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Abstract

In this chapter, we raise awareness of personal, social, and organizational chal-
lenges that people with chronic health conditions face when they aspire to and/or
hold leadership positions. We explain how chronic health conditions affect the
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available resources and self-image of (potential) leaders and how employees
perceive and interact with (potential) leaders with chronic health conditions.
Finally, we offer action and design recommendations to facilitate people with
chronic health conditions in accessing and performing leadership roles.

Keywords

Chronic health conditions - Disease - Health - Identity - Intervention - Illness -
Leadership

1 Why a Chapter on Leadership and Chronic Health
Conditions Is Necessary

Mrs. Miiller has been working for a large sales company for 4 years, two of which as a
team leader. Eight years ago, in her early 20s, she was diagnosed with Multiple
Sclerosis (MS)—a neurological disease that affects the brain and spinal cord. Since
the first onset of symptoms, she has repeatedly experienced minor disease episodes, in
which she primarily struggles with coordination disorders, fatigue, concentration
problems, and sleep disorders. When a team leader position was advertised in her
area, she applied only after long consideration. Until this point, no one knew that she
had MS. She wondered whether she could meet the expectations that are placed on a
leader and how her body would react to the new challenge. Although she made a good
start, her area was economically successful and she was able to build a trusting
relationship with her team, Mrs. Miiller felt like she was constantly on probation.
She often felt the need to work particularly hard to be on par with her colleagues and
other team leaders. In her company, it is also common for leaders to work longer and
not to stay at home immediately with every illness. She adapted to these norms. The
constant overtime and presenteeism resulted in the symptoms of her MS intensifying
and she could only cope with her work with the help of medication. After a short but
severe disease episode, Mrs. Miiller decided to talk to her supervisor about her illness.
He showed understanding that Mrs. Miiller would need more time for recovery in the
future to better reconcile work and illness. However, he also made it clear to her that
her reduced resilience could call into question her suitability as a leader in the eyes of
her employees and the other team leaders. Two weeks later, Mrs. Miiller tells her
supervisor that she will be leaving the company. She already has a new job in sight, but
is unsure whether she should aspire to a leadership position again in the future.

The example illustrates some of the personal, social, and organizational chal-
lenges that people with a chronic health condition—about a quarter of all workers
(Eurostat, 2021; Zill et al., 2021) —face when they aspire to or hold a leadership
position." In this chapter, we address these and other challenges, offer explanations,
and derive action and design recommendations. We begin the chapter with an

"We use the term chronic health condition as an umbrella term for chronic illnesses and diseases.
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introductory discussion of the relationship between work, health, and chronic health
conditions. We choose this approach because an understanding of how the topic of
chronic health conditions is perceived in organizations has a major influence on who
is considered for leadership roles and how people with chronic health conditions
(can) exercise leadership.

In the following section, we will explain how chronic health conditions can
influence the self-perception and personal resources of a (potential) leader and the
way these leaders are perceived by others and how they interact with them. It
becomes clear that in addition to physiological and psychological processes, chronic
health conditions trigger certain socially anchored associations that can lead to
people with chronic health conditions feeling restricted in their leadership behavior,
not striving for leadership positions, not being considered for leadership positions
and/or not being able to gain important experiences preparing for leadership posi-
tions (e.g., because they are not assigned development-promoting tasks and/or they
do not take them on).

This situation not only involves a cut in a person’s (and his or her relatives’) life
planning; the loss of a (current or potential) leader or a restriction in leadership
behavior is also painful and costly for organizations and teams. A restricted “search
space” in terms of potential leaders wastes potential in terms of talent and diversity
and can, conversely, result in a possibly suboptimal filling of leadership positions
(Day & Dragoni, 2015). The non-consideration of certain groups also means wasted
potential for societal development and a restriction of the right to personal develop-
ment of the affected people. Because of these far-reaching consequences, this
chapter is not only relevant for people with chronic health conditions, their leaders
and colleagues, but also for decision-makers in politics and interest groups.

2 Why Chronic Health Conditions Challenge Established
Views on Work and Health

Work and health are closely linked. On the one hand, work and the roles filled at
work have a number of important functions for people’s health and well-being
(Jahoda, 1983): Work enables the (independent) earning of a living, structures the
day (and lifetime), enables competence experience in coping with problems, con-
tributes to identity formation and enables/enforces social contacts (along with the
associated perspectives, conflict potentials and enriching experiences). Work can—
through the characteristics of the performed activity (e.g., high demands, low
control) and the conditions in which it is performed (e.g., job insecurity)—impair
health in the short term (e.g., provoke stress reactions, disturb sleep), make people
sick in the long term and increase the risk of premature mortality (Ganster & Rosen,
2013; Gonzalez-Mulé & Cockburn, 2017). Health condition refers to a state in which
people, measured by their subjective feeling and/or objective criteria, deviate from
the state of health and which is expressed through symptoms. Efforts are therefore
made to mitigate work-related stressors, accommodate working conditions, and
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promote recovery and healing measures (e.g., within the framework of corporate
health management, through health-oriented leadership; Saupe & Korek, 2023).
These efforts are based on an understanding that is problematic for people with
chronic health conditions in two respects. Firstly, it implies that acute episodes of
illness, which all people go through, have a sudden outbreak and end with the
recovery—so illness can be overcome and health can be (re)established. Secondly,
anormality is constructed in which only completely healthy people are able to invest
the necessary resources to cope with work demands—work thus requires that people
are healthy and free from disease symptoms. Chronic health conditions, on the other
hand, accompany people permanently, can be permanently or episodically present,
influence the affected people to varying degrees and require ongoing observation and
possibly treatment (Beatty & Joffe, 2006; Larsen, 2021). The understanding of health
as normality and necessity therefore does not fit people for whom being sick is the
normal state. The first point overlooks that people can already be chronically ill before
entering working life and the health condition will not disappear; the second point
excludes people or puts those under pressure who cannot be declared unfit for work
until the health condition subsides or disappears (Hay, 2010; Ressia & Werth, 2019).

3 Why “People with a Chronic Health Conditions” Do Not
Represent a Homogeneous Group

The term chronic health condition encompasses a broad spectrum of health
conditions (e.g., diabetes, chronic back pain, multiple sclerosis, migraine) each
with specific effects on those affected by them. Furthermore, the experience of the
same health condition varies greatly between people (Beatty et al., 2019; Falvo,
2005). Recognizing and understanding this heterogeneity is a first major challenge
for those who are striving to improve the work situation of people with chronic
health conditions through interventions.

In a review article, Knoll et al. (2023) suggest that a detailed examination of the
influence of chronic health conditions in working life can be guided by seven
dimensions (see Table 1). Taking these dimensions into account helps to understand
why people with chronic health conditions in the employment context have very
different experiences and deal differently with their health condition (can and/or
must). The early diagnosis of a chronic health condition could, for example, directly
influence the choice of profession and professional role (e.g., “Is a leadership
position even an option for me or do I fit better in a specialist career path?”).
A later diagnosis could raise concerns in an already established leader, whether the
chosen career path can continue to be pursued. On a continuous and/or predictable
episodic course leaders and their employees have to adjust differently than to
unpredictable episodic courses. The visibility, the (by others assumed) origin of
the health condition and the (anticipated or actual) assessment by others influence
whether people disclose their chronic health conditions at the workplace (often an
important prerequisite for design possibilities), their self-esteem and their motiva-
tion, emerging emotions (e.g., guilt, shame, pride, fear of stigmatization) and the
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Table 1 Dimensions for characterizing chronic health conditions, exemplary manifestations and
implications for leadership with chronic health conditions

Dimension
Onset

Course

Result

Origin

Visibility

Perception
and
evaluation by
others
Impairment of
work ability

Manifestations (examples in brackets)
Acute (stroke) or gradual (arthritis),
before or after entering professional life
(diabetes types I and II)

Continuously increasing (MS in late
stage), constant (diabetes type I) and/or
episodic (migraine)

Fatal (lung cancer), non-fatal (asthma)
or shortened lifespan (chronic
alcoholism)

Not caused by the affected person (type |
diabetes) vs. contributed to by the
affected person (e.g., lifestyle chronic
alcoholism)

Not visible (AIDS), visible with prior
knowledge or under certain conditions
(sleep disorders), always visible

(obesity)

Stigmatized (obesity) or not (MS),
aesthetics

Impairing (advanced stage arthritis) or
not (AIDS), and in regard to which
activities (central to the respective
profession, peripheral or not relevant
at all)

Implications for leadership with
chronic health conditions

An early onset influences, for
example, the decision whether
certain professions or positions are
chosen (and thus possibly whether
preparatory experiences are made
for the exercise of a leadership
position)

A later occurrence may lead to a
realignment of career planning and
self-assessment

Continuous and predictable
episodic courses are easier to
coordinate than unpredictable
disease outbreaks

Episodic courses may cause
mistrust in others

Realignment of values associated
with an activity and possible job
change

Influences degree of stigmatization
(greater) and willingness to help
(smaller) if the health condition is
(presumably) self-inflicted

Influences questions of disclosing
the health condition at the
workplace, the interpretation of the
behavior of the person with the
health condition and the interaction
by others

Influences questions of disclosing
the health condition at the
workplace, and the interaction with
others

Influences experience of
competence, emotions (e.g.,
frustration at impairment) and
self-image

Influences the assumption and
transfer of development-promoting
tasks

After Knoll et al. (2023), based on Rolland (1987) and Stone and Colella (1996)

development of a work-related identity (e.g., as a leader). The dimensions shown in
Table 1 and their respective implications are intended to help understand the
situation of people with chronic health conditions in the work context better and to
design interventions more appropriately.
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4 Why People with Chronic Health Conditions Less Often
Take on Leadership Positions and Lead Under Less
Favorable Conditions

As illustrated in the introductory example, a number of physiological, psychological,
and social processes make it difficult for people with chronic health conditions to
access leadership positions and to exercise the leadership role. In the model presented
in Fig. 1, we offer a way to systematically represent these processes in order to
illustrate their impact and identify starting points for design possibilities. Our model
is divided into two paths, through which chronic health conditions influence central
processes for assuming and exercising of leadership roles. The upper, social path, is
about how chronic health conditions affect the perception and behavior of employees
(but also superiors and peers) of a manager with chronic health conditions. The lower
path shows how chronic health conditions influence the manager in terms of their self-
assessment (regarding the assumption and fulfillment of a leadership position), their
personal resources, and their leadership behavior. Since knowledge specifically about
managers with chronic health conditions is still very limited, we also use findings from
research on chronic health conditions and disabilities in the workplace and on the
development of leadership in general (e.g., Bonaccio et al., 2020; Day & Dragoni,
2015; Santuzzi & Waltz, 2016).

Our model is based on the assumption that leadership is a social negotiation
process taking place in organizations, in which people claim leadership and others
grant leadership (DeRue & Ashford, 2010). From this interplay of claiming and
attributing leadership, the view of oneself as a leader (the so-called leader identity)
and the way others interact with the leader are derived. Without acceptance by those
who follow, leadership will not be lasting and not be effective. If you do not see
yourself as a leader and do not have the necessary personal resources, you are less
motivated to take on leadership positions, you are less likely to be proposed for
leadership positions and you will not be able to exercise them effectively (Badura
et al., 2022; Lord & Hall, 2005).

4.1 Socially Defined Roles and Processes of Attributing
Characteristics

Since the role of the manager—Ilike all organizational roles—is socially and socie-
tally defined (Katz & Kahn, 1978), it is important to understand which characteris-
tics are associated with leadership. Incongruities between properties and
competencies that people with chronic health conditions are attributed, and proper-
ties and competencies associated with a leadership role reduce the likelihood that
people with chronic health conditions are given leadership positions. Furthermore,
such incongruities are likely to make the exercise of leadership roles more difficult.

People associate leadership with prototypical characteristics that also (often
implicitly) influence the evaluation of leaders (Lord et al., 2020). In addition to
intelligence and benevolence, such implicit theories of leadership often include
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attributes such as performance, assertiveness, devotion, and strength. Individuals
who (presumably) do not correspond to these prototypical characteristics are per-
ceived less as leaders and are less accepted (Giessner et al., 2009; Lord et al., 2020).

Research on the Stereotype-Content Model (Fiske et al., 2002; Canton et al., 2022)
shows that people perceive and evaluate other people primarily on the two dimensions
of “competence” and “warmth.” A typical leader, who leads transformationally, is
attributed a high degree of both competence and social-emotional skills (warmth)
(Cuddy et al., 2011). People with a physical impairment are also seen as “warm”
(which speaks for an association with leadership), but they are stereotypically denied
competence, so these people are more likely to be associated with a subordinate status
and thus not with a leadership position (Fiske et al., 2002). With mental illnesses the
associations are less clear. Some mental illnesses (e.g., depression, bipolar disorder,
psychotic disorders), which can be chronic, lead to their carriers being perceived as
less competent and also less “warm” (Canton et al., 2022; Follmer & Jones, 2017).
This becomes particularly relevant, when the health condition is visible and
stigmatized.

But even with non-stigmatized health conditions and disabilities it is true that
decision-makers often still have limited views and attitudes prevail regarding what
people with health restrictions in organizations can do and can be (Roulstone &
Williams, 2014). For example, study results indicate that stereotyping can affect
personnel decisions and behavior of superiors and HR managers in organizations.
Perceived attributions of competence as well as a higher attribution of warmth have
effects on the willingness to hire a person (Canton et al., 2022). It is conceivable,
although to our knowledge not yet researched, that stigmatized perceptions also
affect the decision to assign a leadership position to a person with a chronic health
condition or to include them in a corresponding leadership development program.

If their employees and other decision-makers in organizations perceive leaders with
chronic health conditions in such a stereotypical way as less prototypical of leadership
(upper path in Fig. 1), this can influence the behavior of the employees and the decision-
makers (e.g., the higher superiors) (e.g., less willingness to follow or forgive mistakes of
the (non-prototypical) leader; Giessner et al., 2009). This reserved and possibly defen-
sive behavior of the employees and the critical behavior of the superiors can in turn
(weaken) affect the leader, unsettle them and in turn lead to defensive behaviors that are
detrimental to leadership success (chapter » “On Leader Failure and Derailment™).
Ultimately, a stereotypical non-attribution of leadership-critical attributes such as
warmth and competence, but also assertiveness and resilience, can lead to a leader
with a chronic health condition not reaching the employees as well and thus making
leadership more difficult for such stigmatized people.

4.2 Availability of Personal Resources
The extent of available personal resources also contributes to the successful exercise

of leadership functions. Chronic health conditions can directly affect a leader’s energy
level (e.g., some illnesses are associated with fatigue), but they can also indirectly
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(e.g., through frequent doctor’s appointments, necessary rest periods, and effort to
manage the illness) tie up resources that are then not available for leadership. Fewer
available resources prevent resource-intensive leadership behavior (e.g., maintaining
high-quality relationships with employees) and thus limit the behavioral scope of leaders
with chronic health conditions (lower path in Fig. 1). A resource-conserving leadership
style will make it less likely that employees and other leaders will invest in the
relationship with the leader and thus strengthen the available resources.

The stereotypical perception of people with chronic health condition described
above can represent a further disadvantage for their resource equipment. People who
are perceived as less competent and warm are more likely to be avoided in the
workplace, which in turn leads to a weakly developed social network. This poses the
risk that stereotyped people are denied resources (e.g., mentoring, feedback, infor-
mation) and are not included in social and professional interactions (Follmer &
Jones, 2017). Both are associated with less social capital and contribute to a further
weakening of available resources (ten Brummelhuis & Bakker, 2012).

Furthermore, it is to be feared that for people with chronic health conditions, the
resource commitment (especially energy, time, and provided social support) is partic-
ularly high — due to the combination of high workloads for leaders and the (temporary
or permanent) reduction caused by the health condition — that they spiral into a
negative cycle of stress and unfavorable leadership behavior (for an overview, see
Harms et al., 2017). Stressors and the fear of not being able to cope with stressors
(Lazarus & Folkman, 1984), impair cognitive abilities and lead to poor decisions and
unfavorable (leadership) behavior in the complex situations in which leaders operate
(Thompson, 2010). Leaders must make decisions, but be open to changes in the
parameters that condition these decisions. Stress narrows the perceptual space and
leads to defensive decision-making behavior, which relies on heuristics and routines—
creativity and a reevaluation or recombination of decision parameters become less
likely in this state (Hunter et al., 2011). In terms of leadership behavior, stress also has
a detrimental effect. Under stress, it is likely that leaders become more self-focused
and less considerate of the team’s perspectives, show more aggressive and less positive
leadership behavior (Eubanks & Mumford, 2010). Research on the failure of leaders
(see the chapter by » “On Leader Failure and Derailment”) shows that lack of self-
regulation, inability to cope with complexity, and lack of maintenance of social
relationships are key reasons why leaders deviate from the path of success.

Even though previous research has rarely examined leadership, stress, and
chronic health conditions together, the findings on the individual elements of this
relationship suggest a negative course of the lower path in Fig. 1. As we will discuss
in the fifth section, this course is not necessarily given, but can be influenced by
appropriate measures for leaders with (or without) chronic health condition.

4.3 Self-Perception as a Leader
Due to the social nature of leadership and the fact that leaders (at least implicitly)

know that they depend on the cooperation of their employees (van Vugt et al., 2008),
their assessments and attribution processes also influence the self-image as a
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(potential) leader that people with chronic health conditions develop (Hollander,
1992). The self-image as a leader (so-called Leader Identity or leadership identity)
can develop within the work context but also before entering professional life, e.g.,
through self-reflection in and after leadership-relevant experiences, feedback from
the social environment, and comparison with role models (DeRue & Ashford, 2010;
Lord & Hall, 2005; Hammond et al., 2017). Whether and how one sees oneself in the
leadership role represents a central influencing factor on the leadership claim and the
development of leadership-relevant competencies (e.g., through the motivated pur-
suit of development-promoting tasks) (Chan & Drasgow, 2001; Day & Dragoni,
2015; Schyns et al., 2020). As shown in the lower path in Fig. 1, the self-image of a
leader, alongside (and in interaction with) the available resources and the compe-
tencies of a leader, is a central influencing factor on the leadership style and
leadership behavior.

The already mentioned, potentially stigmatizing perception and feedback from
social interaction partners and the potentially limited resource equipment make it
difficult for people with chronic health conditions to develop and maintain a strong
leadership identity. Due to the social nature of leadership, leaders must maintain a
certain reputation (e.g., credible and trustworthy, competent) towards others; they
may be challenged by individuals or groups within and outside the team (van Vugt
et al., 2008). Since leaders with chronic health conditions are non-prototypical and
potentially fear stigmatization, the barrier to challenge them might be lower and they
might feel even more threatened (Giessner et al., 2009; McGonagle & Barnes-
Farrell, 2014). This would in turn favor behaviors that make failure as a leader
more likely (e.g., social withdrawal, micromanagement; Hogan et al., 2011; chapter

“On Leader Failure and Derailment”).

The leader identity (and thus the motivation to lead) interacts with leadership-
critical competencies (Day & Dragoni, 2015). Experiencing competence strengthens
the leader identity while low self-efficacy as a leader weakens it. Research shows
that people with chronic health conditions (regardless of their position in the
company) report greater stress, lower perceived work ability and productivity
(McGonagle & Barnes-Farrell, 2014; Oris et al., 2018). This affects the individual’s
sense of self-efficacy—a key resource (ten Brummelhuis & Bakker, 2012), which
facilitates the acquisition of further resources important for executives. People with
lower self-efficacy tend to take on less challenging and thus development-promoting
tasks and have less often a supportive social network.

Executives who are diagnosed with a chronic health conditions during their career
may find it difficult to reconcile their activity with their health condition: In a
qualitative interview study, US executives suffering from Multiple Sclerosis
named the confrontation with the reality of their physical and cognitive limitations
as one of the biggest challenges of working with the health condition. The executives
had to adapt over the course of their illness and find new ways and techniques (e.g.,
to maintain their attention) to continue their leader role despite changing symptoms.
In addition, some reported the challenge of having to ask for help or support in their
leadership tasks (Coller, 2009). The reconciliation of disease-related limitations and
adjustments may be difficult for individuals with a strong self-image as a leader,
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which could be further exacerbated by the perceived incompatibility of the limita-
tions with the implicit assumptions or the internalized “leader prototype.”

Another obstacle to the development and maintenance of a leader identity is that
few leader figures are available as role models for people with chronic health
conditions. If people hold leadership positions despite chronic health condition,
the health condition are often concealed. For example, former US President Franklin
D. Roosevelt avoided being photographed in his wheelchair; another president, John
F. Kennedy, suffered throughout his life from severe health impairments (e.g.,
asthma, back problems, irritable bowel syndrome, fatigue), but maintained the
image of a vital and dynamic leader.

5 Recommendations for Action and Design for Reconciling
Leadership with a Chronic Health Conditions

In the previous sections, we have pointed out some special challenges faced by
executives with chronic health conditions. It became clear that it is usually not the
chronic health conditions per se that restrict and hinder people in terms of aspiring to
or exercising leadership roles. In the last section, we pick up on this point and
propose interventions that—targeting the behavior of the executive and the
conditions—aim for a more favorable handling of the chronic health condition and
greater fit to the environment (for more extensive discussions on interventions, see
Beatty et al., 2019; McGonagle & Bardwell, 2022).

Self-management strategies. Competencies in self-management are a central
component of common competency models that are used for the selection of
executives and in the context of executive development (e.g., Hogan & Warrenfeltz,
2003). Self-management strategies target the attitudes and behaviors of the individ-
ual and aim to regulate own resources, stresses, and emotional and cognitive
responses (Lord et al., 2010). Lifespan perspectives on work and leadership provide
useful approaches to dealing with potentially limiting personal situations (Rudolph
et al.,, 2019; Zacher et al., 2015). Based on the SOC (Selection-Optimization-
Compensation) model (Moghimi et al., 2017), recommendations can be derived,
for example, on what leaders should focus on when resources are limited (e.g., not
neglecting the maintenance of social relationships), how they can optimally use the
limited resources (e.g., by investing in the development of employees and leadership
potential in the team), and how leadership functions can be compensated in the event
of permanent restriction or in acute phases of illness (e.g., through shared leadership
and the use of digital tools; for a discussion on digital technologies as a resource and
burden, see Knoll & Dietz, 2022).

In addition to these universally valid measures, programs are available that have
been specifically developed for people with chronic health conditions. The Chronic
Disease Self-Management Program (CDSMP) developed by Stanford University, for
example, addresses personal lifestyle and dealing with the disease in the workplace
(including communication with colleagues and superiors, expanding one’s own
resources through adaptive changes in the work environment, dealing with symp-
toms; Detaille et al., 2013).
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Education and thematization through guiding principles and campaigns. People
with a chronic health condition often face doctor’s appointments and treatments, require
a more individual design of recovery phases or a specific office environment. HR
departments in organizations are often not aware of these circumstances, which has
negative effects for the affected people (Kopnina & Haafkens, 2010; Munir et al., 2009).
Decision-makers also sometimes lack specific knowledge about health conditions, so
the productivity, work ability, and reliability of people with health restrictions are
generally questioned, and there can be a hesitant attitude towards these people in hiring
processes and promotion decisions (Van Beukering et al., 2021). Specific campaigns as
well as the development of guiding principles can be starting points to expand knowl-
edge and create awareness. Especially in the field of mental illnesses, companies are
relying on destigmatization campaigns, which can have a positive effect on the organi-
zational climate and the willingness to disclose a health condition (Hastuti & Timming,
2021). For example, the carmaker Audi has encouraged employees to deal with the
topic of mental health through the campaign “Everyone has Psyche” in the form of
discussion rounds, information stands, cinema evenings, flyers, podcasts, or seminars.
This campaign was supplemented by health guides and special coaching for executives
(Audi, 2021). Since chronic health conditions are very heterogeneous, campaigns and
guidelines should not only focus on individual health conditions, but address chronic
health conditions in their complexity. The characteristics listed by us in Table 1, which
can be used to differentiate chronic health conditions, provide suggestions for these
projects.

Establishing psychological safety. Executives with chronic health conditions benefit
from organizational support and help in carrying out their tasks. Since the needs can
vary greatly from case to case (Coller, 2009), executives with chronic health conditions
often face the challenge of having to disclose their health condition or details about
their health condition at work (so-called disclosure) in order to access support options
(Ganesh & Lazar, 2021; Roulstone & Williams, 2014). Especially people with “invis-
ible” and particularly stigmatized health conditions can perceive the disclosure of their
health status as challenging and therefore carefully weigh the advantages and disad-
vantages. Previous research on the disclosure of potentially stigmatized identities
shows that the perceived climate in the organization plays a major role in this
decision-making process. The organizational climate is influenced, among other things,
by visible and perceptible formal rules and guidelines regarding anti-discrimination
(Follmer et al., 2019). Obstacles to disclosure or addressing a health impairment at
work is the fear of possible discrimination, stigmatization, or negative effects on the
organizational career (Westerman et al., 2015).

Social support and development measures. In addition to the formal rules, the
behavior of the employees plays a role for the work experience of people with chronic
health conditions. For example, the perceived emotional support from colleagues and
superiors has a positive effect on the disclosure of health status (Munir et al., 2006).
Continuous support, for example in the form of mentoring, coaching or helpful supe-
riors, has proven to be one of the key factors for the career advancement of people with
health restrictions or disabilities (McGonagle et al., 2014). Supportive measures for
people with chronic health condition can be combined with self-management strategies
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and integrated into offers for executive development and personnel promotion accessi-
ble to all employees (Nazarov et al., 2019). Inclusive forms of talent management
(Cappelli & Keller, 2014) reduce the need to disclose one’s own chronic health
condition, thereby lowering the barrier to participation. Barriers that make participation
in development measures less likely include the size of the company and the budget
available in companies for such measures, self-selection, and the fact that employees
with chronic illnesses are sometimes not considered as participants by supervisors and
HR managers (Sayce, 2010).

Networks within and outside the organization can facilitate the development of a
leader identity, the acquisition of leadership-critical competencies, and the building of
personal resources. They do this by providing role models, through instrumental social
support and the establishment of helpful social contacts, as well as a reflection surface
for one’s own position determination and emotion regulation (Allen et al., 2017).

Flexibilization of work organization. Fixed, inflexible working hours, a lack of
options for telework, as well as a culture of presenteeism in the company particularly
restrict people with special needs. A culture of presenteeism is characterized by the
perceived pressure or the perceived norm to have to work despite symptoms of
illness. It is influenced among other things by the behavior of the company’s
managers, but also by absence regulations (Munir et al., 2008; Ruhle & S8,
2020). Due to their partly lower health status, employees with chronic health
conditions show more presenteeism than people without a chronic health condition,
especially when the company’s illness-related absence rules are perceived as strict
(Munir et al., 2008).

Presenteeism and inflexible working hours can be a problem if managers perceive
a conflict between their professional activity and the management of their illness.
Such a conflict arises when the work activity leaves insufficient time or energy for
doctor’s appointments, necessary treatments, or the adherence to medication plans
and can lead to a lower work ability or withdrawal from work (McGonagle &
Bardwell, 2022). Flexible working hours and a good work-life balance are seen by
managers with health restrictions as beneficial for their activity (Sayce, 2010).

Role models and mentors. The societal perception of the performance of people with
a chronic health condition makes it difficult for them to have a chance at a leadership
position. Making available role models and mentors can be an approach to change this
situation and thus anchor the role of the manager as a “possible self” in the self-image
of people with chronic health conditions (Brokerhof et al., 2020). For other groups that
are underrepresented in leadership positions role models have already shown positive
effects, e.g., in the form of strengthening self-concept and increased career ambitions
(Asgari et al., 2012).

Leaders who disclose a chronic health condition challenge common stereotypes,
influence the organizational climate for people with chronic health conditions and
reduce for employees with a health restriction the incongruity between self-image
and the anticipated characteristics of a leadership role. They signal people without
impairment that chronically ill people can also successfully hold leadership posi-
tions, and they help—according to research on reducing intergroup conflicts (e.g., Al
Ramiah & Hewstone, 2013)— that prejudices against chronically ill people are
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reduced. However, it should be considered that role models should be as stereotype-
consistent as possible to avoid subtyping. Subtyping means that individual members
of a discriminated group are not seen as prototypical for this group and are thus
assigned to a subcategory (Kunda & Oleson, 1995).

6 Conclusion

With this chapter we pursued three goals. In the first section, we sensitized to the
relevance of dealing with the topic of leadership in connection with groups of people
who are not the usual suspects when it comes to distributing leadership positions. In
connection with this sensitization, it was also important to us to work out that people
with chronic health conditions do not represent a homogeneous group, but are very
diverse in their talents, needs and possible impairments. Our second goal was to
identify physiological, psychological, and social processes that make it difficult for
people with chronic health conditions to access leadership positions and to exercise
the leadership role. Our third goal was to derive behavioral and relationship inter-
vention action and design recommendations for (potential) leaders with and without
chronic health condition, employees of human resources departments, interest
groups and societal decision-makers.
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