Health and Society
“New kid on the block”

PROF. DR. MARIA A. KOELEN

Inaugural lecture upon taking the post of Professor of Health and Society
at Wageningen University on 10 March 2011.

WAGENINGEN UNIVERSITY
WAGENINGEN[[N:E



ISBN 987-90-8585-892-8

Prof. dr. Maria A. Koelen Health and Society “New kid on the block”



Health and Society
“New kid on the block”

1. Introduction

Health and Society is a new chair at Wageningen University. The chair focuses
on the ways in which people shape their social and physical environment and so
influence their own and other people’s health. The mission of the Health and
Society chair is fully aligned with the mission of our Alma Mater, which is to
improve health and quality of life. Every now and then I have to explain why health
is such an important topic here, because the first association with our university is
agriculture. I can assure you that because of its unique set-up of life sciences,
Wageningen UR (University & Research centre) provides a stimulating intellectual
environment for Health and Society. The rescarch agenda of Wageningen Univer-
sity is covered by three domains, being (1) food and food production, (2) the
natural and built environment, and (3) health, lifestyle, and livelihood. These
domains are also the basis for the chair group Health and Society, albeit from a

social sciences perspective, and with health as its core domain.

Several UR groups, within both the social sciences and the natural sciences,
study the relation between food, environment, and health. Consequently, Wage-
ningen UR possesses an interesting combination of beta-gamma research in this
respect, thereby giving the Health and Society chair a unique position in the
Netherlands and abroad.

In my lecture, I will first address the context of the chair and elaborate on
different understandings of health. Next, for the purpose of this meeting, I will
focus on two relevant topics for Health and Society, that is, overweight and ageing
society, sharing my view on the approach towards research in these areas. Finally, I

will briefly address our educational efforts.
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2. The context

If people are asked about the most important thing in life, they almost always
mention health first. Indeed, being healthy is important for individuals, for
families, communities, and society at large. Health it is not understood as an end in
itself, but as a resource for living; it enables people to lead an individually, socially,
and economically productive and meaningful life. A healthy population therefore
serves the interests of society, but it can also be said that a healthy society serves the

interests of the population.

Population health has always been a matter of concern, but strategies to protect
and improve health have changed over the years. Until the first half of the 20th
century, mortality and morbidity were strongly related to communicable diseases.
High mortality rates resulted mainly from infectious diseases and highly contagi-
ous (epidemic) diseases such as typhoid, tuberculosis, and the plague. For many
centuries, the medical sector, not surprisingly, was exclusively responsible for the
protection and improvement of health. Medical science has provided new know-
ledge and insights about diseases and the ways to control these diseases. These
advances in medicine have been of enormous benefit to many people, and when
medical knowledge was subsequently combined with improvements in sanitation
standards, living conditions, income, and education, great progress was made. The
demise of epidemics in industrialised countries, declines in both maternal and
infant mortality rates, and the increasing proportion of the population living into
old age are just a few examples.

Nevertheless, we must not become complacent. Disease profiles of many
European and other industrialised countries have changed remarkably in the past
decades, shifting from communicable diseases to chronic, non-communicable
diseases. Morbidity and mortality rates due to health problems such as cancers,
cardio-vascular discases (including high blood pressure, high blood cholesterol),
respiratory diseases (including asthma), addictions due to substance abuse (e.g.
alcohol or drug abuse), and mental disorders (e.g. depression, dementia) have
increased. It is estimated by the World Health Organisation (WHO) that non-
communicable diseases currently account for approximately 60% of the global
disease burden. Trends indicate that, because of the rapid ageing of the population
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and people’s greater longevity, chronic diseases are likely to become even more
important over the next decade (WHO, 2004, 2006). Therefore, considerable
multi-disciplinary scientific effort continues to be necessary in order to decrease

mortality and morbidity and to improve health and quality of life. The chair

3. Health and its determinants

Population health seeks to step beyond the individual-level focus of medicine,
but we have to consider that populations are made up of individuals: in the end, the
health of a population is the sum of the health status of its individual members.
Individual health is generally defined in terms of physical, social, and mental
wellbeing. Therefore it contains both objective and subjective aspects. Someone
may have a disease without feeling ill, or, conversely, someone may feel ill without
havinga discase in the medical sense. On the basis of a review study, Idler and
Benyamini (1997) concluded that subjective health (that is: self-rated health) is an
even stronger predictor of mortality than objective health. Moreover, health is not
a static state. In my view, individuals continuously move on a “life-line;” ranging
from good health to ill health. Generally, people are not just in ill health or in good
health. People are ageing, attract diseases e.g. due to consumption patterns, are
involved in accidents, have to live or work under hazardous circumstances, etc. This
is the central idea in the concept of health development — also referred to as the life
course perspective. The life course perspective is based on the notion that the
resources and risk factors that people encounter in life have cumulative and
interactive effects on health (Kuh & Ben-Shlomo, 2004). Non-communicable
diseases generally have their origins in early life and depend on the resources and
risk factors encountered throughout life. Lindstrom and Erikkson (2010) call chis
“the river of life.”

The causes of health and disease are often multidimensional. Determinants of
health include biological factors (gender, genetic predisposition, acquired factors
such as physical condition, acquired immunity), mental and social factors (e.g.
sense of coherence, locus of control, environmental mastery), lifestyle (e.g. alcohol
abuse, smoking, poor diet, and lack of physical activity), factors in the social (e.g.
family, community, workplace) and physical (e.g. food hygiene, quality of housing,
availability of green space) environment, and the organisation of healthcare.
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Figure 1 gives an overview of these determinants. A detailed description of them
can be found in Koelen and van den Ban (2004).

SYSTEM OF HEALTHCARE

Physical Lifestyle Social
environment environment

| Care |<—>| Cure |<—>| Prevention |

v
| HEALTH STATUS |

Figure 1: Overview of determinants influencing health

As an example, I will further elaborate on the determinants of health and
their interaction, in relation to two issues that top the agenda in public debate,
policymaking, and science: overweight and the increasing number and age of
senior citizens. Both contribute to the growing burden of non-communicable
diseases. Overweight is a topic for which we already have a knowledge base as
regards the causes in relation to the determinants of health, and the consequen-
ces. However, although progress has been made, overweight remains a key
concern. Perhaps some important underlying mechanisms have not yet been
sufficiently addressed. With regard to the ageing society, we know quite well why
people live longer, but we know only little about the consequences of increasing
age for society.
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4. Overweight

The common standard for weight is phrased in terms of Body Mass Index or
BMI. BMI is defined as the individual’s body weight divided by the square of his
or her height. An index between 18.5 and 24.9 is considered normal weight. An
index below 18.5 is considered as underweight, an index between 25 and 29.9 as
overweight, and an index over 30 as obesity, nowadays referred to as serious
overweight. The prevalence of overweight and serious overweight has risen
steadily over the past three decades. In the Netherlands, the percentage of people
who are overweight has increased from 33% in 1980 to about 45% today. The
percentage of people who are seriously overweight has increased from about 5% to
11%. This increase is evident not only in the adult population but also in
children. On average, 10% of children aged 2 to 6 years of age are overweight (van
der Lucht & Polder, 2010). Similar figures are found in other European Union
countries, and an even higher prevalence is reported in the US (e.g. Flegal et al.,

2010). Now let us look at the possible causes of overweight.

4.1 Causes of overweight

Overweight is partially attributable to biological factors — for example genetic
endowment. If one or both parents are overweight, the chances are high that their
child will become overweight as well. Hormone problems, illnesses, or drugs to
treat illnesses may also cause overweight. Nutrition groups at Wageningen
University study the links between, for example, dietary components and
physiological factors (satiation and satiety) and overweight. However, there is a
strong behavioural component as well. Overweight is mostly caused by an energy
imbalance. This concerns the balance between the amount of energy that is taken
in from food or drinks and the energy that the body uses for things such as
breathing, digesting, and — most important - physical activity.

The most recent available data on food consumption in the Netherlands show
that 92% of the population (both male and female) consume too much saturated
fat. Moreover, about 80% (78% male, 80% female) of the population aged 12
years and older consume less than the recommended 200 grams of vegetables, and
about 70% (76% male, 68% female) of the population consume less than 200
grams of fruits a day (VCP, 1998; Hulshof et al., 2004). Morcover, many people
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do not lead an active life. We rely on our car instead of going by bike, take the
elevator instead of the stairs, spend many hours in front of the television and
behind computers, etc. In 2005, about half of the adult Dutch population and
about 75% of adolescents aged 12 to18 engaged in less than half an hour of
physical activity per day (CBS StatLine, 2010).

Overweight is a problem in itself, but it also increases the risk of diseases such
as coronary heart disease, type 2 diabetes, and different forms of cancers (amongst

others endometrial, breast, and colon cancers).

4.2 Where to go from here?

In the Netherlands, we have a long history of health education and health
promotion focusing on the improvement of dietary patterns and physical activity,
but in view of the numbers that I have already presented, they do not seem to be
as successful as expected. Hence, even though we know a lot about the causes of
overweight, we do not seem able to tackle the problem effectively. A closer look at
the content of campaigns and programmes reveals that they often focus on the
individual, treating food habits and physical activity as individual choices. In my
opinion this is too narrow. People do not live in isolation, and both the social and
physical environment facilitate or inhibit the choices that are made (Koelen,
2007a,b; Verkooijen et al., 2007). What we eat, and how physically active we are,
is not just the result of individual choices. For example, eating habits within
families and parental feeding strategies have an influence on children’s consump-
tion patterns. Social norms on how to eat may hinder a person from becoming
more critical about how much and what to consume (Bouwman et al., 2009).
Different types of physical activity are convincingly associated with perceived
social support (Wendel-Vos et al., 2007). Characteristics of the natural and built
envrionment, such as lack of neigbourhood sidewalks, safe bicyle tracks, or safe
playgrounds for children inhibit physical activity (e.g. Brownson et al., 2009;
Northridge et al., 2003). Supportive social and physical environments, however,
facilitate such behaviour. Hence, a broader approach to overweight seems to be
important. The scope should include the interaction between individuals and their
social and physical environment in order to further unravel the mystery of eating
behaviour and physical activity. In my opinion, programmes to reduce overweight
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would be more effective if they included the social and physical environment. This
is what we intend to do in the chair group Health and Society.

5. Ageingsociety and health

Between 1950 and 2009, life expectancy at birth in the Netherlands increased
from 70.2 to 78.5 years for males and from 72.5 to 82.6 years for females (CBS
StatLine, 2010; van der Lucht & Polder, 2010). Similar figures are found in other
European and industrialised countries. According to the Actuarieel Genootschap
(2010), life expectancy will further increase, to 85.5 years for men and 87.3 for
woman, by the year 2050. This positive development is partially attributable to
advances in medicine (for example early detection, improved technology, and
improved therapy), partially to healthier lifestyles, and partially to safer environ-
ments (e.g. natural and social environment, traffic safety, absence of war). However,
because more people live into old age and because chronic diseases more frequently
occur in the elderly population, the burden of disease will also increase. The ageing
of the population will have an impact on healthcare, housing and facilities, and

consumption patterns, but also on social security costs.

S.1 When is someone aged?

In the literature, public debates, and policymaking, there is no consensual
definition of ageing. In many countries “being old” is defined in terms of the age at
which people retire (in the Netherlands this has until now been 65 years of age).
On the other hand, government policies addressing the ageing society, but also
programmes to improve the health of the elderly population, sometimes even
include groups aged 45 or 50 years. Besides this diversity in the age range, some
“makers of ageing policy ” seem to consider the elderly as grey, frail people, but the
elderly today are in much better shape and live a more active life than the elderly in
the 1950s. It can be argued that it is not the absolute age that determines what
individuals are doing or strive for. We need to develop a more realistic view on

ageing.

5.2 Perceptions of healthy ageing
There is no consensus about the meaning of healthy ageing. Does it merely refer
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to longer life expectancy and the ability to work, to life expectancy with relatively
intact physical, mental, and social functioning, or is it an expression for good
quality of life in old age? Is it a “state of mind” of the individual or a dynamic
adaptation process? How do individuals themselves perceive healthy ageing?
Research in this regard reveals that older people include more and different
components in their perception of healthy ageing than professionals, scientists, and
policymakers do. For instance, professionals focus on the absence of disease, and
negatively phrased topics such as loneliness, overweight, and falling accidents,
whereas the elderly focus more on supportive social environments and the ability to
manage restrictions (Flick et al., 2003; Bryant et al., 2001; Naaldenberg et al., in
press). Perceived control and felt responsibility seem to be pivotal (Koelen &
Lindstrém, 2005). Some research has been done on the function of control beliefs,
sense of coherence, and the ability to cope with negative life events. The evidence is
growing that there are substantial differences in perceived health between individu-
als scoring positively and negatively on these concepts. People who have a responsi-
bility for day-to-day events, even seemingly small things such as watering plants, or
caring for a little bird or dog, have more favourable psychological well-being and
show higher health and activity patterns than people without such responsibility
(e.g- Rodin & Langer, 1977). It is important to further unravel these processes and
to develop parsimonious conceptual frameworks that can be used in the develop-

ment of strategies to maintain and/or improve health and quality of life.

S.3 Ageing and the social and physical environment

With increasing age, many changes occur in the social environment, for example
because of retirement (job loss), death of a spouse, death of family members and
friends, and the onset of disabilities and mobility problems. Research about the
facilitation of social participation and stimulating social engagement is mounting,
but still a lot has to be done. More research is needed based on the notion that the
elderly have more years to live in good health, and that, even though they may
accumulate chronic diseases, the constraints experienced are reduced (van der
Lucht & Polder, 2010). The elderly today are more mobile and active than in the
past, and they use modern communication applications. But is society prepared for
an ageing population? Although older people are often seen as passive and frail, in
reality most of them are not. Furthermore, they have more time to spend on travel,
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cultural, and other activities. This may lead to increased and new types of demand

within these arenas.

The ageing society leads to an increase in single-person households. The time of
extended families in which three generations lived together seems far behind us. As
Prof. Cees de Hoog pointed out in his farewell speech (de Hoog, 2007), the
traditional family is on the decline and new forms of “households” are emerging.
He estimated that in 1971, that is 40 years ago, 17% of houscholds in the Nether-
lands were single-person households. This percentage had doubled to about 35% in
2004. The ageing population is an important factor in this increase. Overall,
governments stimulate the elderly to keep living independently in their own homes,
from which they move to smaller ones, often alone after the loss of their partner.
Females outnumber males in this regard. It is expected that single-person house-
holds will further increase to over 40% by 2050 (de Hoog, 2007). These develop-
ments may have consequences for the housing sector, for example the need for
more and smaller houses with dedicated facilities and services. There are also
consequences for urban planning, for example the availability and accessibility of
facilities and services such as shopping, banking, and healthcare, for infrastructure
and public transport, availability of green space, and opportunities to integrate and

participate in social life.

5.4 Ageing and care

As more and more of the elderly continue to live independently, extra demand
will be put on home-based care, especially on the informal care which is provided
by relatives or friends. It is expected that the demand for informal care in the over
65 age group in the Netherlands will increase by 25% in the next two decades
(Sadiraj et al., 2009). The quality of care depends on the interaction between the
characteristics of the care giver, the care receiver, and the context in which the care
is provided. However, when the care need of the individual exceeds the capability
of the informal care provider, somebody [in the houschold] has to take responsibi-
lity for finding an alternative solution. In this case, the help of medical professionals
or medical institutions has to be sought (Nichof, 2004). Recent research shows
that providing intensive care imposes a strong burden on informal carers and

concludes that it is necessary to look at how they can be supported professionally

11

Wageningen University



(van Male et al., 2010). Moreover, the elderly who are not able to live independent-
ly and become institutionalised are in a worse condition than before and in need of
more intensive and extensive care. And, even when they are institutionalised, we
have to avoid feeling that they have been set aside by society; social participation
remains important. There seems to be a tension between “the need to look after the
clderly” and “the need to allow the elderly to look after themselves.” Hence,
research is needed about the consequences for service delivery, the job require-

ments of healthcare professionals, the organisation of care and its financing.

5.5 Pensioners

The most discussed consequence of the ageing society today is the pressure on
the financing of pensions. In the Netherlands, a first state-pension system was intro-
duced shortly after WWII by Willem Drees, then our Minister-President, who
observed that many of the eldetly lived in poverty and were dependent on charity.
In 1957, alaw was passed in parliament (AOW), introducing a state pension for
everyone at the age of 65. The system is based on solidarity, which means that every
working person pays a monthly premium to cover the cost of pensions. But two
major changes have occurred since then.

Firstly, the number of years that a person is expected to live after the age of 65
has increased between 1950 and 2010 from 14 to 19 years for males and from 16 to
22 years for females (van der Lecg, 2010). Hence the period of pension payment
has increased by S and 7 years, respectively. The second change relates to the ratio
between premium payers and AOW receivers. In the 1950s, the state provided pen-
sions to about 730,500 people. Today this number has increased to about 3 million,
and, due to the baby-boomers, the number will further increase (van Oorschot &
Boos, 1999; van de Lecq, 2010). This “double extra burden” has to be carried by a
relatively small group, since the proportion of people aged over 65 in society is
increasing.

One way to deal with the higher expenditure is to reduce the pay-out time.
Throughout Europe, plans are being made to increase the retirement age by two
years (e.g. from 65 to 67). The consequences for health and perception of quality of
life for employees are not clear yet. In view of the previously mentioned point
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about the benefit of being responsible for something, these consequences may be of
a positive nature. Likewise, there is a need to clarify the consequences of longer
employment for employers (Vaandrager & van der Maas, 2006). Employers will
have to organise meaningful work, adapted to the possibilities of older persons in
such a way that it leads to positive outcomes for both the individual and the
organisation (Withag et al., 1987).

6. Research approach
In my opinion, Health and Society, with a focus on the interaction between the in-
dividual and the social and physical environment, is an important domain that can
contribute to individual and population health and well-being, and consequently
to a productive society. In the Netherlands and in many other countries in Europe
and further afield, a lot of research is being conducted about the advancement of
health. At policy level, many discussions are taking place about health in all types of
policies. Professionals explain that they are adopting a health promotion approach.
The keywords in each of these areas are: focus on populations instead of on groups
at risk, empowerment, participation, and intersectoral work. But ... this is what we
find in written documents. In reality, however, whether in research, policy, or prac-
tice, health is considered from the perspective of illness and looking for individual
and societal risks of disease and disability. Measures of effectiveness focus mostly
on short-term changes in knowledge, attitudes, and individual behaviours, and on
health outcomes such as reduced blood pressure and cholesterol levels. This implies
that the dominant paradigm is biased by the biomedical pathogenic tradition.

However, people do not just have problems, do not just run the risk of becoming
ill or impaired. In my opinion, if we focus only on problems and risks — whether

in research, policy, or practice - we will fizd only problems and risks; but people
have many resources and assets that they are eager to share and give to our society.
People are willing to take responsibility, willing to contribute to a healthy and
liveable society. Not disease but health should be the focus for society. Investing in
a healthy population means investing in society. A healthy population is happier,
more productive, and a strong driver of economic growth. This line of thought, the
so-called salutogenic approach, is my point of departure for research. The salutoge-
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nic approach focuses on personal and societal assets, on resources for health, in the
drive towards a healthier population.

The research can be situated in the framework of the health development model as
designed by Bauer and his colleagues (Bauer et al., 2006), see Figure 2.

Socio-ecological Environment

ENVIRONMENTAL
DETERMINANTS OF HEALTH

Individual(s)

INDIVIDUAL

DETERMINt OF HEALTH

HEALTH STATUS

Physical

ANALYTICAL PERSPECTIVES ON
DEVELOPMENT OF HEALTH

Figure 2: EUPHID Health Development Model

The model places health at the centre, surrounded by the physical, mental, and
social dimension, and it shows that the health of individuals results from an ongoing
and close interaction with the social and physical environment. The model further
demonstrates that health can be analysed from a salutogenic and a pathogenic
perspective. Indeed, both perspectives are important. They are complementary, and
both can result in programmes focusing on prevention, protection, care, and a health
promotion perspective. As Lindstrom and Erikkson (2010, p. 17) put it: “it is the
synthesis and synergy that will be most effective.” In our research, we will adopt both
approaches, but the salutogenic approach will dominate.
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As I have made clear so far, health is a resultant of a variety of individual, social, and
environmental inputs. The trend towards non-communicable diseases compels us to
consider health from this multilevel perspective. In advancing health, we cannot rely
on clinical and behavioural interventions only, we also need interventions addressing
the social and physical context. This includes both disciplinary and interdisciplinary
knowledge and action. No scientific or professional discipline alone has the theoretical
foundation and resources to address the wide range of determinants of health (Green
etal.,, 2001). Action is required from a variety of disciplines, be they social, political,
economic, or technical. I usually refer to this approach as coordinated action (cf.
Koelen et al.,, 2008). Therefore, the chair group Health and Society conducts
disciplinary, explanatory, and theory-driven research, as well as multi-disciplinary and
applied research, in order to provide in-depth knowledge and a scientific basis for the
choice and development of interventions for advancing health and well-being. Our
research focuses on the social construction and cognitive mechanisms underlying
health behaviour, and on the interaction between health, behaviour, and the social and
physical environment, with the aim of making these environments supportive to
health. Moreover, we address the prerequistes for coordinated action, and its impact
on the social and physical environment, but also on the societal and economic impact
of such actions. Tools and instruments are being developed, tested, and validated to
facilitate and evaluate “supportive environments” and include assessments of quality
and quantity of community participation, the functioning of partnerships and
coalitions, and processes along which action is taken. By combining a disciplinary
approach with an intervention-oriented approach, the research agenda of the chair
group fits perfectly in the WUR approach of “science for impact”

Another important issue on the research agenda is the question of research
designs. Interventions to promote and advance health are applied in practice. To
show whether interventions are effective, the best possible design is the randomised
control trial (RCT). Such a design, however, can almost never be used in its pure
form in practice, due to, for example, control group problems, multi-layered
interventions, etc. (Koelen & Vaandrager, 1995; Koelen et al., 2001). Since evidence
from practice contributes importantly to the advancement of theory as well, the
development of scientifically sound research methodologies for practice needs
further attention. Some rescarch has been done (e.g. Wagemakers et al,, 2010a,
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2010b), but we will need to extend this towards designs such as time-series, longitu-

dinal studies, cohort studies, and comparative studies.

7. Education

Wageningen University has a good tradition of building thematic study
programmes on a multi-disciplinary basis. Study programmes are not based in one
single chair group, but are built up with the participation of a variety of groups in
social and natural sciences. This enables students to develop expertise in a particu-
lar discipline as well as to cooperate with scientists from other disciplines. It has
proved to be of great advantage to them when they enter professional life.

The BSc and MSc Health & Society programmes that we offer are unique in the
Netherlands. There is strong support from the work field for these programmes
because of the unique emphasis on the influence of the social and physical environ-
ment on health-related behaviour. There is a need for these skilled scientist in the
field. Both programmes have growth potential. I will put a lot of effort into
profiling both programmes for potential students.

8. Words of thanks
At the end of my lecture I would like to say some words of thanks.

o Rector Magnificus, members of the Executive Board, members of the Benoe-
mingsadviescommissie, director of the Social Sciences Group: I would like to
thank you for establishing the “new kid on the block”: the chair Health and
Society, and for the responsibility you have given me to develop the group.

o Taking up this position of Professor in Health and Society somehow feels like
when I started to work in Wageningen, many years ago, at what was then the
Extension Science group. Prof. Niels Réling had just taken up his position as
professor and, as he told me, one of his first significant acts was to employ me. I
have never regretted this. Niels, you have always been a very inspiring person,
both as the leader of the group and as my promoter. You always valued me as a
scientist and taught me to look beyond my discipline to develop a broader
scientific scope. Thanks for all the support throughout the years.
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Dear Professor Anne van den Ban: in fact you were the one who introduced me
to the field of health education. Formally, you left the university when I came
in, but actually you have never left. It has always struck me to see how much you
know about recent developments in the work field, but also about the latest
literature. Even today, you are interested in research and education relating to
health education and health promotion.

Prof. Cees van Woerkum and Prof. Cees Leeuwis from Communication
Sciences, the group where I worked before. Both of you stimulated me to
develop my own line of research, which gradually shifted from health education
into the broader field of health promotion.

I also wish to acknowledge Prof. Cees de Hoog who regrettably passed away in
March 2008. I still miss him. We worked closely together for several years in the
development of the Bachelor and Master programmes, Health & Society. Cees
had planned to continue looking after the programmes after reaching his retire-
ment age in October 2007. Unfortunately, his health did not allow him to do so.
Dear Annemarie, Jeanette, Jenneken, Kirsten, Laura, and Lenneke: you offered
me a warm welcome when I started on the first of November. All of you are
very motivated researchers and inspiring teachers. Equally important, you are
supportive of me and of each other, with a great sense of humour. I am sure that
together we will make the chair group Health and Society a productive and
successful one.

Lenncke, I have to address you personally. In the last five years, you did a
marvellous job in developing the group and holding it together. You attracted
research, developed courses, and managed all this in such a way that the group
is as it is today.

Prof. Anke Nichof, you hosted the group in a supportive way. It will be a
privilege to work with you and your group in the years to come, not only on the
training programmes but also in research.

Carry, Hedy, and Margaret, we would not have had today’s symposium and this
inaugural ceremony without your support.

Dear colleagues from Communication Science, Rural Sociology, Human
Nutrition and Epidemiology, and many other groups, in both Wageningen
University and universities elsewhere: I always loved to meet and to discuss the

newest theoretical developments and the challenges in research. I hope many of
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these discussions will follow in the near future.

A special word of thanks for Hans Saan. Hans, you have always been a critical
supporter of our approach towards research and you have been of great help in
developing our Health & Society BSc and MSc programmes.

Dear colleagues from the field: the promotion of health can be studied from
behind desks, but the work has to be done where the people live, work, and play.
I have learned so much from the interaction and cooperation with you.
Without that, I would never have been where I am now. T hope that in the
future we will continue our mutual learning processes.

And then, the inspiring ETC network. I have been involved in this European
Training Consortium in Public Health and Health Promotion since its
constitution in 1990. Together we develop and teach annual summer schools in
health promotion for researchers, policymakers, and professionals in the field of
public health and health promotion. This year we celebrate our twenty-first
birthday, which is a real performance.

Prof. Green: what can I say about Larry? You were and still are a leading expert
in health education and health promotion. Your support over the years was
invaluable for my intellectual development. Many thanks for promoting my
views where possible and being critical when needed.

Dear students: the fact that I call upon you so late doesn’t mean you are the least
important. On the contrary. Throughout the years, I have loved exchanging
ideas and visions. It is always a pleasure to work with you. In general, students
are eager to learn, and this is inspiring for us as teachers. The field needs such
motivated researchers and professionals.

Last but not least I thank my family and friends, and especially Jan and Corrie, for

their unconditional support. Life is not just work. Thanks to you, I take time for social

talk, time to party, time to travel, time to experience culture, time to take a ride on the

motorbike, time to jump into the sea, time to work in the garden, time to light the

Easter fire. Mams, I am happy that you are here to represent our parents. In our family

you are the best example of good practice when it comes to active ageing.

Ik heb gezegd.

Prof. dr. Maria A. Koelen Health and Society “New kid on the block”
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