs? 

7. What are the attitudes towards the costs and benefits of the programs? 

8. Are employees involved in the planning and implementation? 
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Appendix A.6 Case study coding process 

 

The deductive coding approach linked important implementation processes undertaken by the 

case university’s health, safety and wellbeing department with an ANT perspective on building 

actor networks (Section 4.3). Table A.4 identifies the theoretically derived categories and sub-

categories identified from this analytical approach. This step involved the generation of high-

level codes which were subjected to subsequent iterations through data and theory. 

 

Table A.4: Categories and sub-categories derived from deductive coding process 

 

Category Problematisation Interessement Enrolment Mobilisation 

Sub-category Frame health 

solutions, 

defining actors 

Assemble 

structures, 

demonstrate 

legitimacy, 

persuade actors 

Failed 

negotiations, 

negotiated 

support, 

Reinforced 

support,  

Failed 

mobilisation, 

representation of 

actors 

 

Following the initial deductive approach, which coded data according to the four moments of 

translation (Callon, 1986), inductive themes were identified. Through this inductive process, 

two important themes emerged in related to research objective two (the primary objective 

underlying the case study phase). The two themes and subsequent sub-categories that emerged 

are outlined in Table A.5. 

 

Table A.5: Categories and sub-categories derived from inductive coding process 

 

Category Why the implementation 

process was deficient 

Why the implementation process was important 

Sub-category Alternative experts, dissenting 

voices, marginalised voices, 

mechanisms for organising, 

points of divergence, reduce 

actors, 

Assign roles, displace employee, define health and 

create categories, inventory of health needs, involve 

actors, imitate institutional actors, negotiate with 

employee, persuade employee, reinforce 

institutional support, reinforce plan, reward success, 

system compatibility, 
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Appendix B Research Letters and Approvals 
 

Appendix B.1 Ethics approval 
 

GRIFFITH UNIVERSITY HUMAN RESEARCH ETHICS COMMITTEE 

 

14-Aug-2014 

 

 

Dear Mr McDonald 

 

I write further to the additional information provided in relation to the provisional approval 

granted to your application for ethical clearance for your project "NR: In sickness and in health: 

A Management Accounting perspective on the health and care of employees" (GU Ref No: 

AFE/06/14/HREC). 

 

The additional information was considered by Office for Research. 

 

This is to confirm that this response has largely addressed the comments and concerns of the 

HREC. 

 

This decision is subject to: 

 

Upon receipt of same, please provide written confirmation that participating organisations (e.g., 

schools and education authorities, government agencies, etc.) have approved access to their 

staff, clients, records, facilities, etc. 

 

However, you are authorised to immediately commence this research on the strict 

understanding that these matters are addressed and that you provide details of how they were 

addressed. 

 

Please note that failure to provide a timely response to these matters may result in this 

authorisation being suspended or withdrawn. The standard conditions of approval attached to 

our previous correspondence about this protocol continue to apply. 

 

It would be appreciated if you could give your urgent attention to the issues raised by the 

Committee so that we can finalise the ethical clearance for your protocol promptly. 

 

Regards 

 

Dr Kristie Westerlaken 

Policy Officer 

Office for Research 

Bray Centre, Nathan Campus 

Griffith University 

ph: +61 (0)7 373 58043 

fax: +61 (07) 373 57994 

email: k.westerlaken@griffith.edu.au 
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Appendix B.2 Letter to prospective case study organisation 
 

 

Hayden McDonald 

4/278 Marine Parade 

Gold Coast, 4215 

Australia 

 

 

 

[Name] 

[Address] 

[City]. [Postcode] 

[Country] 

 

 

 

Dear Sir / Madam 

 

 

 

[University Name] has been selected from many universities because it is in the process of 

implementing employee health-promotion initiatives. I am therefore requesting your 

participation in a study aimed at increasing the understanding of how organisations manage 

and control the promotion of employee health. The study is the foundation for my doctoral 

thesis at the Griffith University Business School. The insights from your organisation will be 

used to develop knowledge in accounting for employee health promotion. The goal is to 

develop a greater understanding of information that is useful for connecting the goals of health 

promotion programs with organisational objectives. 

 

I value your feedback, and your participation in this study would be much appreciated. 

Furthermore, your involvement will help maintain your leadership in this critical area of 

operation. I look forward to developing a mutually beneficial relationship. If you want to 

contact me, please do not hesitate to phone me on 0413 864 403. You can also contact my 

supervisors, Dawne Lamminmaki at (07) 555 28791 or Nerina Vecchio at (07) 555 28284. 

 

 

 

Sincerely, 

 

Hayden McDonald | BBus (hons) | CPA  

Doctor of Philosophy Student 
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Appendix B.3 Approval letter from case study organisation 
 

 
 

[Name] 

[Address] 

[City]. [Postcode] 

[Country] 

 

 

Re: A management accounting perspective on the health of employees 

 
Investigator Hayden McDonald (PhD candidate) 

Griffith business school 

Hayden.mcdonald@griffithuni.edu.au 

 

 

 

Dear Sir / Madam, 

 

 

 

I acknowledge that Hayden McDonald, a PhD student at Griffith University, has proposed a 

research project on the management and control of health promotion programs. The study will 

take place between 2016 and 2017, for which he will be recruiting employees from health and 

safety, human resource and management roles. I am also aware that research involves 

collection of organisational records. I understand that this research will be strictly confidential 

and conducted with the informed consent of all participants.  

 

As the [Job Title] at [Name of organisation], I agree to the research being undertaking by 

Hayden McDonald in this organisation. 

 

 

 

Sincerely, 

 

 

 

[Name] 

[Title] 

[Name of organisation] 
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Appendix B.4 Ethics information sheet 
 

 

A management accounting perspective on the health of employees 

 

INFORMATION SHEET 
 

Principal supervisor Dr. Nerina Vecchio 

Griffith business school 

(07) 555 28284 

n.vecchio@griffith.edu.au 

 

Investigator Hayden McDonald (PhD candidate) 

Griffith business school 

hayden.mcdonald@griffithuni.edu.au 

 

Why is the research being conducted? 
 

The purpose of this research is to examine the nature of workplace health promotion programs 

(HPPs) and the role of accounting information (e.g., for planning, decision making and control) 

in promoting their effective application. HPPs are established to improve the wellbeing of 

employees while they are sick or healthy. The literature suggests that accounting information 

can be used to manage and control social issues such as workplace relationships and 

sustainability initiatives, yet research identifying the work required to align HPPs with 

organisational objectives is limited. The findings from this research will provide useful insights 

to help organisations connect the goals of HPPs with organisational objectives. 

  

The main objectives identified for this research are to: 

 

1 Investigate the types of HPPs in the university sector 

2 Examine the influence of management controls on the selection and implementation of 

HPPs 

 

This research is being conducted and submitted to fulfil the requirements of the degree of Doctor 

of Philosophy (PhD). As part of these requirements the contents of this research will be 

incorporated within a peer-reviewed publication. 

 

What you will be asked to do 
 

In volunteering to participate in this research you will be asked to complete an interview that should 

take between 30 to 60 minutes. This will be undertaken in person or over the phone at a time and 

location that is suitable to you. With your permission the interview will be audio-recorded to assist 

with transcription and analysis. Your participation is highly appreciated; your expertise and insights 

into the research topic are invaluable as they will help identify how organisations can effectively 

use controls to mutually benefit from employee health investments. 

 

The expected benefits of the research 
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The value which employees contribute to modern organisations is being impacted as rising 

incidences of physical and mental health issues affect employees and their families. Subsequently, 

employee health is becoming a critical factor to organisational success. Theoretically 

organisations that voluntarily apply HPPs to maintain and improve employee health can 

harness greater value from their employees. However, in practice it is not always obvious how 

organisations benefit from such investments. This research will explain how organisations 

develop processes to manage and control employee health investments and connect these with 

organisational objectives. This requires processes that target mutually beneficial goals. 

Subsequently, it is anticipated that organisations can use accounting information to guide the work 

associated with HPPs. 

 

Your confidentiality 
 

Information that can identify individuals will not be released outside of the research team. When 

communicating information outside of the research team, the data collected will be coded to protect 

your anonymity. Interviewee’s will be identified in the research by their general position (senior 

management, finance or human resource personnel), and if sensitive information is being discussed 

these generalisations will be broadened (senior management, senior administration employees). 

 

The data will be stored on computers at Griffith University and access to this data will be limited 

to members of the research team. 

 

Your participation is voluntary 
 

Your participation in this project is entirely voluntary. In no way will your participation or not, 

impact upon your relationship with the university. You may also decide at any time not to 

participate or to withdraw from participation.  

 

Questions / further information 
 

Any additional information you require on this project, or to discuss further phases of the research 

please contact Hayden McDonald, 0413 864 403, or email hayden.mcdonald@griffithuni.edu.au.  

 

Any issues or concerns with the research conduct should be directed to the principal supervisors 

Dawne Lamminmaki, (07) 555 28791, or email d.lamminmaki@griffith.edu.au or; Nerina 

Vecchio, (07) 555 28284, n.vecchio@griffith.edu.au.  

 

The ethical conduct of this research 
 

This research will be conducted in accordance with the National Statement on Ethical Conduct in 

Human Research. If potential participants have any concerns or complaints about the conduct of 

this research they should direct these to the Manager, Research Ethics, at Griffith University 

Human Research Ethics Committee on (07) 3735 4375, or email research-

ethics@griffith.edu.au. 

 

Feedback to you 
 

mailto:hayden.mcdonald@griffithuni.edu.au
mailto:d.lamminmaki@griffith.edu.au
mailto:research-ethics@griffith.edu.au
mailto:research-ethics@griffith.edu.au
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Once the final submission of this work has been completed you will be able to access the results, 

and any publications in peer reviewed journals. A report will be produced summarising the findings 

and you may contact Hayden McDonald, 0413 864 403, or email 

hayden.mcdonald@griffithuni.edu.au for this overview. 

 

Privacy Statement 
 

“The conduct of this research involves the collection, access and/or use of your identified personal 

information. The information collected is confidential and will not be disclosed to third parties 

without your consent, except to meet government, legal or other regulatory authority requirements. 

A de-identified copy of this data may be used for other research purposes. However, your 

anonymity will always be safeguarded. For further information, consult the University’s Privacy 

Plan at http://www.griffith.edu.au/about-griffith/plans-publications/griffith-university-privacy-

plan or telephone (07) 3735 4375. 

 

 

 

 

  

mailto:hayden.mcdonald@griffithuni.edu.au
http://www.griffith.edu.au/about-griffith/plans-publications/griffith-university-privacy-plan
http://www.griffith.edu.au/about-griffith/plans-publications/griffith-university-privacy-plan
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Appendix B.5 Ethics consent form 
 
 

A management accounting perspective on the health of employees 

 

CONSENT FORM 
 

Principal supervisor Dr. Nerina Vecchio 

Griffith business school 

(07) 555 28284 

n.vecchio@griffith.edu.au 

 

Investigator Hayden McDonald (PhD candidate) 

Griffith business school 

hayden.mcdonald@griffithuni.edu.au 

 
By signing below, I confirm that I have read and understood the information package and have 

noted that: 
 

• I understand that my involvement in this research will include at least one interview 

approximately one hour in length; 
 

• I have had any questions answered to my satisfaction; 
 

• I understand the risks involved; 
 

• I understand that there will be no direct benefit to me from my participation in this research; 
 

• I understand that my participation in this research is voluntary and my decision to participate 

will not impact in any way on my relationship with my university; 
 

• I understand that if I have any additional questions I can contact the research team; 
 

• I understand that I am free to withdraw at any time, without explanation or penalty; 
 

• I understand that I can contact the Manager, Research Ethics, at Griffith University Human 

Research Ethics Committee on (07) 3735 4375, or email research-

ethics@griffith.edu.au. if I have any concerns about the ethical conduct of the project; and 
 

 I agree to participate in the project. 

 

Name 
 

 

Signature 
 

 

Date 
 

 
 

mailto:research-ethics@griffith.edu.au
mailto:research-ethics@griffith.edu.au
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